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1 Introduction 
 
1.1 This Practice Guidance Note describes the principles of record keeping which 

apply across all Psychological practitioners within Cumbria Northumberland, Tyne 
and Wear NHS Foundation Trust (the Trust/CNTW).  The use of the term “process 
notes” has caused confusion in the past, as it has different meanings to different 
people.  Therefore, this term will not be used in this paper. 

 
1.2 Psychological practitioners include all those staff who provide psychological 

assessments and interventions. 
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2 Principles of Record Keeping 
 
2.1 Psychological practitioners who carry out direct clinical work will enter all the 

information onto the shared electronic Clinical Record that is necessary for the 
ongoing care of the client, in the same way that all clinical staff would do. 

 
2.2 Where an entry contains hypotheses or opinion this will be stated. 
 
2.3 Where information has been provided that the practitioner cannot share because 

the client has withheld consent to share, the practitioner must include the 
information if obliged to do so through consideration of risk or child protection 
issues (and must inform the client of this).  If there are no risk issues of non-
disclosure, this specific information can only be included in a Confidential Section 
of the Clinical Record.  As there is no Confidential Section available at present on 
Trust electronic clinical records, a pink Therapy Support File should be opened 
and used for storage, either temporarily (for aide memoire notes) or permanently 
(for material that forms part of the clinical record). 

 
2.4 Highly sensitive information should also be recorded in a Confidential Section of 

the clinical record (i.e., the pink Therapy Support File). 
 
2.5 Where clinical work through indirect method is carried out, records must be kept 

according to existing Policies. 
 
2.6 For therapy provided to groups of two or more service users, it is important that 

confidentiality of group members is preserved.  It would be appropriate therefore 
to include a summary of the group session which does not identify individuals in 
each participant’s Clinical Record.  This may be supplemented by individual notes 
and by a separate record of group process (which can identify individuals as 
required) as part of safe practice in providing therapy in group settings.  A Group 
Therapy Support File could be used.  This separate record must be stored safely 
in accordance with existing Policy. 

 
2.7 The existence of a Therapy Support File should be made known to the Multi-

Disciplinary Team involved in the care of the Service User, and it is helpful for the 
Psychological Practitioner to explain to the Team the rationale for keeping certain 
information separately as described in Sections 2 and 3 of this document. 

 

2.8  Therapy Support Files must be registered on the Patient Document Tracking 
System. 

 
2.9 Therapy Support files are accessible for disclosure to Service Users where 

considered appropriate on request – as for all other records. 
 
2.10 All recording in Therapy Support Files must clearly distinguish between current 

hypotheses and what are believed to be established facts. 
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3 Electronic Records and the Use of Paper 
 
3.1 Psychological practitioners must use the electronic record as specified above.  

However, in most circumstances it is not possible to have a paper-less system.  
Paper records are required as follows. 

 
3.2 Psychological Practitioners use paper or other materials where necessary as a 

“tool of the trade” (for example, working formulation documents that are used and 
modified with clients at each session, diaries completed by clients and reviewed, 
artwork produced by clients during a period of art therapy, very detailed 
information about e.g. traumatic experiences which is needed for therapy but 
which should not be included in the shared clinical record). 

 
3.2.1 The above should be kept securely according to the same standards that protect 

existing paper clinical records and professional guidelines. 
 
3.2.2 The above paperwork constitutes part of the Clinical Record and should therefore 

be stored according to the Trust’s CNTW(O)09 - Record Management Policy.  In 
terms of the destruction of clinical records, the Trust has been advised following 
the ‘Goddard Inquiry’ into historical child sex abuse, that all clinical records must 
be retained and no destruction should take place for the foreseeable future. 

 
3.2.3 At the end of a piece of therapeutic work, Practitioners should check to make sure 

any information that should have been added to the shared clinical record has 
been added (e.g. final version of a formulation). 

 
3.2.4 Complex test material (e.g. Wechsler Adult / Child Intelligence assessments) must 

be retained in paper form and should be stored in the support file described above 
in 2.3; only summary results and conclusions/hypotheses should be entered onto 
RiO.  

 
3.2.5 Simple questionnaire data may be recorded in the shared electronic clinical 

record, in some cases such measures are already built in for the use of clinicians. 
The scoring and interpretation of scores should be clearly stated. 

 
3.2.6 Written material or art work produced by service users may be returned to them 

during or at the end of therapy, and a note of this recorded. 
 
3.2.7 The artwork made in art therapy if not returned to the service user should be 

retained for three years after treatment and then destroyed (British Association of 
Art Therapy Guidance). 
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4 Records which are not part of the Clinical Record 
 
4.1 There are some records which Practitioners may, or in some circumstances must 

keep, which are not part of the clinical record.  These may be kept in a separate 
paper or electronic system. 

 
 Service Users/ Clients must be anonymised in any such records.  Examples of such 

records are: 
 

 Notes which are for the purpose of the continuing professional development of 
the practitioner 

 

 Clinical Supervision Notes (to be made and kept according to the Trust’s 
CNTW(C)31 - Clinical Supervision Policy 

 

 Notes for the purpose of writing up a case study as part of the requirements of 
a training course or for publication 

 
 

5 Summary 
 
5.1 The following should be recorded on the shared electronic clinical record: 

all the information that is necessary to inform others and provide a record about 
the assessment and ongoing care and treatment of the client, according to existing 
standards. 

 
5.2 The following should be preserved in the Therapy Support File: Complex 

psychometric tests, aide memoire notes, notes containing confidential information, 
work in progress (e.g. draft formulations); work produced by the client for therapy 
(e.g. diaries). 

 
5.3 The following should be preserved according to British Association of Art Therapy 

guidance: Service users’ Art work. 
 
5.4 The following should be preserved according to the Trust’s CNTW(C)31 - Clinical 

Supervision Policy: Supervision and Continuing Professional Development Notes. 
 
 

6 Conclusion 
 

6.1 It is hoped that these principles cover all eventualities; however, further advice and 
resolution of any question not covered should be referred to the Trust’s Director of 
AHPs and Psychological Services. 

 
 

7 Associated Documents 
 
 

 CNTW(C)20 – Care Programme Approach and Care Co-ordination 
Policy 
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 CNTW(HR)09 – Staff Appraisal Policy (Non-Medical) Policy and 
related Practice Guidance Notes 

 

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

 

 CNTW(O)05 – Incident Reporting Policy 
 

 CNTW(O)09 – Records Management Policy and PGN’s 
 

 CNTW(O)14 - Limited Access Policy 
 

 CNTW(O)28 - Information Governance Policy 
 

 CNTW(O)29 – Confidentiality Policy 
 

 CNTW(O)35 - Information Security Policy 
 

 CNTW(O)36 - Data Protection Act Policy 
 

 CNTW(O)43 - Freedom of Information Act Policy 
 

 CNTW(O)55 – Information Risk Policy 
 

 Risk Management Strategy 
 

 Records Management Strategy 
 

 NHS Resolutions 
 

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

 Caldicott Report - Principles governing confidentiality and consent 


