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Foreword

Foreword

The National Hospitals Office (NHO) is delighted to present the Healthcare Records
Management: National Hospitals Office Code of Practice. The Code of Practice has been published
by the National Hospitals Office as a guide to the required standards of practice in the
management of healthcare records in the NHO.

The Code of Practice was drafted by members of the National Hospitals Office Healthcare
Records Management Steering Committee and was prepared by utilising published guidance
from expert bodies, and existing best practice guidance and standards. Information has also
been drawn from various expert groups and reference sources. A national consultation process
was undertaken and feedback where appropriate, was incorporated into the final version of the

Code.

The Code provides:

1. A framework for consistent, coherent healthcare records management in the National
Hospitals Office. This applies to manual records and electronic records (where
appropriate).

2. A reference point against which continual improvement and consultation can take
place.

The Code applies to NHO hospitals and hospitals providing services on behalf of the Health
Service Executive under S.39 of the Health Act 2004. It is allied to work being done on
Programme One of the Service Transformation Programmes—Dewelop integrated services across all
stages of the care journey.

This is an evolving document because standards and practices in relation to healthcare records
management will change over time. It will therefore be subject to regular review and updated as
necessary. We welcome and commend the Code of Practice as a means of helping staff to
improve their performance in relation to healthcare records management.

Mr John O’Brien, Director of National Hospitals Office.

Dr Mary Hynes, Assistant National Director, National Hospitals Office, Quality, Risk and
Customer Care.
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The document has been prepared in seven main parts. There is an overall table of contents
following the foreword. Each part of the document also has its own contents page, which

provides a detailed breakdown of all the sections and subsections in that part of the document.

Part 1 Background This part provides the foundation for all standards and recommended

practices detailed in the remainder of the document.

Part 2 Standards The standards for healthcare records management are described in this

section.

Part 3 Recommended | This part identifies the recommended practices that are intended to
Practices for define correct healthcare records management for clinical staff.

Clinical Staff

Part 4 Recommended | This part identifies the recommended practices that are intended to
Practices for define correct healthcare records management for healthcare records
Healthcare Re- staff.
cords Staff

Part 5 Retention and This part outlines the retention and disposal schedule for healthcare
Disposal Sched- |records in the National Hospitals Office.
ule

Part 6 Audit Tool The audit tool relates to the standards for healthcare records manage-

ment in the National Hospitals Office.

Part 7 Additional Re- This part includes a glossary, list of abbreviations and a reference list.
sources & Ap- Appendices include the membership of the National Hospitals Office
pendices Healthcare Records Steering Committee and suggested membership for

a healthcare records users group.
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1 Introduction

1.1 Communication

In hospitals the word 'communication' takes many forms, from a formal written
document to an informal chat among colleagues. This communication involves the
exchange of patient information among healthcare professionals. Structuring and
organising patient information in the healthcare record is the responsibility of all users
of the healthcare record and can result in improved patient safety and quality of care.

1.2 The importance of record keeping

Within the hospital, the healthcare record performs a number of functions in that it:

= Maintains the history of patient care.
= Records decisions relating to the care plan of the individual.
= Supports the workflow of the clinical and administrative functions within the

hospital for clinicians and staff.

= Supports the communication with external sources of medical information
such as laboratory and radiology departments as well as consultations and
referrals with colleagues.

= Justifies care delivery in the context of legislation, professional standards,
guidelines, evidence, research and professional and ethical conduct.

Records are a valuable resource because of the information they contain. High-quality
information underpins the delivery of high-quality evidence based safe healthcare for
patients, and many other key service deliverables. Information has most value when it is
accurate, up to date and accessible when it is needed. An effective records management
service ensures that information is properly managed, is available whenever and
wherever there is a justified need for that information, and in whatever medium it is
required and which is compliant with the relevant legislation.

1.3 Types of record covered by the Code of Practice

The standards and recommended practices contained in the Code apply to healthcare
records of all types (including records of patients treated on behalf of the National
Hospitals Office in the private healthcare sector where the National Hospitals Office
healthcare record is used) regardless of the medium on which they are held.
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These may consist of:

= Patient healthcare records (electronic or paper based, including those
concerning all specialties).

= Emergency department, birth, theatre, minor operations and other related
registers.

= X-ray and imaging reports, output and images.

= Photographs, slides, and other images.

. Microform (i.e. microfiche/microfilm).

= Audio and video tapes, cassettes, CD-ROM etc.
= Computerised records.

. Scanned records.
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2 The healthcare record

2.1  Introduction

The healthcare record refers to all information collected, processed and held in both
manual and electronic formats pertaining to the patient and patient care. It includes
demographics, clinical data, images, unique identification, investigation, samples,
correspondences and communications relating to the patient and his/her care.

The healthcare record is a legal document designed to provide an overview of the
patient’s state of health before, during, and after a particular therapy. This overview is
normally compiled by different steps:

= Handwritten notes made during clinical encounters.

= Particular events or changes in the patient’s health condition that are
subsequently entered into the hospital healthcare record.

= The entire body of information is summarized in a cumulative report at the
time of patient discharge from the hospital. Each step depends on the
healthcare professionals time, resources, experience, and healthcare record
routines and may be susceptible to neglect and data loss if documentation
cannot be recorded immediately.

2.2 Hospital environment

Many hospitals lack effective mechanisms for managing their records. This has
resulted in significant amounts of information either being incorrectly filed or being
recorded in poorly managed patient charts. Active management of such information is
necessary to facilitate the efficient operation of the hospital and to promote the
provision of a high quality, safe service to patients.

2.3  Information governance

Information is a vital asset in the healthcare management of individual patients and
the efficient management of services and resources. It plays a key part in clinical
governance, service planning and performance management. It is therefore essential
that information is effectively managed and that appropriate policies, procedures and
organisational structures provide a robust governance framework for information and
knowledge management.

Page 14

This is a controlled document and may be subject to change at any time



NHO Code of Practice for Healthcare Records Management. Version 2.0 (illustrated). 2007

The healthcare record

= Each hospital should establish and maintain policies and procedures to ensure
that patients are assured that their medical information is treated in confidence
and not shared inappropriately. Maintaining a patient's confidentiality is not
only an issue of professionalism: it is also a legal requirement as defined in the

Data Protection Acts (1988) and (2003).
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3 Healthcare records management

3.1  What is records management!

Records management is the systematic and consistent control of all records
throughout their lifecycle.

. Systematic Records need to be managed in a planned and
methodical way.

. Consistent approach Records of the same kind should be managed
in the same way. Whether electronic or paper, the
management of the record must be consistent.

. Consistency over time Managing records is always vital whether
resources are adequate or scarce.

. Control Organisations need to control how records are
produced, received, organised, registered, stored and
retrieved, retained, destroyed or permanently
preserved.

] All Records This includes all documents, active and inactive,
formal ones and informal regardless of the medium
in which they are held.

To comply with good records management all hospitals should ensure that:

= Complete and accurate records of the hospitals’ activities and decisions
pertaining to patient care are created as soon as possible after the event.

= Each patient record is registered on the hospital information system.

= Any new information (whether created internally or received from elsewhere) is
associated to its correct file title.

= Records are attached in the appropriate order for that file.

= Non-record documentary material, where appropriate, is associated with the
official file.

= Records are kept secure and cannot be tampered with.

. Patient confidentiality is maintained at all times.

. All areas used for the storage of records are free of obvious hazards, are

protected from fire and flooding, have stable levels of temperature and
humidity, and are kept clean and tidy.
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3.2 Other good practices
The following are other good records management practices:
= When a file has been closed, no further documents may be added.

= All documents received for filing should bear the appropriate file number in
which the record is to be filed.

= Paper clips and pins must be removed from papers before filing, as these can
damage the paper, and when rusted can be a health hazard.

= File covers should provide adequate protection for papers, and should be
replaced if they become torn or damaged.

= Files must not contain any loose papers.
= Avoid duplication of papers—only one copy of papers need be filed.

= Files should not start with a paper referring to another paper that is not in the
file (copy from another file if necessary).

= Everyone has a responsibility to ensure that all records are put in the correct
order in the appropriate files.

= The staff member who initiates a document, is responsible for filing it, or
ensuring that it is filed.

= The staff member who issues a document for comment or a form for
completion, must ensure that a copy is placed on file.

= If replies or comments are received in response to this document, these replies/
comments must also be filed.
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4 Development of healthcare records management Code of
Practice

4.1 Introduction

The Code of Practice was developed as follows:

= Extensive literature search.
= Consideration of the opinion of experts knowledgeable in the subject.
= Consideration of the available current best practice, both in Ireland and

internationally, that may impact on healthcare records management.!

= Development of draft standards and recommended practices for distribution
for consultation to key stakeholders.

= Incorporation of feedback, where appropriate into the final version of the

Code.

4.2  Definition

Standards = Organisational structures and processes needed to identify, assess and
manage specified risks in relation to healthcare records management.

= Each standard has a title, which summarises the area on which that standard
focuses.
= This is followed by the standard statement, which explains the level of

performance to be achieved.

= The rationale section provides the reasons why the standard is considered to be
important.
= The standard statement is expanded in the section headed criteria, where it

states what needs to be achieved for the standard to be reached.

The Standards reflect the values and priorities of the National Hospitals Office and
will be used to direct and evaluate healthcare records management in acute hospitals.

I The Steering Committee would like to acknowledge the assistance of the link people in the NHO hospitals who
submitted their hospitals’ policies and procedures for consideration. The Steering Committee would also like to thank
Professor lain Carpenter and the Royal College of Physicians, UK for sharing their Draft Standards for Record
Keeping — inpatients and their expertise with the Steering Committee.

Page 18

This is a controlled document and may be subject to change at any time



NHO Code of Practice for Healthcare Records Management. Version 2.0 (illustrated). 2007

Development of the healthcare records management Code of Practice

Recommended Practices = recommendations concerning the structure and content of
the hospital record and management of the healthcare records department.

The Recommended Practices are intended to define correct healthcare records
management and to promote patient safety. They are also intended to serve as the
basis for policy and procedure development in healthcare records management in
acute hospitals.

= Each recommended practice has an introduction, which summarises the area
on which the recommended practice focuses.

= This is followed by the recommended practice scope, which explains the
objective of the recommended practice and why it is considered to be
important.

= The contents section outlines the contents of the recommended practice.

= This is expanded in the section headed procedure, where it states how each

recommended practice can be achieved.
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1 Organisational structure and accountability

1.1  Standard Statement

Responsibility for healthcare records management in acute hospitals shall be clearly
defined and there shall be clear lines of accountability throughout the hospital.

1.2  Rationale

The hospital CEOQ/Manager is responsible for ensuring that there are effective
arrangements for healthcare records management in the hospital.

1.3 Criteria

1. Individual responsibility for healthcare records management shall be clearly
defined. There shall be clear lines of accountability throughout the hospital from
hospital management to healthcare records staff and all healthcare records users,
including clinical staff.

2. The scope of responsibility shall include the competence of contractors where the
hospital buys in services and professional liability where the hospital sells services
to other organisations.

3. Healthcare records management shall be a standard item on the agenda of the
quality and risk management committee (or appropriate committee) in the
hospital. The healthcare records manager (or designated manager) shall submit
regular reports on healthcare records management to the committee.

4. A twice yearly report on the effectiveness of healthcare records management shall
be submitted to the quality and risk management committee (or appropriate
committee) for review. This committee, which shall include in its membership the
hospital CEQ/Manager or CEO/Manager nominee, shall present the report to
the hospital management team.

5. Each hospital shall identify a healthcare records manager (or designated
manager...see note below). The duties of the manager shall not be confined to any
one aspect of the healthcare records function but shall encompass all healthcare
records processes wherever they occur within the hospital.

6. The healthcare records manager (or designated manager) shall have responsibility
and authority for developing and monitoring policies, continuous quality
improvement and/or strategies for healthcare records management for approval by
the quality and risk committee (or appropriate committee).
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7. The healthcare records manager (or designated manager) shall attend appropriate
meetings and conferences, local and national relevant to healthcare records
management, which shall increase their knowledge and improve their ability to
undertake the role.

8. The healthcare records manager (or designated manager) shall undertake the
dissemination of all information, received from the National Hospitals Office/
relevant agencies relating to healthcare records management within the hospital.

9. The healthcare records manager (or designated manager) shall work with clinicians
and departmental/line managers to develop and improve the systematic approach
to healthcare records management.

10. The healthcare records manager (or designated manager) shall be responsible for
ensuring that the healthcare records audit activity under the responsibility of each
head of department has been completed.

11. The quality and risk committee (or appropriate committee) shall be responsible
for the implementation and monitoring of a healthcare records audit and
monitoring programme in each hospital.

12. Each relevant member of staff shall be made aware of their responsibility in
relation to the healthcare record.

13. Each hospital shall have a specific and appropriate resource provision for the
healthcare records service.

Note: Smaller hospitals may decide that the role of the healthcare records manager is
best performed as part of the duties of a healthcare records manager in a larger
hospital in the network. What is important is that:

. The hospital CEO/Manager takes active responsibility for healthcare records
management.

. The resources devoted to healthcare records management are adequate.
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2 Suitability of physical facilities

2.1  Standard Statement

The storage of healthcare records shall take place in a well designed, secure area, which
shall be free of obvious hazards, shall be protected from fire and flooding and shall
have stable levels of temperature and relative humidity. The facility shall be designed
so that it is a secure department with limited and restricted access. For guidance see
Health Building Note 47. Additional detailed guidance regarding the storage and
exhibition of archival documents is available in BS 5454:2000.

2.2  Rationale

Healthcare records are exceptionally important records. They are usually kept for long
periods of time, and may in some cases be selected for extended preservation. Suitable
physical facilities safeguard the records from damage and destruction, optimise
retrieval of records when required and provide a safe working environment.

2.3 Ceriteria
1. The area shall be maintained in a good condition and shall be cleaned regularly.

2. There shall be lighting over each gangway, including gangways that will exist when
mobile units are in operation. The interior shall be light and pleasant with an
adequate level of illumination that can be varied to suit functional activities, but
overall levels of light shall be as low as possible, because light damages records and
makes it more difficult to control temperature. If natural daylight already exists,
or is provided for reasons of staff comfort and morale, the records shall be
protected from the damaging effects of sunlight.

3. There shall be sufficient electricity supply, computer terminal points and work
stations within the facility to allow optimum use of Information Technology (IT),
Management Information Systems (MIS) and on-line training.

4. The ventilation system shall be appropriate to provide a comfortable working
environment.

5. Temperature shall be maintained as close as possible to 18°C, because excessive
heat damages records.

6. The floor covering shall contribute towards the creation of an attractive
environment and shall not present a hazard to people with a disability or the
movement of wheeled equipment.
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7. Confidentiality and security of healthcare records shall be maintained at all times;
the healthcare records department shall be secure. Unauthorised access to the
department shall not be possible.

8. The doors, floor and wall surfaces and furniture of healthcare records departments
shall be designed to withstand the constant traffic of healthcare record trolleys and
supply trolleys. To minimise damage, consideration shall be given to the use of
protective corners and plates and to proper continuation of floor surfacing.

9. Healthcare records shall be stored on fixed and/or mobile shelving units. Other
items of equipment which shall be available shall include kick stools and
healthcare record trolleys for the movement of healthcare records. To facilitate the
completion of tracer cards, trolleys with writing flaps shall be used.

10. There shall be suitable access and facilities for people with a disability who have
problems of mobility or orientation. This shall include, besides the wheelchair-
bound, those who for any reason have difficulty in walking and those with a
sensory handicap such as a visual or hearing impairment.

11. Doors shall be wide enough to allow a clear space for people using a walking aid
and for the passage of wheelchairs and trolleys. Door springs shall not be too
strong; (otherwise access for people with a physical disability is very difficult).

12. Fire safety training shall be part of induction and orientation of all staff and shall
be reinforced throughout their term of employment.

13. Staff shall be aware of the location of fire extinguishers in their work area and fire
protection shall be available in high risk areas.

Note: Ideally Healthcare Records facilities should be designed to have alternative methods of
heating as conventional wall mounted radiators will interfere with layout by obstructing
shelving and hence capacity may be lost.

Shelf filing

14. Healthcare records shall be filed on metal shelves. Shelves shall be in 900mm
runs, with side pieces and backing sheets. Note: The optimum length for a mobile
unit is approximately 5.4m.

15. Shelves shall be 300mm deep and set with 380mm centres between shelves, and

divided by supports at 300mm intervals. The edges of shelving and side pieces
shall be rolled.

16. There shall be an adequate amount of space to store all records.

17. The highest shelf shall be accessible by all staff using a kick stool, which allows six

levels of shelving.

Page 10

This is a controlled document and may be subject to change at any time.



NHO Code of Practice for Healthcare Records Management. Version 2.0 (illustrated). 2007

Suitability of physical facilities

18. Gangways 900mm wide shall be provided between the rows of shelving to allow
for trolleys and kick stools. Main access aisles shall be at least 1.5m wide to allow
for trolleys passing each other, and for exit in the event of fire.

19. If mobile units are used, sufficient gangways and fixed units shall be allowed so
that access is not impeded.

Storage facilities

20. Records shall be retrievable on a 24-hour/7 day arrangement to allow prompt
treatment of:

= Emergency admissions.

= Elective admissions.

= Outpatient attendees.
Health and safety

21. A health and safety statement for the area shall be completed.

22. Where hazards are identified, risks shall have been assessed and appropriate
control measures to reduce risk and improve staff safety shall be put in place.
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3 Management and key personnel

3.1 Standard Statement

Appropriately qualified key personnel shall be in place to ensure that the healthcare
records management service is provided efficiently and cost-effectively.

3.2  Rationale

To ensure a high quality and safe healthcare records management service.

3.3 Criteria

Key persons and responsibilities shall be as follows:

1. The hospital CEQ/Manager shall put in place arrangements to ensure effective and
efficient management of healthcare records.

2. A healthcare records manager (or designated manager) shall be appointed, shall have
formally defined responsibilities in accordance with these Standards and shall be
provided with the necessary resources to discharge these responsibilities.

3. The healthcare records manager (or designated manager) shall have an appropriate
combination of experience and qualifications to undertake his/her role.

4. The healthcare records manager (or designated manager) shall have designated
healthcare records staff for the hospital healthcare records service and shall ensure
that these personnel have been trained to the necessary standard of competence.

5. Healthcare professionals shall have appropriate training on the principles of good
record keeping and shall have a good knowledge of the National Hospitals Office
recommended practices in relation to the structure and content of the healthcare
record and healthcare records management.

6. Appropriate ICT expertise and support shall be available for healthcare records
management.
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4 Education and training

4.1  Standard Statement

Education and Training in relevant aspects of healthcare records management shall be
provided to all new and existing staff members (both permanent and temporary).

4.2  Rationale

All clinical and administrative staff should have a general knowledge of the principles
of the healthcare records management.

4.3  Criteria

1. In addition to general induction training there shall be a structured healthcare
records management foundation training programme for relevant managers and
staff commensurate with their work activity/responsibility to include the following:

i. Confidentiality and security of the healthcare record.

ii. Administrative Access Policy.

iii.  Data Protection Acts (1998) and (2003).

iv. Freedom of Information Acts (1997) and (2003).

v. National Hospitals Office Retention and Disposal Schedule.

vi.  Training specific to National Hospitals Office healthcare records management
standards and recommended practices

vii.  Customer care.

viii. Records management principles and practices.

ix.  Reference to healthcare professional standards for healthcare records
management.

X. Hospital in-patient enquiry system.

xi.  Healthcare informatics.

xii.  Information technology training specific to the healthcare records function.
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2. Induction training in healthcare records management shall be provided to each staff
member (where relevant) and shall be recorded in the individuals training record.

3. There shall be a continuing programme of training (internal hospital training on
NHO Code of Practice) and education (external professional education) for staff in
healthcare records management. Departmental records of staff attendance at further
training in healthcare records management shall be kept.

4. Training shall be supported with adequate resources and facilities.

5. Competencies in healthcare records management across the hospital shall be assessed
and records shall be kept.

6. A formal appraisal system shall be in place to monitor staff performance and to
identify individual training needs.

7. The hospital shall undertake an annual training needs analysis for healthcare records
management and shall develop a training plan to support the needs identified.
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5 Operational policies and procedures for healthcare records
management

5.1 Standard Statement

Written policies, procedures and guidelines for the structure and content of the
healthcare record and for the healthcare records service shall be based on National
Hospitals Office recommended practices for healthcare records management, shall be
available, implemented and shall reflect relevant legislation and published professional
guidance.

5.2  Rationale

Formal documented control of healthcare records management within a quality
management system is necessary to monitor each aspect of healthcare records
management in order to demonstrate compliance with current legislation and
guidance. This will reduce risks to patients, staff and the hospital.

5.3 Criteria

The hospital shall operate a quality healthcare records management system in
accordance with the following key operational elements of ISO 15489-1, 2001.

1. The hospital shall have documented policies, procedures and guidelines for all of
the key elements of healthcare records management as outlined in the
recommended practices sections of the NHO Code of Practice. These policies,
procedures (where assessed as relevant), shall include:

i Communication with patients

ii. Confidentiality and Security of patient healthcare information
iii.  Structure of the healthcare record

iv.  Care and maintenance of the healthcare record.

v. Tracking the healthcare record.

vi.  Filing the healthcare record.

vii.  Storing the healthcare record.

viii. Retention and disposal of the healthcare record.

Page 15

This is a controlled document and may be subject to change at any time.



NHO Code of Practice for Healthcare Records Management. Version 2.0 (illustrated). 2007

Operational policies and procedures for healthcare records management

ix.  Managing the large healthcare record.

X. Dealing with duplicate healthcare records.

xi.  Dealing with the missing healthcare record.

xii.  Creating the temporary healthcare record.

xiii. Transporting the healthcare record off-site.

xiv.  Dealing with requests for the healthcare record.
xv.  Dealing with patient information requests.

xvi.  Dealing with requests for the healthcare record for research purposes.
xvii. Clinic preparation.

xviii. Booking appointments.

xix. Patient admission and follow-up

xx.  Patient discharge and transfer.

xxi. Did not attend policy.

xxii. Staff training.

2. All policies and procedures associated with healthcare records management shall
comply with current legislation and National Hospitals Office guidance.

3. The quality and risk management committee (or appropriate committee) shall
approve policies, procedures and guidelines for healthcare records management in
the hospital.

4. There shall be a system to ensure each department or service has a current copy of
the approved healthcare records management policies, procedures and guidelines
pertinent to its activities.

5. All relevant hospital staff shall be required to read the healthcare records policies
and procedures relevant to their area of work and to sign a statement to indicate
that they have read, understood and will comply with same.

6. All policies and procedures associated with healthcare records management shall
be controlled documents (showing date of issue and revision number) to ensure
that current versions are available to all who need to use them.

7. Master copies shall be kept in a secure location.

8. Obsolete documents shall be removed from all points of use.
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9. A biennial review of all policies, procedures and documents associated with

healthcare records management shall be undertaken to check their relevance and
issue status.

10. A document management system for the control and management of healthcare
records policies and procedures shall be available within the hospital.

11. All electronic data shall be stored securely, backed up and audited regularly.

12. Access to data/records shall be restricted to authorised named persons and
specified information shall be maintained in line with the Data Protection Acts.

13. Staff shall have Intranet access.
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6 Structure of the healthcare record

6.1 Standard Statement

All records relating to the patient shall be kept in a unified healthcare record file
which shall be structured using the National Hospitals Office healthcare record order
of filing. The structure shall facilitate documentation of the chronology of events and
all significant consultations, assessments, observations, decisions, interventions and
outcomes. The structure shall also facilitate the monitoring of standards, audit, quality
assurance and the investigation of complaints.

6.2 Rationale

A unified healthcare record will provide a safe and effective means of communication
to all healthcare care providers in a structured agreed format which is easy to access.

6.3  Criteria

1. There shall be a unified healthcare record that all healthcare professionals use.

2. Each patient shall be assigned a unit number which shall be printed on the
outside of the healthcare record chart and used as a unique identifier for that
patient.

3. The hospital shall follow the National Hospitals Office agreed format for filing of
information within the healthcare record.

4. Healthcare record chart covers shall be of 485 gsm quality manila, shall measure
312mm x 240mm, and shall have a gusset along the triple spine to allow for
expansion to a maximum of 80mm as more documents are added. The dividers
shall be of 200gsm quality card and shall have reinforced/laminated printed tabs.

5. There healthcare record shall contain a designated place for healthcare
professionals to record actual allergies/alerts. There shall be a designated place for
signing and dating these allergies/alerts.

6. Healthcare records that have become too full (approx. 80mm thick) shall be closed
and a new volume shall be opened.

7. There shall be a designated place to indicate the volume number, the date for
opening and closing the new volume and the name(s) of the staff member who has
opened/closed the healthcare record volume.
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8. The tracking system shall be updated to include the new volume with any alerts
being reproduced on the inside cover.

9. There shall be an appropriate procedure in place to identify duplicate and
temporary charts.

10. If more than one set of patients’ charts exists, robust and effective systems shall be
in place to bring the sets together quickly and effectively.

11. Where there is more than one patient identifier, there shall be a cross-referencing
system in place on the Patient Administration System (PAS).

12. There shall be no loose documents in the healthcare record.

13. Documents not held in the patient’s healthcare record chart shall be stored
securely and linked by the patient’s unique identifier.
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7 Content of the healthcare record

7.1  Standard Statement

The content of the healthcare record shall provide an accurate chronology of events
and all significant consultations, assessments, observations, decisions, interventions
and outcomes. The content of each record shall comply with clinical guidance
provided by professional bodies and legal guidance provided by the Clinical Indemnity
Scheme. This standard shall apply to both hardcopy and electronic documentation.

7.2  Rationale

The healthcare record and its content form an essential part of care allowing
communication between healthcare professionals and demonstrating that the
practitioner’s duty of care has been fulfilled.

7.3  Criteria
Policies and procedures

1. The hospital shall have policies and procedures for the content of the healthcare
record.

2. These policies and procedures shall take account of national guidelines on legal
and clinical practice requirements.

Implementation of content policy

3. There shall be a written agreed programme for the audit of conformance with
healthcare records content policies and procedures.

4. This programme shall apply to each clinical speciality and department.

5. Audit results shall be fed back to staff and shall be used to help to inform and

improve healthcare records content practices.

NOTE: The Steering Committee would like to thank the Dublin Hospitals Group Risk Management Forum
Documentation sub-committee for their advice and input into Standard 7: Content of the Healthcare Record
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Correct identification

6. The patient’s name shall be on each side of each page where patient information is
documented and each page shall have the correct unique patient identification
number and/or label. This shall also apply to every screen on computerised
systems.

7. There shall be no blank spaces or pages between entries.

8. Before the healthcare professional makes an entry in the patient’s healthcare
record, s/he shall establish that the record belongs to the patient being attended.
This shall be done by verifying with the patient and by cross-referencing the
patient’s wrist band with the healthcare record.

Legibility
9. All documentation shall be clear and legible.
10. When prescribing, writing shall be in un-joined lower case text or block capitals.

11. All entries shall be dated, timed and signed with a clear signature, printed name,
title and bleep number (where relevant).

12. All entries shall be in permanent black ink.

Documenting date and time

13. It shall always be clear from the patient record the time that an event occurred
and the time that a record was made.

14. The time (24 hour clock) and date (day/month/year) shall be noted against each
clinical entry.

15. All entries shall be accurate in relation to date (day/month/year) and time.

Author identification

16. Each hospital site shall have an up to date signature bank of all clinical staff and
non-clinical staff that may have occasion to write in the healthcare record.

17. Identification stamp pens, which have the clinician’s name printed on a stamp
attached to the pen, shall be permissible.

18. All signatures shall be accompanied by a printed name.
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Corrections
19. Records shall not be erased or destroyed but shall be amended if incorrect.
20. Correction fluids shall not be used. The original entry shall remain visible.

21. Deletions or alterations shall be made by scoring out with a single line followed

by:

. Signature (plus name in capitals) and counter signature, if appropriate.
" Date and time of correct entry.

" Reason for amendment.

22. Corrections shall be made as close to the original recording as possible.

23. Alterations to prescriptions shall not be permissible. A prescription that is no
longer appropriate shall be discontinued and a new prescription shall be written.

Documenting evidence of care

24. Records shall provide information on physical, psychological and social factors
that may affect the patient.

25. The chronology of events and reasons for any decision made shall be recorded in
the context of a thorough assessment of the patient including relevant history
taking.

26. Records shall provide accurate, correct, comprehensive and concise information
concerning the condition and care of the patient or client and associated
observations.

27. Information shall be factual.

28. All entries in the record by healthcare professionals shall be made as soon as
possible after each intervention and at least once every 24 hours during the
working week for acute inpatient episodes. There shall be an entry in the record at
least twice a week for rehabilitative care.

29. Every record entry (clinician related) shall identify the most senior clinician
present at the time the entry was made.

30. The name of the primary clinician who is assuming overall responsibility for the
patient’s care shall be clearly identifiable in the healthcare record at all times. The
name in the patient’s record shall be the same clinician’s name entered into the
Patient Administration System (PAS). Should the primary clinician change during
the course of treatment, this shall be noted on the healthcare record and on the

PAS.

31. Inputinto all records shall be multidisciplinary.
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Retrospective entries

32. Retrospective documentation shall be:

e Dated.

e Timed.

e Signed (and counter signed as appropriate).

33. The reason why the retrospective entry is being made shall be clearly stated.

34. It shall be clear that the entry is a retrospective entry.

Abbreviations

35. Abbreviations shall not be used. In the event of abbreviations being utilised, only
abbreviations approved by the National Hospitals Office may be permitted.

36. All approved abbreviations shall be written in higher case (capital) BLOCK letters
and not in a cursive script and/or in lower case.

37. Other than the abbreviations approved by the National Hospitals Office, on each
side of each page the full term shall be used, followed by the abbreviation in
brackets. Thereafter the abbreviation may be used on that page.

38. Abbreviations shall not be used on documentation which is used for transfer,
discharge or external referral letters.

39. Abbreviations shall not be used on consent forms, death certificates, incident
report forms and communications sent from the hospital.

Note: Drugs names shall not be abbreviated (see medications).

Relevancy
40. Records shall be objective and shall describe what is observed.

41. If an incident has not been observed but is relevant to client care then this shall
be clear e.g. patient states that...
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Verbal instructions

42. Instructions regarding patient care from a healthcare professional via the
telephone shall be documented, dated, signed and counter-signed by the
healthcare professional responsible for giving the instructions.

43. If no instructions were given, this shall also be documented.

Abnormal results

44. There shall be a note in the clinical record of any significant abnormal results
found or communicated to the healthcare professional. This shall include a record
of who has been informed e.g. healthcare professional’s name. This note shall be
made by the appropriate healthcare professional.

Medications

45. Drugs shall only be administered and documented in the presence of clear
unambiguous prescriptions and in accordance with hospital policies.

46. Drug names shall never be abbreviated under any circumstances.
47. Generic names ONLY shall be used for the drug chart.

48. The choice of therapeutic agents used shall remain the responsibility of the
clinician.

Language
49. Records shall be written in English.

50. Records shall be completed in terms that the patient and/or the healthcare
professional can understand.

51. Records shall be supported by explanations where this may not be possible.
52. Records shall be phrased clearly and unambiguously.

53. Records shall be objective, factual, devoid of jargon, witticisms or derogatory
remarks.

Advice

54. Healthcare professionals advice on care, in any format (e.g. verbal, leaflet), shall be
documented in notes of advice given.
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Patient registration

55. The hospital shall have a system that allocates a unique patient identifier to each
patient. Only one record number shall be assigned to each patient. If a patient has
been assigned more than one record number, there shall be robust and effective
systems in place to merge the records quickly and effectively ensuring that each
record has been cross-referenced on the Patient Administration System (PAS).
Registration information shall include the following:

] Title.

] Full name (forename and surname). The forename should be the name on
the patient’s birth certificate.

. Alias: The name by which the patient likes to be known, if different from
the patient’s name.

" Address.

] Two contact telephone numbers (landline and mobile, if possible).
] Next of kin/Contact in the case of an emergency (name and address).
] Two contact telephone numbers (landline and mobile, if possible).
. Patient date of birth.

. Previous address.

. Gender.

. Marital status.

" Patient’s GP and GP contact details.

" Healthcare record number assigned at registration.

. Admission referral source.

. Medical insurance.

. Mothers maiden name

. Religious preferences.

. Ethnicity.

. Spoken language (indicate if an interpreter is needed).

] Occupation.
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Patient alerts and allergies

56. Alerts and allergies shall be recorded on the inside of the cover of the healthcare
record chart.

57. The information shall be signed and dated and there is an end date for the alert,
if appropriate.

58. The hospital shall have a clear procedure regarding who should enter alerts into
the healthcare record, when alerts should be entered and the procedure for
removing alerts from the healthcare record. These procedures shall be adhered to.

Referral letters
59. Referral letters shall be date stamped on receipt in every department.
60. All referrals shall be recorded on the appropriate ICT management system.

61. All referrals shall be assessed by the appropriate healthcare professional and
marked as routine or urgent depending on their clinical need.

62. Where waiting lists exist, the patient’s name shall be placed on the waiting list.

63. Where there are no waiting lists, the patient shall be issued with an appointment,
if appropriate.

64. The GP/referral source shall be notified of the outcome of the referral.

Admission entry

65. The following minimum, general patient information shall be included in the
record entry for acute medical admissions and may also be supplemented with
additional specialty information:

" Reason for clinical encounter.
. Presenting problem/complaint.
" History of presenting problem.
" Current diagnoses.

] Patient Alerts/Allergies (this should also be recorded on the inside of the
front cover).

] Past illnesses.

" Procedures and investigations.
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. Medications and diets including nutritional supplements.
. Social circumstances.
] Functional state (Self-care/baseline mobility/walking aids and appliances)

. Family history.

] Systems review.

. Examination findings.

. Results of investigations.

. Problem list.

" Overall assessment.

" Management plan.

. Intended outcomes.

" Information given to patient.

Follow-up entry

66. The following patient information shall be included in the follow up entries for
acute medical admissions:

" Reason for clinical encounter.

= Review of case.

" Overall assessment including any change since previous encounter.
" Management care plan.

= Information given to patient and carers.
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Transfer and discharge communication

67. The transfer or discharge communication shall include information under the

following headings:

" Hospital Name.

" Patient identification information.

. Validating clinician name and contact details.

. Woard or department or specialty issuing the discharge document.
. Patients’ registered GP details/referring clinician if different.

. Admission details.

. Discharge details.

" Final diagnosis.

. Current diagnoses (note if primary or secondary).

. Patient alerts/allergies.

" Procedures and investigations.

. Medications and diets including nutritional supplements.

. Functional state (Self-care/baseline mobility/walking aids and appliances).
] Systems review.

. Examination findings.

. Results of investigations.

" Relevant information on administration of medicines.

" Problem list.

. Any complications.

" Infection status (as appropriate).

" Management care plan.

. Intended outcomes.

= Information given to patient.

" The name and title of the receiving clinician in the case of a transfer.
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68. Transfer/Discharge communications shall be multi-disciplinary where multi-
disciplinary care is to be continued.

69. A copy of the transfer/discharge communication which is completed within 48
hours of the patients discharge shall be sent to the patients GP and a further copy
is retained in the record.

70. Transfer/discharge communication shall be authorised by the relevant responsible
healthcare professionals.

Communication with patients

71. All relevant communication with patients and families shall be documented in the
relevant part of the healthcare record.

Documenting consent in the healthcare record
72. Consent shall:

" Be easily and clearly identifiable either on a consent form, which is retained
as part of the clinical record, or in the case of verbal consent, documented
within the clinical record.

] Contain no abbreviations.

. Clearly state the procedure/treatment/care involved and the risks and
benefits of that procedure.

. Clearly identify the patient by name and healthcare record number.

. Clearly identify who has granted or refused consent and/or their
relationship to the patient in the case of parent/guardian.

. Have a documented record of what appropriate patient/client information
or relevant discussions has been provided to the patient/guardian detailing
the procedure/treatment/care, risks, benefits and/or alternative.

. Have a documented record of how this information has been provided (e.g.
patient/client information leaflets, verbally etc).

. Be dated and signed by the healthcare professional obtaining the consent,
including full name and grade.

73. Verbal consent shall be documented in the clinical record and shall clearly
identify the witness, e.g. by name and grade.

74. This standard shall apply to both hardcopy and electronic documentation.
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Patient wishes

75. The involvement of the patient in decisions about his or her care shall be
documented in the record under ‘patient wishes’.

76. Living Wills or Advance Directives shall be clearly recorded in the notes alongside
any resuscitation statements.

Death entry

77. The death entry shall contain the following information:

. Date and time the patient was confirmed dead.

. Date and time of the entry in the record.

. Name and designation of the clinician certifying the patient’s death in block
capitals.

. Examination made establishing death.

. Events leading to death and cause(s) of death.

" Signature of the clinician certifying death.

. Final diagnosis (to include principal diagnosis and all procedures).

Death notification form

78. When the death notification form is completed, an entry shall be made in the
record stating:

. The cause of death as appearing on the death notification form.

. Whether a cremation form has been completed.

. Whether and how the deceaseds’ relatives have been informed.

. Whether and how the General Practitioner has been or will be informed.

79. A discharge summary form shall be completed in the event of death.
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Post mortem

80. When a hospital post mortem is performed a provisional diagnosis shall be noted
in the healthcare record within 72 hours of confirmation of death and the
healthcare record shall be completed within one month following the death (this
does not include paediatric post mortems).

81. A consent form for the post mortem shall be filed in the healthcare record.

82. A record of all post mortem meetings with parents, social workers and the
multidisciplinary team shall be documented in the healthcare record.

83. A copy of the hospital post-mortem report shall be filed in the healthcare record.

Confidentiality and security

84. Procedures shall be in place within the hospital regarding the confidentiality and
security of patients’ healthcare records.

85. There shall be a clause in all staff contracts regarding confidentiality of patient
care.

86. Ongoing training regarding confidentiality shall take place at local level.
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8 Audit and monitoring

8.1 Standard Statement

Audits shall be carried out to ensure that the procedures for healthcare records
management conform to the required Standards and that the processes undertaken
conform to the procedures. The audit results shall be used to identify opportunities for
improvement.

8.2 Rationale

Audit is necessary to provide evidence that the system of healthcare records
management in place is effective.

8.3  Criteria
1. Audit of healthcare records management shall include:

= Accountability arrangements.

Staff knowledge, expertise and resources.

. Processes, including risk management arrangements.

Policies, procedures and guidelines.

2. Each relevant head of department shall be responsible for preparing a written
agreed programme which shall ensure that all aspects of healthcare records
management within their department are audited at least once a year.

3. Each relevant head of department shall be responsible for ensuring that the audit
is conducted in accordance with this programme.

4. Each relevant head of department is responsible for ensuring that remedial actions
are carried out for any deficiencies found and for verifying the efficacy of remedial
actions undertaken.

5. The healthcare records manager (or designated manager) shall be responsible for
ensuring that the audit activity, under the responsibility of each relevant head of
department has been completed.

6. The quality and risk committee (or appropriate committee) shall be responsible for
the implementation and monitoring of a healthcare records audit and monitoring
programme in each hospital.
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7. Audit results shall be fed back to the healthcare records manager (or designated
manager), the healthcare records committee, relevant staff and the hospital
management team.

8. Audit results shall be included in the quality and risk management annual report
(or appropriate annual report).

9. Audit results shall be used to help to inform and improve healthcare records
management practices.

10. The audits shall be carried out by appropriately trained auditors.

11. The hospital management team shall submit an annual assurance statement on
audit findings for consideration and approval by the Network Manager.

12. The Network Managers shall submit annual assurance statements to the Director
of the National Hospitals Office.

13. External national audits of healthcare records management shall be carried out as
appropriate under the direction of the Assistant National Director, National
Hospitals Office, Quality, Risk and Customer Care.
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9 Key performance indicators

9.1 Standard Statement

Key performance indicators that are capable of showing improvements in the efficacy
of healthcare records management in the hospital shall be used.

9.2  Rationale

Key performance indicators are designed to demonstrate improvement in the
performance of healthcare records management services over time.

9.3  Criteria

Environment

1. Confidentiality of healthcare records shall be maintained at all times. The
healthcare records department shall be secure. Unauthorised access to the
department shall not be possible.

2. Healthcare records shall be retrievable on a 24/7 day arrangement to allow prompt
treatment of emergency admissions, elective admissions and outpatient attendees.

3. The storage of healthcare records shall take place in a well designed, secure area,
which shall be free of obvious hazards, shall be protected from fire and flooding
and shall have stable levels of temperature and relative humidity.

The healthcare record
4. There shall be a unified healthcare record that all healthcare professionals use.
5. There shall be no loose documents in the healthcare record chart.

6. The patient’s name shall be on each side of each page where patient information is
documented and each page has the correct unique patient identifier. This shall
also apply to every screen on computerised systems.

7. All entries in the record by healthcare professionals shall be made as soon as
possible after each intervention and at least once every 24 hours during the
working week for acute inpatient episodes. There shall be an entry in the record at
least twice a week for rehabilitative care.
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8. All entries shall be dated, timed and signed with a clear signature, printed name,
title and bleep number, where relevant.

9. There shall be a signature bank of all clinical staff and non-clinical staff that may
have occasion to write in the healthcare record.

Management and personnel

10. The hospital CEQO/Manager shall put in place arrangements to ensure effective and
efficient management of healthcare records.

11. A healthcare records manager (or designated manager) shall be appointed, shall have
formally defined responsibilities in accordance with these Standards and shall be
provided with the necessary resources to discharge these responsibilities.

12. The healthcare records manager (or designated manager) shall have designated
healthcare records staff for the hospital healthcare records service and shall ensure
that these personnel have been trained to the necessary standard of competence.

Education and training

13. Induction training in healthcare records management shall be provided to each
staff member (where relevant) and shall be recorded in the individuals training
record.

14. A formal appraisal system shall be in place to monitor staff performance and to
identify individual training needs.

Audit and monitoring

15. The hospital management team shall submit an annual assurance statement on
audit findings for consideration and approval by the Network Manager.

16. Audit results shall be used to help to inform and improve healthcare records
management practices.
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Service quality

17. Staff, patients and key stakeholders shall be encouraged to use feedback
procedures to the hospital for any concerns/level of satisfaction in relation to
healthcare records management in the hospital.

18. The hospital shall have in place a formal system for recording and analysing
customer complaints in relation to healthcare records management.

19. The hospital shall have in place a programme to reduce customer complaints in
relation to healthcare records management.

Page 36

This is a controlled document and may be subject to change at any time.



NHO Code of Practice for Healthcare Records Management. Version 2.0 (illustrated). 2007

Communication and consultation

10 Communication and consultation

10.1 Standard Statement

All information provided to patients shall be delivered in a form which is clear,
courteous and which the patient can understand.

10.2 Rationale

The way in which information is given to the patient can help the patient to
understand their illness, management options and the reasons for intervention.

10.3 Criteria

1. All communications shall be delivered in a form and manner that the patient
understands.

2. All communications with patients shall be personalised and the information
concerning the appointment, date, time, location and special instructions shall be
written clearly and without ambiguity.

3. All relevant staff shall receive formal training in customer care, telephone skills,
communication skills and in using the patient systems appropriate to their area of
work.

4. Communication with patients shall take account of local ethnic minorities and
non-Irish nationals.

5. Communication with patients shall take place in a confidential manner and
patient privacy shall be respected.

6. Staff, patients and key stakeholders shall be encouraged to use feedback
procedures to the hospital for any concerns/level of satisfaction in relation to
healthcare records management in the hospital.

7. The hospital shall develop and implement a practical methodology for sharing best
practice both internally and with key stakeholders in relation to healthcare records
management.

8. The hospital shall have in place a formal system for recording and analysing
customer complaints in relation to healthcare records management.

9. The hospital shall have in place a programme to reduce customer complaints in
relation to healthcare records management.
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11  Clinical coding

11.1 Standard Statement

The hospital shall use HIPE (Hospital In-Patient Enquiry System), a computer based
health information system which collects clinical and administrative data on
discharges, day cases and deaths from acute hospitals.

11.2 Rationale

HIPE coding performs an essential function in providing quality, accurate and
uniform health information and greatly contributes to the continuous growth of
health knowledge.

11.3 Criteria

1. Clinical coders shall undergo regular training under the guidance of the HIPE
Unit, Economic Social Research Unit (ESRI).

2. The coding system used shall be ICD-10-AM 4" edition (the Australian
modification of the international classification of diseases produced by the
World Health Organisation).

3. Clinical staff shall participate in validating the coding process.

4. Clinical coding shall be complete for all inpatient and day case episodes
within the timescale set down by the Department of Health and Children/
ESRI guidelines, i.e. March 31 and September 30™.

5. The HIPE coordinator shall be responsible for and shall implement regular
audits of the quality of clinical coding.
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Unified healthcare record

Structure of the Healthcare Record

1 Unified healthcare record

1.1  Introduction

It is considered to be in the best interest of patients and their care that the full history
of their care is available to the current multidisciplinary team. The healthcare record
should follow the patient through every discipline in the hospital in which that patient
receives care. Documents within the record should reflect the continuum of patient
care.

1.2 Scope

The objective of this procedure is to ensure that all patients treated in the hospital
have a unified healthcare record, in order to provide comprehensive clinical
information for effective treatment.

1.3  Contents
Section One: Healthcare record chart
Section Two: Contents of the healthcare record

Section Three: Marking the healthcare record chart

1.4  Procedure Figure 1-1: National Chart
Section One: Healthcare record chart

. Healthcare record charts should be of 485 gsm quality manila, measure 305mm
x 240mm, and have a gusset along the triple spine to allow for expansion to a
maximum of 80mm as more documents are added. The dividers should be of
200gsm quality card and should have reinforced/laminated printed tabs.

" Each patient is assigned a unit number which is printed on the outside of the
healthcare record chart and used as a unique identifier for that patient.
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Unified healthcare record

Section Two: Contents of the healthcare record

Administrative Section

" Patient labels.
" Registration Sheet.
. Relevant Billing/Private Insurance Forms

(pending completion only).

] Correspondence Section

. Referral Letters.

] Discharge Communication. Figure 1-2: Sections of the health-
care record

. Ambulance Transfer Sheets.

" Other correspondence relevant to patient care.

] Clinical Notes

] Clinical Notes (inpatient and outpatient).
] Patient Emergency Department Card.

] Nursing Notes

" Temperature & Observation Sheets.

] Fluid Balance Sheets.

. Nursing Care Plans.

] Intensive Care Unit Nursing Notes.
Ll Theatre Nursing Care Plans.

" Evaluations.

" Procedure

. Procedure Forms.

= Anaesthetic Records.

. Epidural Infusion Records.

. Implants Record.

= Blood Loss Sheet.

. Swab Count Sheet.
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Unified healthcare record

. Instrument Count Sheet.

] Theatre Checklist.

. Post-operative orders from the surgeon.
] Consent

) Consent Forms

. Clinical Measurement

] Cardiovascular/Haemodynamic.

- Vascular.

. Neurophysiology.

" Pulmonary Function.
" GIT Physiology.

. Urologic Physiology.

" Audiology Reports.

. EEGs.
] Laboratory Results
" Biochemistry Results.

. Haematology/Blood Group Results.

" Microbiology Results.

" Immunology Results.

. Histopathology and Hospital Post-Mortem Reports.
" Molecular Diagnostic Results.

] Radiology and Diagnostic Imaging Results

. Radiology and Diagnostic Imaging Reports.

. Videofluoroscopy Reports.
] Prescribed Medicines and Nutritional Supplements
= Health and Social Care Professionals

Page 9

This is a controlled document and may be subject to change at any time



NHO Code of Practice for Healthcare Records Management. Version 2.0 (illustrated). 2007

Unified healthcare record

Section Three: Marking the healthcare record chart

] When a healthcare record chart is created, ensure that the volume number and
the date opened are clearly marked, dated and signed on the front cover.

" Ensure the patient identifier is placed in the appropriate space on the cover of
the healthcare record chart.

. In the absence of an electronic monitoring system a current year sticker should
be applied to indicate chart activity.

. Ensure colour sticker is placed on the healthcare record chart to facilitate
terminal digit filing in the healthcare record library.

. Ensure RIP sticker is placed on the front cover of the healthcare record chart in
the event of patient death.

] Ensure (removable) warning sticker is placed on the front cover of the
healthcare record chart in the event that there are two patients with the same
first and second names in the same location.

Figure 1-3: RIP sticker Figure 1-4: Warning sticker

Figure 1-5: Year sticker Figure 1-6: Terminal digit filing sticker
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Healthcare record order of filing

2 Healthcare record order of filing

2.1  Introduction

Good healthcare records are needed for good patient care. To ensure that patients are
treated efficiently and effectively the current medical team need easy access to high
quality healthcare records. All staff should be aware of their responsibilities for the
upkeep, correct filing and acceptable presentation of healthcare records.

2.2 Scope

Correct filing in the healthcare record is extremely important for ease of retrieval of
information and also to assist in the coding of these healthcare records.

2.3  Contents
Section One: Administrative section
Section Two: Correspondence section
Section Three: Clinical notes
Section Four: Nursing notes
Section Five: Procedure and consent
Section Six: Clinical measurement
Section Seven: Laboratory results
Section Eight: Radiology and diagnostic imaging results
Section Nine: Prescribed medicines

Section Ten: Health and social care professionals

2.4  Procedure

Directions for entry/filing of information are provided on the divider of each section

of the chart and should be adhered to.
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Healthcare record order of filing

Section One: Administrative section

] There should be a current, dated front sheet in the front
of the healthcare record chart for every patient’s first
point of contact with the hospital. This sheet contains
the patient’s personal details. Thereafter, patient details
on the front sheet are checked for accuracy on each
patient attendance. If there is any change in patient
details a current, accurate front sheet is placed in the

front of the healthcare record chart. Figure 2-1: First Divider—
Administrative Section

. Administrative staff who record or input information
must be identified on the patient’s front sheet.

] All details should be obtained at time of registration/admission. In the event
that some details are omitted, then it becomes the responsibility of any member
of staff who is dealing with the patient to obtain the missing information from
the patient or the patient’s relatives at the earliest opportunity and pass this on
to the appropriate personnel.

. This information should be passed onto the admissions office or ward clerk for
entry into hospital information system and then an updated front sheet
provided.

. There should be sufficient addressographs labels in the administrative section at
all times.

. All addressographs are checked for accuracy on each patient attendance. If there

is any change in patient details the addressographs are to be removed from the
healthcare record chart, shredded and replaced with a current, accurate set.

" The minimum data set on each patient label should include the following
patient information—healthcare record number, name, address, date of birth,
clinician and department.

Section Two: Correspondence section

. This section contains referral letters, discharge
communications and any other correspondence relevant
to the patients care.

" Filing should be in reverse chronological order, i.e. the
most recent documentation to the front; this includes the
letters sent to and from the hospital.

Figure 2-2: Second Di-

. Do not store more than one copy of each letter of !
vider—Correspondence

correspondence unless notes have been made on both
copies.
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Healthcare record order of filing

Section Three: Clinical notes

" Each side of each sheet where patient information is
documented must have an addressograph. In the absence
of addressograph labels, the patient’s name, healthcare
record number and date of birth should be written.

. All entries must be dated, timed and signed with a clear
signature, printed name, title and bleep number, where
relevant. Figure 2-3: Third Divider—
Clinical Notes
" Filing should be in chronological order. The record

should read like a book, documenting the various attendances, in the order in
which they have taken place.

" Any page seen to be falling out must be reinforced and filed back into the
appropriate place.

. The medical social worker should determine if it is appropriate to include
certain sensitive information in this section of the healthcare record.

" Any audio-visual recordings taken by healthcare professionals should be
documented in this section of the healthcare record.

Section Four: Nursing notes
. This section is for all relevant nursing documentation.

. Each side of each sheet where patient information is
documented must have an addressograph. In the absence
of addressograph labels the patient’s name, date of birth
and healthcare record number should be written.

. All entries must be dated, timed and signed with a clear

. . . Figure 2-4: Fourth Di-
signature, printed name, title and bleep number where 8

vider—Nursing Notes
relevant.

. Filing should be in chronological order, i.e. the record should read like a book
documenting events in the order in which they have taken place. This allows
prompt and precise retrieval of data.

" Any audio-visual recordings taken by nursing staff should be documented in
this section of the healthcare record.
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Healthcare record order of filing

Section Five: Procedure

. Each side of each sheet where patient information is
documented must have an addressograph. In the
absence of addressograph labels the patients name,
healthcare record number and date of birth should be
written.

" All entries must be dated, timed and signed with a clear
signature, printed name and bleep number where

relevant. Figure 2-5: Fifth Divider—
Procedures Section

. The procedure note for all procedures must be held in
this section, although the corresponding report may be filed elsewhere.

" Filing should be in reverse chronological order, i.e. the most recent
documentation to the front.

Section Six: Consent

" Each side of each sheet where patient information is
documented must have an addressograph. In the
absence of addressograph labels the patients name,
healthcare record number and date of birth should be
written.

. Each operation/procedure record must have a
corresponding consent form filed with it.

. All entries must be dated, timed and signed with a clear Figure 2:6: Sixth Divider—
signature, printed name and bleep number where Consent Section
relevant.

" Filing should be in reverse chronological order, i.e. the most recent

documentation to the front.

Section Seven: Clinical measurement

" An addressograph should be placed on each sheet/
report. In the absence of addressograph labels the
patient’s name, healthcare record number and date
of birth should be written.

" All sheets/reports should be punched and filed in
reverse chronological order, i.e. the most recent
documentation to the front.

. Only one copy of each report to be filed in this Figure 2-7: Seventh Divider—

section unless notes have been made on both copies. Clinical Measurement Section
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Section Eight: Laboratory results

" The laboratory results section is sub-divided and has
corresponding mount sheets as follows:

i. Biochemistry results (green)
ii. Haematology/Blood Group results (pink)

iii.  Microbiology results (yellow)
Figure 2-8: Eighth Divider—

iv. Immunology results (blue) Laboratory Results
v. Histopathology results and Hospital Post Mortem reports (A4 white)
vi.  Molecular Diagnostics (grey)
. All reports must be signed within twelve hours of the result being delivered back

to the ward. This signature is placed on the results form adjacent to the results.

" All reports must be signed by a clinician before being filed. The resulting action
to be taken is recorded in the healthcare record.

" Laboratory results should not be filed unless they have been signed as read and
action taken by a clinician.

" Only one copy of each report to be filed.

" Each mount sheet has eleven self-adhesive strips which facilitates the filing of
eleven reports on each sheet. These are numbered with number one being the
first report to be filed, etc.

" While every effort is made to file reports in date order, it is advisable to check
the date of the report that you are referring to.

. When a mount sheet is full, additional reports should never be sellotaped or
stapled to the full mount sheet. A new mount sheet should be added in reverse
chronological order with the most recent mount sheet on top for each result

type.

. The mount sheet should correspond to the colour of the laboratory result
forms.

] A5 (small) reports should be filed on the radiology mount sheet from the

bottom of the page upwards.

. A4 (full page) reports should be punched and filed directly behind the mount
sheet in reverse chronological order.
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Healthcare record order of filing

Section Nine: Radiology and diagnostic imaging results

. This section contains radiology and diagnostic imaging
reports.
" All reports must be signed within twelve hours of the

result being delivered back to the ward. This signature
is placed on the results form adjacent to the results.

. All reports must be signed and dated by a clinician
before being filed. The resulting action to be taken is

recorded in the healthcare record.
Figure 2-9: Ninth Divider—
Radiology & Diagnostic Imag-

. ) . L
Radiology and Diagnostic imaging results should not ing Results

be filed unless they have been signed as read and action
taken by a clinician.

" Only one copy of each report to be filed.

" Each mount sheet has eleven self adhesive strips which facilitate the filing of
eleven reports on each sheet. These are numbered with number one being the
first report to be filed etc.

. While every effort is made to file reports in date order, it is advisable to check
the date of the report that you are referring to.

. When a mount sheet is full, additional reports should never be sellotaped or
stapled to the full mount sheet. A new mount sheet should be added in reverse
chronological order with the most recent mount sheet on top for each result

type.

] A5 (small) reports should be filed on the radiology mount sheet from the
bottom of the page upwards.

. A4 (full page) reports should be punched and filed directly behind the mount
sheet in reverse chronological order.
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Healthcare record order of filing

Section Ten: Prescribed medicines

. This section should contain all documentation relating
to prescribed medicines and nutritional supplements.

. Each side of each sheet or drug healthcare record
where patient information is documented must have
an addressograph. In the absence of addressograph
labels the patient’s name, healthcare record number
and date of birth should be written.

. . . . .
All entries must b‘e dated, timed and signed with a Figure 2-10: Tenth Divider—
clear signature, printed name and bleep number, where Prescribed Medicines
relevant.

. Filing should be in reverse chronological order, i.e. the most recent

documentation to the front.

Section Eleven: Health and social care professionals

. All health and social care professionals will use this
section to file assessment forms, care cards, food
diaries, specialised dietary regimes/meal plans etc.

" Each side of each sheet or drug healthcare record
where patient information is documented must have
an addressograph. In the absence of addressograph
labels the patient’s name, healthcare record number

and date of birth should be written. Figure 2-11: Eleventh Di-
vider—Health & Social Care
. All entries must be dated, timed and signed with a Professionals

clear signature, printed name, title and bleep number
where relevant.

. Filing should be in reverse chronological order, i.e. the most recent
documentation to the front.

" Entries by health and social care professional groups can be identified using
stamps,/stickers.
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Documents not held in the healthcare record

3 Documents not held in the healthcare record

3.1 Introduction

Due to the complexity or sensitive nature of various types of records, not all records
may be suitable to be held in the main healthcare record. However, all of these
records should be identified using the patient’s unique identifier.

3.2  Scope

The purpose of this procedure is to outline the documents that should not be
included in the main healthcare record.

3.3 Content

Section One: General principles

3.4  Procedure

Section One: General principles
The following documentation should not form part of the main healthcare record:
. Administrative access requests.

] Billing details.

] Child protection reports.

. Complaints.

. Coroners post mortem reports (unless consent from the coroner is obtained).
. Correspondence from solicitors.

= Data Protection requests.

] Financial information.

= Freedom of Information requests.

] Garda reports.

" Health & Safety forms.
. Medico-legal reports.

" Incident report forms and risk management critical incident reviews.
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Documents not held in the healthcare record

- Welfare notification forms.

] This is not an exhaustive list and if in doubt, please consult the healthcare
records manager or designated person for advice.

. These documents shall be stored in a safe and secure manner in accordance
with local policies and procedures.
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4 Managing loose information

4.1 Introduction

It is considered to be in the best interest of patients and their care that the full history
of their care is available to the current multidisciplinary team. It is thus essential that
all documentation relating to the patient is filed promptly in the healthcare record.

4.2  Scope

The purpose of this procedure is to provide guidelines on how to manage loose
information in the event of not having prompt access to the healthcare record.

4.3 Content

Section One: General principles

4.4  Procedure

Section One: General principles

. All loose reports and other documents shall be filed in the proper location in
the correct healthcare record by the end of the working day of receipt, except
when the record is not available, in which case the loose reports shall be stored
in a safe and secure manner until the record becomes available.

" Each hospital must clearly identify responsibility for filing of loose information.

Figure 4-1: Managing loose documents
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Confidentiality and security of the healthcare record

Content of the Healthcare Record

1 Confidentiality and security of the healthcare record

1.1  Introduction

Every healthcare record (including information kept on paper and electronic format) is
a confidential document of patient care and as such must be kept secure at all times.
Patients have a right to expect that those working in the hospital keep these personal
documents, which contain information relating to their health and welfare,
confidential and secure. The healthcare records department aims to provide a secure
and confidential environment in which to care for patients’ records, but cannot be
responsible when records are outside of their care. This recommended practice
therefore applies to any member of staff when records are in their care. It also applies
to information available on computer systems.

1.2 Scope

The aim of this procedure is to outline the method for which the confidentiality and
security of a healthcare record is preserved.

1.3  Contents
Section One:  Responsibility
Section Two:  Staff
Section Three: Healthcare delivery associates and third parties
Section Four:  Access to healthcare records or clinical information

Section Five:  Sequestered records

Page 21

This is a controlled document and may be subject to change at any time



NHO Code of Practice for Healthcare Records Management. Version 2.0 (illustrated). 2007

Confidentiality and security of the healthcare record

1.4  Procedure

Section One:  Responsibility

" It is the responsibility of Clinical Directors, Nurse Managers, Business
Managers, and Department Heads to ensure that their staff adhere to this policy
and those procedures are in place within their area of responsibility regarding
the confidentiality of patients’” healthcare records.

" Staff must also ensure that the privacy of patients using the services of the
National Hospitals Office is maintained at all times.

. Staff must report healthcare records and/or documentation located in
unsecured areas to the healthcare records manager.

" Healthcare records supervisors must maintain a list of individuals authorised to
access the healthcare records library. This list is displayed prominently within
the department. All healthcare records staff are required to check anyone who
enters the department against this list. The healthcare records library supervisor
should be responsible for control and access to the filing room library.

" If there is any doubt as to whether a person has right of access, the
supervisor must be informed immediately.

. All healthcare records must be correctly tracked by using the local healthcare
record tracking system.

] All healthcare records must be stored in a secure/supervised area with restricted
access.

" All healthcare records to be returned to their designated storage location when
not in use.

] Under no circumstances are healthcare records to be made available for

unauthorised use.

. The staff member who takes a healthcare record is responsible for its safety, for
ensuring its confidentiality and ensuring that it is returned to the healthcare
records department or to an appropriate person. An appropriate person is one
who has a professional role that requires him/her to read the healthcare record
or update it.

. In some care areas, for example, midwifery, procedures have been agreed to
provide patient held healthcare records, however, unless these procedures are
agreed and in place, a healthcare record must not be given to a patient. Each
patient has a legal right to his/her records, this right is exercised by way of a
written request under the Administrative Access Policy, the Freedom of

Information Acts 1997 and 2003 and Data Protection Acts 1988 and 2003.
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= Care should be taken to ensure that a patient’s
healthcare record is not placed in any public RESTRICTED
place or where it may be viewed or accessed
inappropriately.

. Healthcare records should not be placed on

reception desks or on trolleys except when they
are required for clinics and only then under the  igure 1.1 Security of the healtheare
supervision of appropriate clinic staff. record

. Healthcare records should not be left on desks in offices in the absence of the
responsible staff. Whenever an office is left unattended it should be securely

locked.

Section Two:  Staff

= There should be a clause in all staff contracts regarding confidentiality of patient
care and the security of patient healthcare information.

= Staff should be reminded of importance of confidentiality and security of
patient healthcare information at staff meetings.

= Staff are informed of the importance of confidentiality and security of patient
healthcare information at induction and training courses.

= Any HSE employee will be subject to disciplinary action if he/she breaches the
confidentiality and security clause.

= Patient information will be restricted to HSE employees on a ‘need-to-know’
basis, as determined by their role or service responsibilities.

Ll In carrying out their duties, staff may have access to, or hear information
concerning the personal affairs of patients and/or staff or other healthcare
service business. Such records and information are strictly confidential and on
no account must any information be divulged or discussed unless acting on the
instructions of an authorised officer.

Section Three: Healthcare delivery associates and third parties

" Healthcare delivery associates will receive relevant, appropriate and agreed
information on their patients. The National Hospitals Office expects healthcare
delivery associates to handle this shared patient information confidentially and
securely in adherence to the Data Protection Acts 1988 and 2003.

. If patient information is disclosed to an authorised third party, the National
Hospitals Office will hold the said party to the same set of confidentiality and
privacy principles that the organisation adheres to.
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Section Four: Access to healthcare records or clinical information

The healthcare record or its information content shall be made available only to:

. Those medical, nursing and healthcare professionals who are responsible for
providing or supervising the patient’s care.

" Those hospital employees authorized to process the record within the healthcare
records department, to review the record for quality assurance, clinical audit,
quality improvement, risk management or infection control purposes.

" Students or trainees in medicine, nursing, a health and social care profession or
another recognized clinical professional training programme, when the students
are involved in the patient’s care and under the supervision of named clinical

staff.

" Any clinician to whom the patient is being referred or transferred.

" Other individuals with specific written authorization in accordance with the
Data Protection Acts 1988 and 2003 and Freedom of Information Acts 1997
and 2003.

" Access to healthcare records may also be available for research purposes where

patient details are annoyimized or where the hospital has obtained clear and
unambigious consent from the patients concenred for the use of their
healthcare information for these purposes.

Section Five:  Sequestered records

. Healthcare records of designated individuals and records of cases under medico-
legal investigation should be stored in a designated secure area as agreed with
the hospital CEO/Manager.

. Provision shall be made for these records to be accessed out-of-hours if a patient
whose record is sequestered requires emergency or urgent treatment.

. Certain designated healthcare records or certain designated sensitive medical
documentation relating to a patient may be kept separately from the healthcare
record files.

. The tracking system shall be used to indicate that these records are filed
separately in the department to enable the department head or designee to
retrieve the records promptly when required.
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2 Communication with patients

2.1  Introduction

All information provided to patients (written or verbal) should be delivered in a form
and manner which is clear, courteous and in a way that the patient can understand.

2.2 Scope

This objective of this procedure is to provide guidelines to staff regarding appropriate
communications with patients.

2.3  Contents
Section One: Communication regarding the patients clinical status
Section Two: General communications

Section Three Training in communications

2.4  Procedure

Section One: Communication regarding the patients clinical status

. All communications should be delivered in a form and manner that the patient
is able to understand.

. The patient should be allowed sufficient time to reflect on opinions and ask
questions in relation to their treatment.

. Key information should be repeated to help the patient understand and
remember it.

" A competent interpreter should be used if the patient requires this service.

. Information should only be given to the patient’s next-of-kin/nominated
representative with the consent of the patient.

" Where possible, written and verbal communication should avoid jargon and
should be understandable to the patient.

] All relevant communications with patients/families should be documented in
the relevant part of the notes.

. Communicate effectively with colleagues within and outside your own team/
department.
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Section Two: General communications

When dealing with a member of the public all staff are representing the Health Service
Executive and are expected to respond:

. Promptly and without undue delay.
" Correctly in accordance with the law and other rules governing entitlements.
. Sensitively by having regard to age, capacity to understand and any disability

they may have.
" Helpfully by simplifying procedures and maintaining proper records.

" Fairly by treating people in similar circumstances in like manner, avoiding bias
based on personal prejudice, colour, sex, or marital status, ethnic origin, culture,
language, religion, sexual orientation, attitude reputation or because of who
they are or whom they know.

" Confidentially with respect for patient privacy.

Section Three: Training in communications

. All relevant staff should receive formal training in providing a personalised
service and in using the patient systems appropriate to their area of work.

" All staff dealing with the public should have training in customer care.

Page 26

This is a controlled document and may be subject to change at any time



NHO Code of Practice for Healthcare Records Management. Version 2.0 (illustrated). 2007

General requirements for all entries in the healthcare record

3 General requirements for all entries in the healthcare record

3.1 Introduction

The National Hospitals Office is committed to providing quality care. The quality of
clinical documentation in the healthcare record is essential to:

. Ensure the continuity and delivery of safe and quality patient healthcare.

" Document and facilitate communication of care between patient, family and
healthcare teams and provide evidence of same.

. Justify care delivery in the context of legislation, professional standards,
guidelines, evidence, research and professional and ethical conduct. This
includes demonstrating accountability and defending care delivery within the
context of health-legal issues.

The healthcare record should contain sufficient information to identify the patient,
support the diagnosis, justify treatment, document the treatment course and results
and facilitate continuity of care among healthcare providers.

3.2  Scope

The purpose of this procedure is to provide guidelines to healthcare professionals on
good practice for healthcare documentation.

3.3 Contents
Section One:  Ensuring correct identification
Section Two:  Legibility
Section Three: Documenting date and time
Section Four:  Author identification
Section Five:  Corrections
Section Six: Documenting evidence of Care
Section Seven: Retrospective entries
Section Eight: Abbreviations

Section Nine: Relevancy
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Section Ten: Verbal instructions
Section Eleven: Abnormal results
Section Twelve: Medications
Section Thirteen: Language

Section Fourteen: Advice

3.4  Procedure

Section One: Ensuring correct identification

. The patient’s name is on each side of each page where patient information is
documented and each page has the correct unique patient identification
number and/or label. This also applies to every screen on computerised systems.

. There should be no blank spaces or pages between entries.

. Before the healthcare professional makes an entry in the patient’s healthcare
record, s/he must establish that the record belongs to the patient being
attended. This should be done by verifying with the patient and by cross-
referencing the patient’s wrist band with the healthcare record.

Figure 3-1: Ensure correct patient identification—verify with the patient and cross
reference the patient’s wrist band with the healthcare record
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Section Two: Legibility

. It is the author’s responsibility to ensure that writing is clear and legible.

. Always write clearly when prescribing, using un-joined lower case text or block
capitals.

. All entries must be dated, timed and signed with a clear signature, printed

name, title and bleep number (where relevant).

. All entries are in permanent black ink.

Section Three: Documenting date and time

. It should always be clear from the patient record what time an event occurred
and what time a record was written.

] The time (24 hour clock) and date (day/month/year) are noted against each
clinical entry.

] All entries must be accurate in relation to date (day/month/year) and time.

Section Four: Author identification

. Each hospital site has a signature bank of all clinical staff and non-clinical staff
that may have occasion to write in the healthcare record.

" The mechanism for achieving this should be considered and progressed on each
hospital site in consultation with both the Human Resource and Health
Manpower departments.

. Identification stamp pens, which have the clinician’s name printed on a stamp
attached to the pen, are permissible.
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Section Five: Corrections

. Records are not erased or destroyed but are amended if incorrect.

. Correction fluids are not used. The original entry should remain visible.

. Deletions or alterations are made by scoring out with a single line followed by:
1. Signature (plus name in capitals) and counter signature, if appropriate.
2. Date and time of correct entry.
3. Reason for amendment.

" Corrections are made as close to the original record as possible.

" Alterations to prescriptions are not permissible. A prescription that is no longer

appropriate should be discontinued and a new prescription should be written.

Section Six: Documenting evidence of care

" Records provide physical, psychological and social factors that may affect the
patient.

. The chronology of events and reasons for any decision made are recorded in the
context of a thorough assessment of the patient including relevant history
taking.

= Records must provide accurate, correct, comprehensive and concise information

concerning the condition and care of the patient and associated observations.
. Information is factual.

. All entries in the record by healthcare professionals should be made as soon as
possible after each intervention and at least once every 24 hours during the
working week for acute inpatient episodes. There should be an entry in the
record at least twice a week for rehabilitative care.

. Every record entry (clinician related) should identify the most senior clinician
present at the time the entry was made.

" The name of the primary clinician who is assuming overall responsibility for the
patient’s care is clearly identifiable in the healthcare record at all times. The
name in the patient’s record shall be the same clinician’s name entered into the
Patient Administration System (PAS). Should the primary clinician change
during the course of treatment, this must be noted on the healthcare record and

on the PAS.

. Input into all records is multi-disciplinary.
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Section Seven: Retrospective entries

= Ensure retrospective documentation is:
i. Dated.
ii. Timed.

iii.  Signed (and counter signed as appropriate).
. The reason why the retrospective entry is being made should be clearly stated.

" [t should be clear that the entry is a retrospective entry.

Section Eight: Abbreviations

. Abbreviations should not be used. In the event of abbreviations being utilised,
only abbreviations approved by the National Hospitals Office may be permitted.

. Other than the abbreviations approved by the National Hospitals Office, on
each side of each page the full term must be used, followed by the abbreviation
in brackets. Thereafter the abbreviation may be used on that page.

Figure 3-2: Abbreviations

] Abbreviations are not used on documentation which is used for transfer,
discharge or external referral letters.

] Abbreviations are not used on consent forms, death certificates, incident
reporting forms or external communications.

" Drugs names are not abbreviated.

. Any references to “the patient” must never be abbreviated, (e.g. “pt”). The
patient’s given name must be used.
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. Any references to individual healthcare professionals should state their full
name, title and pager number if applicable. Documentation stating, “seen by
physio” or “reviewed by SIOC” is unacceptable.

. The following should never be used in clinical records
i. R for Right or L for Left
ii. Symbols e.g. T
iii. ~ “+ve” and “~ve”. These can be abbreviated to Pos. and Neg.

iv.  +, ++ unless as part of an official grading e.g. urinalysis results.

Section Nine: Relevancy
" Records are objective and describe what is observed.

" If an incident has not been observed but is relevant to patient care then this is
clear e.g. patient states that....

Section Ten: Verbal instructions

" Instructions regarding patient care from a healthcare professional via the
telephone are documented, dated, signed and later countersigned by the
healthcare professional responsible for giving the instructions.

" If no instructions were given this is also documented.

Section Eleven: Abnormal results

. There is a note in the clinical record of any significant abnormal results found
or communicated to the healthcare professional. This includes a record of who
has been informed e.g. healthcare professional’s name. This note must be made
by the appropriate healthcare professional.
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Section Twelve: Medications

. Drugs are only administered and documented in the presence of clear
unambiguous prescriptions and in accordance with hospital policies.

" Drug names must never be abbreviated under any circumstances.
. Generic names ONLY should be used for the drug chart.

. Prescribe medications, including intravenous fluids, by approved (generic)
name, except in the case of multi-ingredient preparations and modified release
formulations when the brand names must be used.

" The choice of therapeutic agents used remains the responsibility of the clinician.

Section Thirteen: Language
. Records must be written in English.

. Records are completed in terms that the patient and/or the healthcare
professional can understand.

. Records are supported by explanations where this may not be possible.

. Records are phrased clearly and unambiguously.

. Records are objective, factual, devoid of jargon, witticisms or derogatory
remarks.

Section Fourteen: Advice

] Healthcare professionals advice on care, in any format (e.g. verbal, leaflet), is
documented in notes of advice given.
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4 Alerts in the healthcare record

4.1 Introduction

There should be a method for indicating alert to risk factors, with the healthcare
record containing a designated place for healthcare staff to record actual allergies/
risks.

4.2  Scope

The purpose of this procedure is to provide guidelines to relevant staff regarding alerts
in the healthcare record for allergies.

4.3  Contents

Section One: General principles

4.4  Procedure

Section One: General principles

. Alerts for allergies should be recorded on the inside of the cover of the
healthcare record.

. This information should be signed and dated.
. There should be an end-date for the alert if possible.

. A clear procedure as to who should enter alerts into the patient record, when
alerts should be entered and the procedure for removing alerts from the
healthcare record must be drawn up by the hospital.

Figure 4-1: Allergies/bio-hazards or adverse drug reactions
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5 Referral letters

5.1 Introduction

The GP or attending clinician should forward a referral letter for any patient they wish
to have treated in hospital.

5.2  Scope

The objective of this procedure is to ensure that a record is kept of every patient
referred for services in the hospital, that all patients are either placed on a waiting list
for an appointment or issued with an appointment

5.3 Contents

Section One: General principles

5.4  Procedure

Section One: General principles

" Referral letters should be date stamped on receipt in every department.
. All referrals should be recorded on the appropriate ICT management system.
. All referrals are assessed by the appropriate healthcare professional and marked

as routine or urgent depending on their clinical need.

. Where waiting lists exist, the patient’s name is placed on the waiting list.

. Where there are no waiting lists, the patient is issued with an appointment, if
appropriate.

. The GP/referral source should be notified of the outcome of the referral.
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6 Admission entry

6.1 Introduction

Patient care may be affected if complete admission information is not available to aid
treatment decision-making.

6.2  Scope

The purpose of this procedure is to outline the patient information that should be
included in the record entry for acute health admissions.

6.3 Contents
Section One: Reason for clinical encounter
Section Two: Presenting problem/complaint
Section Three: History of presenting problem
Section Four: Current diagnoses
Section Five: Patient alerts/allergies
Section Six: Past illnesses
Section Seven: Procedures and investigations
Section Eight: Medications and diets including nutritional supplements
Section Nine: Social circumstances
Section Ten: Functional state
Section Eleven: Family history
Section Twelve: Systems review
Section Thirteen: Examination findings
Section Fourteen: Results of investigations
Section Fifteen: Problem list

Section Sixteen: Overall assessment
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Section Seventeen: Management care plan
Section Eighteen: Intended outcomes
Section Nineteen: Information given to patient

Other headings may be used locally in addition to those listed.

6.4  Procedure

Section One: Reason for clinical encounter

. Reason for clinical encounter is the administrative reason for the patient’s
contact with the clinician. (e.g. clinical review, referred by GP etc).

Section Two: The Presenting Problem/complaint

. The presenting problem/complaint is the sign, symptom or condition that has
occasioned the admission of the patient to hospital. In circumstances where this
does not apply, the reason for the admission should be recorded.

Section Three: History of presenting problem

. This section includes the history of the presenting problem/complaint.

Section Four: Current diagnoses

. Current diagnoses are disorders, syndromes and diseases that the person
currently suffers from, including allergies. Specific professional rules may exist
for particular diseases being classified as diagnoses, even if they have potentially
been resolved (e.g. treated cancer).

Section Five: Patient alerts/allergies

. Allergies include any hypersensitivity reactions or other adverse event related to
medications. If the patient has no known allergies, this should also be recorded.
Dates should be given.
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Section Six: Past illnesses (where applicable)

" Past illnesses include previous disorders, syndromes and diseases that are not
currently affecting the patient. Dates should be given.

Section Seven: Procedures and investigations

. Procedures include any operations, interventions or investigations that the
patient has had.

Section Eight: Medications and diets including nutritional supplements

. Medications include any substance being taken by the patient on a regular or as
required basis. Dose, frequency, route of administration and duration should be
recorded for each medication.

. Diets include any special dietary needs or requirements.

. Nutritional status is recorded including any nutritional supplements.

Section Nine: Social circumstances

. Social circumstances should include domestic, employment and lifestyle
information.

Section Ten: Functional state

. Functional state may be recorded as a validated score if appropriate.
. This may include information on: self-care/baseline mobility/walking aids and
appliances.

Section Eleven: Family history

. The family history lists the health status of immediate family members as well as
their causes of death (if known). This may include a genogram if appropriate.
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Section Twelve: Systems review

" The review of systems is a series of questions grouped by organ system including:
General/Constitutional, Skin/Breast, Eyes/Ears/Nose/Mouth/Throat,
Cardiovascular, Respiratory, Gastrointestinal, Genitourinary, Musculoskeletal,
Neurologic/Psychiatric, and Allergic/Immunologic/Lymphatic/Endocrine.

Section Thirteen: Examination findings

. Examination findings includes general observations (e.g. pulse, blood pressure)
as well as specific systems (e.g. cardiovascular, respiratory, central nervous) and
body areas (e.g. ear nose and throat, abdomen).

Section Fourteen: Results of investigations

. Results of investigations include test results, or results of other assessments
made of the patient’s condition (e.g. stairs assessment). Dates should be given.

Section Fifteen: Problem list

" Problems include any issues that require action from the clinician or team and
may include the patient’s presenting problem, clinical findings, test results, and
diagnoses. If there is uncertainty about a diagnosis then the most appropriate
problem (symptom, sign or test result) should be used until the diagnosis is
confirmed.

Section Sixteen: Overall assessment

" Overall assessment is the clinician’s overall assessment of the patient’s
condition.

Section Seventeen: Management care plan

" Management plan includes any procedures or medications that would relate to
resolving the identified problems. It should also include plans for review, follow-
up and discharge planning.
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Section Eighteen: Intended outcomes
" Intended outcomes includes prognosis and ‘do not resuscitate’ orders.

" Proposed time-frames should also be included.

Section Nineteen: Information given to patient

] This includes any information given to the patient (both written and verbal) on
any of the items listed above. A note of the information given to the patient
should be documented in the patient record.
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7 Follow up entries

7.1  Introduction

Every follow-up entry should clearly record what has happened to the patient since the
previous entry, interventions and response to same, the assessment of the patient’s
condition, state the new management plan, and document any information given to
the patient.

7.2  Scope

The purpose of this procedure is to outline the patient information that should be
included in the follow up entries for acute health admissions.

7.3  Contents
The contents may include the following where applicable:
Section One: Reason for clinical Encounter
Section Two: Review of case
Section Three: Overall assessment
Section Four: Management care plan
Section Five: Information given to patient and carers
Section Six: Any change since previous encounter

Section Seven: Other

7.4  Procedure

Section One: Reason for clinical encounter

. Reason for clinical encounter may simply be ‘clinician ward round’ or ‘asked to
see patient’.
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Section Two: Review of case

" Review of case is any new information that relates to the patient’s care.

Section Three: Overall assessment

" Overall assessment is the clinician’s overall assessment of the patient’s condition
including any change since previous encounter. If there is no change then ‘no
change’ can be recorded.

Section Four: Management care plan

. Management Care Plan - if the plan has not changed since the last entry then
‘continue’ can be recorded.

Section Five: Information given to patient and carers

= Information given to patient and carers includes any information the patient
has been given (both written and verbal). This includes information on any of
the items listed above.

Section Six: Any change since previous encounter

. Any change in the patient’s condition since the previous encounter should be
documented.

Section Seven: Other

] New problems, medications, examination findings, test results etc. should be
recorded under the relevant headings.
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8 Discharge/transfer entries

8.1 Introduction

A discharge/transfer communication must be provided for all relevant clinical staff
who will be involved in the care of the patient when care is transferred out of the
hospital. Patient care may be affected if complete discharge information is not
available when the patient is next seen.

8.2  Scope

The discharge/transfer communication provides a clinical summary of a patient’s stay
in hospital.

8.3  Contents
The contents may include the following:
Section One: Transfer/discharge note
Section Two: Transfer/discharge communication
Section Three: Transfer/discharge communication written by a senior house officer

Section Four: Transfer/discharge communication when investigative results are
pending

8.4  Procedure
Section One: Transfer/discharge note

At the time of discharge, a final health progress note shall be prepared that is
sufficiently comprehensive to provide relevant information to a clinician who may be
seeing the patient in an outpatient clinic before the discharge summary is available.
The discharge note shall include at least:

" The date of discharge.
. Final diagnoses, with the principal diagnosis listed first.

. Any operations/procedures carried out.
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. Dosage and quantity of any take-home medications.

. Instructions to the patient or family and follow-up arrangements.

Section Two: Transfer/discharge communication

An immediate transfer or discharge communication shall be prepared. It shall be sent
to the patient's general practitioner within 48 hours of the patient's discharge in order
to enable the safe transfer of clinical responsibility for the patient. Where patients are
being transferred to the care of another clinician; clinician to clinician (or designated
registrar) communication should take place. The document shall include some or all of
the following information, as appropriate:

. Hospital name.

" Patient identification information.

. Validating clinician name and contact details.

. Ward or department or specialty issuing the discharge document.
. Patient’s registered GP details/referring clinician if different.

. Admission details.

. Discharge details.

. Final diagnosis.

" Current diagnoses (note if primary or secondary).

] Patient alerts/allergies.

. Procedures and investigations.

" Medications and diets including nutritional supplements.
] Functional state (Self-care/baseline mobility/walking aids and appliances).
] Systems review.

. Examination findings.

. Results of investigations.

" Relevant information on administration of medicines.

. Problem list.

" Any complications.

. Infection Status (as appropriate).
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. Management care plan.

. Intended outcomes.

" Information given to patient.

" The name and title of the receiving clinician in the case of a transfer.

] Other headings may be used locally in addition to those listed.

. Current diagnoses should include all adverse drug reactions and other

problems that developed during the stay in hospital as well as existing diagnoses
on admission.

. Final diagnosis should include progress in hospital and any other clinically
important information.

" Management care plan should include specific instructions for the receiving
clinician, any services provided, and follow-up requirements.

. Transfer/discharge communication should be multi-disciplinary where multi-
disciplinary care is to be continued.

. A copy of the transfer/discharge communication or letter should be completed
within 48 hours of the patients discharge and sent to the patients GP. A further
copy should be retained in the record.

" Transfer/discharge communication should be authorised by the relevant,
responsible healthcare professionals.

. All patients should be given information about their illness, treatment and
further management. The information given should be documented in the
record.

" Information about the patient’s illness, treatment and further management can

be given to the patient’s partner, relatives or carers if consent has been obtained
to do so. The information given, and to whom, should be documented in the
record.

Section Three: Transfer/discharge communication written by a senior house officer

. When a senior house officer prepares a transfer/discharge communication, the
supervising clinician or a specialist registrar or registrar delegated by the
supervising clinician shall add his or her own relevant observations or
conclusions, when necessary, and countersign the transfer/discharge
communication or prepare his or her own transfer/discharge communication.
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Section Four: Transfer/discharge communication when investigative results are

pending

. If laboratory, pathology or diagnostic imaging findings are pending at the time
of a patients transfer/discharge, the responsible clinician shall prepare the
transfer/discharge communication as required. The clinician should note in the
transfer/discharge communication pending findings of (name of report) and
should prepare an addendum to the transfer/discharge communication when
such results are received, if appropriate, particularly if it is anticipated that the
results will be delayed beyond a few days.
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9 Patient consent

9.1 Introduction

Patients have a right to decide what happens to them and healthcare professionals
have a corresponding right to provide sufficient information to ensure that such
decisions are taken on an informed basis. This section gives general guidance on
patient consent; more detailed information is available in ‘Guidelines in relation to
obtaining consent to a Clinical Treatment in an Acute Hospital setting’. (HSE DNE, 2006)

9.2  Scope

The objective of this procedure is to provide guidelines to staff regarding patient
consent.

9.3  Contents
Section One: General principles
Section Two: Documenting consent in the healthcare record

Section Three: Patient wishes

9.4  Procedure

Section One: General principles

. There are three elements to consent and they must all be present for consent to
be valid. The consent must be voluntary, given by someone with the capacity
and based on sufficient information.

. Consent may be expressed, i.e. affirmed orally or in writing, or it may be
implied by the conduct or silence of the person whose consent is required.
Caution should be exercised by the healthcare professional in the area of
implied consent.
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" There are two exceptions to the rule for obtaining consent; therapeutic
privilege and in an emergency situation. The therapeutic privilege means that the
healthcare professional can withhold information if s/he feels that it would be
psychologically damaging to the patient to disclose. In an emergency life-
threatening situation where the patient is unable to consent or to appreciate what
is required, the healthcare professional may administer the necessary medical
treatment in the absence of the expressed consent of the patient.

= If the patient chooses not to participate in the decision making process
concerning their treatment or care, the patient, if willing, should be asked to
sign a waiver, stating that s/he does not wish to discuss the matter following
advice being offered. This should be clearly recorded in the healthcare record.

. Consent can only be secured by someone suitably qualified or experienced
enough to understand the proposed treatment and risks involved.

. Consent should always be obtained prior to the proposed treatment or
procedure. Under no circumstances should consent be obtained from a patient
who has been pre-medicated or sedated in preparation for a procedure or if the
patient is in severe pain.

. It is recommended that written consent must not be obtained more than three
months before the expected procedure date. In the event of this timeframe
having lapsed, the patient must be re-consented.

" If there is a change in the patient’s condition between the consultation and
admission resulting in a significant change in the nature, purpose or risk
associated with the procedure, consent must be obtained again.

] A patient does not have to consent if s/he does not want to. Where a decision
to refuse treatment appears irrational, the implications of this decision must be
carefully explained. The decision, however, ultimately rests with the patient in
these circumstances.

. Anyone over eighteen years old is legally an adult. Anyone less than eighteen
years old is a minor/child. Minors between their sixteenth and eighteenth
birthdays may give their own consent to medical, dental and surgical
procedures. The minor must have the mental and intellectual capacity to
understand the proposed treatment.
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Section Two: Documenting consent in the healthcare record

Consent must:

. Be easily and clearly identifiable either on a consent form, which is retained
as part of the clinical record, or in the case of verbal consent documented
within the clinical record.

] Contain no abbreviations.

] Clearly state the procedure/treatment/care involved and the risks and
benefits of that procedure.

" Clearly identify the patient by name and their medical record number.

. Clearly identify who has granted or refused consent and/or their
relationship to the patient in the case of parent/guardian.

. Have a documented record of what appropriate patient information or
relevant discussions has been provided to the patient/guardian detailing the
procedure/treatment/care, risks, benefits and/or alternative.

. Have a documented record of how this information has been provided (e.g.
patient information leaflets, verbally etc.).

. Be dated and signed by the healthcare professional obtaining the consent,
including full name and grade.

. Verbal consent must be documented in the clinical record and must clearly
identify the witness, as relevant, e.g. by name and grade.

" This standard applies to both hardcopy and electronic documentation.

Section Three: Patient wishes

" The involvement of the patient in decisions about his or her care should be
documented in the record under ‘patient wishes’.

" Living Wills or Advance Directives must be clearly recorded in the notes,
alongside any resuscitation statements.

" The person who wishes to give Advance Directives must be over eighteen years
of age and must be of sound mind at the time of making the Advance
Directives.

NOTE: The Steering Committee would like to thank the Dublin Hospitals Group Risk Management Forum
Documentation sub-committee for their advice and input into "Documenting Consent in the Healthcare Record’
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10  Death entries

10.1 Introduction

A patient’s record on the hospital management system should always be up to date.
When a patient dies or when the hospital is notified of the death of a patient, the
hospital management system should be updated to reflect this.

10.2 Scope

The objective of this procedure is to set out good practice for hospital staff to follow to
ensure that patient data is accurate.

10.3 Contents
Section One: Death entry
Section Two: Death notification

Section Three: Report to the coroner

10.4 Procedure

Section One: Death entry

A summary shall be completed for each patient who dies in the hospital. The summary
shall include the following information:

. Date and time the patient was certified dead.

. Date and time of the entry in the record.

. Name and designation of the clinician certifying the patient’s death in block
capitals.

. Examination made establishing death.

] Events leading to death and cause(s) of death.

. Signature of the clinician certifying death.

" Final diagnosis (to include principal diagnosis and all procedures).
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Section Two: Death notification

When the death notification form is completed, an entry should be made in the
record stating:

. The cause of death as appearing on the death notification form.

. Whether a cremation form has been completed.

. Whether and how the deceased’s relatives have been or will be informed.
" Whether and how the General Practitioner has been or will be informed.

The clinician responsible for the patient's care shall ensure that the patient's general
practitioner is notified of the patient's death as soon as possible following the death.

Section Three: Report to the coroner
Deaths should be reported to the coroner:
. Where death occurs within 24 hours of admission to hospital.

Ll Where death occurs within 24 hours of the administration of an anaesthetic,
surgical procedure or any procedure.

. For certain deaths which occur in a department of a hospital, e.g. radiology
department, out-patients department, physiotherapy department, etc.

] For maternal deaths.

. Where a patient dies in a hospital, having been recently transferred or
discharged from a nursing home or other residential institution (including
mental hospital or prison).

. Where there is any doubt as to the cause of death.

. Where organ donation is contemplated or agreed.

" At the request of the attending clinician.

. When the hospital is notified of the patient’s death, then all of the patient’s
healthcare records should be updated and all relevant departments should be
notified.
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11 Post mortem entries

11.1 Introduction

A review of the clinical diagnosis and the findings of post-mortem examinations are an
important part of the clinical process and should be contained within the notes.

11.2  Scope

The objective of this procedure is to set out good practice for hospital staff to follow
regarding post mortem entries.

11.3 Contents
Section One: Healthcare record

Section Two: Post mortem report

11.4 Procedure

Section One: Healthcare record

. When a hospital post mortem is performed a provisional diagnosis shall be
noted in the healthcare record within 72 hours and the healthcare record shall
be completed within one month following the death (this does not include
paediatric post mortems).

. A consent form for the hospital post-mortem is filed in the healthcare record.

. A copy of the hospital postmortem report must be filed in the healthcare
record.

. A record of all post mortem meetings with parents, social workers and the multi-

disciplinary team should be documented in the healthcare record.

Page 52

This is a controlled document and may be subject to change at any time



NHO Code of Practice for Healthcare Records Management. Version 2.0 (illustrated). 2007

Post mortem entries

Section Two: Post mortem report

Should a hospital post mortem be performed, provisional anatomic diagnoses shall be
available within 72 hours and the post mortem report shall be completed within 30
days. (This excludes paediatric post mortems and post mortems that require toxicology
reports via state laboratories). The record of the deceased shall include the following:

" The consent form for the post mortem.

A copy of the post-mortem examination report.
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Healthcare Records Management

1 Care and maintenance of the healthcare record

1.1  Introduction

It is the aim of the National Hospitals Office to ensure that healthcare records are
maintained and preserved in optimum condition to support the provision of high
quality patient care.

1.2 Scope

This procedure guides all healthcare record users through the requirements for
ensuring that healthcare records are held in the optimum condition in order to ensure
that all information is available to all staff at all times.

1.3  Contents
Section One: Maintaining the physical state of the healthcare record chart

Section Two: Sending out healthcare records

1.4  Procedure

Section One: Maintaining the physical state of the healthcare record chart

. If a healthcare record chart requires recovering, a new identification label is
produced and fixed to the new outside cover. Inside cover details must be
completed.

. Healthcare records handlers outside the healthcare records department, who

require recovers or additional volumes must inform the records department and
return the healthcare record for amendment.

" All healthcare record handlers must ensure that the National Hospitals Office
order of filing is maintained.

" Blank pages and labels to be removed from healthcare records prior to closure.
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. Patient name & address label to be placed on the front cover in accordance with
local filing arrangements.

" In the event of the patient’s death, please ensure that the authorized RIP sticker
is placed on the front cover.

. Under no circumstances should anything be sellotaped, written or stapled to the
healthcare record cover.

. The front sheet should be printed on A4. This is to be punched and filed in

the Administrative Section.
. Patient labels for current episode only to be filed in the Administrative Section.

. Directions for entry/filing of information are provided on the divider of each
section and should be adhered to.

] There should be no loose documents in the healthcare record.

Section Two: Sending out healthcare records

. Healthcare records sent within the hospital must be securely bound with the
destination clearly identified.

" Healthcare records should be transported in such a way that patients’ names are
not visible.

" Healthcare records should never be left unattended in the course of their
delivery.
. A record should be kept of all of the healthcare records sent out using an

appropriate tracking system.

Figure 1-1: Healthcare record chart requiring re-
covering
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2 Patient information requests

2.1  Introduction

Patient information requests may be dealt with in a formal way in accordance with the
Freedom of Information (FOI) or Data Protection (DP) legislation, or in a routine and
informal way in accordance with the HSEs Administrative Access Policy. This section
gives general guidance on the different access regimes, more detailed information is

available in the booklet “A Practical Guide for Staff” published by the FOI/DP Liaison

Group and in procedural manuals that give detailed guidelines on the legislation.

2.2 Scope

The objective of this procedure is to set out good administrative practice for hospital
staff to follow when handling requests for information, within statutory requirements
and health service guidelines, including Freedom of Information and Data Protection

Acts.

2.3  Contents
Section One:  Administrative access requests
Section Two:  Freedom of Information requests
Section Three: Data Protection requests
Section Four:  Legal requests
Section Five ~ Requests for information by the Gardai

Section Six: Other healthcare providers

Page 56

This is a controlled document and may be subject to change at any time



NHO Code of Practice for Healthcare Records Management. Version 2.0 (illustrated). 2007

Patient information requests

2.4  Procedure

Section One: Administrative access requests

" As a matter of policy the Health Service Executive supports the right of a patient
to see what information is held about him or her within its service. Generally,
access to an individual’s own healthcare record should be provided
administratively (subject to exceptions which are detailed later).

" An application for administrative access by a patient seeking access to his/her
healthcare record should:

1. Be in writing and sent to the appropriate service manager.
2. Supply relevant information to locate records.
3. Be accompanied by appropriate identification.
. The treating healthcare professional should, where possible, be involved in the

handling of these applications to ensure that only information relevant to the
application is released. Consultation with the patient is encouraged, particularly
to assist in the identification of the actual documents to which access is sought
or to narrow the field of inquiry, for example, to a particular admission if
possible.

I Records of deceased persons

Given the level of sensitivity of information contained in healthcare records,
and the inability to consult with the deceased patient, all applications for
access to deceased person’s records must be processed under the Freedom of
Information Acts.

I1. Exceptions to the administrative access process

Particular care must be taken when healthcare records contain sensitive
matter, for example:

" Documents relating to suspected or actual child abuse.

" Documents revealing the involvement and deliberations of an investigation into
alleged sexual abuse.

" Documents containing information in relation to testing for and/or treatment
of HIV/AIDS (including statements regarding HIV status) or other notifiable
diseases under the Health Acts.
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. A deceased person’s healthcare record.

. In circumstances where it is considered that access could be prejudicial to the
physical or mental well being or emotional condition of the person.

] In circumstances where it is considered that the healthcare record contains
matter about a third party or information received in confidence from a third

party.

" Any other sensitive matter such as documents revealing confidential sources of
information.

ii.  Can information be released to other healthcare professionals?

. Where a patient has been transferred or discharged to another healthcare
service or medical practitioner for continuing care and treatment, information
from the patient’s healthcare record of direct relevance to the continuing care
and treatment of the patient may generally be released on written request by the
healthcare service or medical practitioner. Information may also be released on
confirmation by the receiving healthcare service of transfer arrangements.

. Where a request for information is received by telephone, information should
be given to the treating healthcare professional or senior healthcare professional
if urgently required for treatment of the patient. In these circumstances, care
should be taken to establish the identity of the recipient of the information, the
recipient’s name and telephone number and authority to receive the
information should be checked and the call returned before the information is
given.

Section Two: Freedom of Information requests

The Freedom of Information Act confers on all persons the right of access to
information held by public bodies, to the greatest extent possible, consistent with the
public interest and the right to privacy. The concept of Freedom of Information is
derived from the following principles.

L Records
Every individual has the right

" To know what information is held in records about him or her personally
(subject to certain exemptions).

" To have inaccurate material on file corrected (subject to certain exemptions
designed to protect the public interest and the right to privacy).
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I Decisions

. Individuals who are affected by decisions of public bodies have the right to
know the criteria used in making those decisions.

. Decisions by public bodies should be open to public scrutiny, thus providing
greater knowledge of the issues involved and public ownership and acceptance
of decisions. Citizens, as shareholders in public bodies, should have the right to
examine and review the deliberations and processes of public bodies, subject to
the exemptions provided for in the Acts.

ii.  Parents, guardians and next-of kin rights

. Parents, Guardians and Next-of-Kin have been provided with rights of access to
reasons for decisions in respect of certain other persons, e.g. children, deceased
or disabled persons with a mental incapacity.

. Parents or Guardians have also been provided with rights to apply to have
personal information of certain other persons e.g. children, deceased or disabled
persons with a mental incapacity, amended if they are incomplete, incorrect or
misleading.

iv.  Making a Freedom of Information request

. Freedom of Information requests do have to be in a specific form. A request
must:

1. Be in writing and assistance must be provided for those who require it.
2. Specify the records required and the manner in which access is sought.
3. State that the request is made under the Freedom of Information Act.

. When a request for access under the Freedom of Information Acts is received in
any department of the hospital, it should immediately be sent to the member of
staff (Decision Maker) in your hospital who has responsibility for processing
Freedom of Information requests.

" There are different forms of access to records which may be requested and
granted. These are as follows:

1. Inspect original record.
2. Obtain copy of the record.
3. Hear/view audiovisual record.

4. Obtain a transcript of tape or shorthand.
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5. Obtain a copy of a computer disk or other electronic device.
6. Shorthand or code must be decoded.

" It is regarded as good practice that the application is discussed with the treating
healthcare professional (Medical Practitioner, Psychologist, and Social Worker
etc.) for a number of reasons; e.g. the records may contain information which
could, in the professional’s opinion, have a detrimental effect on the patient.

. One of the grounds why a request for information may be refused is where the
record is of a medical, psychiatric or social work nature relating to the requester
concerned and its release, in the opinion of the Decision Maker, might be
prejudicial to the physical or mental well-being of the requester. Where the
Decision Maker refuses access under this provision, he/she is obliged to offer
access through a registered healthcare professional, nominated by the requester,
having expertise in the matter concerned.

v. Right of review

" A requester, if unhappy with a decision to release records, has the right of
review. This includes:

Internal review

" In most cases the first avenue is for the patient to request an internal review.
This is forwarded to the delegated Internal Reviewer (who is normally a more
senior member of staff within the healthcare agency). A decision will be made
within fifteen days upon receipt of request for an Internal Review.

Information Commissioner review

. If the requester is unhappy with the decision of the Internal Reviewer he/she
may appeal to the Information Commissioner within six months of the date of
notification of the agency’s decision. There is a right of appeal to the High
Court, on a point of law only, if either the requester or the Healthcare Agency is
unhappy with the Commissioner’s decision. The Supreme Court will in turn
deal with any further appeal arising out of a High Court decision.
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VI. Statf

Staff will be able to reduce the need for the public to use the Freedom of Information
Acts by:

" Improving communications between staff and public.

" Drafting and publishing eligibility criteria used to determine access to schemes
and services.

" Informing persons who apply for services of reasons for decisions and rights of
appeal.
. Allowing access to the greatest extent possible to hospital records via

administrative means.

Section Three: Data Protection requests

Data Protection (DP) is the safeguarding of the privacy rights of individuals in relation
to the processing of their personal data. People supply information about themselves
to healthcare organisations and to medical and healthcare professionals. Data
Protection law places obligations on such healthcare providers and all staff who keep
personal information.

I Data Protection rights

Data Protection rights apply whether the information is held:

" In electronic format e.g. on computer.

. In a manual or paper based form.

il Personal health information should be

. Obtained and processed fairly; which means that the person providing it must
know the purposes for which it will be used and the persons to whom it will be
disclosed.

" Relevant and not excessive.

. Accurate, complete, up-to-date and well organised.

" Held no longer than is necessary.

" Devoid of prejudicial, derogatory, malicious, vexatious or irrelevant statements

about the individual.
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. Purpose specific.
. Held securely.

. Accessible to the individual or person acting on his or her behalf on a
reasonable basis.

iil.  Request for access to records made under the Data Protection Act
" A request for access to records made under the Data Protection Acts must:
1. Be in writing.
2. Be accompanied by a fee (up to and no more than 6.35 Euro [2007]).

3. Specify the records required and the manner in which access is sought
e.g. inspect the original, obtain photocopies etc.

4. State that the request is being made under the Data Protection Act.

5. Provide proof of identity.

. When a request for access under the Data Protection Acts is received in any
department of the hospital, it should immediately be sent to the member of staff
in your hospital who has responsibility for processing Data Protection requests.
That staff member should adhere to Data Protection procedures in dealing with
the request.

" Many requests may involve