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Summary 

 

Roster partially approved 
Seven weeks’ lead time 

Roster fully approved 

Roster published to staff 

Roster changes/unavailability captured 

Roster finalised as accurate 

Roster upload to Payroll for payment 

Four-week roster created 
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Data Protection Act 2018 (General Data Protection Regulation – GDPR) 
Legislation 

The Trust has a duty under the Data Protection Act 2018 and General Data Protection 
Regulations 2016/679 to ensure that there is a valid legal basis to process personal and 
sensitive data. The legal basis for processing must be identified and documented before 
the processing begins. In many cases we may need consent; this must be explicit, 
informed, and documented. We cannot rely on opt out, it must be opt in. 

Data Protection Act 2018 and General Data Protection Regulations 2016/679 is 
applicable to all staff; this includes those working as contractors and providers of 
services. 

For more information about your obligations under the Data Protection Act 2018 and 
General Data Protection Regulations 2016/679 please see the Information Use 
Framework Policy or contact the Information Governance Team  
rch-tr.infogov@nhs.net 
 

 

mailto:rch-tr.infogov@nhs.net
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1. Introduction 

1.1. The Royal Cornwall Hospitals NHS Trust (the Trust) values its workforce and is 
committed to ensuring that the utilisation of Healthroster is the solution to 
ensuring rosters are safe, efficient, fair and cost effective. 

1.2. Safe, efficient rostering will deliver increased productivity and support senior 
staff to establish the staffing requirements that effectively deliver their services 
and reduce the use of temporary staffing solutions. 

1.3. This policy sets out the minimum standards required to support fair, consistent 
rosters that deliver our legislative requirements. 

1.4. The NHS is committed to helping Trusts use their resources effectively whilst 
delivering high quality patient care. Rostering will enable the Trust to do this and 
to take a strategic and managed approach to controlling requirements for 
temporary staffing. 

1.5. eRostering will enable and assist clinical leaders to produce a duty rota 
designed to meet patient acuity and dependency needs, through an appropriate 
staff skill mix based on a pre-determined establishment. In addition, it will 
facilitate the agility and mobility of staff to meet fluctuations in patient-led 
demand and assist workforce planning and the adoption of rostering best 
practice (Carter 2015). eRoster will also enable managers of other staffing 
groups to support the production of rosters based on the service requirements. 

1.6. Whilst Rostering was piloted by the Nursing and Midwifery Professional Group, 
electronic rostering has been expanded to other clinical, professional and 
corporate groups and this policy is applicable to all staff. Medical and dental 
specific requirements will be circulated in due course. 

1.7. Parts of this policy will be geared towards clinical staff due to varied practices 
but the policy will still cover all staffing groups (apart from Medical and Dental at 
present). 

1.8. This version supersedes any previous versions of this document. 

2. Purpose of this Policy/Procedure 

2.1. This policy describes the standards required of ward/departmental rosters to 
ensure a balance between the needs of the service and the needs of individual 
staff members and is essential to the provision of safe and effective care. 

2.2. This policy supports a fair and equitable approach to the delivery of duty rotas 
across the Trust using an electronic rostering toolkit. This will include the 
management and monitoring of annual leave, medical and non-medical 
absences from work, study leave and all forms of unavailability and the use of 
temporary staffing within the organisation. 

2.3. The policy describes effective rostering principles and responsibility of Trust 
colleagues in the commitment to deliver fair, equitable and cost-effective rotas 
in order to maintain safe services across the Trust. 
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2.4. The policy defines the roles and responsibilities of all staff and, in particular;  
Ward Managers/Charge nurses; Clinical Matrons; Heads of Nursing and AHPs; 
General/Service Managers and the Senior Management Team. 

2.5. Implementation of this policy will ensure that: 

▪ duty rosters utilise appropriate skill mix in order to maintain safety and 
high quality standards of care 

▪ rosters are designed to recognise the needs and demands of the service 
in line with the requirement to meet Working Time Regulations. Patient-
led demand will facilitate movement of staff to ensure safe levels of care 
are delivered and maintained across the Trust using Safecare as a tool 
of reference 

▪ rosters are fair and equitable for all staff 

▪ staff are utilised resourcefully within their own areas and across other 
Trust sites to reduce expenditure on temporary staffing 

▪ accurate information is provided regarding the establishment thereby 
driving efficiencies in the workforce across wards/departments 

▪ reduced time is spent on, and improvements are made to, the reporting 
of staff attendance and absence information and the use of real-time 
information will allow increased agility in our workforce to meet patient-
led demand 

▪ the payment of staff is facilitated through data being entered at source 

▪ a reporting dashboard is provided for reporting against set Trust key 
performance indicators (KPIs) 

2.6. The policy defines the roles and responsibilities of all staff and, in particular, 
Team Leaders; Ward Leaders/Charge Nurses; Clinical Matrons; Heads of 
Nursing and AHPs; Service Managers and the Senior Management Team. 

3. Scope 

3.1. This policy applies to all staff, excluding medical and dental at this present time. 

3.2. The organisation-wide policy should be displayed and made readily available to 
all staff. Copies should be given to all new starters as part of their induction. 
The organisation-wide policy is available on the intranet with a hard copy 
accessible on the ward/unit/department. 

4. Definitions / Glossary 

▪ CHPPD – Care Hours Per Patient Day 

▪ EOL/Me– the electronic system which enables substantive staff to submit 
leave and working requests and allows temporary workers to book into 
available shifts 
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▪ European Working Time Directive (EWTD) and Working Time 
Regulations (WTR) – the EWTD is intended to support the health and safety 
of workers by setting minimum requirements in relation to working hours, rest 
periods and annual leave. Domestically the Directive is implemented in Great 
Britain by the Working Time Regulations which should, as far as possible, be 
interpreted as to give effect to the stated purpose of the Directive 

▪ Flexible working – flexible working is a formal working arrangement agreed 
via the Trust’s Flexible Working and Work Life Balance Policy 

▪ Full approver – the senior manager with responsibility for undertaking the 
second review of the roster after the first approver has approved. This level 
of approver must also authorise or decline the rosters as required 

▪ Headroom – the Trust’s agreed amount of staffing required to cover 
absence/unavailability from the workplace: sickness, annual leave, study 
leave. This is identified as a 21.5% uplift of the required staff whole time 
equivalent (WTE) and is incorporated into each clinical staffing establishment 

▪ Healthroster – the Trust’s electronic roster system (eRoster) 

▪ Kernowflex – the internal booking and administration department for the 
Trust’s temporary workforce 

▪ KPI – key performance indicators set by the Trust 

▪ Partial approver – the manager with responsibility for undertaking the first 
approval of the roster. This level of approver must authorise or decline 
rosters as required 

▪ Personal pattern – personal patterns are informal arrangements not made 
under the Trust’s Flexible Working and Work Life Balance Policy. Personal 
patterns are not formal agreements with the Trust and are a secondary 
consideration to service provision 

▪ Requests – a number of working requests/days off that clinical staff can 
apply for each roster period 

▪ Roster – a list of staff on a plan showing times of duty and absence. It is a 
way of efficiently managing when staff are required to work 

▪ Roster Perform – the electronic tool utilised by the Trust that allows staff to 
monitor the performance of the rosters for which they are responsible 

▪ Safe Care – the Trust’s electronic system which measures required CHPPD 
from patient acuity, dependency and bed occupancy in real time not from a 
template average 

▪ Safe minimum staffing level – the minimum staffing required ensuring the 
safe running of a department on a short-term basis 

▪ SERF – Safe Effective Rostered Fairly is the Rostering tool used to measure 
the Trust’s Key Performance Indicators against the In-Patient Areas to ensure 
optimisation of staff and safety of patients 
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▪ Substantive staff – permanent or fixed term Trust staff with contractually 
agreed working hours 

▪ Temporary workers – bank and agency workers without contractually 
agreed working hours or substantive staff completing bank shifts in addition 
to their contracted hours 

5. Ownership and Responsibilities 

5.1. Role of the Director and Deputy Director of Nursing, Midwifery, 
Allied Health Professionals (AHPs) or appropriate Executive 
Director 

5.1.1. The Director and Deputy Director of Nursing, Midwifery, AHPs, 
Executive Director are accountable for: 

▪ assurance of performance management and implementation of 
recovery plans for any areas that continually fail to meet the 
Trust KPIs 

▪ monitoring the staff demand profile to ensure continued optimal 
patient safety and quality of service 

5.1.2. The Director and Deputy Director of Nursing, Midwifery and AHPs are 
responsible for: 

▪ delivering the e-Rostering Vision and Strategy 

▪ chairing rostering performance management meetings reviewing 
dashboard data (recommend held monthly) 

▪ the reporting and analysis of staffing levels to the Trust Board 

▪ compliance with NHSI initiatives relating to nursing, midwifery 
and AHPs 

▪ decisions relating to escalation of staffing needs to agency fill 

▪ staff redeployment across the Trust to meet patient demand 

5.2. Role of Heads of Nursing and AHPs, Clinical Matrons/Service 
Managers 

5.2.1. The Heads of Nursing and AHPs, Clinical Matrons/Services Managers 
are accountable: 

▪ for ensuring all published rosters are in line with agreed 
templates and within agreed KPIs 

▪ to the Director and Deputy Director of Nursing, Midwifery and 
AHPs for safe staffing levels of clinical units within their Care 
Group 
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5.2.2. The Heads of Nursing and AHPs, Clinical Matrons/Service Managers 
are responsible for: 

▪ the investigation and recovery management of any roster that 
does not comply with the Trust’s KPIs 

▪ the approval of temporary staffing solutions and maintaining 
budgetary balance 

▪ the approval or rejection of overtime 

▪ the management of flexible working pattern implementation in 
accordance with the Trust’s Flexible Working Policy 

▪ compliance and performance management of: 

❖ adherence to roster publication times 

❖ finalisation and authorisation of rosters 

❖ KPI audits 

▪ ensuring that all rosters published and subsequently worked 
comply with the Trust’s KPIs for rostering 

▪ ensuring that the reasons a roster falls outside of the KPIs are 
clearly understood and that issues arising are managed in such a 
way as to ensure that the subsequent rosters meet the KPIs as 
soon as is reasonably practicable 

▪ ensuring that patient acuity and dependency data is captured at 
the appropriate census times and staff are routinely redeployed 
to ensure the delivery of safe care where demand and capacity 
dictate 

▪ approving or rejecting all shifts where temporary staff requests lie 
outside Trust guidelines 

▪ approving or rejecting requests for overtime within Trust 
guidelines 

▪ monitoring and taking action when necessary, in the following 
areas: 

❖ adherence to publication timelines 

❖ finalisation and authorisation of time-sheets for payroll 

❖ correct application of shift enhancements and overtime 

❖ use of patterns and working restrictions 

❖ rota compliance with agreed establishment and budget 
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5.3. Role of Ward/Department Managers/Charge Nurses/Service 
Managers 

Ward/department managers/charge nurses, service managers are responsible 
for: 

▪ ensuring all staff rosters are accurately recorded on the Healthroster 
system and unused/lieu hours managed correctly. Any additional or 
under worked hours must be managed by the ward/department/unit 
manager and remain documented on the Healthroster 

▪ ensuring that a quality roster is produced, maintained and finalised in 
line with the KPIs 

▪ the safe staffing of the unit to meet service requirements 

▪ ensuring expenditure does not exceed the allocated budget  

▪ the fair and equitable consideration of requests from staff 

▪ ensuring fair and equitable annual leave is applied across the roster and 
across the year 

▪ ensuring rostered staff have the appropriate mix of skills for patient 
safety 

▪ ensuring rosters reflect the real time staffing position of the ward/unit for 
every shift by updating Healthroster and completing the Safe Care 
census at required times 

▪ ensuring pay expenditure is managed within budget 

▪ management of all roster changes and the assurance that these do not 
impact negatively on safety, efficiency or cost effectiveness 

▪ ensuring accountability remains with them for rosters produced on their 
behalf 

▪ the implementation, compliance and communication of this policy within 
their unit 

▪ ensuring the roster is finalised monthly for substantive staff and weekly 
for bank staff 

▪ ensuring that all staff are aware of the local and organisation-wide 
policies for rostering 

5.4. Role of Roster Creators/Team Leaders 

Roster creators are responsible for: 

▪ the safe staffing of the unit to meet service requirements 

▪ ensuring expenditure does not exceed the allocated budget 
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▪ the fair and equitable consideration of requests from staff 

▪ the fair and equitable application of annual leave across the roster 

▪ ensuring all rosters hours are accounted for 

▪ ensuring that the required skill mix is present 

▪ ensuring rosters reflect the real time staffing position of the ward/unit for 
every shift 

▪ the implementation and compliance within their unit 

▪ communicating staffing issues to their line managers 

▪ ensuring roster templates are populated no more than three months in 
advance (to prevent them from being deleted by the roster team when 
performing maintenance work) 

NB: annual leave requests can be authorised without creation of a roster 

▪ ensuring annual leave entitlement is correct in the system to allow staff to 
book leave through EOL/Me 

▪ ensuring the roster is kept up to date daily with real time information 

▪ ensuring the roster is finalised monthly for substantive staff and weekly 
for bank staff. (If any unavailability is missed off the roster, a manual 
absence return will need to be filled out and sent to Payroll to ensure that 
ESR is updated) 

5.5. Role of the Roster Team 

The Roster team is responsible for: 

▪ supporting the RCHT workforce to apply the policy 

▪ providing staff with advice, support and assistance to enable safe, 
efficient, fair and cost-effective rostering. Support healthy conversations 
around applying the roster policy to build effective rosters 

▪ supporting healthy conversations around applying the roster policy to 
build effective rosters 

▪ working in partnership with staff to monitor, meet and improve KPIs 

▪ educating/coaching staff 

▪ ensuring the system is fit for purpose/data quality/managing system 
upgrades/template creations and adjustments to meet 
operational/service delivery 

▪ monitor and escalate areas of poor compliance/implementation 
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▪ review the system continuously looking at service improvements and 
ensure that the system is digitally as up to date as possible (implementing 
upgrades etc) 

▪ upload finalised shifts to payroll, weekly and monthly 

5.6. Role of People and Assistant People Partners 

People and Assistant People Partners are responsible for: 

▪ supporting managers to effectively apply policies relating to staff 
absence/unavailability and to maintain a healthy, fair, equitable work-life 
balance 

▪ providing HR advice and intervention to improve staff utilisation which 
could include: 

❖ ensuring Healthroster and HR policies are working in parallel 

❖ absence management programmes 

❖ establishment reviews 

❖ harmonising shift start, finish and break times 

❖ increasing staff flexibility and availability 

5.7. Role of Payroll 

Payroll is responsible for: 

▪ ensuring staff are paid on the weekly and monthly set dates after 
submission of the file from the eRostering team, The responsibility starts 
with managers finalising worked hours within the correct date periods to 
enable payroll to action the payments 

▪ reviewing and supporting the correct overtime rates being applied to 
shifts following payroll upload 

5.8. Role of all staff 

All staff are responsible for: 

▪ attending work as per their duty roster 

▪ being reasonable and flexible with their roster requests (see Section 6.3) 

▪ complying with the requirements of the Trust’s Flexible Working Policy 

▪ raising any roster-related issues with the line manager of their unit at the 
earliest opportunity 

▪ ensuring annual leave is taken appropriately and in line with the Annual 
Leave Policy 
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▪ checking EOL/Me to verify the accuracy of worked shifts and shift 
allowances before payroll is run. EOL/Me has the function to allow staff 
to check if shifts have been submitted to payroll. By checking EOL/Me 
this will give reasonable time for staff to contact their manager if they 
have any shift issues. This includes banks shifts 

▪ working an equal share of night and weekend shifts where applicable 
unless a formal flexible working arrangement has been agreed 

▪ adhering to the requirements set out by the Roster Policy 

6. Standards and Practice 

To enable delivery of cost effective and cost-efficient services, a workforce 
establishment must have an appropriate skill mix to meet the needs of service users. 

Consideration needs to be given to the following: 

▪ each shift must be allocated by a person in charge who has the relevant skills 
and competencies, and this must be a substantive member of staff 

▪ learning programmes and development (demonstrated by study leave) should 
be allocated equitably and evenly throughout the year. (See the Trust’s Study 
Leave Policy, a copy of which is available on the Trust’s document library) 

▪ supernumerary work should be allocated fairly and appropriately in 
accordance with this policy 

▪ time for trade union activities must be recorded accurately on the healthroster 
system 

6.1. Roster template 

6.1.1. A safe, funded manpower level (FML) must be developed in line with 
allocated budget and agreed skill requirements within approved staffing 
profiles. 

6.1.2. Roster templates must be reviewed six-monthly by Finance and the 
Head of Nursing or in accordance with fluctuations in service provision 
using the Shelford Tool in the Allocate Safe Care module. 

6.1.3. The rules that govern agreed templates can only be amended by the 
Director or Deputy Director of Nursing, Midwifery and AHPs following 
the agreed process. 

6.1.4. Staff required to care for patients with enhanced care needs or for 
wards with high acuity and dependency above the agreed template 
must be redeployed on each shift via Safe Care according to acuity and 
dependency evidenced in the Shelford Tool. 

6.1.5. Templates must ensure that: 

▪ adequate handover time is built into shifts 



 

Roster Policy V4.0 
Page 16 of 42 

 

▪ the number and skill mix required per shift is determined 

▪ KPIs/unavailability are determined 

6.1.6. The budgeted establishment incorporates cover for normal workload 
along with an allowance to address non-working periods which is known 
as headroom. The headroom allowance for all ward nursing budgets in 
provided in Section 6.2. below. 

6.2. Key performance indicators (KPIs) 

It is recommended that a headroom allowance be included in the unit budget to 
cover expected absence if relevant to that unit. 

6.2.1. Current Trust headroom 21.5% 

▪ Annual leave: 14.45% 

▪ Sickness: 3.75% 

▪ Maternity/parenting leave: 0% 

▪ Study leave: 3.3% 

* In some years there may be fewer or more public holidays within a 
leave year. 

** The Trust budgets separately for maternity cover for nursing and 
medical staff as it varies by area each year. 

6.2.2. The headroom value is to reflect that staff are not available to work all 
year. As an example, if there are 100 members of staff in the 
department, at any given time 21.5 would not be available to work due 
to sickness, leave and training. The intention behind the headroom is to 
provide funding to provide full cover for areas where the headroom 
applies. Rosters should be set on the basis of the 100 members of staff, 
not 121.5 as, if that was the case, 21.5% of the 121.5 members of staff 
would not be available to work resulting in a further cost. In the case 
that the roster is set on 121.5 against 100 members of staff, it is fully 
expected that no agency or bank staff will be used during the year and 
rosters need to be carefully managed to make sure that is the case. 

6.2.3. KPI’s will be measured through two pathways: 

▪ Trust dashboard; producing graphs and trends – all units 

▪ SERF reports; measuring compliance against an agreed set of 
KPI’s – inpatient/theatres units 

6.2.3.1. Trust dashboard: rostering information is pulled from 
RosterPerform and interfaced into a Trust dashboard, the 
dashboard will be used by all staffing groups and will contain 
data on all units. This dashboard will form part of discussions 
to monitor how a unit is progressing. 
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6.2.3.2. SERF report: Safe Effective Rostered Fairly is the Rostering 
tool used to measure the Trust’s Key Performance Indicators 
against the In-Patient Areas to ensure optimisation of staff 
and safety of patients. 

The KPI’s include: 

▪ unfilled roster % 

▪ temporary staff % agency 

▪ additional duties excluding revised demand and acuity 

▪ net hours balance % 

▪ annual leave % 

▪ roster approvals 

Each KPI generates a score against the roster period being 
analysed. The overall score is RAG rated highlighting areas 
that require support with their roster. 

6.2.3.3. Units that require improvement through the SERF score will 
be escalated through the eRostering leads between the 
Ward Manager and Matron in the first instance with a 
documented improvement plan and completion dates, the 
improvement plan may also highlight other improvements 
beyond the KPI’s. 

6.2.3.4. A formal process will be created at Head of Nursing/Allied 
Health Professional level to tackle any units that continue to 
require improvements. 

6.2.3.5. Units that are highlighted as requiring improvements through 
the Trust dashboard will be addressed with the roster creator 
and department manager/service manager and an 
improvement plan created. 

6.3. Basic principles of rostering 

Rostering is a five-step monthly process: 

▪ Step 1 – to open and close rosters for requests 

▪ Step 2 – to create and partially approve the roster for publication 

▪ Step 3 – to fully approve the roster for publication 

▪ Step 4 – to update the roster after it has been published 

▪ Step 5 – to finalise the roster for Payroll 
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6.4. Roster production and validation process 
(roster requests not including annual leave) 

6.4.1. All roster groups must make requests in a standardised way to ensure 
fairness and consistency. These requests must be made via the 
EOL/Me Online system. Staff and managers must not attempt to 
undermine the standardisation process by making or accepting 
requests in alternative ways, eg handing in lists of requests or 
texting/phoning in their preferences. 

6.4.1.1. Clinical ward and theatre staff will receive a maximum 
number of requests in every 4-week roster period. To ensure 
equity and fairness to all staff the request provision will be 
set on the HealthRoster software as pro rata. All staff are 
eligible to make a flexible working application if an alteration 
in the request allocation is required – refer to Flexible 
Working Policy. 

6.4.1.2. All requests must be made before the roster closes to 
requests which will be three weeks before the roster is 
published and nine weeks before the roster is worked. This 
will allow the roster creator the opportunity to consider all the 
requests that have been made against the staffing levels and 
workload requirements within their ward/unit. 

6.4.2. To ensure equity and fairness to all staff, request provision will be set 
on the Healthroster software as pro rata. Staff will be able to request a 
maximum number of hours in every four-week roster period according 
to their contracted hours. 

6.4.3. All staff are eligible to make flexible working requests if an alteration in 
the request allocation is required (see Flexible Working Policy). 

6.4.4. Staff must remain aware that all requests will be considered but not 
always allocated. The decision to allocate or decline requests will be 
made by the manager’s consideration of service provision requirement 
and fairness between staff. 

6.4.5. EOL/Me roster request functionality will open when a roster is created 
and will automatically close nine weeks prior to the partial approval date 
of a roster. 

6.4.6. Staff are advised that rosters must be created to meet the needs of the 
service and not individual requirements. Personal patterns are informal 
agreements with the Trust and are a secondary consideration to service 
provision (please see section 4). 

6.4.7. Rosters are not final until fully approved by the authoriser. 
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6.4.8. Shifts given a high priority on the e-rostering system must be filled first, 
ie nights and weekends. This must be balanced with current skill mix 
and staffing levels from Monday to Friday. The use of bank and agency 
for nights and weekends should be avoided wherever possible. A 
minimum set of substantive staff must be rostered daily Monday to 
Sunday before the use of bank/agency is approved. 

6.4.9. The equivalent of one unused shift in hours can be carried over to the 
next roster and must be worked in the next roster. It is the responsibility 
of the worker to flag hours owed to the manager and it is the 
responsibility of the manager to monitor hours owed by staff.  

6.4.10. Working patterns 

6.4.10.1.  Each unit manager is responsible for staff ensuring 
compliance with the shift pattern combinations outlined 
below. 

▪ Staff working shift patterns of up to 9.5 hours should 
have no more than five consecutive days rostered 
(this can be increased at the discretion of the 
manager and staff member in line with WTE of 48 
hours a week 

▪ Staff working shift patterns averaging above 10 hours 
should work no more than three days or four nights 
consecutively 

▪ If mixtures of day (up to 9.5 hours and over 9.5 
hours) and night (typically 11.5 hours) shifts are 
rostered, the staff member must only work a 
maximum of four consecutive shifts 

▪ Where possible, sets of days and nights should be 
kept together 

▪ Where possible, sets of nights should be followed by 
at least two days off before days are worked 

▪ Staff should be rostered for a minimum of one 
weekend off in every four-week period. A weekend is 
defined as days off on a consecutive Saturday and 
Sunday. The minimum weekend off should not be 
preceded by a Friday night shift and/or on-call 

▪ Please refer to the On-Call Policy for on-call 
arrangements on your unit 

6.4.10.2. The Trust has a Flexible Working Policy to ensure fairness 
for all staff. 

  



 

Roster Policy V4.0 
Page 20 of 42 

 

6.4.10.3. Rosters will then be populated by requirements based on 
planned staffing, skill mix and competencies. Priority and 
high cost/hard to fill shifts must be covered first. This will 
usually be: 

▪ nights 

▪ weekends/public holidays 

▪ day shifts 

6.4.10.4. Roster creators/team leaders must ensure that staff are 
allocated to the remaining shifts according to the template 
and staff availability. 

6.4.10.5. Vacancies must be filled in accordance with the Trust 
recruitment process. 

6.4.11. Working Time Regulations 

6.4.11.1. The Regulations provide minimum health and safety 
requirements enforceable by the Health and Safety 
Executive, relating to working time and establishes 
entitlement to workers. 

6.4.11.2. The EWTD sets out the following minimum standards: 

▪ average 48-hour working week (although staff can 
opt out of this) 

▪ rest breaks: staff are entitled to have a 20-minute 
unpaid break after working more than six hours 

▪ 11 hours’ rest per 24 hours 

▪ an adult worker is entitled to an uninterrupted rest 
period of no less than 24 hours in each seven-day 
period. This is in addition to the daily rest period but 
the two can overlap 

6.4.12. Rest breaks 

To ensure all staff remain well rested and alert on duty, unpaid staff rest 
breaks must be managed and taken as detailed below. 

▪ Staff will receive a 30-minute unpaid meal break for a shift 
totalling between 7.5 – 11 hours. (The statutory minimum is a 20-
minute break for a shift of more than six hours.) Local break rules 
for breaks can be applied depending on the needs of the service 
but the statutory minimum is a requirement 
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▪ Where staff work an 11.5 hour shift or greater, two 30-minute or 
a single hour, unpaid meal break must be taken. Special 
regulations apply to young workers (16 to 18 years old). Further 
advice about this group can be obtained from the Trust’s Health 
and Safety Policy, Procedure and Guidance for the safe 
management of young people in the work environment, a copy of 
which is available from the document library 

▪ The unpaid meal break(s) should be taken away from the place 
of work and must not be taken at the start or finish of a shift 

▪ Where an unpaid meal break cannot be taken an equivalent 
period should be taken as compensatory rest at some other time 

▪ Where an equivalent period cannot be taken, payment will be 
made at either basic or overtime rate as applicable under NHS 
national terms and conditions 

▪ In circumstances where work is repetitive, continuous or 
requiring exceptional concentration, employers must ensure the 
provision of adequate rest breaks as an integral part of their duty 
to protect the health and safety of their employees. In such 
circumstances the advice of local occupational health services 
should be sought 

6.4.13. Annual leave 

6.4.13.1. Annual leave must be managed in accordance with the 
Trust’s Annual Leave and eRoster policies.  

6.4.13.2. For the purposes of optimal roster creation, the following 
principles should be applied. 

▪ In each in-patient/theatre area, the roster creator must 
calculate how many registered and unregistered hours 
are required to be allocated as annual leave each 
week with a clearly defined limit for Band 6 and above 
(this should be locally agreed) 

▪ Following the above the annual leave allowance 
should be calculated between 12-18% with an 
optimum of 14.45% of the whole time equivalent 
(WTE) contracted hours of staff in post (not funded 
manpower level). Staff who approve annual leave 
must remain aware that the annual leave allowance 
will fluctuate dependent on WTE staff in post 

▪ For non in-patient/theatre units local annual leave 
allocation rules will apply depending on the needs of 
the service 
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▪ Due to variable shift lengths and contractual 
obligations of staff across the Trust, it is advised that 
annual leave allowance is allocated as hours of leave 
per day and evenly distributed throughout the working 
week 

▪ It is expected that local agreements approved by 
operational managers are implemented for areas with 
small teams (less than seven) or who require the 
availability of specific staff skills. These arrangements 
must be created with patient safety and service 
provision as the main driver 

▪ Staff must remain aware that the suggested annual 
leave % allocation included within this policy is a 
guide. Managers have the ultimate responsibility to 
adjust annual leave allocation to meet safety and 
service requirement 

▪ The audit measure for annual leave is set from the 
KPI parameters of 12-18%, the optimum being 
14.45% to allow all staff to take their required annual 
leave for in-patient/theatre units 

▪ It is the responsibility of managers to ensure that 
annual leave is planned ahead and quarterly 
percentages are used to prevent large amounts of 
annual leave being left towards the end of the leave 
period. These percentages are calculated in EOL/Me 
for staff to review personally 

▪ Annual leave should be requested by the staff 
members and then authorised by the ward/department 
manager/charge nurse/line manager prior to the roster 
full approval date. EOL/Me will close to requests 63 
days before the start of a roster in clinical units, this 
will allow time for the ward manager/unit manager to 
plan the roster for 2 weeks before the partial approval 
date 

▪ Annual leave can be authorised after this date 
following negotiation with managers who hold 
responsibility to maintain patient safety and service 
provision. These requests should be kept to a 
minimum to reduce temporary staffing requirements 
and maintain patient safety 

▪ For in-patient/theatre areas whose establishment is 
above seven people, authority for leave from 15-18% 
is to be approved by the Heads of Nursing and AHPs 
and above 18% is to be approved by the Director or 
Deputy Director of Nursing, Midwifery and AHPs 
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▪ Local agreements for Christmas and New Year annual 
leave are made in line with organisational service 
delivery and patient safety requirements. They are to 
be shared across the organisation annually by senior 
line managers and clinical matrons prior to approval 
by the Director or Deputy Director of Nursing, 
Midwifery and AHPs 

▪ The amount of annual leave taken during school and 
bank holidays should remain within the 11-17% range. 
Discussions should be encouraged between those 
requesting time off so that each member of staff has 
an equal chance of being granted annual leave. 
Annual leave requests for school holidays will be 
shared equally amongst those making requests. 
Consideration can be taken to service demands 
during this period 

▪ Annual leave requests in excess of two weeks should 
be agreed with the department/service/ward manager 
and matron/Head of Nursing and AHPs 

▪ Where possible, all leave should be planned and 
booked in advance at the start of the annual leave 
year 

▪ Staff should aim to take 25% of their leave each 
quarter throughout the leave year as follows. (This will 
continue to be at the discretion of the manager and 
the staff member as at times this rule may not be able 
to be applied): 

❖ 25% of leave taken 1st quarter 

❖ 50% next two quarters 

❖ 25% last quarter 

▪ Annual leave requests that exceed the documented 
acceptable level for the department will not be 
approved 

6.4.14. Supernumerary allocation 

6.4.14.1. Supernumerary shifts can be allocated for new starters. The 
first week should be entered on eRoster as induction and the 
second week as supernumerary. 

6.4.14.2. The supernumerary period should not extend beyond one 
working week after induction however the line manager in 
conjunction with their manager can authorise supernumerary 
shifts for an extended period. 
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6.4.14.3. The line manager can authorise supernumerary shifts in an 
exceptional requirement. 

6.4.15. Study leave 

6.4.15.1. The Trust has a Study Leave policy on the intranet outlining 
the expectation of managers and staff when applying for 
study leave. 

6.4.15.2. All study leave requests should be submitted via EOL/Me. 
The request period will close 9 weeks before the roster 
starts. It is the joint responsibility of the staff member to 
request the correct study leave time and the manager to 
check this on the system. 

6.4.15.3. If the study leave period does not conform with staff 
members working pattern, then any discrepancies in hours 
should be worked back or taken as toil. Staff may be asked 
to work the hours back on the day the study leave is 
undertaken. 

6.4.15.4. The Study Leave for Non-Medical Staff Policy states that, if 
any member of staff is requesting study time over 7.5 hours, 
a form is to be completed and sent to their manager. This 
form is attached within the Study Leave for Non-Medical Staff 
Policy. 

6.4.15.5. At times mandatory training and other study leave will be 
cancelled. The staff member must let their manager know as 
soon as possible as they may be requested to return to work 
on that date. 

6.4.15.6. In Opel 4 and periods of high demand managers may have 
to make the decision to cancel the staff member’s study 
leave and request them to work. Managers must consider 
staff who may be undertaking mandatory training before 
study leave is cancelled. 

6.4.16. Sickness absence 

6.4.16.1. Sickness absence should be managed in accordance with 
the Attendance Management Policy. 

6.4.16.2. The organisation’s sickness absence target is 3.75%. 

6.4.16.3. All sickness must be recorded in the healthroster system in 
‘real time’, ie on the day that the absence occurs. 

6.4.16.4. Ward managers/unit managers should ensure that medical 
certificates are obtained according to the Attendance 
Management Policy, return to work interviews completed and 
the healthroster system updated accordingly. 
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6.4.16.5. Following a period of short-term sick leave a staff member 
must not work any additional hours or bank for a period of 
one week, however this can be at the discretion of the 
manager dependant on the sickness circumstances. 

This period of not working additional hours or bank may be 
extended dependent upon individual circumstances following 
discussions with Occupational Health, People and Assistant 
People Partners and staff-side. There may be individual 
circumstances where, in order to meet the needs of the 
service, it may be necessary to allow staff to work additional 
hours or bank following a period of sickness. 

 
6.4.16.6. Following a period of long-term sick leave, the ward/unit or 

department manager should seek advice from Occupational 
Health about when an individual may resume working 
additional hours or bank. 

6.4.17. Rostering Nursing, Midwifery and AHP Students 

6.4.17.1. Students will be allocated to rosters, before their placement 
starts, for the placement duration. If any students are not 
appearing on the roster, you must contact Rostering/LandD 
to arrange for them to be added. Any students coming 
directly to your unit (from an outside organisation, or not the 
usual University) should go through LandD and any required 
process (contracts/induction/training) before being added to 
your roster. 

6.4.17.2. All nursing, midwifery and AHP students must have rostered 
duties and be allocated the optional student shifts provided. 
Any absences are also required to be recorded. Accurate 
records of duties are vital for reporting to HEE and to claim 
any related tariffs. 

6.4.17.3. Students are supernumerary but are required to experience a 
variety of shifts 24/7. Blocks of supernumerary time should 
not be assigned; optional shifts are provided on the template 
and, if more are required, please contact the rostering team 
to increase. 

6.4.17.4. Normally students on a fixed placement do not have annual 
leave entitlement (including public holidays) or study days 
(unless already added on the roster by LandD) therefore 
these should not be appearing without prior consultation with 
practice educators. 

6.4.17.5. Should you have a student allocated to your roster that does 
not attend, please contact LandD and/or the rostering team 
to advise. 
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6.4.17.6. Optional student vacant duties MUST NOT be used for 
regular staff. 

6.5. Changes to a published roster 

6.5.1. Once the roster is published, shift changes must be kept to a minimum. 
The governance process of rosters being partially and fully approved is 
utilised as an assurance to the Trust that rosters are safe, efficient and 
fair. 

6.5.2. There is an understanding from the Trust that service provision 
requirement and staff unplanned absence will produce the requirement 
for shift changes. In these circumstances the following must be adhered 
to. 

▪ Alterations to approved rosters must be kept to a minimum 

▪ All roster alterations and reasons for amendment must be 
recorded in Healthroster 

▪ It is the responsibility of the person in charge of the 
ward/department to amend rosters in a timely way with 
unavailability shifts to ensure accurate visibility/patient safety via 
Healthroster/Safe Care Live 

▪ Any enforced roster changes due to unplanned absence must be 
entered on Healthroster at the earliest opportunity 

▪ It is the responsibility of the ward manager/charge nurse/service 
manager to authorise/approve any swapping of shifts/duties 

▪ All changes should be negotiated with the individual with an 
equal band/skills and approved by the manager. Overall skill mix, 
student mentoring arrangements need to be considered 

▪ Full approvers of rosters remain accountable for the rosters they 
approve therefore local agreements for notifications of roster 
changes are advisable 

▪ Rosters should be finalised in keeping with organisational cut-off 
dates for Payroll. Units not finalised on the day of the extract will 
be advised by the Rostering Team of any unflnalised duties or 
unavailability’s in the pay period and removed from the extract 
batch if finalisation has not been completed at the time of extract 

▪ The recommendation is to finalise your roster daily for the 
previous day 

▪ It is the responsibility of managers to circulate changes on 
approved rosters to the effected members of staff, all changes 
will be submitted into EOL/Me as well 
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6.6. Staff shortage escalation 

(See flow-chart provided in Appendix 3.) 

6.6.1. Safecare 

6.6.1.1. Safecare daily staffing meeting will be held twice daily to escalate 
staffing shortages. It is the requirement of all safecare wards to 
update the patient acuity census 3 times a day in order to 
produce the most accurate information on the safecare wheel for 
the safer staffing meetings. 

6.6.1.2. The safecare nurse staffing meetings are our local process to 
support a trust wide overview and assessment of staffing levels 
and skill mix to highlight hotspots and any potential issues. At the 
meeting a responsive plan will be developed to maintain safe 
nurse staffing across our three hospital sites. 

6.6.1.3. The safecare nursing SOP sits with the HON/AHPs and sets out 
the roles and responsibilities as well as the safecare practices. 

6.6.2. Temporary staff – internal bank (Kernowflex) 

6.6.2.1. Following full approval of the roster it is the responsibility of the 
person in charge of the area to convert the vacant shifts to bank 
fulfilment and complete the required grade field immediately 
before approval. EOL/Me will allow staff to direct book shifts. 

6.6.2.2. Shifts are required to be finalised daily by the unit to ensure staff 
are paid in time. 

6.6.3. Temporary staff – agency 

6.6.3.1. Duties should be sent to bank only once all efforts have been 
made to utilise all available contracted hours on the roster as 
well as seek available staff via redeployment from other areas. 

6.6.3.2. When bank and redeployment options have been exhausted, 
vacant shifts will be sent to agencies to cover in accordance 
with the Trust’s Agency Rules (Appendix 4). 

6.6.3.3. Heads of Care Groups/Nursing and AHPs are accountable and 
responsible for the authorisation of the booking of agency staff 
within their funded establishment. This should be completed on 
the electronic form within process and sent to the Kernowflex 
generic e-mail address. 

6.6.3.4. Shifts will not be sent to agency without Head of Care Group 
approval. 

6.6.3.5. Agency workers should only be booked via the Bank Office 
using only the approved agencies in the first instance. 

mailto:rcht.kernowflexbookingoffice@nhs.net
mailto:rcht.kernowflexbookingoffice@nhs.net
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6.7. Roster approval/validation 

6.7.1. All rosters must be approved in accordance with the dates highlighted in 
the roster approval calendar published by the Trust’s eRoster team. 

▪ Time-tables for roster partial approval are seven weeks in 
advance 

▪ Time-tables for roster full approval are six weeks in advance 

▪ Rosters’ total unavailability for inpatient and theatre units should 
not exceed the Trust headroom set at 21.5% for the agreed 
KPIs: annual leave, sickness, study leave, special/other leave, 
parenting, working day 

6.7.2. All completed rosters must be reviewed and scrutinised for assurance 
of safety, efficiency and fairness prior to approval. All reasonable 
adjustments must be made to a roster prior to approval and publication 
to achieve optimisation. 

6.7.3. The review must include: 

▪ potential for unsafe shifts 

▪ shifts for which temporary staff are planned. Managers to discuss 
the option of using staff from within the Trust rather than 
temporary staff to cover unfilled shifts 

▪ total unavailability exceeding RCHT agreed headroom 21.5% 

▪ any hours left to work 

▪ take charge shifts covered by substantive staff 

Any issues identified must be reviewed with the senior manager. 

6.7.4. The eRoster team are available to offer advice and support to help 
achieve an optimised roster. 

6.7.5. Each completed roster must have two levels of authorisation: 

▪ level 1: partial approver (e.g. Ward Manager/Charge Nurse/Unit 
Manager/Roster Creator) 

▪ level 2: full approver (e.g. Matron/Head of Nursing and 
AHPs/Service Lead/Manager) 

6.7.6. The partial and full approver/authorisers will be determined locally. The 
first authoriser may be the same person who drafted the roster if that 
person is the Ward/Department/Service Manager. 

All rosters must be approved in accordance with the dates highlighted in 
the rostering approval calendar, a copy of which is available from the 
eRoster team. 
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6.7.7. The eRoster team will monitor compliance. SERF reports will be 
submitted via the Director of Nursing reviewing KPIs from your unit. 

6.7.8. All changes made after full review must be reviewed and monitored for 
safety by Service Leads, Matrons and Heads of Nursing, Midwifery and 
AHPs. Rosters can be rejected and re-approved. 

6.8. Roster finalisation for Payroll and review 

6.8.1. Healthroster must be used as the tool to calculate the total number of 
unworked hours to ensure a record of under and over-used hours. 

6.8.2. Persons responsible for finalisation of rosters must give assurance that 
the hours worked are correct before finalising the roster which is then 
transferred to Payroll by the roster team. It is recommended that staff 
should not adjust their own roster or assign their own additional hours. 

6.8.3. Service leads, service managers, ward managers, charge nurses, 
matrons and Heads of Nursing, Midwifery and AHPs must review total 
hours worked under and over contract for each roster period and take 
action with staff to balance them by working their contracted hours. 

6.8.4. Staff who have worked additional hours must be assigned additional 
basic up to full-time and overtime for working over 37.5 hours. The 
eRoster team are available for payroll training. 

6.8.5. The roster team must work in partnership with Trust staff to support 
them in creating, maintaining and optimising rosters. 

6.8.6. For approval of any retrospective payroll adjustments, the staff 
member’s manager must complete an e-roster electronic amendment 
form (available from the rostering team/Payroll department). 

6.8.7. Deadline for payroll submission 

▪ It is the department/ward manager’s responsibility to ensure that 
the electronic roster is finalised in time to meet the submission 
deadline 

▪ Shifts should be finalised daily for the previous day 

▪ The deadline will be the 5th of the month 

▪ Failure to meet the deadline will require completion of an 
adjustment form in order to record any missed sickness, 
enhanced hours, overtimes, etc 

6.9. Roster maintenance 

6.9.1. Healthroster must be updated in real time. 
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6.9.2. Managers are responsible for checking and updating the rosters daily to 
ensure an accurate record of time worked, unplanned leave, shift swaps 
(if approved), staff movements to other wards and any other changes to 
the published roster. Staff swaps can be worked out between two staff 
with the correct competency level to swap and then submitted to the 
manager to approve. 

6.9.3. Roster changes after approval reports will be run by the Rostering team 
and submitted to senior nursing managers. 

6.9.4. Service leads, ward managers/charge nurses, matrons, Heads of 
Nursing, Midwifery and AHPs are responsible for redeploying staff in 
real time via Safe Care or Healthroster. 

6.9.5. Site co-ordinators are responsible for redeploying staff in real time out 
of normal hours: evenings, nights and weekends. 

6.9.6. Skill mix 

Staff skills must be allocated evenly across a roster to provide safe, 
effective, roster cover which must include senior leadership. Skill mix 
and establishment in all areas will be risk assessed and reviewed at 
least annually in line with the Trust’s business planning cycle and an 
agreement signed off by each area manager. 

6.9.7. Shift times 

6.9.7.1. Staff are expected to work the shift patterns applicable to 
their department/ward. Due to the flexible nature of health 
care provision, the ward/department may need to alter shift 
patterns to reflect service demand. Where this requirement is 
identified, the department will give a minimum of two weeks’ 
notice to the staff affected by the change. 

6.9.7.2. All requests by staff to work outside of designated shift 
patterns need to be made in writing and formally agreed as 
per the Trust’s Flexible Working and Work Life Balance 
Policy. 

6.9.8. Net hours’ management 

6.9.8.1. It is the responsibility of the ward/unit manager to ensure that 
all staff are rostered for their contracted hours within a four-
week roster period. Where this has not been possible, e.g. 
where a rostered study day affects the total hours worked in 
a four-week period or the use of long days requires a ‘make 
up’ shift, the net hours owed/owing should never be allowed 
to exceed the equivalent to one shift. Before considering 
whether a staff member is entitled to time owing the ward 
manager/unit manager or clinical lead must take into account 
the net hours’ total. In the event that staff accrue more hours 
owing than the aforementioned limits unit managers will, at 
their discretion, allocate an additional shift to the staff 
member. 
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6.9.8.2. Substantive staff will not be accepted to work additional bank 
shifts if their hours owing balance shows that they owe the 
Trust more than or equal to a shift. 

6.9.8.3. Time accrued relates to hours worked over and above a staff 
member’s contracted hours. Taking the time back must fit 
around the needs of the safe service delivery and agreed 
with the manager. 

6.9.9. Robust rosters 

The proficient application of available staff hours to rosters underpins 
the success of an efficient, effective and safe roster. Rosters that fall 
outside the set protocol parameters of contracted staff must be 
authorised by the matron or departmental manager. Rosters must only 
be submitted to the matron/department manager for approval after 
careful inspection and review of the roster analyser. If the roster is not 
approved it will be passed back to the ward/unit manager for re-
working. Where indicated, the matron/department manager or 
equivalent will give advice and support the ward/unit manager.  

The following must be taken into account when producing rosters. 

6.9.9.1. Unfilled shift duties 

 Where unfilled shifts exist, clinical leaders/ward/unit 
managers must ensure that: 

▪ the contracted hours of all staff are used 

▪ total unavailability does not exceed the funded 
headroom (with the exception of long-term sickness). 
Maternity leave is not included in funded headroom 

▪ study leave has the correct hours in that they are 
relevant to the study time 

▪ annual leave does not exceed the stated thresholds 

▪ no replacement staff are booked without assessing 
the need for them; the grade that is required and the 
time that they are needed to start and finish as 
agreed by the matron/head of service or equivalent 

▪ bank and agency staff are not used to take charge of 
a ward unless they are known to the ward, have been 
assessed as competent to do so and are willing to 
take charge. This must be approved by the Clinical 
Lead 
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▪ if the staffing numbers are above the agreed 
minimum establishment for a shift, the matron/head of 
service is informed and approves the reason why an 
area needs additional staff (eg confused patient 
requiring 1:1 care, high patient dependency care 
needs dictated by the capture of patient acuity and 
dependency data using the Safe Care tool) 

It should be ensured that clinical shifts match the acuity of 
the unit and therefore any unrequired shifts can be deleted 
from the vacant box. This should be completed on the day of 
mitigation. 

6.9.9.2. Staff redeployment 

 During staff shortages, it is accepted that staff may be 
required to work in other areas to provide a safe and efficient 
service. The senior team or other designated person for each 
area is responsible for the redeployment of staff to meet 
service requirements. Out of hours, this decision will be 
made by the clinical site/on-call manager and recorded in 
Healthroster. 

 Where staff are needed to be redeployed through Safe Care 
all redeployment must be completed at the daily staffing 
meeting and on the Safe Care system before the meeting 
finishes. Out of hours is completed by the site co-ordinators. 

 Other staff redeployments can be redeployed through the 
Healthroster system with guidance from the eRostering team. 

Agency staff redeployments must be completed through the 
Kernowflex department only. 

7. Dissemination and Implementation 

7.1. This policy will be located on the Trust intranet. Operational deadlines for roster 
preparation, production and management processes are available on the Trust’s 
eRoster intranet page. 

7.2. A copy of the policy will be circulated to the Heads of People and OD and and 
Assistant People Partners to enable them to participate in and support the 
implementation of the policy. 

7.3. A clear communication will be sent to managers to make them aware that the 
revised policy has been issued and that they are responsible for cascading the 
information to their line managers and staff members including those who do not 
have regular access to e-mail. 

7.4. The Chair of the Joint Consultative Negotiating Committee (JCNC) will be 
advised of the issue of the new policy. 
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8. Monitoring compliance and effectiveness 

Information 
Category 

Detail of process and methodology for monitoring 
compliance 

Element to be 
monitored 

Approval and lockdown compliance 

Lead 
Heads of Nursing, Midwifery and AHPs, General Managers 
and Service Managers 

Tool Monitoring will be undertaken via Roster Perform 

Frequency Monthly reporting 

Reporting 
arrangements 

Group reporting 

Acting on 
recommendations 
and Lead(s) 

Monitored improvement plans will be created as required by 
the eRoster team 

Change in practice 
and lessons to be 
shared 

Monitored improvement plans will be created as required by 
the eRoster team and circulated to stakeholders 

9. Updating and Review 

9.1. This policy will be reviewed no less than every three years. 

9.2. Revisions may be made ahead of the review date when the procedural 
document requires updating. Where the revisions are significant and the overall 
policy is changed, the author will ensure the revised document is taken through 
the standard consultation, approval and dissemination processes. 

9.3. Where the revisions are minor, eg amended job titles or changes in the 
organisational structure, approval will be sought from the Executive Director 
responsible for signatory approval, and re-published accordingly without having 
gone through the full consultation and ratification process. 

(See Next Page) 
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10. Equality and Diversity  

10.1. This document complies with the Royal Cornwall Hospitals NHS Trust service 
Equality and Diversity statement which can be found in the 'Equality, Inclusion 
and Human Rights Policy' or the Equality and Diversity website. 

10.2. Royal Cornwall Hospitals NHS Trust is committed to a Policy of Equal 
Opportunities in employment. The aim of this policy is to ensure that no job 
applicant or employee receives less favourable treatment because of their race, 
colour, nationality, ethnic or national origin, or on the grounds of their age, 
gender, gender reassignment, marital status, domestic circumstances, disability, 
HIV status, sexual orientation, religion, belief, political affiliation or trade union 
membership, social or employment status or is disadvantaged by conditions or 
requirements which are not justified by the job to be done. This policy concerns 
all aspects of employment for existing staff and potential employees.  

10.3. Equality Impact Assessment 

The Initial Equality Impact Assessment Screening Form is at Appendix 2. 

(See Next Page) 
  

http://www.rcht.nhs.uk/GET/d10268876
http://www.rcht.nhs.uk/GET/d10268876
http://intranet-rcht.cornwall.nhs.uk/shelf/equality-and-diversity/
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 Appendix 1. Governance Information 

Information Category Detailed Information 

Document Title: Roster Policy V4.0 

This document replaces (exact 
title of previous version): 

eRoster Policy V3.0 

Date Issued/Approved: May 2022 

Date Valid From: June 2022 

Date Valid To: June 2025 

Directorate / Department 
responsible (author/owner): 

Michelle Brassington – eRoster Service Manager 

Contact details: 01872 255755 

Brief summary of contents: 

This policy sets out the roles, responsibilities and 
rules for the safe, effective, efficient and prompt 
rostering of staff in the Royal Cornwall Hospitals 
NHS Trust. 

Suggested Keywords: Roster, eRoster, safe staffing, electronic roster 

Target Audience: 

RCHT:  Yes 

CFT: No 

KCCG:  No 

Executive Director responsible 
for Policy: 

Director of People and OD 

Approval route for consultation 
and ratification: 

▪ Senior Nursing Group 

▪ JCNC – Joint Consultative Negotiation 
Committee 

General Manager confirming 
approval processes: 

Head of People Operations 

Name of Governance Lead 
confirming approval by 
specialty and care group 
management meetings: 

Angela Chisholm 

Links to key external standards: CQC Regulation 18 
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Information Category Detailed Information 

Related Documents: 

▪ Annual Leave Policy 

▪ Attendance Management Policy  

▪ Flexible Working and Work Life Balance Policy 

▪ On-Call Policy 

▪ Safe Care Live Module Standard Operating 
Procedure 

▪ Special Leave Policy 

▪ Study Leave for Non-Medical Staff Policy  

▪ Working Time Regulations Policy 

Training Need Identified? Yes – provided by CITS RCHT and eRoster Team 

Publication Location (refer to 
Policy on Policies – Approvals 
and Ratification): 

Internet and Intranet 

Document Library Folder/Sub 
Folder: 

Human Resources 

Version Control Table  

Date 
Version 
Number 

Summary of Changes 
Changes Made 
by 

18.07.2008 V1.0 Initial Issue Jo Perry 
HR Director 

22.11.2010 V2.0 Policy Review 
Dale Travis 
SIP Manager 
Nursing and HR 

14.11.2011 V2.1 
General amendments following JCNC 
consultation 08.11.2011 

Tina Holden-
Grego 
Head of 
Kernowflex and 
eRostering 

29.06.2012 V2.2 
General amendments following OMG 
consultation 

Tina Holden-
Grego 
Head of 
Kernowflex and 
eRostering 

01.08.2012 V2.3 
General amendments following Facility 
Department consultation 01.08.2012 

Tina Holden-
Grego 
Head of 
Kernowflex and 
eRostering 
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Date 
Version 
Number 

Summary of Changes 
Changes Made 
by 

17.02.2015 V2.4 
Sickness KPI (Appendix 3) amended in line 
with Attendance Management Policy and 
Procedure 

Hannah Barclay 
Rostering Team 

June 2019 V3.0 

Full policy review as per Lord Carter roster 
recommendations including: 

• Change to policy name 

• Inclusion of summary flow-chart 

• Review of KPIs 

• Pro-rata requests 

Natalie 
Acheampong 
Head of 
Kernowflex and 
eRoster 

September 
2021 

V4.0 

Full policy review as per NHSI and Lord 
Carter recommendations including: 

• to implement an effective approval 
process and review again KPI’s  

• set up a formal process of tackling 
areas requiring improvement with 
escalation paths   

• develop the associated cultural 
change and communication plans to 
resolve any underlying policy or 
process issue 

Michelle 
Brassington 
eRoster Service 
Manager 

All or part of this document can be released under the Freedom of Information Act 

2000 

This document is to be retained for 10 years from the date of expiry. 

This document is only valid on the day of printing 

Controlled Document 

This document has been created following the Royal Cornwall Hospitals NHS Trust 

Policy for the Development and Management of Knowledge, Procedural and Web 

Documents (The Policy on Policies). It should not be altered in any way without the 

express permission of the author or their Line Manager. 
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Appendix 2. Equality Impact Assessment 

Section 1: Equality Impact Assessment (EIA) Form  

The EIA process allows the Trust to identify where a policy or service may have a negative 
impact on an individual or particular group of people. 

For guidance please refer to the Equality Impact Assessment Policy (available from the 
document library) or contact the Equality, Diversity and Inclusion Team 
rcht.inclusion@nhs.net  
 

Information Category Detailed Information 

Name of the strategy / policy / proposal / 
service function to be assessed: 

Roster Policy V4.0 

Directorate and service area: People and OD (formerly Human Resources) 

Is this a new or existing Policy? Existing 

Name of individual completing EIA 
(Should be completed by an individual with 
a good understanding of the Service/Policy): 

Michelle Brassington 

eRoster Service Manager 

Contact details: 01872 255755 

 

Information Category Detailed Information 

1. Policy Aim - Who is the 
Policy aimed at? 

(The Policy is the 
Strategy, Policy, 
Proposal or Service 
Change to be assessed) 

To support all Trust staff in the use of eRoster. 

2. Policy Objectives To ensure a consistent approach to safe, fair and efficient 
roster management across the Trust. 

3. Policy Intended 
Outcomes 

To deliver increased productivity and support senior staff in 
establishing the staffing requirements to effectively deliver 
the services and reduce the use of temporary staffing 
solutions. 

4. How will you measure 
each outcome? 

Monitoring through Roster Perform. 

5. Who is intended to 
benefit from the policy? 

Managers and staff 

mailto:rcht.inclusion@nhs.net
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Information Category Detailed Information 

6a. Who did you consult 
with? 

(Please select Yes or No 
for each category) 

• Workforce:  Yes 

• Patients/ visitors: No 

• Local groups/ system partners: No 

• External organisations: No 

• Other: No 

6b. Please list the 
individuals/groups who 
have been consulted 
about this policy. 

Please record specific names of individuals/ groups: 

Senior Nursing Group 

JCNC – Joint Consultative Negotiation Committee 

6c. What was the outcome 
of the consultation?  

Policy approved 

6d. Have you used any of 
the following to assist 
your assessment? 

National or local statistics, audits, activity reports, 
process maps, complaints, staff or patient surveys: 

No 

 

7. The Impact 
Following consultation with key groups, has a negative impact been identified for any 
protected characteristic? Please note that a rationale is required for each one. 
 
Where a negative impact is identified without rationale, the key groups will need to be 
consulted again. 

 

Protected Characteristic (Yes or No) Rationale 

Age No 

Staff may be treated differently due to age, 
i.e., different regulations for 16-18 year 
olds 

Sex (male or female)  No  

Gender reassignment 
(Transgender, non-binary, 
gender fluid etc.) 

No  

Race No  

Disability (e.g. physical or 
cognitive impairment, mental 
health, long term conditions 
etc.) 

No 

Consideration to any reasonable adjustments 
that may be necessary for staff who fall under 
the disability section of the Equality Act 2010 
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Protected Characteristic (Yes or No) Rationale 

Religion or belief No 

Consideration should be given to the religious 
needs of staff, eg staff from different faiths 
wishing to take leave for key religious 
occasions 

Marriage and civil 
partnership 

No  

Pregnancy and maternity No  

Sexual orientation (e.g. gay, 
straight, bisexual, lesbian etc.) 

No  

A robust rationale must be in place for all protected characteristics. If a negative 
impact has been identified, please complete section 2. If no negative impact has been 
identified and if this is not a major service change, you can end the assessment here. 

I am confident that section 2 of this EIA does not need completing as there are no 
highlighted risks of negative impact occurring because of this policy. 

Name of person confirming result of initial impact assessment: Michelle Brassington 

If a negative impact has been identified above OR this is a major service change, 
you will need to complete section 2 of the EIA form available here: 
Section 2. Full Equality Analysis 

  

http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/ChiefExecutive/Templates/Section2FullEqualityAnalysis.docx
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Appendix 3. Staff shortage escalation 

 

Staff member discusses concerns with the Ward Leader/ 
Charge Nurse/Nurse in Charge

Ward Manager/Charge Nurse/Nurse in Charge to take the following actions. 

▪ To assess the safety of the shift in line with Safe Care data and expected ward staffing: 
accepting a minimal safe level that may be less than the staff member is expecting but in 
line with the agreed minimum safe staffing levels for one shift depending on acuity and 
dependency. 

▪ Communicate the rationale to the staff member/team as regards the reported staffing issue 
and the proposed plan. 

▪ To review roster for the week and move staff appropriately without compromising the safety 
of the donor shift. 

▪ Contact all staff who are not on duty with possible availability to see if the shift can be 
covered. 

▪ Contact site co-ordination team regarding staffing numbers, ward acuity and Safe Care 
information. 

If staff shortage unresolved then escalate to: 

 Clinical Matron (in hours) 

Clinical Site Co-Ordinator (out of hours) 

Clinical Matron to take the following actions. 

▪ To assess the safety of each shift in line with Safe Care data and expected ward staffing: 
accepting a minimal safe level that may be less than the staff member is expecting but in 
line with the agreed minimum safe staffing levels for one shift/acuity and dependency. 

▪ Ensure the Ward Manager/Charge Nurse/Nurse in Charge has taken all appropriate 
actions. 

▪ If all considered and the Clinical Matron considers the staffing for the shift to be safe, 
communicate with Ward Sister/Charge Nurse/Nurse in Charge providing the rationale. 

▪ Review staffing across the Care Group to see if support can be achieved from another 
clinical area. 

▪ Discuss with Head of Nursing, Midwifery and AHPs/Chair of Safe Care decision made on 
bank/agency. 

▪ Requests for bank/agency are authorised by the Head of Nursing, Midwifery and AHPs and 
submitted for signature. 

Staffing concerns raised by a ward staff member 
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Appendix 4. Agency rules 

1) All roster templates (demand) will be re-aligned to the funded budget (capacity) 
and locked down so that expenditure cannot exceed budget. 

2) There will be no approvals of specialling other than in exceptional circumstances. 

3) No agency requests will be authorised for healthcare assistants. 

4) No Tier 4 agency use is permitted. 

5) Clinical directorates will be required to review, on a monthly basis, the use of all 
medical agency staff and set out the plan for how the usage can be reduced. 

6) There will be no agency or additional duty hours to cover study leave, 
professional leave or training. 

7) All agency staff bookings must be a last resort and all must be made through 
Kernowflex/KernowMedic. Agency staff invoices for bookings not made through 
Kernowflex/KernowMedic will not be paid. 

8) Should an exception arise where a waiver is to be sought in relation to any of 
these rules, the authority is: 

▪ for rule 2 both the appropriate Clinical Nurse Specialist and the Clinical 
Matron on an individual shift by shift basis, in advance of the booking being 
made 

▪ rules 3 and 4, the Director or Deputy Director of Nursing, Midwifery and 
AHPs or Exec on call, and 

▪ rule 5, the Chief Operating Officer. 


