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DATA PROTECTION POLICY 
 

1  INTRODUCTION 
 

 1.1 

 

 

 

 

This policy sets out in broad terms the duties placed upon the Trust by the 

common law duty of confidence, the Data Protection Act 1998 (DPA) and 

guidance provided by the Information Commissioner’s Office, Department of 

Health and other relevant bodies. 

 1.2 Penalties can be imposed on the Trust and / or staff for non-compliance with 

relevant legislation. Therefore this policy applies to all staff, and anyone 

working on behalf of the Trust. 

 
 1.3 The DPA is closely linked with the Freedom of Information Act and the Human 

Rights Act. The focus of the DPA is on promoting the rights of living individuals 

in respect of their privacy and the right to security and confidentiality of their 

data. It applies to all personal confidential data, whether held manually or 

electronically. The responsibility to maintain the confidentiality of that data 

resides with the Trust, even if an agent or subcontractor processes that data. 

 
 1.4 The DPA does not guarantee personal privacy at all costs, but aims to strike a 

balance between the rights of individuals and the sometimes competing 

interests of those with legitimate reasons for using personal confidential data.  

 
 1.5 The DPA also allows people to find out what information is held about them 

by making a Subject Access Request. These are handled by the Legal Services 

Department. For more information about Subject Access Requests, please refer 

to the ‘Access to Health Records Policy & Procedure’ available on the intranet. 

 
 1.6 The Trust is obliged by law to register all processing activities with the 

Information Commissioner’s Office on an annual basis and failure to comply 

with this requirement is a criminal offence. The renewal date is 23rd January 

each year. 

 
2  PURPOSE 

 
 2.1 Data protection is a large and complex issue which affects the whole 

organisation and should be understood by every member of staff, not just one 

delegated person. This policy sets out how the Trust aims to meet its legal 

obligations and NHS requirements concerning the security and confidentiality 

of personal confidential data. Staff adhering to this policy and other related 

documents, as described in the following sections, should be in compliance 

with the DPA. 

 
 2.2 For the purpose of this policy, ‘staff’ is used as a convenience to refer to all 

staff regardless of occupation, including but not restricted to permanent, fixed-

term, contractors, bank, agency, temporary, honorary, visiting, voluntary and 

students. 

 
 2.3 This policy relates to all personal confidential data, both clinical and non-

clinical, that are received, transferred or communicated both within and 

outside the Trust. 
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 2.4 Person identifiable information may be in any form including, but not 

restricted to, the following: 

• Paper records or documents; 

• Computer records or printouts; 

• Fax messages; 

• Telephone conversations; 

• emails and attachments; and 

• CDs, memory sticks or other portable media. 

 
3  DEFINITIONS  

 
 3.1 Breach of Confidentiality 

A breach of confidentiality is the unauthorized disclosure of personal 

confidential data provided in confidence. 
 

 3.2 Data Subject 

A data subject means an individual who is the subject of personal data and 

must be a living individual. Organisations, such as companies and other 

corporate and unincorporated bodies of persons cannot, therefore, be data 

subjects. The data subject need not be a United Kingdom national or resident. 

Provided that the data controller is subject to the Act, rights with regards to 

personal data are available to every data subject, wherever his nationality or 

residence. 

 
 3.3 Personal Confidential Data  

Personal confidential data can be anything that relates to patients, staff or any 

other information (such as contracts, tenders etc) held in any form (such as 

paper or other forms like electronic, microfilm, audio or video) howsoever 

stored (such as patient records, paper diaries, computer or on portable devices 

such as laptops, PDAs, BlackBerrys, mobile telephones) or even passed by word 

of mouth.  
 

 3.4 Patient identifiable Information 

Key patient identifiable information includes: 

• Patient’s name, address, full post code, date of birth; 

• Pictures, photographs, videos, audio-tapes or other images of patients; 

• NHS number and local patient identifiable codes; 

• Anything else that may be used to identify a patient directly or indirectly. 

For example, rare diseases, drug treatments or statistical analyses which 

have very small numbers within a small population may allow individuals 

to be identified. 

 
 3.5 Sensitive Personal Data 

Sensitive Personal Data means personal data consisting of information as to: 

• Racial or ethnic origin;  

• Political opinions; 

• Religious beliefs or other beliefs of a similar nature; 

• Trade union membership; 

• Physical or mental health conditions; 
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• Sexual life; and 

• The commission or alleged commission of any offence. 

 
4  RESPONSIBILITIES 

 

 4.1 Chief Executive  

The Chief Executive is the accounting officer responsible for the management 

of the Trust and for ensuring appropriate mechanisms are in place to support 

service delivery and continuity. Maintaining confidentiality is pivotal to the 

Trust being able to supply a first class confidential service that provides the 

highest quality patient care. The Trust has a particular responsibility for 

ensuring that it corporately meets its legal responsibilities, and for the 

adoption of internal and external governance requirements. 

 

 4.2 Senior Information Risk Owner (SIRO) 

The Trust has appointed the Director of Planning & Performance as Senior 

Information Risk Owner (SIRO). The SIRO will act as an advocate for 

information risk on the Board and in internal discussions will provide written 

advice to the Accountable Officer on the content of their annual Statement of 

Internal Control in regard to information risk. 

 

 4.3 Caldicott Guardian  

The Trust’s Caldicott Guardian has a particular responsibility for reflecting 

patients’ interests regarding the use of patient identifiable information. The 

Caldicott Guardian is responsible for ensuring patient identifiable information 

is shared in an appropriate and secure manner. 

 

 4.4 Data Protection Lead  

The Data Protection Lead role includes: 

• Maintaining registrations;  

• Facilitating training sessions;  

• Acting as initial point of contact for any data protection issues which may 

arise within the Trust;  

• Providing reports to the Information Governance Committee as required;  

• Auditing data protection compliance ; 

• Facilitating action in areas identified as being non-compliant; and 

• Assisting with complaints concerning data protection breaches.  
 

 4.5 Information Governance & RA Manager 

The Information Governance & RA Manager is responsible for advising on 

strategic direction, the development of policy and guidance for the Trust, and 

also operational support to the Trust. 
 

 4.6 Legal Services Department  

The Legal Services department is responsible for the day-to-day management 

of Subject Access Requests, to ensure they are handled in accordance with Trust 

policy and legal requirements. Quarterly reports on compliance with standards 

are provided to the Information Governance (IG) Committee. 
 

 4.7 Trust Management 

Directors/Heads of Department/Departmental Managers etc will be responsible 

for ensuring that staff for whom they are responsible are aware of their 
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responsibilities with regard to confidentiality of information, ensuring that 

staff receive appropriate confidentiality training.  

 

They will be responsible for ensuring that their staff are fully aware of the 

mechanisms for reporting actual or potential confidentiality breaches within 

the Trust.  
 

 4.8 All Staff 

All employees and anyone working on behalf of the Trust must adhere to this 

policy to support the reputation of the Trust and where relevant of their 

profession. Employees must make sure that they conduct themselves online 

in the same manner that would be expected of them in any other situation.  

 
5  OVERVIEW  

 

 5.1 The DPA regulates when and how a data subject’s personal confidential data 

may be processed (obtained, held, used, disclosed and disposed of). It applies 

to computerised processing of personal data as well as paper-based files. 

 

 5.2 This policy relates to all personal confidential data held by the Trust relating to 

patients and staff.  Personal data is any information, held in any format that 

relates to a living individual and where that person can be identified from the 

data contents or from the data contents and other information in the 

possession of, or likely to come into the possession of, the Trust. 

 

 5.3 Staff should only have access to personal confidential data or create records 

containing personal confidential data in the following circumstances: 

• Where the member of staff has a ‘legitimate relationship’ with the data 

subject eg: a staff member who is currently providing care to a patient or 

a member of payroll who is processing an expenses form. This description 

includes both healthcare professionals and administrators, e.g. ward 

clerks, medical secretaries, receptionists etc; 

• Where the member of staff is the line manager of another employee or is 

authorised to access personnel files eg: HR staff, department 

administrator etc; and 

• Where the member of staff is authorised to access personal records / 

create records in specific circumstances eg:: 

  Legal services staff in the case of Subject Access Requests, medico-

legal cases, complaints and enquiries; 

  Clinical auditors; 

  Researchers; 

  Health and safety officers; 

  Investigating officers; 

  Finance staff for recharging Commissioners for patients’ treatments; 

and 

  Information services team for managing data quality. 

 

 5.4 Our patients and staff expect that information about them will be treated as 

confidential. Those persons who feel that their confidence has been breached 

are entitled to lodge a complaint under the NHS Complaints Procedure or 
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lodge a complaint with the Information Commissioner’s Office who may take 

legal action against the Trust. 

 

 5.5 A principle aim of the DPA is to promote openness about the processing of 

personal data and, therefore, the Trust must ensure that any person about 

whom data is recorded, is aware of the reason their data is collected, its uses 

within the Trust, to whom it may be disclosed and the circumstances 

surrounding when it may be disclosed. 

 

 5.6 Although the DPA can only be applied to living individuals, a duty of 

confidence is still owed to the deceased and their families, so this policy 

includes information on the Access to Medical Records Act 1990 and the 

common law duty of confidence to provide guidance on this type of data. 

 

 5.7 The underlying DPA principle is that all information that can be related to a 

living individual must be treated as confidential and it must not be 

communicated to anyone who is not authorised to receive it. Unauthorised 

persons include staff not involved in either the clinical care of a patient or the 

associated administration processes. In the case of staff records, unauthorised 

persons include staff not involved in the management of that member of staff 

or associated administrative processes. 

 
6  INFORMATION ASSET REGISTER 

 

 6.1 Under the DPA, data subjects are entitled to see all information that the Trust 

records about them in all paper and electronic systems, via a Subject Access 

Request. To enable this, the Trust must know where the person identifiable 

data is recorded and stored. 

 

 6.2 The ICT Department maintains an Information Asset Register to facilitate this, 

and to enable the Trust’s DPA registration to be kept up-to-date. 

 
7  ACCESS TO KEY COMPUTER SYSTEMS AND HEALTH RECORDS 

 

 7.1 There are access control systems in place to ensure that appropriate access is 

provided to key computer systems for those members of staff who require 

access as part of their role. These procedures are detailed in the relevant 

system procedural documents. 

 

 7.2 The Trust operates a ‘closed’ Medical Records Library (MRL). Only authorised 

staff are permitted to request health records, and only authorised staff and 

authorised visitors are permitted to visit the MRL. The MRL supply health 

records to authorised staff, as detailed in the Health Records Management 

Policy. 

 

 7.3 All health records should be kept as secure as possible, taking into account the 

constraints of the physical layout of the hospital. As far as possible, there 

should be a barrier (eg locked filing cabinets, passwords on computer systems, 

locked office doors etc) between the health records and unauthorised persons. 

 
8  NEW SYSTEMS AND UPGRADES / RELEASES TO EXISTING SYSTEMS 
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 8.1 All new systems and upgrades / releases to existing systems must be assessed 

prior to implementation to establish whether any person identifiable data will 

be processed and, if so, to ensure DPA compliance is maintained and to ensure 

the Trust’s registration with the Information Commissioner’s Office is kept up-

to-date. This is achieved via the ‘Information Governance checklist for projects / 

system releases’ (IG checklist), which is a risk management process. The new 

system / upgrade / release must be deemed as compliant and approved by the 

SIRO prior to implementation. 

 
9  RELEVANT LEGISLATION, STATUTORY DUTIES AND GUIDANCE 

 
 9.1  The following information is a summary of legislation relevant to the 

protection and use of person identifiable information. All staff should be 

aware of their responsibilities under these Acts and have due regard for the 

law when collecting, using or disclosing confidential information. 
 

 9.2 Data Protection Act 1998 
 

 9.2.1 The Data Protection Act (DPA) is based on the EC Data Protection Directive 

95/46/EC which seeks to ‘further protect individuals by controlling the 

collection, use, storage and movement of personal data’. In general terms, it 

gives individuals the right to:  

• Privacy; 

• Know the purposes for which their data is being held and processed; 

• Know who their data may be disclosed to; 

• Access to their data; and 

• Prevent the use of their data in certain circumstances. 

 
 9.2.2 The DPA places legal obligations on everyone who processes personal data. 

There are eight Data Protection Principles that must be complied with to 

ensure the data is held and used in accordance with the DPA. On an annual 

basis, the Trust must register the reason for keeping the data with the 

Information Commissioner, along with a description of what security measures 

are in place to ensure compliance with the Data Protection Principles. 

 
 9.2.3 The eight Principles are:  

1) Personal data shall be processed fairly and lawfully; 

2) Personal data shall be obtained for one or more specified and lawful 

purpose(s) and shall not be further processed in a manner incompatible 

with that purpose(s); 

3) Personal data shall be adequate, relevant and not excessive in relation to 

those purposes; 

4) Personal data shall be accurate and where necessary kept up-to-date;  

5) Personal data shall not be kept for longer than is necessary for that 

purpose;  

6) Personal data shall be processed in accordance with the rights of the data 

subject under this Act;  

7) Appropriate technical and organisational measures shall be taken against 

un-authorised or unlawful processing of personal data and against 
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accidental loss destruction or damage; and  

8) Personal data shall not be transferred to countries outside the European 

Economic Area without adequate protection.  

 
 9.2.4 With effect from April 2010 (introduced by the Criminal Justice and 

Immigration Act 2008), there are a revised number of criminal offences under 

the DPA that the Trust and individual employees can be prosecuted under:  

 Processing person identifiable data without notifying the Information 

Commissioner; 

 Processing person identifiable data for any purpose other than that 

covered by the Trust's Notification; 

 Un-authorised disclosure of person identifiable data e.g. disclosure to a 

person/organisation not entitled to receive it;  

 Failure to comply with an Information/Enforcement notice issued by the 

Information Commissioner;  

 Modifying personal data subject to a ‘Subject Access Request’; and  

 Breaches of Section 55 of the DPA (this is knowingly or recklessly 

disclosing information). 

 
 9.3 Data Protection (Processing of Sensitive Personal Data) Order 2000 

 
 9.3.1 This order sets out additional circumstances where sensitive person identifiable 

data may be processed. For example, in the prevention or detection of any 

unlawful act if ‘in the substantial public interest’. 

 
 9.4 Confidentiality: NHS Code of Practice 

 
 9.4.1 This guidance lays down the required practice for those who work for NHS 

organisations, concerning confidentiality and patients’ consent to the use of 

their health records. The Trust has implemented the requirements through the 

‘Confidentiality Code of Conduct’, which is available via the intranet. 

 
 9.5 Computer Misuse Act 1990 

 
 9.5.1 The Computer Misuse Act 1990 makes it illegal to access data or computer 

programs without authorisation.  

 
 9.5.2 The Computer Misuse Act establishes three offences. It is illegal to: 

• Access data or programs held on computer without authorisation (e.g., to 

view test results for a patient when you are not directly involved in their 

care, or to obtain or view information about friends and relatives). On 

conviction, an offender is liable to a custodial sentence of six months, a 

fine of up to £2000 or both. 

• Access data or programs held in a computer without authorisation with 

the intention of committing further offences, e.g. fraud or blackmail. On 

conviction an offender is liable to a custodial sentence of up to five years, 

a fine of up to £5000 or both. 
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• Modify data or programs held on computer without authorisation. On 

conviction an offender is liable to a custodial sentence of up to five years, 

a fine of up to £5000 or both. 

 
 9.6 Human Rights Act 1998 

 
 9.6.1 Two articles under this Act are relevant to confidentiality of person identifiable 

data: 

• Article 8: Right to respect for private and family life. 

• Article 10: Freedom of expression and exchange of information and 

opinions. 

 
 9.6.2 These articles relate to preventing disclosure of information received in 

confidence.  

 
 9.7 National Health Service Act 2006: Section 251 

 
 9.7.1 This section of the Act makes it lawful to disclose and use confidential patient 

information in specified circumstances where it is not currently practicable to 

satisfy the common law confidentiality obligations. The Ethics and 

Confidentiality Committee of the National Information Governance Board for 

Health and Social Care decides when this temporary measure can be utilised. 

Please see the Caldicott Guardian for further details. 

 
 9.8 Freedom of Information Act 2000 

 
 9.8.1 This Act requires Public Authorities (such as the Trust) to routinely provide 

information about how their organisation works and how decisions are made 

on services (non-personal data). This Act does not change the right of patients 

or staff to confidentiality of their person identifiable data. 

 
 9.9 Processing of Sensitive Personal Data (Elected Representatives) Order 2002 

 
 9.9.1 This order provides Elected Representatives with certain rights over the 

disclosure of patient’s person identifiable data. The Trust has decided that all 

requests for information will be dealt with via the Complaints and Legal 

Services Department to ensure appropriate disclosure of person identifiable 

data, in accordance with the Data Protection Act 1998 and this order. 

 
 9.10 Common Law Duty of Confidence 

 
 9.10.1 The basic principle in relation to the common law duty of confidence is that 

patient information is confidential to the patient and should not generally be 

disclosed without consent, unless justified for a lawful purpose (required by 

statute).  

 
 9.10.2 This principle is now replicated in legislation, however, the common law duty 

still applies and in some circumstances requires consideration in addition to the 

legislation e.g. where explicit patient consent is required before it can be used 

for non-healthcare purposes.  
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 9.10.3 Every member of staff is responsible for ensuring that:  

• Patient and staff information is only used for specified and lawful 

purposes and that confidentiality is respected; and 

• They understand and comply with the law and if in doubt, seek advice 

from the IG Committee members. Contact details are on the IG intranet 

site. 

 
 9.11 Access to Health Records Act 1990 

 
 9.11.1 This Act entitles individuals, subject to certain exemptions, to access health 

information held about deceased persons. The patient’s family often appoints 

a solicitor to deal with these requests. All access to Health Records Act requests 

are dealt with by the Complaints & Legal Services Department.  

 
 9.12 Legal Restrictions on Disclosure 

 
 9.12.1 Sexually Transmitted Diseases  

 

All necessary steps must be taken to ensure that any data capable of 

identifying an individual with respect to examination or treatment for any 

sexually transmitted disease  (including HIV and AIDS) shall not be disclosed 

except:  

• Where there is explicit patient consent to do so; 

• For the purpose of such treatment or prevention; and 

• For the purpose of communicating that data to only those staff directly 

involved with the treatment of persons suffering from such disease or the 

prevention of the spread thereof. 

 
 9.12.2 Human Fertilisation & Embryology Act 1990  

 

Disclosure restrictions apply to treatments where individuals can be identified. 

Generally explicit consent is required, except in connection with the:  

• Provision of treatment services, or any other description of medical, 

surgical or obstetric services, for the individual giving the consent; and 

• Carrying out of an audit of clinical practice. 

 
 9.12.3 Abortions Regulations 1991 

 

These regulations limit and define the circumstances in which information may 

be disclosed.  

 
 9.13 Caldicott Principles 

 
 9.13.1 Following the Caldicott Committee’s Report on the Review of Patient 

Identifiable Information published in December 1997, every NHS Trust has a 

duty to appoint a Caldicott Guardian. The Trust’s Caldicott Guardian is Alistair 

Steel - Consultant Anaesthetist. 

 
 9.13.1 The Caldicott principles are concerned with the use and protection of patient 
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identifiable information. All Trusts must abide by the principles for all patient 

identifiable information flows:  

 

• Principle 1 - Justify the purpose(s) for using confidential information  

• Principle 2 - Only use it when absolutely necessary  

• Principle 3 - Use the minimum required  

• Principle 4 - Access should be on a strict need-to-know basis  

• Principle 5 - Everyone must understand his or her responsibilities  

• Principle 6 - Understand and comply with the law 

 

A second Information Governance Review was undertaken in 2012/2013 

and the report, issued in March 2013, included a 7th principle: 
 

• Principle 7 - The duty to share information can be as important as the 

duty to protect patient confidentiality. 
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11  ARRANGEMENTS FOR MONITORING COMPLIANCE WITH THIS POLICY 

 

  Compliance with this policy will be monitored in the following manner (see table below): 

 
Key elements (Minimum 
Requirements) 
 

Process for Monitoring  (e.g. 
audit) 

By Whom 
(Individual / 
group 
/committee) 

Frequency 
of 
monitoring 

Responsible individual / group / committee (plus 
timescales(for  

Review of Results Development 
of Action Plan 

Monitoring of action 
plan and 
implementation 

Reducing the number of 

confidentiality breaches 

Management of incidents 

relating to Data Protection 

IG Team  Monthly  Information 

Governance 

Committee 

Relevant 

Manager 

according to 

the issue  

Information 

Governance 

Committee 

Roles and responsibilities 

 

Monitored at appraisal, 

following review of the 

individual’s knowledge & 

skills framework (KSF) 

together with the job 

description. 

 

Line 

manager 

Annually       

How the organisation 

provides Data Protection 

Training. In house training 

sessions are 

delivered regularly 

throughout the year to meet 

the needs of the Trust 

 

Electronic Staff Record 

(ESR) is utilised to identify 

all staff who are non- 

compliant 

 

IG Team Monthly Information 

Governance 

Committee 

IG 

Mandatory 

Training 

Working 

Group 

Information 

Governance 

Committee 

Ensuring best practice across 

the Trust 

Undertaking Confidentiality 

Audits 

IG Team Monthly Information 

Governance 

Committee 

IG Team Information 

Governance 

Committee 
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APPENDIX 1  EQUALITY IMPACT ASSESSMENT  

 

  To be completed and attached to any policy document when submitted to the appropriate committee for 

ratification 
 
STAGE 1 - SCREENING 

 

Name & Job Title of Assessor:  Phil Cottis, Information Governance & RA Manager Date of Initial Screening:  27.09.11 

Policy or Function to be assessed:  Data Protection Policy 

  Yes/No Comments 

1. Does the policy, function, service or project affect one group 
more or less favourably than another on the basis of: 

  

 3.1 Race & Ethnic background No This policy is applied equally to all groups 

 3.2 Gender including transgender No This policy is applied equally to all groups 

 3.3 Disability:- This will include consideration in terms of 

impact to persons with learning disabilities, autism or 

on individuals who may have a cognitive impairment or 

lack capacity to make decisions about their care 

No This policy is applied equally to all groups  

 3.4 Religion or belief No This policy is applied equally to all groups 

 3.5 Sexual orientation  No This policy is applied equally to all groups 

 3.6 Age No This policy is applied equally to all groups 

2. Does the public have a perception/concern regarding the 
potential for discrimination? 

No This policy is applied equally to all groups 

 
If the answer to any of the questions above is yes, please complete a full Stage 2 Equality Impact Assessment. 
 
Signature of Assessor: Phil Cottis, Information Governance & RA Manager      Date:  07.11.13 
 
Signature of Line Manager:  Barbara Cummings: Director of Planning & Performance     Date:  07.11.13
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APPENDIX 2      PLAN FOR DISSEMINATION OF PROCEDURAL DOCUMENTS 

To be completed and attached to any document which guides practice when submitted to 

the appropriate committee for consideration and approval. 

Acknowledgement: University Hospitals of Leicester NHS Trust 

Title of document: Data Protection Policy 

Date finalised:  Dissemination lead: 
Print name and 
contact details 

Phil Cottis 

IG & RA Manager 

phil.cottis@qehkl.nhs.uk 

 

Previous document 
already being 
used? 

Yes   

If yes, in what 
format and where? 

Electronic format on IG Intranet page & Policies & Procedures: 
Information Governance 

Proposed action to 
retrieve out of date 
copies of the 
document: 

Remove outdated policy from Trust Intranet 

To be disseminated 
to: 

How will it be 
disseminated, who 
will do it and when? 

Format  Comments: 

All staff IG Intranet page & 
Policies & Procedures: 
Information 
Governance 

Electronic Trust Staff advised through IG 
newsletter  

Dissemination Record - to be used once document is approved 

Date put on 
register / library of 
procedural 
documents: 

November 2013 Date due to be 
reviewed: 

November 2015 

 

Disseminated to: 
(either directly or 
via meetings, etc.) 

Format (i.e. 
paper or 

electronic) 

Date 
Disseminated: 

No. of 
Copies 
Sent: 

Contact Details / Comments: 

IG newsletter Electronic Jan 2014 1  

     

     

 

mailto:phil.cottis@qehkl.nhs.uk
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APPENDIX 3      CHECKLIST FOR THE REVIEW AND APPROVAL OF PROCEDURAL DOCUMENTS 

To be completed and attached to any document which guides practice when submitted to 

the appropriate committee for consideration and approval. 

 

 Title of document being reviewed: DATA PROTECTION POLICY 

  
Yes/No/ 
Unsure 

Comments 

1. Title   

 Is the title clear and unambiguous? Yes  

 
Is it clear whether the document is a 

guideline, policy, protocol or standard? 
Yes  

2. Rationale   

 
Are reasons for development of the 

document stated? 
Yes  

3. Development Process   

 Is the method described in brief? Yes  

 
Are individuals / stakeholders / users 

involved in the development identified? 
Yes  

 

Do you feel a reasonable attempt has 

been made to ensure relevant expertise 

has been used? 

Yes  

4. Content   

 Is the objective of the document clear? Yes  

 
Is the target population clear and 

unambiguous? 
Yes  

 Are the intended outcomes described? Yes  

 
Are the statements clear and 

unambiguous? 
Yes  

5. Evidence Base   

 
Is the type of evidence to support the 

document identified explicitly? 
Yes  

 Are key references cited? Yes  

 Are the references cited in full? Yes  

 
Are local/organisational supporting 

documents referenced? 
Yes  

6. Approval   

 
Does the document identify which 

committee/group will approve it? 
Yes  

 
Does the document identify which 

committee will ratify it? 
Yes  

 

If appropriate, have the joint Human 

Resources/staff side committee (or 

equivalent) approved the document? 

NA  

7. Dissemination and Implementation   

 
Is there an outline/plan to identify how 

this will be done? 
Yes  

 
Does the plan include the necessary 

training/support to ensure compliance? 
Yes  

8. Document Control   

 Does the document identify where it Yes  
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 Title of document being reviewed: DATA PROTECTION POLICY 

  
Yes/No/ 
Unsure 

Comments 

will be held? 

 
Have archiving arrangements for 

superseded documents been addressed? 
Yes  

9. Process for Monitoring Compliance    

 

Are there measurable standards or KPIs 

to support monitoring compliance of 

the document? 

Yes  

 
Is there a plan to review or audit 

compliance with the document? 
Yes  

10. Review Date   

 Is the review date identified? Yes  

 
Is the frequency of review identified? If 

so, is it acceptable? 
Yes  

11. Overall Responsibility for the Document   

 

Is it clear who will be responsible for 

coordinating the dissemination, 

implementation and review of the 

documentation? 

Yes  

 

Individual Approval 

If you are happy to approve this document, please sign and date it and forward to the chair of 

the committee/group where it will receive final approval. 

Name Phil Cottis Date 30 September 2013 

Signature  

 

Committee Approval 

If the committee is happy to approve this document, please sign and date it and forward 

copies to the person with responsibility for disseminating and implementing the document and 

the person who is responsible for maintaining the organisation’s database of approved 

documents. 

Name Barbara Cummings Date 11 November 2013 

Signature  
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