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Equalities Impact Assessment Screening Grid 
 
Note:  See equalities impact assessment guidance notes on PCT 
website at www.lewishampct.nhs.uk/eia before completion. 
 
Equality Group Assessment of Impact 
Race 
 

This policy promotes the safe management 
of information of all individuals accessing 
services across Lewisham PCT 

Disability 
 

ditto 

Gender 
 

ditto 

Age 
 

ditto 

Sexual Orientation 
 

ditto 

Religion or belief 
 

ditto 

Deprivation 
 

ditto 

Dignity and Human 
Rights 
 

ditto 
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1. INTRODUCTION 
 
1.1   Rationale 
 
Information is essential to the delivery of high quality evidence-based health 
care on a day-to-day basis. Information is only usable if it is accurate, clear, 
regularly up-dated and is easily accessible when it is needed.  
 
The Trust recognises the importance of reliable information, both for the 
clinical management of individual patients and the efficient management of 
services and resources.   
 
The purpose of this policy is to: 
 

• Ensure that personal information is dealt with legally, securely, 
efficiently and effectively, in order to deliver the best possible care. 

• Support staff in delivering high quality health care. 
• Comply with requirements for Standards for Better Health, Essence of 

Care, Information Governance Toolkit and CNST. 
 
 
1.2 Scope 
 
The PCT has developed this policy in line with guidance from Department of 
Health and professional bodies. This policy shall apply to all PCT employees 
and is recommended as guidance to independent contractors by Lewisham 
PCT. This policy covers all aspects of handling patient information, including 
(but not limited to): 

• Management of active health records  
• Structure of health records  
• Safeguarding of patient information 
• Management of closed health records 
• Retention and destruction of closed health records. 

 
Active records - are health records for patients who currently use health 
services within Lewisham PCT. 
 
Closed records - are health records for patients that may have moved out of 
the area, no longer require the service, or have died.  
 
 
1.3 Principles 
 
This policy is based on the following principles: 
 

• That best practice is followed in the management of patient 
information. 

• That the organisation is compliant with legislation and national 
guidance. 
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• That service users are informed about how their information is used, 
kept safe and confidentiality protected. 

• That service users are informed about how they can access 
information relating to their own health care, options for treatment and 
their rights as patients. 

• That the culture of information handling is open and honest. 
• That staff are aware and understand their responsibilities. 
• That staff report any adverse incidents or near misses in information 

handling or safeguarding of information to their manager 
• That any learning from audits or adverse incidents or near misses will 

be shared appropriately. 
 
 
2. The policy 
 
2.1 Policy statement 
 
The Trust will establish appropriate systems to handle and safeguard patient 
information. These will be in accordance with the legal and professional 
requirements. 
 
2.2 Definitions 
 

• Data Protection Act 1998 
 
Data Protection Act 1998 applies only to living people. It sets out standards 
which must be followed when obtaining, recording, holding, using or disposing 
of personal data. The act has eight principles. The principles state that data 
must be fairly and lawfully processed; processed for limited purposes; 
adequate, relevant and not excessive; accurate and up to date; not kept 
longer than necessary; processed in accordance with the individual’s rights; 
secure and not transferred to countries outside European Economic areas 
unless the country has adequate protection for the individual. Patients have 
the right to apply for access to their health records. Since 2001, patients are 
able to apply for records containing any personal data whether a health 
professional created it or not. The Trust must respond to a request within 40 
days.   
 

• Access to Health Records Act 1990 
 
Access to Health Records Act 1990 provides access to records of a deceased 
person. Patients also have the right to have incorrect data corrected or 
permanently erased.   
 

• Caldicott Report 
 
The Caldicott principles aim to standardise the way that NHS organisations 
handle and protect patient information. Six principles of good practice have 
been developed. These include justifying the purpose(s); not using patient 
identifiable information unless it is absolutely necessary; using the minimum 
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necessary patient identifiable information; access to patient-identifiable 
information to a strict need-to-know basis; that everyone with access to 
patient identifiable information be aware of their responsibilities and that they 
understand and comply with the law. 
 

• Freedom of Information Act 2000 
 
Freedom of Information Act 2000 gives individuals the right to request 
information held by public authorities. The Act extends the individual’s access 
rights under the Data Protection Act 1998 giving access to all types of 
information. Any form of written information can be applied for including all 
paper and electronic forms. The Act does not apply to personal information. A 
request for information made under this act must be responded to within 20 
days. 
 

• Records Management: NHS Code of Practice, 2006 
 
The primary function of this guidance is to improve the management of NHS 
records in Health Authorities and NHS Trusts. It sets out the legal obligations 
for all NHS bodies to keep proper records; explains the actions needed from 
Chief Executives and other managers to fulfil these obligations; provides 
guidelines on good practice; explains the requirements to select records for 
permanent preservation; lists suggested minimum periods for retention of 
NHS records, and indicates where further information may be found. 
 
 
3.     Implementation and compliance 
 
3.1   Responsibilities 
 
3.1.1  Responsibilities of staff: 
 

• All staff are responsible for ensuring that they keep appropriate records 
of work for Lewisham PCT and manage those records in accordance 
with their professional code of conduct, legislation and local policies 
and guidance; 

• All staff are individually responsible for the security of records they 
create or use and have a duty to maintain confidentiality; 

• All staff are responsible for ensuring that they are aware of and follow 
policy procedure and guidelines; 

• All staff are expected to participate in audits;  
• All staff are responsible for reporting any risk in relation to records. 

 

3.1.2 Responsibilities of managers: 

• Ensure that policy and procedures are implemented in their area; 
• That staff receive training appropriate to their need; 
• That information is provided as required; 
• Complete audits as required by the PCT and national standards; 
• Manage and report any risk in relation to records. 



Health Records Policy 2008 
Lewisham PCT  9 

 

3.1.3 Responsibilities of Caldicott Guardian: 

• Ensure that national and local procedures and guidelines on the 
handling and management of confidential personal information are in 
place; 

• Provide advice to staff and managers. 
 

3.1.4 Responsibilities of Data Protection Officer: 
 

• Ensure that the PCT complies with the Data Protection Act; 
• Provide information and advice to staff and managers. 

 

3.1.5 Responsibilities of Head of  Quality: 
 

• That practical guidance and advice on management, retention and 
disposal of records is available; 

• That requests for access to healthcare records are managed 
appropriately;  

• That key indicators for performance on records management are 
monitored and reported to the Information Governance Group. 
 

3.1.6 Responsibilities of Information Governance Group: 
• Ensure that the record management strategy is implemented and that 

record management systems and processes are developed, co-
ordinated and monitored; 

• Provide a response to the Information Governance Toolkit, this 
involves ensuring that action plans are in place and co-ordinating the 
actions required; 

• Report to the Clinical Governance Committee.    
 

3.1.7 Responsibility of the Chief Executive: 

• Overall responsibility for all records generated by the PCT and for 
ensuring that they are managed responsibly. 

 
Appendix 1 lists the contact details for those responsible in the above areas. 
 
3.2    Training 
 
The Trust will ensure that the necessary training is provided for staff 
throughout the Trust to assist in the implementation of this policy. Ongoing 
support and training will be provided as required by the Trust. 
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3.3   Compliance 
 
Any breaches in compliance in this policy could result in disciplinary action 
being taken.   
 
3.4    Policy review 
 
The Head of Quality will review this policy every 3 years, or as new guidance 
or legislation is issued. 
 
3.5 Policy audit 
 
A Trust-wide audit of compliance to this policy and around the quality 
standards will be conducted on an annual basis. 
 
 
4. Management of active health records 
 
 
4.1 Creation and completion of health records 
 
Records must be created and kept in an agreed format. Services should 
agree a structure for the health records they create. These steps are in place 
to ensure that patient information can easily be assessed.  The information 
governance resource file outlines the agreed standards for the content and 
structure of records within the organisation. 
 
 
4.2 Storage of active health records 
 
The safe storage of health records will ensure that patient records can be 
located when required. Records must be stored securely, away from 
observation by the public and in locked storage units or cabinets in small 
centres, or medical record rooms on the larger sites. Guidance of storage 
requirements for records held in clinics, records taken off Trust premises for 
home visits and client held records can be found in the Information 
Governance Resource File.    
 
4.3 Transfer of health records 
 
The system used to identify the whereabouts of a set of records should be 
simple and quick to use. As a minimum the tracking system in use should 
record an item reference number or another identifier; a description of the 
item (e.g. the file title); the person, unit or department, or place to whom it is 
being sent and the date of transfer to them. The system should also ensure 
that the file is safely transported. Guidance can be found in the Information 
Governance Resource File.    
 
 



Health Records Policy 2008 
Lewisham PCT  11 

4.4  Sharing of information with other health profe ssionals.  
 
It is the clinician’s responsibility to decide upon the extent to which information 
needs to be shared with other professionals concerned with the patient’s 
health. It is the clinician’s duty to ensure that those with whom information is 
shared appreciate the professional rules of confidentiality. Further information 
about sharing of information with other health professionals is available in the 
information governance resource file.  
 
 
4.5 Sharing Information with other organisations/pr ofessionals 
 
Where information is routinely shared with another organisation (for example 
Social Services) a written protocol must be developed to govern this, for 
example LISA – Lewisham Information Sharing and Assessment. This sets 
out what information is shared, with whom, how it will be used and the 
confidentiality expectations of each organisation involved. Guidance about 
sharing of information, authorised disclosure of information and the disclosure 
of information for litigation purposes is available in the information governance 
resource file.  
 
Unauthorised disclosure of information by members of staff or by people 
working under contract to the NHS is a serious matter. Disciplinary action will 
be considered, legal action may result and health professionals may be 
subject to action by their regulatory bodies. 
 
5. Management of closed health records 
 
5.1 Weeding and culling of records. 
 
Health records are to be weeded regularly by the clinical staff that use them 
(i.e extraneous and duplicate sheets should be removed and shredded). 
Records will be culled quarterly to identify health records that may be 
archived.  
 
5.2  Annual review of records 
 
Closed records will need to be reviewed annually to determine whether they 
may be archived and later securely destroyed or require preservation.  
 
For legal purposes records are required to be kept for a specified period of 
time. The periods differ according to the nature of information that they hold. 
Appendix 2 outlines the required retention period for the most common sort of 
records held by the trust. Compliance with these retention periods for 
archiving of various types of health records, is a requirement. For the 
complete health records retention schedule see the Records 
Management:NHS Code of Practice Part 2  Records management: NHS code 
of practice : Department of Health - Publications. 
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Retention periods should be calculated from the end of the calendar or 
accounting year following the last entry on the document. Where there is any 
uncertainty about the retention of a health record, or where a type of health 
`record is not found within the retention schedule the Head of Quality should 
be contacted for guidance. 
 
Records that have been reviewed for archiving should be grouped according 
to their reason for archiving eg. Non-attenders, deceased patients, discharged 
patients (see below).  Boxes should be labelled and given a date for 
destruction.  The procedure for archiving with Iron Mountain should be 
followed.see appendix 3. 
 
5.3  Permanent preservation of records  
 
Closed records that are known to be the subject of a request for information, 
should not be destroyed until the matter has been dealt with. The reason for a 
request for permanent preservation, should be written in the note section i.e. 
litigation pending or records retained for research purposes and a red label 
added to identify these records (see Appendix 4 for the labels to be used). For 
further advice about records requiring permanent preservation contact the 
Head of Quality.  
 
5.4 Indexing of records to be archived  
 
Detail of the records contained in each archiving box must be recorded and 
the information retained by the service for future reference for the purposes of 
retrieval of records if required.  The patient’s name, year of birth, previous 
surname and NHS number if known should be recorded. In addition to this the 
service name should also be recorded. 
 
5.5 Named health records co-ordinator 
 
It is proposed that one person from each department is the ‘lead co-ordinator 
for health records’. This would most likely be an experienced administrator. 
Their key tasks would include ensuring the ongoing review of records, 
grouping of records for archiving, indexing of records being archived and 
maintaining records of transmittal sheets and ensuring records for 
preservation have a red label (see appendix 4).It will be the responsibility of 
service managers to identify their nominee and to re-arrange duties 
accordingly. 
 
 
5.6   Retention of closed records 
 
Prior to the records being archived (until their date of destruction) they are to 
be kept on site for a minimum of 12 months from the date of last contact. After 
the 12 months they can be sent for archiving with Iron Mountain. Till then the 
records should be stored securely, away from the observation by the public 
and in locked storage units or cabinets in small centres or medical record 
rooms on the larger sites. The Trust will co-ordinate a programme for regular 
archiving of closed records.  
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5.7 Disposal of closed records 
 
To prevent information within records from being un-lawfully accessed and to 
ensure that information is only kept for the period of time required by the Data 
Protection Act 1998 records must be disposed of in the correct way. The Trust 
will provide guidance on the correct disposal techniques that must be followed 
when records require disposal.  
 
 
5.8 If records have been unlawfully/inappropriately  destroyed 
 
Where records have been unlawfully/inappropriately destroyed the incident 
must be documented on the PCT’s incident reporting system (Sentinel) and a 
significant events review undertaken. 
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Appendix 1 – Local Contact Details 
 
 

Role Lead Person Phone number Email Address 

Caldicott 
Guardian Magda Moorey 020 7206 3344 magda.moorey@lewishampct.nhs.uk 

Data Protection 
Adviser at LSL 
SIS 

Tresh Madej 020 7717 4137 tresh.madej@selssp.nhs.uk   

Head of  Quality Janette Haworth 020 7206 3292 janette.haworth@lewishampct.nhs.uk    

Information 
Governance 
Officer 

Alex Beisser 020 7206 3227  alex.beisser@lewishampct.nhs.uk    

Freedom Of 
Information lead 

Lesley Aitken 020 7206 3360  
Lesley.Aitken@lewishampct.nhs.uk       

 

ICT Services LSL SIS 

020 3049 8888 
 
 
 

ICTService.Desk@selssp.nhs.uk 
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Appendix 2 - Retention periods for health records 
 
This retention schedule covers the main types of records held within the Primary Care Trust this does not cover all documentation. 
The full schedule for retention of records can be found on the following link within the Department of Health Records 
Management: NHS code of practice 
policy.http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4131747?IdcS
ervice=GET_FILE&dID=10440&Rendition=Web  
      

Type of health record Minimum retention period (years) 
Children & Young People Retain until the patient’s 25th birthday or 26th if young person was 17 at conclusion of 

treatment or 8 years after last entry in the record, if longer, or 8 years after death if 
death occurred before 18th birthday 

Health Records  Retain for 8 years after the last point of contact.  
Patient Held Records Patient held until the closure of treatment. Then need to be retained for 8 years after 

the death of the patient or eight years after the last date of contact  
Mentally disordered persons (within the 
meaning of the Mental Health Act 
1983) 

30 years after the last entry in the record or 8 years after the patient’s death if patient 
died while receiving treatment 

Clinical Trials- records of patients 
involved in clinical trials 

15 years after conclusion of treatment. 

Refrigerator Temperature  1 year 

Pre 1948 records Should be considered for permanent preservation having undergone an appraisal. 
 

Other records Minimum retention period 
(years) 

Notes 

Accident forms 10 Where legal action has been commenced keep as 
advised by legal representatives. 

Accident Register  (RIDDOR) 3 Reporting of injuries, diseases and dangerous 
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occurrences regulations. 
Accounts - Minor records 
(Accounts of petty cash expenditure; 
traveling and subsistence accounts; 
minor vouchers; duplicate receipt 
books; income records; laundry lists 
and receipts.)    

2 From completion of the audit 

Appointment sheets/clinical diaries 1  
Clinical Audit Records – original 
documents 

5 From completion of audit 

Complaints 10 Where legal action has been commenced keep as 
advised by legal representatives. 

Delivery Notes 1.5  
Establishment records – major (e.g. 
personal files, letters of appointment, 
contract references & related 
correspondence) 

6 Kept for 6 years after the person leaves the service, 
or until the persons 70th birthday, whichever is the 
later. Only the summary needs to be kept to age 70; 
remainder of file can be destroyed 6 years after 
person leaves the service.  

Establishment records- minor (e.g. 
attendance books, annual leave 
records, duty rosters, timesheets) 

2  

Expense claims 2 From completion of the audit 
Meeting Papers - committees, 
subcommittees, predecessors  (Master 
copies) 

Permanent  

Personal Diaries 2 After the end of the year of the last entry ie last entry 
written 7.7.07 means date of destruction January 
2011. 
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Appendix 3 
 Archiving: Services Procedure Manual  
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PROCEDURES FOR GETTING RECORDS INTO STORAGE BY IRON 
MOUNTAIN 
 
All services will archive records in accordance with the PCT’s Record Management policy. 
 
Paper records will be archived with Iron Mountain using the following procedures: 
 
Collection of boxes of records for archiving will be completed on a quarterly basis on the 
last working day of the month i.e. 31 July; 31 October; 30 January; 30 April. 
 
All services will have records available for archiving by Iron Mountain (IM) on a quarterly 
basis. 
 
The process of weeding and culling records will be completed on an ongoing and continual 
basis. 
 
The administration of the system and liaison with Iron Mountain will be conducted by the 
PCT Iron Mountain administrator (IMA) (Sandra Bristow)  
 
Procedure 
 

♦ Boxes for archiving can be obtained from Iron Mountain Administrator (020 7206 
3304) or by e-mail, giving information about the type of records so that an appropriate 
sized box can be issued. 

 
♦ Staff should collect similar records together, deciding on the format of the contents: 

i.e.  
 

o Non-attenders 
o Deceased patients 
o Discharged patients 
o Not for dissemination 

 
♦ All records should be in one of the following formats: 

 
Alphabetical – for example Aa – Za 
 
Numerical – date of birth dd/mm/yyyy 
 

♦ Completion of Transmittal sheet 
 
The transmittal sheet should be completed as follows: 
 
Customer ID:  ELH79 
Completed by:  Name of designated person for this service 



Customer Name; Lewisham PCT 
Customer Box No: Service code and the number of the box 

e.g. Lewisham Adult Therapy Team Box 1 = LATT01 
Boxes need to be numbered consecutively i.e. 1 -10 

Date range from: The earliest dated last entry of all records archived in that box 
Date range to:  The latest dated last entry of all records archived in that box 
Destruction eligibility: The date would be  

For an adult this is 8 years after the latest dated last entry 
For children after the youngest child’s 24 birthday 
Or: 
For children aged 17 years old this will be  8 years after the 
latest dated last entry 

Major Description: The service and the base i.e. 
Health Visiting records at Sydenham Green = HV Records Syd 
Grn 

Minor Description Any other descriptor that would identify this box of records. 
e.g. indication of alphabetical filing = A-S 2001 – 2007 

 
Bar Code:  A bar code identifier is to be attached to each form and box i.e. 

Enter customer ID = ELH79 in appropriate box on label 
Box number to be entered on to the end of the box above the 
bar code 
Top part of bar code is to be placed on to the end of the box 
and the bottom bar code is to be placed on to the transmittal 
sheet “Barcode Label”. 

 
♦ A list of all records in the boxes is to be kept by designated person. 

 
♦ Send a copy of the transmittal sheet to the Iron Mountain Administrator at Lee 

Health Centre. (Sandra Bristow) This should be sent no later than two working 
days prior to each quarterly collection. 
 

♦ The IMA will arrange for collection of boxes by IM from site. 
 
RECORD RETRIEVAL 
 
♦ To get a record(s) back from Iron Mountain 

 
♦ The IMA should be contacted informing her of the full details of the box ID. 

 
♦ The IMA will then request delivery of your box from IM to be delivered to site. 

 
♦ Requests for retrieval of boxes are charged per box plus transportation charges so 

do not request a box back unless it is completely necessary.     
 



by IM by 3.00 p.m. 
 

♦ Retrieval can be made within 2-3 hours of request in absolute URGENT cases – 
but this is very expensive and will need authorisation by a Service Manager 
 

♦ When retrieved boxes are ready to be returned to Iron Mountain please contact 
Iron Mountain Administrator.    

 
 
 

 



 
.35 PENCE PER CUBE SPACE 
 
1.4 CUBE BOXES X 100 BOXES = CUBIC SPACE OF 140 CUBIC FOOT 
 
140 SQ FOOT X £0.35 = £49.00 
 
£50 MINIMUM CHARGE  
 
TRANSPORTATION CHARGE (NEXT DAY DELIVERY)  = £15.00 UP TO A 
MAXIMUM OF 20 BOXES 
 
NEW BOX = RECEIVE AND ENTRY CHARGE £1.20 PER BOX (PLUS 
TRANSPORTATION CHARGES) 
 
RETRIEVE BOXES - £1.20 PER BOX 
 
RUSH ORDERS – 2 TO 3 HOURS = £45.00 (PLUS TRANSPORTATION CHARGES) 
 
RUSH RETRIEVAL = £3.50 PER BOX (PLUS TRANSPORTATION CHARGES) 
 
DESTRUCTION - £2.50 PER BOX PLUS RETRIEVAL CHARGES £1.20 
 
WITHDRAWAL PERMANENTLY - £1.00 PER BOX INCLUDES TAKING ALL 
RECORDS OF SYSTEM. 
 
LABOUR HIRE TO ARCHIVE RECORDS - £19.00 PER HOUR 
 
BOXES – 3 MAIN TYPES  
 
IS = £1.60 
IL = £2.00 
IP = £3.00 
 
SPECIAL PROJECTS = BY QUOTATION. 
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