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jectives

vide information on
ocumentation and record keeping

¢ To understand why records are kept

¢ To examine legal issues relating to
record keeping

¢ To gain an understanding of the
standards required for documentation
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e writing of the patient record Is an
Integral role of the registered nurse,
midwife & Healthcare Assistant

¢ The nursing record is the written
evidence of nursing practice (Tapp
1990) If it Is accurate, timely and
comprehensive, it reflects quality care.
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Documentation

® The key principles for quality records
are outlined in Nursing and Midwifery
Council (NMC) guidelines (2009).

¢ Good record keeping - integral part of
nursing and practice, and Is essential to
the provision of safe and effective care.
It IS not an optional extra to be fitted In If

circumstances allow. (nmc 2009) W
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ality records?

I iInvolvement of patients in
INg choices about care

Patient centred care

¢ Patients having access to their own
records

¢ Technology
¢ Clinical audit
¢ Clinical negligence
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eping

late remarks

Undermines patient care

¢ Makes you vulnerable to legal and
professional problems

¢ Increases your workload
¢ VVague comments — “reasonable”, “adequate”
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S for practice

guency of entries should be determined
)y professional judgement and local
standards.

# Records need to follow a logical sequence
with clear milestones and goals.

¢ Things that have not been done need to be
documented as well as those that have.

¢ Registered nurses are not professionally
accountable for entries made by student
nurses and healthcare assistants
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records should:

al, consistent and accurate

ritten as soon as possible after an event has
ccurred

Provide current information on the care and condition of
the patient

Dated, timed and signed with the signature printed
alongside the first entry

Be written Iin terms the patient can understand, and when
possible with the involvement of the patient

Not include abbreviations, jargon, meaningless phrases,
Irrelevant speculation or offensive subject terms

Be readable on any photocopies- you should therefore
write in black ink

¢ Alterations must be crossed out with one line, dated and
signhed. Ensuring the original entry can still be read

M

¢ & ¢
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ake Assumption for

u didn’t see it, hear it or do it, you don’t
now it. For example, rather than “the patient
fell out of bed,” write “I found the patient on
the floor in a position consistent with a fall

¢ Record patients’ comments and requests and
those of relatives

¢ Use phrases such as “it was further reported
that” write what the patient said they felt or

perceived
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ough?

rofessional judgement. Ask
If: If | were caring for this patient
r the first time, what would | need to
Know?
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ontemporaneous

ergency situation there is not
ys time to make notes at every step
but it Is vital to record information as
soon as possible and by law within 24
hours
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eaningful statements

ents such as “patient slept well”
“as per care plan” are meaningless. If
you are suggesting changes in care,
update the care plan accordingly and
act on them

® Remember —Iif it isn’t in the notes, It

didn’t happen
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lations

lations in one place may not
an the same in another. For
example, CNS can be central nervous
system or clinical nurse specialist. All
staff — and the patient must be able to
understand.
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Law

d accurate records may assist if you
ending claims of negligence

It IS Important that you record the reason for
decisions, as well as the actual intervention
undeﬂaken

¢ To prove liability in negligence a claimant must
establish 3 elements

Existence of a duty of care
Breach of that duty of care
Damage or injury
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dings

Ing they ask to see is the records

Patient records are often the deciding factor
In whether or not a legal case proceeds

¢ If they find shoddy records, they assume
shoddy practise and are more inclined to go

ahead with a claim
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Negligence and Law

¢ Limitation act 1980
3 years from which the injury occurred

Negligence is a term used by the legal
profession to assess in any given situation,
whether a person’s action or omissions have
fallen below what is regarded by law as
acceptable

The employing authority is vicariously liable
for any negligence which may be committed
by a healthcare professional in the course of

their employment W

Royal College
of Nursing

Yorkshire & the Humber




ANY
QUESTIONS?
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