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Manage Medical Records
Agenda:

· Welcome 
· Outpatient Medical Records

· Medical Record Policies and Procedures

· Medical Records Audits

· Medical Record Management

· Manage Medical Records

· Summary and Evaluation

· Close
Learning Objectives:  During this workshop, you will:

  1.  
Propose the patient information and forms that should be included in outpatient medical records;

  2.
Recommend how an outpatient medical record can be organized;  
  3.
Assess the content of your current medical records;

  4.
Discuss your current medical record policies and procedures;

  5.
Assess your current medical record policies and procedures;

  6.
Design a checklist for auditing the completeness of medical records;

  7.
Design a peer review checklist for auditing the quality of medical records;

  8.
Assess your current medical record management;

  9.
Decide how to handle issues related to medical record management;
10.
Discuss the next step; and

11.
State your key takeaway from this session.
Introductions 

	[image: image2.wmf]
	Instructions:.

When the ball is tossed to you, please stand up and quickly introduce yourself by:

1.   your name;

2.   your position;

3.   your business; and

4.   how long you have been in business.

Then throw the ball to someone who is facing you and expecting it to come his or her way. 

Once you have introduced yourself and thrown the ball, you can sit down.



	
	


An Outpatient Medical Record
	[image: image3.wmf]
	Instructions:   Working with your table group, please: design a well-organized and complete outpatient medical record that would enable you to easily record patient information and quickly retrieve that information. It should also enable nursing staff and/or administrative staff to know exactly where to find information.

Please use this and the following pages to identify:

1.   the forms you need in the medical record,

2.   the information that should be collected on each form, and

3.   the order in which data should be organized in the medical record,  

with #1 being the first form you would see when you open the 

medical record.




Example FORM: Patient Registration
Information to be collected:
Placement Order:

FORM: ____________________________________________________________
Information to be collected:
Placement Order:

FORM:  ____________________________________________________________
Information to be collected:
Placement Order:

FORM:  ____________________________________________________________

Information to be collected:
Placement Order:
FORM:  ____________________________________________________________
Information to be collected:
Placement Order:

FORM:  ____________________________________________________________

Information to be collected:
Placement Order:

FORM:  ____________________________________________________________

Information to be collected:
Placement Order:
FORM:  ____________________________________________________________

Information to be collected:
Placement Order:

FORM:  ____________________________________________________________

Information to be collected:
Placement Order:
FORM:  ____________________________________________________________

Information to be collected:
Placement Order:
Medical Record Content Assessment
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	Instructions:   Please assess the content of your current medical records against this list. Put a check mark (✔) in front of information that you currently collect in your medical records: 


Information That Medical Records Should Contain

___
  1.
Problem list, including significant illnesses and medical conditions

___
  2.
Medications

___
  3.
Adverse drug reactions

___ 
  4.
Allergies

___
  5.
Smoking status

___ 
  6.
Any history of alcohol use or substance abuse

___
  7.
Biographical or personal data

___
  8.
Pertinent history

___
  9.
Physical exams

___
10.
Documentation of clinical findings and evaluation for each visit

___  
11.
Laboratory and other studies that signify review by the ordering  provider
___
12.
Working diagnoses consistent with findings and test results

___  
13.
Treatment plans consistent with diagnoses

___
14.
A date for return visits or a follow-up plan for each encounter

___
15.
Previous problems addressed in follow-up visits

___
16.
A current immunization record

___
17.
Preventive services and risk screening
___
18.
All services provided by a practitioner who provides primary care services

___
19.
All ancillary services and diagnostic tests ordered by a practitioner 
___
20.
All diagnostic and therapeutic services for which a patient was referred by a practitioner, such as home health nursing reports, specialty physician reports, hospital discharge reports, or physical therapy reports
Source: GroupHealth Medical Records and Documentation, https://provider.ghc.org/open/render.jhtml?item=/open/workingWithGroupHealth/records-standards.xml

Example of Primary Care Medical Record Documentation Standards

	Document Standards Criteria
	Points

	1.  Biographical/personal data:
	

	· All pages must contain patient identification.
	1

	· Date of Birth.
	0.5

	· Current address.
	0.5

	· Work/home telephone numbers, as applicable.
	0.5

	· Marital status if age 18 or over.
	0.5

	· Employer.
	0.5

	· OB/GYN.
	0.5

	2.  Advance directives discussion.
Chart must include documentation indicating that adults age 18 years and older, emancipated minors, and minors with children have been given information regarding advance directives.
	4

	3.  All entries are signed.
Signature can be in the form of the provider’s initials. If [image: image6.png]


 entries are not signed, provider does not get credit for this standard. May be written or electronic signature.
	2

	4.  All entries are dated.
	1

	5.  The medical record must be organized.
There must be an individual chart for each person. The record must be in sequential order, e.g. date, category, type of service.
	2

	6.  The medical record must be legible.
Illegible notes are an automatic failure under this standard.
	*

	7.  Completed up-to-date problem list in chart.
Can either be a separate form or listed in progress notes. The problem list must contain all significant illnesses and active medical conditions, as well as behavioral and psychological health. For those patients without active problems, the list must indicate either “health maintenance" as the active issue or “no problems.”
	5

	8.  Medication list.
Can either be a separate form or can be found within the progress notes. The medication list must include all medications, both prescription and over-the-counter, that the patient is taking, and must be current.
	5

	9.  Allergies and/or adverse reactions are noted, or NKA is noted.
All agents causing some type of negative response must be clearly and easily identified. The actual negative response does not have to be listed to obtain credit for this standard.
	5

	10.  Past medical history.

Past medical history for all ages must include illnesses, surgeries/operations, and mental history. For children ages 0 to 6 years, past medical history must also include prenatal history.
	5

	11.  Family medical history.
Must include, at a minimum, pertinent medical history of parents and/or siblings.
	4

	12.  Social living environment.
Must include pertinent information, such as occupation, education, living situation.
	2

	13.   Social habits.
For patients 11 years and older, documentation of screening and/or counseling for:
	

	· Tobacco Use.
	3

	· Alcohol Use.
	3

	· Substance Use.
	3

	· HIV/STD risk.
	3

	14.  Pertinent subjective and objective information of presenting complaints.
Office visit notes must contain appropriate subjective and objective information pertinent to the patient’s presenting complaints.
	6

	15.  Diagnosis/impression must be consistent with findings.
	3

	16.  Lab and other studies and treatment plan ordered and followed up as appropriate.
Labs/other studies indicated must be appropriate to the findings/diagnosis stated.
	6

	17.  Plans/actions must be consistent with diagnosis, including:
	

	· Time frame for return visit – (PRN is acceptable).
	2

	· Appropriate use of referrals/consultants.
	2

	18.  Chronic medical conditions monitored as appropriate.
	2

	19.  No shows or missed appointments must be documented with follow-up efforts to reschedule appointment.
	1

	20.  Evidence of emergency room/inpatient follow-up, if applicable.
Charts must contain consultant reports from specialty providers to whom the patient has been referred and ER reports and/or facility discharge summaries, as applicable.
	5

	21.  Test, lab results, and consultant summaries must be in chart with evidence PCP has reviewed (initials or some other method), if applicable.
	2

	22.  Care rendered must be medically appropriate.
No inappropriate risk to the patient is identified from the care provided
	***

	23.  Preventive services and screenings offered in accordance with protocols:
	

	· Diet/nutrition discussion and/or counseling.
	5

	· Patient safety- i.e., seat belts, helmet, car seats.
	5

	· Indicate patient has been offered and/or received age/gender appropriate preventive health services. Dates and results of any labs/tests must be documented in the record.
	5

	· Immunization information must be complete and up-to-date.
	5


Source: Excellus Blue Cross Blue Shield Health Insurance

Medical Record Policies and Procedures
	[image: image7.wmf]
	Instructions:   Working with your small group, please answer the question posed on each of the flip charts, starting with the question your group is assigned. You will have only a few minutes before the facilitator will give a signal and your group should move clockwise to the next flip chart.


The questions your group will be answering relate to your policies and procedures:

· Who prepares a new patient medical record?

· What system is used for filing and retrieving medical records? (Alphabetical, numerical, or something else?)

· Who is allowed to make entries into the record?

· What procedure do you use to indicate the need to follow up on patient referrals or external diagnostic test results?

· What are your security procedures regarding medical records?

· How do you maintain patient confidentiality?

Medical Record Policy and Procedure Assessment
	[image: image8.wmf]
	Instructions:   Please review the list of standards for medical record policies and procedures. Put a check mark (✔) in front of the standards that your medical record policies and procedures currently meet.




Patient Medical Record
___
1.
My practice initiates and maintains a medical record for every patient assessed or treated.
___
2.
The medical record contains sufficient information to identify the 


patient, support any diagnosis, justify the treatment, document the 


course and results of treatment, and promote the flow of 


information among the patient’s health care providers.
___
3.
The medical record of every patient receiving urgent care includes



the time of arrival, the conclusions at termination of treatment, the



patient’s condition at discharge, and follow-up care instructions.

___
4.
For patients receiving continuing care, the medical record contains a



summary of all known significant diagnoses, drug allergies, current



medications, and any past surgical procedures and hospitalizations.

___
5.
Those authorized to make entries in the patient medical record and 



authorized to have access to patient medical records are identified in 


our practice policy.

___
6.
As part of its quality and safety monitoring activities, my practice regularly assesses the content, completeness, and legibility of patient medical records.

Information Management
___
7.
My practice meets the information needs of all those who provide clinical services, those who manage the practice, and those outside the practice who require data and information from the practice.
___
8.
Confidentiality, security, and integrity of data and information are 


maintained.
___
9.
Records and information are protected against loss, destruction, 


tampering, and unauthorized access or use.

___
10.
My practice uses standardized diagnosis codes, procedure codes, symbols, definitions, and abbreviations, and limits the number of abbreviations allowed.

___
11.
My practice determines the retention time of medical record information based on law and regulation and on its use for patient care, legal, research, and educational activities.
___
12.
My practice collects and analyzes data to support patient care, effective management, and the quality and patient safety program.

Source: Joint Commission International Accreditation Standards For Ambulatory Care, Second Edition

How to Conduct Medical Records Audits

	[image: image9.wmf]
	Instructions:   Please participate in responding to this discussion question:




What are the best ways to conduct audits of medical records for completeness of data and documentation of quality of care?
Auditing for Completeness of the Medical Records

	[image: image10.wmf]
	Instructions:   Working with your table group, please create a checklist that an administrative staff employee could use to verify that the medical record contains all required data elements.




For example:
1.
Are all the necessary forms in the record, with each sheet containing the patient’s name or patient ID #?

2.
Are all clinical notes signed, dated and timed?

3.
Are patient vital signs recorded for each visit?

Checklist for Auditing Completeness of Medical Records
	

	

	

	

	

	

	

	

	

	


Checklist for Auditing Completeness of Medical Records continued:
	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


Quality Issues in Medical Records
The quality of care audit is a peer review function. This includes the periodic assessment of the appropriateness of both the utilization and quality of services provided. It is conducted by clinicians or by other licensed health professionals under the supervision of the clinician based on the systematic collection and evaluation of the patient medical records.
	[image: image11.wmf]
	Instructions:   Working independently, please identify five issues in your clinical practice for which a medical record peer review would be important. 


For example:

1. Did the provider prescribe the correct drug?

2. Were the blood tests that were ordered the correct tests? 

3. Was the chest x-ray consistent with the differential diagnosis?

Five Quality Issues in My Clinical Practice

1.

2.

3.

4.

5.

Auditing for Quality of the Medical Records
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	Instructions:   Working with your table group, please create a peer review audit checklist based on your table group members’ lists of clinical quality issues. 


Peer Review Checklist for Auditing the Quality of Medical Records
	

	

	

	

	

	

	

	

	

	

	

	

	

	


Peer Review Checklist for Auditing the Quality of Medical Records continued:
	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


Medical Records Management Assessment
Well-documented electronic or paper medical records improve communication, and promote coordination and continuity of care. In addition, detailed medical records encourage efficient and effective treatment. Below is an example of a set of standards for record keeping in medical offices that follow the recommendations of the U.S. National Committee for Quality Assurance. 
	[image: image13.wmf]
	Instructions:   Please assess the management of your current medical records against this more detailed list. Put a check mark (✔) in front of the standards that your medical records management currently meets: 




___
  1.
The practice maintains complete and accurate medical records in a manner that is current, detailed and organized, and permits effective and confidential patient care and quality review.

___
  2.
Medical records must be stored in a secure location not accessible to patients.

___
  3.
There is a unique medical record for each patient, identified by a medical record identifier on each page.

___
  4.
Records are organized with a filing system to ensure easy retrieval.

___
  5.
The primary care medical records reflect all service provided by the practitioner, all ancillary services and diagnostic tests ordered by the practitioner, and all diagnostic and therapeutic services for which the practitioner referred the patient.

___
  6.
To protect the confidentiality of medical records and guard against unauthorized disclosure of patient information, the practice has written confidentiality policy and procedure that address confidentiality.

___
  7.
The medical record is organized in such a way that data abstraction can be performed efficiently.  Each page in the record contains the patient’s name or ID number.
___
  8.
The record is legible (for example, it can be read by someone other than the writer.)
___
  9.
Each entry or office note is dated.

___
10.
All entries in the medical record contain the author’s identification. Author identification may be a handwritten signature, unique electronic identifier or initials.
___
11.
The history and physical exam identifies appropriate subjective and objective information pertinent to the patient’s presenting complaints.

___
12.
Significant illnesses and medical conditions are indicated on the problem list. A problem list should be completed for each patient, regardless of health status. A flow sheet for health maintenance screening is considered part of the problem list. It is acceptable if the practitioner outlines a problem list at each visit in the progress notes or if the practice site keeps a current ongoing problem list on a computerized system.
___
13.
Past medical history (for patients seen three or more times) can be easily identified and includes serious accidents, operations and illnesses.  For children and adolescents (18 years and younger) past medical history relates to prenatal care, birth, operations and childhood illnesses.

___
14.
Medication list is up-to-date.

___
15.
Medication allergies and adverse reactions are prominently noted in the record or on the front cover of the medical record. If the patient has no known allergies or history of adverse reactions, this is appropriately noted in the record.

___
16.
For patients 14 years and older, there is appropriate notation concerning the use of cigarettes, alcohol and other substances. For patients who have been seen three or more times, there is a record of asking about any substance abuse history.

___
17.
For all patients 18 and younger, there is a completed immunization record. For patients over 18, there is a note of the history of immunizations. Because most adults may not have an immunization record, appropriate notation is made of Flu vaccine, Pneumococcal vaccine (if appropriate), and Tetanus/Diphtheria vaccine every 10 years.

___
18.
Unresolved problems from previous office visits are addressed and documented in subsequent visits.

___
19.
Encounter forms or notes have a notation, when indicated, regarding follow-up care, calls or visits. The specific time of return is noted in weeks, months, or as needed.

___
20.
No-shows or missed appointments are documented with follow-up efforts to reschedule the appointment.

___
21.
Consultation, lab, and imaging reports filed in the chart are initialed by the practitioner who ordered them to signify review. If the reports are presented electronically or by some other method, there is a representation of review by the ordering practitioner. Consultation, abnormal lab, and imaging study results have an explicit notation in the record of follow-up plans.

___
22.
If a consultation/referral is requested, there is a note from the consultant in the record.

___
23.
Lab and other studies ordered reflect consideration of the reported signs/symptoms and recorded diagnoses.

___
24.
Documentation of clinical findings and evaluation for each visit. Working diagnoses are consistent with findings.

___
25.
When indicated by diagnosis, plans of action include the consultation of specialists. Treatment plans reflect consideration of recorded diagnoses and reported signs/symptoms.

Source: MVP Health Care Medical Record Standards and Guidelines.

http://www.mvphealthcare.com/provider/qim/documents/ambulatory_medical_record_review.pdf

Case: Filing Folly
	[image: image14.wmf]
	Instructions:   Working with your table group, please review the case below and then identify: (1) the issues; (2) the causes; (3) how to avoid them in the future; and (4) what the hospital should do to manage the current situation.



Filing Folly

Abdi Jillo was an adult HIV patient who was being treated at an outpatient clinic at the Mubarak Hospital in Isiolo County. When he arrived for his appointment, his physician, Dr. Kassim, was displeased to find that the clinical notes and laboratory tests from Abdi’s last visit were not in Abdi’s paper-based outpatient medical records. The documents should have been stapled to Dr. Kassim’s earlier notes. Irritated by this oversight, Dr. Kassim ordered his nurse, Sister Jamila, to go to the Records Department and demand that they trace Abdi's missing records.

Sister Jamila was very upset and rushed off to see the records clerk, John Saku. She created a scene, standing at the window to the Records Department and yelling that Dr. Kassim needed Abdi’s clinical notes and laboratory tests immediately. She paid no attention to the fact that other patients and staff were in the area.

The Records Department had a system for managing the medical files that were returned within a week. This involved piling the files on a long table and bundling them together with string. The bundles were organized on the basis of the date they had been accessed and returned, which was typically the same day. 

The Records Department then filed records based on the last name and the year of the first visit for regular patients. These records were kept in open shelves. The records for HIV and TB patients were kept in special filing cabinets.

Abdi's last visit had been two weeks ago. His file was in Sister Jamila’s hand and had been checked out but not signed out that very morning - so where could the missing records possibly be? 

John checked the filing cabinet for HIV patients under the letter J for Jillo, to see if the notes could have been stapled to the wrong file. After a long search, he found the missing clinical notes, including physical findings, diagnoses and treatment ordered. However, they were stapled to the records of a patient named Abdi Jarso. Mr. Jarso, who had the same first name as Abdi Jillo but a different outpatient registration number, had attended the clinic on the same day that Abdi was there. 

The missing clinical notes were re-stapled onto the correct Abdi's medical records. However, when Sister Jamila opened Abdi Jillo's file, she discovered to her horror that it was still incomplete. The CD4 count results, renal and liver function test results from his last visit were still missing. 

In a panic, Sister Jamila raced throughout the hospital, asking staff in the registry, laboratory and other clinics if they had seen Abdi’s laboratory records. Abdi’s neighbors, Noor and Abdow Ali, were seated in the laboratory reception area and overheard all the fuss.

No one was able to locate Abdi’s laboratory paper records. As a result, Sister Jamilla had to make a copy of the results based on the records in the laboratory registry book, which had both a laboratory number and an outpatient number. 

Abdi and his wife Halima were distressed by the entire episode. They reported the clinic incident to the hospital authorities. 

Filing Folly Assessment
	1. The Issues
	2. Their Causes
	3. How to Avoid Them in the Future

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Filing Folly Assessment

	1. The Issues
	2. Their Causes
	3. How to Avoid Them in the Future

	
	
	

	
	
	

	
	
	

	
	
	


	4.   What should the hospital do to manage the current situation?


Sample Ambulatory Medical Record Documentation Standards
As health care professionals, you know the medical record communicates pertinent information about your patient's past medical treatment, past and current health status, and current and future treatment needs and plans. Whether electronic or hardcopy, medical records must contain well-documented, clearly understood, updated and complete information to ensure continuity of care, and to promote efficient, effective quality care. Achievement of these goals is facilitated when you and your staff consistently practice accepted standards for medical record documentation.

Western Health Advantage (WHA) is required by state and federal regulatory bodies, and by the National Committee for Quality Assurance (NCQA) to monitor medical records of our network physicians to ensure ongoing documentation compliance. Medical record files are audited at least every 2 years by nurses from either your group or by WHA to ensure compliance, and to identify educational needs and opportunities for improvement. An overall score of 90% for the six "core" elements listed below must be achieved to pass the medical record audit. 
If the initial audit score is below 90% you will be asked to submit a written corrective action plan (CAP) to your group or WHA, which addresses any deficiencies. Once the CAP is accepted and approved, your files will be re-audited within 3 months and subsequently as needed, until a 90% passing score is achieved.

Western Health Advantage recognizes your ongoing efforts to provide quality care and services to our members, and we thank you for helping the Plan to achieve our quality improvement goals in these areas.

For copies of WHA's or your group's Ambulatory Medical Record Audit policies and tools, please contact your group's Medical Management Department. In the meantime, please take a few moments to review the following documentation guidelines and apply them to your daily practice.

"Core" Required Elements Reviewed During Ambulatory Medical Record Audits
· Health history (current)

· Problem list (routinely updated)

· Medication allergies and adverse reactions (routinely verified-dated)
· Appropriate treatment 
· Plans for further treatments

Guidelines for Medical Record Documentation
The following are commonly accepted standards for documentation in medical records. NCQA and WHA require auditors to review at a minimum, the six elements listed above and as noted below with asterisks:

1. Each page in the record contains the patient's name or ID number.

2. Personal biographical data include the address, employer, home and work telephone numbers and marital status. (verify and update routinely)

3. All entries in the medical record contain the author's identification. Author identification may be a handwritten signature, unique electronic identifier or initials.

4. All entries are dated.

5. The record is legible to someone other than the writer. A second surveyor examines any record judged to be illegible by one physician surveyor.

6. *Significant illnesses and medical conditions are indicated on the problem list (routinely updated with dates).

7. *Medication allergies and adverse reactions are prominently noted in the record. If the patient has known allergies or history of adverse reactions, this is appropriately noted in the record.

8. *Past medical history (for patients seen three or more times) is easily identified and includes serious accidents, operations and illnesses. For children and adolescents (18 years and younger), past medical history relates to prenatal care, birth, operations and childhood illnesses.

9. For patients 14 years and older, there is appropriate notation concerning the use of cigarettes, alcohol and substances (for patients seen three or more times, query substance abuse history).

10. The history and physical examination identifies appropriate subjective and objective information pertinent to the patient's presenting complaints.

11. Laboratory and other studies are ordered, as appropriate.

12. Working diagnoses are consistent with findings.

13. Treatment plans are consistent with diagnoses.
14. Encounter forms or notes have a notation, when indicated, regarding follow-up care, calls or visits. The specific time of return is noted in weeks, months or as needed.

15. Unresolved problems from previous office visits are addressed in subsequent visits.

16. Review for underutilization and over-utilization of consultants.

17. If a consultation is requested, is there a note from the consultant in the record?

18. Consultation, lab and imaging reports filed in the chart are initialed by the practitioner who ordered them to signify review. Review and signature by professionals other than the ordering practitioner do not meet this requirement. If the reports are presented electronically or by some other method, there is also representation of review by the ordering practitioner. Consultation and abnormal lab and imaging study results have an explicit notation in the record of follow-up plans.

19. There is no evidence that the patient is placed at inappropriate risk by a diagnostic or therapeutic procedure.

20. An immunization record for children is up-to-date or an appropriate history has been made in the medical record for adults.
Source: http://www.westernhealth.com/providers/ambulatory_doc.cfm
Sample Clinical Records Management Policy: 

http://www.porthosp.nhs.uk/Management-Policies/Non%20Clinical%20Records%20Management%20Policy.doc.

Clinical Records Management Policy

	Version
	6

	Name of responsible (ratifying) committee
	Information Governance Steering Group

	Date ratified
	11 September 2013

	Document Manager (job title)
	Information Governance Manager

	Date issued
	11th October 2013
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	Electronic location
	Clinical Policies
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QUICK REFERENCE GUIDE
This policy must be followed in full when developing or reviewing and amending Trust procedural documents.

For quick reference the guide below is a summary of actions required. This does not negate the need for the document author and others involved in the process to be aware of and follow the detail of this policy.

1. The Health Records Department staff is responsible for the safe storage and retrieval of health records within the library, but are not responsible for the security, maintenance and completeness of the record whilst outside of the Health Records Department.

2. All staff handling the record is responsible for maintaining the appearance, tidiness, correct organization and integrity of the record. Where health records are in clinical use outside of designated areas, they must be held securely.
3. There are clear instructions on the inside of the health record regarding the filing of documents. All documentation must be filed securely, in date order, behind the appropriate, colored divider and in the order printed on those dividers.
4. Other than the patient ID label, only labels/ stickers approved by the Information Governance Steering Group may be affixed to the front of the health record. Records of patients with an ‘alert’ inside the front cover will carry a warning red triangle on the front cover.
5. All new patients will be allocated a new health record and a unique patient identifier and, if not present, an NHS Number (using the Summary Care Record as source).

6. When health records are not required for operational purposes, they must be returned to using the tracking system on PAS, and stored in, the Health Records Department.
7. Health records must not be removed off site unless on official Trust business and the record/s must be tracked to ensure they can be traced if required.
8. All case notes are tracked using the Patient Administration System (PAS) and must be traceable at all times. Staff members who transfer health records are responsible for ensuring that the new location is accurately entered on PAS.
9. A ‘missing health record’ is one that cannot be found or is not available when required for a patient consultation or other purpose e.g. complaint/ incident investigation. When this occurs staff in the Health Records Department must be notified.

10. The destruction of records is an irreversible act, while the cost of preserving records worthy of permanent preservation is high and continuing. The Health Records Service Manager will ensure that records no longer required for use are reviewed as soon as is practicable (whilst remaining in accordance with the retention schedule) so that ill-considered destruction is avoided.

11. Multi-professional clinical audits of record-keeping standards are carried out on an annual basis as part of an audit program led by the Information Governance Manager. The audit is used to assess compliance against various regulatory requirements.
INTRODUCTION

All NHS clinical records are public records under the terms of the Public Records Act 1958. Under the act, the Trust has a statutory duty to make arrangements for the retention, preservation and/ or destruction of such records. In addition, the Trust needs robust records management procedures to meet the requirements set out under the Data Protection Act 1998, the Freedom of Information Act 2000 and the Records Management: NHS Code of Practice.

Good record-keeping is an integral part of governance, professional practice and the mark of the skilled and safe practitioner. In addition, the information held in clinical records is essential to the planning and delivery of high quality, evidence based patient-centered care and an effective records management policy ensures that such information is properly managed. Information has most value when it is accurate, up to date and accessible when it is needed.
As well as underpinning good patient care, complete, accurate and timely records allow a clear picture of events to be obtained, which is imperative for managing claims and complaints, and for auditing practice and remaining proactive in improving records management practices.

PURPOSE

This policy details the processes for ensuring that the Trust has in place a comprehensive system for the completion, use, tracking, storage, retrieval, archiving and/ or disposal of clinical records and that record keeping standards are monitored through the clinical audit process.

It will support and/ or assist with:

· Patient care and the continuity of that care
· Day to day business which underpins delivery of care

· Evidence based clinical practice

· Sound administrative and managerial decision making

· Compliance with legislation

· Reduction in risk

· Clinical and other audits

· Improvement in clinical effectiveness through research 

· Archival functions by taking account of the historical importance
SCOPE

This policy outlines how the Trust will manage all types of clinical records. However, implementation of this policy does not replace the duty and professional accountability of staff to protect the confidentiality of the patient and the patient’s clinical record. This policy relates to all staff who use clinical records for clinical and/ or administration purposes.
‘In the event of an infection outbreak, flu pandemic or major incident, the Trust recognizes that it may not be possible to adhere to all aspects of this document. In such circumstances, staff should take advice from their manager and all possible action must be taken to maintain ongoing patient and staff safety’

DEFINITIONS

Clinical Record: anything that contains clinical information regarding an individual patient, which has been created or gathered as a result of any aspect of work of NHS health professionals, and may be contained on any media.

DUTIES AND RESPONSIBILITIES

Chief Executive: The CEO is personally accountable for records management within the Trust.  
All Managers

Managers are responsible for promoting clinical records management and ensuring there are operational systems in place within their teams to fulfil the requirements of this policy. This includes ensuring staff receive appropriate training, including the completion and management of clinical records.
All staff

All healthcare and support staff has a responsibility for the maintenance, management and care of clinical records in accordance with this policy, as part of their own accountability for governance.

The Information Governance Manager: is responsible for overseeing the implementation of this policy and is the Trust lead for records management. Records management training forms part of all Information Governance training delivered within the Trust.

Information Governance Steering Group

The Information Governance Steering Group is responsible for approving the pilot stage of a newly developed or amended document, approving documents for official use across the Trust, suggesting standardization (logo, format etc.) of design and production and maintaining a master list of approved documents.

Health Records Department

The Health Records Service Manager: is responsible for developing health records policies and procedures and promoting good health records management practice throughout the Trust in conjunction with departmental managers and staff, to include coordination of audit activity relating to health records management practices.

The Health Records Department Staff are responsible for the safe storage and retrieval of health records within the library. The staff will support departments with the retrieval and operational use of the health record but are not responsible for the security, maintenance and completeness of the record whilst outside of the Health Records Department.

PROCESS

6.1 Completion

6.1.1 All entries in the health record will be: 
· legible and completed in blue / black pen (other colors are permissible if they are indelible and readable on photocopy)

· a factual, accurate record of event of intervention, including the provision and identification of medical equipment

· written up as soon as possible after an intervention has occurred

· dated, timed and signed with full name and job title printed next to first entry

· written in such a way that any alterations or additions are dated, timed and signed whilst ensuring the original entry can still be read – the use of correction fluid is forbidden

· unambiguous, with no abbreviations or jargon used

· free of meaningless phrases, irrelevant speculation or offensive, subjective statements

· readable when photocopied/ scanned/ digitized

· countersigned by the RN/ RM responsible for the care of the patient, if made by non-registered practitioner in the course of nursing care

· completed in line with professional codes of practice in relation to record keeping standards e.g. NMC, GMC; and will

· include recording information given to patients/ relatives/ caregivers on the patient’s illness, treatment and future management, where appropriate

6.2 Filing

6.2.1 The health record is bound so that loss of documents and traces is minimized. All staff must ensure that documentation is always securely filed to prevent loss during transportation and all professional notes (e.g. medical, nursing and physiotherapy) must be stored together to provide an accurate picture of the care provided. Exceptions to this may be: 

· Large volume records such as ITU charts, but their existence and location must be noted in the main record. 

· Records made by psychologists may be inappropriate for inclusion but psychology involvement should be noted in the main record

· Allied Health Professionals will be expected to write directly into the health record of an inpatient but if care continues on an outpatient basis, regular reports should be filed in the main inpatient record

6.2.2 All staff must try to file patient records including correspondence received from other health care professionals within the health record in a timely manner.    

6.2.3 There are clear instructions on the inside of the health record regarding the filing of documents. All documentation must be filed securely, in date order, behind the appropriate, colored divider and in the order printed on those dividers. The front clear pocket must be used for patient identification labels and routing card only. All staff members handling the record are responsible for maintaining the appearance, tidiness, correct organization and integrity of the record.
Correspondence Divider (blue divider)

· Referral letters

· Correspondence

· Discharge letters and summaries


Specialty Specific Clinical Records (pink divider)

· Narrative clinical notes

· Consent forms

· Anesthetic records

· Operation Notes

· List of specialties: grouping of specialties for clinical history sheets
Therapy and Nursing Notes (grey divider)

· Physiotherapy

· Dietetics

· Speech therapy

· Occupational Therapy

· Social Services

· Nursing assessment

· Nursing care plan

· Progress and evaluation

· Communication reports

· Nursing discharge plan

Prescription sheets and observation charts (yellow divider)

· Medication prescriptions

· Fluid prescriptions

· Observation charts

· Fluid charts

· Weight charts

Investigations (green divider)

· Biochemistry (green border)

· Hematology (red border)

· Microbiology/Cytology (yellow border)

· Radiology (blue border)

6.2.4 All machine-produced recordings must be securely stored to ensure the minimum of deterioration: this is by storage in a brown, manila envelope, which in turn must be clearly marked with a patient ID label

6.2.5 Once a patient is admitted via the Accident and Emergency Department (A&E), a record of the observations and events that took place in A&E will be filed in the patient’s main health record. 

Existing Patient

The existing health records are requested, which then follow the patient to the ward: the A&E record is then inserted into the main body of the health record. 

New Patient
The Health Records Department is informed and a new set of health records is made up and sent to the ward onto which the patient has been admitted: the A&E record is then inserted into the main body of the health record. 
Informing the patient’s General Practitioner (GP)

If a patient is admitted via A&E, the GP is automatically informed, via the A&E module on the Patient Administration System (PAS). Full details and instructions on the process are contained within the A&E Coding Protocol

6.2.6 Patient held records are issued to women attending for antenatal care. Patients are requested to bring these records to every health appointment to ensure a comprehensive care pathway. The patient held record is then returned to the Trust at the completion of the pregnancy and filed in the obstetric section of the main health record. 

6.2.7 Other than the patient ID label, only labels/ stickers approved by the Information Governance Steering Group may be affixed to the front of the health record. Records of patients with an ‘alert’ inside the front cover will carry a warning red triangle on the front cover. This will carry no patient identifiable information but will bring the health care professional’s attention to the fact that ‘alert’ information is contained within the health record. The ‘alert’ may refer to hyper-sensitivity, existence of living will etc.

6.2.8 All health records have a designated place for the recording of hyper-sensitivity reactions and other information relevant to all healthcare professions. This is located on the inside front cover of the record

6.3 Volumizing (splitting and cross-referencing) Health Records

6.3.1 Health records that are in excess of 7cms are unmanageable in the operational clinical area and will be split into volumes

6.3.2 Staff in the Health Records Department will split the health record on a chronological basis with the most recent documentation in the latest volume.

6.3.3 Volumes will be clearly marked ‘Volume 1’, ‘Volume 2’ on the outside cover, with the start dates for each volume being recorded on the inside cover.

6.3.4 The PAS will be updated to indicate that there are multiple volumes of health records and/ or if they have been scanned, so that appropriate action may be taken to retrieve them

6.4 Registration and Creation

6.4.1 Staff in the Health Records Department will confirm that no record currently exists.
6.4.2 All new patients will be allocated a new health record and a unique patient identifier and, if not present, an NHS Number (using the Summary Care Record as source). All new health records will be assembled in accordance with this policy.

6.5 Developing New or Amending Existing Health Records

6.5.1 Standardization in the design and format of all documents which make up the health record facilitates:

· optimal communication of patient between healthcare professionals

· promotes optimal continuity of care, as transfer of care occurs between departments and hospitals

· facilitates information gathering for complaints, incidents and claims

· facilitates efficient audit and filing

6.5.2 The following principles will apply:

· New documents must be drawn up in consultation with relevant clinical and support staff

· To pilot a newly developed or amended document, a letter of application must be sent to the Information Governance Steering Group. The letter (Appendices A & B) must clearly state:

· the consultation process undertaken or describe the proposed amendments to an existing document
· arrangements and cost implications for the proposed change
· all documents under development must be marked ‘DRAFT’ until such time as they are approved by the Information Governance Steering Group

· following approval the document will enter the pilot phase for 3 months

· on completion of the pilot, the production team will present the results to the Information Governance Steering Group with a recommendation for approval or the need for further amendments

6.5.3 The Information Governance Steering Group is responsible for:

· approving the pilot stage of a newly developed or amended document

· approving documents for official use across the Trust

· assigning an official health record number

· suggesting standardization (logo, format etc.) of design and production

· maintaining a master list of approved documents

· identifying the training and briefing requirements for staff on new policies/ documentation

6.5.4 The procurement process for new documents is as follows:

· originator will contact the procurement department at NHS Supplies, Hedge End

· originator will send a draft document to NHS Supplies

· NHS Supplies will provide originator with costings and ‘proof’ document for approval

· originator will approve proof and return to Supplies, together with completed non-stock requisition

· NHS Supplies will arrange printing and forward printed documents to originator

6.6 Confidentiality, Security and Storage

6.6.1 All health records will be stored, distributed, disclosed and disposed of in accordance with relevant legislation and guidance (Data Protection Act 1998, Human Rights Act 1998, Caldicott 1997) and taking account of best practice and other Trust policy i.e. Freedom of Information Policy, Trust Staff Code of Conduct on Confidentiality, Information Governance Policy – all available on the Trust intranet.

6.6.2 All staff members are responsible for the safe custody of health records whilst in their possession. Where health records are in clinical use outside of designated areas, they must be held securely. Where rooms containing health records are unattended, those rooms must be locked.

6.6.3 In the Health Records Department, records are filed using terminal digit filing (00-99) in order to facilitate ease of identification and retrieval 

6.6.4 When health records are not required for operational purposes, they must be returned to, and stored in, the Health Records Department: a secure area to which access is restricted to Health Records Department staff only.

6.6.5 To maintain patient confidentiality, health records must always be transported within a sealed cover – either a secure plastic box, yellow bag or double enveloped. They should not be sent via the internal post.
6.6.6 When health records are required for adjoining patient appointments, consideration may be given for patients transporting their records between appointments (for on-site appointments only). The security of the records must be a priority, and the records should be contained within a sealed envelope. Any decision on the suitability of the patient taking records from one appointment to another must be at the discretion of the department of the patient’s first appointment.
6.6.7 Health records should not be removed from Trust premises, unless that is undertaken via secure, hospital transport.
6.6.8 Health records must not be removed off site unless on official Trust business and the record/s must be tracked to ensure they can be traced if required.

6.6.9 When health records are requested by another organization, a photocopy of the records must be sent and the originals retained within the Health Records Department. Under exceptional circumstances (For example: legal reasons), when it is essential to send the original health record a complete copy must be retained within the Trust. If it is impossible to make a complete copy (For example: in an emergency transfer situation) then a summary only should be sent and the originals retained.

6.7 Digitized records

6.7.1 The Trust converts appropriate records into electronically held digitized images. This:

· offers better access to historical patient information and thus enhances patient care

· reduces the amount of storage required

· is the first step towards the electronic patient record of the future

6.7.2 The CD library of digitized patient records is held in the Health Records Department although other departments also hold their own digitized records.

6.7.3 Access to digitized information is limited to departmental user groups and, on occasion, it is necessary to reconstitute the digitized image into a paper copy. Requests for digitized images (or part images) to be reconstituted should be addressed directly the Health Records Department: no unofficial copying may be undertaken. The copy is created on colored paper and a quality control sheet attached to the front. This sheet indicates the creating officer and the name of the officer who has quality checked the copy.

6.7.4 No additional text or drawings are to be inserted into the reconstituted paper copy 

6.7.5 Once use of the reconstituted paper copy is complete it must be returned to the Health Records Department for confidential destruction.

6.8 Tracing, tracking and retrieval


6.8.1 All case notes are tracked using the Patient Administration System (PAS): this is mandatory.
6.8.2 The location of all health records must be traceable at all times. Staff members who transfer health records are responsible for ensuring that the new location is accurately entered on PAS. It is not the responsibility of the receiving department/ ward/ staff member.

6.8.3 Health records can be retrieved 7 days a week, 24 hours a day by telephoning the Health Records Department on Ext. 7709 1105 (02392 681105)

6.8.4 Health records must be returned to the Health Records Department as soon as possible after use.

6.8.5 Local Health Records Department procedures for the retrieval of health records are available within the department.

6.9 Missing Health Records

6.9.1 A ‘missing health record’ is one that cannot be found or is not available when required for a patient consultation or other purpose e.g. complaint/ incident investigation

6.9.2 When this occurs staff in the Health Records Department must be notified.

6.9.3 When staff members in the Health Records Department have confirmed the health records are missing, a temporary set of records will be created and PAS updated to show that the temporary set is in circulation.  

6.9.4 Staff in the Health Records Department must maintain a log of missing health records and a search conducted on a weekly basis. The dates, and outcomes, of the searches must be entered into the log together with the name of the person who conducted the search.

6.9.5 Every effort will be made to locate any records that cannot be traced. However, when a set of health records has been missing for six months, it is reasonable to assume that they are lost. Accordingly, the temporary set of health records should be converted into a duplicate set and the log of missing records and the PAS updated to reflect this change. When a record is confirmed as lost an incident must be raised.

6.9.6 If the original health records are located, the temporary or duplicate set of records should be merged with the originals and the missing health records log and PAS updated accordingly

6.9.7 The Health Records Service Manager should complete a monthly ‘Summary of Missing Health Records’ and present this summary to the Information Governance Steering Group in the quarterly report.

6.10 Preservation, Retention and Disposal

6.10.1 The destruction of records is an irreversible act, while the cost of preserving records worthy of permanent preservation is high and continuing. 

6.10.2 The preservation, retention and disposal of health records are undertaken in accordance with the Records Management: NHS Code of Practice. The health records retention schedule is hyperlinked at 6.10.6 but further guidance may also be obtained from the Trust’s Information Governance Manager. 

If a record is not named within the retention schedule then the Information Governance Steering Group together with any other appropriate person/s (see 6.10.4), will make a local decision on retention requirements.

6.10.3 Health Records Service Manager will ensure that records no longer required for use are reviewed as soon as is practicable (whilst remaining in accordance with the retention schedule) so that ill-considered destruction is avoided. The schedule identifies minimum retention periods. A local review may determine whether records are to be selected for permanent preservation, destroyed or retained by the Trust – for litigation or research purposes

6.10.4 Whenever the schedule is used, the guidelines listed below should be followed:

· local requirements/ instructions must be considered before activating retention periods in the schedule
· decisions to destroy records should also be considered locally, in the light of the need to preserve records whose use cannot be fully anticipated at the present time but which may be of value to future generations (a destruction log must be retained)

· recommended minimum retention periods should be calculated from the end of the calendar or accounting year following the last entry on the record
· the selection of files for permanent preservation is partly informed by precedent and partly by the historical context – general rules have been drawn up locally using the profile of material already selected and the history of the Trust (including pioneering treatments and examples of excellence)
· compliance with the Data Protection Act 1998, in that secure storage is provided and data are not kept for longer than necessary for the purpose for which it was collected
6.10.5 Health records contain sensitive or confidential information. It is therefore vital that confidentiality is safeguarded at every stage of the lifecycle including destruction. Currently all appropriate records are digitized and the paper copies securely stored. 

6.10.6 The Trust follows the NHS guidance for the retention and disposal of health records – use the following link to access the NHS retention schedule for health records (Annex D1)
6.11 Access to Health Records

6.11.1 Under the Data Protection Act 1998, the right of ‘subject access’ allows an individual (subject to certain restrictions) to gain access to personal data, including a copy of their medical records. This includes any electronically held digitized copies

6.11.2 Requests for access must be made in writing to The Medico Legal Team,, Health Records Department and that access will be provided within 40 days of receipt of the request. The appropriate clinician is required to give written authorization to the HRL before records will be sent to the requester.

6.11.3 Personal data contained within the health record may be shared with other people/ organizations only with the written permission of the patient/ personal representative and in accordance with the Data Protection Act

Further guidance on Access to Records may be obtained from the Trust Access to Personal Records Guidance.

6.12 Audit Standards
6.12.1 Multi-professional clinical audits of record-keeping standards are carried out on an annual basis as part of an audit program led by the Information Governance Manager. The audit will encompass the quality of the clinical entries to ensure the record reflects the care provided and will meet the requirements of the Information Governance Toolkit (Standard 404), Care Quality Commission ESQC (Outcome 21: Records) and the NHS Litigation Authority Risk Management Standards (for record keeping audit tool see Appendix C).

6.12.2 Audit results will be fed back to the Clinical Services Centers (CSCs) for consideration and formulation of action plans to address any identified deficiencies in either the standard of record-keeping or retrieval. Review of action plans to be undertaken by CSCs on a regular basis. The content of audit reports will have, as a minimum, the following:

· introduction

· methodology

· results – patient / user details, record entry, clinical information, including, good practice and key issues

· recommendations and action plans

· data collection form

6.12.3 Audit results will also be reported into the Information Governance Steering Group and participation in the audit requirement will form part of the Information Governance Compliance Framework, which is reported regularly to the Information Governance Steering Group.

6.12.4Daily statistics are recorded, to measure the efficiency of the retrieval of records for both inpatients and outpatients. A monthly report is provided to the Clinical Support Managing Director Audit of all other health record management practices included in the above will be undertaken by the Health Records Department staff, coordinated by the Health Records Service Manager.

6.12.5 Any gross neglect identified by audits will be notified to the appropriate line manager/ committee for any necessary action to be taken. This will ensure that the standards of record-keeping and management with the Trust are maintained to the highest standard.

6.13 Duplicate Records

The Data Protection Act states that the minimum necessary personal information should be retained. Where duplicated information exists the Trust may decide on an appropriate ‘master’ copy and dispose of duplicates. The media for the ‘master’ record may be decided on a case-by-case basis, although for clinical records it will often be most appropriate for the master copy to be filed in the main clinical record.

TRAINING REQUIREMENTS

All staff members (including new starters, locums, students and contract staff) are required to undertake accredited Information Governance training as appropriate to their role. E-learning modules are available through ESR (NLMS) and must be completed and passed on an annual basis:

	Course and title
	Staff group

	[000] Introduction to Information Governance
	All staff with access to personal information

	[000] The Beginner’s Guide to Information Governance
	All other staff

	[000] Information Governance: The Refresher Module
	For all staff once they have completed one of the other modules as applicable


Staff members with specific Clinical Records Management responsibilities are also recommended to undertake training relevant to these roles. Modules are provided by Connecting for Health through the Information Governance Training Tool website.

	Staff Role
	Module Title

	
	Records Management and the NHS Code of Practice
	Records Management in the NHS
	Access to Health Records
	The importance of good clinical records keeping
	Records keeping standards for hospital inpatients

	
	Foundation
	Practitioner
	Practitioner
	Introductory
	Foundation

	Caldicott Guardian
	Recommended
	Optional
	Recommended
	Optional
	Optional

	Clinical – Doctor, Medical, Midwife, Specialist Nurse
	Optional
	Optional
	Optional
	Recommended
	Recommended

	Clinical – Nurse, Nursing / Midwifery Student
	Optional
	Optional
	Optional
	Recommended
	Optional

	Clinical – Allied Health Professional
	Optional
	Optional
	Optional
	Recommended
	Optional

	Clinical - Other
	Recommended
	Optional
	Optional
	Recommended
	Optional


REFERENCES AND ASSOCIATED DOCUMENTATION

The Data Protection Act 1998

http://www.opsi.gov.uk/Acts/Acts1998/ukpga_19980029_en_1
Records Management: NHS Code of Practice (2006)

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4131747
NHS Code of Practice on Confidentiality 2003 (DoH)

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4069253
Access to Health Records Act 1990

http://www.opsi.gov.uk/acts/acts1990/ukpga_19900023_en_1
Good Medical Practice: General Medical Council (2006)

http://www.gmc-uk.org/guidance/good_medical_practice.asp
Guidelines for Records and Record Keeping: Nursing and Midwifery Council (2009)

http://www.nmc-uk.org/aArticle.aspx?ArticleID=3791
Code of Professional Conduct: Nursing and Midwifery Council (2002)

http://www.nmc-uk.org/aArticle.aspx?ArticleID=1693
Trust Policies:

· Trust Staff Code of Practice on Confidentiality

· Non-Clinical Records Management Policies

· Records Retention and Disposal Policy

· Information and Record Management Strategy

http://pompi3/sites/policies/Management/Forms/AllItems.aspx
MONITORING COMPLIANCE WITH, AND THE EFFECTIVENESS OF, PROCEDURAL DOCUMENTS

Compliance with this policy will be monitored through several performance indicators, many of which form part of the regular Health Records reports made to the Information Governance Steering Group.

The Health Records Department will provide two reports per year on statistics and standards relevant to Health Records filing, registration, tracking and retrieval and missing records. The Information Governance Steering Group will be made aware of any specific issues and may recommend courses of action to support / improve practices.

Access to Health Records will be reported annually to the Information Governance Steering Group (through either Health Records reports or the Information Governance Manager), who will who draw attention to any areas of practice that require improvement.

Standards of the quality of clinical record keeping will be annually audit through the Health Records Quality Audit. Results will be reported to CSCs and also through the Information Governance Steering Group (see section 6.12.1)

Duplicate Records will be reported annually to the Information Governance Steering Group by IPHIS Information Management representatives, and the Group will recommend any areas for improvement as required.

These reports will enable the effectiveness of the Policy to be evaluated and, where necessary, may form part of further reports presented quarterly to the Governance & Quality Committee on behalf of the Information Governance Steering Group.

APPENDICES

Appendix A: Standard Letter for Submission of New / Reviewed Document
	TITLE
	MANAGEMENT OF CLINICAL RECORDS




	New, Amendment or Pilot
	
Application for pilot





Application for Approval: New Document

Application for Approval: Amended Document



	Originator

(Committee/Dept/Name)


	

	Consultation Process

(Members/Working Party)


	

	Production/ costing arrangements


	

	Health Records Working Party Consultation
	Date
	Pilot/ Amendments/ Final Approval



	
	
	

	
	
	

	
	
	

	
	
	


Appendix B: Guidance on the Design of a Specialty Document

Specialties are free to design the content of their forms as required but within the design guidelines set out below

FORM TITLE




PORTSMOUTH HOSPITALS NHS TRUST

	This area is to be used for additional header information


	This area should be large enough to take a patient label


	Specialty


Form Title
-
Should be created using Arial 14pt Bold, Italic

Trust Logo
-
Should be created using Arial 14pt Bold, Italic

Specialty
-
Should be created using Arial 16pt Bold, Italic

The Form

Must have:


· A title

· The Trust logo

· Specialty name

· A 1.5cm margin on all sides

· Perforation holes which do not impinge onto the text

· Adequate space on right-hand side for a full signature and date

· Footer which contains the document identifier: this will be allocated by the Health Records Working Party and will include:

· Specialty name 

· Document name 

· Document Number 

· The last two numbers of the year the document was introduced or updated

Policy and Procedure Writing Guide and Template
This guide contains information about writing and revising policies. It, along with the policy template, provides a standardized format and writing style for institutional policies, which will (1) make policies more consistent from one to the next, (2) make policies easier for staff to read and understand, (3) make the process of writing and revising policies easier for those involved, and (4) produce better quality policies for the institution.

POLICY TITLE
The policy title is the primary means of identifying, locating, and referring to a policy. Questions to consider when writing a policy title:

· Is the title descriptive enough to accurately reflect the main contents of the policy?

· Is the title easily understood by people not familiar with the policy?

· Does it contain words that will be identified in keyword searches?

DRAFT NUMBER AND DATE
Put the draft number and date of the proposed policy. The draft number and date need to be updated every time a new version of the proposed policy is entered into the policy approval process. 

POLICY ORIGINATOR
Put the name and telephone number of the policy Steward.

POLICY PROGRSS STAGES AND DATES
Put the date into each required field for the stages of the policy approval process. 

 

Policy Template 
This section of the guide provides direction on how to fill out the header of the policy template and write appropriate policy sections.

POLICY TITLE
Enter the exact name for the proposed policy that is used on the cover sheet.

POLICY NUMBER
A policy number is useful for reference purposes.

SECTION
Enter the section of the policy manual where the proposed policy will be located (e.g., 100: Governance, Organization, and General Information).

APPROVAL DATE
The approval date is the date of approval by the owner or management of the practice.

EFFECTIVE DATE
If the proposed policy is to have an effective date different from the approved date, enter the effective date. If no effective date is specified, the effective date will be the same as the approval date. Note: the effective date cannot be before the approval date.

l. PURPOSE
This section provides the rationale for the policy. Questions to consider when writing the purpose section:

· Does it clearly state the objective(s) of the policy?

· Does it reflect the mission, values, and strategic directions of the practice?

· What applicable legal and regulatory mandates are being addressed by the policy?

· What conflicts or problems are being addressed by the policy?

· What financial, operational, technological needs are being addressed by the policy?

ll. REFERENCES
This section lists related laws, regulations, and policies. Questions to consider when writing the references section:

· Does it cite applicable authority (government laws or regulations, etc.)?

· What institutional policies should be read in conjunction with this policy?

· Are legal references cited with the full name of the law, volume number, page number, and year? Provided URL when available.

· Are institutional policy references cited with index number, full policy title, and URL?

lll. TERMS
This section defines the key terms of the policy. Questions to consider when writing the definitions section:

· Does it define new, uncommon, and/or specialized terms?

· Does it define terms that can have different meanings in different contexts?

· Does it list terms in alphabetical order?

· Are terms italicized, followed by a colon, and defined with a complete sentence? (e.g. Term: The definition of the terms goes here.)

lV. POLICY
This section contains the statement of policy. The policy statement is the governing principle, plan, or understanding that guides the action. It states what we do, but not how we do it. Questions to consider when writing the policy statement section:

· Does it accomplish the purpose of the policy?

· Does it clearly articulate what the policy is and what it is to accomplish?

· What is the scope of the policy?

· Does this section contain only policy (not procedures)?

· Are the responsibilities for entities or individuals clearly stated?

· Is the policy section consistent with the applicable laws, regulations, and policies listed in the reference section?

V. PROCEDURE
This section prescribes the means of implementing and complying with the policy. Procedures articulate how the policy will be implemented. Questions to consider when writing the procedure section:

· Is it consistent with the policy statement section?

· Does it contain the specific actions or steps needed to comply with the policy?

· Does it contain implementation plans and dates for policies that require a phased implementation?

· Are procedural requirements reasonable?

· Does this section contain only procedures (not policy)?

· Is the procedure section consistent with the applicable laws, regulations, and policies listed in the reference section?

 Additional Tips for Policy Writing
INTENT
Use terms that accurately convey the intention of the policy.

Be careful about using absolute terms (shall, must, will, all, etc.) versus conditional terms (could, may, some, etc.)

Do not put unreasonable obligations or duties on the institution or the members of the institution. For example, the institution cannot "insure" an environment free from sexual harassment.

VOICE
Policies should be written in the third person.

Adapted from the Utah Valley University Policies and Procedures Policy Writing Guide.
Sample Surgical Medical Record Audit Form: Completeness Audit

	Patient MR:__________________  Sex _________  Age _________  Procedure Date _________

Procedure ______________________________________  Physician _____________________

	

	NURSING

	
	All medications administered and documented per order.

	
	Operative consent signed and witnessed.

	
	Allergies documented in prominent location on record.

	
	Pre-operative record complete to include vital signs, teaching, IV, etc.

	
	Post-operative teaching completed/discharge instructions given.

	
	Perioperative record complete, to include times, staff present, procedure, complications, etc.

	
	Documentation of site verification.

	
	Documentation of “time out” procedure.

	
	PACU I and PACU II record complete.

	
	Patient accompanied out of building and discharged with responsible adult.

	
	Pain level assessed and documented. 

	
	Use of approved abbreviations only.

	
	Nurse notes signed and complete.

	
	Pre-op and post-op calls made.

	

	SURGEON

	
	Legible record.

	
	Orders signed.

	
	Use of approved abbreviations only.

	
	Medical necessity recorded.

	
	Lab work complete and report placed in medical record prior to surgery.

	
	Pathology report present and initialed by provider.

	
	History and Physical complete and current.

	
	Operative note dictated, transcribed and signed.

	

	ANESTHESIA

	
	Anesthesiologist pre-op evaluation immediately prior to surgery noted.

	
	Anesthesia record complete.

	
	Required signatures of anesthesiologist and CRNA present and dated.

	
	Discharge note/order present.

	
	Use of approved abbreviations only.

	
	Lab and/or EKG review: Abnormal values addressed in anesthesia note.

	


	ADMINISTRATION

	
	Patient information complete on face sheet.

	
	Patient MR# on face sheet.

	
	Admission date noted.

	
	Financial information present.

	
	Age and date of birth complete.

	
	Sex of patient is documented.

	
	Performing surgeon listed on face sheet.

	
	Patient social security number present.

	
	Spouse, parent or significant other name and phone number (if other than responsible party).

	
	Guarantee of payment signed.

	


Medical Record Reviewer Initials ___________            Date:  ____________
Action:

Follow-up:
Sample Peer Review Policy and Procedure: Quality Audit

POLICY:
Facility Peer Review will be conducted on all members of the Medical Staff on a continuous basis.

PROCEDURE:

Maintaining an active and organized process for peer review can be accomplished by adhering to the following recommendations:

1.
Healthcare professionals may review professionals within or below their scope of practice. For example, CRNAS may review CRNAs; Anesthesiologists may review CRNAs, but a CRNA may not review an Anesthesiologist who is above the scope of practice of  CRNA.  Podiatrists may review Podiatrists; and Orthopedic Surgeon may review a Podiatrist, but a Podiatrist may not review an Orthopedic Surgeon.


a.
At least two (2) professionals, one of whom may be a physician or dentist, are involved in peer-based review.


b.
If a professional is not availble or is conceivably a competitor or otherwise might not offer unbiased review, an ouitside kpractitioner will be engaged in the process.

2.
The QI Committee will establish and develop criteria to evaluate care in the facility.


a.
The criteria developed by the QI Committee will be recommended to and approved by the Board of Managers.


b.
The QI Committee will apply the criteria when reviewing the results of the chart reviews.


c.
The QI Committee will review criteria annually and establish internal benchmarks.
3.
Consistent forms will be used for peer review on each healthcare professional and findings will be reviewed for patterns or trends.

a.
The healthcare reviewer will document their findings and any recommendations on the QI Screening Tool for Surgical Case Review.

b.
The findings will be reviewed by the QI Committee and presented to the Board of Managers.

4.
Credentialing and Recredentialing:


a.
Each healthcare professional will have a minimum of two (2) charts or 5% of total cases, whichever is greater, peer reviewed for each year credentialed.


b.
All outliers will be reviewed, in addition to the 5% of total cases. Outliers include:



1)
Quality of care reports



2)
Anesthesia and surgical screen indicators


c.
The peer review documents will be available during the recredentialing process and will be utilized in granting continuation of clinical privileges.



d.
Peer references which are part of peer review will also be required during the initial credentialing phase to the Medical Staff.


e.
Peer references will be part of the recredentialing process to document clinical competence.

5.
The facility will set up a monthly monitoring function to ensure all professional staff at the facility maintain licensure or certification.

6.
The facility encourages all healthcare providers to participate in educational programs.
Sample Peer Review Worksheet

	Yes
	No
	N/A
	ELEMENTS

	
	
	
	1.  Unplanned admissions to acute care facility.



	
	
	
	a.  Meets exception.



	
	
	
	b.  Was the admission to the acute care facility clearly documented?



	
	
	
	c.   Was the cause of the transfer preventable?



	
	
	
	d.  Has a copy of the hospital discharge summary been obtained for review?



	
	
	
	2.  Unexpected return to operating room same admission.



	
	
	
	a.  Meets exception.



	
	
	
	b.  Were there any unusual occurrences during the initial procedure?



	
	
	
	c.  Was the initial procedure longer than expected?



	
	
	
	d.  Did the physician speak to the family prior to the return to surgery?



	
	
	
	3.  Abnormal path reports.



	
	
	
	a.  Meets exception.



	
	
	
	b.  Were the preoperative and postoperative diagnoses the same at the time of surgery?



	
	
	
	4.  Facility incurred incidents



	
	
	
	a.  Meets exception.



	
	
	
	b.  If equipment was involved, was the Safe Medical Device Act form completed?



	
	
	
	c.  Did incident require transfer of patient or additional medical care postoperatively?



	
	
	
	5.  Unscheduled vitrectomies.



	
	
	
	a.  Meets exception.



	
	
	
	b.  Was the vitrectomy recorded on the OR record, the anesthesia record, the Operative Note?



	
	
	
	6.  Lost nucleus.



	
	
	
	a.  Meets exception



	
	
	
	b.  Was lost nucleus documented in the operative report?



	
	
	
	7.  Infection/Complication survey results.



	
	
	
	a.  Meets exception.



	
	
	
	b.  Did physician report infection/complication?



	
	
	
	c.  Did the patient report infection/complication during follow up call?



	
	
	
	d.  Was patient admitted to an acute care facility or was additional treatment required?



	
	
	
	e.  Was an infection study performed?



	
	
	
	8.  Occurrence reports.



	
	
	
	a.  Meets exception.



	
	
	
	b.  Was the incident clearly documented? Actions taken were clear? Follow-up is present?



	
	
	
	9.  Miscellaneous.



	
	
	
	a.  Meets exception.



	
	
	
	b.  Was the incident clearly documented? Actions taken were clear? Follow-up is present?




This worksheet is for use in the Peer Review process and thus is protected from disclosure.
The Next Step
	[image: image15.wmf]
	Instructions:  We’ve emphasized the critical importance of ensuring that your medical records have complete data and document the quality of services provided. You now need to:




1.
Develop a Medical Record Data Quality Checklist for your practice.

2.     Ensure that your practice has a complete set of Policies and Procedures that govern your management of patient medical records including file management, confidentiality, and record retention.

3.     Design a monthly Patient Medical Record Peer Review process that audits the quality of services provided and the appropriateness of the utilization of services.  

4.     Randomly pull five patient medical records and conduct a review for data completeness and quality of service.  Document the results and implement quality improvement action where needed.
My Key Takeaway
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	Instructions:   Please stand up when you have completed this sentence: 
My key takeaway from this session is:


Evaluation Sheet
	[image: image17.wmf]
	Instructions:  Please answer the questions below as completely and constructively as possible. Thank you! 





Strongly
   Neither
Strongly




  Agree
Agree nor
Disagree

This training:



   Disagree
covered the content as advertised
5        
4        
3         
 2       
1

was logical and effective  
5        
4        
3         
 2       
1

provided information I can apply in my work
5        
4        
3         
 2       
1 included useful handouts for future reference
5        
4        
3         
 2       
1

The facilitator:

was knowledgeable
5        
4        
3         
 2       
1

was effective
5        
4        
3         
 2       
1

stayed on topic and on time
5        
4        
3         
 2       
1

As a result of this workshop, I am better able to:

propose the patient information and forms that

should ideally be included in medical records;
5        
4        
3         
 2       
1
recommend  how an ideal medical record should

be organized;  
5        
4        
3         
 2       
1

assess the content of our current medical records;
5        
4        
3         
 2       
1

assess our current medical records policies and

procedures;
5        
4        
3         
 2       
1
design a checklist for auditing the completeness of

medical records;
5        
4        
3         
 2       
1
design a peer review checklist for auditing the quality of

medical records;
5        
4        
3         
 2       
1
assess our current medical records management;
5        
4        
3         
 2       
1
decide how to handle issues related to medical record

management.
5        
4        
3         
 2       
1
Excellent
Average

Poor
Overall, I would rate this training:
5        
4        
3         
 2       
1

I would recommend this training to a colleague:
___
Yes          ___  No

Personal Significance of Workshop:

Of the ideas or techniques covered, I think that these will be of most use to me:


Recommendations for Improving the Training:

Additional Comments:

DISCLAIMER

The author’s views expressed in this publication do not necessarily reflect the views of the United States Agency for International Development or the United States government.
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