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Clinical Documentation Policy

1. Purpose

The purpose of this policy is to outline the requirements for clinical documentation in 
healthcare records across WA Country Health Service (WACHS) sites and services. 

Clinical documentation is an essential component of safe, effective integrated, multi-
disciplinary, continuity of care. Given the complexity of health care and the fluidity of 
clinical teams, healthcare records are one of the most important information sources 
available to clinicians. Undocumented or poorly documented information relies on memory 
and is less likely to be communicated and retained. This can lead to a loss of information, 
which can result in misdiagnosis and harm.1,2

2. Policy

2.1 Scope

This policy applies to all WACHS staff, undergraduate or postgraduate health related 
students and authorised contracted health providers who document in the healthcare 
record. 

Healthcare records are inclusive of paper and electronic records, this includes the My 
Health Record where applicable.

This policy does not cover documentation in the context of:
 Health records management  
 Patient administration systems and clinical systems
 Clinical incident management
 Patient confidentiality
 Information management 
 Information and communications technology
 Information received via third party communications.

2.2 Principles

The principles for documentation in the healthcare record include: 
 Information is integrated for the multidisciplinary team (MDT) i.e., there are not 

separate sections for each professional group. 
 Documentation represents accurate statements of:

o interactions between the patient and their significant others, and the health service 
relating to assessment (including physical examination), diagnosis, care planning, 
management / care / treatment / services provided and response / outcomes

o professional advice sought and provided
o observations taken
o results and follow up of investigations or tests. 

 Information is sufficiently clear, structured, and detailed to enable other members of 
the MDT to assume care of the patient or to provide ongoing service at any time. 
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 Information is written in an objective tone and shows respect for patients, is non-
judgemental and does not include remarks that may be interpreted as prejudiced, 
demeaning, derogatory, discriminatory, racist, or culturally unsafe.

 Documentation distinguishes between what was observed or performed, what was 
reported by others as happening, and/or professional opinion. 

 Documentation is completed at the time of an event or as soon as possible afterwards. 
The time of writing must be distinguished from the time of an incident, event or 
observation being reported. 

 Documentation is in the correct patient record, on a form with the correct patient label, 
and/or a clinical image containing the necessary identifiers – refer to the WACHS 
Health Record Management Policy, Patient Identification Policy and Clinical Image 
Photography and Videography Policy for further guidance.

 For documents where no clinician signing is required, ensure appropriate supervision 
and consideration of delegation responsibilities and requirements. For nurses and 
midwives refer to decision making framework and supervision resources from the 
Nursing and Midwifery Board of Australia.

 Chatbots, such as MS Co-Pilot and ChatGPT, must not be used to generate notes for 
the healthcare record. 

2.3 Minimum documentation standards

Documentation in the healthcare record must comply with the following:
 Be on approved healthcare record forms and/or clinical applications.
 Be clear and accurate. 
 Be legible and in English. 
 Information is sequential – lines left between entries in paper-based records, must be 

ruled across to indicate they are not left for later entries and to reflect the sequential 
and contemporaneous nature of all entries. 

 Be written in black water-fast ink (for paper-based records). The exception is for 
Pharmacists who are approved to use purple ink to differentiate their notations. Post-it 
notes, highlighters and stamps (other than self-inking stamps) must not be used. 

 Have time of entry (using a 24-hour clock – hh:mm). 
 Have date of entry (using dd/mm/yy or dd/mm/yyyy). 
 Minimise the use of abbreviations and symbols. 
 Each page of the healthcare record, or on each screen of an electronic record (with 

the exception of pop-up screens where the identifying details remain visible behind) 
must contain the three core identifiers:
o Unit Medical Record Number (UMRN)
o Patient family name and given name(s)
o Date of birth (or gestational age / age if date of birth is estimated).

 A patient identification label is preferred for paper-based records but must not cover 
any handwritten patient identification already on a form. 

 For progress notes and records indicating ‘sign off’ is needed, be signed by the author 
and to include their printed name and designation. In electronic systems this will 
require the use of an appropriate identification system e.g., electronic signature. 

 Be relevant to that patient. 
 Only include personal information about other people when relevant and necessary for 

the care and treatment of the patient. 
 Consultation with another health practitioner is documented. Where clinical decision 

making and patient care is discussed, the advice is to be documented, including the 
consulted practitioner’s name, designation, and site.
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 Include documentation of patient management where this varies from endorsed 
WACHS policy documents. This must include details of the clinical opinion and 
reasons for the variation.

 Include a copy of certificates, such as medical and workers compensation certificates, 
that have been provided to a patient.

 Include a notation in the healthcare record where clinicians use dictated letters to 
outline treatment plans. To maintain continuity of care the notation should indicate the 
timeframe of availability [of the letter] and reference to the correspondence section of 
the healthcare record for access [to the letter].

 Mental Health Services must use the standardised suite of clinical documentation in 
accordance with the MP 0155/21 State-wide Standardised Clinical Documentation 
(SSCD) for Mental Health Services.

2.4 Co-signing of entries

Documentation in the healthcare record where co-signing / counter signing is required, 
entries must be signed by both parties (supervisor and supervisee). This includes 
signature, printing name and designation; or initialling (as indicated).

Local orientation should cover the practicalities of ensuring this process in paper-based 
records, electronic records and other clinical applications. 

Electronic records
Entries are made by those authorised (i.e. have a login). Where entries are made by those 
being supervised and require co-signing, the supervisee can make the entry under 
supervision of the WACHS staff member. Co-sign statements by both parties must be 
made at the end of the entry. 

2.5 Addendums to entries

Where an entry omits details, any additional details must be documented next to the 
heading ‘Addendum’, including the date and time of the omitted event and the date and 
time of the addendum. For paper-based records, addendums must be appropriately 
integrated within the record and not documented on additional papers and/or attached to 
existing forms. 

2.6 Entries written in error

Entries that are written in error must be appropriately corrected: 
 No alteration and correction of records is to render information in the records illegible.
 An original incorrect entry must remain readable i.e., do not overwrite incorrect entries, 

do not use correction fluid. 
 An accepted method of correction for paper-based records is to draw a line through 

the incorrect entry or ‘strikethrough’ text in electronic records; document “written in 
error”, followed by the author’s printed name, signature, designation and date / time of 
correction. 

 For electronic records the history of audited changes must be retained.

2.7 Cloning or copying entries
 
In electronic records:

https://healthpoint.hdwa.health.wa.gov.au/policies/Pages/WACHS-Policies-Landing.aspx
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Clinical Documentation Policy

Always source current documents from WACHS HealthPoint Policies.
Copies sourced otherwise are considered uncontrolled. Page 4 of 7

 Cloning of documentation is prohibited. If documentation is pulled forward or copied, it 
must be reviewed and updated or edited for accuracy prior to author authentication.

 It is appropriate to copy and include information needed to support clinical decision 
making and the care rendered during a specific episode of care.

 Information copied from a previous note by the same author should include only that 
information that is unchanged.

2.8 Frequency of entries

Entries in acute care settings must be made when changes in clinical status or care 
planning occur or at least once each shift. 

For residential care or long stay settings entries must be made at least once per day. 
Additional entries are to be made to reflect changes in the patient/resident status, 
condition and / or treatment or care plan as these occur.

For non-admitted patients (outpatients, community services) entries must be made for 
each patient attendance / episodes of care / clinical contact (including video conference 
and teleconference sessions), for failures to attend and entries that do not involve patient 
attendance (e.g. consulting with another health professional, or meeting with a teacher / 
daycare etc.) and include phone communication with family, carers and/or other 
professionals relevant to patient care as soon as possible after the event. 

2.9 Labels

Non-permanent adhesive labels must be avoided. Where considered essential the label 
must be relevant to the patient and placed so that they do not occlude any other entry to 
the healthcare record. 

3. Roles and Responsibilities

To support safe, comprehensive, multidisciplinary, integrated and continuous healthcare, 
all clinicians are to follow the principles of documentation and the requirements for entries 
in the patient healthcare record outlined in this policy. Those documenting in the 
healthcare record are to work within their scope of practice, level of training / education 
and job role.

All staff are required to comply with the directions in WACHS policies and procedures as 
per their roles and responsibilities. Guidelines are the recommended course of action for 
WACHS, and staff are expected to use this information to guide practice. If staff are 
unsure which policies procedures and guidelines apply to their role or scope of practice, 
and/or are unsure of the application of directions they should consult their manager in the 
first instance. 

4. Monitoring and Evaluation

Monitoring of compliance with this policy directive will be via audit of healthcare record 
documentation as specified in the WACHS Audit and Reporting Framework. 

Audit findings and any recommendations will at a minimum be reported to regional Clinical 
Governance Committees for review and identification of any opportunities for improvement 
and escalated to the WACHS Safety and Quality Executive Committee as relevant.

https://healthpoint.hdwa.health.wa.gov.au/policies/Pages/WACHS-Policies-Landing.aspx
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This policy will be reviewed and evaluated as required to ensure relevance and currency 
by the Director Safety and Quality. At a minimum it will be reviewed within one (1) year 
after first issue and evaluated at a minimum every three (3) years thereafter.
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6. Document Summary

Coverage WACHS wide

Audience
All WACHS staff, undergraduate or postgraduate health 
related students and authorised contracted health 
providers who document in the healthcare record.

Records Management Health Record Management Policy

Related Legislation Nil

Related Mandatory Policies 
/ Frameworks

 Assistant in Nursing Duties (Nursing Setting)
 Assistant in Nursing Duties (Maternity Setting)
 MP 0122/19 Clinical Incident Management Policy 

2019 
 MP 0155/21 State-wide Standardised Clinical 

Documentation for Mental Health Services
 Clinical Governance, Safety and Quality Policy 

Framework
 Information Management Framework 
 Information and Communications Technology 

Framework
 Mental Health Framework

Related WACHS Policy 
Documents

 Clinical Image Photography and Videography Policy
 Health Record Form Management Policy
 Health Record Management Policy
 Medication Prescribing and Administration Policy
 Patient Administration Systems and Clinical Systems 

Business Rules Policy
 Patient Identification Policy

Other Related Documents

 ACSQHC Recommendations for terminology, 
abbreviations and symbols used in medicines 
documentation

 Australian Health Practitioner Regulation Agency 
Managing Health Records

Related Forms Nil

Related Training Packages Nil

Aboriginal Health Impact 
Statement Declaration (ISD) ISD Record ID: 3525

National Safety and Quality 
Health Service (NSQHS) 
Standards

1.15, 1.16, 1.17, 1.18, 6.1, 6.4, 6.5, 6.11

Aged Care Quality 
Standards Standard 2(3)(d)

Chief Psychiatrist’s 
Standards for Clinical Care Standard: Assessment (2.3)

Australian Standards AS2828.1 and AS2828.2

https://healthpoint.hdwa.health.wa.gov.au/policies/Pages/WACHS-Policies-Landing.aspx
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-12010
https://www.health.wa.gov.au/~/media/Corp/Policy-Frameworks/Clinical-Governance-Safety-and-Quality/Assistant-in-Nursing-Policy/Supporting/Assistant-in-Nursing-Duties-Nursing-setting.pdf
https://www.health.wa.gov.au/~/media/Corp/Policy-Frameworks/Clinical-Governance-Safety-and-Quality/Assistant-in-Nursing-Policy/Supporting/Assistant-in-Nursing-Duties-Maternity-setting.pdf
https://ww2.health.wa.gov.au/About-us/Policy-frameworks/Clinical-Governance-Safety-and-Quality/Mandatory-requirements/Clinical-Incident-Management-Policy
https://ww2.health.wa.gov.au/About-us/Policy-frameworks/Clinical-Governance-Safety-and-Quality/Mandatory-requirements/Clinical-Incident-Management-Policy
https://www.health.wa.gov.au/About-us/Policy-frameworks/Mental-Health/Mandatory-requirements/State-wide-Standardised-Clinical-Documentation-for-Mental-Health-Services
https://www.health.wa.gov.au/About-us/Policy-frameworks/Mental-Health/Mandatory-requirements/State-wide-Standardised-Clinical-Documentation-for-Mental-Health-Services
https://ww2.health.wa.gov.au/About-us/Policy-frameworks/Clinical-Governance-Safety-and-Quality
https://ww2.health.wa.gov.au/About-us/Policy-frameworks/Clinical-Governance-Safety-and-Quality
https://www.health.wa.gov.au/About-us/Policy-frameworks/Information-Management
https://www.health.wa.gov.au/About-us/Policy-frameworks/Information-and-Communications-Technology
https://www.health.wa.gov.au/About-us/Policy-frameworks/Information-and-Communications-Technology
https://www.health.wa.gov.au/About-us/Policy-frameworks/Mental-Health
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-17825
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-12011
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-12010
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-89-1573
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-19108
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-19108
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-89-1651
https://www.safetyandquality.gov.au/our-work/medication-safety/safer-naming-labelling-and-packaging-medicines/recommendations-terminology-abbreviations-and-symbols-used-medicines-documentation
https://www.safetyandquality.gov.au/our-work/medication-safety/safer-naming-labelling-and-packaging-medicines/recommendations-terminology-abbreviations-and-symbols-used-medicines-documentation
https://www.safetyandquality.gov.au/our-work/medication-safety/safer-naming-labelling-and-packaging-medicines/recommendations-terminology-abbreviations-and-symbols-used-medicines-documentation
https://www.ahpra.gov.au/Resources/Managing-health-records.aspx
https://www.safetyandquality.gov.au/sites/default/files/2021-05/national_safety_and_quality_health_service_nsqhs_standards_second_edition_-_updated_may_2021.pdf
https://www.safetyandquality.gov.au/sites/default/files/2021-05/national_safety_and_quality_health_service_nsqhs_standards_second_edition_-_updated_may_2021.pdf
https://www.safetyandquality.gov.au/sites/default/files/2021-05/national_safety_and_quality_health_service_nsqhs_standards_second_edition_-_updated_may_2021.pdf
https://www.agedcarequality.gov.au/providers/standards
https://www.agedcarequality.gov.au/providers/standards
https://www.chiefpsychiatrist.wa.gov.au/standards-guidelines/chief-psychiatrists-standards-for-clinical-care/
https://www.chiefpsychiatrist.wa.gov.au/standards-guidelines/chief-psychiatrists-standards-for-clinical-care/
https://www.health.gov.au/resources/publications/national-standards-for-mental-health-services-2010-and-implementation-guidelines


Clinical Documentation Policy

Always source current documents from WACHS HealthPoint Policies.
Copies sourced otherwise are considered uncontrolled. Page 7 of 7

7. Document Control

Version Published 
date

Current 
from Summary of changes 

5.00 18 November 
2024

18 November 
2024

 reformatted as a policy with an update to 
the title

 removal of duplicate information and 
information covered in other policies; 
inclusion of principles for all 
documentation to reduce duplication 
across disciplines

 monitoring information updated to include 
the new WACHS Audit and Reporting 
Framework; references updated.

5.01 16 May 2025 18 November 
2024

 minor amendment to add reference to 
Statewide Standardised Mental Health 
Clinical Documentation.

5.02 7 October 
2025

18 November 
2024

 minor amendment to add AHPRA 
managing health records resource to 
related documents.
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