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SHEFFIELD TEACHING HOSPITALS NHS FOUNDATION TRUST 
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Supporting Director: Kirsten Major, Director of Strategy & Operations 

 
Author: Annette Peck, Head of Information 

Paul Buckley, Deputy Director of Strategy & Planning  
Balbir Bhogal, Performance and Information Director 

Status (see footnote): A 
 

 
PURPOSE OF THE REPORT: 

To ratify the revised Data Quality Policy. 
 
 
KEY POINTS: 

At the Board of Directors meeting in June 2015 details were provided on the proposal to review the 
Trust’s Data Quality Policy.   
 
The consultation process has been completed and attached is the revised policy, which has been 
approved by the Trust Executive Group (TEG).  The policy details the requirements for standard 
procedures for the collection, validation and entry of data.   
 
With the introduction of the Electronic Patient Record in September 2015, a short revision date of 9 
months is proposed so that the policy can be broadened to reflect the requirements of clinical data 
capture and the learning within the first few months in using this new system.  
 
The revised policy also provides the basis on which to implement a new process for a more robust 
and systematic assessment of the quality of the data that underpins the Integrated Performance 
Report (IPR). The first assessment will now be presented to the Board in November 2015. 

 
 

IMPLICATIONS: 

  TICK AS APPROPRIATE 
1 Deliver the best clinical outcomes � 
2 Provide patient centred services � 
3 Employ caring and cared for staff  
4 Spend public money wisely � 
5 Deliver excellent research, education & innovation  
 

APPROVAL PROCESS: 

Meeting Presented Date Approved 
TEG Deputy Director, Strategy & Planning 07 October 2015 � 
Board of Directors Director of Strategy & Operations 21 October 2015  
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Data Quality Policy 
 
Associated Documentation: 
 
Sheffield Teaching Hospitals NHS Foundation Trust c ontrolled documents: 
17.  E-mail Policy 
27.  Data Protection Policy 
28. Freedom of Information Policy 
29. Information Security Policy 
36. Confidentiality ~ Staff Code of Conduct 
197.  Information Risk Management Policy 
260. Information Governance Management Framework 2010/11 

 
Legal framework: 
The Data Protection Act 1998,  
Freedom of Information Act 2000,  
The Human Rights Act  
The NHS Constitution  
 
 
External Documentation: 
Caldicott Guardian Principles 
 
 
For more information on this document, please conta ct: 
 
Bernadine Vincent, Data Quality Manager 
Address: Information Services, Clock Tower, Northern General Hospital 
Telephone No.; (0114 27)14788 
Email:  Bernadine.vincent@sth.nhs.uk  
 
 
Version Control  
Version Date issued Brief summary of change Owner’s name 

1 30/1/2012 New Policy Bernadine Vincent 
2  Revised Policy  

 
 
 
 
 
 
 
 
Document Imprint 
Copyright ©Sheffield Teaching Hospitals NHS Foundation Trust 2012. All rights reserved 
Re-use of all or any part of this document is governed by copyright and the  
“Re-use of Public Sector Information Regulations 2005. SI 2005 No 1515. 
Information on re-use can be obtained from: Department for Information Governance, Caldicott & SIRO 
Support, Sheffield Teaching Hospitals NHS Foundation Trust. 
Tel: 0114 226 5151. E-mail: infogov@sth.nhs.uk 
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Executive Summary 
Data Quality Policy 
 
Document Objectives: 
 

Provide guidance on Data Quality to ensure that Trust held information 
is complete, accurate and valid 

 
Group/Persons 
Consulted: 
 

Data Quality Group 
All Clinical Directors 
All Operations Directors 
All Nurse Directors 
Healthcare Governance Team 
Trust Executive Group 
All Service Managers 

 
Monitoring 
Arrangements and 
Indicators: 
 

Information Governance Toolkit, staff feed back 
 

Training Implications: 
 

To be included in staff induction 

Equality Impact 
Assessment: 
 

Completed 

Resource implications:  
 

None 

Intended Recipients: 
 

All Staff (including temporary staff, locums and those on short term 
contract, and letter of authority) 

 
Who should:- 
 

 

� be aware  of the 
document and where 
to access it 

 

All staff (including temporary staff, locums and those on short term 
contract, and letter of authority) 

 

� understand  the 
document 

 

All Staff using Trust Information systems 
 

� have a good working 
knowledge of the 
document 

 

Senior Managers, Data Quality Manager 
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DATA QUALITY POLICY 

 

1. PURPOSE OF THE POLICY 
 

This policy sets out a clear framework for maintaining and improving the standard of data quality 
within Sheffield Teaching Hospitals NHS Foundation Trust and includes all hospitals, units and 
community services managed by the Trust. 
 
This policy outlines good practice in data entry and management, defines the responsibilities and 
highlights the legal requirements concerning data quality. 
 
The policy will provide commissioners and auditors with evidence that the organisation has a 
robust approach to ensuring data quality. 
 

2. SCOPE OF THE POLICY  
 
This policy applies to all staff working in the Trust, in whatever capacity. It is a statement of intent 
which all members of staff are expected to follow and should be regarded as mandatory.  
 
This policy is intended to draw together the strands of data quality in one policy, in such a way 
that its principles should be reflected in all related aspects of activity carried out within the Trust.  
It includes all systems that hold patient information in particular the main electronic systems 
forming part of the Trust’s Patient Administration System, the documents used to populate these 
systems, the data extracted from them, and other local bespoke systems.  
 
The policy is specifically aimed at all staff who provide, enter, process and use data held on all 
the Trust’s computerised information systems.   
 
This policy complements the following Trust policies: 
 
• Health Records Management Policy 
• Health Records Keeping Policy 
• Information Security & Data Protection Policy 
• Information Governance Policy 
• Information Security Policy 
• Freedom of Information Policy 
• Confidentiality - Code of Conduct 

 

3. KEY PRINCIPLES 
 

Data quality is a fundamental part of the normal business within the Trust.  Board level and 
clinical support is a key factor to integrating and embedding data quality within organisational 
practice. The commitment to data quality is part of the Trust’s corporate strategy and should be 
clearly defined and link to Directorate business plans. 

The Trust needs consistent high quality data to support: 

• Patient care; relevant, timely with reduced clinical risk 
• Clinical Governance 
• Information Governance 
• Management and strategic planning 
• Payment by Results 
• CQUINS 
• Accountability and relationships with external users 



7 

 

 

The Trust adheres to the principle of ‘Right First Time’, as opposed to data correction. Where 
lapses in data quality occur, processes are established to identify and resolve these. The 
Information Services Department delivers a comprehensive programme of validation reports to 
monitor and provide assurance of data quality, both internally and externally. 

The importance of achieving good data quality will be addressed with all relevant staff as part of 
the induction process at the commencement of their employment and form an integral part of the 
training received for the use of the Trust’s computer systems. 

Written procedures should be available in all relevant locations to assist staff in collecting and 
recording data. These procedures must be kept up to date and where appropriate will also 
contain information relating to national data definitions. 

The Trust is committed to providing appropriate support for staff to enable them to meet 
predefined data quality standards while recognising that they are essential to entering accurate 
and reliable data by:  

• Being explicit about what is expected and why 
• Providing appropriate training and ongoing support and materials 
• Feeding back to users on performance through regular data quality reports 

 
High data quality encompasses the fourth principle of the Data Protection Act (1998), Caldicott 
guidelines and the Freedom of Information Act (2000) and all staff will conform to this legal 
framework and statutory requirements. 

 

4. ROLES AND RESPONSIBILITIES 
 
The roles and responsibilities in relation to this policy are set out below: 
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Role Responsibility 
Chief Executive & Trust 
Board 

− Formal strategic responsibility for maintaining accurate and complete data and assurance on data quality. 

Performance & 
Information Director 

− Responsible for the promotion and implementation of the policy. 

Head of Information − Operational management for data quality and also lead for the Trust, assisted by the Data Quality Manager. 
− Responsible for the technical integrity of electronic systems used for recording patient data and for the delivery of 

training in the use of these systems. 
− To ensure that corporate objectives for data quality are clearly defined and agreed. 
− Provide support and advice regarding NHS Data Standards, their interpretation and implementation. 
− Corporate monitoring, validation and reporting of patient data quality. 

Data Quality Manager − Responsible for checking, reporting and improvement, including undertaking data quality audits and providing 
information back to front line staff. 

− Monitoring, reviewing and reporting on compliance with this policy. 
Information Governance 
Committee 

− The principal reporting mechanism for data quality issues and the route to providing information to the Board of 
Directors 

Data Quality Focus 
Group 

− To highlight local data quality issues and supports the monitoring of compliance with the policy. Membership of the 
Data Quality Focus group encompasses representatives for clinical and corporate areas within the Trust.  

Operations Directors − Overall responsibility for Data Quality within the Care Group. 
− To ensure that corporate objectives for data quality are linked to business plan objectives. 

All Trust Managers − Responsible for ensuring effective training provision along with the day to day adherence to policies and procedures 
to ensure staff are aware of their obligations to maintain complete, accurate and timely records. 

− To ensure that staff are resourced, motivated and listened to in respect of data quality issues. 
− Responsible for ensuring that the policy, and other associated policies, supporting standards and guidelines are built 

into local processes and that there is on-going compliance. 
− Relevant job descriptions should reflect specific and general responsibilities for encouraging good data quality. 

Responsibility for the quality of data should be assigned and monitored as part of the staff appraisal system; this 
provides an important mechanism for increasing staff awareness of their role in improving data quality. 

− Where poor data quality has been identified staff will be given feedback to enable them to correct the data and to 
demonstrate learning. 

− Ensure that appropriate cover is in place should the person usually responsible for capturing data be absent. 
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Role Responsibility 
All Trust Staff − Data quality is the responsibility of every employee and is part of the normal business activity of the Trust. 

− All staff, whether permanent, temporary or contracted, who record information for the Trust by any media, have 
responsibility to ensure that it is accurate, complete and captured in a timely manner. 

− Responsibility for good quality data lies with all staff who record information, whether clinical, technical or clerical. 
− Trust staff are responsible for any records or data they create and what they do with the information they use. 
− Trust staff should ensure they attend training and awareness sessions to maintain their knowledge and skills.  
− To enhance Data Quality system users will only be issued with user ID’s and passwords once they have successfully 

completed induction and training thereby ensuring that users are fully competent in data recording  
− Every Trust employee has a duty to: 

 
• Ensure they follow Trust and Departmental procedures in relation to their work, and the input / production of data 
• Report to their line manager any conditions that could affect their ability to comply with the requirements of this 

policy 
• Report to their line manager any errors in the input / production of data 
• Complete any training required to be a proficient user of PAS and/or other systems as arranged by their manager 
• Advise their manager  if they identify additional training needs, or do not feel competent to perform their duties 
• Advise their manager if they identify any factors which may affect the production of valid data 
• Departmental / Service Managers are responsible for ensuring the availability of training manuals, and for 

ensuring appropriate training needs of staff are identified and addressed. 
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5. DATA QUALITY STANDARDS AND AUDIT 
 

There are five standards that define the management arrangements intended to support 
improvements in data quality; 

• The Governance of data quality 
• The policies and procedures in place for data recording and reporting 
• The systems and processes in place to secure data quality 
• The knowledge, skills and capacity of staff to achieve the data quality objectives  
• The arrangements and controls in place for the reporting and use of data 

 
The standards define a framework of management arrangements needed to secure the quality of 
data. The Trust’s compliance against these standards are reviewed by Internal Audit with formal 
findings and recommended actions to assure best practice is achieved. 

• What are data ? 

Data are numbers, words or images that have yet to be organised or analysed to  answer 
specific questions. Data may not seem to be relevant at the point of collection but when 
collated into information offer some meaningful knowledge. 

• What is data quality ? 

Data is considered of high quality if it is fit for its intended purpose and it represents a true 
value to which it refers. 

• Why does data quality matter ? 

Data Quality is a crucial pre-requisite in the provision of information that can confidently be 
used for treating patients in a safe and timely manner and for meeting the business and 
operational needs of the Trust. Poor quality data can disrupt funding, damage the reputation 
of organisations and individuals and lead to flawed clinical, administrative and planning 
decisions. 

Incorrect information could result in serious inconvenience to patients, clinical decisions could 
be made that are not in the best interests of patients and General Practitioners could receive 
incorrect information about the care a patient received in hospital which may compromise 
their care. 

Data is also used to report and monitor on the Trusts performance and activity through such 
bodies as the Secondary Uses Services and the Care Quality Commission. Inaccuracies 
here can lead to withholding of funds from commissioners and reflect incorrectly the Trusts 
performance causing damage to its reputation. 

 
The Trust is required to achieve compliance with Information Governance Toolkit at Level 1 and 
Level 2. Both legislation and standards exist that put an obligation on staff to maintain accurate 
records.  The Data Protection Act requires that information held on computer systems is accurate 
and kept up to date.  There is additional legislation further supporting the obligation on staff, these 
include: 
 
• Care Quality Commission Essential Standards of Quality and Safety 
• NHSLA Risk Management Standards 
• NHS Records Management Code of Practice 
• Information Security NHS Code of Practice 
• BS27000 standard (this focuses on protecting the availability, confidentiality and integrity of 

data) 
• DoH Confidentiality NHS Code of Practice 
• Information Governance Toolkit 
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6. DATA STANDARDS 
 
Data Standards ensure that clinical data sets and data flows are consistent across NHS 
organisations and are comparable at national level.  The NHS Data Dictionary, Data Manual and 
Information Standards Notices are the vehicles through which data standards are established and 
maintained both locally and nationally by the Department of Health and other agencies. 

 

7. MEASUREMENT OF GOOD DATA QUALITY 
 
The Audit Commission published a framework outlining key dimensions of data quality.  These 
will be used to assess the level of data quality throughout the Trust and are as follows: 
 
Dimension Description 

Accurate − Data must  be correct and accurately reflect what actually happened 
− Data should be captured only once, although it may have multiple uses.  
− Accuracy is most likely to be secured if data is captured as close to the 

point of activity as possible; therefore every opportunity will be made to 
check and update a patient’s demographic details, including ethnicity, GP 
and postcodes with the patient themselves. 

Valid − Data should be within an agreed format which conforms to recognised 
national standards and to ensure consistency between periods and with 
similar organisations. 

− Codes should map to national values and wherever possible, computer 
systems should be programmed to only accept valid entries. 

− Where proxy data are used for an absence of actual data, organisations 
must consider how well this data is able to satisfy the intended purpose. 

Free from 
Duplication 
and 
Fragmentation 

− Patients should not have duplicated or confused patient records. 
− Where possible, the patient’s NHS number should be used and should 

significantly reduce the number of duplicate patient records.  

Defined and 
Consistent 

− Data captured should be relevant to the purposes for which it is used 
− The data collected should be understood by the staff collecting it. Data 

definitions should be reflected in procedure documents. 
Timely − Data should be collected at the earliest opportunity; recording of timely data 

is beneficial to the treatment of the patient. 
− All referral letters both those from GPs and tertiary referrals should be 

stamped with the date of receipt and entered onto PAS within 24 hours (1 
working day) of receipt. Further details regarding the timeliness of actions 
can be found in the Trust Access Policy and Directorate specific Standard 
Operating Procedures (SOPs) 

− All data will be recorded to a deadline which will ensure that it meets local 
and national reporting and extract deadlines 

Complete and 
Reliable 

− Data will reflect the work of the Trust and will not go unrecorded. 
− Data should be captured in full, with all mandatory data items completed. 
− Data requirements should be clearly specified based on the information 

needs of the organisation and data collection processes matched to those 
requirements.  

− Default codes will only be used in clearly agreed and defined circumstances 
− For key data items that are not mandatory on Trust Information systems, it 

is essential that a list of records with missing items can be produced, to be 
actioned later.  

− Analysis of data recording between months can highlight potential areas of 
data loss  
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In addition, Kite Marking is a useful way of providing assurance on the quality of data. The Trust 
will consider the use of the 360 Assurance Kite Mark Audit Modules, with the potential aim of 
achieving the Corporate Kite Mark. 

 

8. VALIDATION AND QUALITY ASSURANCE 
 
The Information Services Department delivers a comprehensive programme of validation reports 

to monitor and provide assurance of data quality, both internally and externally 

• A regular audit cycle  will be routinely followed encompassing the key data items specified in 
the Information Governance Toolkit (IGT) 

• Data Quality Reports  – there are issued to each specialty, and are based on the Data 
Quality audit results. An Action Plan will be produced where improvements are required. 

• Data Quality Error Reports  are issued to each specialty on a monthly basis. Where 
possible, data errors will be corrected at source.  Where there are recurring error issues an 
Action Plan will be produced to identify how this will be addressed. 

• An Operational Data Quality Group  will oversee any areas of common problems, and 
agree actions to correct these. 

• Identification and Resolution of Duplicate Records  – this is undertaken by a central data 
validation team. 

• Secondary Users Service (SUS) Data Quality Dashboar ds  will be accessed on a monthly 
basis and any discrepancies followed up by the Data Quality Manager with the relevant 
Directorate 

• External reports  will be used to gain an insight into the Trust data validity including Hospital 
Episode Statistics (HES) and queries from commissioners. 

• Benchmarking  - Local and national benchmarking tools will be used on a quarterly basis to 
analyse data quality, for which the Data Quality Manager will co-ordinate and take 
responsibility for. The Audit Commission’s Payment by Results Benchmarking Tool will be 
utilised for national benchmarking measures and a series of bespoke Access queries will be 
applied to bench mark central returns to draw attention to any data quality issues. 
Benchmarking will be developed, together with shared learning from the Regional Data 
Quality Managers’ Group. 

• Queries from Commissioners  will be investigated, and any Data Quality issues identified 
will be rectified and reported appropriately. 

• Case Note Audits  will take place on a regular basis; this will include Clinical Coding Audit, 
Mortality Audit and Record Keeping Audit. 

• Queries from Patients / Carers  will be investigated, and any Data Quality issues identified 
will be rectified and reported appropriately. 

 

9. TRAINING AND SUPPORT 
 
Trust, local induction and on the job training for new staff will include information on the use of 
computer systems appropriate to the role.  It is the policy of the Trust not to grant access to the 
system in question until appropriate training has taken place.  Existing staff will be given access 
to on-going training to ensure they are kept up to date with any changes to the system, 
guidelines, or data definitions. Training arrangements will be reviewed following the 
implementation of the Electronic Patient Record to ensure the development of a comprehensive 
training programme to include all clinical staff.  
 

10. SUPPORTING DOCUMENTATION: STANDARD OPERATING PROCED URE 
 
All system users should have access to up to date written departmental procedures, including 
procedures for the collection, validation and entry of data.  Managers must ensure that these 
standard operating procedures (SOPs) are available to staff in all appropriate locations, and that 
they are updated in accordance with any changes to the system, guidelines, or data definitions. 
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As a minimum the following procedures will be documented: 
• Register a patient 
• GP referral to out-Patients or for a test under direct access arrangements 
• Attendance, Cancellation, DNA at Out-Patient Clinic, and Outcome 
• Elective and Non-Elective Admission 
• ED Attendance 

 

11. MONITORING DATA QUALITY 
 
All Care Groups will be required to identify a process for the management of Data Quality, which 
will include explicit arrangements for the receipt of Data Quality Reports, ensuring compliance 
with Data Quality Standards, and taking action to resolve and correct data errors at source. 
 
Data Quality will be specifically discussed within Care Groups and Directorate executive 
meetings. Data Quality metrics will form part of the Directorates performance information. 

 

12. COMMUNICATION 
 
Communication on data quality matters will be maintained through the Trust’s usual briefing 
mechanisms and led by the Performance & Information Director, Head of Information and Data 
Quality Manager. 
 

13. POLICY DISSEMINATION AND IMPLEMENTATION ARRANGE MENTS 
 

The approved policy will be made available to all staff on the Trust’s intranet service.  The policy 
will be launched via a series of staff briefing meetings, and at regular staff meetings such as the 
Operational Board, and Clinical Management Board.  The policy will be widely circulated to all 
Trust Managers.  
 

14. MONITORING POLICY COMPLIANCE AND EFFECTIVENESS 
 
The Trust will regularly monitor and audit its data quality practices in compliance with this policy.  
The audit will include:  
• Audits of Clinical Coding 
• Use of validation reports from the PAS system and data warehouse to identify data errors 
• Monitoring of Training rates for staff 
• Use of staff appraisal system to check data quality performance where appropriate 
• Setting of KPIs for Data Quality 

 

15. REVIEW AND REVISION ARRANGEMENTS 
 
The content of this policy will be reviewed in six months recognising that the organisation will 
have implemented a core Electronic Patient Record.  The next version of the policy will address 
data quality for clinical and research purposes. 
 
Previous Data Quality Policies will be retained in accordance with requirements for the retention 
of non-clinical records. 
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APPENDIX 1 CERTIFICATION OF EMPLOYEE AWARENESS 
 

 
Document Title Data Quality Policy 

Version  
Date  

 
I hereby certify that I have: 
 

• Identified (by reference to the document control sheet of the above policy/ procedure) the 
staff groups within my area of responsibility to whom this policy / procedure applies. 

• Made arrangements to ensure that such members of staff have the opportunity to be aware 
of the existence of this document and have the means to access, read and understand it. 

 
Signature  
Print name  
Date  
Care Group / Department  
 
The manager completing this certification should retain it for audit and/or other purposes for a period 
of six years (even if subsequent versions of the document are implemented).  
 
The suggested level of certification is: 
Care Groups – Operations Director 
Non Clinical Areas – Deputy Director of equivalent 
 
The manager may, at their discretion, also require that subordinate levels of their Care Group / 
Department utilize this form in a similar way, but this would always be an additional (not 
replacement) action. 
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APPENDIX 2 EQUALITY IMPACT ASSESSMENT  
 
 
POLICY: DATA QUALITY 
 
Who has been consulted? 
 
Clinical Management Board 
Operational Board 
Service Managers 
Trust Executive Group 
 
Describe the aims, objectives and purpose of the po licy service being assessed: 
 
Who is intended to benefit? 
 
Patients and Staff 
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Equality Impact Analysis Screening Tool  – Written Policy or Guidance 
 
 - Is there a potential or actual negative impact associated 

with this policy on people or individuals who share a 
‘protected characteristic’? i.e. does this policy directly or 

indirectly discriminate? 
- Can this policy be used to promote equality between people 
who share a protected characteristic and people who do not 

 
NOTES  
changes/additions/ further information or advice  needed  

RACE 
Neutral impact. This policy applies equally to all patients, their carers and staff. 

SEX 
(I.E. MALE /  FEMALE ) 

Neutral impact. This policy applies equally to all patients, their carers and staff. 

 
GENDER REASSIGNMENT  
 

Neutral impact. This policy applies equally to all patients, their carers and staff. 

DISABILITY( including 
consideration of the impact 
on carers of a disabled 
person) 

Neutral impact. This policy applies equally to all patients, their carers and staff. 

 
RELIGION OR BELIEF 
 

Neutral impact. This policy applies equally to all patients, their carers and staff. 

SEXUAL ORIENTATION 
Neutral impact. This policy applies equally to all patients, their carers and staff. 

 
AGE 
 

Neutral impact. This policy applies equally to all patients, their carers and staff. 

PREGNANCY or 
MATERNITY  

Neutral impact 
 
 

This policy applies equally to all patients, their carers and staff. 

 

 Does this Written Policy or Guidance impact on the 
following areas? 

NOTES  
changes/additions/ further information or advice  needed 

HUMAN RIGHTS   i.e.  
Fairness, Respect, Equality,  
Dignity, Autonomy 
 

The policy implicitly and explicitly supports all of these 
principles and promotes equality of access throughout. 
 
 

 

SOCIAL DEPRIVATION / 
TACKLING HEALTH 
INEQUALITY 

Neutral impact This policy applies equally to all patients, their carers and staff. 

 


