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 SWANSEA BAY UNIVERSITY HEALTH BOARD 
COMPILATION OF RECORDS POLICY 
 
 
	 
1. 
	 
AIM OF POLICY 
 


 
The aim of this policy is to ensure that all Swansea Bay University Health Board (SBUHB) staff recognise and accept personal responsibility for the compilation, content and recording of information within the patient’s record.  All types of patient’s records are included in this policy, including acute, mental health, oncology, therapies etc, in whichever format they are kept, paper, electronic or a mixture of both. 

Good record keeping is essential to ensure that people receive effective and safe care. All services must ensure that all records are maintained in accordance with legislation and clinical standards guidance.

	  
2. 
	 
INTRODUCTION 
 


 
Patient’s records are a valuable source of information because of the information they contain and it is only usable if it is correctly and legibly recorded in the first place and is then kept up to date and is easily accessible when required. 
 
Accurate information is essential for the proper care of patients and effective management of the NHS.  Information about the clinical care of hospital patients is recorded in their records.  This includes the presenting symptoms, the results of diagnostic investigations, the diagnosis itself and the record of treatment.  Records assist with the effective care of patients and document each episode of care for future reference.  They provide a communications channel between different professionals in the hospital. 
 
The record also serves wider purposes.  They provide information that can be used for teaching, research and clinical audit as well as evidence in the event of litigation.  They are an essential source of managerial, financial and statistical information for the day-to-day running and future performance planning of the NHS.  
They are the ‘silent witness’.  



	 
3. 
	 
PRINCIPLES OF GOOD PRACTICE FOR RECORD KEEPING 
 



To ensure quality and continuity of care for patients, the contents of records should be maintained in a structured way, and be complete and accurate.   
 
Good record keeping helps to protect the welfare of patients by promoting: 

· High standards of clinical care; 
· Continuity of care; 
· Better communication and dissemination of information between members of the health care professional team; 
· An accurate account of treatment and care planning delivery; 
· The ability to detect problems, such as changes in the patient’s condition at an early stage. 
· Supports effective clinical judgement and decision making. 
· Care, treatment and decision making is supported by structured, accurate and accessible patient records documenting the conversations between people and health professionals and the resulting decisions and actions taken and reflects best practice founded on the evidence base.
· Record keeping supports the delivery of services, patient care and communications.
· All staff employed by Swansea Bay UHB will receive information on their personal responsibilities for record keeping in contracts of employment. This includes the creation, use, storage, security and confidentiality of All records. Appropriate training will be given to all staff on the systems used to maintain records and these will meet local and national standards. 

· Professional standards of record keeping are governed by the associated Royal colleges. These standards should form part of the professional practice review. 

	 
4. 
	 
THE RECORD 
 


 
Managing and maintaining and the patient’s record is vital in the delivery of patient care. SBUHB has well defined procedures and systems in place for the ongoing management of the record from creation to final disposal, in accordance with legislation.

The patient record, in whatever medium it may be stored, should be constructed to be able to contain sufficient information which identifies the patient, provides a clinical history, details investigations, treatment and medication.  Electronic patient and record systems should have appropriate functionality, be secure and comply with current legislation. 

· Records are designed, prepared, reviewed and accessible to meet the required needs.
· There is a comprehensive record maintained for every patient that is used by all specialties which provides an up- to -date and chronological account of the patient’s care. 
· Where there is more than one local identifier or case note per patient, there is a system to ensure that the whereabouts of all records are known at all times, and that all records are automatically available at the first new patient consultation. 
· Paper records have a standard folder constructed of a robust material to withstand handling and transport and with secure anchorage points to prevent loss of, or damage to documents. 
· There is a method for indicating alert to risk factors, which is used consistently in all patient records, with the case note containing a designated place for healthcare professionals to record actual allergies / risks/patient’s wishes to be signed and dated.  
· There is a locally agreed format for filing of information within the case notes that facilitates ease of access to all clinical information. 
· The locally agreed filing order is clearly identified within the case notes. 
· The contents of the record are filed in the correct order, according to the design of the case note folder and its dividers, and are securely fastened within the folder. 
· Machine generated reports and recordings are securely stored using a method that will minimise deterioration.
· The responsibility for filing of loose documentation within the record rests with the person who generated the information. 
· All staff must ensure that when filing information with the patient’s record that the information is correct and does not belong to a different patient.

 
	 
5. 
	 
REGISTRATION & ALLOCATION OF HOSPITAL NUMBER 
 


 
Prior to new records being generated, patient details must be checked on the patient administration system (WPAS or Welsh Clinical Portal) to determine if the patient is already registered with a hospital number. 
 
When a hospital number is identified, the demographic information on WPAS/Welsh Clinical Portal must be checked with the manual information to confirm that the patient is the same one, updates to information must be made at this time, and new labels produced if appropriate. Following confirmation, this hospital number is used to process the patient. 
 
If the search on WPAS or the Welsh Clinical Portal identifies more than one hospital number for the patient, the most appropriate number is used and the duplicate registration must be passed to a departmental supervisor for action.  [See. Amalgamation of Records, below] 
 
If the patient is not already registered, a number will be automatically generated, when creating a new registration and demographic labels also need to be printed.  This is used as the unique identification number for the patient at all times, when in contact with the hospital. 
This number is placed on the front of the new record folder along with the appropriate demographic labels which include information regarding the hospital and NHS number. Where RFID technology is used for the tracking of a patient’s record then a RFID label must also be generated on IFIT and a label also needs to be printed.    
 
Where there are other departmental patient records (e.g., Therapies, Burns & Plastic etc), these should be cross-referenced with the acute / mental health record and the main hospital number will be utilised as the identifier.

	 
6. 
	 
AMALGAMATION OF RECORDS 
 


 
As part of the daily routine, when it is identified that a patient has duplicate records, all the folders must be located and referred to the relevant supervisor, or equivalent, who is responsible for ensuring that the amalgamation process is completed on WPAS, IFIT and any other system accordingly.  [See departmental procedures] 
  

	 
7. 
	 
RECORDS VOLUMES 
 


 
· Once a record reaches approximately two inches thick, an additional volume should be created and generated on WPAS/IFIT. 
 
Additional volumes of a record should be clearly identified and cross referenced on the front of the folder and contain all current information, including correspondence, clinical history sheets, discharge summaries and investigation reports.  Volume 1 should contain all non-current records, investigation reports, nursing notes etc.  [See departmental procedures].  Closed volumes are clearly labelled


	  
8. 
	 
TEMPORARY RECORDS 
 


 
When a patient’s record cannot be located in time for an outpatient or inpatient episode, a temporary folder must be created. 
 
All temporary health records are placed in a pink manila case note folder with “Temporary Folder " printed across the front cover.  The folder content replicates the original record folder in style and design.  WPAS and IFIT are updated to indicate that a temporary folder has been generated, and demographic labels must be produced and attached to the folder.   
 
Where required copies of clinic letters, discharge summaries and recent investigation results must be included in the folder, these are obtained from the Document Management System (DMS) to ensure the healthcare professional has as much information as possible, to review and treat the patient. 
 
When the original folder is located, all information must be transferred from the temporary folder into the original record, care must be taken to ensure that duplicate information is destroyed confidentially.  WPAS/IFIT must be updated to reflect that the temporary folder no longer exists. 
 
Emergency folders are kept on each ward to file all documentation when patients are admitted as an emergency, and all patients’ information must be held securely within the Emergency Folder. These are utilised until the original records are located and received on the ward. 

The emergency folder must be merged into the main record by the ward clerk on receipt of the case notes, in order that following hospital discharge all ward information is filed/contained within the main health record. 

 
	 
9. 
	 
IDENTIFYING YEAR OF ATTENDANCE 
 


 
When retrieving records from file for the first time in any year, a visual check is made to see if the folder has been flagged with a current year of attendance sticker. 
 
This system is used to assist in the process of culling and facilitates ease of identifying the number of years it has been since the patient last attended the hospital, thereby supporting the application of the Minimum Retention & Destruction Policy. 
 
 
	 
10. 
	 
‘ALERT’ INFORMATION 
 


 
To indicate an alert to risk factors within the record, the healthcare professional must tick the ‘ALERT’ box on the front of the case note, if available, and record the actual allergies / risks/patient’s choices on the ‘Alert Divider’ which is filed as the first document within the record.  This information must also be signed and dated by the person making the entry. 
 
Care must be taken to ensure that information is transferred accurately and securely when closing volumes and rebinding records and that the alert divider is copied and placed in the new case note volume. 
 
The divider is intended to facilitate rapid identification of a patient's individual allergies, sensitivities/choices and any special needs, thereby assisting in the elimination of associated problems, and should be completed by nursing and / or medical staff. 

If copies of Lasting Power of Attorney (LPA) are provided for the health and wellbeing of the patient, this information will be filed in the most recent and subsequent volume of the patient record, and also recorded on WPAS or any other relevant SBUHB system.  

 
	 
11. 
	 
SENSITIVE INFORMATION 
 


 
Some information may be deemed ‘sensitive’ to the patient.  This issue should be discussed with the patient to ensure that they are aware that this information will be recorded / filed in their records and will be accessible to all who have access to the records.   
 
This will be regarded as seeking and obtaining explicit consent from the patient for retaining the information in the record.  A record of the discussion with the patient on this matter must be made in the record by the healthcare professional. 
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	Page 2 
	Contents
	Removal of Health within the titles of the sections

	 
	 
	Page 3  
	1-Aim of the Policy 
	Removed reference to health. Expanded on good records keeping and inserted another speciality.

	 
	 
	Page 3 
	2. Introduction records 
	Removed reference to health. 

	 
	 
	Page 4 
	3- Principles of Good Practices for Record Keeping
	Added additional narrative on good records management principles 

	 
	 
	Page 4/5 
	Section 4- The Record 
	Removed reference to health. Reworded the 1st paragraph. Added additional narrative around the responsibility for filing within patients’ records

	 
	 
	Page 5/6 
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Colour coded Casenote reference removed 
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	Removed reference to health.
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	Page 8 
	Section 10 
Alert Information 
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