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Maternity services record keeping 
 

Key Points 
 

 Filing is the responsibility of all professionals giving care to the woman and should be 
done as soon as possible after generation of paperwork. 

 Records must be factual, consistent and accurate 
 When writing for the first time in the records all staff should write their name, signature 

and designation on the record signing sheet. Use a stamp if you have one. Medical staff 
must also add their bleep number. 

 Name, hospital number and NHS number must be documented on each page or 
document 

 Only approved abbreviations may be used 
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only. The interpretation and application of clinical guidelines will remain the responsibility of the 
individual clinician. If in doubt contact a senior colleague or expert. Caution is advised when 
using guidelines after the review date. This guideline is for use in Frimley Health Trust hospitals 
only. Any use outside this location will not be supported by the Trust and will be at the risk of the 
individual using it. 
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1. Introduction 
This document describes the process for clinical record keeping in the maternity services. This 
document should be read in conjunction with the Trust’s Clinical Record Keeping Guideline October 
2015 but highlights where the maternity unit process differs from the Trust process. 
 
The Nursing and Midwifery Council regards the making and keeping of records as an essential and 
integral part of all care given and health professionals should assume that any entries made in a 
woman’s record will be scrutinised at some point. 
 
All staff must follow the Trust guidelines for record keeping. 
 
 

2. Purpose 
The purpose of this document is to ensure a consistent approach to record keeping within the 
maternity service. 
 
 

3. Basic record keeping standards 
 

3.1 All entries in the hand held notes or the main hospital record must be: 
 

 Records must be factual, consistent and accurate 
 Records must be written in such a manner that any alterations or additions are dated, timed 

and signed in such a way that the original entry can be still be read clearly and legibly 
 Records must be written clearly and in such a manner that the text cannot be erased and 

documentation should occur at the same time as the event you are recording or as soon as 
possible afterward. 

 Draw a single line through incorrect entries so that the original entry can still be read. Initial the 
error (with your initials). Date the alteration 

 NEVER erase or use whiteout liquid 
 NEVER leave ‘gaps’ or spaces on the page for entries to be made at a later date or write in 

margins. Records must be written contemporaneously unless a clinical emergency prevents 
this, in which case the record must be completed at the earliest opportunity whilst events are 
still clear. Any rough notes made contemporaneously should be filed in the health record and 
must not be destroyed. 

 If a late or retrospective entry is made, record it as such by noting ‘retrospective entry’ and 
adding the date and time the entry was made and then record the current time & date when 
returning to real time. 

 Records should be readable when photocopied or scanned. 
 The language used should be of a professional standard, in terms that the woman can 

understand. Record factually, giving descriptive, objective information. Do not use jargon, 
meaningless phrases, irrelevant speculation or offensive subjective statements. 

 All women should be encouraged to participate in their maternity care. In order to facilitate this, 
they will be encouraged to carry their own health record and feel free to document their 
wishes/choices for management during pregnancy and childbirth in the appropriate sections. 

 At booking the midwife should emphasise the importance of bringing the health record to all 
appointments and to carry their health record with them when away from home, i.e., holidays, 
visiting family, etc. in case ongoing care needs to be given by a different maternity unit. 

 
3.2 In order to be effective, accurate and safe, all entries in records must be: 

 Written in black ink  
 Legible  
 Dated 
 In-patient entries timed using a 24 hour clock format.  
 Name, hospital number and NHS number must be documented on each page or document 
 When writing for the first time in the records all staff should write their name, signature and 

designation on the record signing sheet. Use a stamp if you have one. Medical staff must also 
add their bleep number. 
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 Only approved abbreviations may be used (see “Accepted abbreviations to be used in the 
maternity department” guideline). 

 If care is given by a pre-registration student of midwifery or a maternity care assistant (MCA), 
all entries that they make in the records should be countersigned by the responsible midwife 
where possible. 

 Community have lone workers and therefore the expectation is that the MCA will have work 
delegated by the accountable midwife. The MCA documents care given in the health record 
and reports back to the midwife. 

 
3.3 Other considerations 

 Women with safeguarding and/or mental health issues: additional notes may exist in the shared 
drive. Please check the relevant drives. 

 Record relevant conversations with the woman or her family, writing the entries whenever 
possible with the involvement, consent and approval of the woman. 

 Document communication between professionals. 
 If guidelines are not being followed, the rationale of not following the guideline should be clearly 

documented. 
 Where a woman refuses treatment, a careful note should be made of anything that may have 

been said to the woman about the possible consequences of ignoring advice given. If possible, 
the woman should countersign that note to prevent later disputes. 

 
 

4 Basic clinical note keeping standards 
4.1 Antenatal assessment 
 

At the booking visit, the following should be documented: 
 A full obstetric, medical, mental health and social history 
 Details of clinical examination 
 Presence or absence of allergies, including details of reaction 
 Lead professional to be identified 
 Referrals to other specialties (e.g. smoking cessation, diabetes team) 
 Core services, safeguarding and referrals. 
 On-going plan of care where risk factors are identified 

 
At subsequent antenatal visits: 
 Review of known risk factors 
 Any safeguarding, mental health risk factors or core service issues 
 Details of clinical examination 
 Identification of new risk factors and actions taken 
 Details of referrals made, including reason and to whom the referral is made 
 On-going plan of care and follow up arrangements 
 Change of lead professional 
 Symphysis fundal height/estimated fetal weight plotted on GAP chart 
 Review of personalised care plan 

 
4.2 Labour ward management plan 
 

On admission in labour the following should be documented on the “admission in established 
labour” page: 
 Review of known risk factors 
 Any safeguarding or mental health risk factors 
 History of onset of labour and new risk factors 
 Details of clinical examination on admission 
 Referrals to obstetrician or other specialties 
 Change of lead professional 
 A partogram should be started once the woman is in established labour 
 Complete modified Waterlow Score and manual handling risk assessment 
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4.3 Cardiotocograph (CTG) recording  
Please refer to the CTG and record keeping section of the ‘fetal monitoring including fetal blood 
sampling’ guideline. 
 

4.4 Handover between shifts 
The handover of care from one midwife to another should be documented in the notes using the 
SBAR approach. 
 

4.5 Operation details 
At FPH, operative vaginal delivery, caesarean section, repair of third degree tear and manual 
removal of placenta should be entered on EuroKing by the obstetrician and the report printed, 
signed and filed in the hospital notes. 
At WPH, procedures in theatre should be entered in the electronic system (IQutopia), printed and 
filed in the maternity notes. For procedures in the room at WPH, the relevant proforma should be 
completed and entered in the notes. 

 
4.6 Anaesthetic details 

Anaesthetic details are recorded on an obstetric anaesthesia chart and on the PICIS electronic 
operating theatre patient record (FPH) and CMIS (WPH). Epidural records are recorded on the 
obstetric epidural chart. 

 
4.7 Discharge arrangements 

Postnatal care is recorded in the woman’s hand held notes until discharge from the care of the 
community midwife to the health visitor. 
A computerised discharge summary is completed for the community midwife. This must include 
details of the birth, known risk factors and any information needed to ensure the woman and baby 
receive appropriate on-going care. On discharge a clear plan should be documented of any follow 
up required. A letter should be sent to the General Practitioner (GP) outlining the treatment given 
and any medication required. 
 
 

5 Storage arrangements 
 
5.1 CTGs 

All CTGs must be stored in the CTG envelope supplied for this purpose. This envelope must be 
labelled with the mother’s details and the CTGs numbered in the order of recording with each 
number corresponding to details of the trace recorded on the envelope. This envelope must be 
secured in the hospital notes and closed with a treasury tag to ensure safe keeping of all traces. For 
further details please refer to the CTG and record keeping section of the ‘Fetal monitoring including 
fetal blood sampling’ guideline. 
 

5.2 Antenatal, labour and postnatal documents 
At FPH antenatal documents (including GAP customised growth chart) and labour notes (including 
partogram) must be filed in the hospital notes after delivery, before the woman leaves labour ward, 
the postnatal notes stay in the blue hand held notes.  
At WPH, the antenatal and Intrapartum documentation should remain in the blue maternity 
handheld notes and the green postnatal section should be placed in the discharge pack on 
admission to the postnatal ward from labour ward.  
 

5.3 Anaesthetic records 
FPH: The obstetric anaesthesia chart and PICIS printout must be filed in the hospital notes after 
use. Epidural forms should also be filed in the hospital notes.  
WPH: The obstetric anaesthesia chart must be completed and filed in the maternity notes. The 
information is also entered on CMIS and the epidural book on the labour ward by the anaesthetist. 

 
5.4 Fetal blood sampling/cord pH results/reports 

Results will be hand written in the record of labour and electronically on the Euroking (FPH) and 
CMIS (WPH) system. The print-out slip must be stapled to the record of labour on a blank page, not 
covering any documentation. 
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5.5 Antenatal screening and ultrasound results 

Ultrasound results are filed in both the hospital notes and the hand held notes by the sonographer 
at the time of the scan. 
Antenatal screening results are documented in the antenatal section of the maternity notes. 

 
5.6 Maternity records storage and access 

For further information on details regarding storage and retrieval of maternity records please see 
the Trust’s ‘Clinical records management policy’. 
 
 

6. Arrangements for documenting the name of the lead professional (to include the 
process for recording any changes to the lead professional) 

 
The lead professional is recorded at booking following an assessment of risk factors and discussion 
of the woman’s wishes. This must be documented on the booking letter. 
 
Any changes of lead professional should be documented in the hand held notes as they occur. 
 

 
7. Process for ensuring a contemporaneous complete record of care 
 

All women are encouraged to carry their own maternity notes and present them at each 
appointment during pregnancy.  
 
The hand held notes contain all the woman’s maternity records with the exception of confidential 
information that cannot be recorded in the hand held notes, thereby providing for a complete 
contemporaneous record of care throughout pregnancy, labour and the postnatal period. 
 
Antenatal and intrapartum records must be filed in chronological order. Electronic records should be 
printed, signed and dated and then filed in chronological order. A summary of labour and the 
postnatal discharge records will be placed in the hand held record on transfer of care to the 
community midwife.  
 
At FPH, postnatal records must be returned to the maternity unit by the community midwife on 
completion of the postnatal visits and filed in the hospital notes prior to being sent for scanning. 
At WPH, the postnatal records must be filed in the maternity notes on completion of the postnatal 
visits. 

 
7.1 If the woman attends for an appointment without her maternity records 
 

At FPH, if the woman attends for an appointment without her maternity records, care should be 
recorded on a continuation sheet clearly labelled with her name and hospital number and this sheet 
should be given to the mother to file in her health record. A photocopy of the entry should be kept 
and filed in the hospital notes. 
At WPH, the photocopy is filed in the temporary folder and scanned on EDMS. 

 
7.2 If the woman presents at labour ward without her health record 
 

If the woman presents at labour ward without her health record, the partner will be asked to go and 
collect them, or for the woman to make arrangements for someone else to bring them in. There is 
the potential for care needs to be missed without the full history.  
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8 Work diaries completed by midwives and maternity support workers working in the 
community  

 
This part of the guidance specifically applies to the transportation, storage and filing of community 
diaries held by midwives and maternity support workers. 
This guidance is to ensure compliance with GDPR Data Protection Act 2018 (DPA 2018) of patient 
identifiable data, notably in written records, and the process for issuing diaries, storage of diaries by 
community maternity staff when outside the hospital setting, the retention, and destruction of 
diaries. It also applies to the system for ensuring safe retrieval when staff leave the trust, and clear 
governance over processes that ensure the robustness of the above. 
 
It is the responsibility of all members of staff to protect the identity of patients and to abide by the 
terms of their contract in regards to DPA 2018 along with GDPR and confidentiality issues. In 
particular they must comply with the following:  
 
 The eight data protection principles and the six Caldicott principles (FHFT 2018) 
 Confidentiality NHS code of practice  
 The Data Protection and Confidentiality Policy (FHFT 2018) 
 Breaches of confidentiality or data security must be reported immediately 

 
The Trust supplies work diaries to midwives and community support workers (Maternity community 
staff) working in the community, for the purpose of keeping basic details of work undertaken on a 
daily basis during the calendar year. The contents of these diaries are classed as official records, 
which may be required for legal and managerial investigations as well as monitoring. 
 
As work diaries contain patient identifiable information, protecting the confidentiality and security of 
this information is the responsibility of the midwife to whom the diary belongs. The name, workplace 
and telephone number of the diary holder should be entered in the front of the diary.  Loss of the 
diary must be reported immediately to the appropriate manager.  The diary must be retained for at 
least seven years if there is no personal data content or 25 years if they include personal 
data/clinical content. Staff leaving the Trust is required to return the diaries. 
 

8.1 Data to be held in the diary  
 
The following data is to be held in the diary: 

 Name of person visited.  
 Address of person visited.  
 Telephone number of person visited should be apparent on at least one occasion.  
 Other places visited.  
 The sequence/order of visits made.  
 Whether access obtained or no access visit 
 On-calls, call-outs, and unsociable hours worked (also recorded on e-roster) 
 No clinical details should be recorded in the diaries 

 
Within the trust’s Data Protection and Confidentiality Policy all staff must ensure that patient and 
other personal records are kept securely and that the risk of their being viewed by unauthorised 
persons is minimised. This applies to all patient information including that which is held on paper, 
electronically and photographically. This also refers to the importance of the safe storage of patient 
information especially in transit. 
 
Any documents, including work diaries, containing patient identifiable data must be kept with the 
midwife at all times; to ensure this, the midwife or support workers must return to the trust all 
documentation containing said information within a reasonable amount of time to ensure the safe 
storage of patient data. 
 
All staff have a duty of confidentiality written in to their contract and conditions of employment.  
Midwives are also bound to the “Standards for competence for registered midwives” and “The 
Code” (2015) through the NMC. 
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8.2 Process for management of community diaries:  

 A diary database is held with the administrator for community services based at WPH and on 
the community drive at FPH. 

 Details of all midwives and support workers using diaries are recorded on the database 
 In January (WPH), April (FPH) of each calendar year, all community maternity staff must return 

their diary to the administrator for community services, the return of the diary will be recorded 
against the name of the midwife / support worker and the date, 25 years from its repatriation (or 
25 years from the date of the last data entry), must be detailed in the database, and on the 
front of the diary.  

 The issue of a new diary for the current year will be detailed on the database 
 New starters that join any point during the year will be added to the database and issued with a 

new diary and completed in accordance with instructions above 
 The dates of all diaries must be kept chronologically and at the point of its lifetime at 25 years 

must be destroyed in keeping with the trust policy on destruction of records – It is appropriate 
that this is within a confidential waste method. 

 The database must be maintained every month to ensure that all diaries are kept within the 
boundaries of storage of patient identifiable data.  

 
8.3. Management of information governance breach 

 In the event that the diary is lost or stolen the midwife must immediately issue a RL form 
allocated to the information governance team reporting the risk 

 All breaches must be reported to the line manager and information sought from the information 
security staff. 

 
 
9 Frequency of audit of health records, auditable standards and monitoring 

arrangements 
 
9.1 An annual audit of record keeping within the maternity service will be co-ordinated by the lead 

midwife for audit and quality and will include: 
 
 Basic record keeping standards 

Date and time 
Printed name and signature 
Legibility 
Use of abbreviations 
 

 Basic clinical note keeping standards  
Operation details 
Anaesthetic details 
Discharge arrangements 

 
 Storage arrangements for:  

Fetal blood sampling results/reports 
Cord pH results/reports 
Securing results/reports relating to previous pregnancies 
Antenatal screening and ultrasound results 
 

Record keeping audit results are presented at the departmental clinical audit meeting. Action plans 
will be reviewed at the obstetrics and gynaecology clinical governance meeting. The results of 
audits/action points are disseminated to all staff. 
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10 Communication 
Process for giving information to women who have communication or language support needs: 
 
Language services 
Frimley Health recognises the need to provide interpretative services for women attending for care 
during pregnancy, labour and birth. Women need access to expert and independent translators.  
The use of family members and children should be avoided. 
 
The Trust offers telephone and face to face interpreting services on each site that offer over 100 
languages 24 hours a day, 7 days a week. GP surgeries may also have this service available.  If 
not, an ID code is available from Antenatal Clinic or Labour Ward, however care must be taken that 
it is used only for maternity cases. Please follow the process as directed on the Trust Intranet, on 
the flowcharts in all clinical areas and in the shared maternity drive (Wexham site: maternity 
safeguarding/interpretation services, Frimley site: interpretation services folder in each clinical 
area). 
 
Women with hearing problems 
British Sign Language (BSL) and Deaf Interpreting Services Sign Solutions are available via a video 
instant link. Please see shared drive under “maternity safeguarding/interpretation services” for 
further details at Wexham Park, and interpretation services folder in each clinical area at Frimley 
Park. 
 
Arrangements can be made for the woman’s carer to stay in the maternity unit with the woman 
where the carer’s presence is needed to facilitate communication. 
 

 
11 Equality Impact Assessment 

The users of this Policy will take into account their statutory duty to promote equality and human 
rights and act lawfully within current equality legislation and guidance. 
 
This Policy has been equality impact assessed and has been shown to have no adverse impact on 
any equality group. 
 
The Trust will continue to monitor its effect and will assess again if negative impact is identified or at 
the review date. 
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