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E and OE

Defensible 
Documentation
Factsheet

Definition

A record is a 
communication of 
information, advice or 
action from one person, 
or a group; to another 
for a specific purpose.  
Often the ultimate 
function of a record is 
to provide a basis for 
decision and action.

Key Points
Do 

•	 �Identify the service user on each page 
•	 Write legibly 
•	 Use permanent black ink 
•	 �Avoid errors in grammar, spelling 

and punctuation 
•	 �Correct any errors with a single 

line through so the error is still 
legible, then sign and indicate 
designation 

•	 �Document facts not assumptions 
or opinions

•	 �Date/Time/Name/Designation/Sign 
•	 �Indicate other service users 

within the report using the Data 
Protection ‘codes’ for individuals

Why record
•	 Helping to improve accountability
•	 Supporting the delivery of services
•	 Supporting effective clinical judgements and decisions
•	 Supporting patient care and communications
•	 Showing how decisions related to patient care were made

Good record keeping
•	 �Making continuity of care easier
•	 Providing documentary evidence of services delivered
•	 �Promoting better communication and sharing of information 

between members of the multi-professional healthcare team
•	 Helping to identify risks, and enabling early detection of complication
•	 �Supporting clinical audit, research, allocation of resources and 

performance planning
•	 Helping to address complaints or legal processes

Legal framework
Continuity policy Access to Medical  

Records Act 1998 

Storage & security of 
information Human Rights Act 1988 

HASAW 1974(COSHH/RIDDOR/
First Aid) 

Freedom of Information Act 
2000 

Health & Social Care Act 2008 Freedom of Information Act 
2000 

Access to Health records Act 
1990 Data Protection Act 1998 

CQC essential standards of 
quality and safety Data Protection Order 2000

The Public Interest Disclosure 
Act 1998 Communications Act 2003

Civil Evidence Act 1995 General data Protection  Regs
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E and OE

Key Points
Do not 

•	 �Document anything before it has 
happened 

•	 Erase or use corrective fluid 
•	 �Enter any identifying information 

about another person, it may 
breach the Data Protection Act, 
leave blank lines or pages 

•	 Amend someone else’s notes 
•	 Make suggestions 
•	 Use slang terms or jargon 
•	 �Diagnose unless clinically 

qualified

Robert Baden-Powell Quote

If you make listening 
and observation your 
occupation you will gain 
much more than you 
can by talk.

Defensible 
Documentation
Factsheet

Accountability
To provide a contemporary, permanent record for future reference, which 
can be used as evidence in legal proceedings, internal or independent 
investigations, SSI and auditors’ inspections.

NMC code of conduct
•	 The NMC consider documentation to be of prime importance in care
•	 There is no specific document on keeping records
•	 All nurses and midwives should refer to The Code for this guidance

The Code of Conduct is divided into 4 areas and 25 sections, Section 10 is titled 
“Keep clear and accurate records relevant to your practice”. This includes, but 
is not limited to, patient records. It includes all records that are relevant to the 
nurses scope of practice.

CQC
•	 �Poor record-keeping is essentially poor communication and can put 

both staff and residents at risk
•	 �All records will be retained, archived and destroyed in accordance 

with organisational and local policy

Restricted access
There are some reasons where you may restrict access to files.

•	 When it interferes with the prevention or detection of crime
•	 Will be prejudice towards the service user
•	 When consultation is needed with a health professional
•	 Adoption records

Mind your language
•	 �How influenced are you by the records about  people you support and 

their lives?
•	 �How aware are you of communicating your opinions, feelings and 

judgements in the records you complete?
•	 What is unacceptable professional language?
•	 What is sufficient, factual and appropriate?

General principles
•	 Integral not a distraction
•	 Basis of consistent care
•	 Information relevant to role
•	 Accurate, clear and up to date
•	 Proof of ‘duty of care’


