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[bookmark: _Toc201746586]1. 	INTRODUCTION
Nurse and Midwifery documentation is a legal requirement; Swansea Bay University Health Board (SBUHB) recognises the importance of high-quality record keeping. The purpose of this policy is to provide clear professional and organisational standards for record keeping for all nurses and midwives within SBUHB, this policy outlines the expectations required of nurses; to ensure accurate, timely, and complete documentation by nurses in the Health Board. Documentation is an essential part of providing high-quality patient care and is crucial for communication among healthcare professionals, continuity of care, and legal purposes.
In the context of this policy, the terms "patient" and "client" are used interchangeably to refer to individuals receiving care. Similarly, "record-keeping" and "documentation" are utilised to denote the process of creating and maintaining accurate records. This policy is specifically designed for the professional practice of nurses and midwives.

[bookmark: _Toc201746587]2. 	POLICY STATEMENT & AIM
A high standard of record keeping is fundamental to the delivery of safe, effective professional care. The provision of a record keeping policy provides the framework to guide professional practice. The important activity of making and keeping records is an essential and integral part of our activity and should not be seen as a distraction. Nurse and Midwifery documentation encompasses both paper and digital formats. Health care professionals have a duty to keep up to date with, and adhere to, relevant legislation, case law and National and Health Board policies relating to information and record keeping. Breaches of this policy could result in disciplinary procedures. 
This policy has been prepared to ensure that all registered nurses adhere to the standards laid down by the Nursing & Midwifery Council’s (NMC) The Code, Professional Standards and Behaviour for Nurses and Midwives (2018). Sections of The Code have been incorporated into this Health Board Policy.

[bookmark: _Toc201746588]3. SCOPE
The Data Protection Act 2018 makes the following statement: “A health record for the purpose of the ‘Act’ is one which 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. Thus, except for the anonymised information, most if not all NHS information concerning patients whether held digitally or on paper will fall within the scope of the act.”
A health record is everything (paper or digital) that contains information which has been created or gathered as a result of any aspect of the delivery of patient care, including: 
· Personal health records (digital, microfilm, scanned images and paper-based). 
· Audio and video tapes, cassettes, CDROM etc. 
· Computer databases, output and discs and all other electronic records. 
· Material intended for short term or transitory use including notes and spare copies of documents. 
· Digital records, for example WNCR, SIGNAL, HEPMA.
This policy refers to all nursing and midwifery records. A record is anything that contains information, which has been created or gathered due to work undertaken by a nurse employed by SBUHB or through a nursing agency. 
Nursing and Midwifery staff are required to ensure confidentiality, integrity, accuracy and appropriate availability of health records whether held physically in paper or digitally.

[bookmark: _Toc201746589]4. 	RECORD KEEPING

[bookmark: _Toc201746590]4.1 The Importance of Documentation
Effective documentation is a means of communicating with others and describing what has been observed or undertaken and to record future care plans. Record-keeping organises communication and the dissemination of information among the members of the team; there is a duty to communicate fully and effectively with colleagues, ensuring that they have all the information they need about the people in our care.  Documentation must demonstrate the chronology of events, the factors observed and the responses, whilst clearly describing properly considered decisions using your professional judgement. 

Documentation provides accurate, current, comprehensive and concise information on patient care and evidence of actions taken in response. This policy provides a standard which record- keeping needs to adhere to.




[bookmark: _Toc201746591]4.2 Key features of Nurse and Midwifery Documentation
 In addition to fulfilling the purposes, properly completed and maintained records will: 
· Be accurate, objective, clear, completed in a timely manner and in a language understood by all.
· Support investigative purposes, such as patient & family concerns or audit and research purposes. 
[bookmark: _Toc201746592]4.3 Principles of Good Nurse and Midwifery Documentation
Every registered nurse must keep clear and accurate records (NMC 2018), and this includes all records relevant to their scope of practice, both on paper and digitally. 

The following principles must be adhered to for both paper and digital records:
· Records must not be falsified.
· All entries must be completed in a timely manner, any entries made in retrospect should be clearly identified, signed and dated accurately. 
· Every entry must clearly state the date and time the entry was made, using a twenty-four-hour clock.
· All written entries to paper documentation must be written legibly using indelible black ink, which is recommended for the purpose of clear photocopying, electronic scanning and microfilming. 
· All written entries must be signed, dated and timed, and include full signature, printed name and job title. This information is automatically populated within digital records. 
· If additions or edits to existing paper documentation are required, they must be documented as a separate entry, signed, dated and timed. Corrective fluid must NOT be used to erase any part of a health record. Mistakes should be crossed through with a single line, the written statement “written in error” should be made and the entry signed, dated and timed. Reasons for the error should always be noted e.g., “wrong patient’s record”. 
· Digital entries made in error should be struck-through and a new inpatient note should be added. Digital systems have a full audit trail displaying the original and edited entries.
· You should only edit your own entries; if you feel an entry is incorrect and was written by another person you must document this clearly in a new nursing note, explaining the error and ensuring the record is accurate.
· Nursing and Midwifery documentation should be completed contemporaneously. Information recorded about patient care and interventions should be recorded in a timely manner, as soon as possible and must be completed before the end of shift. This is to ensure documentation provides a chronological, accurate record of events and captures the reality of how the patient care was delivered. Allowing for use in any legal or professional proceedings; for example, during disciplinary procedures, the NMC has issued sanctions against nurses, including striking off, where adequate records have not been maintained.
· Nurse documentation must be factual and not include unnecessary abbreviations, jargon, meaningless phrases, bias, irrelevant speculation or erroneous characters e.g., ‘.’, ‘/’, ‘#’
· Abbreviations will only be used when they can be understood by professional colleagues and have been approved by the Health Board. (See Appendix 1). 
· A new inpatient note must be created each time you document care. Each instance of documented care must be recorded as a new entry, rather than continuing within the same note, ensuring accurate and detailed patient records throughout the shift. (See Appendix 2).
· In relation to digital record-keeping, staff must be familiar with and adhere to the Information Security and Cyber Security policies. Health Board passwords must be kept confidential and never disclosed to others.
· Where applicable, written entries and timing of interventions should align, e.g., blood glucose readings.
· If a patient’s condition changes, there is a requirement to reassess the patient and document outcomes as soon as possible, ensuring appropriate care is planned and delivered.
· All risk assessments need to be completed within their individual timescales, WNCR will prompt when risk assessments are due using Red, Amber, Green (RAG) chevrons.
· The cut and paste function should not be used within digital records cut and paste within digital documentation.  For example, copy previous entries, from one patient to another or from one section to another.
· Artificial intelligence (AI) generated text should not be used to complete nurse and midwifery documentation, such as care plans, risk assessments, inpatient notes.
· Professional judgement should be used to decide what is relevant and what should be recorded. 
· All pertinent conversations with the patient, carer or relative should be clearly documented in the health record. This should include details of information given about care and treatment.
		
· Paper Records must not be altered or destroyed. All elements of the Health Board Minimum Retention & Destruction Policy need to be adhered to. Digital records cannot be deleted; any errors can be ‘struck-through’, and a clinical note added.
· Where appropriate, the patient or their carer should be involved in care planning and documented accordingly.
· The language that you use should be easily understood by the people in your care. 
· Coded expressions or humorous abbreviations to document about the people in your care should not be used.
· Student nurses can document care, following the principles outlined above. However, all entries must be checked for accuracy, edited if required and countersigned by a registrant who has witnessed or can validate the activity as having taken place; this applies both on paper and digitally.
· Health Care Support Workers (HCSW) may document care if the task has been appropriately delegated by the registered nurse and the HCSW is deemed competent.
· Within paper nurse documentation, the addition of ancillary notes or miscellaneous annotations; for example, sticky notes, must not be placed in the health records, as once within the record it becomes a permanent part.
[bookmark: _Toc201746593]4.4 	Poor Record Keeping
Several common problems with record keeping have been identified these can include: 
· Failure to document care given.
· Failure to update risk assessments and subsequent care plans.
· Failure to individualise entries.
· Copying from within the same patient record or from one patient record to another patient.
· Absence of clarity when describing patient care or condition, resulting in vague documentation.
· Failure to record action taken when a problem has been identified.
· Missing information.
· Spelling mistakes.
· Inaccurate records.
· Failure to document conversations / telephone calls and communication with others involved in the care.
[bookmark: _Toc201746594]4.5 Legislation and Professional Obligations
 The Health Board has a legal and professional obligation to comply with the following. 
Click on the hyperlinks below for the full documents:
· The Data Protection Act 2018
· General Data Protection Regulation (GDPR) 2016
· The Common Law Duty of Confidentiality - In practice, this means that all patient / client information, whether held on paper, computer, visually or audio recorded, or held in the memory of the professional, must not normally be disclosed without the consent of the patient / client.
· The Confidentiality Code of Practice 2003
· Medical Reports Act 1988
· Caldicott: Principles into Practice
· Access to Health Records Act 1990
· Nursing and Midwifery Council Code (2018)
· Freedom of Information Act (2000) (FOIA) - The Lord Chancellor’s Code of Practice under section 46 of the FOI Act recognises that everyone has the right to know how public services such as NHS Wales are organised and run.
· Subject Access Request Policy
· Information Governance Policy 
· Information Security Policy
· All Wales Information Governance Policy (2021) 
· SBUHB Data Quality Policy (2021)
· Mental Health Act 1983 and Mental Health (Wales) Measure 2010: The Mental Health Act 1983 states there is a legal requirement to complete specific recordings on specific forms, with the Mental Health (Wales) Measure 2010 also requiring specific recordings on specific forms. These are a requirement for all Mental Health & Learning Disability staff.
Mental Health and Learning Disabilities - Mental Health Act (MHA) Policies and Guidelines
· In addition, any other legislation affecting health records management




All patient related records / documents could be required as evidence in:
· Formal proceedings
· Internal incident
· Complaint investigations
· Disciplinary investigations
· Adult or child protection investigations
· Serious case reviews
· Coroner’s inquests
Any health record, both digital and paper, can be used in a court of law, during professional conduct committee and by other similar regulatory bodies, this must be considered when completing any documentation. 
Internal and external proceedings, including courts of law are likely to consider the approach to record keeping that 'if it is not recorded, it has not been done'. Professional judgment should be used to decide the depth of detail that should be documented within the record, although every action should be recorded.

[bookmark: _Toc201746595]4.6 Confidentiality
Information contained in patient's records must be held in complete confidence and viewed only by those directly involved in the care of the patient / client or as part of their role e.g., investigations. It is strictly forbidden for employees to knowingly browse, search for or look at any information relating to themselves, their own family, friends or other persons, without a legitimate Health Board purpose. Action of this kind will be viewed as a breach of confidentiality and of the Data Protection Act 2018.
When dealing with person-identifiable or confidential information of any nature, staff must be aware of their personal responsibility, contractual obligations and adhere to the policies and procedures of SBUHB. If staff have concerns about this issue, they should discuss it with their Line Manager or Information Governance Team.
The NMC Code (2018) states that every nurse or midwife must: 
· Respect a person’s right to privacy in all aspects of their care. 
· Make sure that people are informed about how and why information is used and shared.
· Respect that a person’s right to privacy and confidentiality continues after they have died. 
· Only share necessary information with other healthcare professionals and agencies, when in the best interests of patient safety and public protection, which override the need for confidentiality.
· Share with people, their families and carers, as far as the law allows, the information they want or need to know about their health, care and ongoing treatment sensitively and in a way they can understand.
[bookmark: _Toc201746596]4.7 Nursing and Midwifery Care Plan Documentation
The nursing and midwifery record includes all documentation relating to the nursing and midwifery care of the patient or client. This includes records relating to patient assessment, provision and plan of care, patient interventions, evaluation of care and outcomes. This is an integral part of the nurse’s role which aims to provide continuity of care for the patient; the main purpose is to promote the implementation of individualised patient care through identifying clear problems and goals, which inform a plan of care that is continuously evaluated. 
The principles discussed in this policy apply to all types of nurse and midwifery documentation (both digital and paper), across all areas of the Health Board, for example, care bundles or integrated care pathways. 
Following identification of a patient’s needs a care plan must be produced within 24 hours of admission. The planned care must be assessed, planned, implemented and evaluated on a shift-by-shift basis. The care delivered to patients should be clearly linked to the care planned and recorded as appropriate, highlighting any variances. The care plan needs to be individualised to the patients’ needs and where possible written in partnership with the patient or relatives where appropriate. The care plan should be:
· Reviewed within an agreed timeframe. 
· Inclusive of patient’s perceptions of their problems or needs. 
· Written in a format that the patient can easily understand. 
· Written in a clear and concise format. 
· Centred around goals which are specific, measurable and attainable. 
· In line with the Mental Health (Wales) Measure (2010) for Mental Health Services and include, where applicable, the Care & Treatment Plan.
A library of core care plans is available to all ward areas via Clinical Online Information Network (COIN). Where no appropriate care plan can be found, the registered nurse must write a care plan using the appropriate template; a blank template is available on COIN.
Where WNCR (nurse specific documentation) digital documentation is in use, the patient requires a supplementary risk assessment booklet, which includes documents currently not digitalised. This supplementary risk assessment booklet is updated as new documents develop within WNCR.
Community Nursing use an app called Healthy.io for the recording of care related to wound management. There is a Standard Operating Procedure to be followed.

[bookmark: _Toc201746597]	5. PROFESSIONAL ISSUES
All Registered Nurses and Midwives must adhere to the NMC Code (2018) and the standards in this policy, nurses and midwives have a legal duty of care to record all elements of patient care.

[bookmark: _Toc201746598]	5.1 	Delegation
The Health Board recognises that there will be a need for registered professionals to delegate tasks to other workers, for example, student nurses, student midwives and Health Care Support Workers (HCSW); however, can include registered professionals working outside of their own scope of practice who undertake a delegated task ensuring the appropriate level of training and competency assessment is in place.
The NMC (2018) Code: professional standards of practice and behaviour for nurses and midwives’ states that every nurse or midwife must:
· Only delegate tasks and duties that are within the other person’s scope of competence, making sure that they fully understand your instructions. 
· Make sure that everyone you delegate tasks to is adequately supervised and supported so they can provide safe and compassionate care.
· Confirm that the outcome of any task you have delegated to someone else meets the required standard.
[bookmark: _Toc201746599]5.2 	Health Care Support Workers (HCSWs)
Delegated tasks include some aspects of documentation, both in digital and paper format. 
The Registered Nurse and Midwife retains accountability for the delegated tasks. HCSW’s are responsible for their actions in accepting the task and must take on the responsibility only if they feel competent to do so. 
A HCSW must document and maintain clear and accurate record of care, consult and communicate effectively with colleagues. 

[bookmark: _Toc201746600]	6. 	ACCESS AND OWNERSHIP
Any entries made in a patient or client record can be scrutinised at a future point. Patients and clients not only have a legal right to see their records, but they are increasingly participating in writing and holding them, for example, Maternity Services.

Data Protection legislation gives patients or clients the right to access health records about themselves. Legislation includes: 
· The General Data Protection Regulation (GDPR) 2018
· The Data Protection Act (DPA) 2018
· The Access to Health Records Act 1990 (for deceased patient records)
Under GDPR, all patients are entitled to:
· Be informed how their data is processed, held or stored. 
· Understand what data is held, the purposes for which it is processed and how the data may be shared. 
· Have a copy of their data, as appropriate, for example, some data is redacted for protection purposes.

If a service user requests access to any data held on them, the Subject Access Request Policy must be followed. 


[bookmark: _Toc201746601]7. RETENTION
Due to legal obligations, most health records are required to be retained for a minimum of eight years after conclusion of treatment. However, considerations to topics such as the patient’s age, mental health and treatment speciality must be given, with regards to retention periods. Therefore, for additional information on specific retention periods, contact 	the 	Information 	Governance 	Department 	via SBU.Confidentialityissues@wales.nhs.uk.
Health Visiting Records Retention Policy
· Records for children receiving health visiting services are retained until the child reaches the age of five, at which point they are archived.
· Children's records are retained until they are 25 years old. If a patient was 17 years old at the conclusion of their treatment, their records are retained until they are 26 years old.
Obstetrics, Maternity, Antenatal and Post-natal Retention Policy
· The retention periods for obstetric, maternity, antenatal and post-natal is 25 years from last date of treatment.

[bookmark: _Toc201746602]	8. 	STORAGE OF HEALTH RECORDS
Health records must be stored in a way that ensures confidentiality, whilst allowing authorised access when required. Where records are stored in areas that do not have 24-hour staff presence, then they must be stored in an area that can be securely locked when the premises are unstaffed. 
If records need to be transported from one clinical area to another it is the responsibility of the staff member to ensure that at no point could the records be accessed by an unauthorised individual.
With regards to digital record-keeping, staff must comply with the Health Board’s Information Security Policy. All staff are responsible for their own individual digital identity as such, the login and password should never be shared, and staff need to ensure they log out of any devices when not in use.

[bookmark: _Toc201746603]9. PATIENT-HELD HEALTH RECORDS
In specific areas, patients hold their own health records which enables them to be closely involved in their own care. It also enables the nurse or midwife, and other members of the multidisciplinary team, to share with them any information about their assessment and care. Patients should be informed of the purpose and importance of the record and their responsibility for keeping it safe. 
In exceptional circumstances a supplementary record can be held, however, wherever possible, this should not extend to keeping full duplicate records and should not compromise patient involvement in their care. There must be clear justification why a supplementary record is necessary, and its existence needs to be made clear and accessible to other members of the health care team. 
Patients have access to limited digital data relating to their health and care needs, for example, in Maternity Services or via the NHS Wales App.

[bookmark: _Toc201746604]10. MONITORING AND AUDIT
The Health Board has a responsibility to ensure documentation is of a high standard and supports a high quality of care. Audits are undertaken at all levels of the nursing structure, from peer review through to Ward Manager, Matron, Head of Nursing and Unit Nurse Director. The need to maintain confidentiality of patient information applies to auditing in the same way as the documentation process itself. The Audit Management and Tracking (AMaT) system supports SBUHB’s digital audit process.

[bookmark: _Toc201746605]11. NURSE AND MIDWIFERY DOCUMENTATION GOVERNANCE
The Nurse Documentation Steering Group is a subgroup of the Nursing and Midwifery Digital Group which has delegated responsibility for the decision-making around nurse and midwifery documentation and reports directly into Nursing and Midwifery Group.


[bookmark: _Toc201746606]12. DEVELOPMENT OF NEW OR IMPROVEMENTS TO EXISTING NURSE DOCUMENTATION

[bookmark: _Toc201746607]12.1 Proposing changes to paper nurse documentation
Any new paper documentation related to nursing must be presented and discussed at the Nurse Documentation Steering Group. This would include any documentation that a nurse would be expected to complete or contribute to, the reason for the change, where the new document would apply, who is involved in the development, does it replace existing documentation and is this All-Wales approved.
Any changes or amendments to existing nursing documentation needs to be approved by the Nursing Documentation Steering Group, only Health Board approved nurse documentation must be used.

[bookmark: _Toc201746608]12.2 Proposing changes to digital nurse documentation

[bookmark: _Toc201746609]13. RESPONSIBILITIES
[bookmark: _Toc201746610]13.1 Chief Executive
The Chief Executive has overall accountability for ensuring that Health Records management operates appropriately and in compliance with all legislation.
[bookmark: _Toc201746611]13.2 Director of Nursing and Patient Experience
The Director of Nursing and Patient Experience has the responsibility to ensure that systems are in place for ensuring standards for record-keeping are upheld.
[bookmark: _Toc201746612]
13.3 Unit Nurse Director
The Unit Nurse Director has the responsibility to ensure there are appropriate scrutiny and governance procedures in place across respective units to ensure high-quality record-keeping.


[bookmark: _Toc201746613]13.4 Heads of Nursing and Midwifery / Senior Matron / Matron
The Senior Nursing teams are responsible for ensuring that there are processes in place to monitor compliance and standards which include audits, spot checks, investigations, support and access to training.

[bookmark: _Toc201746614]13.5 Ward Manager
The Ward Manager is responsible for monitoring compliance within their area of responsibility, addressing any areas of concern with individuals and teams, and escalating concerns as appropriate. 

[bookmark: _Toc201746615]13.6 Registered Nurses and Midwives
All Registered Nurses and Midwives employed by the Health Board are responsible for completing accurate, timely and high-quality documentation regarding patient care, whilst adhering to the relevant professional standards as well as following all related Health Board policies.
All Nurses and Midwives involved in documentation of care need to comply with the NMC Code (2018) and all Health Board policies relating to record keeping.

[bookmark: _Toc201746616]14. TRAINING
Documentation is an integral part of nurse and midwifery education and there will be a requirement for staff to access both internal and external training opportunities, as required. For example, updates to the Welsh Nursing Care Record (WNCR) or other clinical digital systems.

[bookmark: _Toc201746617]15. 	REVIEW
This Policy will be reviewed every 3 years or sooner if new legislation, codes of practice or national standards are introduced.
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	Physical Observations / General

	T
	Temperature

	P
	Pulse

	BP
	Blood Pressure

	R
	Respiration

	O2
	Oxygen

	BM
	Blood Glucose Monitoring

	Ht
	Height

	Wt
	Weight

	NAD
	No abnormality detected

	SOB
	Shortness of Breath

	Pre Op
	Before Operation

	Post Op
	After Operation

	NBM
	Nil by Mouth

	OPD
	Outpatient Department

	HDU
	High Dependency Unit

	ITU
	Intensive Therapy Unit

	ED
	Emergency Department

	Staff

	OT
	Occupational Therapist

	Sr
	Sister

	S/N
	Staff Nurse

	St/N
	Student Nurse

	HCSW
	Health Care Support Worker

	SW
	Social Worker

	HV
	Health Visitor

	SALT
	Speech and language therapist

	GP
	General Practitioner

	DoB
	Date of Birth

	NoK
	Next of Kin

	MDT
	Multi-disciplinary Team

	DST
	Decision Support Tool

	CHC
	Continuing Health Care
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Swansea Bay University Health Board
Authorisation Form for Publication onto COIN
PLEASE ENSURE THAT ALL QUESTIONS ARE ANSWERED – IF NOT APPLICABLE PLEASE PUT N/A
 
	COIN ID.
	2464

	Title.
	SBUHB Record Keeping Policy (Nursing)

	Name and Signature of Author/Chair of Group or Committee:
	Helen Griffiths:
Head of Professional Standards and Professional Practice

	Name and Signature of Lead Pharmacist:
	N/A

	Please specify whether the document is New, Revised or a Review of a previous version.
	Revised

	Please specify the section on COIN where you wish the document to be published:
	Nursing

	Please sign to confirm that the document has been authorised by an approved governance process in a specialty or delivery unit:
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	Has NICE guidance been considered/referenced when producing this guidance? If yes, please state the title or reference number:
	No reference to NICE guidance

	Is the document relevant to the GP Portal?
	No

	Equality Statement (Mandatory for Policies). (1)
	Yes

	Please specify keywords to assist with searching. (2)
	Nursing, Record Keeping, Documentation, Welsh Nursing Care Record, WNCR

	Published Date:
	XXXX, 2025

	Last Review Date:
	September 2025

	Next Review / Expiry Date:
	September 2028


 

Nursing and Midwifery Group

Frequency: Monthly
Nursing and Midwifery Digital Group

Frequency: Bi-monthly
Nurse Documentation Steering Group
Frequency: Bi-monthly

Midwifery Governance Process through NPTSSG

Frequency: Arranged through Service Group
A potential improvement to digital nurse documentation is identified and a Request for Change (RFC) is raised via the IT Self-Service Desk Portal to the WNCR Team.


Following agreement the WNCR Team presents this at the Change Advisory Board (CAB) within the Nurse Documentation Steering Group.


Escalate to Digital Health and Care Wales (DHCW) for consideration.


The WNCR Team liaise with the person who has identified the improvement, to fully understand the request and its impact on practice.


Paper copies should be kept to a minimum and checks made with the electronic version to ensure that the printed version is the most recent. 
Paper copies should be kept to a minimum and checks made with the electronic version to ensure that the printed version is the most recent. 
SBU Health Board Record-Keeping Policy for Nurses & Midwives - September 2025 - Page 3
Paper copies should be kept to a minimum. Checks should be made to ensure that the printed version is the most recent.
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INPATIENT NOTES

* Starting aNew Inpatient Note for Each Entry
Each documentation update must begin 25 a new note rather than
modifying an existing one.

* Correcting Errors in Documentation
Entries made in error or with an error should be struck-through using the bin
icon. A new inpatient note should be added with the correct
information.

* Updating or Editing Previous Documentation
Each inpatient note is a record of the care given at that time and therefore
should not be modified. A new inpatient note should be completed to ensure
contemporaneous documentation.

* Respecting User Entries
Users must not edit another person's note; corrections should be made.
through a new entry rather than using the edit button or the entry can be
struck-through if incorrect.

* Do not Copy and Paste Text
Each entry should reflect the specific needs, actions, and observations related
to the individual receiving care. Documentation should be completed as close
25 possible to the time the care was provided to ensure accuracy and
reliabiliy.

* Student Nurse Entries & Countersigning
Al student nurse notes must be countersigned by a registant to
validate accuracy, using the edit function. This s the only valid reason to use
the edit function within WNCR.

* Correct Nadex Account Usage

Users with multiple logins relating to_different roles must ensure they are
logged into their comect account; for example. HCSWs who are ko
student nurses.
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