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Purpose: 
To ensure that clinical records are complete, legible, documented and managed appropriately 

Policy Statement:
The hospital shall ensure that patient information is properly and correctly recorded in the appropriate tools.
The hospital shall ensure that all clinical staff are responsible for clinical documentation. 
The hospital shall ensure all entries in the record are complete, authenticated, and/or signed by the person entering the information.



Definitions:
· The patient clinical file: the compilation of clinical documents reflecting the complete picture of an individual patient’s health status, investigations, results, treatment, and progress from admission to discharge.
· Medical Record: a chronological written account of a patient's examination and treatment that includes the patient's medical history and complaints, the physician's physical findings, the results of diagnostic tests and procedures, and medications and therapeutic procedures.
· Health record: could include hand-written clinical notes, letters between clinicians, lab reports, radiographs and imaging, videos, tape-recordings, photographs, and monitoring printouts. Records can be held in both manual and computerized media. 
· Electronic medical records: An electronic medical record is a collection of medical information about a person that is stored on a computer. It includes information about a patient's health history, such as diagnoses, medicines, tests, allergies, immunizations, and treatment plans. It can be also defined as a digital version of the traditional paper-based medical record for an individual. 
· Patient Master Index: it is a patient database used by healthcare organizations to maintain accurate medical data across its various departments. This database holds information on every patient registered at a healthcare organization.


Equipment/Forms:
· Patient register
· Patient files in different color according to department
· Patient record Number Card
· Computers and software

Procedures:
1. The hospital avails clinical documentation tools that contain sufficient information to identify the patient clearly, to justify the diagnosis and treatment, to document the results accurately, and to support coding and billing related to the visit.
2. All health care providers are responsible for recording the patient’s information in the patient clinical file (paper or electronic).
3. The hospital develops acceptable documentation and information capturing the integrity of the health record as dependent on a number of aspects:
· Authentication of entries in the record that identify who wrote what and when.
· Reliability that the information contained within the record can be assured and the information has not been tampered with, not altered with, and is readily available.
· Organization of information in a consistent manner that assists retrieval and is accessible in accordance with retention requirements and recorded in a timely manner.
· That the content of the record is of appropriate detail to meet record keeping requirements and the information is unambiguous and clinically relevant.
· That the information documented in the record is objective and reflects actual events.
4. The medical record is made up of a number of forms, which are all used for a specific purpose. The basic set of forms in the inpatient medical record includes the forms below and in the respective order as adopted from the modified MoH hospital file:
· The reason for admission
· Significant findings, including investigations
· Procedures performed
· Diagnoses made
· Medications or other treatments
· Patient’s condition at discharge
· Follow-up instructions and all medications that the patient is to take following discharge
5. Following admission and initial examination of the patient, the attending medical practitioner shall complete admission documentation, which summarizes the general condition of the patient and the problem or symptom that is being treated following review of the patient. This admission documentation should include: 
· Therapeutic orders and diagnostic tests 
· Findings 
· Decisions made 
· Plans for treatment
· Reasons for change in treatment regime 
· Procedures undertaken
· Patient’s reaction
· Patient’s status at the time treatment was discontinued and plans for follow-up care
6. The results of effective documentation in patient file shall be presented to relevant staff members by clinical director in order to provide them a constructive feedback regarding the obtained results.
7. Where a second opinion is sought from a specialist, the findings and recommendations for treatment shall be documented in the progress notes or on a specific form.
8. Clinicians providing care to the patient must document the care provided and related treatment advice, verifying that care (and advice) has been given.
9. The medical practitioner should always document in the progress notes each time they visit and review the patient, whenever there is a significant event or change in the patient’s condition, and daily for hospitalized patients.
10. An authenticated entry is one which has been legibly written, signed by the author and includes the author’s designation, date and time the entry was made.
11. Following each entry made in a free text field, the clinician should record: 
· The date of the entry (dd/mm/yyyy)
· Time of the entry in a 24 hour clock format
· Surname and initials printed
· Designation (medical officer, nurse, physiotherapist)
· Signature and stamp
12. The medical practitioner should authenticate that the results have been viewed by recording, signing, and dating the result.
13. In general, where information is incorrect, for example information is written in the wrong patient’s record, the following methods should be used to correct the information using a pen of a different color:  
· Draw a single line through the incorrect information. Do not delete the information using liquid paper or by removing the page.
· Write an explanatory note such as ‘wrong record’ or ‘error.’ 
· Record the correct information.
· Authenticate the entry by inserting the date and time of the correction, the signature, designation, surname, and initials of the person making the correction.
14. Corrections of medical record notes may not be accomplished by erasing, page replacement, correction fluid, or any other means, which obscure the original entry.
15. Where there is insufficient space to make a correction on the same page as the erroneous entry, a note shall be inserted as close as possible to the error and a cross-reference inserted at the error site indicating the location of the correction.
16. All blanks left in dictated reports must be filled in when the report is authenticated. Any cross-outs with or without re-entries should be noted as "error", dated and initialed.
17. The reliability of any health record depends in part on the legibility of entries. It is recommended that only blue or black permanent ink be used to document in the medical record, except in some observation charting and in the documentation of allergies which must be written in red ink and printed in uppercase (CAPITAL) letters.
18. The entries in the patient file shall be validated and authenticated by date and time, with a note including the names, signature, and stamp (where applicable) of the competent staff who documented.
19. The date and time the event occurred should also be documented in addition to the date and time the entry was made, particularly if there is a significant time lapse between the event occurring and the documentation of the information in the record. These entries should be marked as a retrospective entry to reflect the time lapse.
20. The use of stamps is strictly reserved to the owners. For staff persons who do not have stamps, such as nurses, the validation of their entries in patient files shall be completed through writing their names and signatures.
21. Use of abbreviations and symbols are discouraged due to potential misinterpretation. Abbreviations and symbols to document patient information are accepted only for:
· Hospital approved abbreviations and/or those internationally recognized or standardized.
· A list of the abbreviations and symbols and their meanings are available for future reference.
· When there is only one meaning per abbreviation or symbol in the context of the specialty in which it is used.
22. Use of abbreviations or symbols in discharge summaries, correspondence, and reports provided to outside parties and consent forms should be discouraged, as they can be misinterpreted.
23. All unused line space of the patient records should be closed.
24. Every patient shall be provided a unique hospital patient number for identification and to facilitate patient recording or next consultation /review of the file if needed on the same Patient Master Index.
25. All filing of patient information shall be confidential and access limited to authorized staff.

Access to Medical Records:
1. Original health records should not be given to an individual to take out of hospital’s premises; however, the Hospital may provide a summary of the treatment given while the patient was treated in the hospital.
2. The correct clinician to be consulted about a patient’s information should be: 
· The clinician who is currently, or was most recently, responsible for the clinical care of the individual in connection with the information which is the subject of the request
· Where there is more than one such clinician, the one who is the most suitable to advice on the information which is the subject of the request.
3. The hospital determines the order in which forms should be filed in the medical record. It is the responsibility of the ward staff to sort the medical record forms into the correct order before returning them to the medical record area. This shall be done also in considering the specificity of the concerned department.
4. If they are not in order, the medical record staff responsible for discharges must sort them into the correct order as part of the discharge procedure before archive
5. During the off work days, weekends and night the archive is managed according to hospital organization. The key of the office must be accessible when needed.

Discharge Summary:
1. The expectation regarding the discharge summary contents in the patient’s file includes at least the following points: 
a) Reason for admission
b) Significant findings, including investigations
c) Procedures performed
d) Diagnoses made
e) Medications or other treatments
f) Patient’s condition at discharge
g) Follow-up instructions
h) All discharge medications that the patient is to take following discharge
2. A copy of the discharge summary should preferably be given to the patient on discharge, with the original filed in the health record.
3. It is the responsibility of the medical practitioner responsible for the patient to prepare a complete discharge summary within 24 hours of discharge.
4. The archivist review if the medical record is completed before archival (to verify for no blank spaces, etc.). If any errors are present, the archivist shall contact the concerned department to complete it.
5. As there is no a general guideline or instruction regarding medical records retention available, the Standard Operating Procedures for Management of Routine Health Information version 2016 which states keeping health information during 30 years before destruction (see medical record management policy and procedures for other details) must be followed.
6. On quarterly basis and when needed, the Quality Improvement team conducts medical records review for assuring if the standard is being implemented. This information is used to improve documentation in patient records including:
· Review of the completeness (content) and legibility of entries 
· To request representative sample size from key services
· Representative samples of all disciplines that make entries in the medical record
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MINISTRY OF HEALTH
………………… HOSPITAL 

DISCHARGE SUMMARY
Patientnames:________________________Age:_______Sex:______ID/PMI:_______
Date of admission:_______________ Ward:___________                                               Date of discharge:________Ward:____________Physician:_________________
Destination:_________________ Contact:_____________________
Reason for admission:__________________________________________________ 
Significant findings including investigations: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Treatments and Procedures performed: _______________________________________________________________________________________________________________________________________________________________________________________
Discharge Diagnosis: _______________________________________________________________________________________________________________________________________________________________________________________
Patient’s condition at discharge: _______________________________________________________________________________________________________________________________________________________________________________________
Discharge instructions including medications or other treatments: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Relevant PMH including any adverse events: __________________________________________________________________________________________________________________________________________________________________________
Follow-up instructions: __________________________________________________________________________________________________________________________________________________________________________
List of discharge medication:
	Drug
	Dosage
	Frequency
	Ending date
	Instructions

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Physician Name & signature: ___________________________________________________________

Date and time: _________________________________________________
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