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BRENT TEACHING PRIMARY CARE TRUST
Record Management Strategy

(Incorporating Record Keeping Policy) 
 To be read in conjunction with:

Confidentiality Policy

Freedom of Information Policy

Information Security Policy
Access to Patient Health Records by Third Parties (Data Protection Act 1998) 

Patient Access to Patient Health Records

Compliance with all tPCT documents is a condition of employment.  Breach of document may result in disciplinary action
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1.
Introduction

The Data Protection Act (1998), the Access to Health Records Act (1990), and the Freedom of Information Act (2000), have a significant effect on records management and keeping arrangements in public authorities. Since NHS bodies must ensure that records management and keeping policies and procedures are fully compliant with the legislations, Brent Teaching Primary Care Trust (tPCT) has a statutory duty to make arrangements for the management and keeping of their records. 

The quality of records management and keeping is a reflection of the standard of professional practice and a mark of the skilled and safe practitioner. Therefore, good record management and keeping is essential to the delivery of high quality health care on a day-to-day basis. It can facilitate clinical decision making, improve patient care through clear communication of the treatment rationale and progress, and facilitate a consistent approach to team working. Good record management and keeping is equally important for non-clinical purposes in order to meet administrative, legal and contractual obligations. 

Records are valuable because of the information they contain. But information is only usable if it is correctly and legibly recorded in the first place and regularly up-dated. Good record management and keeping ensures that there is an “audit trail” which enables any record entry to be traced to a named individual at a given date and time, and any decisions made can be justified or reconsidered at a later date. 

It is accepted that standards and format of records will differ depending on the health care discipline or tPCT directorate. All records must however, follow a logical and methodical sequence with clear milestones and goals for the record management and keeping process.

2.
Scope of the Policy

This policy should be read in conjunction with the Clinical Record Keeping Standards.
The principles set out in this policy apply across all Brent tPCT settings, to both electronic and paper based records. It is thought that all providers of commissioned services by Brent tPCT will follow this best practice. Brent tPCT sees the guidance of this policy as best practice. This should be in accordance with all statutory national requirements and any local conditions set by the commissioner of the service. In the context of this policy a record is anything, which contains information that has been created or gathered as a result of any aspect of work for Brent tPCT including: 

· Patient health records

· Administrative records (e.g. personnel, estates, financial and accounting records; notes associated with complaint-handling)

· X-ray and Imaging reports, photographs and other images

· Microform (i.e. fiche/film) 

· Audio and videotapes, cassettes, CD-ROM etc.

· Computer databases, output, and disks etc., and all other electronic records

· Material intended for short term or transitory use, including notes and ‘spare copies’ of documents

· GP medical records

· Records of private patients seen on NHS premises

· Accident and emergency, birth and all other registers
· Theatre registers and minor operations (and other related) registers
3.
Aim of the Policy

The aim of this policy is to provide guidance on the recording and management of information within health records and standards for the safe, confidential handling of the record itself.

4.
Principles of Good Record Keeping 

Record keeping is defined broadly to include the type of information departments are required to capture to describe the identity, authenticity, content, context, structure and management requirements of records created in the context of a business activity.

There are a number of factors that contribute to effective record keeping. The following provide an overview as to the standards expected in relation to all records, written, electronic and clinical records.
5.
Approach to Records Management 

5.1 
Records management requires a systematic planned approach from the moment they are created to their ultimate disposal.  It ensures that the organisation can:  

· Control the quality and the quantity of information that it generates 

· That the information is maintained and manage effectively in serving its needs 

· Dispose off the information efficiently when it is no longer required. 

5.2
Within the context of this principle, records management must ensure    that:
· Staff can work with maximum efficiency without having to waste time hunting for information. 

· There is an “audit trail” which enables any record entry to be traced to a named individual at a given date/time with the secure knowledge that all alterations can be similarly traced. 

· There is a historical record of what has been done, or not done, and why. 

· Any decisions made can be justified or reconsidered at a later date. 

5.3
In order to achieve this, the policy recommends the development of a comprehensive records management programme, which includes cost effective management of records taking into account the Trust’s risk assurance & management strategy. 

5.4 
It also recommends that all staff who handle patient records receive training and education on records management as part of the overall training programme of the Trust, to ensure that they are aware of the importance of records management and particularly: 

· Recording any important and relevant information, making sure that it is complete. 

· Ensuring that it is legible so that it can easily be read and reproduced when required. 

· Aware of arrangements for sharing information with other organisations to enable accessibility yet maintaining confidentiality through clear protocols. 

· Developing access to records for both patients and staff in accordance with developments in the Freedom of Information Act

· Filing it where it can be found when needed. 

· Keeping it up to date. 

· If necessary, sharing information rather than copying it in order to reduce risks to confidentiality. 

· Suitably disposing of records as soon as possible (subject to national and local retention periods). 

6.
Roles and Responsibilities. 

6.1
The Chief Executive is ultimately responsible for the quality and safety of patient experience of which record management forms a part. 

6.2
The Chief Operating Officer for BCS is responsible for:

a)       Development and implementation of Record Management Policies and Procedures, which cover all areas of documentation 
b)  
Commissioning audits and reports for the Trust Board and Chief Executive concerning record management issues

c)
Identifying, assessing and taking action to minimize risks associated with record management practice in the tPCT

6.3
The Business and Integrated Governance Committee is responsible for:

a) Annual review of record management policies and procedures

b) 
The management of clinical audits for record management, delegating this function to heads of department/service leads as appropriate
c)
Bringing to the attention of the responsible director/senior manager any aspect of the record management agenda giving cause for concern

6.4
The Clinical Audit Manager of the Applied Research Unit is responsible for: 

a)
Developing professional standards, co-coordinating and liaising with colleagues to develop best practice and producing local standards covering all types of records (both administrative and clinical)

b)
Launching policies, protocols and guidelines and disseminating the standards through training, workshops and briefings

c) 
Undertaking of the bi-annual record management audits using this policy as a basis for the audit activity. This is carried out with support from Service Managers.

6.5
All Line Managers have overall responsibility for record management in their work areas and will be expected to have an up-to-date knowledge of the legal requirements and guidelines concerning record management. All Managers in the Trust must maintain standards by:

a)
Ensuring all staff are aware of this policy in addition to the policies, protocols and best practice guidance contained within the guidance supplied by professional bodies

b) Ensuring that all staff within their areas of responsibility co- operate with performance monitoring measures through quality control and internal bi-annual clinical record keeping audits

c)
Ensuring that all staff attend training relating to confidentiality and information sharing

d)
Ensuring that all staff attend relevant record management training as part of their personal development plans or by e-learning using the Trust’s Electronic Staff Record (ESR) system
e) 
Ensuring effective cross-referencing or merging of all records for the same patient

f)
Identifying areas where improvements should be made and taking remedial action using the Trust Risk Assessment Tool.
g)
Supporting and ensuring representation of their service on the Information Governance and Records Management Group

h) Using the Policy Audit Tool to locally manage and monitor the embedding of this policy putting action plans into place where required

i)
Using the Policy Assurance Form document embedding of this policy. 

j) 
Co-operating with the Provider Development and Estates Directorate and Clinical Audit Team bi-annual records management audit request

k) Ensuring that all transportation of records are properly supervised and deemed safe.

6.6    All staff working for or within Brent tPCT must comply with this policy and are responsible for any records, which they create or use. This responsibility is established and defined by the Public Records Act (1958) and includes staff on temporary or honorary contracts, agency staff and students. 

7.
Training

All managers are responsible for arranging training relevant to staff in records management and keeping and case note handling in accordance with their personal development plans following review.  Caldicott, Confidentiality and Security Training is available for all Brent tPCT staff. 
8.
Audit

The Clinical Audit team have developed a bi-annual audit project to monitor patient health records within the Trust. The audit tool Record keeping data collection form - New standards 06 will be used as the basis of the bi-annual audit. On an annual basis, services will be randomly chosen to be audited. For each of those services, 25% of their records will be selected.
Following the bi-annual audit, Service Managers will develop resultant action plans to address any gaps identified in the audit.  The action plan should be reviewed at team meetings.  A copy of the action plan should be sent to the Clinical Audit team on request.

9.
Principles in Creating Records 

9.1    This section should be read in conjunction with the Clinical Record Keeping Standards. 
9.2 A record defines anything, which contains information, which has been created or gathered as a result of any aspect of work of a Trust member of staff – including agency or casual staff. 

9.3
Each record should be registered with a unique identifier and filed in a record-keeping system that will enable the organisation to obtain the maximum benefit from the quick and easy retrieval of information.

The senior manager responsible for the management of records will ensure that all relevant records are registered on the trust electronic patient information system.
9.4   The basic principle will be to maintain an accountable record of particular paper activities including electronic records 
10.
 Retrieving and Tracking Records
10.1 
A key principle of a records management system is the accurate recording and knowledge of the whereabouts of records to enable them to be located quickly and efficiently. 

10.2 
To achieve this, it is recommended that tracking mechanisms should be reviewed to ensure that the following (minimum) information is recorded: 

· The item reference number or other identifier 

· A description of the item (e.g. the file title) 

· The person, unit or department, or place to whom it is being sent 

· The date of the transfer to them 

10.3 
Tracking systems should be either manual or electronic and ensure the tracking of the movement of active records through: 

 Manual 

· A paper register – a book, diary or index card to record transfers Tracking Tracer Form for Removal of Records - May 08
· File “on loan” (library-type) cards for each absent file, held in alphabetical or numeric order 

· File “absence” or “tracer” cards put in place of absent files 

Electronic 

· A computer database in place of paper/card index 

· Barcode labels and readers linked to computers 

· Workflow software to electronically trace documents
10.4 
It is recommended that the Trust looks to utilise electronic tracking systems wherever possible to reduce the amount of paperwork generated and need to be stored and to speed information and retrieval times. 

11.

Records Storage 

11.1 
Records should be kept securely and not left unattended. 

11.2  Any records stored off-site, under a contract arrangement, must be treated and stored according to specified security standards consistent with the terms of the contract.   

11.3 
The Trust must ensure that the following factors are taken into account when determining the most appropriate type of storage: 

· compliance with Health & Safety Regulations  

· security (especially for confidential material) 

· the user’s needs 

· type(s) of record to be stored 

· their size and quantities 

· usage and frequency of retrievals 

· ergonomics, suitability, space efficiency and price 

11.4 
The Trust will also need to periodically review the options for storage of non paper records and the advantages of microfilming, microfiche and digital scanning of records where appropriate. 

11.5
Any visual records should also be subject to the principles governing the retention and storage of records. 

11.6
Similarly, records generated through information technology, should conform to the relevant guidance, and statutory requirements for the maintenance of all such records. 

12.

Retention and Destruction of Records  

12.1 
All NHS records are public records under the terms of the Public Record Act 1958.  Public records over thirty years old and selected for permanent preservation must be transferred to the Public Record Office (PRO) or kept in a place of deposit, appointed under S4(1) of the 1958 Act.  Guidance on selection is given in the introduction to “For the Record: NHS Retention and Disposal Schedule” 

           (Appendix G to HSC 1999/053). 

13.

Disposal of Records

13.1 
This sets out the various requirements for minimum retention periods for clinical and administrative records.  The relevant operational managers to decide what can be disposed of in light of local and national requirements should regularly review records. 

13.2 
The basic principle relating to the disposal records is that the confidentiality of the record is safeguarded at every stage whether by internal or external contractors through and ensuring that the record is destroyed by shredding, pulping or incinerated. 

13.3 
A brief record will be kept by the manager requesting the destruction of records which have been destroyed to ensure proof of destruction.  RP 27 IDENTIFYING STORING  DISPOSING OF INACTIVE PATIENT - CLIENT NOTES 2 Jan 05
14.
 
Monitoring & Review

14.1 
Service Managers will use the Policy Audit Tool to locally manage and monitor the embedding of this policy putting action plans into place where required

14.2
Compliance with the requirements of this policy will be reported upon annually to the Business and Integrated Governance Committee or committee with the same function. This report can form part of a wider report on information governance. 
14.3
The results of the bi-annual audit as described in the audit section of this policy will be used and commented upon in the report. 
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