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The Faculty of Sexual and Reproductive Healthcare (FSRH) is the largest UK professional 

membership organisation working in the field of sexual and reproductive health (SRH). We 

support healthcare professionals to deliver high quality healthcare including access to 

contraception. We provide our 15,000 doctor and nurse members with NICE-accredited 

evidence-based clinical guidance, including the UKMEC, the gold standard in safe 

contraceptive prescription, as well as clinical and service standards. 

The FSRH provides a range of qualifications and training courses in SRH, and we oversee 

the Community Sexual and Reproductive Healthcare (CSRH) Specialty Training 

Programme to train consultant leaders in this field. We deliver SRH focused conferences 

and events, provide members with clinical advice and publish BMJ Sexual & Reproductive 

Health – a leading international journal. As a Faculty of the Royal College of Obstetricians 

and Gynaecologists (RCOG) in the UK, we work in close partnership with the College but 

are independently governed. 

The FSRH provides an important voice for UK SRH professionals. We believe it is a human 

right for women and men to have access to the full range of contraceptive methods and 

SRH services throughout their lives. To help to achieve this we also work to influence policy 

and public opinion working with national and local governments, politicians, commissioners, 

policy makers, the media and patient groups. Our goal is to promote and maintain high 

standards of professional practice in SRH to realise our vision of holistic SRH care for all. 

www.fsrh.org  

 

  

http://www.fsrh.org/
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SERVICE STANDARDS FOR RECORD KEEPING IN SEXUAL 

AND REPRODUCTIVE HEALTHCARE SERVICES 

    

Changes introduced since review 

 

 Records Management: NHS Code of Practice. Part 1 2006, Part 2 2009 has been 

superseded by the Information Governance Alliance Records Management Code 

of Practice 2016; some of the concepts in this document have been added. 

 The greater use of electronic patient records and digital technology in 

communicating with patients has been reflected. 

Introduction  

Contemporaneous and high quality record keeping is an important aspect of clinical risk 

management1. It ensures that clinicians and other staff have timely access to information 

relevant to the patient’s current episode of care. It facilitates clear communication to other 

involved clinicians justifying decision-making for actions taken.2 In the event of complaints, 

untoward incidents and medico-legal cases, accurate and comprehensive documentation 

supports prompt resolution. In addition, good clinical records support audit, management, 

planning, policy, commissioning and research.3,4 

The updated Information Governance Alliance Records Management Code of Practice 2016 
5 recommends that records created are authoritative; they should be authentic, reliable, have 

integrity and be useable. These characteristics are explained further in Table 1 below. 

Table 1 Characteristics of authoritative records  
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All individuals contracted to work for the NHS are responsible for any records which they 

create or use in the performance of their duties. Furthermore, any record that an individual 

creates is a public record and may be subject to both legal and professional obligations. 

All staff contributing to patient record keeping should have an in date record of their 

mandatory training in Information Governance relevant to their role.  

This guidance relates to documentation in patient health records of consultations in Sexual 

and Reproductive Healthcare. Guidance about record keeping for specific methods of 

contraception is included in the form of Appendices to this document. This list is not 

exhaustive. 

The Appendices should be used in conjunction with the FSRH Faculty’s Clinical 

Effectiveness Unit (CEU) method specific guidance and the UK Medical Eligibility Criteria for 

Contraceptive Use (UKMEC). 

Information should be recorded in a manner that accurately reflects the content of the 

consultation. This guidance applies to both paper and electronic records. 

Services may wish to develop local protocols for all record keeping standards referred to in 

this document. 
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Records Management 

Health Records Management is the process of managing health records throughout their 

lifecycle. This includes creation, usage, maintenance and storage until they are destroyed. 

All providers of NHS services need robust health records management procedures to meet 

the following requirements and legislation: 

Public Records Act 1958 

Medical Records Act 1988 

Access to Health Records Act 1990 

Data Protection Act 1998 and 2018 

Freedom of Information Act 2000 

Human Rights Act 1998 

Caldicott: Principles into Practice  

Storage, retrieval, disclosure, transfer, archiving and disposal of health records must comply 

with the Information Governance Alliance Code of Practice 20165. Guidance on retention of 

health records is summarised in Appendix 3 of this document. 

Guidance on maintaining the confidentiality of health records is available from the NHS Code 

of Practice on Confidentiality6, Faculty of Sexual and Reproductive Healthcare Service 

Standards for Sexual and Reproductive Health1 and Faculty of Sexual and Reproductive 

Healthcare Standards on Confidentiality.2 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.legislation.gov.uk/ukpga/Eliz2/6-7/51
http://www.legislation.gov.uk/ukpga/1988/28/contents
https://www.legislation.gov.uk/ukpga/1990/23/contents
https://www.legislation.gov.uk/ukpga/1998/29/contents
http://www.legislation.gov.uk/ukpga/2018/12/contents/enacted
https://www.legislation.gov.uk/ukpga/2000/36/contents
https://www.legislation.gov.uk/ukpga/1998/42/contents
https://www.igt.hscic.gov.uk/Caldicott2Principles.aspx
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1. Standard Statement on Quality of Record  

 

1.1 Records should have a standardised structure and layout7 in chronological order. 

1.2 Entries in paper records should be written indelibly in black ink.3 

1.3 Each entry should record the date and time consultation started and ended (24 hour 

clock). 

1.4 The healthcare professional making the record should be clearly identifiable. For paper 

records the individual should sign their name and print their role/job title. Electronic records 

should include the name and designation of the healthcare professional that will be logged on 

to the system as a registered user. If this is not automatically recorded, it should be manually 

entered. If it is a joint consultation, the roles of each clinician should be noted. 

1.5 Records should be contemporaneous and made as soon as practical after the event. 

Deletions and alterations should be countersigned, dated and timed by the identifiable health 

professional. For paper records, a single line through the entry should be used so the content 

remains visible. For electronic records, deletions from the medical record must be fully 

auditable for later review. 

1.6 Staff should be aware of and restrict their use of abbreviations to those on the approved 

list compiled by their employing organisation. 

  

Paper and electronic records should be created in an organised and chronological 

manner. The individual making them should be clearly identifiable. 
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2. Standard Statement on Recording Patient Details 

(identifiers) and clinician(s) 

 
2.1 Records should include up-to-date personal data (name, date of birth, address with 

postcode, mobile telephone number and GP details if registered). This should also include 

preferred method of communication, sex at birth, gender, ethnicity and any local identifier. 

2.2 Records should include the patient’s unique identification number and/or NHS number in 

accordance with the policies of the service provider. 

2.3 Records should indicate the patient’s name and either date of birth or unique 

identification number on every page/screen. 

2.4 Patient alert details (e.g. hypersensitivities, significant contraindications etc.) should be 

recorded promptly and clearly displayed/documented e.g. using an alert method.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Both the patient identifiers and the identification of the individual making the entry 

should be clear and correct with unambiguous linkage to all entries in the record 

relating to that patient. 
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3. Standard Statement on Content  

 
3.1 Text should make clear the reason for attendance, the history given and any examination 
or assessment made, investigations performed, provisional diagnosis discussed (if relevant), 
outcome and management plan; if referred, by whom, and for what reason, with any referral 
letter included.  

 
3.2 Investigations requested should be clearly documented and the results accessible during 
consultations.  
 
3.3 Storage and filing of investigation results should align with both the relevant specialty 
college and local policy e.g. ultrasound results in line with the Royal College of Radiologists 
storage and retrieval of images policy, and local storage systems.  

 
3.4 There should be appropriate procedures to action the results of investigations and to 
record those actions. 

 
3.5 Where a particular method is provided or is already in use, compliance with UKMEC 
should be evidenced by recording the details recommended in the relevant Appendix to this 
document. These details should be reviewed and updated at subsequent attendances. 
 
3.6 Consent should be recorded 8 9 10 11 where appropriate e.g. for intimate examinations or 
invasive procedures. 

 
3.7 If a chaperone is offered, the patient’s decision to accept or decline should be 
documented with the name of the chaperone if used. 

 
3.8 Patient participation in decision-making should be recorded, including use of any shared 
decision-making tools if appropriate. 

 
3.9 If others are present during a consultation (e.g. partner, friend, relative, interpreter, or 
trainee) their name and role/relationship should be recorded and, in the case of interpreters 
their unique ID number, the language used and language line number as appropriate. 
 
3.10 Individual services may wish to develop record keeping tools to facilitate the recording 
of a holistic history. 

 

 
 
 
 
 
 

Records should be comprehensive. They should provide an accurate account of 

consultations and evidence to support clinical decision-making. 
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4. Standard Statement on Communications  

 
4.1 Records should indicate the preferred mode of contact and any restrictions on mode of 

contact as requested by the patient. 

4.2 If standard letters are sent these should be identified in the patient record. 

4.3 Copies of letters and referral forms should be kept, with a record of all addressees and 

whether a copy was offered to the patient. If writing directly to the patient the language 

should be free of jargon and medical conditions explained in an easily understandable form. 

4.4 Communications by telephone, SMS, fax and email should be recorded. Text messages 

must be regarded as a clinical contact and should be documented in the patient notes and 

include the complete text message, telephone number it was sent from, the time sent, any 

response given, and date/time when received. All received text messages should be deleted 

once documentation has been completed to maintain patient confidentiality.12  

4.5 All communication and information transfer methods should be secure and ensure 

confidentiality, e.g. NHS mail.6 

4.6 Information provided in the form of leaflets/websites should be recorded along with the 

source. All patient information leaflets available for distribution must be kept up-to-date by 

the department. The date of publication (or version) of the written information provided may 

be noted. Patient information leaflets should be stored for 6 years after updating. 

 
 

 

 

 

 

 

 

 

 

 

 

All modes of communication should be documented, acceptable to the patient and 

conform to information governance standards. 
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5. Standard Statement on Special Issues  

 

5.1 Health professionals may wish to use checklists (e.g. Fraser guidelines, child sexual 

exploitation proforma) to assess competence and risk when providing contraceptive methods 

or advice to young people. (Ensure a copy is available if a paper insert is used). 

5.2 Advice sought, actions taken and disclosures made in accordance with Safeguarding 

Children or Vulnerable Adults policies should be clearly documented with the name of the 

individuals from other organisations included, and copies of any referrals to outside 

agencies, e.g. MARAC, retained. 

5.3 Medico-legal, complaints documents or incident forms should not be filed within the case 

note folder or personal electronic record, but stored or filed separately. 

5.4 If the visit is related to participation in a research project, appropriate documentation 

should be made as per the research protocol. This will be kept separately and a brief note of 

the date and reason for the visit made in the main records. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The patient record should contain the appropriate documentation to support potential 

investigations and liaison with or referral to other agencies. 
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6. Standard Statement on System Review and Audit  
 

 

6.1 Records management policies should be regularly reviewed and updated in accordance 

with the Information Alliance code of practice.5  

6.2 Compliance with record keeping standards should be audited regularly. 

6.3 In line with guidance from NHS Improvement and Revised Never Events policy and 

framework, processes should be in place to monitor Never Events within a service and 

respond accordingly. (See Appendix 2 Local Safety Standard for Invasive Procedures 

(LocSSIP) for the fitting of contraceptive devices in conscious patients).  

 

 

 

 

  

Services should regularly monitor their compliance with local and national guidance.  

https://improvement.nhs.uk/resources/never-events-policy-and-framework/
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7. Standard Statement on Prescribing, Supply and 

Administration of Medicines 

 

7.1 The following information about the prescription, supply and/or administration of the 
medicine(s) should be documented  

 date and time of prescription, supply and/or administration 

 details of medicine, such as name, strength, dose, frequency, quantity, route and site 

(if by injection) of administration. (Record the batch number and expiry date.) 

 name and signature (which may be an electronic signature) of the health professional 

prescribing, supplying or administering the medicine 

 relevant information that was provided to the patient or their carer including 

manufacturer's patient information leaflet with each medicine. 

 

7.2 In addition, if supplying or administering under a Patient Group Direction (PGD)13 

 a statement should be recorded that supply or administration is by using a PGD 

 it should be documented how the patient met the criteria of the PGD. 

 

7.3 All PGDs must comply with the NICE Medicines Practice Guidelines (Patient Group 

Directions) and all those supplying or administering medicines under them must be aware of 

their responsibilities in using them.14 

7.4 When prescribing, supplying or administering a medicine for use outside the terms of its 

product licence, the process for “off-label prescribing” as described in the Faculty of Sexual 

and Reproductive Healthcare Medicines Management standard12 should be followed. The 

reason for its use, and the explanation and information given to the patient should be 

documented. 

7.5 Adverse reactions – where a ‘suspected adverse drug reaction’ report (including any 

reactions with ‘black triangle’ drugs) is sent to the Medicines and Healthcare products 

Regulatory Authority (MHRA) as a yellow card or via the MHRA website, this should be 

recorded. 

7.6 Recording in relation to remote prescribing is detailed in Standard 9 of the document 

Service Standards for Medicines Management in Sexual and Reproductive Health 

Services.12 

 

 

 

 

 

Full details of all drugs and devices prescribed, supplied or administered should be 

clearly documented. 

https://yellowcard.mhra.gov.uk/
https://www.gov.uk/government/news/drug-reaction-reporting-scheme-now-more-accessible-to-healthcare-professionals
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Other Sources of Information  
 

 RCOG e.g. Patient Record Standard for Tubal Occlusion Procedures in Women 

 BASHH e.g. UK National Guidelines on Undertaking Consultations Requiring Sexual 

History Taking (2013); UK National Guideline on the Management of STIs and 

Related Conditions in Children and Young People (2010) 

 GMC Good Medical Practice 

 Nursing & Midwifery Council 

 Data Protection Act (1998) 

 Freedom of Information Act (2000) 

 NHS Connecting for Health 

 Care Quality Commission 

 Provider organisation record keeping policy 
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Appendices  
 

Appendix 1 Record Keeping Checklist Matrix  

In view of the common practice of using checklists to record consultations in Sexual and 

Reproductive Health services, this appendix has been developed as a guide. These 

extensive checklists are intended as a reference and teaching aid only and should be not be 

considered an exhaustive resource. Users should consider this tool in conjunction with their 

local policies and procedures.  

Appendix 2 Never Event Template LocSSIP 

Appendix 3 Retention of Health Records  
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Appendix 1: Record Keeping Checklist Matrix Service Standards for Record Keeping 

 for Combined Hormonal 

Methods 

for Progestogen-only pill 

(POP) 

for Progestogen only 

Implants 

for Progestogen-only 

injectable Contraception 

for Intrauterine 

Contraception (IUD and IUS) 

1. Medical History and Clinical Assessment 

1.1 Personal and lifestyle history 

1.1.2 Age      

1.1.3 Current smoking, 

number per day 

     

1.1.4 Ex-smoker, number 

per day and date of 

cessation 

     

1.1.5 Alcohol and substance 

misuse 

     

1.1.6 Current/recent or 

anticipated immobility 

     

1.2 Contraception 

1.2.1 Current method      

1.2.2 Previous 

contraception used and any 

problems encountered 

     

1.2.3 Duration of use of the 

injectable progestogen-only 

contraception 

     

1.2.4 Awareness and use of 

emergency contraception 
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Appendix 1: Record Keeping Checklist Matrix Service Standards for Record Keeping 

 for Combined Hormonal 

Methods 

for Progestogen-only pill 

(POP) 

for Progestogen only 

Implants 

for Progestogen-only 

injectable Contraception 

for Intrauterine 

Contraception (IUD and IUS) 

1.3 Gynaecological and sexual history 

1.3.1 Menstrual history 

including start date of last 

menstrual period 

     

1.3.2 Coital history and 

sexual history to identify 

risk of sexually transmitted 

infection 

     

1.3.3 Ovarian cysts      

1.3.4 Unexplained vaginal 

bleeding 

     

1.3.5 Treatment to cervix, 

including surgery 

     

1.3.6 Current cervical, 

endometrial or ovarian 

cancer 

     

1.3.7 History of sexually 

transmitted infections (STI) 

and pelvic inflammatory 

disease (PID) 

     

1.3.8 Immediate post septic 

abortion 
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Appendix 1: Record Keeping Checklist Matrix Service Standards for Record Keeping 

 for Combined Hormonal 

Methods 

for Progestogen-only pill 

(POP) 

for Progestogen only 

Implants 

for Progestogen-only 

injectable Contraception 

for Intrauterine 

Contraception (IUD and IUS) 

1.3.9 Uterine fibroids with 

distortion of uterine cavity 

     

1.3.10 Uterine anatomical 

abnormality including 

cervical stenosis 

     

1.3.11 Recent gestational 

trophoblastic neoplasia 

with abnormal HCG 

     

1.4 Obstetric history  

1.4.1 Caesarean Section(s)      

1.4.2 Ectopic pregnancy      

1.4.3 Postpartum < 21 days      

1.4.4 Postpartum 48 hrs to 

< 4 weeks 

     

1.4.5 Puerperal sepsis      

1.4.6 Current breastfeeding      

1.5 Medical history 

1.5.1 Ischaemic heart 

disease 

     

1.5.2 Hypertension      
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Appendix 1: Record Keeping Checklist Matrix Service Standards for Record Keeping 

 for Combined Hormonal 

Methods 

for Progestogen-only pill 

(POP) 

for Progestogen only 

Implants 

for Progestogen-only 

injectable Contraception 

for Intrauterine 

Contraception (IUD and IUS) 

1.5.3 Known 

hyperlipidaemia 

     

1.5.4 Other vascular 

disease 

     

1.5.5 Complicated valvular 

and congenital heart 

disease 

     

1.5.6 Stroke      

1.5.7 Venous 

thromboembolism 

     

1.5.8 Known thrombogenic 

mutations 

     

1.5.9 Diabetes, duration of 

diabetes, 

presence/absence of 

nephropathy/retinopathy/n

europathy 

     

1.5.10 Raynaud’s disease 

with lupus anticoagulant 

     

1.5.11 Lupus 

antiphospholipid factor 

positive or unknown 

     

1.5.12 Headaches      



 

Service Standards for Record Keeping  
in Sexual and Reproductive Healthcare 
Services   20 2019 

 
Copyright ©Faculty of Sexual and Reproductive Healthcare 2019 

 

Appendix 1: Record Keeping Checklist Matrix Service Standards for Record Keeping 

 for Combined Hormonal 

Methods 

for Progestogen-only pill 

(POP) 

for Progestogen only 

Implants 

for Progestogen-only 

injectable Contraception 

for Intrauterine 

Contraception (IUD and IUS) 

1.5.13 Migraines 

with/without aura 

     

1.5.14 Symptomatic 

gallbladder disease 

     

1.5.15 Cholestasis related 

to past COC use 

     

1.5.16 Active viral hepatitis      

1.5.17 Cirrhosis, liver 

tumours 

     

1.5.18 Current or recent 

breast cancer 

     

1.5.19 Pelvic tuberculosis      

1.5.20 Eating disorder e.g. 

anorexia nervosa 

     

1.5.21 Any other serious 

medical condition 

     

1.6 Surgical history 

1.6.1 Recent major surgery 

with immobilisation 

     

1.7 Medication 
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Appendix 1: Record Keeping Checklist Matrix Service Standards for Record Keeping 

 for Combined Hormonal 

Methods 

for Progestogen-only pill 

(POP) 

for Progestogen only 

Implants 

for Progestogen-only 

injectable Contraception 

for Intrauterine 

Contraception (IUD and IUS) 

1.7.1 Prescribed, 

particularly drugs which 

affect liver enzymes 

     

1.7.2 Non-

prescribed/complementary 

     

1.8 Allergies 

1.8.1 Allergies      

1.9 Family history 

1.9.1 Genetic mutations 

associated with breast 

cancer 

     

1.9.2 Venous 

thromboembolism (VTE) in 

first-degree relative < age 

45 

     

1.9. 3 Stroke/myocardial 

infarction (MI) in first-

degree relative < age 45 

     

1.9.4 Osteoporosis      

2. Examination and investigations 

2.1.1 Blood pressure (BP)      
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Appendix 1: Record Keeping Checklist Matrix Service Standards for Record Keeping 

 for Combined Hormonal 

Methods 

for Progestogen-only pill 

(POP) 

for Progestogen only 

Implants 

for Progestogen-only 

injectable Contraception 

for Intrauterine 

Contraception (IUD and IUS) 

2.1.2 Weight and body 

mass index (BMI) 

     

2.2.3 Any other      

3. Information, advice and counselling 

3.1.1 Contraceptive choices 

discussed / preparation 

chosen 

     

3.1.2 

Risks/benefits/uncertaintie

s discussed 

     

3.1.3 How it works/efficacy      

3.1.4 Side effects      

3.1.5 Teaching about use of 

method, including when to 

access emergency 

contraception 

     

3.1.6 Information given on 

symptoms which should 

prompt urgent medical 

advice 

     

3.1.7 Choice of devices and 

duration of use 
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Appendix 1: Record Keeping Checklist Matrix Service Standards for Record Keeping 

 for Combined Hormonal 

Methods 

for Progestogen-only pill 

(POP) 

for Progestogen only 

Implants 

for Progestogen-only 

injectable Contraception 

for Intrauterine 

Contraception (IUD and IUS) 

3.1.8 Effects on bleeding 

pattern 

     

3.1.9 Risk of spontaneous 

expulsion and perforation 

and advisability of thread 

check and teaching 

     

3.1.10 Risk of post-insertion 

pelvic infection and record 

of any swabs taken if 

applicable 

     

3.1.11 Duration of use      

3.1.12 Bleeding pattern      

3.1.13 Insertion site      

3.1.14 Explanation of 

insertion and removal 

procedure 

     

3.1.15 Consent obtained      

3.1.16 Leaflets given – 

including manufacturer’s 

PIL 

     

3.1.17 Advice given on 

practising safer sex 
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Appendix 1: Record Keeping Checklist Matrix Service Standards for Record Keeping 

 for Combined Hormonal 

Methods 

for Progestogen-only pill 

(POP) 

for Progestogen only 

Implants 

for Progestogen-only 

injectable Contraception 

for Intrauterine 

Contraception (IUD and IUS) 

3.1.18 Follow-up 

arrangements 

     

4. Details of insertion procedure 

4.1.1 Name of operator and 

assistant 

     

4.1.2 Any tests undertaken      

4.1.3 Bimanual examination 

and speculum findings 

     

4.1.4 Analgesia/local 

anaesthesia if used, batch 

number and expiry date 

     

4.1.5 Tenaculum/Allis 

forceps application 

     

4.1.6 Uterine 

sounding/Uterocervical 

length 

     

4.1.7 Site of insertion i.e. 

which arm and where 

     

4.1.8 Type of Implant or 

intrauterine contraception 

inserted, batch number and 

expiry date 

     



 

Service Standards for Record Keeping  
in Sexual and Reproductive Healthcare 
Services   25 2019 

 
Copyright ©Faculty of Sexual and Reproductive Healthcare 2019 

 

Appendix 1: Record Keeping Checklist Matrix Service Standards for Record Keeping 

 for Combined Hormonal 

Methods 

for Progestogen-only pill 

(POP) 

for Progestogen only 

Implants 

for Progestogen-only 

injectable Contraception 

for Intrauterine 

Contraception (IUD and IUS) 

4.1.9 Implant palpable after 

insertion by health care 

professional and patient 

ideally 

     

4.1.10 Use of no touch 

technique 

     

4.1.11 Problems 

encountered, if any, and 

actions taken 

     

5. Post insertion follow up advice 

5.1.1 After care instructions 

for insertion site 

     

5.1.2 Other treatment if 

any e.g. antibiotics 

     

5.1.3 Special instructions if 

any, e.g. additional 

contraception for 7 days, 

     

5.1.4 Follow up date if 

arranged; “see if any 

problems” acceptable 

     

6.  Prescribing and administering 
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Appendix 1: Record Keeping Checklist Matrix Service Standards for Record Keeping 

 for Combined Hormonal 

Methods 

for Progestogen-only pill 

(POP) 

for Progestogen only 

Implants 

for Progestogen-only 

injectable Contraception 

for Intrauterine 

Contraception (IUD and IUS) 

6.1.1 Record prescription 

with batch number and 

expiry date 

     

6.1.2 Site of injection      

6.1.3 Special instructions if 

any, e.g. additional 

contraception for 7 days 

     

7. Follow-up 

7.1.1 Problems 

encountered, if any, and 

actions taken 

     

7.1.2 Implant palpable in 

sub dermal position 

     

7.1.3 If removal is planned, 

alternative contraception 

discussed and/or other 

issues discussed 

     

8. Subsequent attendance 

8.1.1 Any change in history 

or medication since last 

attendance should be 

recorded 
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Appendix 1: Record Keeping Checklist Matrix Service Standards for Record Keeping 

 for Combined Hormonal 

Methods 

for Progestogen-only pill 

(POP) 

for Progestogen only 

Implants 

for Progestogen-only 

injectable Contraception 

for Intrauterine 

Contraception (IUD and IUS) 

8.1.2 Date of last injection 

or number of weeks since 

last injection 

     

8.1.3 Contraceptive choices 

discussed 

     

9. Details of removal procedure 

9.1.1 Reason for removal      

9.1.2 Coital history (since 

LMP) to identify risk of 

pregnancy 

     

9.1.3 Duration of use      

9.1.4 Alternative method of 

contraception 

advised/provided if any 

     

9.1.5 Name of operator and 

assistant if present 

     

9.1.6 Local anaesthesia and 

any instruments used with 

batch numbers and expiry 

dates 

     

9.1.7 Technique of removal 

used 
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Appendix 1: Record Keeping Checklist Matrix Service Standards for Record Keeping 

 for Combined Hormonal 

Methods 

for Progestogen-only pill 

(POP) 

for Progestogen only 

Implants 

for Progestogen-only 

injectable Contraception 

for Intrauterine 

Contraception (IUD and IUS) 

9.1.8 Problems 

encountered, if any, and 

actions taken 

     

9.1.9 After care instructions      
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Appendix 2: Never Event Template LocSSIP  
 

 

Local Safety Standard for Invasive Procedures (LocSSIP) 
for 

the fitting of contraceptive devices in conscious service users 
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Section 1. Aims of the Local Safety Standards for Invasive Procedures (LocSSIP) and 
key factors for consideration 

 
1.1 Summary  
 

 Never Events are serious, preventable patient safety incidents that should not occur 
if existing national standards for invasive procedures known as National Safety 
Standards for Invasive Procedures (NatSSIPs) are implemented by all procedural 
staff. These are not limited to the operating theatre setting.  

 
 For Sexual and Reproductive Health this will include localised standards for the 

fitting of intrauterine contraceptives and implants in conscious service users. 
 

 The Sexual and Reproductive Health example listed within the Never Events list is 
where there is ‘the implantation of an intrauterine contraceptive device that differs 
from the one in the procedural plan’ or similar event that should never happen. 
 

 Providers of clinical services are now expected to produce ‘localised standards that 
satisfy the new national guidance’, for all invasive procedures, to further improve 
patient safety. 
 

1.2 Purpose  
 

 The purpose of this LocSSIP is to identify areas of vulnerability where an incorrect 
procedure could occur. It provides a standard framework for use by all health care 
professionals (HCP) involved in invasive contraceptive procedures within community, 
hospital and primary care settings.   

 
 The HCP who performs the procedure is responsible for the correct process being 

followed, and for ensuring adherence to the LocSSIP safety steps outlined in this 
document.  
 

 It is suggested that this document is downloaded and included along with other 
policies and procedures as part of a quality management system. 

 
1.3 Scope 
 

 This document relates to the following procedures; the fitting of an intra-uterine 
device or sub-dermal implant in a conscious service users. 
 

 It is important that this document is used in conjunction with all national and local 
policies relevant to patient safety, and not in isolation. See also Section 6 ‘Supporting 
Documentation’. 
 

  

https://improvement.nhs.uk/resources/national-safety-standards-invasive-procedures/
https://improvement.nhs.uk/resources/national-safety-standards-invasive-procedures/
https://improvement.nhs.uk/documents/2266/Never_Events_list_2018_FINAL_v5.pdf
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Section 2. Key recommendations to fulfil LocSSIP (IUCD/SDI): the three-step check 
list 

 
It may be necessary to update local patient record templates to reflect how the following are 
fulfilled. 
 
Check 1. It is recommended that the HCP performing the procedure clearly 
documents in the patient’s records the choice of contraceptive device on the day of 
procedure. 
 

 There is potential for a patient to change their mind about the device they have 
previously selected or which differs from what is previously documented in their 
clinical records.   

 
 It is important therefore for the HCP to confirm which contraceptive device the patient 

would like fitting on the day of procedure and document, contemporaneously, their 
choice, and an outline of any supporting discussion that has been had. 

 
Check 2. It is recommended that the choice of contraceptive device is communicated 
to a second HCP, for example an assistant. 
 

 To minimise the risk of an incorrect device being fitted it is recommended that the 
assistant supporting the HCP is also aware of the patient’s choice of device for it to 
be sourced before the procedure begins.  

 
 It is recommended that the correct device is checked by the assistant and the HCP, 

including confirming the expiry date, before the procedure begins and before the 
procedure trolley is ‘set-up’. 

 
Check 3. It is recommended that the correct device is confirmed just prior to insertion. 
 

 Prior to opening of the device pack, and just prior to fitting, the HCP should make a 
final check with both the patient and the assistant that the correct device is being 
used.  

 

Section 3. Training Requirements 

 
All HCPs performing the fitting of a an intra-uterine or sub-dermal implant contraceptive 
device should hold the FSRH Letters of Competence for that device and be up-to-date with 
recertification requirements and recommendations as stated by the FSRH. 
 

Section 4. Documentation and Audit processes (local ‘Action Log’) 

  
As part of risk management any adverse events relating to the fitting of a contraceptive 
device including near miss events, procedural errors and complications should be recorded. 
NatSSIP recommends that a local Action Log is completed when such incidents occur. 
These events should be used and reflected upon for teaching, audit and service 
improvement and should be disseminated on a regular basis to all those involved in 
contraception consultations. For further support and advice refer to the FSRH Service 
Standards for Risk Management in Sexual and Reproductive Healthcare.  

https://www.fsrh.org/education-and-training/
https://www.fsrh.org/recertification/recertification-information/
https://www.fsrh.org/standards-and-guidance/documents/fsrh-service-standards-for-risk-management-in-sexual-and/
https://www.fsrh.org/standards-and-guidance/documents/fsrh-service-standards-for-risk-management-in-sexual-and/
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Section 5. LocSSIP distribution and training plan.  

 

Responsible member of staff:   

To be disseminated to:   

To be disseminated by (implementation 

date):  

 

How will the document be communicated 

to staff?  

 

 

 

Section 6. Supporting documentation     

  

Dr Diana Mansour on the Introduction of National Safety Standards for Invasive Procedures 

to Patient Safety Incidents. FSRH Blogs Posted 27 April 2018.  

 

Faculty of Sexual and Reproductive Health Care Clinical Guidance. Intrauterine 

Contraception Clinical Effectiveness Unit April 2015. Updated October 2015.  

 

NHS England (2014) Surgical Never Events taskforce.  

 

FSRH Service Standard for Supporting Doctors' Appraisal and Revalidation in SRH - 

January 2018 

 

FSRH Service Standards for Risk Management in Sexual and Reproductive Healthcare - Oct 

2017 

  

Acknowledgements: 
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 It is recommended that this LocSSIP is formally disseminated amongst all members 

of your service so that they are aware of the recommendations and change in 

practice within it. 

https://www.fsrh.org/blogs/dr-diana-mansour-on-the-introduction-of-national-safety/
https://www.fsrh.org/blogs/dr-diana-mansour-on-the-introduction-of-national-safety/
https://www.fsrh.org/standards-and-guidance/documents/ceuguidanceintrauterinecontraception/
https://www.fsrh.org/standards-and-guidance/documents/ceuguidanceintrauterinecontraception/
https://improvement.nhs.uk/resources/surgical-never-events-taskforce/
https://www.fsrh.org/standards-and-guidance/documents/fsrh-service-standards-for-appraisal-and-revalidation-january/
https://www.fsrh.org/standards-and-guidance/documents/fsrh-service-standards-for-appraisal-and-revalidation-january/
https://www.fsrh.org/standards-and-guidance/documents/fsrh-service-standards-for-appraisal-and-revalidation-january/
https://www.fsrh.org/standards-and-guidance/documents/fsrh-service-standards-for-risk-management-in-sexual-and/
https://www.fsrh.org/standards-and-guidance/documents/fsrh-service-standards-for-risk-management-in-sexual-and/
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Appendix 3: Retention of Health Records   
 

Retention of Health Records 

Table extracted from Records Management Code of Practice for Health and Social Care 

2016 Appendix 3. 

Download from: https://digital.nhs.uk/data-and-information/looking-after-information/data-

security-and-information-governance/codes-of-practice-for-handling-information-in-health-

and-care/records-management-code-of-practice-for-health-and-social-care-2016. 

The table below suggests different time periods for the retention of medical records in 

specific clinical settings. It was written at a time when family planning and 

genitourinary medicine were separate specialities. The current recommendation is 

that all records relating to sexual health follow the recommended retention period for 

genitourinary medicine as in the table below. 

 

Health Record  

 

Minimum Retention Period 

Abortion – Certificate A (Form HSA1) and 
Certificate B (Emergency Abortion) 

3 years. 

Audit Trails (Electronic Health Records) NHS organisations are advised to retain all 
audit trails until further notice. 

Cervical screening slides 10 years.  

Children and young people (all types of 
records relating to children and young 
people) 

Retain until the patient’s 25th birthday or 26th 
if young person was 17 at conclusion of 
treatment, or 8 years after death. If the illness 
or death could have potential relevance to 
adult conditions or have genetic implications, 
the advice of clinicians should be sought as 
to whether to retain the records for a longer 
period. 

Clinical audit records  
 

5 years. 

Clinical Protocol (GP, in-house) 25 years. 

Clinical psychology 20 years. 

Counselling records 20 years or 8 years after the patient’s death if 
patient died while in the care of the 
organisation. 
 
Guidance for best practice: the employment 
of counsellors and psychotherapists in the 
NHS, British Association for Counselling and 
Psychotherapy (BACP) 2004. 
 

https://digital.nhs.uk/data-and-information/looking-after-information/data-security-and-information-governance/codes-of-practice-for-handling-information-in-health-and-care/records-management-code-of-practice-for-health-and-social-care-2016
https://digital.nhs.uk/data-and-information/looking-after-information/data-security-and-information-governance/codes-of-practice-for-handling-information-in-health-and-care/records-management-code-of-practice-for-health-and-social-care-2016
https://digital.nhs.uk/data-and-information/looking-after-information/data-security-and-information-governance/codes-of-practice-for-handling-information-in-health-and-care/records-management-code-of-practice-for-health-and-social-care-2016


 

Service Standards for Record Keeping  
in Sexual and Reproductive Healthcare 
Services   34 2019 

 
Copyright ©Faculty of Sexual and Reproductive Healthcare 2019 

 

NB “Those (counsellors) working within the 
NHS may be obliged to make counselling 
entries onto the patient’s medical records or 
in a case-file…” These records are subject to 
the retention periods in this schedule. 

DNA (health records for patients who did 
not attend for appointments as 
outpatients) 

Where there is a letter or correspondence 
informing the healthcare 
professional/organisation that has referred 
the client/patient/service user that the patient 
did not attend and that no further 
appointment has been given, so this 
information is also held elsewhere. 
 
Retain for 2 years after the decision is made. 
Where there is no letter or correspondence 
informing the healthcare 
professional/organisation that has referred 
the client/patient/service user that the patient 
did not attend and that no further 
appointment has been given.  
 
Retain for the period of time appropriate to 
the patient/specialty, e.g. children’s records 
should be retained as per the retention period 
for the records of children and young people; 
mentally disordered persons (within the 
meaning of the Mental Health Act 1983) 20 
years after the last entry in the record or 8 
years after the patient’s death if patient died 
while in the care of the organisation. 

Contraception and Sexual Health records 
(including where a scan is undertaken 
prior to termination of pregnancy but the 
patient goes elsewhere for the procedure) 

8 years (in adults) or until 25th birthday in a 
child (age 26 if entry made when young 
person was 17), or 8 years after death.  
 
See also Guidance on the Retention and 
Disposal of Hospital Notes, British 
Association for Sexual Health and HIV 
(BASHH): 
 
https://www.bashh.org/about-

bashh/publications/ 
 

Genito Urinary Medicine (GUM) Includes 
sexual health records 

For records of adults: retain for 10 years after 
last entry. For clients under 18: retain until 
25th birthday or for 10 years after last entry, 
whichever is the longer i.e. records for clients 
aged 16-17 should be retained for 10 years 
and records for clients under 16 should be 
retained until age 25 (i.e. still retained for at 
least 10 years). 
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Records of deceased persons should be 
retained for 8 years after death. See also 
Guidance on the Retention and Disposal of 
Hospital Notes, British Association for Sexual 
Health and HIV (BASHH): 
 
https://www.bashh.org/about-
bashh/publications/  

Immunisation and vaccination records For children and young people – retain until 
the patient’s 25th birthday or 26th if the 
young person was 17 at conclusion of 
treatment. All others retain for 10 years after 
conclusion of treatment. 

Learning difficulties and Learning 
disabilities  

 

Retain for the period of time appropriate to 
the patient/specialty, e.g. children’s records 
should be retained as per the retention period 
for the records of children and young people; 
mentally disordered persons (within the 
meaning of the Mental Health Act 1983) 20 
years after the last entry in the record or 8 
years after the patient’s death if patient died 
whilst in the care of the organisation. 

Operating Theatre Lists (paper)  4 years (for those lists that only exist in paper 
format and are the sole record); 48 hours (for 
prints taken from computer records). 

Operating theatre registers 8 years after the year to which they relate. 

Outpatient lists (where they exist in paper 
format) 

2 years after the year to which they relate. 

Referral letters (for patients who are 
treated by the organisation to which they 
were referred) 

Referral letters should be filed in the 
patient/client service user’s health record, 
which contains the record of treatment and/or 
care received for the condition for which the 
referral was made. This will ensure that the 
patient record is a complete record. These 
records should then be retained for the period 
of time appropriate to the patient/specialty, 
e.g. children’s records should be retained as 
per the retention period for the records of 
children and young people; mentally 
disordered persons (within the meaning of 
the Mental Health Act 1983) 20 years after 
the last entry in the record or 8 years after the 
patient’s death if patient died while in the care 
of the organisation. 

Referral letters for clients referred to 
health or care services but not accepted. 

Where there is a letter or correspondence 
detailing the reasons for non-acceptance that 
goes to the organisation that has referred the 
client, so the information is also held 

https://www.bashh.org/about-bashh/publications/
https://www.bashh.org/about-bashh/publications/
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elsewhere. Retain for 2 years after the 
decision is made. Where there is no letter or 
correspondence detailing the reasons for 
non-acceptance that goes to the organisation 
that has referred the client. Retain for the 
period of time appropriate to the 
patient/specialty, e.g. children’s records 
should be retained as per the retention period 
for the records of children and young people; 
mentally disordered persons (within the 
meaning of the Mental Health Act 1983) 20 
years after the last entry in the record or 8 
years after the patient’s death if patient died 
while in the care of the organisation. 

Referral letters where the results are sent 
back to GPs 

2 years.  
 

Referral letters – where the appointment 
was cancelled by the patient before the 
referral letter was included in the patient 
record (i.e. before the clinic preparation 
process) 

Where a letter is sent to the referring 
clinician detailing the reason(s) why the 
patient/client cancelled the appointment 
retain for 2 years after the date the 
appointment was cancelled. Where there is 
no letter or correspondence detailing the 
reasons for the patient not attending for their 
appointment that goes to the clinician that 
referred the patient/client. Retain for the 
period of time appropriate to the 
patient/specialty, e.g. children’s records 
should be retained as per the retention 
period for the records of children and young 
people; mentally disordered persons (within 
the meaning of the Mental Health Act 1983) 
20 years after the last entry in the record or 
8 years after the patient’s death if patient 
died while in the care of the organisation. 

Scanned records relating to patient care Retain for the period of time appropriate to 
the patient/specialty, e.g. children’s records 
should be retained as per the retention 
period for the records of children and young 
people; mentally disordered persons (within 
the meaning of the Mental Health Act 1983) 
20 years after the last entry in the record or 
8 years after the patient’s death if patient 
died while in the care of the organisation. NB 
Providing the scanning process and 
procedures are compliant with BSI’s BIP:0008 
– Code of Practice for Legal Admissibility and 
Evidential Weight of Information Stored – 
Electronically - once the case notes have 
been scanned the paper records can be 
destroyed under confidential conditions. 
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Standard Operating Procedures (current 
and old) 

30 years. 

Ultrasound records (e.g. vascular, 
obstetric) 

Retain for the period of time appropriate to 
the patient/specialty, e.g. children’s records 
should be retained as per the retention 
period for the records of children and young 
people; mentally disordered persons (within 
the meaning of the Mental Health Act 1983) 
20 years after the last entry in the record or 
8 years after the patient’s death if patient 
died while in the care of the organisation. 
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