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QUICK REFERENCE GUIDE 

This policy must be followed in full when developing or reviewing and amending Trust procedural 
documents. 
 
For quick reference the guide below is a summary of actions required. This does not negate the need 
for the document author and others involved in the process to be aware of and follow the detail of this 
policy. 
 

1. High quality data is vital to support high quality care and effective decision making at 
Portsmouth Hospitals (NHS) Trust 
 

2. The emphasis needs to be on ‘getting data right first time’ to minimize any risk to clinical care, 
organisational performance, income or information governance. 
 

3. The focus is on Divisional ownership and personal responsibility, rather than data quality 
being seen as a ‘back office’ function to be managed by a data-quality team.  
 

4. The aim is that data recorded in clinical case-notes and on computer systems accurately 
reflects what actually happened to a patient. Likewise, any management or financial 
information recorded must be an accurate reflection of the Trust’s business. 
 

5. The policy covers all data collected by all staff (clinical and non-clinical) at the Trust and 
outlines the framework for maintaining data quality on the Trust’s key and locally critical 
electronic information systems and of any information reported from them. 
 

6. Data quality is the responsibility of all Trust staff with the Trust Board holding overall 
responsibility and executive accountability sitting with the Director of Governance & Risk. The 
Data Protection and Data Quality Committee has delegated responsibility for setting the 
Trust’s strategy for maintaining and improving data quality. It is responsible for providing 
assurance of data quality to the Board and identifying risks posed by poor data quality.   
 

7. There are agreed national and local data quality standards and compliance with these and the 
Data Quality Policy will be monitored by the Data Protection and Data Quality Committee 
(DPDQ) using an internal data quality reporting programme. 
 

8.  The Data Protection and Data Quality Committee will also ensure key and locally critical 
information assets comply with the Data Quality Policy and associated standards via a 
programme of annual reporting. 
 

9. The Trust will ensure compliance with the Data Security and Protection Toolkit Standards 
relating to data quality, including an annual programme of data quality audit of its admitted 
patient care, outpatient attendance and waiting list data recorded on PAS (in line with relevant 
Information Governance Standards). 
 

10. The Trust will have a formal and ongoing programme of training on data quality including 
induction training, PAS training, system-specific training, remedial & refresher training. 
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1 INTRODUCTION 

“Good quality information underpins the delivery of effective patient care1”.  
 
This policy sets out a framework for ensuring that data is of high quality and supports high quality 
care and effective decision making at Portsmouth Hospitals NHS Trust (the Trust). 
 
The Audit Commission identify six dimensions of data quality which, when suitably addressed, 
will support an organisation to achieve good levels of data quality. These dimensions are 
included in the table below: 

 

Timeliness Data captured quickly after the event, and made available for use as quickly as possible 

Completeness The extent to which data is complete (e.g. how many missing records are there) 

Validity Data is recorded and used in accordance with any rules / definitions (allowing for 
comparison) 

Relevance Data should be relevant for the purpose for which it is being used 

Reliability Data should be based on stable and consistent collection processes (danger that 
improvements in performance reflect changes in collection, rather than practice) 

Accuracy How ‘correct’ is the data 

 
 

2 PURPOSE 

To provide a policy and guidance, by which all staff involved in the collection, use and 
management of data, can assist the Trust in achieving and maintaining high levels of data quality 
to support high quality patient care.  Whilst additionally promoting a culture where individuals 
take responsibility and at the same time ensure the Trust runs as an effective business and 
meets the requirements of the Data Security and Protection Toolkit. 
 
The emphasis needs to be on ‘getting data right first time’, in order to minimise any risk to clinical 
care, organisational performance or information governance as well as to meet the demands 
placed on the Trust by the regulators (e.g. the NHS Improvement/England (NHSI/E) and Care 
Quality Commission (CQC)), commissioners and other bodies such as Dr Foster.   
 
This policy outlines the structure needed to embed this approach, with the focus on reducing 
errors at the point of data entry and the emphasis on Divisional ownership and personal 
responsibility, rather than data quality being seen as a ‘back office’ function to be managed by a 
data-quality team.  
 
The aim must be that data recorded in clinical case-notes and on computer systems accurately 
reflects what actually happened to a patient. Likewise, any management or financial information 
recorded must be an accurate reflection of the Trust’s business. 
 
This approach will be supported by a data quality reporting programme, giving Divisional and 
Operational Departments access to information on their data quality performance. Confidence 
levels can subsequently be assigned based on performance and drive further improvement. 
 

 

 
1 Figures You Can Trust: A Briefing on Data Quality in the NHS, The Audit Commission, 2009 
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3 SCOPE 

This policy covers all data collected by all staff (clinical and non-clinical) at the Trust. 
 
The policy outlines the framework for maintaining data quality on the Trust’s key and locally 
critical electronic information systems and of any information reported from them.  A list of 
systems is provided in appendices B and C.  Although other information systems are not directly 
covered by this policy, for example finance and workforce information systems, the same 
principles should be applied to them. 
 
Many of the principles apply equally to manual data collection and manual record keeping is 
covered in detail by the Health Records Management policy, which should be read in conjunction 
with this policy. 
 
It is acknowledged that in the event of an infection outbreak, flu pandemic or a major incident it 
may not be possible to fully adhere to the standards and requirements set out in this policy. 
 

4 DEFINITIONS 

 
4.1 Data Quality – ‘the state of accuracy, completeness, reliability, validity, timeliness and 

systemic consistency that makes data fit for purpose’ (Quality Information Committee (QIC) 
first national review of data quality in the health & social care system (2013).  

 

4.2 PAS - Patient Administration System used across the Trust to record patient activity in real 
time.  Management of the system is in conjunction with the Isle of Wight Healthcare NHS 
Trust. 

 

4.3 Information Asset - in general, Information Assets are administration systems or 
database used to process Patient Identifiable Data (PID) directly or used in any way that 
has the potential to affect the confidentiality / integrity / availability / legal processing of 
PID. e.g. databases, audit data, paper records, applications and system software. 

 

4.4 Key Information Asset – an Information Asset which has been deemed business critical 
at a pan-Trust level.  Additional levels of security and management arrangements are 
required to comply with Information Governance requirements. A list of Key Information 
Assets can be found in appendix B. 

 

4.5 Locally Critical Information Asset - an information asset which has been agreed to be 
business critical by the Data Protection Data Quality committee e.g. in terms of direct 
patient care, income/financial penalty or national performance target. A list of Locally 
Critical Information Assets can be found in appendix C. 

 

4.6 Information Asset Owner – a senior member of staff who is the nominated owner for one 
or more identified information assets of the Trust.  

 

4.7 Information Asset Administrator – individuals who have been assigned responsibility for 
day to day management of information risk on behalf of the Information Asset Owners but 
are not directly accountable. They are responsible for ensuring that policies and 
procedures are followed. 

 

4.8 SUS - Secondary Uses Service; a single, comprehensive repository for healthcare data in 
England which enables a range of reporting and analysis to support the NHS in the 
delivery of healthcare services.  The Trust uploads monthly activity files to this data 
warehouse covering the full breadth of services it provides.  SUS analyse the quality of the 
data uploaded and produce data quality reports comparing the Trust nationally. 
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4.9 Data Quality Risk - is the possibility of suffering harm to patient care, Trust reputation or 
income as the result of poor data quality. They are systematic process / recording issues 
which have a Trust-wide impact either on patient care, performance, finances or 
operationally. 

 

4.10 Datix – web-based patient safety software for healthcare risk management; the Trusts 
application for recording and managing all incidents and complaints. 

 
 

5 DUTIES AND RESPONSIBILITIES 

Data quality is the responsibility of all Trust staff.  However, it is clear that specific groups and 
individuals have greater day to day responsibility and these are outlined below. 

 
5.1 Trust Board – has overall responsibility for Data Quality and will be kept informed of the 

Trust’s data quality performance via an annual Trust Data Quality Report.  In addition, the 
Data Protection and Data Quality Committee (DPDQ) will report relevant issues back to 
Trust Board via the Executive Lead.  

 

5.2 Director of Governance & Risk - Executive accountability sits with the Director of 
Governance & Risk, as chair of DPDQ.  As part of the Trust Board, they will be kept 
informed of any issues and annual data quality performance. 

 

5.3 Head of Information Services - On a Trust lead level, the Head of Information Services 
has responsibility for monitoring and reporting of data quality performance, although 
responsibility for specific requirements is devolved to Information Service Managers, 
System Managers and specialist leads.  

 

5.4 Data Protection and Data Quality Committee (DPDQ) - Has delegated responsibility 
from the Trust Board for setting the Trust’s strategy for maintaining and improving data 
quality as well as for ratifying the Data Quality Policy. It is responsible for providing 
assurance of data quality within the Trust, identifying risks posed by poor data quality and 
alerting the Board to any significant risks.  It will establish and maintain a framework to 
promote effective data quality, ensuring local-level responsibility and accountability.  It will 
challenge areas of the Trust where robust checks and controls are not evident, in order to 
raise standards and strive for continuous improvement.It additionally promotes effective 
data protection principals to establish and maintain a framework which ensures that all 
information is dealt with legally, securely, efficiently and effectively, in order to deliver the 
best possible care and services. DPDQwill promote local-level responsibility and 
accountability and will challenge areas of Trust activity where robust controls are not 
evident, in order to raise standards and strive for continuous improvement.  The Data 
Protection and Data Quality Committee Terms of Reference can be found in Appendix A 

 

5.5 Divisional Management Teams (including Divisional Operational Directors, General / 
Business Managers, Chiefs of Service, Directors/Heads of Nursing and Clinical 
Directors) - Are responsible for the quality of data recorded within their Division.  
Divisional and Department managers must ensure that staff within their team, who have 
any involvement with the capture, recording and management of data, are made aware of 
and fully understand that the content of the Data Quality Policy and that the principles 
within the policy apply to all information systems that are covered within the scope of this 
document.  A representative of each Division is required to report to DPDQ on an annual 
basis, providing assurance on the data quality performance of their Division e.g. that any 
data quality risks are being appropriately managed. 
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5.6 PAS Data Quality Team – Their role is to improve the quality of the demographic data 
held on the Trust’s Patient Administration System (PAS) and support staff in improving 
data quality and reducing the number of errors. 

 

5.7 Information Services Department – Is responsible for running final data quality checks 
on all activity and performance data reported externally from the Trust (e.g. Commissioning 
Data Set CDS uploads, national cancer / referral to treatment (RTT) returns, Trust 
Development Authority (TDA) daily situation reports (Sitrep) submissions) and on internal 
Trust reporting. It is their role to investigate any data quality issues identified, liaising with 
the relevant Division or Department or escalating to DPDQ where required.  They also co-
ordinate the annual Service User Data Audit and Completeness and Validity check in line 
with Data Security and Protection Toolkit requirements. The Information Services 
Department does not enter data into systems.  

 
5.8 Finance Income Team – Is responsible for running final data quality checks on all 

financial data reported both internally and externally (e.g. Service Level Agreement (SLA) 
reporting to commissioners). They work closely with the Information Services Department 
and Trust Divisions/Departments to investigate and resolve any issues identified.  

 
 

5.9 Information Asset Owners - Are ultimately accountable for the quality of data held in the 
information asset that they ‘own’ and provide assurance that data quality risk is being 
managed effectively. 

 

5.10 Information Asset Administrators – Are responsible for ensuring that data quality 
procedures, standards and checks are implemented for their assets and that their systems 
are configured to optimise data quality. They are responsible for recognising actual or 
potential data quality issues, escalating to Information Asset Owners, and putting plans in 
place to resolve them. Specifically:  

 

• Reviewing policies, procedures and data quality standards, ensuring they are kept up to 
date and in line with system changes. 

• Ensuring compliance with written policies and procedures – via spot check, and rolling 
programmes of audit. 

• Ensuring staff receive adequate training in the use of the system. 

• Providing assurance to the Data Protection and Data Quality Committee, via an annual 
report, of the data quality performance of their system and of the checks and 
procedures in place. 

 
5.11 Information Governance Manager – Provides strategic leadership on Information 

Governance including Records Management, Freedom of Information, Data Protection and 
Confidentiality, Information Governance Assurance and Management.  

5.12 Team/Ward Managers and Administrative Managers - It is the responsibility of line 
managers to ensure their staff comply with data quality procedures of any information 
systems that they use and are trained to competently use the appropriate information 
systems, including how to raise data quality concerns. 

 

5.13 Corporate Business Partners (Finance and Performance) – provide direct support, 
analysis and recommendations to Divisions in relation to the quality of the data recorded 
by staff.  These Business Partners will use the data quality information produced to support 
and drive improvement. 

 

5.14 All Individual Users - All staff are personally responsible for the quality of data entered by 
themselves, or on their behalf, on the Trust’s computerised systems. This responsibility will 
be clarified in their job description and monitored via ongoing supervision/appraisal. It is 
essential that any alterations or updated information is amended as soon as possible on 
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PAS and other systems to provide up-to-date information to support the delivery of care 
and to meet statutory requirements, e.g. Information Governance data-quality standards. 
They are also responsible for raising any concerns they have about data quality via their 
line manager.  

 
 

6 STANDARDS 

 
6.1 National and Local standards - The standards imposed by the Trust for patient activity 

data are those detailed in the NHS Data Dictionary and Data Manual as modified, 
amended or added to through Data Set Change Notices (DSCNs) now known as 
Information Notices e.g. NHS Number Standard (DSCN 32/2008). Trust-wide standards, 
shall be imposed in other areas where appropriate. Other information systems may have 
their own standards (e.g. national coding rules) which should be monitored locally and 
performance reported via the Information Asset Data Quality Assurance Report (see 
Section 9). 

 

6.2 Data Security and Protection Toolkit - The Information Governance Toolkit has a 
number of requirements that relate to data quality assurance and which provide a 
framework to monitor the Trust’s compliance with these.  In doing this, the quality of the 
Trust’s data is further promoted. These requirements are: 

 
1.5:  Personal information is used and shared lawfully 
1.6:  The use of personal information is subject to data protection by design and by 
default 
1.7:  Effective data quality controls are in place 

 

6.3 Timeliness Standards for Data Entry – the following standards relate to the timeliness of 
data recorded on PAS.  Other information systems will have their own local standards, 
which should be monitored locally and performance reported via the Information Asset 
Data Quality Assurance Report (see Section 9). 
The standards outlined below are for indication only & are not exhaustive.  They will 
be discussed, refined and agreed by the Data Protection and Data Quality 
Committee, in line with the Trust Access Policy, discussions with Divisions, 
including the introduction of stepped reduction targets / phased introduction. 

 

Transaction System Standard 

Inpatient Admission PAS within 15 minutes of admission 

Inpatient Transfer PAS within 15 minutes of transfer 

Inpatient Discharge PAS within 15 minutes of discharge 

Inpatient Outcome PAS within 15 minutes of discharge 

18 Week Referral to Treatment Status 
(RTT) 

PAS Whilst an RTT open clock exists, relevant 
updates should be actioned within 24 
hours of all patient contacts (including 
telephone conversations). 

Non patient contacts (such as test results 
and consultant letters) where changes to a 
pathway should be made, should also be 
actioned within 24hours 
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Transaction System Standard 

Outpatient Cancellation PAS within 4 hours of any cancellation 

Outpatient Attendance PAS immediately on arrival 

Outpatient Outcome PAS at the end of clinic or within 24 hours if 
no reception support available 

Outpatient DNA PAS within 4 hours of DNA or within 24 hours if 
no reception support available 

Prospective Community Event PAS within 24 hours of event  

Referral PAS added within 48 hours of receipt (and date 
stamped on referral) 

Referral Grading PAS within 3 days of receipt (date stamped on 
referral) 

Retrospective Community Event PAS within 5 working days of event  

Other event not elsewhere listed PAS within 24 hours of event 

Waiting List Outcome and Failed 
Admissions 

PAS within 24 hours 

18 week Referral to Treatment status PAS at outpatient out- coming stage 

Theatreman Data PAS at the end of theatre stay 

Casenote Tracking PAS TBC via DPDQ 

Ward Attenders PAS TBC via DPDQ 

  
 

7 MANAGING DATA QUALITY 

 
7.1 Validation  - All key and locally critical information systems must have "front-end" 

validation i.e. all systems should be able to have validation that does not allow the input of 
obviously incorrect data e.g. checking the number of characters in GP Code or checking 
the "shape" of an NHS Number.  Likewise, all these systems should have validation on 
output i.e. all systems should automatically produce an "error" report on collected data, 
detailing incomplete or potentially inaccurate data items. It is the responsibility of the 
Information Asset Administrator to action these. Regular validation processes will be 
undertaken on patient data to assess its accuracy, e.g. waiting list validations, checks for 
logical errors, duplicate records, incomplete or inconsistent data.  

 
7.2 Audit - The Trust will have an annual programme of manual audit of its admitted patient 

care, outpatient attendance and waiting list data recorded on PAS, in line with Data 
Security and Protection Standard 1.6. Other internal manual audits, for example on clinical 
coding, will take place monthly). Manual audit will involve checking computerised records 
against the casenote data. The casenote data is presumed to be correct. The results of 
these audits will be presented to DPDQ, and action plans agreed as appropriate. Other 
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information systems should have their own programme of audit and will be required to 
report on these as part of their annual report to the DPDQ (see Section 9). 

 
7.3 Data Quality Procedures - All key and locally critical information assets must implement 

well documented and clearly understood data quality procedures with a view to ensuring 
that a high level of data quality is maintained at all times. These should comply with and/or 
map back to national data standards and coding. It is the responsibility of the information 
asset administrator to ensure that local data quality procedures are produced, maintained 
and monitored.  Procedures should assess levels of risk associated with different data 
items, identifying high priority data items and noting the consequences of missing data. 
They should put in place clear processes for when data errors and/or corruption of data are 
identified, to identify implications and immediate correction of such data.  System 
users/administrators must have up-to-date written departmental procedures available 
which include procedures for the collection, validation and entry of data. The procedures 
will be available to staff in all appropriate locations and will be updated in accordance with 
changes to guidelines and data definitions. The IT Training Team is responsible for 
maintaining and updating these procedures in relation to PAS. 

 
7.4 Completeness & Validity Checks - In line with NHS Data Security and Protection Toolkit  

the Trust is obliged to carry out a completeness and validity check on its PAS data, 
assessing whether key data items are recorded and that valid national codes have been 
used.  This check will be performed annually by the Information Services Team and results 
reported to the DPDQ. DPDQ will be responsible for agreeing and implementing an action 
plan based on the results. 

 
 

7.5 Contracting Challenges & Queries – The Trust receives data validation queries from 
Commissioners on a monthly basis, normally to ask for justification of data items included 
for payment associated with either suspected duplication or an unexpected data 
format/entry in contract monitoring to Commissioners. Other regular contractual processes 
may also identify data quality issues, including reference costing exercises, local pricing of 
activity, or implementation of new counting and coding to comply with guidance and 
increase income. Any such queries or processes which reveal data quality improvement 
issues within the Trust are brought to the attention of the Information Services Team for 
inclusion in data quality discussions with Divisional and clerical staff. 
 

7.6 PAS / Chimera Masterfiles / National Coding – The update of all reference tables, such 
as updates to GPs and postcodes, consultants, clinic templates will be coordinated by the 
IT Clinical Applications Team.  These must be regularly maintained and reviewed for 
accuracy. The Trust should work towards using national coding schemes (as specified by 
the NHS Digital wherever possible. If this is not possible, tables must be provided within 
the reporting function of all key information assets / locally critical information assets to 
map any local codes to the agreed national coding. 

 
7.7 Patient Demographic Details – Every opportunity will be taken to check a patient’s 

demographic details with the patient themselves. Staff will explain to patients the 
importance of consistently identifying themselves when they use NHS services, in order 
that previous records can be found and safer, more effective care provided. Accredited 
external sources of information (e.g. Summary Care Record) will be used to assist with the 
validation of patient records, particularly the NHS number.  The PAS Data Quality Team is 
responsible for running regular checks on demographic data and either correcting or 
contacting the Department concerned.  These include, checking all new patients’ data 
added to PAS and Graphnet where records have not matched with a PAS record,  running 
weekly Demographic Batch Service (DBS) checks so that NHS numbers are verified, 
ensuring that all death notifications from the Registrar’s Office are input onto PAS, 
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investigating all potential duplicate patient records on PAS, investigating possible patient 
demographic errors and correcting if appropriate, ensuring that new born babies who have 
left the maternity unit before they have been named will have their forename added to PAS 
as soon as it has been registered at a GP practice. They also send a Data Quality Report 
to appropriate managers every two weeks to enable them to monitor PAS data quality.  

 
 

8 TRAINING  

The Trust will have a formal and ongoing programme of training on data quality, including 
updated training as required to ensure that changes in information systems and data quality 
procedures are disseminated and acted upon. The training provided will be periodically 
evaluated and adapted to respond to changing needs.  This will include: 
 
8.1 Induction - Awareness of information quality issues needs to be an integral part of the 

induction of any staff dealing with patient information. The Trust’s Induction Programme 
delivers information governance training, in line with Department of Health requirements, 
and covers the importance of good record keeping. Details of the data quality strategy, 
policy, website and contacts need to be made available to all staff, via the Trust website. 

 
8.2 Information Governance Training - The Trust’s core Information Governance training 

that must be undertaken annually by all staff will make reference to data quality principles, 
as specified by the Department of Health. 

 
8.3 Initial Training - All Trust staff responsible for collecting and managing patient data are 

required to undergo system specific training on the systems they will use. The need for 
access must be authorised by the individual’s line manager, and user accounts will only be 
allocated once the individual has completed training and can demonstrate their 
competence in the use of the system. 
 

8.4 Refresher and Remedial Training - Refresher courses shall be provided where skills 
need to be updated. Where individual audit trails identify recurring errors, the user will be 
required to attend remedial training to resolve the problem. If the errors continue the 
system administrator may consider revoking access to the system for the individual. Where 
a member of staff moves to a new role, a reassessment of their training needs will be 
undertaken to ensure that any training gaps are identified and rectified. 
 

8.5 Positive Reinforcement  - In an effort to reinforce the importance of complete and 
accurate information, departments will ensure that staff receive feedback on local data 
quality issues and that data quality responsibilities are included in the Appraisal 
Performance Review process. This should include front-line staff responsible for capturing 
and entering data. Training and development needs relating to data quality will be built into 
individuals’ personal development plans.  

 
 

9 MONITORING COMPLIANCE 

Compliance with the Data Quality Policy and standards will be monitored by the Data Protection 
and Data Quality Committee (DPDQ).  An internal data quality reporting programme will provide 
assurance on data quality by assessing performance against agreed standards and highlighting 
problem areas. Detailed performance against key data quality indicators, recommendations from 
audits and data quality risks will be reviewed by the DPDQ Committee, who will agree an action 
plan to address any areas requiring improvement.  

 
Data Quality Reporting Programme -  Reports covering the following data quality areas will be 
published within the DPDQ meeting documentation 
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Report Name Details 
Reporting 
Frequency 

 •   

 •   

 •   

Service User Data Audit  • Summary of performance in annual Service 
User Data Audit ( DSP Toolkit Standard 1.6). 

Annual 

Demographic Data Quality 
Report 

• Provides an overview and historic numbers for 
the following areas: 
o NHS Number compliance for active 

patients and all patients on PAS. 
o The number of PAS records that have 

been checked / updated. 
o The number of potential duplicate 

patients that are on PAS. 
o The number of active case notes for non-

active patients. 

2 Weeks 

 
 

9.1 Information Asset Assurance - Administrators of each of the Trust’s key and locally 
critical information assets will complete an annual ‘Information Asset Data Quality 
Assurance Report’ which will provide assurance on how data quality is monitored, 
maintained and improved for that system.  It will also include action plans in response to 
any Data Quality Risks raised relating to that information system. These reports will be 
presented to and signed off by the Data Protection and Data Quality Committee on an 
annual basis. Details of what such a report should contain can be found in the report 
template in Appendix D 

 

9.2 Divisional Assurance - Each of the Trust’s Divisions will complete an annual ‘Divisional 
Data Quality Assurance Report’ which will provide assurance on data quality within that 
Divison, highlighting any known issues.  It will include action plans in response to any 
Data Quality risks raised and in response to their data quality rating.  These reports will 
be presented to and signed off by the Data Protection Data Quality committee on an 
annual basis. Details of the suggested contents of such a report can be found on the 
report template in Appendix E. 

 

9.3 Benchmarking - Internal and external benchmarking will also be systematically used to 
identify potential data quality issues (in line with Data Security and Protection Toolkit 
Standards). For example, comparison of national cancer or RTT returns, mortality 
information via Dr Foster’s, contract monitoring with Commissioners, reference costs.  

 

9.4 External Data Quality Reports – Externally produced data quality reports will also be 
used to monitor the quality of the Trust’s externally reported data e.g. SUS Data Quality 
Dashboards.  
 

9.5 Annual Data Quality Report – An annual report summarising the Trust’s data quality 
performance will be produced by Information Services for presentation to the Senior 
Management Team and the Trust Board. 

 
 

10 REFERENCES & ASSOCIATED DOCUMENTATION 

Figures You Can Trust: A Briefing on Data Quality in the NHS, The Audit Commission (2009) 
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http://archive.audit-
commission.gov.uk/auditcommission/subwebs/publications/studies/studyPDF/3509.pdf 
 
Records Management: NHS Code of Practice (2006) 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/
DH_4131747 
 

First National Review of Data Quality in the Health & Social Care System, Quality 
Information Committee (QIC) (2013)  
http://www.england.nhs.uk/wp-content/uploads/2013/04/1ndqr-exec-sum.pdf 
 
Portsmouth Hospitals (NHS) Trust Information Governance Policy 
Portsmouth Hospitals Trust Information Governance Policy 
 
Health & Social Care Information Centre (HSCIC) Data Quality Site 
http://www.hscic.gov.uk/dq 
 
Portsmouth Hospitals (NHS) Trust Data Quality Page 
http://pht/Departments/InformationServices/Data%20Quality/Forms/AllItems.aspx 

 
 

  

http://archive.audit-commission.gov.uk/auditcommission/subwebs/publications/studies/studyPDF/3509.pdf
http://archive.audit-commission.gov.uk/auditcommission/subwebs/publications/studies/studyPDF/3509.pdf
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4131747
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4131747
http://www.england.nhs.uk/wp-content/uploads/2013/04/1ndqr-exec-sum.pdf
http://pht/PoliciesGuidelines/ManagementPolicies/Lists/Managament%20Policies%20I/DispForm.aspx?ID=10&Source=http%3A%2F%2Fpht%2FPoliciesGuidelines%2FManagementPolicies%2FLists%2FLinks%2FAllItems%2Easpx&RootFolder=%2FPoliciesGuidelines%2FManagementPolicies%2FLists%2FManagament%20Policies%20I
http://www.hscic.gov.uk/dq
http://pht/Departments/InformationServices/Data%20Quality/Forms/AllItems.aspx
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11 EQUALITY IMPACT STATEMENT 

 
Portsmouth Hospitals NHS Trust is committed to ensuring that, as far as is reasonably 
practicable, the way we provide services to the public and the way we treat our staff reflects their 
individual needs and does not discriminate against individuals or groups on any grounds. 
 
This policy has been assessed accordingly. 
 
Our values are the core of what Portsmouth Hospitals NHS Trust is and what we cherish.  They 
are beliefs that manifest in the behaviors our employees display in the workplace.  
Our Values were developed after listening to our staff.  They bring the Trust closer to its vision to 
be the best hospital, providing the best care by the best people and ensure that our patients are 
at the centre of all we do. 
We are committed to promoting a culture founded on these values which form the ‘heart’ of our 
Trust: 
 
Respect and dignity 
Quality of care 
Working together 
No waste 
 
This policy should be read and implemented with the Trust Values in mind at all times. 
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APPENDIX A: DATA PROTECTION AND DATA QUALITY COMMITTEE TERMS OF 
REFERENCE 

 

 

DPDQ TOR 2018_v3 
FINAL.pdf
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APPENDIX B: LIST OF KEY ELECTRONIC INFORMATION ASSETS  

System 
Name 

Host 
Department 

Role Information Asset Owner Information Asset 
Administrator 

PAS IT Patient administration 
system 

Trust Wide IT Operations 
Manager – Clinical 
Applications 

PACS Radiology Radiology picture archive 
& reporting system 

General Manager, Clinical 
Delivery 

Radiology IT PACS 
RIS Manager 

CRIS  Radiology Radiology information 
system 

General Manager, Clinical 
Delivery 

Radiology IT PACS 
RIS Manager 

Apex Pathology Pathology information 
system 

General Manager, Clinical 
Delivery 

Pathology IT & Data 
Quality Officer 

ICE Corporate TBC - PR Medical Director IT Operations 
Manager – Clinical 
Applications 

Oceano ED Unscheduled care 
information system 

General Manager, Urgent 
Care 

ED Operations 
Manager 

VitalPAC Corporate Patient observation 
system 

Managed through a 
specialist group 

IT Operations 
Manager – Clinical 
Applications 

EPRO Corporate Digital dictation solution General Manager, Clinical 
Delivery 

EPRO Systems 
Administrator 

 

APPENDIX C: LIST OF LOCALLY CRITICAL ELECTRONIC INFORMATION ASSETS   

System 
Name 

Host Department Role Information Asset Owner Information Asset 
Administrator 

Tomcat Cardiology Cardiac investigation 
information system 

General Manager, Urgent 
Care 

Cardiology 
Administration 
Manager 

Infoflex Oncology Cancer information 
system 

General Manager, Cancer 
Services 

Cancer Pathways 
Manager 

JAC Pharmacy Pharmacy information 
system 

General Manager, Clinical 
Delivery 

Pharmacy IT Lead 
Technician 

ARIA Oncology Radiotherapy information 
system 

General Manager, Cancer 
Services 

Radiotherapy 
System Admin and 
Information 
Manager 

Diabeta3 Diabetes Diabetes information 
system 

General Manager, 
Medicine  

Diabetes Dept. 
Administrator 

HICSS Gastroenterology Endoscopy information General Manager Medicine Endoscopy Nurse 
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(EMIS) System Practitioner 

HICCS 
(Ascribe) 

Ophthalmology Eye Casualty information 
system 

General Manager Head & 
Neck 

Senior Clinical 
Manager, 
Ophthalmology 

Protos Maternity Maternity information 
system 

General Manager, 
Women’s & Children’s 

Maternity Data and 
Administration 
Manager 

Proton Renal Renal information system General Manager,, Renal & 
Transplantation 

Renal IT Analyst 
Lead 

Theatreman Theatres Theatres information 
system 

General Manager, Critical 
Care 

Theatres 
Information Officer 

Ward 
Watcher 

Critical Care Critical Care Information 
System 

General Manager, Critical 
Care 

Critical Care 
Systems & 
Development 
Manager 

Bedview  IT Bed management system TBC TBC 
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APPENDIX D: INFORMATION ASSET DATA QUALITY ASSURANCE REPORT  

 
 

Data Protection and Data Quality 
Information Asset  Data Quality Assurance Report 

 

Information Asset 
  

 

Written By   

 

Presented By   

 

 

Data Protection & Data Quality Group Date 
 

  

 
 

Key points for the Group to note (e.g. open data quality risk forms, data quality issues raised at local 
meetings etc.) 
 

 

 

1.  

2.  

3.  

4.  

5.  

 

 
 

System Data Quality Procedure 
 

 

1. Review Period 

Year 

 

2. Data Quality Policies, Procedures & Standards  

What data quality policies & procedures are in place for this system? 
What standards are in place for areas such as timeliness of data, completeness of data etc.? 

 

3. Data Quality Assurance  

How is data quality monitored for this system? Are there any data quality KPIs?  If so, where are these 
reported? 

 

4. Data Quality Improvement 

How are data quality issues investigated & rectified?  

 

5. Training & Guidance 

How are system users trained?  What ongoing guidance is available on standards & procedures? What 
steps are taken to target people responsible for repeated data errors? 

 

6. External Data Quality Reports & Benchmarking 

Are any external data quality reports available &, if so, how are these used?  Is data quality 
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benchmarked against other organisations? 

 

7. Validation & Audit 

How is the accuracy of the data validated?  Are any regular audits of data accuracy carried out? 

 

8. Maintaining Data Quality 

            How is data quality maintained when there is a change to clinical services, a system upgrade or the   
management structure of the Trust? 

 

9. Links to Other Systems 

             Are there any other systems which depend of this system for their data? How is the quality of the      
information passed between systems maintained? 

 

10. Data Quality Risks 

Give details of any unresolved / open data quality risks. 

Action plans required in section below. 

 

11. Future Challenges 

   Give details of any upcoming issues which may impact on the data quality of your system e.g. service 
changes, system upgrades, system no longer supported by supplier,  new system procurement etc. 

 

 

 
 

Action Plan 
 

 

 

No. Action Completion Date 
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APPENDIX E: DIVISIONAL DATA QUALITY ASSURANCE REPORT 

 
 
 

Data Protection and Data Quality 
Divisional Data Quality Assurance Report 

 

Division 

  

   

Written By   
 

 
 

 

 

Presented By 
  

 

 

 

Data Protection and Data Quality Committee Date 

  

 
 

Key points for the Group to note (e.g. open data quality risk forms, data quality performance, data 
quality issues raised at local meetings & improvement plans) 
 

 

 

6.  

7.  

8.  

9.  

10.  

 

 
 

Data Quality Performance 
 

 

 

1. Unrecorded Outpatient Attendances 

**Give details of current Divisional performance on unrecorded outpatient attendances, with explanations 
for any poor performing specialtie/clinics  

**Action plans required in section below for Divisions below target (TBA) 

 

2. Unrecorded Outpatient Outcomes 

**Give details of current Divisional performance on unrecorded outpatient outcomes, with explanations 
for any poor performing specialtie/clinics  

**Action plans required in section below for Divisions below target (TBA) 

 

3. Waiting List Elective Basket Procedures & Inpatients with Zero Length of Stay 

**Give details of current Divisional performance on waiting list elective basket procedures & inpatients 
with a zero length of stay report,, with explanations for any poor performing specialtie/clinics  

**Action plans required in section below for Divisions below target (TBA) 

 

 

4. Data Quality Risks 
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**Give details of any unresolved/open data quality risks 

** Action plans required in section below for Division 

 

5. Future Challenges 

Give details of any upcoming issues which may impact on the data quality in your Division  e.g. service 
or process changes, new system procurement etc. 

 

 

 
 

Action Plan 
 

 

 

No. Action Completion Date 
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Equality Impact Screening Tool 

To be completed and attached to any procedural document when submitted to the appropriate 
committee for consideration and approval for service and policy changes/amendments. 

Stage 1 -  Screening  

 

Title of Procedural Document: Data Quality Policy 
 

Date of Assessment 25/02/2019 Responsible 
Department 

Information Services 

Name of person 
completing 
assessment 

Michael Kellagher Job Title Information Services 
Manager 

Does the policy/function affect one group less or more favorably than another on the basis of 
: 

 Yes/No Comments 

• Age No  

• Disability 

Learning disability; physical disability; sensory 
impairment and/or mental health problems e.g. 
dementia 

No  

• Ethnic Origin (including gypsies and travellers) No  

• Gender reassignment No  

• Pregnancy or Maternity No  

• Race No  

• Sex No  

• Religion and Belief No  

• Sexual Orientation No  

If the answer to all of the above questions is NO, 
the EIA is complete. If YES, a full impact 
assessment is required: go on to stage 2, page 2 

 

  

More Information can be found be following the link 
below 

 

www.legislation.gov.uk/ukpga/2010/15/contents 

 

 

 

 

  

Stage 2 – Full Impact Assessment 

http://www.legislation.gov.uk/ukpga/2010/15/contents
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What is the impact Level of 
Impact 

Mitigating Actions 

(what needs to be done to minimise / 
remove the impact) 

Responsible 
Officer 

  

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Monitoring of Actions 

The monitoring of actions to mitigate any impact will be undertaken at the appropriate level 

 

Specialty Procedural Document:  Specialty Governance Committee 

Clinical Service Centre Procedural Document: Clinical Service Centre Governance Committee 

Corporate Procedural Document: Relevant Corporate Committee 

 

All actions will be further monitored as part of reporting schedule to the Equality and Diversity 
Committee 


