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A brief guide to medical record keeping for clinical staff

Good clinical practice requires the application of consistent and standard approaches to the recording of patient information and the maintenance of excellent data quality. 
Medical records serve a number of important functions:

A. As a contemporaneous record of the clinical decision-making process;
B. As a means of extracting information to meet administrative, legal and contractual obligations; and
C. As a resource for research, clinical governance and teaching and training;
To ensure these functions are met, it is important to follow a number of generic record keeping standards that have been devised by the Health Informatics Unit of the Royal College of Physicians, and supported by NHS Connecting for Health- see Appendix.
Areas of significant clinical risk
There are a number of instances where accurate medical records play an important but subsidiary role in patient safety. These include:

A. Recording and ordering investigations
Do remember to record investigations and the results of these investigations in the patient’s medical records. All investigations requested for that episode of care should be listed in the patient’s record and ticked/signed off when the results are received, read and acted on if necessary .
	When ordering a test or investigation, include on the request form:
Patient’s full name, gender, date of birth and hospital number

***Check details are correct before using a label***
Consultant code
Ward or Clinic location
Ordering clinician’s name (clearly printed) and contact details

Clearly legible reason(s) for requesting investigation(s)

Date of request


B. Acting on important investigations
Another area of medical error is where the results of important investigations is overlooked or not acted on. This may be because the clinician ordering the test did not pursue the outcome, or expected someone else to do so instead. 
It is important to highlight in the patient’s record, medical correspondence or patient handover any outstanding investigations that need to be undertaken; or if already undertaken, to check that the investigation has been undertaken and results are available, then to review the results and to act on the results of these investigations. 
Although abnormal results are often phoned or bleeped this should not be assumed. The likelihood of medical errors is very high when there is discontinuity of care, such as when a clinician is away on leave and someone else is covering his/her patients, during clinical handovers (see below), or when an inpatient becomes an outpatient or vice-versa. 
	The responsibility for checking that investigations have been undertaken and acting on the results of ALL investigations rests 
with the clinician who ordered it!




C. The Patient Handover

An efficient and safe patient handoff is important in ensuring continuity of care when different clinical teams transfer responsibility. Poor communication is one of the most common causes of medical errors. Although accurate documentation in the patient’s medical records is important, the safest method of transferring responsibility for a patient is a face-to-face handover in which the doctor going off duty talks directly with the doctor coming on. 

Verbal handover, preferably supplemented by the use of a standardised handover proforma, covering prioritisation of clinical tasks outstanding is less likely to be forgotten or overlooked.

One way of remembering what to include in a handover (or handoff) is the following mnemonic:

Appendix
Generic record keeping standards (from RCP Records Standards Project)
	Standard
	Description

	1
	The patient’s complete medical record should be available at all times during their stay in hospital.

	2
	Every page in the medical record should include the patient’s name, identification number (NHS number1) and location in the hospital.

	3
	The contents of the medical record should have a standardised structure and layout.

	4
	Documentation within the medical record should reflect the continuum of patient care and should be viewable in chronological order.

	5
	Data recorded or communicated on admission, handover and discharge should be recorded using a standardised proforma.2

	6
	Every entry in the medical record should be dated, timed (24-hour clock), legible and signed by the person making the entry. The name and designation of the person making the entry should be legibly printed against their signature. Deletions and alterations should be countersigned.

	7
	Entries to the medical record should be made as soon as possible after the event to be documented (e.g. change in clinical state, ward round, investigation) and before the relevant staff member goes off duty. If there is a delay, the time of the event and the delay should be recorded.

	8
	Every entry in the medical record should identify the most senior healthcare professional present (who is responsible for decision making) at the time the entry is made.

	9
	On each occasion the consultant responsible for the patient’s care changes, the name of the new responsible consultant and the date and time of the agreed transfer of care, should be recorded.

	10
	An entry should be made in the medical record whenever a patient is seen by a doctor. When there is no entry in the hospital record for more than four (4) days for acute medical care or seven (7) days for long-stay continuing care, the next entry should explain why.3

	11
	The discharge record/discharge summary should be commenced at the time a patient is admitted to hospital.

	12
	Advance directives, consent and resuscitation status statements must be clearly recorded in the medical record.


1 The NHS number is being introduced as the required patient identifier.

2 This standard is not intended to mean that a handover proforma should be used for every handover of every patient. Rather that any patient handover information should have a standardised structure.

3 The maximum interval between entries in the record would in normal circumstances be one (1) day or less. However, the maximum interval that would cover a bank holiday weekend for example should be four (4) days.

Auditable standards 
An audit of medical records against the standards can be used by the Trust to demonstrate compliance with NHS Litigation Authority Risk Management Standards and for inspections by the Health Care Commission. 

An audit tool for audit of records against the standards will be available on www.rcplondon.ac.uk/clinical-standards/hiu/medical-records  during 2009.
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The HANDOFFS mnemonic





Hospital location: which floor, wing, ward?


Allergies/adverse reactions/medications


Name (age/gender)/hospital or NHS number


DNAR/Diet/DVT prophylaxis


Ongoing medical/surgical problems


Facts about current hospitalisation


Follow-up on…[blood and other results, response to treatment, etc]


Scenarios….[what to do if {something} happens]





From: Brownstein A & Schleyer A. Resident & Staff Physician 2007;53(6)








