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RESEARCH GOVERNANCE AND QUALITY ASSURANCE POLICY 
 
 
 

 
All IAHS staff and students are required to have read the IAHS Research Governance and Quality 
Assurance policy and should do everything in their power to uphold its principles.   
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INTRODUCTION 
 
In 1999, the Institute of Applied Health Sciences (IAHS) was established at the College of Life 
Sciences and Medicine (CLSM) within the University of Aberdeen (UoA), in order to expand 
excellence in research into the distribution and determinants of health and disease in populations, and 
healthcare provision. Members of IAHS include researchers undertaking applied health sciences 
research in the University, NHS Trusts and Health Boards. The development paralleled the 
establishment within the University of the Institute of Medical Sciences (IMS) for researchers 
undertaking laboratory-based medical research.  Membership of IAHS remains open to anyone 
undertaking applied health services research in the University of Aberdeen and NHS Grampian.  A 
key objective is to foster multi-disciplinary research across University and NHS sectors. 
 
This Research Governance and Quality Assurance Policy addresses the quality of research and the 
research environment within IAHS and is in adherence with the University’s over-arching Framework 
for Research Governance.  It sets out the general principles on quality of work that all research staff, 
at all levels in the IAHS are expected to uphold, whether conducting research entirely within IAHS, or 
in collaborations between IAHS and other individuals or organizations, in the UK or abroad. All 
research is to be conducted within the appropriate legislative and regulatory environment.  
 
 
2.  MISSION OF IAHS / QUALITY STATEMENT 
 
The IAHS’s mission is: 
 
“To improve health and health care delivery through excellence in applied health sciences 
research” 
 
IAHS seeks to achieve this mission by creating a vibrant research culture that provides staff with the 
support and facilities required for the efficient conduct of research into the need for, access to, and 
delivery of healthcare.  The research contributes locally, nationally and internationally to the evidence 
base needed by individuals, health care providers and organisations when making decisions about 
maximising health and optimising health care services. As well as producing high quality research 
findings, the IAHS contributes to building capacity in health service research by providing training and 
development opportunities for its members. User involvement in the development and production of 
research is recognised as having an increasing level of importance.  
 

 
3.  VALUES OF IAHS 
 
The IAHS strives to maintain the highest ethical, research and financial standards in all its activities.  
Underpinning its work are a number of fundamental values: 
 

 Integrity and honesty 

 Openness and accountability 

 Fairness 

 Respect for individual members’ development aspirations 

 A desire to produce research that contributes to health gains as well as academic kudos.  

 Adherence to the University Framework for Research Governance 
http://www.abdn.ac.uk/staffnet/research/research-governance-304.php 

 
 
4.  SCOPE of QUALITY ASSURANCE 
 
All staff are expected to accept individual and collective responsibilities for the quality of their own 
work and for personally following the guidelines in the University of Aberdeen Handbook for Research 
Governance.  Whilst the IAHS (through its Director and the Research Governance and Quality 
Assurance Committee (RGQA Committee)) is responsible for defining quality policy in specific areas 
within the IAHS and for ensuring that all staff working in these areas are aware of this policy, 
implementation of this policy is the responsibility of the senior staff members responsible for individual 
research groupings and PIs responsible for individual projects.  Staff will be expected to co-operate 

http://www.abdn.ac.uk/staffnet/research/research-governance-304.php
http://www.abdn.ac.uk/staffnet/research/research-ethics-and-governance-2778.php
http://www.abdn.ac.uk/staffnet/research/research-ethics-and-governance-2778.php
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with all regulatory authorities in the conduct of audits, disclosing of information, confidential or 
otherwise, requested by legitimate inspectors for quality assurance (QA) purposes. Quality 
documentation, where needed, is signed for on behalf of IAHS by the Director or in her or his 
absence, by the Chairperson of the RGQA Committee.   
 
All staff engaged in research will work to the highest standards and report to the Director any 
occurrence that may affect the conduct of their operations.  To help facilitate a high standard across 
the IAHS, the IAHS has established a Monitoring and Audit Group (MAGI).  The MAGI aims to review 
research conducted within IAHS, with a view to assuring its quality and rigour, and identifying any 
issues that need to be addressed by the IAHS.  MAGI personnel will conduct periodic inspections of 
IAHS research groupings to review their facilities, audits of studies in progress and checks on staff 
training and competence.  It is the responsibility of PIs and research group leads to ensure that 
relevant documentation (e.g. the study protocol, research records and any Standard Operating 
Procedures) are available to all relevant personnel to enable them to carry out their tasks correctly.  
 
These processes will be facilitated by IAHS Research Groups, whose heads will be responsible for 
ensuring that QA requirements can be met. 
 
 
5.  HEALTH and SAFETY ACROSS IAHS 
 
All research and related work will be conducted in compliance with the UoA Health and Safety Policy 
http://www.abdn.ac.uk/safety/pol.hti, with local arrangements detailed in the IAHS Health and Safety 
Policy, available from the DAHS SharePoint site (https://sp.abdn.ac.uk/clsm/dahs/default.aspx).   
The UoA undertakes to ensure all reasonable and practicable steps are undertaken to safeguard the 
health and safety of all employees and students while at work and to protect other persons from 
hazards to health and safety arising out of the University's activities.  It is incumbent upon the heads 
of Research Groups, Principal Investigators and all other researchers within IAHS to recognize 
specific hazards, identify them for each research project and ensure that steps to avoid risk from any 
such hazard are specified in the protocol. Details of current training requirements and availability can 
be accessed via the Research Governance Website 
http://www.abdn.ac.uk/medical/researchgovernance/clinicalresearch/index.php 
 
 
6.  STAFF TRAINING AND COMPETENCE 
 
It is the line manager’s and PI’s responsibility to ensure that their staff have the appropriate 
qualifications, knowledge and training for the type of work they do in order to carry out their tasks in a 
competent manner.  All new staff will have a job description, and personal specification (setting out 
essential and desirable skills / qualifications / knowledge required for post).  All staff will ensure that 
their curriculum vitae are kept up to date on a regular basis: this is a requirement of the UoA annual 
staff appraisal process. All research projects that require NHS R&D approval will require at least the 
principal investigator to have undertaken Good Clinical Practice (GCP) training although it is 
considered best practice for all staff involved in the study to complete this training.  The renewal 
period for GCP training is 2-3 years for clinical trials.  The time period for non-clinical trials is to be 
confirmed, but a 3 year renewal cycle is considered best practice.  Appropriate research ethics 
training should also be completed by all research-active staff.  It is mandatory for all clinical staff to 
maintain a Training Record (http://www.abdn.ac.uk/medical/researchgovernance/clinicalresearch/sop/ 
), but it is considered good practice for all staff. 
 
 
7.  ETHICAL RESEARCH AND SPONSORSHIP 
 
All research and related work will be conducted in compliance with guidance as set out in the 
University of Aberdeen Handbook for Research Governance.  This includes guidance in the 
Handbook that advises on the level of ethical review to which all research involving human subjects, 
including health professionals, should be subjected. It is the responsibility of the Principal Investigator 
(PI) both to ensure that appropriate ethical review has been undertaken and to produce documentary 
evidence as required for monitoring or audit purposes.  Ethics Committees will provide guidance in 
cases where there is doubt about the need for formal ethical approval, and PIs should contact the 

http://www.abdn.ac.uk/iahs/uploads/files/magi-strategy.pdf
http://www.abdn.ac.uk/iahs/research/academic-groups.php
http://www.abdn.ac.uk/safety/pol.hti
https://sp.abdn.ac.uk/clsm/dahs/default.aspx
http://www.abdn.ac.uk/medical/researchgovernance/clinicalresearch/index.php
http://www.abdn.ac.uk/medical/researchgovernance/clinicalresearch/sop/
http://www.abdn.ac.uk/staffnet/research/research-ethics-and-governance-2778.php
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North of Scotland Research Ethics Service (NoSRES) or the College of Life Sciences and Medicine 
Ethics Review Board (CERB), if the available guidance does not address their specific needs, before 
such research is undertaken.  Advice can also be sought from the the University of Aberdeen – NHS 
Grampian Research Governance Team via researchgovernance@abdn.ac.uk.  
IAHS research may also fall under the remit of the Scottish Executive  Research Governance 
Framework for Health and Community Care http://www.scotland.gov.uk/Topics/Research/by-
topic/health-community-care/chief-scientist-office/6864/6933, and for clinical trial of investigational 
medicinal products, the Medicines for Human Use (Clinical Trials) Regulations 2004 Statutory 
Instrument: 1031 (http://www.legislation.gov.uk/uksi/2004/1031/made).  Compliance is overseen by 
the Sponsor through risk assessment, training and monitoring and audit activities arranged under the 
University of Aberdeen – NHS Grampian Research Governance Team.  Further details on why 
Sponsorship is required and the process for obtaining it can be found on the University of Aberdeen – 
NHS Grampian Research Governance for Clinical Research webpage 
http://www.abdn.ac.uk/medical/researchgovernance/clinicalresearch/.  
 
 
8.  REGISTRATION of RESEARCH 
 
A research project is defined as one which is designed to provide new knowledge and address a 
specific scientific question.  Every research project conducted in the IAHS will be registered, either 
centrally with the NHS and the UoA, or locally with the relevant Research Group.  Registration of the 
project is the responsibility of the PI, who will sign the relevant request for approval or sign the 
registration form with the relevant College Office. 
 
Registration of a research project will occur automatically a part of a request for University of 
Aberdeen or NHS sponsorship, NHS R&D approval or ethics committee approval 
(http://www.abdn.ac.uk/medical/researchgovernance/clinicalresearch/ or 

http://www.abdn.ac.uk/clsm/working-here/cerb.php). Student projects, if not already registered 
through a request for approval as described above, will be registered through the CLSM Graduate 
School or Division of Medical and Dental Education.  
 
 
9.  WORK PRACTICES 
 
QA practice can be built into any work activity no matter how complex, by subdividing the activity into 
manageable portions and by ensuring that, at each stage, the correct work practices are used at all 
times.  In general, the following practices will be adhered to across the whole IAHS: 
 

 Research data represents the product of a great deal of effort, time and money.  Therefore 
staff must develop systems of record keeping and database management that prevent lost, 
missing or unreadable information when it is time to analyse and report the study. 

 

 Work records will be cross-referenced (e.g. by means of title, code, file name, date, named 
person, etc, or some combination of these) so that all records relating to any one study can 
be found at any given time.  The identification and location of these will be recorded, usually 
in research records / lab-books or project folders, but could also include entries in other 
logbooks, proformas, and computer files. 

 

 For all studies there will be an accurate primary record kept contemporaneously with the 
research, for example through the use of UoA lab books. Research records / lab-books or 
project folders are the property of the UoA and not the holder.  In studies where laboratory 
work is predominant, the research records / lab-books or project folders will include sufficient 
information relating to procedures, reagents, apparatus, conditions and references etc so that 
the work can be understood and repeated.  They will also reference any other relevant 
(secondary) records.  Entries will be made in the record as the work is done and will be dated 
and signed as appropriate.  Records will be clear, legible and indelible (ink not pencil).  Any 
changes to records must be made clearly, noted as such, with the previous entry remaining 
legible.  Guidance on the use of research records / lab-books or project folders is available on 
the IAHS web-site: 

 

mailto:researchgovernance@abdn.ac.uk
http://www.scotland.gov.uk/Topics/Research/by-topic/health-community-care/chief-scientist-office/6864/6933
http://www.scotland.gov.uk/Topics/Research/by-topic/health-community-care/chief-scientist-office/6864/6933
http://www.legislation.gov.uk/uksi/2004/1031/made
http://www.abdn.ac.uk/medical/researchgovernance/clinicalresearch/
http://www.abdn.ac.uk/medical/researchgovernance/clinicalresearch/
http://www.abdn.ac.uk/clsm/working-here/cerb.php
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  http://www.abdn.ac.uk/iahs/uploads/files/Lab-books_guidelines.pdf  
 
             
 
 
Research data in all forms should be stored in secure documented locations and archived for a period 
of time as directed by the funding body (i.e. Medical Research Council) or according to UoA policy 
(see PPG Record of retention (http://www.abdn.ac.uk/central/records-management/retention-
schedules.pdf ) and where possible should produce a Data Management Plan.  The MRC and The 
Safe Haven require you to submit a data management plan. You may consider doing this for all your 
projects as a data management plan covers storage and archiving as well as description of data, 
methodology of collection, ethics & Intellectual Property and sharing plan.  IT Services also provides a 
range of facilities and services in support of research including high performance computational 
facilities, specialist software and data networking and storage.  If IT services beyond standard 
University desktop provision are required, please contact the Servicedesk@abdn.ac.uk 
 
Data must be stored for the period of time over which ethical approval has been granted and it is the 
PI responsibility to inform IT Services (Servicedesk@abdn.ac.uk) if and when this data is ready for 
deletion.  Data should be saved on the team drive to allow nightly back ups to take place.            
Passwords to log on to University systems should not be shared and should be changed annually.  If 
data is required to be transferred off site then the hard drive/memory stick should be encrypted.  There 
is no need to password-protect data stored on shared drives.  It is the PI’s responsibility to check that 
the use of such devices are allowed within their application. In most research groups, there will be a 
number of procedures that are carried out very frequently. Written protocols are of particular value as 
an aid in staff training. In the first instance, all research staff should refer to the global UoA/NHS 
Grampian Standard Operating Procedures (SOPs) 
http://www.abdn.ac.uk/medical/researchgovernance/clinicalresearch/sops/.  Reference can then be 
made to these SOPs in protocols and research notes, without having to repeat full details of the 
procedure every time.  If a global SOP is not available for the relevant procedure there should be a 
written Working Practice Document specific to a research group or several research groups. Working 
Practice Document s may be similar or identical between research groups, but important variations 
may also be appropriate.  Consistency with global SOPs should be checked regularly. Details of 
experimental procedures used for more variable, indeterminate and exploratory activities will be clearly 
written in the primary research record with appropriate reference to original literature, relevant SOPs, 
and all other research data. If necessary, new Working Practice Document s can then be written when 
new research procedures have been tested and are in routine use. 
 
 
10.  PEER REVIEWED WRITTEN PROTOCOLS 
 
All IAHS research protocols require peer review.  In the case of externally funded research projects, 
researchers must follow the CLSM Peer Review and Mentoring Procedure: 
https://www.abdn.ac.uk/staffnet/secure/peer-review-and-mentoring-procedure-2154.php.  The 
implementation of this procedure may vary across the Division of Applied Medicine and the Division of 
Applied Health Sciences; instruction on the implementation within each Division is included on the 
relevant Division website.  
 
 
11.  HANDLING PERSONAL DATA 
 
Many of the IAHS’s activities involve the collection and holding of personal data.  This must be done 
in a legally responsible manner.  All staff and students should comply with the MRC’s code on 
Personal Information in Medical Research http://www.mrc.ac.uk/documents/pdf/personal-information-
in-medical-research/, and the Data Protection Act (1998) 
http://www.legislation.gov.uk/ukpga/1998/29/contents. The UoA adherence to this policy can be found 
at http://www.abdn.ac.uk/staffnet/governance/legal-and-compliance-248.php. All staff and students 
should make themselves aware of any formal information governance training that may require to be 
completed before personal data can be made available to them. For example, the Privacy Advisory 
Committee currently require evidence of approved information governance training as part of their 

http://www.abdn.ac.uk/iahs/uploads/files/Lab-books_guidelines.pdf
http://www.abdn.ac.uk/central/records-management/retention-schedules.pdf
http://www.abdn.ac.uk/central/records-management/retention-schedules.pdf
mailto:Servicedesk@abdn.ac.uk
mailto:Servicedesk@abdn.ac.uk
http://www.abdn.ac.uk/medical/researchgovernance/clinicalresearch/sops/
https://www.abdn.ac.uk/staffnet/secure/peer-review-and-mentoring-procedure-2154.php
http://www.mrc.ac.uk/documents/pdf/personal-information-in-medical-research/
http://www.mrc.ac.uk/documents/pdf/personal-information-in-medical-research/
http://www.legislation.gov.uk/ukpga/1998/29/contents
http://www.abdn.ac.uk/staffnet/governance/legal-and-compliance-248.php
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approval process to access data held by the Information and Statistics Division of the NHS in 
Scotland (http://www.nhsnss.org/pages/corporate/privacy_advisory_committee.php). 
Studies involving data linkage of unconsented data must be conducted in a data safe have such as 
the Grampian Data Safe Haven, DaSH:  
http://www.abdn.ac.uk/iahs/facilities/grampian-data-safe-haven.php  
 
 
12.  HANDLING SAMPLES and MATERIALS 
 
Some research activities within IAHS involve the handling and processing of samples, reagents and 
other materials.  To ensure the integrity of such samples and to avoid accidents, contamination, and 
loss, these will be clearly identified and labelled, and will always be stored and handled correctly by 
use of appropriate storage containers and storage facilities (e.g. fridges, freezers etc).  Periodic 
checks will be made to confirm that controlled environment facilities (fridges, freezers, fume 
cupboards, laminar air flow cabinets etc) are working properly.  These will be specified in the relevant 
SOPs.  Temperatures of fridges and freezers will be checked and record kept of their temperatures. 
 
Transfer of samples, in to laboratories at the UoA, or from the UoA to external laboratories, should be 
made under a material transfer agreement. Researchers should contact Business Development 
Officers at Research and Innovation who can arrange for appropriate agreements to be put in place. 
 
 
13.  FACILITIES and EQUIPMENT 
 
For externally funded projects, all the facilities and resources required to conduct the research project 
must be identified in the research grant application and internal coversheet. The application and 
internal coversheet must be checked by Research and Innovation and approved by the relevant 
senior staff member prior to submission, as per the CLSM procedure for submission of grant 
applications https://www.abdn.ac.uk/staffnet/secure/grant-application-submission-2152.php:   
 
The use of faulty equipment, or the incorrect use of equipment, can be dangerous and can 
compromise the validity of research data.  Therefore, all facilities and equipment will be functioning 
correctly when used.  Needless to say, faulty equipment will be removed from the workplace if 
possible.  Alternatively, large immobile items will be clearly labelled, eg ‘DO NOT USE’.  Equipment 
will be maintained as determined by individual circumstance.  Some items may be covered by service 
contracts with regular preventative maintenance checks.  For these a maintenance and service 
history will be created, and brief details of maintenance and service arrangements will be stated, 
either as part of the service record or in instructions for equipment use.  It is the responsibility of 
individuals using equipment to report any faults affecting hardware or software to the appropriate 
support staff. 
 
Staff using equipment must be adequately trained and simplified instructions for equipment use must 
be available. These are not intended to serve as a guide for use of equipment by untrained persons, 
but to serve as an aide-memoir for trained staff, and to assist in the training of staff. 
 
Appropriate insurance policies and / or contracts should be in place for the use of equipment not 
owned by the UoA. Business Development Officers at Research and Innovation can help advise on 
any necessary requirements. 
 
Instrument logbooks will be used to provide a chronological record of the use of some (usually large, 
complex and expensive) items of equipment, particularly those functioning in a multiuser environment 
and/or where the way they are used can have a significant effect on experimental data. 
 
 
14.  MONITORING of QUALITY 
 
There is a system of internal monitoring and audit by the Monitoring and Audit Group (MAGI) with 
which all researchers within the IAHS are required to comply.  
 

http://www.abdn.ac.uk/iahs/facilities/grampian-data-safe-haven.php
https://www.abdn.ac.uk/staffnet/secure/grant-application-submission-2152.php
http://www.abdn.ac.uk/hsru/research/quality/external-audit/magi/
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Individual groups or departments are expected to submit an annual report detailing how said groups 
comply with the CLSM IAHS Research Governance and Quality Assurance Policy. 
 
Annual reports are reviewed, and feedback is given (where necessary, additional information may be 
requested as part of the MAGI review).  
 
Based upon a number of criteria, including previous audit histories and review of annual reports, the 
MAGI conduct scheduled audits of the groups and departments within the IAHS. This audit visit 
comprises a follow up of the annual report and any previous visits, an ongoing review of general 
research governance procedures and a targeted review of two projects (one selected by the group or 
department visited and one chosen by MAGI members). Audit feedback is given via an audit report. 
The MAGI aim to schedule and conduct two audit visits per annum.  
 
Significant findings and/or issues common to groups across the IAHS are reported to the IAHS RGQA 
Committee and may also be escalated to the Clinical Studies Oversight Group (CSOG) or Clinical 
Research Operational Group, where appropriate. 
 
If staff follow the principles of this Policy, then their work will be of an acceptably high quality.  In the 
main, reliance is placed on staff to judge how well their own work measures up to the principles. 
However, some form of independent monitoring of conformance with the general principles of quality 
will be beneficial. 
 
The MAGI programme is intended to be informative, non-punitive and bi-directional, but any serious 
problems or allegations will be handled according to the UoA Statement on the Handling of 
Allegations of Research Misconduct   http://www.abdn.ac.uk/mgtskills/research/research2/research2-
4. 
 
Researchers within IAHS may also be subject to quality audits, monitoring and visits from NHS R&D 
and inspection bodies such as the MHRA; the two bodies will liaise over monitoring.  
 

http://www.abdn.ac.uk/mgtskills/research/research2/research2-4
http://www.abdn.ac.uk/mgtskills/research/research2/research2-4
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AMENDMENT LOG SHEET 
 
Any amendment to this Policy shall be recorded and authorised on this Amendment Log Sheet. 
Superseded pages shall be removed, archived and replaced by the amended page(s) and updated 
Amendment Log Sheet. The amendment number will appear after the date, e.g. 07-Jun-04/Issue 1. 
 

IAHS 19 
March/Issue 
1 
 
Reviewed 
by the IAHS 
Research 
Governance 
and Quality 
Assurance 
Committee 
on 9 
September 
2005 

- Replacement of Highlands and Islands Health Research Institute with Centre for Rural Health in 
section 1. 
 
 - Addition of IMMPACT in Section 1. 
 
- Amendment of the second-last sentence of Section 11 to read as follows: 
 
All staff and students are required to have read the IAHS Research Governance and Quality Assurance 
document and agree to do everything in their power to uphold its principles. 
 

- Amendment of the URLs in sections 7 and 14 to read as follows: 
 

http://www.abdn.ac.uk/hr/policies/grpp.shtml 
 

- Addition of the web-link of the University of Aberdeen Health and Safety Committee in section 5. 
 

- Addition of the web-link of the IAHS document Registration of Research Project within IAHS in section 
8. 
 
- Addition of the web-link of the University data protection information in section 11. 
 

Reviewed 
by the IAHS 
Research 
Governance 
and Quality 
Assurance 
Committee 
on 30 
March 2006 

 Update the web links for the documents mentioned in section 7. 
 

 Amendment of the third bullet point of Section 9 (Work Practices) as follows: 
       
For all studies there will be an accurate primary record kept contemporaneously with the research, for 
example through the use of University lab books. Lab books are the property of the University and not 
the holder.  In studies where laboratory work is predominant, the lab books will include sufficient 
information relating to procedures, reagents, apparatus, conditions and references etc so that the work 
can be understood and repeated.  They will also reference any other relevant (secondary) records.  
Entries will be made in the record as the work is done and will be dated and signed as appropriate.  
Records will be clear, legible and indelible (ink not pencil).  Any changes to records must be made 
clearly, noted as such, with the previous entry remaining legible.  Guidance on the use of lab books is 
available on the IAHS web-site - http://www.abdn.ac.uk/iahs/research-governance/labbooks.shtml. 
 

Reviewed 
by the IAHS 
Research 
Governance 
and Quality 
Assurance 
Committee 
on 22 
September 
2006 
 

 Insert the following as the first sentence in Section 8 – Registration of Research 
 

“Research projects are defined as distinct hypthesis-driven pieces of research work that result 
in measurable outputs” 
 

 Change the date of the footers. 
 

 Enliven the web-link to the second edition of the Scottish Executive Health Department 
Research Governance Framework. 

 

 Enliven the web-link to the European Directive on Good Clinical Practice. 
 

 

Reviewed 

by the IAHS 

 The issue number in the footer was changed to Issue 4 (this should be updated every time 
amendments are made). 

 

 Under section 9, “Work Practices”, the term “lab-books” was altered to “research records / lab-
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Research 

Governance 

and Quality 

Assurance 

Committee 

in 16
th

 

March 2007 

/ Issue 4 

 

books or project folders” for clarity of definition. 
 

 In section 7, NHS Research Governance Framework was replaced by the North of Scotland 
Research Ethics Service/Committee which came into being on 1

st
 April 2007. 

 
 

Reviewed 

by the IAHS 

Research 

Governance 

and Quality 

Assurance 

Committee 

in 24
th

 Oct 

2008 / Issue 

5 

It was agreed that specific terms for departmental structures were unclear and undefined at the 
current stage. However, it was agreed that the list of departments in paragraph one should be 
altered to appropriate section names, though it was acknowledged that these would require 
further refinement once issues around departmental structures were clarified.  

 

Reviewed 

by the IAHS 

Research 

Governance 

and Quality 

Assurance 

Committee 

in 27
th

 

March 2009 

/ Issue 6 

The words “Department(s)” or “Departmental” were to be changed to Sections / Groups, where 
appropriate.   

Reviewed 

by the IAHS 

Research 

Governance 

and Quality 

Assurance 

Committee 

in 29
th

 

October 

It was agreed that the following sentence, “Projects which require NHS R&D approval would 
require staff to have undertaken GCP training” should be added to the end of section 6. 
 
The word “Interim” should be removed from the policy document name in the first sentence of 
section 7, and the web address immediately after that should be changed to 
www.abdn.ac.uk/ppg  
 
In the last sentence of section 7, the following; “or the College of Life Sciences and Medicine 
Ethics Review Board, as appropriate” would be added immediately after “(NOSRES)”. 

 
The last paragraph under section 10 would be removed and added as the final bullet point 
under section 9.  
 
The second paragraph under section 11 would be removed and added under the title on the 
document cover sheet. 

http://www.abdn.ac.uk/ppg
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2009 / Issue 

7 

 

Reviewed 

by the IAHS 

Research 

Governance 

and Quality 

Assurance 

Committee 

on 22 April 

2010 / Issue 

8 

In the second paragraph of Section 14 – Monitoring of Quality – the web link provided for the 
Statement on the Handling of Allegations of Research Misconduct be changed to 
http://www.abdn.ac.uk/ppg/index.php?id=69&top=68. 
 

Reviewed 

by the IAHS 

Research 

Governance 

and Quality 

Assurance 

Committee 

on 9 

November 

2010 / Issue 

9 

All web links within the document have been reviewed and updated. 
 
Para 14: specific link given to MAGI and its web page 
 

Reviewed 

by the IAHS 

Research 

Governance 

and Quality 

Assurance 

Committee 

on 6 May 

2011 / Issue 

10 

 
Para 1: Introduction - statement modified to remove references to specific departments/units/sections 
within IAHS and repetition of description of IAHS. 

 
Para 7: Ethical Research – reference to EU guidance removed as these have been transposed into UK 
law via the Act below and the subsequent amendments: The Medicines for Human Use (Clinical Trials) 
Regulations 2004 Statutory Instrument: 1031 
http://www.legislation.gov.uk/uksi/2004/1031/made  
 
Para 7: Ethical Research – statement referring to “Multi-Centre and/or Local Research Ethics 
Committee(s)” replaced with “relevant NHS Research Ethics Committee” 
 
Para 9 (4

th
 bullet point): Work Practices – clarification provided on the appropriate length of time for 

archiving research data, making reference to MRC terms and University terms as set out in the PPG 
“Record of Retention”. 

Reviewed 

by the IAHS 

Research 

Governance 

Para 3: Reference made to the University Framework for Research Governance 
Para 6: Staff Training and Competence – clarification provided on the staff expected to complete GCP 
and GRP training and the renewal period for this training. 
 
Para 9: Work Practices – clarification inserted that data should be stored for the period of time for which 
ethical approval has been granted. 
 

http://www.abdn.ac.uk/ppg/index.php?id=69&top=68
http://www.legislation.gov.uk/uksi/2004/1031/made
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and Quality 

Assurance 

Committee 

on 28 May 

2012 / Issue 

11 

Para 14: Monitoring of Quality – clarification given that IAHS research may be subjected to monitoring 
and audits from inspection bodies, as well as funding bodies and internal IAHS procedures. 

Reviewed 

by the IAHS 

Research 

Governance 

and Quality 

Assurance 

Committee 

on 21 Nov 

2012 / Issue 

12 

Para 6: last sentence amended to clarify that appropriate GCP training is required. 
 
Para 11: web link in the final sentence updated from http://www.abdn.ac.uk/hr/policies/information-
security.shtml to http://www.abdn.ac.uk/foi/contents/access/data-protection.   
 
Para 14: web link updated from 
http://www.abdn.ac.uk/ppg/uploads/files/69/Policy%20on%20Good%20Res%20Conduct_July2010.docx  
 to http://www.abdn.ac.uk/mgtskills/research/research2/research2-4. 
 

Reviewed 

by the IAHS 

Research 

Governance 

and Quality 

Assurance 

Committee 

on 23 May 

2013 and 22 

May 2014 / 

Issue 13 

Para 4: link to UoA Framework for Research Governance has been inserted. 
 
Para 5: IAHS Health and Safety Policy link has been inserted. 
 
Para 5: weblink to the training requirements for clinical research has been inserted. 
 
Para 5: link to the Training record has been inserted with explanatory text detailing when this is 
mandatory. 
 
Para 7: section title has been changed to ‘Ethical Research and Sponsorship’ and sponsorship 
guidance has been included. 
 
Para 9: data storage protocols have been updated. 
 
Para 10: amended to provide clarity that all research protocols require ethical review. 
 
Para 11: details on Safe Havens for linked unconsented data have been inserted. 
 
Para 12: instructions for transfers of samples between institutions have been inserted. 
 
Para 13: guidance on externally funded projects and the requirement for facilities and resources to be 
listed in grant applications and cover sheets has been inserted.  
 
Para 14: updated to outline the reporting schedule and requirements. 
 
RG&QA committee nomenclature has been standardised to RG&QA Committee through the document. 
 
Weblinks have been updated throughout the document. 

 
 

 

http://www.abdn.ac.uk/hr/policies/information-security.shtml
http://www.abdn.ac.uk/hr/policies/information-security.shtml
http://www.abdn.ac.uk/foi/contents/access/data-protection
http://www.abdn.ac.uk/ppg/uploads/files/69/Policy%20on%20Good%20Res%20Conduct_July2010.docx

