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GDoc Ltd is committed to keeping accurate records concerning the condition and care of each patient.  This policy sets out the required standards for safe and effective record keeping within GDoc Ltd.

Patient records are to be kept accurately and up to date to ensure that the patient receives a high standard of care.

GDoc Ltd staff must not under estimate the importance of good record keeping.

This policy should be read in conjunction with the following GDoc Ltd policies:

· Confidentiality Policy.
· Data Protection Policy.
Records should provide objective, accurate, current, comprehensive and concise information concerning the condition and care of the patient.

Records are kept to:

· Record patient details.  Some will remain the same such as date of birth, others will change and require updating.

· To provide a full assessment of the patients needs and identify any factors that affects the patient’s progress.

· To provide a record of any problems that arise and the action taken in response to them.

· To provide evidence of the care required, the intervention by professional practitioners and patient responses.

· To provide the chronology of events and the reason for any decisions made.

· To provide a baseline record against which improvement or deterioration may be judged.

· To enable all members of GDoc Ltd team to care for the patient regardless of what stage they have reached in the treatment process.

Effective record keeping is a means of:

· Ensuring a high standard of health care.
· Ensuring good communication between GDoc Ltd staff.

· Ensuring a cohesive approach to patient care.
· Detecting problems or changes in a patient’s condition at an early stage and taking the appropriate action.
· Demonstrating the chronology of events, the care implemented and the responses to treatment.
· Demonstrating that Healthcare Professionals have exercised their professional accountability and fulfilled their legal and professional duty of care.

In order to be effective, accurate and safe, records must:

· Be factual, consecutive and in chronological order.
· Not include and jargon, meaningless phrases, irrelevant speculation and offensive, subjective statements.

· Be made immediately at the time to which they relate, providing current information on the treatment and care of the patient.

· Identify problems that have arisen and the action taken to rectify them.

· Provide clear evidence of the care planned, the decisions made, the care delivered and the information shared.

· Provide clear evidence of consent (verbal or otherwise) given by the patient.

· Be written clearly and in such a manner that the text cannot be erased (if using hand written notes).
· Be written in black or blue ink – red ink is only to be used to highlight ‘Alerts’ to a patient’s condition (if using hand written notes).
· Be written in such a manner that any alterations or additions are dated and signed in such a way that the original entry can still be read clearly (if using hand written notes).

· Be written in such a manner that deletions are made by crossing the entry through with a single line and are signed and dated.  Correction tape or liquid must not be used (if using hand written notes).

Whenever anything pertaining to patient care or patient information, such as a telephone conversation with the patient’s family, regarding their care then this must be recorded on their patient notes and be signed and dated.

Individual healthcare professionals are accountable and responsible for their own record keeping, it is also the responsibility of the Registered Manager to ensure that clinical notes are maintained to a professional standard.  If an individual’s note keeping does not comply with the standards in this policy, they must be formally told of the need to improve their standards.  Their entries are then to be monitored by the Registered Manager to ensure improvement.

Information recorded in a patient’s records is confidential under the Data Protection Act 1998 and must be protected by the staff of GDoc Ltd.  Systems for the safe storage of records must be adhered to and no-one must have access to the records or the information contained therein unless they are directly involved in the care of the patient, or the patient has given permission.

The principles for manual records also apply to electronic records and staff must maintain the security of electronic records.
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