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Clinical Documentation Standards 2013                                    

 
Introduction 
Health records (case notes) are the legal record of all contact and communication between patients 
and any member of staff working in, or for, NHS Lothian. Well written and maintained health 
records ensure that all relevant information about the patient is available to other healthcare 
professionals, allowing them to make appropriate clinical judgements and provide optimum care.  
In the case of a complaint, fatal accident enquiry, patient safety incident etc. the health record is the 
evidence for the investigation, both positive and negative. If recorded properly then the notes can 
confirm that appropriate care was provided. If the notes are inadequate in any way (e.g. if details 
are not recorded, handwriting is illegible or faded, loose sheets have fallen out, entries not signed 
or dated) this could affect the Board's ability to defend the practitioner and their actions in the event 
of litigation. 
 
How it all fits with eHealth 
There are a number of eHealth policies and procedures to cover maintenance, filing and transport 
of health records which complement the clinical documentation standards. All staff making entries 
in health records should be familiar with them. (Appendix 1) These can be found here or at NHS 
Lothian>Corporate>A-Z>ehealth>policies and procedures 
 
Structure and basic information 

• The health record should be arranged in clearly labelled sections with pages arranged in 
chronological order. 

• The lead health professional with responsibility for the patient’s care should be clearly 
identifiable for each episode of care documented in the health record.  

 
 
Practical Requirements  
The essential practical requirements for entries in paper health records are: 

• Handwriting should be legible to others  
• All entries should be in simple and understandable language (plain English) without jargon  
• All entries should have the time (24-hour clock) and date (dd/mm/yy) noted  
• All entries should be signed and the name also printed - your signature may be obvious to 

you but not necessarily clear to others; designation should also be written by each entry  
• Pages within sections should be arranged in date order  
• Each page should have the CHI number clearly displayed  
• All pages should be secured in the health record folder - there should be no loose sheets, 

staples or paper clips  
• Other than addressograph labels, the use of sticky labels is not recommended. However, 

where they are used there must be adequate space for them and they must never obliterate 
any other information. 
 

 
 Ink Colour 

• Permanent black ink should be used so that it does not fade or blotch and will photocopy 
consistently  

• Occasionally a service will request that coloured ink be used for a very specific purpose, 
such as in a chart. A local protocol to justify this deviation from the standards should be 
agreed by the Clinical Documentation Group and formally recorded for use in the noted 
service for that defined purpose  
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 Abbreviations and Acronyms 

• Abbreviations and acronyms must be kept to a minimum (and never on a drug form or 
consent form). Wherever possible the full words should be written out.  

• There is a list of abbreviations and acronyms that are recognised in the NHS Lothian health 
records. This is a basic list compiled after extensive consultation and will be reviewed 
regularly.  It is available here or go to NHS Lothian>Corporate>A-Z>Clinical Documentation 
Group   

• It is recognised that some professional groups (such as AHPs) and some clinical specialties 
will also have acceptable abbreviations and acronyms in common use that are not on the 
general list. These additional and specific local lists should be approved by the Clinical 
Documentation Group and posted on the Intranet. New staff must be alerted to the relevant 
lists, particularly students on rotation 

 
 

 Alterations 
• No alterations should be made to the health record of a patient who has died or relating to 

an incident that has occurred.  
• The only acceptable way to make an alteration is to score through with just a single line. 

The original entry must still be legible  
• The reason for the alteration must be recorded along with the time and date of alteration 
• The person making the alteration must sign beside the new entry (or deletion). This also 

applies to electronic records where the name is typed instead of a signature.  
• Entries and alterations made by students must be countersigned by the professional 

responsible for their supervision.  
• Any entries made retrospectively must be written at the place where current entries are 

made, not inserted earlier in the notes (although a note can be made that there is additional 
information to be found later in the notes). The retrospective entry must be signed, with time 
and date of writing and the reason why the belated entry was made. 

 
 

 Inappropriate entries 
 The following things should not go into health records:  
 

• A formal letter of complaint or correspondence regarding a complaint or litigation (although 
relevant information leading up to/ relating to the complaint may be recorded appropriately 
in the health record)  

• A Datix incident report (although relevant information leading up to / relating to the incident 
may be recorded appropriately in the health record)  

• Any judgemental comments - record only fact , not perception  
• Any necessary 3rd party information or alerts about social circumstances should be in a 

separate labelled section, not the patient's progress sheets 
• Be aware of confidentiality issues when writing information in 'bottom of bed' notes that 

could be read by visitors. 
 
 

Forms and Charts 
Only the most recent version of forms and charts that have been approved by the Clinical 
Documentation Group (CDG) should be used. There is a formal approval process within NHS 
Lothian for approval by the CDG. This available here or NHS Lothian>Corporate>A-Z>Clinical 
Documentation Group 
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Thereafter the document becomes the approved Lothian version. There should also be guidance 
with each document about whether it can be printed out locally, photocopied in the Xerox room or 
obtained via Procurement.  
 
 
 
Please remember: 

• All forms should follow a set of rules to ensure that they are fit for purpose and the most up 
to date version is being used  

• Documentation or correspondence relating to a complaint or litigation must not be filed in 
the health records  

• If there is a paper health record and also an electronic record, duplicated information must 
be consistent  

If you are going to develop new forms or charts for use in health records you must follow the List of 
Rules.  This available from NHS Lothian>Corporate>A-Z>Clinical Documentation Group 
 
Document name 

• The name of the document / form should reflect its use  
• On submitting the form for approval, the author(s) should decide how it will be accessed on 

the Intranet, for example, e.g. would an Anticipatory Care Plan be lodged in Anticipatory or 
Care or Plan?  

 
Layout 

• The form should not be too busy; take more pages if required  
• Font should be Arial 12 if possible  
• Margins should be 0.8 inch / 20mm at each side (to allow for hole punching) and 0.5inch / 

13mm at top and bottom to allow for printer margins  
• The NHS logo should be in the top right hand corner; although it may look blue on the 

screen it will be printed in black  
• The box for the Addressograph label must be big enough to accommodate the standard 

size of label  
• If any other labels are to be used on a form there should be sufficient designated space for 

them so that they do not cover any existing information  
• Labels must be sticky enough to remain in place even if the notes will be moved and used 

regularly over a period of time  
• Any tick boxes must be big enough for use  
• The space for signature and printed name must be big enough to accommodate them  

 
Printing advice 

• State if the form is to be double sided  
• You must obtain a form through Procurement if you require colour printing, or if the form is 

not the standard A4 size, or you want card rather than paper  
• You must state clearly whether the form can be photocopied or printed directly from the 

Intranet  
 

Document control 
There should be footer on every page with the following information: 

• The name of the document 
• The author of the document, or the department who designed the form  
• The version  
• The review date  
• The page number given as Page x of y  
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Minimum Information requirements on admission or entry to the service 
This may be part of an Integrated Care Pathway or an admission form: 

• Patient demographics (including name, date of birth, CHI, ethnic group)  
• Name of ward or service  
• Date of admission or entry to service  
• Reason for clinical encounter or chief presenting problem  
• History of presenting problem  
• Current diagnosis (or write 'no diagnosis at this time')  
• Any medication being take at time of admission or entry to service (or write 'none')  
• Known allergies (or write 'no allergies')  
• Name of the clinician responsible for the patient's care  
• Estimated Date of Discharge (EDD) if applicable to the service  
 

 
 
Minimum Information requirements on discharge or transfer from the service 
The NHS Lothian Discharge Checklist should be used for discharge or transfer from in-patient care 
and should include the following information:  

• Patient demographics (including name, date of birth, CHI, next of kin)  
• Discharge summary on admission (including relevant carer information and estimated date 

of discharge)  
• Discharge summary 24 / 48 hours pre-discharge (including - where relevant - transport 

arrangements, completed DNAR, booking of follow-up appointment, information / education 
products given to patient)  

• Discharge summary 24 hours pre-discharge (including - where relevant - post care 
information given to patient, confirmation of transport, next of kin informed, discharge 
lounge informed, discharge letter, discharge prescription, keys to house)  

• Day of discharge (including - where relevant - discharge medication, Dosette box, own 
medication returned, valuables returned, TRAK / PiMS updated)  

• Immediate Discharge Document (IDD) / Immediate Discharge Letter (IDL) /  
Discharge summary  

• Death summary where applicable  
• Self discharge information where applicable  

 
 
Mental Health Discharge summary (where relevant): 

• Patient demographics (including name, date of birth, CHI, next of kin, legal status)  
• Details of admission  
• Details at discharge (including diagnosis, medication, social circumstances)  
• Discharge risk assessment and management plan (including advocacy)  
• Details of discharge care plan (including follow-up arrangements) 
• Death summary where applicable  
• Self discharge information where applicable  
 

 
 
Electronic Records 
The Clinical Documentation Standards apply to electronic health records as much as to paper 
health records. Additional requirements for electronic records include:  

• Equipment should be fit for purpose  
• The Network system should be used rather than standalone computers  
• Security: hardware should be in secure location  
• Security: only required staff can access the system  
• Security: screen should be password protected  
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• Security: passwords must not be shared  
• Security: up to date and effective virus control should be in place  
• Regular back-ups should be carried out  
• All users should be trained to use the system  
• All users should be aware of the Principles of Accessing Patient Information  
 
 
 
 
 

Principles of Accessing Patient Information 
The processing of all patient information held by NHS Lothian must be in accordance with the Data 
Protection Act 1998 and the Caldicott principles (LINK). They apply to all patient information held as 
manual records, computerised systems or in any other form such as radiographs. 
All NHS Lothian computer systems are monitored by FairWarning software that records and 
creates and audit trail of user access - both the viewing and amendment of patient information. This 
means that any member of staff abusing their access privileges will almost certainly be caught with 
very serious consequences. 
The ability to access health records does not imply the authority to view them. 
 
 
Misuse of Information 
Examples of misuse of information include: 
a) Looking up the clinical records of: 

• Yourself  
• Your family  
• Relatives / friends  
• Neighbours  
• Patients who are not under your management of care or administration  
• Discussing patients by name (or with enough information for them to be identified) in a 

public place  
b) Mentioning to friends that you saw their relative at the clinic where you work 
 
The penalties for accessing health records inappropriately include dismissal, removal from 
professional registration and prosecution. 
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Resources 
Royal College of Nursing: Making Nursing Visible (2011) 
Nursing and Midwifery Council: Record Keeping Guidance (2009) 
Putting information at the heart of nursing 
Scottish Government eHealth Programme 
A Clinician's Guide to Record Standards - Part 1: Why standardise the structure and content of 
medical records? 
Writing medical notes: best practice for doctors in all specialties 
European Core Standards of Physiotherapy Practice (standard 14)  
Occupational Therapy Record Keeping Standards 
SIGN 128: The Discharge Document 
 
 
 
 
  


