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1 Introduction 
 
1.1 The following Practice Guidance Note (PGN) is intended for personnel of 

Cumbria Northumberland, Tyne and Wear NHS Foundation Trust (the Trust / 
CNTW) who create, retrieve, maintain and / or store paper Clinical Health 
Records.  It is important that the following guidelines are adhered to in order 
that a high quality evidence-based health record is created and maintained in 
compliance with Data Protection Act 2018, Caldicott principles, Professional 
standards, NHS Litigation Authority Risk Management Standards also the 
Trust’s Standards, Policies and Protocols. 

 
1.2 Clinical Health Records are a valuable resource because of the information 

they contain.  This information is only useable if it is correctly recorded in the 
first place, is regularly up-dated, and is easily accessible when it is needed. 

 
1.3 The Trust’s Clinical Health Records provide evidence of actions and 

decisions to support the care and treatment provided to patients by services 
within the Trust.  Clinical Health Records support consistency, continuity, 
efficiency and productivity and help deliver services in consistent and 
equitable ways. 

 
 
2 Responsibilities 
 
2.1 As an employee of the Trust, you will be expected to contribute and maintain 

an effective Clinical Health Records Management Service ensuring that such 
information is properly managed and is available: 

 

 To support patient care and continuity of care; 
 

 To safeguard and consider the welfare of relevant children 
and vulnerable adults; 

 

 To support day-to-day business which underpins delivery of 
care; 

 

 To support evidence based practice (clinical and non-clinical); 
 

 To support sound administrative and managerial decision-
making, as part of the knowledge base for National Health 
Services (NHS); 

 

 To meet legal requirements, including requests to access 
under the Data Protection Act 2018 and Access to health 
records 1990; 

 

 To assist medical and other audits; 
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 To support improvements in clinical effectiveness through 
research and also support archival functions by taking into 
account of the historical importance of material and the needs 
of future research; 

 

 To share information and provide written correspondence to 
all other professionals involved in the provision of care, to the 
patient (i.e. Community Psychiatric Nurses (CPN’s), 
Occupational Therapist (O.T’s), Out Patient Services, (OPS), 
General Practitioner’s (GP’s), Social Workers (SW), Housing 
Departments etc), whenever, and wherever there is a justified 
need for information, and whatever media is required. 

 
2.2 In addition to the above, it is your responsibility to support the Trust Caldicott 

Guardian in their role of complying with the Caldicott principles.  All NHS 
records are public records under the terms of the Public Records Act 1958. 

 
 
3 Cumbria Northumberland, Tyne and Wear NHS Foundation Trust 

Standards 
 
3.1 Cumbria Northumberland, Tyne and Wear NHS Foundation Trust has 

adopted the eRecords (RiO and IAPTus) as primary Clinical Health Records 
which all disciplines must record in.  The secondary paper files which 
supplement the eRecords will be known as the RiO Support File (Purple file) 
/ Therapy File (Pink File) and will be labelled as such and tracked online via 
Patient Document Tracking (PDT).  These files will be used in parallel to the 
electronic records to store documents that are not directly recorded or 
scanned onto RiO or IAPTus. 

 
3.2 Standards for Clinical Health Records in paper format within the Trust - One 

patient, One multidisciplinary record: 
 

 Papers must be secured within the Clinical Health Records 
folder using punch-holes (paper clips, plastic wallets are not 
permitted); 

 

 Demonstrate chronology of events; 
 

 Date and time of all entries recorded; 
 

 Record of name, signature and position; 
 

 Writing must be clear and unambiguous; 
 

 Entries must be legible and indelible; 
 

 Abbreviations should be avoided; 
 

 Note if recording after the event; 
 

 Sign and date any additions; 
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 Any alterations are to be scored out with a single line followed 
by the correct entry with date, time, name, signature and 
position; 

 

 Reports and results of procedures should be seen evaluated 
and signed before being securely stored and mounted in the 
record; 

 

 When Clinical Health Records are stored they are securely 
bound to ensure no loss of documentation occurs; 

 

 RiO - Patient Document Tracking (PDT) will be the only 
recognised Trust Tracking System.  All staff must use RiO 
PDT when tracking Clinical Health Records.  If a Team do not 
have access to PDT, local procedures will be required for the 
tracking of patient’s Clinical Health Records. (See RM-PGN- 
03 – Tracking and Tracing). 

 
 
4 Retrieving Previous Clinical Health Records / Information and Creating 

a ‘CNTW Clinical Health Record’ 
 
4.1 A Clinical Health Record relates to the physical or mental health of an 

individual, which has been made by, or on behalf of, a health professional in 
connection with the case of that individual.  

 
4.2 The Trust’s Clinical Health Records are made up of any recorded information 

created or gathered as a result of any health or social care activity by the staff 
that it manages whether clinical or non-clinical relating to patients referred to 
or in the care of the Trust.  

 
4.3 These records may be in any medium including paper and electronic e.g. 

paper Clinical Health Records, microfiche, microfilm, electronic images (video 
/ audio / photographs), letters, notes, text messages and emails. 

 
4.4 This Practice Guidance Note accepts the above as a working definition of the 

Clinical Health Records covered by the Trust’s Policy, CNTW(O)09 - Records 
Management.  This includes records of all referrals of individuals to the Trust 
whether accepted or rejected. 

 
4.5 Each healthcare professional or member of staff who uses the Clinical Health 

Record is responsible for maintaining the Clinical Health Record and for 
ensuring that upon receipt of every new referral / re-referral / admission all 
previous Clinical Health Records held by the Trust are located and if clinically 
relevant integrated into the current record which maybe the eRecord (RiO / 
IAPTus).  

 
4.6 It is expected that the support Clinical Health Record paper file will follow the 

patient through the pathway of care. 
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4.7 As a Trust who places patient safety and quality at the heart of everything we 
do it is imperative that existing information and Clinical Health Records are 
both accessible 24 hours a day, 7 days a week. 

 
4.8 All previous Clinical Health Records held by the organisation should be 

obtained and made available at the first consultation to ensure that 
professionals can review the whole history and minimise the risk of missing 
vital information. 

 
4.9 As there is a requirement and need for permanent access to Clinical Health 

Records and the fact that clerical / administration staff only work ‘office hours’ 
the Trust has ensured that delegated members of staff are able to access 
clinical information and Clinical Health Records ‘out of hours’. 

 
4.10 The Trust has a system in place that enables professionals involved in the 

care of the patient to identify whether a patient is receiving / has received care 
in any constituent part of the Trust.  This system is known as the CNTW 
Patient Index (CNTW PI). 

 
4.11 The CNTW PI is a clinical Information Technology (IT) System that displays 

episodes of care between patients and the Trust.  The system contains 
demographic data, timeline information, care co-ordination spells, 
information sources, Risk Management Plans and alerts and also shows the 
Clinical Health Records currently held at the Trust secondary storage 
facility. 

 
4.12 Upon receipt of every new referral / re-referral / admission the CNTW PI 

should be checked for existing information. 
 
4.13 Retrieving Clinical Health Records / Information within Office Hours 
 

 To access information from the CNTW PI, if required, and 
request records during ‘office hours’ (9.00 a.m. – 5.00 p.m.) 
please contact any of the Clinical Health Records 
Departments. Clinical Health Records personnel will be 
available Monday – Friday: 

 
Records Dept, St Nicholas Hospital. 
Tel:  0191 2456736 
 

 

 The information required to request and retrieve Clinical Health 
Records and / or an information search, is as follows: 

 
o Name of patient (including any known alias); 

 
o Address (if known); 

 
o Date of Birth (if known); 

 
o Unit number or NHS number (if known) or both; 

 



 
Cumbria Northumberland, Tyne and Wear NHS Foundation Trust 
RM-PGN-01–Op.Guidance for the Creation, Retrieval, Maintaining and Storage of an E Record Clinical Health Record (paper format). – V03 – Issue 5-November 19 
Part of CNTW (0)09 – Records Management Policy – V03 

5 

o Lead Healthcare Professional; 
 

o Date Clinical Health Records required (e.g. first 
appointment or in-patient admission); 

 
o Contact details of requester; 

 
o Method of collection / delivery (e.g. internal post, 

taxi etc.) 
 

4.13.1 This will enable the Records Department to interrogate the CNTW PI for 
previous contacts with the Trust and locate any existing Clinical Health 
Records.  The Records Department will dispatch any Clinical Health Records, 
held within the records library, immediately for inpatient admissions and / or 
prior to the first consultation for outpatients, day patients and partial 
hospitalisation. 

 
4.13.2 Once your request has been processed, you should expect to be informed 

indicating either: 
 

 No previous Clinical Health Records exist, therefore a new 
Clinical Health Record should be created; 

 

 Previous Clinical Health Records have been identified.  If the 
records are held in the libraries or secondary storage these 
will be dispatched prior to the first appointment or immediately 
in the case(s) of in-patient admission; 

 

 If it is identified that the records are currently in use within the 
organisation you will be informed of the current holder to be 
contacted. 

 
4.13.3 The sender of any records will ensure that the Clinical Health Records are 

booked out to the appropriate personnel using the RiO PDT Tracking and 
Tracing System. 

 
4.13.4 All Trust employees are expected to take full responsibility for Clinical Health 

Records. 
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4.13.5 This requires: 
 

 Confirmation upon receipt of requested Clinical Health 
Records by accepting receipt on the RiO PDT System or, if 
RiO is not available to your team / ward / department, by 
simply letting your local Records Department know who will 
update the system on your behalf; 

 

 Ensuring that the safekeeping and maintenance of the Clinical 
Health Records are adhered to; 

 

 Accurate recording and knowledge of the Clinical Health 
Records whereabouts at all times via PDT.  Where RiO / PDT 
is not available this may require the use of electronic systems, 
a paper register i.e. in / out book or tracer card.  This ensures 
that Clinical Health Records can be located quickly and 
efficiently. 

 
4.13.5.1 For further guidance please read Practice Guidance Note ‘RM-PGN-

03 - Tracking and Tracing’. 
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Accessing paper Clinical Health Records 9.00 a.m. – 5.00 p.m. (office hours) 
 

 
 
 
 
 
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Referral / Re Referral 
Outpatient / CMHT / Day 

patient / Partial 
hospitalisation 

Telephone / E-mail to locality 
Records Department 

Inpatient admission 

Trust system (CNTW PI) 
interrogated for existing 
Clinical Health Records 

Notification issued 
No previous Clinical Health 

Records in existence 

New Clinical Health Record 
to be created and electronic 

system(s) to be updated 
(i.e. RiO/IAPTus) 

Requester to take 
responsibility for 

safekeeping, accurate 
recording and knowledge of 

whereabouts at all times 

Notification issued 
Previous Clinical Health 

Records in existence 

Clinical Health Records 
dispatched to requester prior 
to 1st contact with services / 

immediately for inpatient 
admission and posted in 
sealed envelope marked 

private / confidential 

Requester to acknowledge 
receipt of the Clinical Health 

Record and take 
responsibility for 

safekeeping, accurate 
recording and knowledge of 

whereabouts at all times 
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4.14 Retrieving Paper Clinical Health Records / information Out of Hours 

 
4.14.1 The Trust has ensured that delegated members of staff are able to access 

clinical information and paper Clinical Health Records ‘out of hours’. 
 
4.17.2 To request records from the locality libraries ‘out of hours’ before 9.00 a.m. 

and after 5.00 p.m. (Monday – Friday), Saturday and Sundays or during a 
Bank Holiday, designated personnel within each locality will process your 
request in accordance with their Out of Hours protocols and dispatch them 
immediately.  Contact arrangements for the designated personnel are 
outlined in the table below:  

 

Records Library Designated Personnel Site Ext 

St Nicholas 
Hospital, 
Newcastle 
 

Night Site Co-coordinator Main Reception 
St Nicholas 
Hospital 

32201 

 
 
5 Registration 
 
5.1 All individuals newly referred to the Trust whether accepted or rejected must 

be registered on the Trust’s Electronic Clinical Systems ‘RiO / IAPTus’.  
Please see Practice Guidance Note RM-PGN-02 - Record Keeping Standards 
and the RiO User Guides for guidance.  

 
5.2 At registration, the Electronic Clinical Health Record Systems ‘RiO / IAPTus’ 

will automatically allocate a unique identifier, which is numerical. 
 
5.3 Where previous Clinical Health Records exist these should be requested as 

above and the healthcare professional should continue to use this set of 
Clinical Health Records unless they are in a historic file format or too full.  (See 
Section 7, Clinical Health Records Volumising). 

 
5.4 Where there is a need to create a new Clinical Health Record or volume it is 

essential that that this particular record is recorded on the RiO PDT System 
and a bar-coded label is placed on the front cover.  Please see Practice 
Guidance Note RM-PGN-03 – Tracking and Tracing.  
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6 Standards for the Structure and Organisation of the Rio Support File / 
Therapy File 

 
6.1 The secondary paper file which supplements the electronic record is known 

as the RiO Support File (Purple file) / Therapy File (Pink) and will be labelled 
as such and tracked online via Patient Document Tracking (PDT). 

 
6.2 The RiO Support File / Therapy File should be used to store documents that 

are neither directly recorded onto RiO / IAPTus, nor scanned onto RiO / 
IAPTus, as per the Directorate scanning guides. 

 
6.3 The quality of care that a patient receives can suffer from poorly structured 

paper records.  The CNTW RiO Support file / Therapy File have multiple 
dividers, which separate the record into sections. 

 
6.4 Each section within the Health Record lists the documents which should be 

sat behind that section so key information can be accessed quickly and easily. 
 
6.5 All paper Clinical Health Records should therefore be utilised in such a way 

that: 
 

 They can be maintained in a physically robust condition; 
 

 They are bound so loss of documents is prevented; 
 

 They have clear structure and organised into sections; 
 

 They contain clear instructions regarding filing within the 
record; 

 

 They contain a signature reference sheet; 
 

 The Mental Health Documentation; 
 

 The ECT information is readily identifiable; 
 

 Key procedures / operative interventions can be identified; 
 

 There is a designated place for the recording of 
hypersensitivity reactions and other information relevant to 
professionals involved in the care; 

 
6.6 The Clinical Health Record front cover folder should clearly display: 
 

 Surname; 
 

 Forename; 
 

 DOB; 
 

 NHS Number; 
 



 
Cumbria Northumberland, Tyne and Wear NHS Foundation Trust 
RM-PGN-01–Op.Guidance for the Creation, Retrieval, Maintaining and Storage of an E Record Clinical Health Record (paper format). – V03 – Issue 5-November 19 
Part of CNTW (0)09 – Records Management Policy – V03 

10 

 Trust / RiO Number; 
 

 Volume Number; 
 

 Date volume started; 
 

 Date volume finished (if applicable); 
 

 PDT Bar-coded label. 
 
6.7 The Clinical Health Record inside front cover should clearly display: 
 

 Allergies if known; 
 

 Disability Awareness information; 
 

 Any additional clinical information / notes; 
 

6.8 The Clinical Health Records inside back cover should clearly display: 
 

 Retention of records box  
 
6.9 For further information on the RiO Support Files / Therapy Files please see 

Practice Guidance Note ‘RM-PGN-02 - Record Keeping Standards.’ 
 
 
7 Paper Clinical Health Records Volumising 
 
7.1 If a Clinical Health Record file grows too thick to be manageable then a new 

volume should be created. 
 
7.2 Clinical Health Records that are approximately 3 inches thick are 

unmanageable in the operational clinical arena and therefore a new volume 
must be created. 

 
7.3 When creating a new volume the Clinical Health Records must be created on 

a chronological basis with the most recent documentation in the latest volume. 
 
7.4 All copied documents must be marked “copied” for easy identification. 
 
7.5 The “old” Clinical Health Records must be checked for loose filing so that all 

documentation is secured to the body of the folder in the appropriate section. 
 
7.6 The volumes must be clearly marked “Volume 1”, “Volume 2” on the outside 

front cover and the start and end date of Volume 1 and the start date of 
Volume 2 being clearly recorded on the front cover of the Clinical Health 
Records and added to the PDT System. 

 
7.7 No further documentation must be inserted into closed volumes. 
 
7.8 All volumes must be kept together while in use by clinical staff unless a clinical 

decision has been made to return previous volumes to the records libraries.  



 
Cumbria Northumberland, Tyne and Wear NHS Foundation Trust 
RM-PGN-01–Op.Guidance for the Creation, Retrieval, Maintaining and Storage of an E Record Clinical Health Record (paper format). – V03 – Issue 5-November 19 
Part of CNTW (0)09 – Records Management Policy – V03 

11 

 
 
8 Duplicate Records 
 
8.1 The healthcare professional providing care and treatment has responsibility 

for ensuring that where a patient is found registered more than once and has 
two or more different Clinical Health Records with different numbers, these 
records must be amalgamated to one record.  The files can be merged 
physically i.e. each page re-filed in date order, in conjunction with the filing 
instructions found on the tabs.  Amalgamation of RiO / IAPTus record 
numbers must be organised by the RiO / IAPTus Support Team. 

 
8.2 Amalgamation of Clinical Health Records must also be reported to a Records 

Department so that the PDT System can be amended. 
 
 
9 Tracking and Tracing Clinical Health Records 
 
9.1 It is pointless to record and keep information unless it can be found.  

Therefore, it is essential that robust and efficient tracking and tracing systems 
are maintained in order to ensure the rapid retrieval of the health information.  

 
9.2 Whoever is moving the health record to another area MUST record the 

movement of the health record via the PDT System. Please see Practice 
Guidance Note, RM-PGN-03 - Tracking and Tracing. 

 
 
10 Transporting Clinical Health Records 
 
10.1 Clinical Health Records – ON SITE 
 
10.1.1 If Clinical Health Records are being transported on site they must be sealed 

inside a secure envelope or container / bag.  This is important when 
transferring identifiable records.  All movement of Clinical Health Records 
must be recorded on the RiO Patient Document Tracking (PDT) System.  The 
envelope / container / bag must be marked ‘CONFIDENTIAL’ and must have 
the full name and address of the person to whom the information is being 
sent. 

 
10.1.2 Clinical Health Records in transit must not be left unaccompanied in the 

presence of unauthorised staff, visitors, patients or other members of the 
public.  

 
10.1.3 Clinical Health Records must not be left unobserved until they are in an 

environment in which they can be secured.  
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10.2 Clinical Health Records – OFF SITE 
 
10.2.1 If Clinical Health Records are to be transported off-site to another person or 

department within the Trust then they must be sealed inside a secure 
container / bag (for large quantities of records).  The envelope / container / 
bag must be marked ‘CONFIDENTIAL’ and must have the full name and 
address of the person to whom the information is being sent. 

 
10.2.2 Clinical Health Records in transit must not be left unaccompanied / 

unobserved or in the presence of unauthorised staff, visitors, patients or other 
members of the public.  Clinical Health Records must never be left in a non-
secure location.  

 
10.2.3 If Clinical Health Records are needed by a clinician for a home visit they must 

be transported in a sealed/secured container/envelope/bag and returned to 
secure Trust premises as soon as possible after the visit has occurred.  
Administrative staff must not remove Clinical Health Records or personal 
patient information from Trust premises and take to private premises for the 
purpose of carrying out routine administrative duties. Please see Practice 
Guidance Note, RM-PGN-06 - ‘Taking records off Trust premises’. 

 
10.3 Internal Envelopes 
 
10.3.1 Internal envelopes (non-sealable) must only be used for non-confidential 

items being transported internally (within the Trust), either on or off site. 
 
 
11 Access and Disclosure of Records 
 
11.1 There are a range of statutory provisions that limit, prohibit or set conditions 

in respect of the disclosure of records to third parties, and similarly, a range 
of provisions that require or permit disclosure. In respect of Clinical Health 
Records there are key statutory acts where disclosure maybe required.  
They are the Data Protection Act 2018 and the Access to health records Act 
1990. 

 
11.2 Data Protection Act 2018 
 
11.2.1 The Act regulates the processing of personal data, held manually and on 

computer.  
 
11.2.2 Levels of confidentiality bind all employees.  Managers must ensure that all 

staff are trained in Data Protection Act legislation and are aware of the 
implications if confidentiality of sensitive information is breached.  The 
impact of a breach of confidentiality could be any of the following: 
 

 Threat to personal safety or privacy; 
 

 Embarrassment for the Trust and NHS; 
 

 Legal obligation or penalty; 
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 Financial loss; 
 

 Disruption of activities. 
 
11.2.3 The Data Protection Act 2018 gives an individual certain rights in relation to 

the information held about them.  Under the Data Protection Act 2018, a 
patient can apply to see any records held about them in manual and 
electronic format.  Access covers the right to obtain a copy of the record in 
permanent form, unless the supply of a copy would involve disproportionate 
effort or the individual agrees that their access rights can be met some other 
way, for example, by viewing the record. 

 
11.2.4 Access must be given promptly and in any event within 30 days of receipt 

of the request.  If the application does not include sufficient details to identify 
the person making the request or to locate the information, those details 
should be sought promptly and the 30 day period begins when the details 
have been supplied.  

 
11.2.5 The right of access is exercisable by the individual: 
 

 Making a written application to the organisation holding the 
records; 

 

 Providing such further information as the organisation may 
require to sufficiently identify the individual; and 

 
11.2.6 There are two main exemptions from the requirement to provide access to 

personal data in response to a subject access request.  These are:  
 

 If the record contains information provided by a third party who is not 
a healthcare professional and has not consented to their information 
being disclosed, the individual should be provided with access to the 
part of the record that does not contain the third-party information; 

 

 If access to all or part of the record will seriously harm the physical 
or mental well-being of the individual or any other person.  If possible, 
the individual should be provided with access to that part of the 
record that does not pose the risk of serious harm. 

 
11.2.7 Further guidance on this can be obtained from the Trust’s Data Protection 

Policy - CNTW(O)36 and Practice Guidance Note RM-PGN-05 - Subject 
Access Requests or by contacting the Trust’s Disclosure Team. 

 
11.3 Access to Health Records Act 1990. (AHR). 
 
11.4 The Access to Health Records Act (AHRA) 1990 provides certain individuals 

with a right of access to the Clinical Health Records of a deceased 
individual.  These individuals are ‘The patient’s personal representative and 
any person who may have a claim arising out of the patient’s death’.  A 
personal representative is the executor or administrator of the deceased 
person’s estate. 
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11.5 The same procedure used for disclosing a living patient’s record should be 
followed when there is a request for access to a deceased patient’s record.  
Further guidance can be obtained from the Practice Guidance Note RM-
PGN-05 - Subject Access Requests or by contacting the Trust’s Disclosure 
Team. 

 
 
12 Storage and Security 
 
12.1 The Trust has a responsibility for ensuring the effective and efficient 

operation of all storage facilities within the organisation.  This includes the 
safekeeping, accessibility and retention of records for as long as required, 
the transfer of those records selected for permanent preservation, and the 
timely destruction of records no longer required. 

 
12.2 Storage should also be in a suitable environment, which has easy access 

and appropriate safety to ensure the records are not damaged or destroyed.  
Security measures should be put in place to ensure that all paper records 
are held in a secure environment and access is limited. 

 
12.3 Record libraries will be accessed by designated personnel only - any staff 

wishing to collect Clinical Health Records from libraries must produce their 
staff ID Badge before Clinical Health Records will be handed over. 

 
12.4 Retrieving Clinical Health Records from secondary storage will be accessed 

via the Clinical Health Records Departments only. 
 
12.5 Departmental training must ensure that each member of staff understands 

clearly their own personal responsibility and the ownership principle in respect 
of Clinical Health Records.  This message should particularly be conveyed 
during induction training given to newly appointed staff whose role will involve 
dealing with Clinical Health Records. 

 
12.6 Shelving and Boxing 
 
12.6.1 Records should be stored on shelves or in cabinets in a way, which 

facilitates easy retrieval.  This will not only provide for access to the records 
but will also make security checks more effective. 

 
12.6.2 Paper records need not be boxed, although boxing may be required where, 

for example, there are risks from damage by excessive light or by flooding, 
or where there is a high probability that certain records will be selected for 
permanent preservation. 

 
12.6.3 Records should be stored off the floor to provide some protection from flood, 

dampness and dust. 
 
 
12.6.4 Film should be stored in dust-free metal cans and placed horizontally on 

metal shelves.  Microform, sound recordings, video / audio tapes and CD’s 
/ DVD’s should be stored in metal, cardboard or inert plastic containers, and 
placed vertically on metal shelving, where appropriate. 
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12.6.5 Computer disks and tapes should be stored in durable boxes not susceptible 
to mould, within a fireproof safe. 

 
12.6.6 The width of aisles and general layout of storage areas must conform to fire, 

health and safety, and similar regulations. 
 
12.6.7 Large documents, such as maps, should be housed in special storage 

equipment to ensure that they are not damaged and are readily accessible. 
 
12.6.8 All filing cabinets, drawers, safes, and containers must be lockable and held 

in a secure area. 
 
12.7 Environment and Protection against fire and water. Consultation 

should be held with the Fire Officer and the Estates Department 
 
12.7.1 All storage facilities should be protected by an automatic fire detection and 

alarm system including smoke detectors, installed and maintained. 
 
12.7.2 Portable fire extinguishers should be provided and should be installed at 

various points within the storage areas. 
 
12.7.3 Staff should be instructed in the location and use of fire-fighting equipment, 

and fire drills should be undertaken. 
 
12.7.4 Records should not be stored where there may be a danger of flooding from 

pipes or radiators. 
 
12.7.5 Unsuitable environments may cause irreversible damage to records than 

any other factor. 
 
12.7.6 Managers should ensure that humidity; ventilation, heating and temperature 

fluctuations are monitored where appropriate to prevent any damage to 
records. 

 
12.8 Filing of Legal Papers and Complaints 
 
12.8.1 Correspondence generated from legal cases, complaints and claims must 

not, under any circumstances, be filed within the Clinical Health Record. 
These papers are not relevant to clinical care and are often non-disclosable, 
unlike the health record itself, and must be filed separately and with the 
same confidentiality and security applied to the storage of Clinical Health 
Records. 
However, when a report is generated to assist in a legal case, this may be 
relevant to clinical decision-making and this report must be filed within the 
health record. For advice - contact the Head of Information Governance and 
Medico Legal at St Nicholas Hospital. 

 
12.9 Collating Records following the Death of a Patient 
 
12.9.1 Following the death of a patient, all documentation relating to that patient 

must be collated and filed within the Clinical Health Records folder.  The 
date of death must be recorded on the Clinical Health Record, all 
outstanding appointments must be cancelled, the RiO / IAPTus Team must 
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be notified to mark the electronic record and the paper Clinical Health 
Record sent to the appropriate Clinical Health Records Department. 

 
12.9.2 In the case of a death related to a serious untoward incident the relevant 

senior manager will secure the Clinical Health Records and will 
subsequently forward them to the Head of Information Governance and 
Medico Legal.  

 
 
13 When Incidents Occur 
 
13.1 The Trust recognises the importance of learning from past experience, 

therefore in line with the principles of “Organisation with a Memory” and 
“Building a Safer Services for NHS Patients” and the development of the 
National Patient Safety Agency (NPSA), the Trust has established a policy 
to ensure that all accidents and incidents are reported via the Trust’s Policy, 
CNTW(O)05 – Incident Reporting.  

 
13.2 If Clinical Health Records are not available when required / requested, 

considered missing or lost, or an incident occurs, which involves Clinical 
Health Records, the same standards apply as to any other incident within 
the organisation and must be reported, according to the Policies above. 

 
 
14 Associated Documents 
 

 CNTW(C)20 - Care Programme Approach and Care Co-
ordination Policy; 

 

 CNTW(HR)09 – Staff Appraisal Policy (Non-Medical) and 
PGN’s; 

 

 CNTW(O)01 - Development and Management of Procedural 
Documents; 

 

 CNTW(O)05 - Incident Reporting Policy; 
 

 CNTW(O)14 - Limited Access Policy; 
 

 CNTW(O)28 - Information Governance Policy; 
 

 CNTW(O)29 - Confidentiality Policy; 
 

 CNTW(O)09 - Records Management Policy; 
 

 CNTW(O)35 - Information Security Policy; 
 

 CNTW(O)36 - Data Protection Act Policy; 
 

 DP-PGN-01 – Information Requests in accordance with the 
Data Protection Act 2018 and Access to Health Records 1990. 
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 CNTW(O)43 - Freedom of Information Act Policy; 
 

 CNTW(O)44 - Acceptable Use of Email Policy; 
 

 CNTW(O)65 - Acceptable Use of Intranet and Internet Policy; 
 

 CNTW(O)55 - Information Risk Policy; 
 

 RM-PGN-02 - Record Keeping Standards; 
 

 RM-PGN-03 - Tracking and Tracing; 
 

 RM-PGN-06 - ‘Taking records off Trust premises’. 
 

 Risk Management Strategy; 
 

 Records Management Strategy; 
 

 Records Management-NHS Code of Practice (Part 1 and 2); 
 

 Caldicott2 Report - Principles governing confidentiality and 
consent 


