Correcting Inaccuracies in the Clinical Record

Rationale

All health information in the clinical record must be accurate.  However, from time-to-time inaccuracies are identified, and these must be corrected to ensure the records remain accurate.  This procedure outlines the processes to ensure that when corrections are made, they are tracked, clearly identifiable, and by whom they were authorised.

Purpose

1. Inaccuracies in the health information contained in the clinical record must be corrected as soon as they are identified. 

Guidelines

1. The original information, which is being corrected, must not be deleted from the clinical record.  The changes must be tracked so that it is clear to all users that the correction has been made.

2. Prior to making any corrections, the clinical record must be checked for subsequent references to this information, so that these can be corrected as well, if appropriate.

Procedure

Corrections to Electronically Generated Records

1. All corrections must be clearly tracked 

2. The date the correction is made, name of the person making the corrections, and on whose authority the corrections have been made, should be noted in the file.

3. 
4. When all corrections have been made, the file should be “re-approved” or “re-verified”.


1. 
2. 
3. 
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