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1.0 Introduction 

 

1.1 The Trust adheres to the retention and disposal of all corporate and 
clinical record so ensure compliance with legal obligations. In 
addition to this, the policy allows the Trust to effectively manage 
storage space and the cost of preservation for physical records. 
 
This policy relates to all records, including ‘health records’ – The 
term ‘health record’ applies to a record relating  to the physical or 
mental health of a given patient/client  who can be identified  from 
that information  and has been recorded by or on behalf of a health 
professional  in connection with the care of that patient/client 
 
All NHS records are public records under the terms of the Public 
Records Act 1958 sections 3 (1) – (2). The Secretary of State for 
Health and all NHS organisations have a duty under the Public 
Records Act to make arrangements for the safe keeping and 
eventual disposal of all types of their records. This is carried out 
under the overall guidance and supervision of the Keeper of Public 
Records, who is answerable to parliament.  

 

2.0 Executive Summary  

 

2.1 The way in which information is recorded and maintained within an 
organisation is critical to effective business function.  The way in 
which records are controlled is essential for the continuity of efficient 
and effective working practices throughout the Trust.  Without this 
consideration, records quickly become disorganised and useless. 

The purpose of this policy is:-  

 To provide all staff with a clear and precise framework for the 

management of records 

 To prevent unnecessary retention of records and unnecessary 

use of storage space 

 To ensure the Trust conforms to NHS Guidance  and  
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 To ensure compliance with our legal responsibilities  

 
The destruction of records is an irreversible act. Decisions regarding 
the destruction of documents should be made using the criteria 
stated in the IGA Records Management Code of Practice for Health 
& Social Care 2016.  
Which gives guidance on the minimum retention periods.  When the 
schedule is used, the guidelines listed below should be followed: 

Local business requirement/instructions must be considered before 
activating retention periods in this schedule.Decisions should also be 
considered in the light of the need to preserve records, whose use 
cannot be anticipated fully at the present time, but which may be of 
value to future generations. 

 Recommended minimum retention periods should be 

calculated from the end of the calendar or accounting year 

following the last entry on the document. 

 The selection of files for permanent preservation is partly 

informed by precedent and partly by historical content. 

 The provision of the Data Protection Act must be complied with 

 Non active records should be transferred no later than 30 years 

from the creation of the record as required by the Public 

Records Act 1958. 

 A record of the destruction of the records, showing their 

reference, description and date of destruction will be 

maintained and preserved so that the Trust can accurately 

identify which of those records have been destroyed and are no 

longer available. 

 

 

3.0 Policy Statement 

 

3.1 The Sherwood Forest Hospitals NHS Foundation Trust Board 
recognises the importance of efficient and effective records 
management and is committed to create, keep, maintain and dispose 
of records, including electronic records, commensurate with legal, 



 
 

Retention and Destruction Policy  

Version 7.1 
5 

operational and information needs. 

 

4.0 Definitions  

 

4.1 
4.1.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
4.1.2 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Definitions 
 Personal information (or data)1  
 
Personal data means data which relate to a living individual who 
can be identified: 

(a) from those data, or 

(b) from those data and other information which is in the possession 
of, or is likely to come into the possession of, the data controller,  

and includes any expression of opinion about the individual and any 
indication of the intentions of the data controller or any other person 
in respect of the individual. 

Sensitive personal information (or data) 
 
Sensitive personal data means personal data consisting of 
information as to: 

(a) the racial or ethnic origin of the data subject, 

(b) political opinions, 

(c ) religious beliefs or other beliefs of a similar nature,  

(d) whether a member of a trade union (within the meaning of the 
Trade Union and Labour Relations (Consolidation) Act 1992), 

(e) physical or mental health or condition, 

(f) sexual life, 

(g) the commission or alleged commission of any offence, or 

(h) any proceedings for any offence committed or alleged to have 

                                                 
1
 In this document personal information and personal data are used inter changeably. 
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4.1.3 

been committed by the data subject, the disposal of such 
proceedings or the sentence of any court in such proceedings. 

 

Glossary  
 
 
 
 

Records  Means all records completed and held in 
respective of the Trusts business that contain 
information relating to both health and 
administration. Records include both paper 
based and electronic records. 

The PRA Means the Public Records Act 1958 

The 
PRO  

Means the Public Records Office   

The 
Trust  

Means Sherwood Forest Hospitals NHS 
Foundation Trust 

IGA  Information Governance Alliance  

 
 
 

5.0 Roles and Responsibilities 

 

5.1 
 
5.1.1   

Committees 
 
Information Governance (IG) Group 
Is responsible for ensuring that this policy is implemented, including 
any supporting guidance and training deemed necessary to support 
the implementation, and for monitoring and providing Board 
assurance in this respect.  

The IG Group is accountable to the Board Risk Committee. 

 

5.2 
 
5.2.1 
 
 
 

Individual Officers 
 
Chief Executive 
The Chief Executive is the Accountable Officer with responsibility for 
ensuring overall Trust compliance with its statutory obligations and 
Department of Health directives. 
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5.2.2 
 
 
 
 
5.2.3   
 
 
 
 
5.2.4 
 
 
 
  
5.2.5  
 
 
 
 
 
 
5.2.6 
 
 
 
  
5.2.7   

 
Senior Information Risk Owner (SIRO)  
The SIRO has overall responsibility delegated from the Chief 
Executive for ensuring that effective systems and processes are in 
place to deliver the Information Governance agenda. 
 
Caldicott Guardian 
The Caldicott Guardian is responsible for ensuring that the Trust 
handles confidential patient information in accordance with ethical 
and legal standards of practice. 
 
IAO’sAsset Owners (IAOs), are accountable to the Chief Executive 
for ensuring the effective implementation of this Policy within their 
respective Divisions and Departments 
 
Managers  
Managers are responsible for ensuring the implementation of this 
policy in their Divisions/ Departments. 
 
IG Manager  
The Information Governance Manager will provide support and 
guidance for the implementation of this policy, and its subsequent 
on-going use. 
 
Staff  
All members of Trust staff are responsible for any record that they 
create or use. This responsibility is established at, and defined by, 
the law.  Everyone working for the Trust and for the NHS generally 
who records, handles, stores or otherwise comes across information 
has a personal common law duty of confidence. 
 

 
 

6.0 Policy and/or  Procedural Requirements 

 

6.1 Accountability  

That adequate records are maintained to account fully and 
transparently for important actions and decisions, in particular: 
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 To protect legal and other rights of staff or those affected by 

those actions 

 To facilitate audit or examination  

 To provide credible and authoritative evidence if required by 

law 

Quality  

That all records are periodically and routinely reviewed to determine 
what can be disposed of or destroyed. This will guarantee the quality 
of the records that are selected for permanent preservation. 

 

Accessibility  

That records which have been selected for archiving should be held 
in a repository that has been approved by The National Archives. 
This will guarantee appropriate conditions for storage and access. 

 

Training 

That all staff are made aware of their responsibilities with regard to 
the retention and destruction of records on Induction through their 
Line Manager and as part of the mandatory Information Governance 
training programmes and guidance. 

 

Security  

That the destruction of confidential records ensures that 
confidentiality is fully maintained. Currently a contractor provides this 
service, but it is the responsibility of the Trust to satisfy itself that the 
methods used throughout all stages, including transport to the 
destruction site, provide satisfactory safeguards against accidental 
loss or disclosure.  

Papers and files containing confidential information must be disposed 
of in a secure manner and must not be disposed of with other 
domestic waste. Confidential waste consoles are provided throughout 
the Trust at all sites to dispose of confidential waste.  
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Medical records should be disposed of as per the Trust Waste Policy 

 
Papers and files containing confidential information must be disposed 
of in a secure manner and must not be disposed of with other 
domestic waste. 
 
Confidential waste must be held in a secure manner at all times prior 
to shredding, including the central disposal holding area. 
 
Confidential waste such as un-shredded medical records for 
destruction, nursing records, personal files etc., must be placed into 
the confidential waste consoles provided. Additional bags, if required 
in between collections, can be requested via the FM Helpdesk 
(3005), and arrangements made for them to be collected by portering 
staff via the FM Helpdesk (3005), quoting the room number of the 
secure location. No material other than paper is to be disposed of in 
the confidential waste stream. 
 
Where departments wish to dispose of large quantities of confidential 
materials these should be planned in advance with the Waste 
Contract Manager to ensure that suitable containers are provided to 
facilitate removal. 
 
A Certificate of Destruction will be obtained from the waste contractor 
by the Waste Contract Manager and retained.  
Performance Measurement 

That the application of retention and destruction of records 
procedures are regularly monitored against agreed indicators and 
action taken to improve standards as necessary. 

Notes on preservation of patient records for historical purposes 

In light of the latest trends in medical and historical research, it may 
be appropriate to select some of these records for permanent 
preservation. Selection should be performed in consultation with 
health professionals and archivists from an appropriate place of 
deposit. If records are to be samples, specialist advice should be 
sought from the same health professionals and archivists. If an NHS 
Trust has taken on a leading role in the development of specialised 
treatments, then the patient records relating to these treatments may 
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be especially worthy of permanent preservation.  All records that 
make reference to historical child sexual abuse must be retained for 
permanent preservation.  

If a whole run of patient records is not considered worthy of 
permanent preservation but nevertheless contains some material of 
research value, then the option of presenting these records to a local 
record office and other institutions under S.3(6) of The PRA should 
be considered. Advice on the presentation procedure may be 
obtained from the PRO’s Archive Inspection Services. 

If a whole run of patient records is considered worthy of permanent 
preservation but there is lack of space in the relevant place of deposit 
to store these records, contact the Information Governance Team 
who will advise on the most appropriate option available. 

 

Any further advice requirement to implement this policy should be 
directed to the Information Governance Team 01623 622515 ext: 
8541422. 

 

Guidance on retention periods can be found under the Information 
Governance section on the staff intranet. 

 

All electronic and paper records that are selected for destruction 
must be recorded on the departments Destruction Log, an example 
of which can be found in Appendix A. Destruction logs are audited as 
part of the annual Records Inventory. 

  

 

7.0 Training and Implementation 

 

7.1 Training 
 
IG training is mandated annually and is available online or face-to-
face.   This training covers the sharing of personal data and the need 
for retention and destruction of records.  
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7.2 Implementation 
 
A copy of this policy and related policies and procedures will be 
posted on the Governance section of the Trust’s policy board on the 
Intranet. 
 
The process for monitoring and evaluating the effectiveness of this 
policy, including obtaining evidence of compliance, will form a part of 
the Information Governance annual audit process overseen by the 
Information Governance Group. 

 
 

8.0 Trust Impact Assessments 

 

8.1 Equality Impact Assessment 
 
An equality impact assessment has been undertaken on this draft 
and has not indicated that any additional considerations are 
necessary. 

 

8.2 Environmental Impact Assessment 
 
An environmental impact assessment has been undertaken on this 
draft and has not indicated that any additional considerations are 
necessary. 

 
 
 
 
 
 
 
 
 



 
 

Retention and Destruction Policy  

Version 7.1 
12 

8.0 Policy / Procedure Monitoring Matrix  

 

Minimum 
requirement 
to be 
monitored 

Responsible 
individual/ 
group/ 
committee  

Process 
for monitoring 
e.g. audit  

Frequency 
of monitoring 

Responsible 
individual/ 
group/ 
committee for 
review of 
results 
 

Responsible 
individual/ 
group/ 
committee 
for 
development 
of action plan 

Responsible 
individual/ 
group/ 
committee 
for monitoring 
of action plan 

Refer to section 6 to identify key policy and/or procedural requirements and list here. See example below. 

       

IG toolkit 
validation 

360 
Assurance 

Audit Annually IG Group IG Manager Risk 
Committee/IG 
Group 

Adherence to 
IG policies and 
procedures in 
nominated 
Division 

360 
Assurance 

Audit Annually IG Group IG Manager Risk 
Committee/IG 
Group 

IAO report to 
the SIRO 

IAO Self-assessment 
return 

Annually IG Manager/ 
SIRO 

IG Manager IG Group 

IG toolkit 
evidence  

IG Manager Evidence 
collection against 
national standard 

Annually IG Committee IG Manager IG Group 
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9.0 Relevant Legislation, National Guidance and Associated Trust 
Documents  

 

9.1  
Legislation  

 The Data Protection Legislation. 

 The Common Law Duty of Confidentiality. 

 Access to Health Records Act 1990 
 
National Guidance 

 The NHS Confidentiality Code of Practice 2003 

 The NHS Care Record Guarantee 

 Caldicott Report - Information: To Share Or Not To Share 

 IGA Records Management Code of Practice for Health & 
Social Care 2016 

 
Associated SFH  Documents 

 Information Governance Assurance Framework Strategy 

 Information Security Policy 

 Data Protection, Confidentiality & Disclosures Policy 

 Corporate Records Policy 
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APPENDIX A 

 
Records Destruction Log 

 

 

Description of 

Record to be 

Destroyed 

Electronic or 

Paper format 

Owner/Department Person 

Authorising 

Destruction 

Retention 

Period 

Date of 

Destruction 

Email account 

for Joe Bloggs 

Electronic NHIS Service Desk 

Manager 

1 year 02.11.2010 

Minutes of 

Health & Safety 

Committee 

Paper Human Resources Assistant 

Director of HR 

2 years 05.11.2010 

 

Where relevant 

this should 

include the 

period that the 

documents 

cover – e.g 

Supplier 

invoices for 

2011/12 
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APPENDIX B 
 
Equality Impact Assessment (EQIA) Form (Please complete all sections) 

 

Q1. Date of Assessment: March 2017 

Q2. For the policy and its implementation answer the questions a – c below against each characteristic (if 
relevant consider breaking the policy or implementation down into areas) 

 
Protected 
Characteristic 

a) Using data and supporting 
information, what issues, 
needs or barriers could the 
protected characteristic 
group’s experience? i.e. are 
there any known health 
inequality or access issues to 
consider? 

b) What is already in place in 
the policy or its 
implementation to address 
any inequalities or barriers to 
access including under 
representation at clinics, 
screening  

c) Please state any  
barriers that still need to 
be addressed and any 
proposed actions to 
eliminate inequality  

The area of policy or its implementation being assessed:   
 

Race and 
Ethnicity 

None Not applicable Not applicable 

Gender  
 

None Not applicable Not applicable 

Age  
 

None Not applicable Not applicable 

Religion  None Not applicable 
 

Not applicable 
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Disability 
 

None Not applicable Not applicable 

Sexuality 
 

None Not applicable Not applicable 

Pregnancy and 
Maternity 

None Not applicable Not applicable 

Gender 
Reassignment 

None Not applicable Not applicable 

Marriage and 
Civil Partnership 

None Not applicable Not applicable 

Socio-Economic 
Factors (i.e. 
living in a poorer 
neighbourhood  
/ social 
deprivation) 

None Not applicable Not applicable 

Area of service/strategy/function  

Q3. What consultation with protected characteristic groups Inc. patient groups have you carried out? 
 
Not applicable 

Q4. What data or information did you use in support of this EQIA? 
 
Not applicable 

Q.5 As far as you are aware are there any Human Rights issues be taken into account such as arising from 
surveys, questionnaires, comments, concerns, complaints or compliments? 
 
Not applicable 

Q.6 What future actions needed to be undertaken to meet the needs and overcome barriers of the groups 
identified or to create confidence that the policy and its implementation is not discriminating against any 
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groups? 
 
Not applicable 

What  By Whom  By When Resources required 

    

    

    

Q7. Review date  
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APPENDIX C 
 

Environmental Impact Assessment 
The purpose of an environmental impact assessment is to identify the environmental impact of policies, assess the 
significance of the consequences and, if required, reduce and mitigate the effect by either, a) amend the policy b) 
implement mitigating actions. 
 

Area of 
impact  

Environmental Risk/Impacts to consider 
 
 

Action Taken (where 
necessary) 
 

Waste and 
materials 

 Is the policy encouraging using more materials/supplies? 

 Is the policy likely to increase the waste produced? 

 Does the policy fail to utilise opportunities for 
introduction/replacement of materials that can be recycled? 

 
Not applicable 

Soil/Land  Is the policy likely to promote the use of substances dangerous to 
the land if released (e.g. lubricants, liquid chemicals) 

 Does the policy fail to consider the need to provide adequate 
containment for these substances? (e.g. bunded containers, etc.) 

 
Not applicable 

Water  Is the policy likely to result in an increase of water usage? 
(estimate quantities)  

 Is the policy likely to result in water being polluted? (e.g. dangerous 
chemicals being introduced in the water) 

 Does the policy fail to include a mitigating procedure? (e.g. modify 
procedure to prevent water from  being polluted; polluted water 
containment for adequate disposal) 

 
Not applicable 

Air  Is the policy likely to result in the introduction of procedures and 
equipment with resulting emissions to air? (e.g. use of a furnaces; 
combustion of fuels, emission or particles to the atmosphere, etc.) 

 Does the policy fail to include a procedure to mitigate the effects? 

 
 
 

Not applicable 
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 Does the policy fail to require compliance with the limits of 
emission imposed by the relevant regulations? 

Energy  Does the policy result in an increase in energy consumption levels 
in the Trust?  (estimate quantities) 

Not applicable 

Nuisances  Would the policy result in the creation of nuisances such as noise 
or odour (for staff, patients, visitors, neighbours and other relevant 
stakeholders)? 

 
Not applicable 
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APPENDIX D 
 
 

 
CERTIFICATION OF EMPLOYEE AWARENESS 

 

Document Title Retention and Destruction Policy  
 

Version (number) 7.1 

Version (date)  

I hereby certify that I have: 

 Identified (by reference to the document control sheet of the above 

policy/ procedure) the staff groups within my area of responsibility to 

whom this policy / procedure applies. 

 Made arrangements to ensure that such members of staff have the 

opportunity to be aware of the existence of this document and have the 

means to access, read and understand it. 

Signature 
 

 

Print name 
 

 

Date 
 

 

Division/ Department  

 
The manager completing this certification should retain it for audit and/or other 
purposes for a period of six years (even if subsequent versions of the 
document are implemented). The suggested level of certification is;  
 

 Clinical divisions - general manager   

 Non clinical divisions - deputy director or equivalent. 
 
The manager may, at their discretion, also require that subordinate levels of 
their division / department utilises this form in a similar way, but this would 
always be an additional (not replacement) action. 


