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	Ein cyf / Our ref: 083/23/FOI 


	Dyddiad / Date: 19th June 2023


Further to your request for information dated 17th May 2023, I am pleased to provide the following response. 
Your request and our response:
Under the Freedom of Information Act, you have a right to request any recorded information held by a public authority however the authority does not have to answer your question if this would mean creating new information or giving an opinion or judgment that is not already recorded.
However, under our obligation to advise and assist we have provided the following information in response to your request. 
1. Can the Director of Nursing for Integrated Health Community Central for your Health Board be confident that correct supervision and Personal Development Review is being afforded to Registered Nurses, and that the requirements for their periodic revalidation with the Nursing and Midwifery Council (NMC) are of the required standard?
Registered nurses are required to fulfil all NMC registration requirements in line with section 22 in the NMC code. Additionally, requirements for periodic revalidation are indicated by the NMC and outlined within Betsi Cadwaladr University Health Board’s NU04 Nursing & Midwifery Revalidation Standard Operating Procedure (SOP). 
Please find a copy of BCUHB’s NU04 Nursing & Midwifery Revalidation SOP and Performance Appraisal and Development Review Policy for Agenda for Change Staff embedded below:
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The details of the NMC requirements are available on the NMC internet site and are therefore exempt from disclosure under Section 21 – Information accessible by other means.  Under the Health Board’s obligation to advise and assist please find below the relevant links to the specific NMC website pages:

https://www.nmc.org.uk/standards/code/ 
https://www.nmc.org.uk/revalidation/ 

2. What are Betsi Cadwaladr University Health Board’s (BCUHB) policies and standards for record keeping?  
Please refer to BCUHB’s HR1 – Patient Records Management Procedure and IG01 – Records Management Policy embedded below. 

[image: image3.emf]HR1 - Patient  Records Management Procedure - V10.0 (2).pdf
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3. What are the expectations of nursing staff when completing records? 
Nurses registered with the NMC are required to meet NMC record keeping standards in line with the NMC code, section 10 on record keeping.  

Additionally, Welsh Nursing Care Records are currently also being implemented within BCUHB, in line with the All Wales implementation plan. 
Under the Health Board’s obligation to advise and assist, we have included a link to the NMC code, and the Welsh Government website :
https://www.nmc.org.uk/standards/code/ 
https://digitalpublicservices.gov.wales/nursing-records-go-digital-a-case-study/ 
4. Do nursing staff have regular reviews and supervision, and if so, are they made aware of the expectations regarding documentation at these times? 
Please refer to responses for question 1 and 3 as above. 
5. Are nursing staff clearly informed about the importance of correct record keeping and reporting?

Please refer to response for question 1 and 3 as above. 

6. What standards of documentation are expected from doctors?
Please refer to response for question 2 above. 
7.  Is there evidence of audits of clinical notes, and how are documentation failures managed? 

Please refer to response for question 2 above. 
8.  Is The Code (NMC 2015 - updated 2018) being followed?

Please refer to response for question 1 and 3 as above. 

We welcome correspondence through the medium of Welsh

Rydym yn croesawu gohebiaeth drwy gyfrwng y Gymraeg


_1748427577.pdf
Bwrdd lechyd Prifysgol

Version: 2 /Q\ G
cy Betsi Cadwaladr

/ University Health Board
WALES

WP24
Performance Appraisal and Development Review Policy
for Agenda for Change Staff

Date to be reviewed: December 2020 No of pages: 9

Author(s): ] Author(s) title: | Head of OD
I OD Manager

Responsible dept / Workforce and Organisational Development

director: I - xccutive Director of Workforce and OD

Approved by: Workforce and Organisational Development Committee

Date approved: December 2017

Date activated (live): February 2018

Date EQIA completed:

Documents to be read | ° NHS Wales Pay Progression Policy

alongside this policy: | ° PADR Forms (WP24c)

° Capability Policy (WP3a)

° Statutory and Mandatory Training Policy and Procedure
(WP30)

° Trust Study Leave Policy — West (HRP34)

° Study Leave Policy — Central (Black 105)

° Study Leave Policy (Non-Medical Staff) — East (HR0053)

° Equality & Diversity Policy (WP8)

° All Wales Dignity at Work Policy (WP5b)

° Terms and Conditions Handbook (Section 1 (a),
Section 6 (a) and Annex W)

Purpose of Issue/Description of current changes:
The revised BCUHB PADR process to recognise new guidance from NHS Wales Pay
Progression Policy

First operational: 14" October 2013
Previously reviewed: date date date date date
Changes made yes/no: | Yes/no Yes/no Yes/no Yes/no Yes/no

PROPRIETARY INFORMATION
This document contains proprietary information belonging to the Betsi Cadwaladr
University Health Board. Do not produce all or any part of this document without written
permission from the BCUHB.

WP24 Performance Appraisal and Development Review Policy for Agenda for Change Staff
Version: 2 Page 1 of 9
Paper copies of this document should be kept to a minimum and checks made with the electronic version to
ensure the version to hand is the most recent.





Bwrdd lechyd Prifysgol
Betsi Cadwaladr
University Health Board

POLICY FOR PERFORMANCE APPRAISAL AND DEVELOPMENT REVIEW FOR
AGENDA FOR CHANGE STAFF

Content
Page Number

1. Introduction and Policy Statement

I A Yoo o[ PP PP PRTPPPPPRPP 3
1.2 PUIMPOSE. ..ttt e et et e ee e e e e e e e e eeann 3
1.3 AIm & ODbjectives Of PADR........coo o e 4
2. KSF OULINES. ..ot bbb 5
3. Roles & ReSPONSIDINTIES. ......ccooiiiiiiiiii e e 6
3.1 Manager RespoNnSIDIIIES. . .....cooiiiiiiiieii e 6
3.2 Appraiser ReSPONSIDIIItIES. .......uiiiiiiiiiieie e 6
3.3 Appraisee ResSpONSIDINIES. .. ...t 7
3.4 PADR RECOIUS. ... oottt e e e e e aaees e 7
3.5 Incremental Pay Progression and GateWays.............ceeevvrrrrrnnmiiininneenneeeeeeennnnnnnns 7
3.6 DISAGIEEIMENTS. ....eeiiiiiiiieiee ettt e e e e e e e e e e e e e e ee e e e e e naaaannnne 8
A, RETEIBINCES. ...t aaa e 8
5. DEFINITIONS ...t 8

WP24 Performance Appraisal and Development Review Policy for Agenda for Change Staff
Version: 2 Page 2 of 9
Paper copies of this document should be kept to a minimum and checks made with the electronic
version to ensure the version to hand is the most recent.





1.1

1.2.

1.2.1.

1.2.2

1.2.3.

Bwrdd lechyd Prifysgol
Betsi Cadwaladr
University Health Board

Performance Appraisal and Development Review for Agenda for Change Staff
(PADR)

Introduction and Policy Statement

Scope

This policy applies to all NHS Staff other than Medical and Dental staff who are not
employed on Agenda for Change contracts and Directors, who have separate
arrangements for appraisal.

It applies to all permanent staff and those on fixed term and temporary contracts (full
and part time).

Purpose

Betsi Cadwaladr University Health Board is committed to ensuring that every member
of staff will on an annual basis have a minimum of one Performance Appraisal and
Development Review (PADR) meeting with their line manager/supervisor. As part of
Agenda for Change, the PADR process incorporates the Knowledge and Skills
Framework (KSF) which describes the knowledge and skills NHS staff must apply in
their work in order to deliver quality service.

The purpose of this policy document is to ensure employees are aware of their right
to receive a regular PADR which will include the following:
— Be made aware of the performance expected from them in line with the KSF
Outline and Job Description for the role
— Clarify and know precisely what they are employed to do
— Be given verbal constructive feedback on how they are performing in their role
— Be given the appropriate training and development to meet the needs of their
role

This local policy should be used alongside the All Wales Pay Progression policy
which sets out the processes and procedures in PADR.

The NHS Wales Pay Progression Policy (2015) sets out some best practice principles
that all Health Boards and Trusts should embed. These principles are:

o We will agree and understand what’s expected of us in terms of what we should
be doing and how we should be doing it

e We will all receive constructive and timely feedback on how we have done

e We will all ensure that we actively seek to develop and improve what we are
doing for the benefit of patients

Every Manager/team leader has a responsibility to uphold these rights by effectively
implementing this policy in their area and to ensure the PADR is a positive experience.
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The purpose of a PADR is to assist employees to achieve the high standards expected
by the organisation, equipping them with skills and knowledge linked to Organisational
and Service objectives through the KSF and PADR process.

By carrying out an effective Performance Appraisal and Development Review, the
Organisation can benefit not only from a competent, and highly motivated workforce
but also assists the organisation in staff retention, employee engagement and job
satisfaction.

PADR must not be used to discipline employees. Any conduct, capability or
disciplinary issues should have been identified and addressed as they arise in
accordance with the appropriate policy/guidance, and not left until the PADR meeting
as there should be “no surprises” during the PADR discussion.

Research has identified that a robust effective appraisal process can improve quality
of care:

“A hospital which appraises 20% more staff and trains 20% more appraisers, is
likely to have 1,090 fewer deaths per 100,000 admissions”
Carol Bottrill and Michael West, (2002)

UK Government commissioned report: ‘Engaging for Success: enhancing
performance through employee engagement demonstrates’.

“There are strong links between effective employee engagement and
appraisals”

David McLeod and Nita Clarke, (2009)

As identified in the Francis, R. Report (2013), appraisal and feedback was a key
element of identifying issues, assessing competency and making sure that
individuals are given an opportunity to express their views and create an
environment conducive to good quality care.

Aim and Objectives of PADR

The NHS Wales Pay Progression Policy (2015) states, ‘As part of the annual appraisal
process, you and your manager will agree a set of objectives which cover:
e What you need to do i.e. the things you need to deliver;
e How you need to do things, i.e. your behaviours, and the way you demonstrate
the values;
e Ways in which you can seek to develop and improve what you are doing.

The PADR process provides a mechanism for ensuring staff have an opportunity to
review their past performance in discussion with their line manager and identify needs
for development against the requirements of their post. The annual meeting results
in reviewing statutory mandatory compliance, and discussing performance against the
BCUHB values and KSF Outline. A set of objectives must be agreed along with PDP
(Personal Development Plan) for the forthcoming year.
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BCUHB has a set of agreed Values and a Proud to Lead Behaviours Framework which
sets out what is expected from each employee. The PADR process will therefore be
used to discuss and assess what development is needed for the individual to meet
these values and behaviours.

Development of staff and performance management through the PADR process
protects the individual employee, service users and the organisation through delivery
of best practice. It minimises risk through a formal opportunity to check
compliance with Statutory and Mandatory training, professional registration
(where applicable) and overall staff wellbeing i.e. work life balance. A PDP along
with a set of objectives in accordance with the BCUHB Statutory & Mandatory
Training Policy and procedure must be produced at each PADR.

All staff must have an appraisal at least once a year. This will ensure all staff have
equal access to development and comply with Statutory, Mandatory and legislative
training requirements.

Appraisal is a process of constructive dialogue in which the person being appraised
has a formal, structured opportunity to reflect on their work and to consider how their
effectiveness might be improved. It is also an opportunity for the employee to receive
constructive feedback on their performance.

The PADR process is an on-going cycle of review, planning, development and
evaluation for individuals against their Job Description and knowledge and skills as
described in the KSF Outline for the post.

The NHS Wales Pay Progression Process outlines how realistic and achievable
objectives should be set (in line with the PADR process) for the Individual’s role in the
agreement with their Appraiser. PADR objectives should cover the areas described in
1.3.

On meeting the objectives, individuals will progress to the next incremental point upon
satisfactorily meeting the terms set out in the NHS Wales Pay Progression Policy
(2015) in these 3 areas:

Doing the right things Doing them the right way Doing things better

KSF Outlines

All staff must have a KSF Outline for the post. Each member of staff covered by
Agenda for Change will have a KSF Outline which determines the level of knowledge
and skills required by their post. Examples of how this will be applied are listed in the
KSF Handbook which is on the BCUHB Intranet. The Outline will reflect the
requirements of the post and will not be person specific.
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Roles and Responsibilities
Manager Responsibilities

The Manager should assign an appropriate Appraiser usually a line Manager or
Supervisor to individual members of staff, or may take on the role of Appraiser. The
Appraiser ideally should be someone with whom the individual has some contact on a
day-to-day basis.

Each Line Manager is responsible for ensuring they are achieving 85% minimum
compliance with their staff's PADR

If there is concern about the choice of Appraiser a staff member should raise this with
their department/ward/line manager.

The Line Manager must ensure that all team members have an approved KSF Outline
which accurately reflects the requirements of their role. Instructions for obtaining or
creating a KSF Outline can be found on the BCUHB PADR intranet pages.

All advertised jobs/posts must be accompanied by a KSF Outline in order that
development needs can be identified early on in employment.

Personal Development Plans for the team should be agreed by the Manager, ensuring
a fair and equitable distribution of time and resources amongst staff that reflects both
individual and service needs.

The Manager should familiarise themselves the NHS Wales Pay Progression Policy
(2015).

Appraiser Responsibilities

The PADR will be a confidential discussion where constructive feedback will be given.
It's the responsibility of the Appraiser to ensure the following during the discussion.
The Appraiser should familiarise themselves with the NHS Wales Pay Progression
Policy (2015).
— The Appraiser, should actively listen, supported by checking understanding
and summarising
— There is two-way communication, allowing the greater time to the person
being appraised
— Discuss practice against values and behaviours

— Discuss practice against equality, diversity and human rights issues.
— Open and constructive feedback is given on performance and is supported by
specific examples
— Check compliance with Statutory & Mandatory training
— Discuss and check compliance with professional registration (where
appropriate)
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— Discuss overall wellbeing e.g. work life balance

— Discuss and agree objectives which reflect the Appraisee role and must be
linked to team, service and organisational objectives covering the areas
described in 1.3

— Devise objectives and/or PDP to meet Statutory & Mandatory compliance

— Discuss any plans for career development

— Produce a draft PDP plan for agreement with Manager taking into account
needs of the team

— The discussion and subsequent agreed actions are recorded appropriately

Appraisee Responsibilities

The Appraisee has the following responsibilities during the PADR:
— To participate fully in the process adhering to the areas described in 1.3 as
follows:
e What you need to do i.e. the things you need to deliver;
e How you need to do things, i.e. your behaviours, and the way you demonstrate
the values;
e Ways in which you can seek to develop and improve what you are doing.

— Complete section 1-4 before the PADR meeting

— Bring relevant information to the meeting

— Discuss work examples, progress and performance

— Discuss BCUHB values and behaviours and any development required to
meet the values and behaviours

— Discuss compliance for Statutory & Mandatory Training

— Discuss compliance for professional registration (where appropriate)

— Make suggestions for improvement and own development

— Carry out agreed actions as required

PADR Records

A summary of discussion points will be recorded by the Appraiser in the ESR
(Electronic Staff Record). If there is no access to ESR then paper documentation can
be used in the interim which is available on the PADR pages on the Intranet and in
(PADR Forms WP24c). The Appraisee and Appraiser must ‘sign off the PADR
documentation either in ESR or on paper. If conducted on paper a copy is placed in
the Appraisee’s personal file and the original given to the appraisee.

Incremental Pay Progression and Gateways

Each pay band has two gateways which are set at specific pay points on each pay
band, a foundation which is at the end of the first year in a role and a second gateway
which is near the top of the pay bands (at which pay point depends on the banding).
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Progression through all incremental pay points in each pay band, will be conditional
upon individuals demonstrating the areas described in 1.3. In line with (Annex W
Terms and Conditions Handbook). Provided the appropriate level of performance and
delivery has been achieved during the review period, individuals will progress from
pay point to pay point on an annual basis.

Upon beginning employment, as part of the local induction, a discussion covering the
areas in 1.3, the PADR process and the Individual’s KSF Outline should take place.
During this discussion, objectives covering the areas in 1.3 will be set. An interim
PADR must be carried out at approximately 3 months following appointment to allow
opportunity for development to meet the KSF Subset Outline by the end of first year
of appointment.

At the 12 months foundation gateway stage in any new role (regardless of appraisee’s
pay point) a PADR must be carried out using the KSF subset outline. Please refer to
KSF Gateway Protocol WP24b.

The process for conducting a KSF Performance Appraisal and Development Review
(PADR) for a ‘gateway year must consist of a full review against all the KSF
dimensions in the outline.

Disagreements

Should a disagreement on an unsatisfactory decision occur, it is advisable to resolve
this issue directly with the appraiser. If the issue is not resolved the individual can ask
for a review of the decision by the appraiser's manager this must take place within
7 days of the PADR. The manager’s decision is final and there will be no further
appeal against the rating decision. If the individual feels the process has not been
followed correctly they can consider the grievance process.

References
Other policies and documents referred to in or of relevance to, this document are:

° Gateway Protocol (WP24b)

° PADR Forms (WP24c)

° PADR handbook

° Capability Policy (WP3a)

° Terms and Conditions Handbook (Section 1 (a), Section 6 (a) and Annex W)

Definitions

KSF Pay Gateway

A defined point on a pay band where a decision is made about pay progression as
well as development. Each pay band has two ‘Pay Gateway’ points. The KSF
Gateway is linked to the KSF outline for the post.
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KSF Post Outlines

A KSF Post Outline describes the levels of skills and knowledge that apply to a
particular post in the form of dimensions. The outline specifies areas of
practice/activities that apply to a post; this provides the link to effective learning and
development for an individual in order to fulfil the requirements of the post. Individuals
(Appraisees) have a responsibility to provide supporting evidence demonstrating
competence at development review. Post Outlines must properly reflect the actual
demands of a post without imposing unnecessary requirements.

KSF Foundation Post Outline

This describes the initial level competence required for the post within the first twelve
months. The individual post holder must be able to demonstrate that they meet the
KSF Foundation Post Outline within one year of being appointed to the post at their
Foundation Gateway Review.

KSF Full Post Outline

This is a Post Outline with defined levels of competence for the post, and agreed
competence for the second gateway. The individual post holder must be able to
demonstrate that they consistently meet the full KSF Post Outline at their Second
Gateway Review.

Performance Appraisal and Development Review (PADR)

A development review is an ongoing cycle of review, planning, development and
evaluation for individuals against the demands of their posts. It is the responsibility of
the Appraiser and Appraisee to participate fully in the process. A copy of the recorded
outcome should be kept by both parties. The whole system of Development Reviews
is based on the principle of 'No Surprises'. “It is expected that reviewers will have
regular informal discussions with individual staff members throughout the year.
The development review is when all the discussions taken place throughout the
year are brought together and jointly reflected on in a structured way.”

(The NHS Knowledge and Skills Framework and the Development Review Process
October 2004, 3.2.1)

Pay Deferral and Incremental Dates

Following pay deferral; when pay progression is reactivated, the individual retains their
original incremental date (not the date where pay progression is reactivated) e.g. an
individual who has their incremental date at 15t October 2014 and who's pay is deferred
at the gateway; they take 10 months to resolve the issue and pay progression is
reactivated and they proceed to the next pay/incremental point on 15t June 2015 (this
does not become the new incremental date). Therefore on 15t October 2015 the
individual will move up another incremental point.

WP24 Performance Appraisal and Development Review Policy for Agenda for Change Staff
Version: 2 Page 9 of 9
Paper copies of this document should be kept to a minimum and checks made with the electronic
version to ensure the version to hand is the most recent.






_1748427611.pdf
Version:
10.0 Final

/Q\ G IG Bwrdd lechyd Prifysgol
dL?Q CYMRU | petsi Cadwaladr
\b/ W AI_LIE % University Health Board

HR1

PATIENT RECORDS MANAGEMENT PROCEDURE
(INCLUDING RETENTION & DESTRUCTION SCHEDULE)

Date to be reviewed:

August 2021 | No of pages: | 38

Author(s):

Head of Digital Records
Deputy Head of Health Records

Responsible dept /
director:

Health Records Service — Informatics Department
Executive Medical Director

Approved by:

Patient Records Group

Date approved: 11/08/2020
Endorsement by: Information Governance Group
Date endorsed: 03/09/2020

Date activated (live):

September 2020

Date EQIA completed:

November 2011

Documents to be read
alongside this
procedure:

PR&DI_SOPO07 Retention, Archiving & Destruction of Casenotes
PR&DI_SOPO04 Safe Filing & Retrieval of Casenotes

IGO1 Records Management Policy

IGO5 IM&T Security Policy

IG14 Procedure for IM&T Security

IG13 Confidentiality Code of Conduct

IG08 Email Procedure

Informatics Strategy

IG15 Procedure for storage & transportation of PPI

IG17 Procedure for the non-clinical photography or video/audio
recording of patients or staff

Review

Purpose of Issue/Description of current changes:

Amendments and additions made to the Procedure to strengthen the Health Boards
requirements under the Data Protection Act, Adoption and Gender-reassignment
rights and to include more detail around the management of digital records.

First operational: June 2012
Previously reviewed: Aug-14 | May-15 | Jul-15 | Nov-15 | Nov-17 | July-20
Changes made yes/no: | Yes Yes Yes Yes Yes Yes

PROPRIETARY INFORMATION

This document contains proprietary information belonging to the Betsi Cadwaladr
University Health Board. Do not produce all or any part of this document without written

Document number here: HR1

permission from the BCUHB.

Version: 10.0 Page 1 of 19

Paper copies of this document should be kept to a minimum and checks made with the electronic version to

ensure the version to hand is the most recent.






CONTENTS

1. Introduction &Procedure Statement ........ ..o 3
Y 0 1 3
3. AIMS & ODJECHIVES ...ttt 3
4. Roles & Responsibilities ..........ooiiiii i 4
4.1 Chief Executive
4.2 Executive Medical Director
4.3 Chief Information Officer
4.4 Patient Records Group
4.5 All employees
5. Good Record Keeping PrinCiples ...........ooiiiiiii e 4
6. Standards of Record Keeping for patient Information in Paper Records ........ 6
6.2 Temporary Paper Patient ReCOrds .............c.cuieieiieiiiiiiiiiiiiinannnn.. 7
6.3 Creation of Paper Patient ReCOrds .............c.ccuveiiieiieiiiiiiiiiiennn, 7
6.4 Paper Patient Record TracKing .............ccoooeiiiiiiiiiiiiiiiiiiiiaen, 7
6.5 Transporting Paper Patient Records within BCUHB ......................... 8
6.6 Provision of Paper Copies of Patient Records to non-BCU Health Care
Providers for the Continuation of Care ................cccccooviiiiiiiiiinainan, 8
7. Taking Patient Information Home ..., 9
8. Filing of Safeguarding Information ... 9
9. ComMmMINGIING ..o 11
10.Storage and SECUILY ... .uinee it 11
11. Retention & Destruction of Patient Records ..., 11
11.1 Paper Patient RECOIUS ..........c.eere i 11
11.2 Digital Patient RECOIUS ............ouiueii i 12
11.3 BCUHB Patient Record System OWNErS ........cccoviviiiiiiiiiieieieeanannn, 13
11.4 Microfilm, Microfiche or original Magnetic Data Files .......................... 13
D2 L= o 1o o) o 13
13. Management of adoption and gender reassignment patient records ............ 14
14. Audit Of Patient RECOIAS ........oiieiiii e e 15
1S, TrAINING L. e 15
16. Further GUIdIANCE ... e 16
17. Reference to Legislation and Guidance ..............ccooiiiiiiiiiiiiii i 16
Appendix A: Patient Records Custodians ...........ccoiiiiiiiiiiiii e 18
Document number here: HR1 Version: 10.0 Page 2 of 19

Paper copies of this document should be kept to a minimum and checks made with the electronic version to
ensure the version to hand is the most recent.





1.2

1.3

2.2

2.3

2.4

Introduction and Procedure Statement

Betsi Cadwaladr University Health Board (BCUHB) is dependent on its records to
operate efficiently and account for its actions. An effective records management
system is critical in the provision of care to patients and to assist in the efficient running
of the organisation.

This document defines the procedure within BCUHB for the creation, filing,
maintenance, and retention & destruction periods for all ‘patient’ records and highlights
requirements to select records for permanent preservation beyond accepted retention
periods. This will support the confidentiality, integrity and availability of all patient
information held and/or used by the BCUHB.

The individual rights of the data subject will also be outlined within this procedure, in
particular the right to object to, restrict and rectify any processing of patient records we
hold on that individual.

Scope

This procedure applies to any member of staff who is involved in the processing
(creation, filing, maintenance, retention & destruction) of any patient record
created/held within BCUHB; for all ‘types’ of patient record e.g. Acute, Mental Health,
Therapy Services, Community and Occupational Health, etc. (see appendix A)

Staff should make themselves aware of the related policies and procedures, outlined
on the front cover, which must be adhered to at all times.

This procedure excludes GP records that are directly managed by the GP practices
and Ambulance records that are managed by Welsh Ambulance Service NHS Trust
(WAST). Where a GP practice is managed by the Health Board, then this procedure
should be invoked.

When a copy of a patient record is requested, ‘HR4 — Access to Health Records
Procedure’ must be followed to ensure compliance with the Data Protection Act 2018.

Aims and Objectives

This procedure and its associated appendices aim to ensure that all records are:

» designed, created, prepared, reviewed and accessible to meet the required needs;

= stored safely, maintained securely, are retrievable in a timely manner and disposed
of in line with BCUHB’s Retention Disposal Schedule (see HR1a);

= accurate, complete, understandable and contemporaneous in accordance with
professional standards and guidance; and

= processed in line with the Data Protection Act and any other associated legislation.
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4.5

Responsibilities

The Chief Executive has overall responsibility for records management within
BCUHB. As the accountable officer, this role is responsible for the management of the
organisation and for ensuring appropriate mechanisms are in place to support service
delivery and continuity. Records management is key to this as it will ensure
appropriate and accurate information is available as required.

The Executive Medical Director is the nominated executive lead for all patient
records across the Health Board. This role also has delegated responsibility of the
Caldicott Guardian. The Caldicott Guardian has a particular responsibility for reflecting
patients’ interests regarding the use of patient identifiable information, and is
responsible for ensuring such information is shared in an appropriate secure and
ethical manner.

The Chief Information Officer (CIO) is responsible for the overall management and
performance of all patient records within BCUHB. The Head of Digital Records has
delegated responsible from the CIO for the these functions.

The Patient Records Group has representation from all patient record custodians?
across BCUHB. This Group provides assurance up to the Information Governance
Group.

Its purpose is to oversee service quality and provision to achieve the aim that ‘all
patient records are up to date and are in the right place, at the right time, every time’
and to ensure BCUHB complies with; professional good practice, current legislation,
and national policies and guidelines in respect of patient records.

All employees have a legal duty and responsibility in the way they handle and process
patient records, and must ensure they comply with the requirements within this
Procedure.

Good Record Keeping Principles

The following principles apply to both ‘digital’ and ‘paper’ patient records, with
distinctions made where appropriate.

= A patient record is created and maintained for every patient attending health
services to provide an up to date and chronological account of the patient’s care.

» Patient demographic data for each registration should be recorded on a patient
administration system. The minimum patient demographic data should include:
surname, forename, sex, date of birth, home address, postcode, patient’s first
language and local identifier. The NHS number must also be included when
available.

» |tis expected that all Healthcare Professionals will abide by the Standards of Record
Keeping set by their own Professional Body.

1 A Custodian is the person, team or speciality responsible for the management of the specific casenote type
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= All records must be in English in accordance with the BCUHB’s working language.
These can be translated into Welsh by the Health Board’s team of translators if
requested by the patient, and a translated copy kept by the Health Board.

= Every entry in the patient record should be dated, timed (24-hour clock), legible and
signed physically or digitally by the person making the entry. The name and
designation of the person making the entry should be legibly printed against their
signature, or digitally assigned to the entry.

= Deletions and alterations to any information within the patient’s record should be
‘struck through’ with a single line on the paper - countersigned, dated and timed; or
digitally altered - with the previous entry available to view and the name and
designation of the person digitally assigned to the entry.

= Within paper records, entries are to be made in black ink.

= All individual documents within a paper record must be clearly identifiable by
ensuring an identification label is used, which should as a minimum include; local
identifier, patient name, date of birth, and NHS number..

= All printed investigations (test results) must be assessed and signed by the
appropriate clinician, with the ‘action taken’ recorded on either the printed
investigation, or the continuation sheet; prior to being filed within the patient record.

All digitally viewed investigations (where a printed copy of the investigation does not
follow), must be assessed with the ‘action taken’ recorded on the digital system
against that result; prior to being digitally signed by the appropriate clinician. Where
it is not possible to digitally sign the investigation for any reason, then the ‘action
taken’ must be recorded on the Continuation Sheet and filed in the patient record.

= Advanced decisions to refuse treatment, consent, and cardiopulmonary
resuscitation (DNR) must be clearly recorded in the patient's record. In
circumstances where the patient is not the decision maker, that person should be
identified e.g. Lasting Power of Attorney or next of kin.

- Paper DNR forms must be placed in the very front of the folder, on top of the
‘Alert Divider. Once a DNR decision is cancelled, a line must be striked
through the document stating ‘CANCELLED’, with the date, time, name and
designation of the person making the change; and filed behind the alert divider.

If ‘Alert Information’ is contained within the paper folder and noted on the alert
divider, a ‘STOP ALERT, LOOK INSIDE’ label must be placed on the front
cover to bring any alerts to the attention of clinical staff.

- Ifadigital DNR form is created within a system, there should be an alert clearly
and persistently displayed on the patient’s digital record. Once a decision is
cancelled, then the alert should desist and the document should be clearly
marked stating ‘CANCELLED’, with an audit trail to provide the date and time,
with the name and designation of the person digitally assigned to the entry.

All ‘Alert Information’ available within the digital record should be clearly and
persistently displayed.

= Documentation filed within the paper patient record should reflect the continuum of
patient care and should be viewable in chronological order, behind the relevant
divider within the patient records.
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6.1

Data recorded or communicated on admission, handover and discharge should be
recorded using a standardised proforma in accordance with professional standards
and guidance.

Entries to the patient record should be made as soon as possible after the event to
be documented (for example change in clinical state, ward round, investigation) and
before the relevant staff member goes off duty. If there is a delay, the time of the
event and the delay should be recorded.

Every entry in a patient record should identify the most senior healthcare
professional present (who is responsible for decision making) at the time the entry
IS made.

On each occasion a transfer of care occurs, the consultant responsible for the
patient’s care will change the name of the responsible consultant and the date and
time of the agreed transfer of care.

An entry should be made in the patient record whenever a patient is seen by a
doctor. When there is no entry in the hospital record for more than four (4) days for
acute medical care or seven (7) days for long-stay continuing care, the next entry
should explain why.

The discharge record/discharge summary should be commenced at the time a
patient is admitted to hospital

Standards of Record Keeping for Patient Information in ‘Paper’
Records

Patient Records must be a clear, accurate and contemporaneous record of the relevant

clinical findings including; the decisions made, planned care, the information given to
the patient, and any drugs or other treatment prescribed. The consequences of poor
record keeping could result in harm and distress to the patient and or their relatives,
and litigation or fines imposed on the Health Board.

It is the responsibility of all staff to ensure that:

the condition of the paper patient records and their content are maintained,;
clinical information is filed accurately within the paper file under the correct divider;

all information, including any “loose” filing, is secured within the correct patients
casenote; and

casenotes are tracked to the correct location within the most appropriate tracking
system; for the majority of services this is namely the iFIT? system.

6.2 Temporary Paper Patient Records

Where original patient records cannot be located, a temporary casenote type can be
created. This must only be done once all appropriate searches have been carried out. Itis
the responsibility of each patient record custodian to comply with HR1c Guidance on the
management of Missing Casenotes prior to the creation of a temporary patient record.

2iFIT is the system used by BCUHB to create, track and manage patient records. If you require access or
training, please contact your local Health Records Service.
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6.3 Creation of Paper Patient Records

All records created, designed or prepared must be ‘it for purpose’.

Where there is more than one record type per patient, a tracking system should be
in place to ensure that the existence of all other patient records is known and visible;
for the majority of services this is namely the iFIT system.

The paper patient record has a standard casenote folder constructed of robust
material, which should withstand appropriate handling and transportation; and has
secure anchorage points to protect against loss or damage to documentation.

There is a locally agreed format for the filing of the information in the paper patient
record, which facilitates ease of access to all clinical information.

There may be circumstances where patient documentation is required to be created,
updated and held separately from the main patient record. Examples of this are
where:

- the patient is admitted to a Ward or Intensive Care Unit and their original
patient records cannot be immediately sourced; or

- the patient record is held away from the patient for reasons pertaining to
infection control, or security of the information.

In these circumstances, this information must be filed within the original set of
patient records prior to the patient being transferred/discharged. This is to ensure
that the integrity of the patient record is maintained and complies with our
requirements under the Data Protection Act.

6.4 Paper Patient Record Tracking

The responsibility for tracking the journey of a set of paper patient records lies with each
and every member of BCUHB staff who handles them. If unsure, please contact your local
Health Records Library who will assist with this matter.

Once the decision has been made to create a patient record it must be captured in
the iFIT tracking system to ensure they can be located on request.

The success of iFIT depends on the people using it and therefore, all staff must be
aware of its importance, and be provided with regular and appropriate training.
Audits are regulary undertaken to to highlight any issues that arise as a result of
non-compliance.

Before moving paper patient records, iFIT must be updated with the new location.
Under no circumstance should paper patient records be moved from, or within a
location without being tracked.

If your patient record type is not currently tracked via iFIT, you must ensure you
have an alternative tracking method in place. Further advice regarding this can be
sought from your local Health Records Library.

6.5 Transporting Paper Patient Records within BCUHB

Once the patient records have been tracked, you must prepare them for transport.
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Patient records must be placed in a robust sealed envelope, or secure bag when
being transported between locations; or left at relevant secure collection point for
delivery.

Patient records transported in trolleys/cages must be covered securely to be
compliant with both health & safety and patient confidentiality.

Only authorised personnel should transport patient records, please refer to the
Procedure for the safe transport and storage of personal data.

6.6 Provison of Paper Copies of Patient Records to non-BCU Health Care Providers
for the Continuation of Care

It is important to follow a consistent and efficient approach when processing requests for
copies of patient records from other non-BCU hospitals to ensure that the patient receives
the best ongoing treatment.

Original patient records MUST NOT be sent to a non-BCU Health Care Providers, unless a
‘Case of Exceptionality’ has been signed by the Caldicott Guardian granting permission. If
you would like advice on this please contact your local Health Records Library in the 1t
instance.

6.6.1 Fulfilling Requests for Copies of a Patient Record for Continued Care

Requests for copies of a patient’s record for continued treatment should be made in
writing (including email) with the organisation’s logo, or on headed paper.

All requests must contain sufficient patient information to enable identification of
the correct patient record(s); and where possible, limit the request to a period or
episode of care.

The information requested from the patient record should be photocopied or
scanned, but should always include any information on the alert divider and copies
of DNR.

To support ongoing inpatient treatment, a copy of the patient record should be
securely posted or emailed to the requester on the same day as receipt of the
request. Where possible, the copy can travel with the patient on hospital transport
and handed over to the receiving clinical team with the patient.

In the case of an emergency transfer out of hours, every endeavor should be made
to provide a copy of the key elements of the patient record to ensure continuity of
care is maintained and prevent harm. Further advice regarding this can be sought
from the local Health Records Site Manager, who can advise how this should be
managed out of hours.

6.6.2 Securing the Information for Transfer

If sending via post, copies must be sent by Recorded Delivery and annotated
‘Private and Confidential’ - ‘Addressee only’, and packaged securely in a double
envelope. The Recorded Delivery reference number should be recorded on the
original request and a record kept

Scanned copies on a disc must be encrypted to protect patient confidentiality prior
to being sent to the requestor.
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7.2

8.2

8.3

= Scanned copies transferred electronically must be encrypted in line with the BCUHB
IM&T Security Policy and supporting IM&T Security and Email Procedures, and the
Confidentiality Code of Conduct.

Taking Patient Information Home

Under no circumstances should original patient records (casenotes) be taken
home. This would be classed as a breach of HR1 — Management of Patient Records
Procedure.

Patient records can only be taken to non-BCU locations e.g. your home, if you have
completed a case of exceptionality, which is then signed off by the Caldicott Guardian.
If you require any further guidance on this matter, please contact
wendy.hardman@wales.nhs.uk in the first instance.

If you are required to transfer personal documentation or sensitive information (e.g. for
use in community nursing), either between or away from a Health Board site as part of
your role; please ensure you have read the Procedure for the safe transport and
storage of personal data. If transporting personal documentation, portable devices
(laptops, USB'’s etc.) it is your responsibility to ensure that:

» transportation containers e.g. trolley, briefcase, laptop bag etc. are securely locked;
» portable media e.g. CD, DVD, USB are encrypted; and

= all containers and portable media should be kept with the staff member at all times,
especially when travelling on public transport i.e. they should never be left in cars
for long periods of time, especially overnight. For short periods of time they may be
left in a locked vehicle, preferably in a locked boot, as long as they are placed out
of sight.

The safe management of personal documentation and data whilst in your possession
is your responsibility.

Filing of Safeguarding Information

The documentation of safeguarding information in a patient’s record is as important as
any other significant medical / nursing issue, and needs to be immediately obvious in
a patient’s record to all healthcare professionals who may access for the purposes of
direct patient care.

By documenting this information in the same way we do other medical conditions, we
highlight patients who are, or may be vulnerable and at risk of harm; which enables us
to offer the appropriate support and intervention. The NHS has a statutory and legal
obligation to fully engage to protect and report concerns and allegations to safeguard
individuals accessing services.

In a digital record, care must be taken to ensure that:

» there is the ability to file safeguarding information in a ‘known’ area of the digital
patient record,;
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= there is a clear audit trail of who has accessed the information and when;

» safeguarding information, or obvious alerts are held separate from patient facing
screens to maintain confidentiality; and

» safeguarding information is able to be withheld or easily withdrawn from printed
versions of the patient record, for example, if this information is requested as part of
a data protection subject access request and would fall under the harm and distress
exemption. Please refer to HR4 — Access to Health Records Procedure for further
information regarding this.

8.4 ltis the responsibility of all staff to ensure that paper safeguarding related information
is always filed appropriately behind the ‘purple safeguarding divider’ within the patient’s
record. This includes information related to Adult at Risk, Children at Risk, Domestic
Abuse (VAWDASV) and the wider Harm agenda. Documentation can include (not
exhaustive):
= Concerns raised by a family member or friend, and other
» Child at Risk Reports/referrals
» Adult at Risk Reports/referrals
= Strategy Meeting/conference reports and minutes
= Domestic Abuse (VAWDASYV), assessment documentation and referral
» Referrals and supporting documentation regarding the wider Harm agenda
» Risk Assessments and Protection Plans
» Supporting documentation
The purple safeguarding divider should come standard in all casenote folders; however
if you require one, please contact your local Health Records Department. Failure to
file safeguarding information behind the purple divider may result in harm to those we
are striving to protect.

9. Commingling

9.1 Due diligence should be taken when filing patient documentation into either a paper or
digital patient record to ensure that it matches to that patient. If patient documentation
is filed incorrectly, this can cause a breach of confidentiality and potential harm and
distress to the patient affected.

9.2 If you identify commingled information within a patient’s record this information should
be removed and sent to the appropriate patient record Custodian to ensure that it is
re-filed in the correct patient record.

10. Storage & Security
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11.
111

Records MUST be stored safely and securely.

All paper records must be stored in areas which are secure, have adequate fire
protection and are not in significant danger of water damage.

All patient records should be stored and retained in compliance with Data Protection
Act 2018 https://www.gov.uk/government/publications/guide-tothe-general-data-
protection-requlation

Digital patient record systems as a minimum should ensure they:

- adhere to the UK Government Minimum Cyber Security Standard -
https://www.gov.uk/government/publications/the-minimum-cyber-security-
standard;

- provide regulatory compliance with GDPR and Data Protection Act data
privacy regulations;

- are aligned with 1SO 27001 Information Security, ISO 22301 Business
Continuity and Cyber Essentials Scheme (where applicable); and

- comply with the NHS Data Security and Protection Toolkit (DS&PT).

Prior to the procurement or use of new digital systems to manage patient information,
this procedure should be read in conjunction with the IG policies and procedures
stated at the start of this document to inform the specification requirements.

Retention & Destruction of Patient Records
Paper Patient Records

It is a fundamental requirement that all of the Health Board’s paper patient records
are maintained for a minimum period of time for clinical, legal, operational, research
and safety reasons, unless there is a legal requirement for permanent preservation.
The Health Board has adopted the minimum retention periods for paper records as
set out in the Records Management Code of Practice for Health and Social Care,
2016 - Retention Schedule (HR1a). This schedule will be reviewed according to
legislative or Welsh Government changes.

However, at the time of reviewing this HR1 procedure; in response to the National
Infected Blood Inquiry, there is a complete embargo on the destruction of patient
records to mitigate the risk that information pertaining to the inquiry is accidently
destroyed. During this embargo, for records that have exceeded their retention
period, BCUHB has developed arrangements for those records that should be
destroyed to be logged (with custodians signing up to standard operating proceudres
to ensure good practice and enable auditing) and sent to off-site storage. Once the
embargo has been lifted, these records can then be safely destroyed in line with the
retention and desctruction schedule.

This imposed embargo is expected to last beyond the date of review for this HR1
procedure; but if lifted before, or at the time of that review in 2022, this document will
be appropriately updated.

For the purpose of completeness; when the retention and destruction schedule is
applied, the following should be known to the responsible custodian and applied:

the recommended minimum retention periods should be calculated from the end of
the calendar or accounting year following the last entry on the document;
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= the destruction of patient records is an irreversible act and it is therefore vital that no
records should be destroyed without the appropriate authority from the relevant
health professional body (where appropriate) and the Patient Records Group, with
actions clearly minuted;

= patient records custodian must ensure that they update the asset register to record,;
what patient records they hold, where, when reviewed, when authorised for
destruction and by whom, and when destroyed; and

= when a patient record is moved to a different storage space or destroyed; the handler
must ensure the correct tracking location is selected wihin their tracking system; for
the majority of services this is namely the iFIT system.

11.2 Digital Patient Records

Health Boards in Wales are awaiting formal guidance on the appropriate approach to
retention of digital records. The Records Management Code of Practice for Health
and Social Care, 2016 advises the following:

“Digital information presents a unique set of issues which must be considered and
overcome to ensure that records remain authentic and reliable, retaining their integrity
and usability. Digital continuity refers to the process of maintaining digital information
in such a way that the information will continue to be available, as needed, despite
advances in digital technology. Digital preservation ensures that digital information of
continuing value remains accessible and usable.

The amount of work required to maintain digital information as an authentic record
must not be underestimated. For example the information recorded on an electronic
health record system may need to be accessible in 100 years (including an audit trail
to show lawful access and maintain authenticity) to support continuity of care. As there
are no digital records in existence today that are of such an age, it is difficult to even
plan continued access in an authentic form over such a timeframe. For example:

= Just as paper records can deteriorate so can electronic media as the magnetic binary
code can demagnetise in a process called ‘bit rot’ leading to unreadable or altered
information

= Software upgrades can leave other applications unusable as they may no longer run
on updated operating systems

= Media used for storage may become obsolete and the technology required to read
them may not be commercially available

= File formats become obsolete over time as more efficient ones are developed

To leave digital information unmanaged in the hope a file can be used in the future is
not recommended.

To preserve a digital record over even a short period of time can be challenging but
can be made easier through the application of techniques of digital preservation.

There are several strategies that can be adopted to ensure that digital information
can be kept in an accessible form over time. Among the most common strategies
adopted are:

e Emulation (using software to simulate the original application)
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11.3

e Preservation of host system
e Conversion to a standard file format (or a limited number of formats)
e Migration to new system (retaining existing formats)

BCUHB patient record ‘system owners’ must ensure that as a minimum standard:

the system in which they are storing patient records is on the BCUHB Asset Register;
detailing the type and category of data being held, and what triggers exist to ensure
this data is appropriately archived;

there is a documented exit strategy for ensuring access to the records beyond the life
of the system, and;

any new procurements must ensure there is the ability to migrate data from legacy
systems to enable continuation of care.

11.4 Microfilm, Microfiche or Original Magnetic Data Files

Where the records are held only on microfilm, microfiche or original magnetic data files,
the Department of Health recommends that they should be retained, using the same
criteria governing the retention of more conventional records, but taking extra care to
prevent corruption or deterioration of the data. Re-recording/migration of the data may
also need to be considered as equipment and software becomes obsolete.

12. Rectification

The General Data Protection Regulation (GDPR) 2016 and Data Protection Act 2018 give
individuals the right to have their personal data rectified if it is inaccurate or
incomplete. However it has been confirmed by the Information Commissioners Office (ICO),
rectification does not extend to clinical opinions.

Upon receipt of a request for rectification the Health Board has one month to respond
and must take reasonable steps to satisfy that the data is accurate and to rectify the
data if necessary, taking into account the arguments and evidence provided by the
data subject.

The investigator of the concern must check the Health Board’s Datix system to ensure
that there is no recent SAR in relation to the patient which is currently in progress or
been actioned in the last 12 months, that may correspond to the patient’s rectification
request for reference during the investigation process.

In the event that a factual correction is necessary, such as a misspelt name or
incorrect date of birth, it must be obvious who made the amendment and when.

If a patient objects to content because they find it upsetting or disagree with the
healthcare professional’s clinical opinion, it is best practice to make an additional note
recording that the patient disagrees with the opinion.

If satisfied that the personal data is accurate, the individual must be informed that the
Health Board will not be amending the data and explain the decision, and inform them
of their right to make a complaint to the Information Commissioners Office.
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= The Health Board can refuse to comply with any requests for rectification if the
request is considered manifestly unfounded or excessive. However the justification
must be recorded and evidenced and the individual informed of the decision and their
right to make a complaint to the Information Commissioners Office.

= In the event that personal data is found to be inaccurate, all third parties who have
received the inaccurate data must be informed in writing, to ensure that their records
are updated accordingly.

= If you receive a request for rectification from an individual, please direct to the Access
to Health Records Service who will facilitate on behalf of the Health Board.

13. Management of adoption and gender reassignment patient records
13.1 Adoption

Current adoption legislation requires that all adopted patients are given a new NHS
number (this is actioned by the General Practitioner), and that all previous medical
information relating to the patient is put into a newly created patient record. Any
information relating to the identity or whereabouts of the birth parents should not be
included in the new record.

Whilst changing or omitting information from patient records would usually be contrary
to ethical and professional guidance, this is not the case for the records of adopted
patient and there is a legal requirement that it takes place.

When a child has been adopted the Looked After Children (LAC) Team will inform the
Health Records Service that the adoption has taken place. The Health Records
Service will register the patient on the source system with their new NHS number and
new demographics and create the new patient record.

The Health Records Service will inform patient record custodians who are identified in
the tracking system as holding a record related to the adopted patient. They will then
be responsible for implementing the requirements above.

13.2 Gender reassignment

It is important to be aware of the steps that need to be taken when a patient changes
gender. Following the process below will enable continued patient care and ensure
there is no impact of their rights.

Please note: Patients may request to change gender on their patient record at
any time and do not need to have undergone any form of gender reassignment
treatment in order to do so.

When a patient changes gender their General Practitioner will register them with a
new NHS Number. When a patient informs the Health Board that they wish to change
gender the Health Records Service obtain the new NHS number from the Welsh
Demographic Service and will register them as a new patient on the source system.
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All previous medical information relating to the patient’s needs should be transferred
into a newly created patient record.

The GP will have informed the patient that this will involve a new NHS number being
issued for the them, which is not reversible. If there is a decision to revert back to their
original gender, they would receive a third NHS number.

14. Audit of Patient Records

14.1 The Health Records Service will regularly audit records management systems and
implement improvements ensuring all records are fit for purpose. As a minimum,
patient record custodians will be required to participate in the annual Information
Governance Toolkit submission; however, each department will need to prioritise the
frequency and quantity of activity in response to their baseline findings. More frequent
activity will be required where recommendations to improve practice have been
identified and to measure the success of the agreed action plan.

To ensure this the Health Records Service has developed a standardised audit pro-
forma which focuses upon the IG Toolkit recommendations and also recommendations
from the ICO and Ockenden/HASCAS reports.

14.2 The Clinical Audit Department will also carry out random patient record audits as part
of their annual corporate audits to assess good record keeping requirements in
conjunction with the Health Records Service. All patient records types that are created
should be recorded on the Information Asset Register to ensure compliance with the
IG02 Records Management Procedure.

15. Training

15.1 All staff who handle and process personal data are mandated to undertake
Information Governance training. This training must be reviewed every two years.

15.2 The Health Records Service are responsible for developing and delivering the ‘Good
Records Management’ training programme, which all staff should attend to ensure they
adhere to records management standards.

15.3 To ensure compliance, all staff will be made aware of this procedure and its associated
control documents through methods such as; induction courses, Information
Governance training, Good Record Keeping and adhoc tailored Good Record
Management training sessions (provided on request to meet the service needs). GRK
training sessions are approximately 20 minutes in total and dates are available on the
intranet site.

15.4 All staff who are responsible for the tracking of a patient record should receive training
on their tracking system prior to being given access.

16. Further Guidance

This procedure and the schedule appended are intended to give guidance on how long
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records should be kept for business purposes and on the identification of records of
permanent value. The retention periods noted are minimum retention periods only, and if
clarification or further assistance is required a member of the Health Records team or
Information Governance department should be contacted.

17. Reference to Legislation and Guidance

Access To Health Records Act 1990
All Wales Child Protection Procedures 2002 (amended 2008)

BCUHB Access To Health Records Procedures & Supplementary
Guidance (1G02)

BCUHB Procedure for compliance with the Freedom of Information Act
2000 & the Environmental Information Regulations 2004 (IG03)

BCUHB Records Management Policy (IG01)

BCUHB’s Welsh Language Scheme and Welsh Language Act 1993
Caldicott 2 Principles - 2013

Data Protection Act 2018

Department of Health - NHS Records Management Code of Practice (NHS
England Policy)

Department of Health Good Practice Guidelines for GP Electronic Patient
Records (NHS England)

For the Record — Managing Records in NHS Trust & Health Authorities
WHC (2000) 71

Freedom of Information Act 2000

Guidance for Doctors on Record Keeping(GMC Management for Doctors,
Keeping Records)

Health & Safety At Work Act
HICIW — HIW Standards
Human Rights Act 1998

Mental Capacity Act 2005
Mental Health Code of Practice

Preservation, Retention & Destruction of GP General Medical Services
Records Relating to Patients WHC (1999)7

Protecting patient identifiable Information: Caldicott Guardians in the NHS
WHC (99) 92

Public Records Act 1958 (amended 1967)

The National Archives: Access to NHS Records Transferred to Places of
Deposit under the Public Records Act
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Appendix A — Patient Records Custodians

There are a number of Patient Records Custodians who are responsible for the records management
of patient records within their Service Area. These include:

Acute Records (inc. Renal, Max-Fax, Orthopaedics, Orthodontics, ENT, Audiology, Cardiology,
Acute Medicine, COTE, Rheumatology, Dermatology, General Surgery, Haematology,
Gynaecology, Neurology, Urology, Stroke, ITU, Paediatrics, Ophthalmology

Area Community Services (inc. Community Hospitals and District Nurses)

Cancer/Oncology

Community Child Services (inc. CAHMS)

Emergency Department

Genetics

Maternity Services

Mental Health (inc. substance misuse)

Occupational Health

Primary Prisoner Clinical Record

Radiology

Sexual Health

Therapy Services (inc. Posture & Mobility, SALT, Occ. Therapy, Physiotherapy, Dietetics,
Podiatry)

Pathology

Pharmacy
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INTRODUCTION/OVERVIEW

Betsi Cadwaladr University Health Board (BCUHB) is dependent on its
records to operate efficiently and account for its actions. An effective records
management system is critical in the provision of effective and safe care to
patients and to assist in the efficient running of the organisation. Health
services must ensure that all records are created and maintained in
accordance with legislations and clinical standards guidance.

2. POLICY STATEMENT

2.1

This policy defines a structure for BCUHB to ensure adequate records are
maintained and that they are managed and controlled effectively. This will
support the confidentiality, integrity and availability of all information held
and/or used by the BCUHB.

3. AIMS/PURPOSE

3.1

This policy and associated procedures will define the way in which records will
be managed throughout the organisation.

4. OBJECTIVES

4.1

This policy and its associated procedures aim to ensure that records must be
designed, prepared, reviewed and accessible to meet the required needs.
Care treatment and decision making is supported by structured, accurate and
accessible records documenting conversations between people and health
professionals, and the resulting decisions and actions taken and reflects best
practice founded on the evidence base. In particular:-

e records are available when needed and shared when appropriate - from
which BCUHB is able to form a reconstruction of activities or events that
have taken place;

e records can be accessed - records and the information within them can
be located and displayed in a way consistent with its initial use, and that
the current version is identified where multiple versions exist;

e records can be interpreted - the context of the record can be interpreted:
who created or added to the record and when, during which business
process, and how the record is related to other records;

e records can be trusted — the record is accurate, up-to-date, complete
and contemporaneous in accordance with professional standards and
guidance. It reliably represents the information that was actually used in,
or created by, the business process, and its integrity and authenticity can
be demonstrated,;

e records can be maintained through time — the qualities of availability,
accessibility, interpretation and trustworthiness can be maintained for as
long as the record is needed, perhaps permanently, despite changes of
format;

e records are secure — they are stored securely and are secure from
unauthorised or inadvertent alteration or erasure, that access and
disclosure are properly controlled and audit trails will track all use and





changes. To ensure that records are held in a robust format which remains
readable for as long as records are required,;

e records are retained and disposed of appropriately - using consistent
and documented retention and disposal procedures, which include
provision for appraisal and the permanent preservation of records with
archival value; clinical records should only be destroyed with the
consultation or approval of the relevant body/person; and

e staff are trained - so that all staff are made aware of their responsibilities
for record-keeping and record management

5 SCOPE

5.1

5.2

This policy and its associated procedures relate to all clinical and non-clinical

operational records held in any format by BCUHB. These include:

e all administrative records (e.g. personnel, estates, financial and accounting
records, notes associated with complaints, etc.); and

e all patient health records (including deceased patient records, registers,
etc.)

This policy applies to all staff employed by or contracted to BCUHB and
includes experts who the BCUHB might call upon in consultation.

6 ROLESANDRESPONSIBILITIES

6.1

6.2

6.3

6.4

6.5

Chief Executive -

The Chief Executive has overall responsibility for Data Protection and
Confidentiality within BCUHB. As accountable officer, they are responsible for
the management of the organisation and for ensuring appropriate
mechanisms are in place to support safe and secure handling of confidential
and personal data.

Senior Information Risk Owner (SIRO)

The Director of Finance is also the identified Senior Information Risk Owner
(SIRO), and will take ownership of information risk. The SIRO is a key factor
in successfully raising the profile of information risks and embedding
information risk management into the Health Board’s culture.

Caldicott
The Caldicott Guardian has specific responsibilities regarding confidentiality
and consent, in relation to personal data.

Data Protection Officer

The Data Protection Officer has delegated responsibilities from the Chief
Executive, specifically with regards to compliance with Data Protection
legislation and the rights of data subjects.

All Staff

All Health Board staff, including temporary, agency, contractors, students,
volunteers and anyone else providing a service on behalf of the Health Board,
as well as Health Board employees working from a non-Health Board site, are
responsible for the appropriateness of accessing information available to





6.6

6.7

6.8

them. Staff also have a responsibility to adhere to information governance
policies, procedures and standards.

Information Asset Owners (IAO) - their role is to understand what
information is processed by their department i.e. what information is

held, added, removed, how it is moved, who has access to it and why. As a
result, they are able to understand and address risks to the information, to
ensure that information is processed within legislative requirements.

Information Asset Administrator (IAA) - will recognise actual or potential
security incidents, consult with their IAO on appropriate incident management
and ensure that information asset registers are accurate and up to date.

System Owners — will be responsible for identifying and managing system
risks; understand procurement requirements around contracts and licencing;
put in place and test business continuity and disaster recovery plans, control
access permissions and ensure the system asset record is regularly reviewed
and updated on the asset register.

7 MAIN BODY

7.1

7.2

Monitoring of this policy will be the joint responsibility of the Chief Digital
Information Officer, and the Assistant Director of Information Governance and
Assurance, as both clinical and non-clinical records are covered by the policy.
The policy and supporting procedures will be disseminated throughout the
organisation and covered within training. Escalation of issues will be through
the Performance, Finance & Information Governance(PFIG) Committee to the
Board as per the Health Board’s Standing Orders.

This policy and associated procedures will be reviewed every 3 years.
Review maybe invoked earlier if new legislation, standards or codes of
practice are introduced.

8 EQUALITY INCLUDING WELSH LANGUAGE

8.1

The Information Governance Team have responded to the requirements
within the Welsh Language Standards document by ensuring that:

e All correspondence received from the public will be responded to in the
language in which it was received.

e All telephone calls will be answered bilingually. If an individual wishes to
continue in Welsh the call can either be put through to the IG Manager in
West or the Welsh Translation Team

e Out of hours, all phones will be transferred to an answering machine with
a bilingual message.

¢ All information developed specifically for the public is available
bilingually.

¢ All offices will have bilingual door signs on entry.

o All staff members have bilingual ID badges.

o All staff members have fully bilingual email signatures for internal and
external emails.





e Any new policies and procedures developed will use the new BCUHB
template which ensures that welsh language is considered.

o All staff will request access to Cysgair and Cysillt software which can
assist with informal translation.

e The IG training handout for staff will be translated into Welsh.

9 WELL-BEING OF FUTURE GENERATIONS

9.1 The five ways of working have been interwoven within this Policy, those
being:

e Long term — balancing short-term needs with long-term needs.

e Prevention — stopping problems happening or getting worse.

e Integration — thinking about how this strategy works with other plans.

e Collaboration — working together with other services to meet our goals.
e Involvement —involving people so they have a say in decisions.

10 ENVIRONMENTAL IMPACT

10.1 The Environmental Department carried out a risk assessment of the Lorries
that came on site to carry out confidential waste shredding. The outcome of
the assessment was that the Lorries caused excessive noise and emissions
when carrying out the shredding process. The confidential waste contract
was re-negotiated this financial year to enable confidential waste to be
shredded off site. These risks have now been eliminated and no further
environmental risks have been identified.

11 RESOURCES

11.1 The Information Governance team should have sufficient resource in order to
ensure the Health Board remains complaint against its legislative
requirements and timescales.

11.2 Divisions should ensure that their appointed Information Governance Leads,
Information Asset Owners and System Owners have sufficient time and
resource in order to execute the requirements within these job roles.

12 TRAINING

12.1 All staff within BCUHB, are mandated to undertake Information Governance
training. This training must be renewed every two years.

12.2 In addition to induction and mandatory training requirements, there are certain
posts/job roles which require specialised IG training in order to fulfill their
duties, for example: Caldicott Guardian, DPO, SIRO, IG Team, IAO, IAA,
System Owners and staff who handle subject access requests.

12.3 The Information Governance team are responsible for developing and
delivering the IG training programme which is supported by a 3 year I1G
Training Strategy and action plan.





13 IMPLEMENTATION

13.1

This Policy will be published in line with the Corporate Policy on Policies and
awareness is raised via communication channels such as the Corporate
Bulletin, IG Bulletin, staff alerts and IG training.

14 AUDIT

14.1

14.2

The Health Board will respond to the ICO audit on how we manage the
processing of personal data, in particular looking at: Governance &
Accountability; Records Management, and Requests for Information

The IG Team will carry out audits to:

review IG compliance across departments and teams within BCUHB;
review and risk assess Information/System asset register submissions;
assess the data protection impact of all new or revised system or
service development;

undertake assurance audits in line with the Estates Strategy.

®o 0T

15 REVIEW

15.1

This Policy will be reviewed in three years. Earlier review may be
required in response to exceptional circumstances, organisational change
or changes to technology / legislation / guidance.

16 REFERENCES

16.1

The legislation and guidance supporting this policy includes:

Freedom of Information Act 2000, including Lord Chancellor's Code of
Practice on the Management of Records under Section 46
Environmental Information Regulations 2004

Human Rights Act 1998

Access to Health Records Act 1990

Public Records Act 1958& 1968

Access to Medical Reports Act 1988

Computer Misuse Act 1990

UK General Data Protection Regulation (UK GDPR)

Data Protection Act 2018

WHC (2000) 71: For the Record

WHC (99) 7: Preservation, Retention and Destruction of GP General
Medical Services Records Relating to Patients

Caldicott Report 1997,and subsequent reviews

NHSx Records Management Code of Practice 2021

Confidentiality: Code of Practice for Health & Social Care in Wales
WHC (2015) 015: Health and Care Standards

Welsh Government (Ministerial Letters, Circulars and Policies)
Wales Accord on the Sharing of Personal Information guidance
ISO/IEC 27001 Information Security
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1. BACKGROUND

1.

2.

3.

The Nursing and Midwifery Council (NMC) is the regulator of nursing and midwifery
in England, Wales, Scotland, Northern Ireland and the Islands. The NMC exists
to safeguard people (the public) who use or need the services of registered
nurses and midwives. The NMC is a statutory body and its responsibilities are
set out in the Nursing and Midwifery Order 2001

Revalidation is a triennial process which includes:

Practice Hours

Continued Professional Development (CPD)

Feedback on Practice

Reflection

Professional Development Discussion

Confirmation

Submission to the NMC to include self-declaration of Health, Character and
Indemnity arrangements

(See appendix 1 for detailed information on requirements a-d).

Nurses and midwives are also required to renew their registration every year
with the payment of an annual fee. Renewal of registration has a separate SOP;
therefore, the Revalidation SOP must be read in conjunction with the BCUHB
WP23 Procedure for the Checking of Registration and Qualifications.

@ ooooTw

2. POLICY AIM

There is a legal and contractual requirement for all individuals employed as a
registered nurse or midwife within NHS Wales to be revalidated (and registered
every year) with the NMC. The purpose of this SOP is to set out a framework to
ensure that effective systems are in place within Betsi Cadwaladr University
Health Board (the Health Board) to verify the revalidation status of all staff
employed as nurses and midwives

3. POLICY STATEMENT

1.

2.

The NMC hold a register of every nurse and midwife who has fulfilled the NMC

registration requirements and is therefore eligible to practice in the UK.

All registered nurses and midwives are required to apply for revalidation with the

NMC every three years. This application must take place within the 60 day period

that precedes the 15t day of the month in which their annual registration fee is

payable for that year

The primary purpose of revalidation is to improve public protection by making sure

that registered nurses and midwives can demonstrate their continued ability to

practice safely and effectively throughout their careers.

Failure to successfully complete the revalidation and registration process will

result in the registered nurse or midwife being lapsed from the NMC Register.

Both the individual practitioner and the Health Board have a responsibility to

ensure that individuals practising as registered nurses or midwifes have the

necessary qualifications and registration to perform their role. This standard

operating procedure:

e Makes explicit the personal responsibility of individual nurses and midwives
to maintain revalidation requirements with the NMC.
e Sets out the overarching responsibilities of the managers of nurses and

midwives within the organisation in supporting individuals to meet the
requirements of the NMC revalidation process.
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e Details the Senior Nurse/Midwife Managers (or equivalents) responsibility
to have robust internal systems and processes in place to provide
assurance to the organisation’s Executive Director of Nursing and Midwifery
of the revalidation (and registration) status of all individuals employed as
registered nurses or midwives in their area of accountability.

4. REVALIDATION OVERVIEW
1.

Revalidation is an NMC requirement. Completing the revalidation process in a
timely manner is the responsibility of the registered nurse and midwife as they
are the owners of their own revalidation.

Revalidation gives registered nurses and midwives in Wales the opportunity to
continue to develop their professional knowledge and show their professionalism
to those with whom they come into contact with throughout their working lives
The NMC requirements for revalidation (practice hours, CPD, feedback on
practice and reflection) are set out in Appendix 1 of this SOP. The collection of
appropriate evidence should be a continual process and take place over the
three-year cycle prior to each revalidation date.

Staff will be required to follow all local arrangements that support the revalidation
process

This SOP statement along with locally developed systems and processes, which
support it, ensure that any risks associated with individual registered nurses or
midwives, failing to comply with the revalidation process set out by the NMC, are
mitigated.

Revalidation is not an assessment of a registered nurse or midwives fitness to
practice. Any fitness to practice issues must be addressed as soon as they are
identified, according to existing NMC and Health Board processes and policies.

5. RESPONSIBILITIES

5.1 INDIVIDUAL NURSE OR MIDWIFE

1.

Every registered nurse and midwife wishing to maintain their registration will be
required to complete the revalidation process. Failure to successfully do so will
result in the registered nurse or midwife being lapsed from the NMC register and
they will not be permitted to work as a registered Nurse or Midwife.

It is the individual registrant’s responsibility to know their Revalidation date,
however, to support this the NMC inform registered nurses and midwives that
their three yearly revalidation is due 60 days before the revalidation date, with
further reminders thereafter. ESR also notifies the registrant at 12 months, 3
months and 1 month

The application for revalidation should be made to the NMC within the 60-day
period before the first day of the month in which the revalidation is due. The
deadline for submission is the 15t day of the month in which the renewal date
falls, e.g. If the renewal date is 31.03.20 then the deadline for submitting the on
line application for revalidation is 01.03.20.

Submission of the revalidation application must be made electronically directly
to the NMC via the individual’s online NMC Online account.

. Any registered nurse or midwife who is found to have deliberately falsified

evidence or made a false declaration may be subject to internal disciplinary
processes and will be referred to the NMC for alleged breaches of the Code.
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This may involve fitness to practice proceedings being instigated against the
registered nurse or midwife by the NMC.

6. Registered nurses and midwives are required to notify their Line manager at the
earliest opportunity of any factors that may impact on their ability to revalidate
including delay in payment of fees, completion of revalidation requirements and
referral by any party to the NMC. Registrants can request an extension from the
NMC (see section 6.4)

7. Registrants must notify their line manager if they have had their revalidation
submission date extended by the NMC, ensuring all are clear of the new
revalidation date

8. Registrants must ensure that they have sufficient funds in their account for the
renewal payment either on an annual or quarterly basis. If a quarterly direct debit
payment fails, the registrant will automatically lapse and the full amount will be

due.
9. For registrants facing hardship it is important they seek support —details of which
can be found on the following link

http://howis.wales.nhs.uk/sitesplus/861/page/79234

10.Registrants are responsible for ensuring that the NMC are informed of any
change in circumstances which includes email address and bank details. These
can be updated via NMC Online.

11.Any registered nurse or midwife who allows their registration to lapse will need
to make a formal application to the NMC for re-admission to the register. This
process can take between two and six weeks (Appendix 2).

5.2 MANAGERS OF NURSES AND MIDWIVES

12.Ward sisters, charge nurses, team leaders, professional leads and operational
team leaders (hereafter known as Managers) may provide reminders to the
registrant of their forthcoming revalidation date although it is ultimately the
responsibility of the individual to know this date.

13.1f registrants have requested an extension to their revalidation submission
date, their manager must keep a record of the new date so they can offer
support as required.

14.Managers have a responsibility to the Health Board to ensure that registrants
have timely access to revalidation support materials, reflective discussion and
confirmation and that the necessary revalidation paperwork is completed
accordingly, allowing the individual to revalidate.

15.Managers have a responsibility to support any nurse or midwife who reports
any issue that might result in a delay in meeting the NMC revalidation
requirements.

16.By law, registered nurses and midwives can keep their portfolio and
revalidation evidence in Welsh if they wish. They can request in advance that
their reflective discussion and confirmation be undertaken through the medium
of Welsh. If the identified line-manager is unable to facilitate this, then an
appropriate substitute must be identified by the line-manager.

17.Best practice would see all registered nurses and midwives producing
evidence in relation to revalidation at each annual appraisal. Also in the year of
revalidation, the reflective discussion and confirmation will be completed with
the line manager (or other appropriate identified person).
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18.Where a registrant lapses their registration they can no longer work as a
registered nurse or midwife and the manager must ensure they stop
undertaking their duties immediately (see section 7)

5.3 SENIOR NURSE MANAGERS (OR EQIVALENTYS)

19.The Health boards will record the minimum data set of renewal and
revalidation information. The Electronic Staff Record (ESR) is available for this
purpose.

20.Robust internal systems and processes must be in place within the
organisation to provide assurance to the organisation’s Executive Director of
Nursing and Midwifery of the revalidation (and registration) status of all
individuals employed as registered nurses or midwives in their area of
accountability.

21.1t is illegal to employ a nurse or midwife who has lapsed from the register
where the current role requires registration. The Health Board is responsible
for checking the registration status of every registrant employed.

22.The Health Board is not obligated to inform registered nurses or midwives that
their revalidation is due, it is the responsibility of the individual to maintain their
revalidation during their employment with the Health Board, and this includes
during any break of employment such as maternity leave, sick leave and/or
career break. However, the employer must have systems in place to support
registrants during such times.

23.1n addition to the NMC notification sent to a registered nurse or midwife, within
the Health Board notifications are sent directly to the individual and manager
via ESR. Senior managers also receive additional advance notification reports
as outlined in the flowchart in Appendix 3

24.The divisional nurse (or equivalent) has delegated responsibility for ensuring
the senior nurses / midwives have timely access to revalidation support
materials, a reflective discussion and confirmation and that the necessary
revalidation paperwork is completed allowing them to revalidate accordingly.

25.The Executive Director of Nursing and Midwifery has Board level responsibility
for establishing processes to ensure that all registered nurses and midwives
employed by the Health Board have the necessary qualifications and
registration to perform their role. This duty is delegated to Directors of
Nursing/Midwifery to provide assurance of robust local systems of monitoring
of registration and revalidation status.

6. REVALIDATION PROCESS

6.1 The Reflective Discussion

26.The NMC require that every registered nurse and midwife must discuss their five
written reflective accounts with an NMC registered nurse or midwife in order to
comply with this element of the revalidation requirements. This must be
undertaken at one time and can be undertaken in person or virtually).

27.1f the registered nurse or midwife’s line manager is an NMC registered nurse or
midwife then the five reflective discussions can take place at the same time as
the confirmation. If the registered nurse or midwife’s line manager is NOT an
NMC registered nurse or midwife then the five reflective discussions MUST take
place before the confirmation. Where possible the Reflective discussion and
Confirmation should be part of the registered nurse or midwife’s appraisal.
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28.Whilst the NMC states that it is up to the individual registered nurse or midwife
to decide the most appropriate person to have their reflective discussion with,
within the Health Board it is expected that any employee who undertakes the
reflective discussion with another registered nurse or midwife employee:-

And

And

And

And

Or

And

And

Must be on the NMC register but does not need to be on the same part
of the register (a registered nurse can have a reflective discussion with
a midwife and vice versa).

Should ideally be the registered nurse or midwife’s line manager or
professional lead.

Have an in-depth understanding of their accountability for the decision
to undertake a reflective discussion for a registered nurse or midwife’s
evidence

Be recognised by the Health Board as being suitable to fulfill the role of
professional discussion partner.

Should work with the registered nurse or midwife frequently or be from
a professional network or learning group, although they do not need to
work with them on a daily basis or undertake the same type of practice.

Should be senior to, or more experienced than the registered nurse or
midwife.

Must be able to facilitate a critically reflective discussion with the
registered nurse or midwife.

Must agree to be contacted by the NMC to provide further information if
necessary for verification purposes.

29.For midwifery the Clinical Supervisors of Midwives can undertake the reflective
sign off element regardless of seniority

30.The record of the reflective discussion should be stored in the practitioner's
professional portfolio. The information can also be stored, on ESR and a copy
of the reflective discussion form should be retained in the individual’s personal

file.

31.1f the registered nurse or midwife facilitating the reflective discussion knowingly
makes a false declaration about the conduct or process of the discussion then
they may be subject to internal disciplinary processes. They may also be
referred to and investigated by the NMC for alleged breaches of the Code, which
may involve fitness to practice proceedings being instigated against the
registered nurse or midwife.

6.2 The Confirmation
32.The NMC suggest the confirmation should be undertaken by the line manager
as part of the appraisal process
33.Best practice would see all staff who act in the role of a confirmer undergo
appropriate preparation as determined by the Health Board.

Page 6





34.Every registered nurse and midwife must obtain confirmation that they have
demonstrated, through the production of the required evidence to the Confirmer,
their compliance with the revalidation requirements. The confirmer meeting can
take place in person or virtually.

35. The process of obtaining confirmation every three years will ordinarily take place
during the existing appraisal process, however confirmation can take place at
any point in the 12 months prior to the registered nurse or midwife’s revalidation
date, providing all other requirements of the revalidation requirements have
been met.

36.In most cases the confirmer will be an NMC registered nurse or midwife,
although the NMC specify that this is not an essential requirement. Within the
Health Board the confirmation process will form part of the role responsibilities
of all line-managers of registered nurses and midwives.

37.Within the Health Board it is expected that anyone that undertakes the role of
confirmer is:

o Ideally the registered nurse or midwife’s line manager

o Have attended confirmer training and have an in-depth understanding
of their role as a confirmer

o If not the line manager, should work with the registered nurse or
midwife, although they do not need to work with them on a daily basis
or undertake the same type of practice.

o Should be senior to, or more experienced than the registered nurse or
midwife.

o For midwifery the Clinical Supervisors of Midwives can undertake the
role of confirmer regardless of seniority

38.There is no expectation that the confirmer will seek external verification of the
evidence that the registered nurse or midwife provides. The confirmer is
expected to act honestly and in good faith, and neither the Board nor the NMC
will take action against a confirmer who inadvertently provides information that
later proves to be incorrect.

39.A copy of the NMC registration confirmation should be retained for the
individual’s personal file.

40.All registered nurses or midwives have the right to appeal to the Director of
Nursing/Midwifery if they feel that an incorrect decision has been made about
their confirmation. This appeal must be made in writing within two weeks of the
original decision. The Director of Nursing will be required to make arrangements
for a senior member of staff to investigate the appeal. This investigation should
be undertaken in a time frame that is mindful of the registrants’ revalidation date.

6.3 Absence from Work at the Time of Revalidation

41.Any registered nurse or midwife who is on long term sick leave can have their
confirmation discussion as part of their regular meetings in line with the NHS
Wales Managing Attendance at Work SOP. If the practitioner is too unwell to
participate in the confirmation process and their revalidation date is approaching
then the NMC can be contacted by the registrant to consider an extension to the
registered nurse or midwife’s revalidation date. It is expected that the line
manager will support the registered nurse or midwife with this extension
application process. Information on application for an extension / extenuating
circumstances can be found in Appendix 4
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42.Where staff know they will be on maternity leave and their revalidation date falls
within the period where they are expected not to be in work, preparation is
essential. The registered nurse or midwife should arrange with their confirmer
to complete the process before their maternity leave commences or as part of
the arrangements for the ‘keeping-in-touch’ days.

43.Similarly, registered nurses or midwives who take a career break of sufficient
length not to be able to meet the 450 practice hour requirement will need to
undertake a Return to Practice course or Test of Competence course as guided
by the NMC.

44.Where a registered nurse or midwife is suspended or undergoing a disciplinary
investigation or been referred to the NMC when their confirmation is due, this
should not affect their confirmation and appropriate arrangements must be put
into place by t the Health Board.

45.1t is important that the line manager keeps a record of when revalidation is due
for those staff who are absent from work to enable contact and support to be
offered in advance of revalidation due date

6.4 Health Board Support for Registrants at Risk of Lapsing

46.1f a registered nurse or midwife is at risk of lapsing from the NMC register they
should seek advice from their Manager and Human Resources at the earliest
opportunity prior to their registration lapsing.

47.1f a registered nurse or midwife believes that the NMC exceptional
circumstances guidance applies to their situation, they should apply to the NMC
for an extension to their renewal date. This process should be supported by their
line-manager

48.Registered nurse or midwifes who are unable to meet the requirements for re-
registration due to any reason and are therefore at risk from lapsing from the
register should seek advice from their Manager and Human Resources at the
earliest opportunity prior to registration lapsing.

49.The registrant can request an extension from the NMC for up to 6 weeks in
certain circumstances (e.g. illness or bereavement) which must be made well in
advance of when revalidation is due. Further information can be found here:
https://www.nmc.org.uk/globalassets/sitedocuments/revalidation/support-to-

help-you-revalidate.pdf

50.During CoVid registrants can request a 12 week extension through their NMC
Online account. Further information can be  found here
https://www.nmc.org.uk/covid19-revalidation

7. Legal Requirements for Revalidation and Lapsed Registration

1. If a registered nurse or midwife does not submit their revalidation application in
accordance with the NMC requirements then their registration will lapse.

2. If a registered nurse or midwife allows their registration to lapse they can no
longer work as a registered nurse and midwife and the organisation must ensure
that the individual stops undertaking their duties immediately.

3. The nurse or midwife may not practice in a capacity for which registration is
required until they are able to provide evidence of current registration. However,
it is acceptable for them to continue to work in a different capacity e.g. as a
healthcare support worker and be paid and rostered, accordingly.

4. If the manager is able to offer temporary alternative employment in a capacity that
does not require registration, a risk assessment must be undertaken and this
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should be offered, but payment will be at the appropriate rate of the temporary
post. if the employee refuses this offer, or the manager is unable to offer a
temporary alternative post as above (they must be able to demonstrate the
reason for not being able to offer this), then the manager will have no option but
to suspend on no pay until registration is reinstated

5. Failure to maintain registration is a serious matter. In some circumstances, a
registered nurse or midwife who fails to renew their registration within the
specified timescales, may be disciplined under the All Wales Disciplinary SOP. It
is expected that such instances would be exceptional and would be in
circumstances where due to the individual nurse or midwife’s conduct there has
been a failure to maintain registration thereby preventing them from being able to
practice as a registered nurse or midwife.

6. Where an individual’s registration has lapsed and the individual has continued to
work, a file note must be included in the nurse/midwife’s personal file to record
the period of time that they practiced as a registered nurse or midwife, whilst not
on the NMC register. A letter must also be sent to the registrant (Appendix 6)

7. Failure to maintain registration is a serious matter. The individual will be subject
to investigation under the All Wales Disciplinary SOP which sets out that any
fundamental breach of Contract of Employment, which makes continuation of
employment impossible is deemed to be gross misconduct. Failure to revalidate
(and/or maintain registration) is a clear example of a fundamental breach of the
Contract of Employment which might lead to summary dismissal without notice or
payment in lieu of notice or action short of.

8. However depending on the circumstances, a Fast Track Disciplinary may be
considered appropriate for managing the lapse. Managers should risk assess and
discuss the most appropriate action with Workforce and Organisational
Development.

9. A root cause analysis detailing the circumstance of the lapse and any learning
must be completed by the Line Manager and submitted to the Corporate Nursing
team.

10.Continuing to work as a registered nurse or midwife while knowingly not on the
NMC register is illegal (article 44 of the Nursing and Midwifery Order 2001). This
will result in referral to the NMC, and the individual may be liable to prosecution
for claiming to be registered when they are not. This could be considered to be a
criminal offence and as such may be reported to the Police and/or Counter Fraud.

11.1t is the registrant’s responsibility to monitor their NMC status and advise the
manager of the date they are returned to the register. It is also the overarching
responsibilities of the managers to monitor when the individual is re-registered by
the NMC. During this time the individual is required to keep in contact with their
line manager.

12.Where a registrants lapses their registration, they must apply to the NMC for
readmission to the register. This can take between 2-6 weeks.

13.The subsequent return of the registered nurse or midwife to their post and/or the
resumption of pay will be subject to the confirmation of registration status.

14. A summary of action to be taken if registration or revalidation lapse is outlined in
Appendix 5

8. TRAINING

Confirmer training is provided by the Corporate Nursing Education team and
recorded within ESR. Training may also be incorporated in other training
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programmes as identified by divisions in training needs analysis. Training for
those undertaking the role of confirmer is recommended to ensure consistency of
approach across BCUHB

9.MONITORING AND REPORTING

BCU system for monitoring of registrants registration and revalidation include:

e NMC register live interface to Electronic Staff Record (ESR).

e Registrant and manager are directly notified through ESR of registration and
revalidation dates at 12 months, 3 months and 1 month in advance of their
expiry.

e ESR advance notification reports, monitoring, reporting and escalation is
detailed within Appendix 2.

e Workforce and Organisational Development review of ESR NMC reports and
addressing or escalating errors such as incorrect NMC PIN or date of birth.

¢ A NMC Registration and Revalidation Report is within the annual cycle of
business for the Remuneration and Terms of Service Committee.

10.IMPLEMENTATION
The SOP will be distributed electronically via the Divisions, Workforce Policies
Group, internal bulletin, and on the Health Board policies page.

11.EQUALITY, WELL-BEING AND THE ENVIRONMENT
An EqQIA has been completed

12.AUDIT AND REVIEW
The Health Board does not routinely audit the revalidation process as roles and
responsibilities are detailed within the SOP. However audit of the revalidation
process can be undertaken as agreed with the Office of the Nurse Director to
ensure consistency of the audit process. This SOP will be reviewed within 3
years.
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APPENDIX 1: NMC REQUIREMENTS FOR REVALIDATION

Practice Hours

Each nurses and midwife must have practiced for a minimum of 450 hours over the
three year period since their registration was last renewed or since they joined the
register.

To maintain dual registration individuals must have undertaken a minimum of 900
hours over the three year period since their registration was last renewed or since
they joined the register. This must include at least 450 hour for nursing and 450
hours for midwifery.

The practice hours may include providing direct care to patients, but can also include
managing teams, teaching, strategic management activities or nursing and midwifery
research.

The practice hours must reflect the individual’s current scope of practice, but do not
have to be related to the original field of practice when the nurse or midwife first
joined the register.

The hours that count towards this requirement are those in which the individual relies
on their knowledge, skills and experience as a registered nurse or midwife.

The NMC recommend that practice hours are recorded on a template, the practice
hours will need to be available for the confirmer to review to ensure you have met
the requirement.

Continued Professional Development

Each nurse and midwife must have undertaken a minimum of 35 hours of CPD
relevant to their scope of practice over the three year period since their registration
was last renewed or since they joined the register.

Of the 35 hours, at least 20 hours must be participatory learning, i.e. an activity that
involves interaction with one or more other professional either in a physical or virtual
environment.

The individual must maintain accurate records of CPD including: the CPD method, a
description of the topic and how it relates to practice, the date(s) the activity was
undertaken, the number of hours (including the number of participatory hours),
identification of the part(s) of the Code most relevant to the activity as well as
providing evidence that the individual undertook the CPD activity.

Practice Related Feedback

Nurses and midwives must have obtained five pieces of practice-related feedback in
the three year period since their registration was last renewed or since they joined
the register.

Feedback can come from a variety of sources (i.e. patients, service users,
colleagues or managers) and in a variety of forms (i.e. written, verbal, formal or
informal), this list is not exhaustive.

Page 11





The NMC recommend that a record of the feedback is maintained, taking care not to
include any identifiable information about another person.

Reflective Account
Registrants are required to prepare five written reflective accounts in the three year
period since registration was last renewed or they joined the register.

The reflective accounts must be recorded on the approved NMC form and must refer
to an instance of CPD and/or a piece of practice related feedback and/or an event or
experience in the individuals own professional practice.

The reflective account must demonstrate how the reflection relates to the Code.

The reflective account must not include any information that might identify an
individual whether that individual is alive or deceased.

APPENDIX 2: REAPPLICATION TO REGISTER - READMISSION REQUIREMENTS

The readmission requirements vary depending on when you lapsed your registration
and whether you have practised for sufficient hours.
1. Most people who want to re-join the NMC register and are applying for
readmission will need to meet the general readmission requirements.
2. If your registration has lapsed within six months of your original revalidation date
then you will be required to complete some of the revalidation requirements.
Further information is available in the NMC ‘Checklist of Requirements’ and ‘Details
of Requirements’ pages.

The application process
In most circumstances you can apply for readmission through your NMC Online
account.

When you log in to your NMC Online account there will be an alert inviting you to
make an application for readmission. More details on the readmission process can
be found in the ‘How to Apply for Readmission’ section available at:
https://www.nmc.org.uk/registration/returning-to-the-register/readmission-register/
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Appendix 3: NMC Registration/Revalidation Advance Notification Reporting

v

NMC Registration/Revalidation Advance Notification Reporting

Registrant and line manager receive advance notification in ESR at 12 months, 3
months and 1 month of Registration/Revalidation Date
Registrant receives NMC email notifications/reminders in advance of expiry date

Corporate Nursing team circulate ESR
Registration/Revalidation expiry report on 15™ of month (next
working day) to nominated Managers

Managers must ensure discussion with registrants around
plans to register/revalidate within deadlines and offer
support as required

Managers must note the date of revalidation extensions
and ensure they check with registrant ahead of this date.
Corporate Nursing team also to be notified

Corporate Nursing team circulate ESR
Registration/Revalidation expiry report on 25 of month
(next working day) to nominated Managers

L i

Director of Nursing/Midwifery must provide assurance to
Corporate Nursing (within 48 hours) that all registrants
have updated/or extension in place.

h

Escalation to the Executive Director of Nursing and Midwifery
will occur on 29" of month (next working day) if assurance has
not been received

A

An RCA must be completed for all lapses to include
* Reason for failure to register and/or revalidate
s Review of local assurance systems
s Action taken to address in line with policy (NOD4 & WP23)
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APPENDIX 4: NMC REQUEST FOR EXTENSION

The registrant can request an extension from the NMC for up to 6 weeks in certain
circumstances (e.g. illness or bereavement) which must be made well in advance of
when revalidation is due. Further information can be found here:
https://www.nmc.org.uk/globalassets/sitedocuments/revalidation/support-to-help-
you-revalidate.pdf

During CoVid registrants can request a 12 week extension through their NMC Online
account. https://www.nmc.org.uk/covid19-revalidation

Extension / extenuating circumstances applications, contact the NMC on 020 7333
9333 or Email to request the forms www.revalidation.escalation@nmc-uk.org

Nursing and Midwifery Council Revalidation resources can be found on the following
link - http://revalidation.nmc.org.uk/download-resources/quidance-and-information/
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APPENDIX 5: ACTION TO BE TAKEN IF REGISTRATION OR REVALIDATION
LAPSE IDENTIFIED

Lapse in NMC Registration or Revalidation identified

l

Manager (or delegated deputy) takes immediate action to ensure that the
individual stops undertaking their duties immediately and is not rostered for any
shifts as a registered nurse/midwife.

|

Risk assessment undertaken and circumstance of lapse established

Manager and registrant discuss if temporary alternative employment/ payment is
appropriate in a capacity that does not require registration

Or/ if employee refuses this offer, or the manager is unable to offer a temporary
alternative post then agreement as to whether annual leave is taken or authorised
unpaid leave until registration is reinstated

File note made in individual’s personal record specifying dates practiced as a
nurse whilst not on the NMC Register (if applicable) and letter to registrant.

Workforce and Organisational Development notified and lapse investigated in line
with WP6 Code of Conduct (Disciplinary Rules and Standards) and WP9 All Wales
Disciplinary Policy

Support provided to the registrant during this time, (e.g. colleague, Union,
Occupational Health and with required documentation for their readmission to the
NMC register)

Root Cause Analysis completed with circumstances of lapse, actions taken, any
learning and submitted to Corporate Nursing Team

ESR exception form completed to notify payroll of any changes
http://howis.wales.nhs.uk/sitesplus/861/paae/75838

l

Once registrant confirms they have been successful in their readmission to the
NMC register, manager verifies this on the NMC employer confirmation page
https://www.nmc.org.uk/registration/employer-confirmations/

Risk assessment is reviewed for return to their substantive role and banding

Payroll notified of return to substantive band via ESR exception form
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APPENDIX 6: LETTER TO REGISTRANT

Private and Confidential
Dear
Re: Lapsed Registration to the Nursing and Midwifery Council (NMC)

It has come to my attention that you have failed to renew your registration by
submitting your revalidation request / making payment to the NMC at the appropriate
time and have therefore lapsed from the register on INSERT DATE. This means you
are no longer allowed to practice as a registrant until your registration is renewed and
you are reinstated on to the NMC Register.

There is a legal and contractual requirement for all individuals employed as a
registered nurse or midwife within NHS Wales to be revalidated and registered in line
with the NMC Code and local policy.

The NMC informs registered Nurses & Midwives at least six weeks before their
revalidation date / renewal annual fee payment for registration is due. Consequently,
the Health Board is not obliged to inform registered nurses or midwives that their
revalidation / registration is due. It is the responsibility of the individual to maintain their
registration during employment with the Health Board and this incudes during any
break of employment such as maternity leave, sick leave and/or career break.

Any registered nurse or midwife who allows their registration to lapse needs to make
a formal application to the NMC for re application to the register. This process can take
between two to six weeks.

Continuing to work as a registered nurse or midwife while not on the NMC register is
illegal (article 44 of the Nursing and Midwifery Order 2001). Any registered nurse or
midwife who is found to have been working whilst unregistered may be required to be
referred to the NMC Registrar's Advisory Group, and may be subject to Fitness to
Practice investigation.

In addition to the above, | must inform you that a registered nurse or midwife, who fails
to submit their revalidation and therefore renew their registration within the specified
timescales, will be disciplined under the WP9 All Wales Disciplinary Policy for failing
to maintain registration that allows them to practice as a registered nurse or midwife.

The WP9 All Wales Disciplinary Policy states the following as an example of gross
misconduct which might lead to summary dismissal:

Any fundamental breach of the Contract of Employment, which makes continuation of
employment impossible. This category may include:

¢ Failure to meet statutes concerning Professional Registration

¢ Failure to maintain registration as set out in the NMC Code of Conduct is a clear
example of a fundamental breach of the Contract Employment. In some cases
the result may be summary dismissal without notice or payment in lieu of notice.
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| understand that you have met with (insert name of line manager) and discussed your
particular circumstances, and that you are fully aware of the implications of your lapsed
registration in relation to your terms and conditions of service. A risk assessment has
been jointly undertaken and during the time that you apply for readmission to the
registered you will undertake alternative duties as (specify role and banding)/ take
annual leave/take authorised unpaid leave

This will be for the period from (insert date). During this period, pension contributions
will continue to be paid and annual leave will continue to accrue if authorised unpaid
leave is taken.

Your full employment status will be resumed when you can provide evidence that your
Registration has been renewed.

Yours sincerely

Senior Manager
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Consultation

Title Date
Professional Advisory Group July 2020
Workforce Policies Group July 2020

Senior Nurses

November 2020

Heads of Workforce

November 2020

Staffside Representatives

November 2020

Heads of Education — Corporate Nursing

November 2020

Workforce Polices Group

November 2020
December 2020
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