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Purpose

The purpose of this guide is to assist nurses and midwives in improving their record
keeping practice. The aim is to build on the record Keeping advice and guidance
from the Nursing and Midwifery Council (NMC, 2009) and, therefore, this guide
should be read in conjunction with the NMC Guidance.

The NMC (2009) principles of good record keeping'state‘ that records must
be: -

Factual “ Whatis recorded is -
truthful and basedon =~/
. Consistent

‘What'is recorded is

reliable and dependable
) : e . _;.J;'? .
/-/ 4
| | hat is recorded is
Accurately documented e . clearly written ~dated, "
' timed and signed -~/
T e :;7;;;»,- 3 e :,,’; :
derstandableand  *
In a [ogica] sequence \Nl’i_tten at the tlmeOf o );’f
_ 7 occurrence 7
_ (cqntemporaneogs) /
3
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Introduction : :

To ensure accurate record keeping, it is vital that nurses and midwives adhere to
the principles that have been outlined in the NMC 2009 Guidance in relation to:
GContent and Style (NMC Principles 1, 4, 6, 7. 8, 9,33)

Records should be written in a way that enables the reader to build a picture of why
the person has come into contact with the health and social services, and what has
been the care and treatment. There must be written. evidence of. the plan of
management regarding the care and treatment; how care and treatment were
implemented, evaluated and what was the outcome.

Patient ldentification (NMC Principles 1,17, 23, 27)

Patient records should be written in such a way that the identity of the person for
whom the record is being kept is evident throughout the document. The person’s
name and record number or addressograph label should appear on.every
page of the relevant record. :

Author (NMG Principles 1, 2)

Records should be written in a way that makes clear who has written the entry.
Nurses and midwives must sign entries using their name in full (not sofely initials}.
They.must also. identify their position and status for example, Staff Nurse/Staff
Midwife. - = . -

Point in Time (NMC Principles 1, 3. 4,6,7,)
The record should be dated and timed using the 24hour clock — day/month/year
format. For example - 14:00hrs 24/06/2009.

This should also normally be. recorded in chronological order, for example in order
of when' the” care/treatment/intervention happened. Late entries are acceptable,
provided that they are clearly documented showing when they happened, and
including a signature, time and date. |

Permanent marker (NMC Principle 14) -

Records should be written in black ink to facilitate photocopying.

Complete records (NMC Principles 6, 32, 33)

All sections of the record must be completed. If however, there is a section that is
not relevant to a particular person, then “not applicable” must be recorded.

Medication History ~ If the patient is not taking any medication “not
T ~ applicable” needs to be recorded,

Alterations (NMC Principle 10)
‘No record should ever be deleted, scored out (so that it is not legible) or covered up
using, for example, any type of correction fluid.

DHSSPS
330-021-004
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Errors (NMC Principle 11)

Any alterations or errors must be dated, timed and signed, while ensuring that the
original entry can still be clearly read. Errors must be bracketed and have a single. .
line drawn through them, so that the original entry is still legible. S

For example:

1400W5W04/@ SR MDUELO%S y

" Mrs Another attended X-Ray Dept for (Shest Xy  Bariun Enena,
S eloggs staff Nurse

Legal Aspects (All NMC Principles) o : _

A person’s health and social care records are legal documents. These include all
clinical observations sheets, drug kardexes, records of olher .professionals and
nursing and mjdwifery records. They will all be used as evidence in legal cases and
in the investigations of complaints. Nurses and midwives have a legal, as well as
professional, duty of care to ensure they keep accurate, clear and legible records.

Nurses and midwives must ensure that their record keeping is sufficiently detailed
to demonstrate that they have discharged their duty of care. An evidence-based
care plan and regular progress reports form the backbone to this detail (Griffith and
Tengnah, 2008). - o o

Jargon and Abbreviations (NMC Principle 5) : :

The temptation to use jargon and abbreviations as a form of professional shorthand
is compelling, especially for busy nurses and midwives. However, the risk of mis-
communication increases dramatically and their use is, therefore, not good
practice, unless there is an acceptable approved Trust policy. The use of these can
be confusing and misleading to:

° Patients e Families
° Peers . Health Professionals
. Advocates e Complaints Officers
o Investigators T e Regulators
° Solicitors
) 330-021-005
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Table 1 demonstrates examples of good and unacceptable record keeptng
practlces Please take careful note of the areas hzghhghted

Wrong txme format
in;tla]s on[y

UNACCEPTABLE > i
PRACT!CE = UNACCEPTABLE o
- . PRACTICE

Appm Atx *’“U depart todaJ {or

- “Mrs A atteaded X- Rﬂ'{l todaa at‘
ba ewema fwuz on ratum E

' __,""_.14 oohrs for banum_em&mﬂ Rf:turwed ;

7- _i.jp'r_ocec{ure"dbsewatwws racorded o _
- vebunw, within wormal LLML{:S for M(S

?be received from,x ma"co' 4%
CA states she feels oomfortabu: m pam o
o relief véquiied at ‘PYCSEM: S

ey vwl baoB yboth weLL rew,ew n 2 _}

f_ 21/ /Qﬁ 1:210 hrs CGMW.LMLtU .
C -\ﬁ,SLt_Dag epost dELL\/EYICj _ :

_-'r_waM; (Mother) agreed date fgr Mxt
" 5- planned. Visit, Frida 5 24/0@/@3
{f-;Cf)wtactrmmbgr gwgw R

No Daie Tlme Sunature
s ‘both wel!’ Not enough

mformatton _ _:

UNACCEPTABLE
PRAC'I iCE,
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Communlcatmg with People and their Families

The quality of a nurse’s or midwife’s record keeping should be such that it

demonstrates that the continuity of care is person-centred and that the person

family/carer are always supported and included in . decisions about care - and
- treatment (NMC Principles 12 ,13). Itis also essential that the views and comments

of the person, or his/her family, regardmg any aspect of care and treatment are

_|ncluded usmg quotatlon marks (Griffith and Tengnah 2008)

This is evident when the records mctude

‘e The views and observations of the person and his/her famtly members in

' relation to the assessment of the persons phys:cal psychological -and social .
well-being : =

»  The planning and provision of care which’ demonstrates that it was dzscussed
and understood by the person and histher fami[y when appropnate

° ldentn‘ication of next of kin and the agreed farmnily member/carer to whom
information for other family members is provided.

Table 2 demonstrates further examples of good and unacceptable record keeping
practices in relation to communicating with the person and his/her family.

_'51:2 oohrs 0L/01/200_9 R 1:2 oo.qrs MrB admLtted as armmgeo{
Mr"e-. was admatted toda Y for a fOY PYOOEO{WE towwwow D" m{omed
procedwe tomorrow ncoompamed P L A T
by his wife, Thercedurewas T T
.'e)qalmmd tothea both and oin -
RS questwmwg thet{j both cowﬁmd thﬂt

- they “understood and. were happtd WLth _ T T

the pmwo{fmamgememtfor Mre’s .- . Notenough information

""'treatmmt Consent to procedure was _ - ' __ famlly irvolvement

descusseo{ SLgmd and wu:mssed e -:-Not dated or S{gned propertj 7

Orlentation to the wamt was explatned o Dol

; UNACCEPTABLE PRACTICE

to thewt both, hOS‘PLtﬂLL/LfO(W{.HtLDzL : DR : Co
Leaflets on tafection control and
visiting tmes were given.

 Poctor W. bnformed of admission

C.swilth staff Nurse .

i

_No evidence of the pe_rson or .. e
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This guide on Mandatory Requirements is part of a suite of resouices, developed
by NIPEC, to promote good record keeping practice. Supplementary papers
demonstrating examples of good and unacceptable record keeping practices that
include, Admission and Risk Assessment, Care Planning and Discharge are
“accessible via the NIPEC wehsite wyw.nipec.hseni.nst -

DHSSPS . 330-021-008
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Purpose ‘ : :
The purpose of this guide is to assist nurses and midwives in improving their record
keeping practice. This supplementary paper will concentrate on the admission and
risk assessment process. The examples within focus ‘on acute adult care, they
however will demonstrate the requirement of good record keeping practice that can
be interpreted to all fields of practice. - o

The aim is to build on the record keeping advice and guidance from the Nursing
and Midwifery Council (NMC, 2009), and therefore this guide should be read in
conjunction with the NMC Guidance. o , -

The NMGC (2009) principles of good record keeping state that 'recoArds'mu'_s't
be: _

Factual

*fruthful and based ol
o fact e

Consistent

Accurately documented

s written at the time'of -~ -/
In a logical sequence - ‘occurrence - 7
{contemporaneous) /
3
330-021-013
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Introduction _
To ensure accurate record keeping during the admission and risk assessment
process, it is vital that the nurses.and midwives adhere to the following:

Content and Style (NMC Principles 1, 4, 6, 7, 8,9,3%) . .o o
Records should be written in a way that enables the reader to build a picture of why
the person has been admitted to & health and social services facility. There must be
written evidence that the admission form and any risk assessments have been
completed. o - : :

Patient identification (NMG Principles 1,17, 23, 27) B P

Records should be written in such a way that it is obvious to the reader that the

identity of the person for whom the record is being kept is evident throughout the

document. The person’s name and record number or addressograph label should

appear.on every loose page of the relevant record. If a care pathway booklet is .
used then the person's hame and record number shoulid be on every section.

Author (NMC Principles 1, 2)

. There must be evidence that admitting practitioner have signed all entries using
name in full (not solely initials). They must identify their position, for example, Staff
NUr_’selStﬁnffMidWife."Iﬁr_)___'s'c'im'e_ areas, a register may be used that includes the
names of all staff,.along with their signatures. In those areas using care pathways,
there is usually a ‘sign in" sheet for staff to print their names on, with their usual
sighatures.

-Point in Time (NMC Principles 1, 3,4,6,7)
“The admission assessment record should be dated and timed-using the 24 hour
c,l_q'c}g'_+_~:__,d__gy{fﬁ_o’n:fh_lye'ar format. For. example « 14:00hrs 24/06/2009. -

it is of Vitél 'impc‘n"'_t'aﬁ,(::é_tha-t the date and time of admission have been recorded.
Late éntries are acceptable, provided that they are clearly documented, showing

when they happened including a signature, time and date.

~_Permanent marker (NMC Principle 14)

All records shouild be wr

itten in black ink to facilitate photocopying.
'C6ﬁ1p_|eft"é records (NMCPnnctpieS 6, 9, 32, 33) S
All sections of the admission assessment record MUST be completed. If however,
there is a section that is not relevant to a particular person, then a record stating

why it is not relevant needs to be written.

For example —

" allergies then this must be recorded. asi
7 No Known Allergies = . -

Alterations (NMC Principle 10)
No record should ever be deleted, scored out (so that it is not legible) or covered up
using, for example, any type of correction fluid.

DHSSPS
330-021-014
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Errors (NMC Principle 11) . '
Any alterations to, of errors in the admission record must be dated, timed and
signed, while ensuring that the original entry can still be clearly read. Errors must
be bracketed and have a single line drawn through them, so that the original entry
is still legible. - :

For example: y

24:00NS 01/04/09
0R/04/09

Legal Aspects (All NMC Principles)

A person’s health and social care records are legal documents. These include all
clinical observations sheets, admission assessment sheets, drug kardexes,
records from other professionals and all nursing and midwifery records. They
will all be used as evidence in legal cases and in the investigations of complaints.
Nurses and midwives have a legal, as well as professional duty of care to ensure
that they keep accurate, clear and legible records.

Nurses and midwives must ensure t:h'a',t their-record __kee'p_i_ng is sufficiently detailed —
to show that they have discharged their duty of care. . -

Jargon and Ab‘br;e_\{i'gt'itqfnsr (NMC Principle 5) L
The temptation to use jargon and abbreviations as a form of professional shorthand
is  compelling, . especially ‘for . busy nurses and midwives. The risk “of -
miscommunication increases dramatically and their use is, therefore, not good
practice, unless there is an acceptable, approved Trust policy. The use of any
jargon and /or abbreviations can be confusing and misleading to: ' '

. Patients . Families

o Peers . Health Professionals
° Advocates ' . Complaints Officers
o Investigators e Regulators

. Solicitors

DHSSPS . 330-021-015
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The following pages demonstrate examples of both good and unacceptable record
keeping practices in relation to sections of the admission assessment process for
adult nursing. Please take careful note of the areas highlighted.

DHSSPS : ' 330-021-016
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;‘Commumty Resources on .

'OCCUPatlon Retwed Postw.aw _
:_',Adm:ssz_on '-NotA'P'PLLoaULP,

_Date of. Blrth _.’.20/2/:&930
;-Age }fﬂgrs St
‘Rehglon Prasbgtenam, . L AT
, (wushes to st hos]wcaL chapl.m)

Valuables Oash : 5;( £:LO wotes gwew to"ﬂ. ; .',"'"Mob;hty ' Able to walk's awg Leng’ch of
'-wq"e l:o tﬁm home S et L _;’_’dr,s‘cam:e Wbth the qwl ofwal,lemg stwl%
ures"-.Top aw&l Bottom (presem,t) ight: - '
.f"Spectacles_,Reﬂdeg glasses omlg - (Wbth . Weigh

oth ng" to_ vl ecLa re

Genera Prae_tltloner, Dr BLQC[@ S UrmaryHablts
Bl.ach qroup Pmotwe EeLfast Bowel Habits:

R,oaol BeLfast B R

Telephone Number _90 8}%5—‘}3 . _l.l-_r'i-_r_:'_l-a;lfs'is':_:-'_'

: Patlent s Name_)amﬁs qmew SRR Consultant Dr BmWw e
S e R Ward MedwoLOWﬂr&l'-'

This secfion of the . -~~~
assessment form is not '
completed properly

UNCCEPTABLE
PRACTICE

=

| DHSSPS ' 330-021-017
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There are many different formats of admission assessment forms. These examples
demonstrate the importance of compieting the form correctly, ensuring that all
areas have an entry. If a particular area of the form is not relevant to a patient, then
‘not applicable’ needs to be recorded.

D
HSSPS 330-021-018
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Risk Assessments

Part of the admission procedure should include the assessment of risk, which may
have a bearing on the patient's care and treatment whilst in hospital, It is important
and good practice to complete these correctly, ensuring that they are dated, timed
and signed properly.

Example of Risk ASsessments that may be in use are:

¢ MUST (Malnutritional Universal Screening Tool)

» BRADEN Score (Predicting Pressure Sore Risk)

« Manual Handling .

. Early Warning Score or Modified Early Warning Score
+ Infection Control

» Falls Assessment

This section demonstrates examples of good and unacceptable record keeping
practice during Admission and Risk Assessment and is part of a suite, of
resources developed by NIPEC. This paper along with those on, Care Planning
and Discharge should be read in conjunction with the Mandatory Requirements
guide that is accessible via the NIPEC website www.nipec.hscninet

DHSSPS ' 330-021-019
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Purpose :

The purpose of this guide is to assist nurses and midwives in improving their record .
keeping practice: This supplementary paper concentrates on the record keeping of
planned care. The -examples within focus on acute adult care, however they

demonstrate the requirement of good record keeping practice that can be

interpreted to all fields of practice. :

The aim is to build on the record keeping advice and guidance from the Nursing
and Midwifery Council (NMC, 2009} and therefore this guide should be read along-
side that Guidance, - , ‘ :

The NMC (2009) principles of good record keeping state that records fnust
be: :

Factual “What i€ ]
- ruthful and b’a"sed_on
U fmet

Cthiste_nt

Accurately documented

understandable an
o o written at the time of ~
In a'logical sequence S c oceurrence S/
' (contemporaneous) 7

3
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Introduction _ :
Planning and documenting care is an essential part of nursing and midwifery -
practices. A clear and accurate record of the planned-,rde]_i\jered- and evaluated -
care, ¢an demonstrate that it is person-centred to meet the needs. Records should
reflect the person centred approach and follow the principles contained in the NMC;
guidance. - - :

Content and Style (NMC Principles 1 46,78933) . :

Records should be written ina way that enables the reader to wuild a picture of why
the person has been admitted to a health and social care facility. That means that
the reader should be able to gather from the record:

» theperson’s care need

. the identified desired outcomes

o the nursing/midwifery interventions

¢ how these have heen evaluated and reviewed

The written record of the planned care must be person-oentred, and is crucial in

monitoring progress and communicating concems.

Patient Identification (NMC Principles 1,17,23,27)

Records should be. written in such a way-that it is obvious to the reader that the
identity of the person for whom the record is being kept is evident throughout the
doqumen_t.__;.The_'pe_rSOr_]?s_,name and record number or addressograph Jabel shouid
‘appear.on every loose page of the relevant record. If a care pathway booklet is
used then the person’s name and record number should be on every section.

Author (NMC Principles 1,2)

It must he evident that any nurse or midwife who records an entry has signed her of

his name in full (not solely initials).The practitioner must also identify position or

post.held, for example, Staff Nurse/Staff Midwife. In some areas, a register may be

used that includes the,names of all of staff printed along with their signatures. in
those areas using care pathways, there is usually a ‘sign in’ sheet for staff to print

their names on with their usual signatures.

Point in Time (NMC Principles 1,3,4,6,7,)

As with all recorded entries, thay should be dated and timed using the 24 hour
clock — day/month/year format. For example - 14:00hrs 24/06/2009.

It is of vital importance that the date and time of all planned care has been
recorded. Late entries are acceptable, provided that they are clearly documented,

showing when they happened and including a signature, time and date.

permanent marker (NMG Principle 14) :
All entries in records should be written in black'ink to facilitate photocopying.

DHSSPS
330-021-025
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Complete records (NMC Principles 6,9, 32, 33) :
All sections of the individualised care plan that includes the patient’s health and
social care need and planned care MUST be completed. :

Alterations (NMC Principle 10) o | . _
No record should ever be deleted, scored out (so that it is not legible) or covered up-
using, for example, any type of correction fluid. '

Errors (NMC Principle 11) ' ' .

Any alterations fo or errors in either the person’s care needs or planned care must
be dated, timed and signed. while ensuring that the original entry can still be clearly
read. Errors must be bracketed and have a single line drawn through them, so that
the original entry is stii legible.

For example -

o) Blogas S/N -
g Barin S, b for
i

Legal Aspects (All NMC Principles)

. A person’s health and social care records are legal documents. These include all
clinical observations sheets, admission assessment sheets, care plans, drug
kardexes, records from other professionals and all nursing or midwifery records.
They wiil all be used as evidence in legal cases, inquiries and in the investigation of
complaints. Nurses and midwives have a legal, as wéil as professional, duty of care

to ensure that they keep accurate, ciear and legible records.

Nurses and midwives must ensure that their record keeping is sufficiently detailed
to show that they have discharged their duty of care,

5

330-021-026 -
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Jargon and Abbreviations (NMC Principle 5)
The temptation to use jargon and abbreviations as a. form of professmnal shorthand

is compelling, especially for busy :hurses and midwives.. The -risk of
miscommunication increases dramatloal!y and their use is, therefore, not good
practice, uniess there is an acceptable, approved Trust pohcy The use of any
jargon and /or abbreviations can be confusing and misieadmg to

° Patients ° Families

° Peers . - o Health Professionals

o ~ Advocates o Complaints Officers
o investigators - ° Regulators .

° Solicitors L

DHSSPS :
330-021-027
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Admission Summary
The following tables demonstrate examples of good record keeping practices in

relation to sections of the care planning process Please take careful note of the
areas highlighted.

In the example shown in Table 1 the practitioner’s entries clearly identify:

° reason why the person has come into hospital,
¢  were he was admitted from
o a recent past history.

TABLE 1

"Datemme-_ mi
._24/06/(39

Sam Sma,’ch_

_ : (see B
o medwam harolﬂx) oxggew th&t’apld prescnbed aL— :z'LLtres"'i
o per mmute at 24‘2’ Via nasal speeuld as qumred S
M Green and his wife (accompamed) wnderstand the_fﬁ_' S
L reAson for g admsswm. Trust advice: Leaﬂets_.gwewﬁ:'
regarding tnfection control practices and visiting.

=

DHSSPS ‘ 330-021-028
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The admission/assessment summary (Table 1) ldentmes that Mr .Green has a-

number of needs that require prescnbed treatment and a number of nursing

interventions. Please note that there is evidence that both the patient and his famity

~mempber understand the reason for admission. Please take careful note that the
_.,';-_entry is tlmed dated and srgned '

o The Car:" ,Plan and Progress Report

'j';.'-The example in Table 2 identifies:
. s “the first identified need for Mr Green following the initial assessment
e whatthe desired outcomes should be
‘s the nursing care/ actions or mtervenhons that will be applied to achieve the
... goal
o the frequency with which evaluation of the mterventlons shoutd be recorded

Table 2 Exampie of the Care Plan and Pro ress Report

ng Interventions

gt "—'ff_oa L bell at: hawd

o q Assrst at WLeaL the,s L-{: TotaLs SRR TR

, rcalubred SR TR i‘_: "c}xw._c'e tn
CUUHE Rzoord accurate FLL{Ld L Rahrs
;-;__Bata vwe chnrt T '
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Table 3 demonstrates the progress report of this first need, providing evidence of how the

patient is progressing towards each of the outcomes set. There is also evidence that the
patient has been involved in evaluating the goals.

Tabie 3

-V';--Dateleme Personal needs_ : __-'Dally progress report
}.:25’/06/03 R i ExpLamtww given cmd
e - verbal ¢ consent. agreed chh

LMy qreem, to ﬂdIMWLLStCY
blood tra wsfw;ww via
L intravenous o waula
= Blood Tva wsfusww 1t
R ;Hmt‘ Vompl,eted at
LR1A50YE = :2“4 um,t EREC T,
commemed at 21 30 hrs—; .SSmUch.S/N _f-';:
" noreactionmoted. - o |
o Clindeal obsewatwws
e § (temperatwe PuLse, bLood
_"fpr&sswe) vecorded. howLa : L
. asper hospu’catpotwkj v '_ .- S

'-'..7_-'5.:aawwuLa ls seaure no - ;‘Q R e

Slgnature

3 -wfomed that a repea’c
: __"bLood sampte to be takeew 7

"WLth meaLs L 3
" MY Green stated he was
" positioned comfortabl,a

. whew asfzed :

e
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The Care Plan and Progress Report

The example in Table 4 identifies:
o the second need of Mr Green, following the initial assessment
° what the desired outcomes should be

. the nursing interventions that will be applied to achieve the desired outcomes.

Table 4 Example of the care plan 'él_nd progress report

_Intervéntlons Frequency Dlscont
;324/06/@ _'_2 Mr qreew
1540Hs, S Short Of

5 breathmg
in .]arobf,ems

Waenoglovin’ o

oy

' patuewt t do
-_-,._breuthmg exerouses T T ey
"-g_ﬁﬁfertofphgsw DA

10
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The example in Table 4a demonstrates the progress report ‘of patient's second need
providing evidence of how the patient is progressing towards each of the desired outcomes
sel. There Is also evidence that the patient has been involved in evaluating the outcomes.

Tab]e 4a

ST eGLuwed Nur“eol"’uw_the uPYL@ht

S Swiths/N

it
.

DHSSPS 330-021-032




T .} y 2 03-1-03
L,vuleflClﬁg GareT Uy

ImprovmOr Record Keepmg Pract1ce

The Care Plan and Progress Report :

The example in Table 5 identifies:

° the third need of Mr Green, following the initial assessment

° what the desired outcomes should'be

? the nursmg interventions that will be apphed to achleve the desired outcomes.

The example then demonstrates the progress of thiS third need prowdmg ev1dence of how '
Mr Green is progressing towards each of the desired outcomes set. There is also ewdence
that he has been involved in eva]uatmg the desired outcomes. :

Table 5 Example of the car plan and progress report.

',.:thLe waL}zLMJ : ~
__.;As_c,Ls’ced with pers mL hggw
S oW ingeds. T '
S tw{omed that OT will- assess abLLLtU S
- States taat e feeLs more oov«f(mawt atl:em.amg to.
- :‘ipersowaL hggwm iy

w ? _'m‘o,tsd, €0 dttendl

s swith /N

Please note all entries have been dated, timed and signed

12
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Reflection
The previous examples have demonstrated good record keeping practice. The care
plan identifies:

s the person’s individual needs assessment

* what has fo be achieved in terms of desired outcomes

e the nursing interventions

o evaluation of the interVentions

The records clearfy rndrcate how often the evaluation of each of nursing
interventions has fo be performed. The desired outcomes and the nursing
interventions are realistic, achievable, person-centred and evidence-hased. The
records demonstrate to the reader that it is evident the patient has been
encouraged to be involved in the evaluation of the desired outcomes and nursrng
interventions set. : :

Incomplete record '

Table 6 demonstrates an example of incomplete or inaccurate record provrd;ng-
little or no evidence of the planned care or care given. This type of record is not
helpful in the following circumstances:

° 'Communicating the person’s ,progress/deviations/problems to other
professionals __

»  Communicating the person’s progress/devratlons/problems wrth the person
and family or carers - ' L

¢ In the transfer of the person from one ward or one facrllty to another :

. Dunng the mvestrgatron of comptalnts/ancrdents/mvest;gatrons o )

DatelTlme : progress_repor_t

Personal Needs - Daily_
Ctlow s Rlpod Tmmsfusww :2“"3t umt oﬁ:ackaed _
25/06/0_9 Haemogtobm ?'-chLs mprogress S L
L N Ho tn ant, Fluid Bntavwe recorded BhE

TR L Ckpgen given,
i soe CATS R s e
o No record of persons condat!on ,

T . clinical observations, o if he had b
'_Record of the entlre person need s ‘any. reaction to the btood R
incomplete, -~ - . R transfusion.
Personal hygrene nof recorded Lo -No evaluataon of h|s breathmg
Use of abbreviatioris -~~~ =~ + : problems :

UNACCEPTABLE PRACTICE"_ - UNACCEPTASLE PRACT!CE

pudel :
15
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Unacceptable Practice-

The example in Table 6 demonstrated that: ¥

There is no record of involvement of person or family/carer L

The record does not give a picture of the planned care or care given

There is ho record of the time when the 2" Unit of blood was commenced.
. (This could be.a problem should a query arise)

‘Entries not signed. -

L

- Conclusion - B o
Within the five Health and Social Care Trusts in Northern lreland, there are riany
different forms of care plans {that is, the written record). it is important, however
that the planned care is well documented, to give the reader a complete picture of
what the persons health needs are; it should also be clear what the desired
outcomes are and what nursing interventions are planned to achieve those
outcomes. . ' . ' - '

The examples in this guide are only illustrations to demonstrate the importance of
completing the procéss correctly and to ensure that all areas of the care plan have
~ an entry, which has been dated, timed and signed. o

it is recognis

d that there ar¢ more complex '_issues _that_ require extensive care,
planning / desired butcomes ‘setting and nursing interventions, T

.Suﬁiéient!y detailed records demonstrate that the préctitioher héé dié_char_géd h_is_or

" reports form the backbone of this detail.

Nufs_es_é_md midWives‘ ‘must be mindful that their records are t_he-_key c_omfﬁu:nicatibﬁ__' |
tool between -themselves and other professionals as they allow for continuity of

care, - 7

14
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This paper demonstrates examples of good and unacceptable racord keeping
practice during Care Planning and is part of a suite, of resources developed by
NIPEC. This paper along with those on, Admission and Risk Assessment and
Discharge should be read in conjunction with the Mandatory Requirements guide
that is accessible via the NIPEC website www.ninec.hscni.net

e
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Purpose .

The purpose of this guidance is to assist nurses and midwives in improving their
record keeping practice in relation to discharge planning. This supplementary paper
concentrates on the discharge process: The examples within focus on acute adult

care, however, they demonstrate the requirement of good récord keeping practice

that can be interpreted to all fields of practice. .
The aim is to build on the record keeping advice and guidan_ce__fro'm the Nursing

and Midwifery Council (NMC; 2009) arid, therefore, this guide should be read in
conjunction with the Guidance. S -

The NMC (2009) principles of good record keeping state that records must
be: e

Factual

Cons_istent

Accurately documented

f e “timed and signed.. . .:'-F/""r

o and.

“written at the time of

In a logical sequence SRR - ‘gccurrence
~ (contemporaneous)
3
380-021-041
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Introduction S
Discharge planning is an accepted nursing and midwifery intervention aimed atthe -
prevention of problems after. discharge. ‘The record ‘com'pon'ent of the discharge -

process -is an “gssential - aspect -of - practice, as it serves “as “an effective.

communication tool to other health professionals. Records should reflect the person

centred approach and follow the p_rinci'p[e’s!-,cornta-in'ed in the NMC's Record -
Keeping: Guidance for nurses and midwives (2009).

Content and Style (NMC Principles 1, 4, 6,7, 8,9, 33)

Records should be writteri in a way that enables the reader to build a picture that .
focuses on the person in relation to:

treatment planned within 24hrs of admission

identified desired outcomes

nursing interventions

evaluation and progress report of nursing interventions’
a documented expected date of discharge

evidence of a planned discharge.

Patient Identification (NMC Principles 1, 17, 23, 27) -

It should be obvious to the reader that the identity of the person for whom the
‘record is being kept is evident throughout the document. The person’s name and
record number or addressograph label should appear on every loose page of
the relevant record Including those used during the discharge process. If a

L] o & @ & o

care_pathway booklet is used then the person’s name and record number
should be on every section.  ~ * : | |

Author (NMC Princiles 1,2) o
There must be evidence that admitting practitioners have signed all entries using
hame in full (not solely-initials). “They must identify their position and status, for

example, Staff Nurse/Staff Midwife. In some areas, a register may be used that

“includes the names of all staff, along with their signatures. In those areas ‘using

care pathways, there is usually a ‘sign in' sheet for staff to print their names on,
with their usual signatures.

‘Point in Time (NMC Principles 1, 3,4, 6,7)
Ali]recbr_c!”'entri,esf'_'s_h'ofu[d-inclu.de a date-and time using the 24 hour clock,
day/month/year format. For example - 14:00hrs 24/06/2009.
Late entries are acceptable, provided that they are clearly documented showing
when they happened and including a signature, time and date. '
Permanent marker (NMC Principle 14)

All entries in records should be written in black ink to facilitate photocopying.

‘Complete record_s (NMC Principles 6, 9, 32, 33)
All sections of the person's record MUST be completed.

D
HSSPS 330-021-042
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) Alter_"ation_s (NMC Principle 10} :
- No record should ever be deleted, scored out (so that it is not legible) or covered up
. using, for example, any type of correction fluid. : : '
~ Errors (NMC Principle 11) R : S R
. Any alterations or errors must be dated, timed and signed, while ensuring that the
original efitry can still be clearly read. Errors must have a single line drawn through
- them, so that the original entry is still legible. '

- For example:

1400hs 03/04/10
M Brown ationding (She
“assessmaent of her statr walking/h

1 Physiot
ling prio

Legal Aspects (All NMC Principles) _
A person’s health and social care records are legal documents. These include all
clinical observations sheets, admission assessment sheets, care pians, drug
kardexes, records from other professionals, all nursing and midwitery frecords. They
will all be used as evidence in legal cases and in the investigation of complairits.
Nurses and midwives have a legal, as well as p_rofeSsional, duty of care to ensure
that they keep accurate, clear and legible records. -~ . .~ -

Nurses and midwives must ensure that their record keeping is sufficiently detailed

to show that they have discharged the_ir'duty'ci)f__c_arze e

Jargon and Abbreviations (NMC Principle 5) =~ . | o
The temptation to use jargon and abbreviations as a form of professional shorthand
is  compelling, - espedially for busy- nurses - and - midwives. The risk of
miscommunication increases dramatically and their use is, therefore, not good
praclice, "uniess there is an acceptable, approved Trust policy.The use of any
Jjargon and /or abbreviations can be confusing and misleading 'to_:

. Patients o Families
o Peers . Health Professionals
. Advocates e Complaints Officers
* Investigators s Regulators
. Solicitors '
5
330-021-043
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Discharge Process :

The care-treatment plan should be person-centred with an expected
date of discharge predicted within 24 hours of admission-to a health
care facility. Nurses and midwives should ensure that the person and .
family members are aware of the expected date of discharge from

the time of admission. This is recognised as good practice and
improves the person’s experience, (Webber-Maybank 2008).

Table 1 demonstrates an example of good record keeping practice
as part of the admission assessment;

“Surname: -

" understands veasonfor .-
< hushands addssion isto o
.. f_L'erst’LQq_tti: stomeack P'Y_D'bl-'_eW_S'_" o

Table 1
The expected date of discharge should be reviewed at regular intervals. If there is a

. change to this date, it must be entered into the patient’s record and communicated
to the relatives.

DHSSPS | ‘
: 330-021-044
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Fit for discharge
Person’s * are usually deemed. 'fit for discharge’ from hospital, when the -
physiological, social, functional, and psychological factors or indicators have been

. taken into account usually fotlowmg a multrd;scrpt:nary assessment (DH, 2004) '

It is, therefore imperative that continuotis assessment of the person’s progress
towards the goal of discharge, involving ‘the person and famrly, is demonstrated in
the daily progress. and evaluatton record

Tabile 2 demonstrates for example that one of Mr Green's rdentrfred needs could
have been that he was:

C. Mr Green states he is unable fo attend to personal hygiene needs due to being
“unsteady on his feet” :

14/12/09 . el __
"iS-‘]-OHrs " states he € is _\wasﬁsastam@ce stend 5 While waLle,ng |
3 Vo 'Assrste_d with ]BE’,YSDML hkjgaem avwl
wdepemdeme_emoumged_to atténd to

: [wfbmd that OcscupatrowaL-Thempg
/L assess on 15/12/03 MrGreens’

bLLLtU 0 Mdepew ewttg atteth'to' own. - S Smith.s/N.
needs:
r cireen states that he. Ls'begmmng to

feel nior oty

L hagtempar‘cwutartg as he
Livest b 2 by ngalow and his: ba’chmom
--LS:SL‘cHﬂth tﬁesrde ’che bedroom

Please take careful note that all of the entries are timed, dated and signed.

DHSSPS 330-021-045
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Information on discharge

It is important that there is a record of the information that has- been conveyed and
understood by person and their famitles before- drscharge regardlng

explanatlon and possrble side effects of the medicines they are taklng home
a letter.to be-sent to the General Practitloner :
details of dates and times regarding follow—up appo:ntments if requlred
details of community/iaison/specialist nurses visits

information leaflets about cond1tlon/proceduresltreatment and foilow—up care.

e © o © &

Informat;on to other professronals

The following examples of information that should be recorded to inform other health
professionals is evidenced by ;

o the care, treatment and discharge arrangements havmg been dlscussed with
- the mu!tidlscrplmary/case management team - :
L record of how the patient is progress;ng with the goais set

¢ the number and type of éannulae/lines removed )
= what, if any, equrpment or aids have been ordered or dehvered to patrents
- home e.g oxygen/nebuliser..
« the community liaison team belng mformed of dlscharge thrs woutd lnc!ude
~the General Practitioner - o
e the person’s home conditions havmg been assessed : :
T2 whether transport is arranged or ;f someone Is accompanymg the person‘
.. home. o
o ._-_' address checked for dlscharge to appropriate settlng

The examples in this gu:de are only 1liustrat|ons to demonstrate the. lmportance of -
~completing the dlscharge process correctly and to- ensure that alt areas . have a
; recorded entry, _WhECh has been dated t:med and srgned . '

_It is. recogntsed that there can - be more complex dlscharge arrangements that :
requ:re extensive piannrng and recordrng : - ‘

Suft" iciently detailed records show that the practrttoner has drscharged hrs or her"- e

duty of care. Nurses and midwives must, therefore be mindful that their records are - SR H

the key communication tool between themse!ves and other professmnals as they

“allow for continuity of care. R R

DHSSPS ‘ 330-021-046
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This paper demonstrates examples of good and unacceptable record keeping
practice during Discharge Planning is part of a suite, of resources developed by

NIPEC. This paper along with those on, Admission/ Risk Assessment and

Care

Planning should be read in conjunction with the Mandatory Requirements, guide

that is accessible via the NIPEC website www.ninec.hscni.nst

DHSSPS
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improving Record Kaeping ~ Audit

COMPLETE AUDIT

The Audit Too! should be used in canjunction with:

¢ the recornmended practice, fearning and development
activities ’

* sections of the NIPEC Record Keeping Guidance

- which make up the Practice Improvement Pragramme.

For guidance on how to complete full Programme, click
here

You should decide whether you wish to carry out your
audit using:

* Hard Copy; or
* Electronic Audit Tool

’E‘“\ {tis recommended that you use the electronic audit todl
TONEE gy carry out a complete audit

y S-mail;
NIPEC Tel: sma ,
- 1 - enquiries@nipec. hsenlnat
Cenira Housa 0289023 8152
79 g:izx_chester Straer Fax:
Balfast
BTLAIE CIRGNAT TN
N SPS 330-021-050
DHS .

http://svww nipec.hseni net/recordkeeping/anditc.html 06/11/2012



Appendix 2
NIPEC RECORD KEEPING GUIDANCE

-Evidencing Care: Improving Record Keeping practice

http://\mwv.nipec.hscni.net/reco'rdkeepinq/docs/nmoGuidanceRecorci KeepingGuidancef
orNursesandMidwives,pdf

-A Guide on Mandatory Requirements

htt_p://wwﬁ,nipec.hscni .net/recordkeepinq/docs/RecordKeepianuidanceMandatorvReq
uirementsFinal.odf

-A Guide on Admission and Risk Assessment

httn:/lwww.r.ni:oec.hscni.neth'ecordkeepinq/clocs/RecordKeepinqGuidanceAcEmissionand
RiskFinal.pdf

-A Guide on Care Planning

http:a’/www.nipec,_hscni.nei/recordkeepinq/docs/ReoordKee,oingGuidanc'eCarePIanninq.p
it = = : :

-A Guide to Discharge Planning

http:!/\mwv.nipec.hsonineﬂreaordkeepinq/docs/Recor‘dKeepinqGuidanceDischarcs_eFinal

~Audit Tool

http://mvw.niDec,hscni‘net/recordkeepinq/auditﬁ.htm}
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