	TITLE: Records Management – Residents Records
	REFERENCE NO  IM-001

	AUTHOR (OWNER): Trina Donohue, General Manager
	REVISION NO: 2

	APPROVED BY (LEAD):  Alison Moore, Director of Nursing

	EFFECTIVE FROM: 30Jan19

	REVIEW DATE:  30th January 2022
	Page 2 of 10


[image: image1.jpg]EEEEEEEEE





TITLE: 
Records Management - Residents Records
SCOPE: 
St. Attracta’s Residence, All Areas


. 

AUTHOR(S)/ (OWNER): Trina Donohue, General Manager
DATE: 


30th January 2019
APPROVED BY/ (LEAD): Alison Moore, Director of Nursing
DATE:  
30th January 2019
1.0 
Policy
Each resident is safeguarded by St. Attracta’s Residence record-keeping processes.  All residents shall have individual records which shall be initiated and managed in a structured manner.

All information pertaining to residents shall be stored securely within St. Attracta’s Residence to promote the confidentiality of the record.  All breaches of this security shall be investigated.  Where the individual is no longer a resident, their record shall be stored as a discharged resident in the VCare system or, for hard copy records stored in the locked filing room.  It is our intention that our records management system ensure that all records maintained are available, accurate, safe and accessible.  
All residents shall have access to their record, and information held about them by St. Attracta’s Residence in accordance with the Data Protection Act 2018 and Freedom of Information Act 1997.  St. Attracta’s Residence shall facilitate residents to access this information when required. 
2.0 
Definitions

Personal Data: Any information relating to an identified or identifiable natural person; an identifiable natural person is one who can be identified, directly or indirectly, in particular by reference to an identifier such as a name, an identification number, location data, an online identifier or to one or more factors specific to the physical, physiological, genetic, mental, economic, cultural or social identity of that natural person. For example, names, phone numbers, email addresses could be considered personal data (NHI, 2018).

Resident Record: All data pertaining to an individual resident.  Integrated record containing details of the resident’s social, psychological, medical and personal needs, assessments, preferences, care plans and ongoing treatment and review.  The resident record may be retained in soft and hard copy.
Data:
 Information or facts that are usually stored on a computer or on paper
Data Protection: The means by which the privacy rights of individuals are safeguarded in relation to the processing of their personal data.
3.0 
Responsibility
3.1 
All Staff: Ensure residents’ records are kept confidential at all times.

3.2
Healthcare Assistants: Completion of fluid intake activities, daily flows, and care plan interventions.
3.3
Activities Co-ordinator: Completion of activities assessment in conjunction with nurses, activities flow sheet, and care plan interventions.
3.4
Physiotherapist: Liaise with Nurses regarding the mobility and respiratory assessment of residents. Documentation in V Care progress notes and completion of care plan interventions where indicated.
3.5
Nursing Staff: Completion of resident records.

3.6
Director of Nursing: Ensuring that care staff maintain good record keeping practices and evaluate adherence to the process.

3.7

Administration:  Ensure compliance with the New Health Act 2007 (Regulations 2013) Part 6, Section 21.
4.0
Principles

4.1
St. Attracta’s Residence acknowledges that up-to-date, maintained and accurate resident records are required for the effective and efficient running of St. Attracta’s Residence.  

The residential home shall ensure that the resident record contains adequate information to:

· Identify the resident;

· Support their diagnosis;

· Justify the care and services provided;

· Document the course and results of treatment.

4.2
Each nurse shall ensure that clear and current resident records are established and maintained within a legal, ethical and professional framework. 
4.3
Nurses shall be professionally and legally accountable for the standard of their professional practice and this includes record keeping.  
4.4
The quality of records maintained by nurses shall be a reflection of the quality of the care provided by them to residents. Nurses are professionally and legally accountable for the standard of practice which they deliver and to which they contribute. Good practice in record management is an integral part of quality nursing practice.  
5.0  
Resident Register

5.1
The Resident Register shall keep up-to-date and accurate information regarding all residents in St. Attracta’s Residence at all times. It shall contain the information as listed in Appendix 1.  
6.0  
Development and Maintenance of Resident Record
6.1 
Once a potential new resident has been identified, prior to their admission, the Director of Nursing shall complete the preadmission requirements.  Where they have previously been admitted, the Director of Nursing shall retrieve the resident’s previous VCare Complete record, and any additional hard copy records, prior to the residents’ arrival.  
6.2
All residents admitted to St. Attracta’s Residence shall have an individual record created and maintained by the staff providing care for the resident. Individual resident records will be primarily created and maintained on the VCare Complete system. All nursing staff, physiotherapy, activities and Health Care Assistants shall have access to VCare Complete. Access shall only be obtained after a use name and password has been entered. Staff shall not leave the system open and shall log off when an activity is completed. 

In certain instances, as deemed acceptable by the Director of Nursing, specific resident records may be retained in hard copy. These hard copy records may be stored in the nurse’s office or the filing room.  

6.3 
Where the resident has not been previously admitted or had a preadmission assessment for St. Attracta’s Residence, the nurse in charge of the admission shall input the administration details pertaining to the resident.  The nurse in charge of the admission after liaising with the Director of Nursing shall create a resident record through completion of the Admission Wizard in the VCare Complete system. 
6.4
Staff shall protect the resident’s right to privacy and dignity by ensuring their records are not accessed by persons who are not authorized to access them.  All staff shall ensure that the records are kept confidential. 

6.5
Residents shall be facilitated to access their records 
6.6
Residents records shall be updated on a daily basis by relevant staff through the use of VCare Complete system. 

7.0
Making Entries to Resident’s Records – Principles
7.1
Entries shall be factual, consistent, accurate and not contain jargon or meaningless phrases. 

7.2
Abbreviations shall only be used from the National Hospital’s Office, Code of Practice for Health Care Records Management Abbreviations list, and shall not be used on transfer or discharge letters. 

7.3
Accepted grading systems shall only be used: 

· Urinalysis results (+++) are an example of an official grading system.
· +++, < > should be avoided except where part of an accepted grading system. Upward or downward arrows to denote changes in heart rate or other vital signs shall not be used.   

7.4
Staff shall ensure that they have the correct record before they begin writing or typing.
7.5
All entries shall be made as soon as possible after the event.  Entries shall appear in chronological order; any variance from this shall be explained.  
7.6
All information documented should be factual and not based on summation. Comments with regard to third parties shall always be documented as such. It is best if the exact words used are quoted in the records. If it is not possible to quote exactly what was stated, then the content of what was stated should be accurately summarised. 
7.7
Where a nurse makes a referral to, or consults with another member of the healthcare team, this person shall be clearly identified by name. ‘Seen by doctor’ or ‘doctor informed’ is not acceptable. 

7.8
Where information or advice is given over the telephone, this shall be documented as such by the nurse who took the call and the person giving the information or advice shall be clearly identified. 
7.9
All decisions to take no immediate action but review the situation later (‘wait and see’) shall be clearly documented.

7.10
Continuous assessment/monitoring and evaluation of a resident’s condition is a legitimate nursing intervention and it requires documentation within the record particularly in changing circumstances. 
7.11
Any information, instruction or advice given, including discharge advice, by a nurse, to a resident and/or representative shall be documented in their record. 
7.12
Hard copy entries: 

7.12.1
Hard copy records shall be written legibly in black ink in such a way that they cannot be erased and are readable when photocopied. 
7.12.2
Each hard copy entry shall be followed by a signature or initial.  The use of initials is not acceptable except on charts where there is a designated place to write a full signature and initials and thereafter, in that chart, initials are used.
7.12.3
All assessment and entries made by student nurses shall be countersigned by a registered nurse. 
7.12.4
Entries shall include the date and the time using the 24-hour clock. The VCare Complete system shall automatically record the time and date of entries.

7.12.5
Where an error is made in a hard copy record this shall be scored out with a single line and the correction written alongside with date, time and initials.  Correction fluid shall not be used at any time.  
7.12.6
Resident’s Name and Date of Birth shall be on all nursing documentation and should be transcribed or typed correctly. 
7.12.7
Staff shall ensure that they have the correct record before they begin writing or typing.

7.13
Record keeping by Health Care Assistants: 

· Shall have access to fluid balance and food intake charts. Bowel charts and daily flow charts. These records shall be reviewed by the staff nurse.

· Shall not have access to alter prescription charts, assessment sheets or progress notes. Assessments and progress notes may be viewed by Health Care Assistants.

· Shall have access to complete care plan interventions prescribed to them. These records shall be reviewed by the staff nurse.

7.14
Record keeping by Activities coordinator

· Shall have access to activities assessments and activities flow sheets. These records shall be reviewed by the staff nurse.

· Shall not have access to alter prescription charts, or progress notes. 
· Progress notes may be viewed by the Activities Coordinator.

· Shall have access to complete care plan interventions prescribed to them. These records shall be reviewed by the staff nurse.

8.0
Retention of Resident Records
8.1
Every healthcare record (including information kept on paper and electronic format) is a confidential document of resident care and as such shall be kept secure at all times.
8.2
Residents have a right to expect that those working in within St. Attracta’s Residence shall keep these personal documents, which contain information relating to their health and welfare, confidential and secure
8.3
Residents records as outlined in Appendix 1 are kept in the home and are available for inspection by the Chief Inspector.
8.4
These records shall be retained for a period of not less than 7 years after the resident has ceased to reside in the home. 

9.0
Storage and Security of Resident Records
9.1
The resident record or elements of the record shall be made available only to: 

· The medical, nursing and healthcare professionals who are responsible for providing or supervising the resident’s care.
· Health Care Assistants

· Physiotherapist

· Activities coordinator

· Staff members authorised to process the record, to review the record for quality assurance, quality improvement, risk management or infection control purposes. 
· Students or trainees in medicine, nursing, allied health and social care profession or another recognized clinical professional training programme, when the students are involved in the resident’s care and under the supervision of named clinical staff.
· Any clinician to whom the resident is being referred or transferred.  
· Other individuals with specific written authorization in accordance with the Data Protection Acts 2018 and Freedom of Information Acts 1997 and 2003. 
9.2
The staff member who utilises a resident’s record is responsible for its safety, for ensuring its confidentiality and ensuring hard copy files are returned to the correct storage area.

9.3
Where staff identify records in an unsecured area, or identify suspected unauthorized persons accessing the resident’s records, they shall report this to the Director of Nursing.  Records shall only be accessed by appropriate persons.

9.4

Where there is a breach in the security and/or confidentially of the resident records, this shall be reported and managed as per GM009 Incident Reporting

9.5
Where staff breach the confidentiality and security clause, they shall be subject to disciplinary action as per St. Attracta’s  Residence disciplinary process. 
9.6
Where the resident is deceased or is discharged from St. Attracta’s Residence, all V-Care Complete records will be retained on the VCare Complete system as a discharged resident. Hard copy records shall be stored securely in the home in a locked, fire proof cabinet.  Records are not routinely destroyed, they are securely stored in St. Attracta’s  Residence .  

10.0
Confidentiality and security of the healthcare record

10.1
The confidentiality and security of the resident’s record shall be upheld at all times.  

10.2
All staff shall take care to ensure that a resident’s record is not placed in any public place or where it may be viewed or accessed inappropriately. 
10.3
All information pertaining to the resident shall be maintained in a confidential nature.
10.4
Where resident records are transported outside St. Attracta’s Residence, the staff nurse shall take all reasonable steps to ensure the safety and security of the records.  

10.5
All hard copy resident records shall be returned to their appropriate storage facility as soon as reasonably possible after use.  
11.0
Resident Access to Personal Records 
11.1

All residents have the right to access records held about them by St. Attracta’s  Residence.  Residents shall be informed of this right on admission to St. Attracta’s  Residence. This information is also outlined in the Residents Guide and Statement of Purpose and Function.  This guide contains also a copy of the Resident Information Privacy Statement - Appendix 2.  
11.2

Where resident wishes to access their record, they shall discuss this with the staff nurse.   The staff nurse shall discuss with the Director of Nursing.  The Director of Nursing shall inform the residents GP regarding the request. Where possible, the resident shall be facilitated to view their records with the assistance of the Director of Nursing or GP, to allow them to explain any areas of concern. 

11.3

Where the resident wishes to obtain a copy of their record, they shall request this via written letter to St. Attracta’s Residence addressed to the Director of Nursing.  The resident shall include details such as name, address, date of admission to St. Attracta’s Residence. 

11.4

The resident shall be facilitated by staff of the home to make this request.  Where appropriate, the nursing staff and/or an advocate shall assist the resident.  
11.5

Where residents only wish to access a particular part of their record, they shall be encouraged to apply for the relevant part only. 

11.6
The application shall be sent to the Director of Nursing. 

11.7
The Director of Nursing shall review the information, and determine if allowing access would be likely to damage the physical, mental or emotional well-being of the individual.  This decision shall be made in consultation with the GP and other relevant professionals. 
11.8
Where the decision is made not to release the information as it is likely to damage the physical, mental or emotional well-being of the individual, this shall be discussed with the resident.  The resident shall be provided with details of the Data Protection Office should they wish to pursue the issues. 
11.9
Where the information is to be provided, it is prepared by the Administrator.  This may involve printing of records from the residents’ VCare Complete Resident Record or photocopying of hardcopy records. 
11.10
The information shall be provided to the resident within 28 days of receipt of the request. Residents are provided with support from St. Attracta’s Residence to understand and interpret the information. The information is provided in the format most suitable for the resident.
12.0
Access to Resident Records by Family / Representative 
12.1
Resident families/representatives may request information pertaining to the resident.  

12.2
The Director of Nursing shall be notified of any request from resident families/representatives. 

12.3
The Director of Nursing shall determine if the resident has indicated the level of involvement that they wished the representative to have. This information shall be located in the residents’ VCare Complete Admission record. Where possible, the Director of Nursing shall ask the resident if they consent to their information being provided to the family member / representative. 

12.4
Where the resident provides consent to the family member/representative accessing the information, the information is obtained and provided to the individual. 

12.5
Where the resident indicates that they do not wish the information to be provided to the family member/representative, the family member/representative shall be informed. St. Attracta’s Residence shall uphold and maintain the rights of the resident as a priority at all times. 

12.6
Where the resident is unable to provide/withhold consent, the Director of Nursing shall discuss the situation with the relevant nurses and the resident’s GP. As per Freedom of Information Act (FOI) 1997, information shall be provided where: 

· The adult (resident) is incapable of exercising his/her rights under the Act because of mental incapacity or severe physical disability
· The head of the public body concerned considers it would be in the best interests of the resident
Using this criteria the Director of Nursing, nursing professionals and the GP shall determine if the information shall be provided or withheld.  Where there is conflict regarding the decision, the family member/ representative shall be advised to contact the Office of the Information Commissioner. 

12.7
Where a family member / representative requests information about a resident who is deceased, the request shall be made to the Director of Nursing.  As per Freedom of Information Act (FOI) 1997, access to the personal information of a resident who is deceased shall only be granted to an individual who fulfills one or more of the following requirements: 

· to the personal representative who is administering the estate of the deceased 

· to a person who is performing some legal function in relation to the individual or the estate of the individual 

· to the spouse (including a divorced spouse or cohabitee), or next of kin or such other person as the head of the public body considers appropriate. 

Using this criteria the Director of Nursing, the nurse key worker and the GP shall determine if the information shall be provided or withheld.  Where there is conflict regarding the decision, the family member/ representative shall be advised to contact the Office of the Information Commissioner.
Appendix 1
HEALTH ACT 2007 (CARE AND WELFARE OF RESIDENTS IN DESIGNATED CENTRES FOR OLDER PEOPLE) REGULATIONS 2013, Schedule 3
RECORDS TO BE KEPT IN A DESIGNATED CENTRE IN RESPECT OF EACH RESIDENT
1. The resident’s individual assessment and care plan.
2. A recent photograph of the resident.
3. A record of the following matters in respect of each resident in the Directory of Residents established under Regulation 19:

(a) the name, address, date of birth, sex, and marital status of each resident;

(b) the name, address and telephone number of the resident’s next of kin or of any person authorised to act on their behalf;

(c) the name, address and telephone number of the resident’s general practitioner and of any officer of the Health Service Executive whose duty it is to supervise the welfare of the resident;

(d) the date on which the resident was first admitted to the designated centre;

(e) if the resident was discharged from the designated centre, the date on which he or she was discharged;

(f) if the resident is transferred to another designated centre or to a hospital, the name of the designated centre or hospital and the date on which the resident was transferred;

(g) where the resident died at the designated centre, the date, time and cause of death, when established; and

(h) the name and address of any authority, organisation or other body, which arranged the resident’s admission to the designated centre.

4. A record of the following matters in respect of each resident:

(a) a record of the medical, nursing and psychiatric (where appropriate) condition of the person at the time of admission;

(b) details of any plan relating to the resident in respect of medication, nursing care, specialist health care or nutrition;

(c) a nursing record of the person’s health and condition and treatment given, completed on a daily basis and signed and dated by the nurse on duty in accordance with any relevant professional guidelines;

(d) a record of each drug and medicine administered signed and dated by the nurse administering the drugs and medicines in accordance with any relevant professional guidelines;

(e) a record of on-going medical assessment, treatment and care provided by a person’s medical practitioner where that information is available;

(f) a record of all medical referrals and follow-up medical appointments;

(g) a record of any occasion on which restraint is used, the resident to whom it is applied, the reason for its use, the interventions tried to manage the behaviour, the nature of the restraint and its duration;

(h) a record of the resident’s decision not to receive certain medical treatments and a record of any occasion where a resident refuses treatment;

(i) a record of any medication errors or adverse reactions in relation to each resident;

(j) a record of any incident in which a resident suffers abuse or harm, which record shall include the nature, date and time of the incident, whether medical treatment was required, the name of the persons who were respectively in charge of the designated centre and supervising the resident, and the names and contact details of any witnesses, the results of any investigation and the actions taken; 
(k) a record of any incident of pressure ulcers and of treatment provided to the resident; and

(l) a record of falls and of treatment provided to the resident.
5. A record of the following matters in respect of each resident:

(a) details of any specialist communication needs of the resident and methods of communication that may be appropriate to the resident;

(b) a record of all money or other valuables deposited by a resident for safekeeping or received on the resident’s behalf, which record shall include—

(i) the date on which the money or valuables were deposited or received, the date on which any money or valuables were returned to a resident or used, at the request of the resident, on their behalf and, where applicable, the purpose for which the money or valuables were used; and
(ii) a written acknowledgement of the return of the money or valuables and (c) a record of furniture brought by a resident into the room occupied by him or her.
6. A copy of correspondence to or from the designated centre relating to each resident 
Appendix 2
Resident Information Privacy Statement

St. Attracta’s Residence make protection of your Personal Data a high priority, taking all appropriate measures to ensure your rights and data are protected. The statement below sets out what information we may keep on you, why we need it and how it is used, stored and destroyed when no longer required. We also set out contact details should you want further information or have any concerns.

Purpose of Holding Information

Information (data) about you is required, to enable us to understand and assess your individual needs and preferences and to assist us to provide the full range of nursing and care services you require. The information we collect and process is required to:

· Manage our contract for care with you

· Comply with our Legal Obligations e.g. under the Fair Deal (NHSS Act 2009) and HIQA (Health Act 2007)

· Look after your vital Interests in the event of an emergency

· Carry out our legitimate interests in managing and running the home 

Information Held

In order for us to administer your contract for care and to comply with our statutory responsibilities under the law the type of information we hold about you includes but is not limited to the following:  

· A photograph

· A record of any accidents or incidents

· A record of any complaints raised by or about you

· Any correspondence to or about you

· Assessments (These may include the initial Comprehensive Assessment Form; a copy of the ‘Fair Deal’ Care Needs Assessment; Dependency Assessments; Individual Assessments on specific needs, e.g. continence, falls, nutritional assessments, etc)

· Care Plans

· Contract for Care

· Daily progress notes which outline information about your day-to-day care

· Decisions by you not to receive or refuse treatments

· Emergency contact information (including Next of Kin or other persons nominated by you)

· Entry in the Directory of Residents which includes specific information about you, your Next of Kin (or other appointed person), your GP, details about your admission or any temporary absence

· Financial information in relation to your ‘Fair Deal’ contribution and any additional fees payable under the contract of care or where we have been appointed as a ‘pension agent’ for you which may include your bank details; individual statements; invoices for care services provided; etc

· Medical Records (on admission and ongoing)

· Notification forms that we are required to send to HIQA

· Prescriptions and Medication Administration Records (including any medication errors or reactions you may have had to individual medicines)

· Records about your future wishes (e.g. advanced care plans; Do Not Attempt Resuscitation Orders; End of Life wishes)

· Records of any furniture or valuables you may have brought into the home or deposited for safekeeping

· Records of any visitors to the home for you

· Referral Forms (to and from Allied Health Professionals e.g. hospitals, physiotherapists, dietitians, etc)

· Risk assessments (e.g. risks relating to your evacuation from the centre if there is a fire; smoking risk assessments; your risk of falls; etc.) 

· In addition, we may record images of you on CCTV.  The use of CCTV in St. Attracta’s Residence is to protect residents, employees and visitors, in addition CCTV cameras shall be used as an additional tool to ensure that staff adhere to the highest standards of care.  CCTV shall not be installed in areas that infringes on a resident’s privacy.  A full copy of the CCTV policy and camera locations is available on request from the Office Manager.

Access to Information

In order for us to provide you with the care you need, it may be necessary for us to liaise with a range of different health professionals and care services and therefore we will need to disclose specific information about you to third parties as highlighted above or where we are legally obliged to by HIQA. We will take all reasonable measures to ensure that your privacy and dignity is protected at all times during this process and will highlight to you if there are any exceptional instances where your information may have been compromised.

Access to information contained in your personal health record or other files relating to you, will only be by appropriate people in the home including the nursing and care team, office manager and general manager. Some government bodies e.g. HIQA have a legal basis to inspect information contained in your records and the home must make this information available to them.

The home may provide some of the information contained in your personnel file to third party (such as an IT company providing online care record systems). 

Updating your Information

If at any stage the information you have provided changes (e.g. NOK contact details) the Office Manager should be notified in writing so our records can be updated.

Retention of Information

All information about you is required by law to be held during the time you reside with us and for a period of seven years after you leave the home, after which it will be destroyed 

Your Rights in Relation to your Personal Data

You have certain rights in relation to your personal data. You have the right to request from us access to and rectification or erasure of your personal data, the right to restrict processing, object to processing as well as in certain circumstances the right to data portability.

If you would like to see the information held on you by our home or receive a copy of your personal data please make a Subject Access Request by applying in writing for the attention of the Data Protection Officer.  

Should you have a concern about your information or how we manage it please contact the Data Protection Officer, Trina Donohue. Should you not be satisfied with our response to your concerns or believe that we have not complied with our data protection obligations you may lodge a complaint with the Office of the Data Protection Commissioner.  Telephone:  +353 57 8684800, Lo Call 1850 252 231, Email:   info@dataprotection.ie.

The Data Protection contact for our home is Trina Donohue, General Manager.

A full copy of our Data Protection Policy is available on request.
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