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1. INTRODUCTION 
 
1.1. Clinical records and their effective management is vital to patient healthcare. 

Accurate and high quality records ensure patients receive the right treatment and 
healthcare services, and that we can evidence what happened and why therefore 
maintaining accountability to the patient and wider community.  

 
2. PURPOSE 
 
2.1 This policy sets out Gloucestershire CCG’s approach to the management of its 

clinical records. It ensures that clinical records are efficiently managed and 
maintained, and that appropriate policies, procedures and management accountability 
and structures provide a robust governance framework for information management 
and ensuring where needed, confidentiality is maintained. 

 
2.2 This policy shall be read in conjunction with the Gloucestershire CCG Records 

Management Policy and its supporting procedures as the requirements are equally 
applicable to clinical records. 

 
 

3. POLICY ROLES AND RESPONSIBILITIES 
 
3.1. Integrated Governance and Quality Committee (IGQC) is responsible for assuring 

and approving this policy.  
 
3.2. GCCG Executive Nurse & Quality Lead is the sponsor and owner of this policy. 

  
 

4. DEFINITION  
 
4.1. This policy is a statement of intent which staff are expected to follow.  It is not open to 

interpretation, or professional judgement and is non-negotiable.     
 

 

5. POLICY DETAILS 
  

5.1 Roles and Responsibilities 

 
5.1.1 All staff using adult health and social care electronic or paper records must also 

comply with the responsibilities outlined within the NHS providers and Social Care 
Records Management Policies. 

 
5.1.2 All staff will comply with the guidance from their relevant national professional bodies 

and the information contained in this document. 

 
5.2 Key Principles 

 
5.2.1 The record either paper or electronic should be written in a way that is factual and 

succinct but not judgmental or derogatory about the person receiving care. 

 
5.2.2 Patient/client’s contact data will continue to be entered into the appropriate electronic 

information systems.  This will be done by health and social care staff transcribing 

records made on diary sheets or in diaries. 

 



4 

 

5.2.3 Records held by patient/clients (or carers) remain public records under the terms of 

the Public Records Acts 1958 and 1967 and as such must be managed in 

accordance with the Gloucestershire CCG Records Management Policy and 

Procedures and the Gloucestershire Council Data Protection codes of practice. 

 
5.3 Access and Ownership 

 
5.3.1 Patient/client’s right of access to their records is governed by the: 
 

 Data Protection Act 1998 

 The Access to Health Records Act 1990 (for deceased patients) 

 NHS Information Governance Guidance on Legal and Professional Obligations 

 Freedom of Information Act 2000 (for deceased client’s records) 

 
5.3.2 Not only are patient/clients allowed access to their records, they are now increasingly 

encouraged to agree and plan their care which means staff have to record relevant 
information only (Reference Section Three – Subject Access Requests). 

 
5.4 Common Record Keeping Standards 

 
5.4.1 All service providers will work to the common record keeping standards even when 

the format of the record is different e.g. paper or electronic.  The core standards will 
form the basis of monitoring tools which will be used for auditing purposes as 
necessary.  There will be additional tools available, adapted to monitor the records in 
a particular service. 
 

5.4.2 Core standards for all records (Electronic and Paper) will include: 
 
a) Each page of the record must have 3 unique identifiers for the patient/client 

i. Full name 

ii. NHS number 

iii. Date of birth 

 
b) All entries in the record must be: 

i. Timed 

ii. Dated 

iii. Signed by the person undertaking the care/assessment and where 

required countersigned by a registered practitioner, electronic signatures 

can be used. 

iv. Entries in the record should be in black ink 

v. If another colour ink is required (to clarify an alert or diagram) the colour 

must be able to be photocopied clearly. 

 
c) Information should be recorded in chronological order and there should be clear 

indication of assessment, planning, care given and goals achieved.  Also any 

variance from the agreed plan of care must be documented in this record, 

identifying risks or issues that have arisen and actions taken. 

 
d) Any changes to the entry on paper records should be crossed through with a 

single line and initialled to ensure the original entry is still identifiable. In an 

electronic record the change should be highlighted and the original entry crossed 

through but not deleted. 
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e) Any sections of the record that are not applicable (N/A) or not required should not 

be left blank.  They should be marked N/A to show that the item has been 

considered. 

 
f) All entries must be signed or an electronic signature used and the name printed 

with the signature. 

 
g) Every set of records should be set out in the same way according to the local 

protocol for that service provider’s record, eg use of the correct folder, dividers 

and filing protocols or for electronic records a standard file naming system. 

 
h) Evidence should be available in the record that demonstrates that staff have 

understood and honoured their duty of care.  They have taken all reasonable 

steps to care for the patient/client without compromising the patient/client by any 

action or omission. 

 
5.4.3 Patient/client records will be: 

 
 Factual, clear, consistent and accurate 

 Recorded as soon as possible after an event has occurred, providing current 

information on the care and condition of the patient/client, usually within 24 hours 

 Readable when photocopied or scanned 

 Written without abbreviations, jargon, meaningless phrases, irrelevant 

speculation, offensive or subjective statements 

 
5.4.4 In addition, records will be: 

 
 Recorded, wherever possible, with the involvement of the patient/client or their 

carer 

 Recorded in terms that the patient/client or carer can understand 

 

5.4.5 Where relevant, records should also contain: 
 
 Details of any legal orders to which the patient/client is subject.  This would 

include details about the section of the Mental Health Act 1983 or Mental Health 

(Scotland) Act 1984 under which the patient/client is detained 

 Diagnostic tests and screening information (for example, pathology, imaging, 

ECGs).  Results will be stamped with the date received and the signature of the 

health professional monitoring the result. With electronic records these results 

should be scanned into the patient record or electronically attached. 

 Action taken on receipt of the result will be documented 

 Medication records with written details of verbal instructions/information given to 

the patient/client and/or carers.  These details should be recorded by the person 

who gave the instructions/information.  A summary of this information is 

acceptable. 

 Highlighting alerts and allergies.  This will ensure that any allergies or sensitivities 

are immediately noticeable in the record.  Alerts may also be authorised to 

manage risk in the event of a patient/client demonstrating violent or abusive 

behaviour or have specific health needs e.g. end of life care 

 Confidential patient/client information must NOT be recorded on the outside of 

the health record folder and should be clearly marked on electronic records.  
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When transferring electronic patient records to different people / organisations 

the document must be password protected. 

 Discharge/transfer documentation, completed on the day of the patient/client’s 

discharge/transfer/death.  The documentation should be sent to the 

patient/client’s general practitioner and whenever possible a copy to the 

patient/client.  If the patient/client has not been discharged/transferred into the 

sole care of their GP, a copy of the discharge summary must be sent to the area 

to which the patient/client has been discharged/transferred. 

 

5.5 Legal Issues and Complaints 
 

5.5.1 Staff should use their professional judgment to decide what is relevant and should be 
recorded.  Records can be used at any time as evidence when undertaking 
investigations for complaints, incidents and formal enquiries.  Staff should remember 
that in legal terms, if information is not recorded, then there is not enough evidence to 
say the care has been undertaken.  (“If it isn’t written it hasn’t been done”). 
 

5.5.2 To support professional and legal duty of care, record keeping should follow the 
standards outlined above. 
 

5.6 Alert Notifications 
 

5.6.1 If an ‘alert’ notification is required it must be recorded in all volumes of the record or 
flagged on the electronic record and be immediately obvious to staff involved in 
providing care.  It includes: 
 
 Completed Do Not Attempt Resuscitation (DNAR) forms which must be filed 

appropriately at the front of the records.  Only official NHS Gloucestershire DNAR 

forms should be used and Last Days of Life care Record 

 Advance decisions to refuse treatment must be clearly recorded in the front of the 

record with the DNAR form and Last days of Life Care Record. 

 The existence of allergies, communicable diseases etc. should be on the outer 

cover or front sheet of the electronic record 

 The potential for violent or abusive behaviour by the patient/client/relative/friend.  

Information detailing potential or actual violent or abusive behaviour should be 

recorded in accordance with the recommendations in the following documents: 

 
 NHS Security Management Services document “Procedures for placing a 

risk of violence marker on electronic and paper records” (April 2010) for 

Health Records 

 Violent Warning Markers policy for Social Care 

 

5.7 Patient/Client Consent 
 

5.7.1 All staff must ensure that they record patient/client’s consent in all aspects of their 
agreed care. 
 

5.7.2 Consent to examination or treatment must be recorded and if a consent form is used 
it must be securely inserted into the record or scanned into the electronic record. 
 
Please note: A third party cannot give or refuse consent on behalf of a person who 
lacks capacity, unless they have a valid and applicable Lasting Power of Attorney 
(Welfare) or they have been appointed a Welfare Deputy by the Court of Protection. A 
copy of this should be securely inserted into the record or scanned into the electronic 
record. 
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5.7.3 Patient/client’s agreement that their information may be shared for the purposes of 

their care must always be clearly documented. 
 

5.7.4 Details of any further explanations given to the patient/client on the use of their 
information for other purposes (which should always be in accordance with Health & 
Social Care policies) must also be documented. 
 

5.7.5 For consent to be valid, it must be given voluntarily by an appropriately informed 
person who has the capacity to consent to the intervention in question. 
 

5.8 Records Transportation 
 
5.8.1 Staff should not normally take patient/client’s records, other staff/patient/client 

identifiable information or service-sensitive information outside of the normal working 

environment ie to home. If this cannot be avoided then: 

 

 The staff member should inform and seek authority from their process manager 

to take the records away; 

 The removal and return of records is noted and dated on a simple log sheet; 

 The log sheet should be reviewed weekly by the appropriate administrator to 

ensure the location of records is checked and followed up.  

 

5.8.2 Electronic patient records must not be sent by an individual’s personal e-mail account 

or stored on an individual’s personal IT hardware. All records must be stored on NHS 

secure systems. 

 

5.8.3 When visiting patient/clients, local procedures should be based on the principles that 

staff transporting person/service-sensitive information shall  follow these basic 

requirements: 

 Only transport records that are needed that day / purpose of the journey 

 Leave records securely in boot of car during travel and / or visits 

 Do not take other non-relevant records into a patient’s / client’s home 

 Do not leave records overnight in the car or anywhere else other than the office 

or your home. 

 During transport, store multiple records in a closed box or a plain envelope – do 

not mark external / outer containers with a security marking that could attract 

unwanted interest / curiosity (ensure the records / file itself does carry a security 

marking and a return address should it be found). 

 In the home environment, store records in a locked / secure area e.g. cupboard, 

studyroom, and do not leave near potential hazards e.g. running water. 

 In the home, do not leave unattended in shared areas e.g. kitchen worktop, living 

room coffee table. 

 In the home, do not work on records in full view of family members / guests 

 
5.8.4 As noted above, always track the movement of records using a simple logging 

system. 

 

5.9 Standards for Information Security 
 

5.9.1 All forms of media used to transfer patient/client information must be encrypted 
according to agreed IT security procedures 
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5.9.2 Refer to the Gloucestershire CCG Password Management and Data Management 
and the Electronic Information Security Policy 
 

5.9.3 Records – whether paper or electronic - should be ‘marked’ with ‘NHS Confidential’ if 
they contain patient level information or are business sensitive.  

 
5.10 Records Retention 

 
5.10.1 When care is completed: 

 
 Receive records into file 

 Search the relevant information system for the patient/client reference / record 

 

5.10.2 If the patient/client is registered on a system: 
 
1) Update demographic details if inaccurate 

2) Put the unique patient/client ID onto the patient/client’s record 

3) Cross reference any other information system; put numbers relevant to the 

patient/client onto the information system used for the episode of care now being 

filed 

4) Ensure the episode of care is closed according to local system procedures and 

include a disposal date as per the relevant Records Retention & Disposal policy 

5) Find any other records within the department for this patient/client 

6) Ensure all associated documentation is included into the record being filed 

7) File records alphabetically by patient/client’s surname and then first name and 

NHS number 

 

5.11 Records Disposal 
 

5.11.1 The retention and disposal of all clinical records is agreed and specified in GCCG’s 
Disposal Schedules. These schedules shall be used to manage the lifecycle of clinical 
information – if additional schedules are required or amendments needed please 
contact Corporate Governance. 
 

5.11.2 Records that are no longer current but need to be retained through the relevant 
retention schedule should be sent to off-site storage until they need to be disposed of.  
 

5.11.3 Careless disposal of records could result in breaches of confidentiality or risk to the 
integrity of Gloucestershire CCG. Paper records (including carbon copies, computer 
printouts, address labels) containing information that is classified ‘NHS Confidential’ 
i.e. contains ‘personally identifiable’ or ‘organisation sensitive’ data, will either be 
disposed of in lockable security bins that are located around the site, or, for areas 
where this is inappropriate, shredded in an appropriate cross-cut shredder and the 
resulting paper waste disposed of in black sacks within the general waste. 
 

5.11.4 Our storage provider may also securely dispose of our records – evidence that they 
have done this MUST be provided i.e. a destruction certificate. 
  

5.11.5 All waste, either personally identifiable or business sensitive is disposed of by secure 
methods in compliance with the seventh principle of the Date Protection Act, 
Gloucestershire CCG Data Protection and Confidentiality Policy. 

 
6. CONSULTATION  
 
6.1    The Policy Working Group and Integrated Governance and Quality Committee has 

been consulted on the development of this policy.  
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7. TARGET AUDIENCE   
 
7.1 All staff and contractors including CSU staff who are working on behalf of GCCG shall 

read and follow the policy and any supporting procedures noted within. 
 

8. COMMUNICATION 
 
8.1 The policy shall be made available via training, and our Intranet and Internet pages.  

 

9. TRAINING  
 
9.1 All staff are required to following mandatory records management training as noted in 

the GCCG Records Management Policy. 
 

 
 

 
 

 
 
 
 
 


