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Standard Operating Procedures 

Salisbury NHS Foundation Trust 
This is a controlled document.  Printed copies of this document may not be up to date.  Check the 

Trust intranet for the latest version and destroy previous versions.  Only print if necessary. 

SOP Title Retention and Disposal of Healthcare Records 
With the potential to submit records to the National Archive for 
Historical purposes 

Version 1.0 

Related SOPs  Healthcare records - creation, use and management SOP 

 Casenote Management (Lorenzo SFT 07) 

 Duplicate Records Management (Lorenzo SFT17) 

 Retention and Destruction of Records  

 Access to Information – SOP 

Purpose The purpose of this Standard Operating Procedure (SOP) is to 
document and standardise the processes for the retention and 
destruction of patient records. 

Policies and Guidance This SOP should be read in conjunction with the Information 
Governance policy which outlines the principles of Records 
Management and the NHS Records Management Code of Practice 
which details the retention periods to which the Trust adheres. 

 Information Governance Policy and Strategic Management 
Framework 

 Data Protection Confidentiality and Disclosure Policy 

 Information Risk and Security Policy 

 Data Processing Policy 

 Data Quality Policy 

 Information Lifecycle Management Strategy Implementation Plan 

 Records Management: NHS Code of Practice 

 NHS England Corporate Records Retention & Disposal Schedule 
& Guidance 

 

Roles responsible for 
carrying out this 
procedure 

Medical Records staff employed at Salisbury NHS Foundation Trust 

Accountabilities 

Sponsor Director of Corporate Development 

Post Holder 

Responsible for SOP 
Health Records Manager 

Directorate 
Responsible for SOP 

Chief Executive 
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Introduction 

NHS Records are public records, as defined in the Public Records Act 1958.   Under the Act the 
Trust has a statutory duty to make arrangements for the retention, preservation and/or 
destruction of such records.   In addition, the Trust must also comply with the statutory 
restrictions of the GDPR and Data Protection Act 2018. 

Keeping unnecessary records wastes staff time, uses up valuable space and incurs 
unnecessary costs.  Therefore, records must only be retained for the purpose that they were 
intended and must not be kept longer than is necessary for that purpose. 

The Records Management Code of Practice for Health and Social Care, issued by the 
Information Governance Alliance, requires that records disposal is undertaken in accordance 
with clearly established policies that have been formally adopted.   

It can be a personal criminal offence to destroy requested information under either the Data 
Protection Act 2018 (Section 61) or the Freedom of Information Act (Section 77).  Therefore, 
Salisbury NHS Foundation Trust needs to be able to demonstrate clearly that records 
destruction has taken place in accordance with proper retention procedures.   

The Code of Practice on Records Management, issued under Section 46 of the Freedom of 
Information Act 2000, requires that records disposal 'is undertaken in accordance with clearly 
established policies that have been formally adopted'. 

Salisbury Foundation Trust records are retained and destroyed following guidelines set out in 
the Records Management: NHS Code of Practice. 

Salisbury Foundation Trust has also established some local retention guidelines for ‘specialist’ 
work carried out in the Trust. 

  

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
http://www.legislation.gov.uk/ukpga/2018/12/section/61
http://www.legislation.gov.uk/ukpga/2018/12/section/61
https://www.legislation.gov.uk/ukpga/2000/36/section/77
https://ico.org.uk/media/for-organisations/documents/1624142/section-46-code-of-practice-records-management-foia-and-eir.pdf
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Record type and retention period 

Record type Minimum retention period 

Adult health records not 
covered by any other section 
in this schedule  

 

8 years (from last contact) 

Basic health and social care retention period - check for any 
other involvements that could extend the retention.  All must be 
reviewed prior to destruction taking into account any serious 
incident retentions.  This includes medical illustration records 
such as X-rays and scans as well as video and other formats. 

Children’s records including 
midwifery, health visiting and 
school nursing 

25th or 26th birthday 

Basic health and social care retention requirement is to retain 
until 25th birthday or if the patient was 17 at the conclusion of 
the treatment, until their 26th birthday.   

Check for any other involvements that could extend the 
retention.  All must be reviewed prior to destruction taking into 
account any serious incident retentions.   

This includes medical illustration records such as X-rays and 
scans as well as video and other formats. 

Electronic Patient Records 
System (EPR)  

NB: The IGA is undertaking 
further work to refine the 
rules for record retention and 
to specify requirements for 
EPR systems 

Where the electronic system has the capacity to destroy records 
in line with the retention schedule, and where a metadata stub 
can remain demonstrating that a record has been destroyed, 
then the Code should be followed in the same way for electronic 
records as for paper records with a log being kept of the records 
destroyed.   

If the system does not have this capacity, then once the records 
have reached the end of their retention periods they should be 
inaccessible to users of the system and upon decommissioning, 
the system (along with audit trails) should be retained for the 
retention period of the last entry related to the schedule. 

Mental Health records 20 years or 8 years after the patient has died 

Covers records made where the person has been cared for 
under the Mental Health Act 1983 as amended by the Mental 
Health Act 2007.  This includes psychology records.   

Retention solely for any persons who have been sectioned 
under the Mental Health Act 1983 must be considerably longer 
than 20 years where the case may be ongoing.  Very mild forms 
of adult mental health treated in a community setting where a 
full recovery is made may consider treating as an adult records 
and keep for 8 years after discharge.  All must be reviewed prior 
to destruction taking into account any serious incident 
retentions. 

Obstetric records, maternity 
records and antenatal and 
post-natal records 

25 years 

For the purposes of record keeping these records are to be 
considered as much a record of the child as that of the mother. 

Cancer/Oncology - the 
oncology records of any 
patient 

30 years or 8 years after the patient has died 

For the purposes of clinical care the diagnosis records of any 
cancer must be retained in case of future reoccurrence.  Where 
the oncology records are in a main patient file the entire file 
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must be retained.   

Retention is applicable to primary acute patient record of the 
cancer diagnosis and treatment only.  If this is part of a wider 
patient record then the entire record may be retained.   

Any oncology records must be reviewed prior to destruction 
taking into account any potential long term research value which 
may require consent or anonymisation of the record. 

Contraception, sexual health, 
Family Planning and Genito-
Urinary Medicine (GUM) 

8 or 10 Years 

Basic retention requirement is 8 years unless there is an implant 
or device inserted, in which case it is 10 years.  All must be 
reviewed prior to destruction taking into account any serious 
incident retentions.  If this is a record of a child, treat as a child 
record as above. 

HFEA records of treatment 
provided in licenced 
treatment centres  

All records are destroyed in accordance with the HFEA Records 
Retention & Deletion Schedule 
https://www.hfea.gov.uk/  

Medical record of a patient 
with Creutzfeldt-Jakob 
Disease (CJD)  

30 years or 8 years after the patient has died 

For the purposes of clinical care the diagnosis records of CJD 
must be retained.  Where the CJD records are in a main patient 
file the entire file must be retained.  All must be reviewed prior to 
destruction taking into account any serious incident retentions. 

Record of long term illness or 
an illness that may reoccur  

30 years or 8 years after the patient has died 

Necessary for continuity of clinical care.   

The primary record of the illness and course of treatment must 
be kept of a patient where the illness may reoccur or is a life 
long illness. 

Screening, including cervical 
screening, information where 
no cancer/illness detected is 
detected 

10 years 

Where cancer is detected see 2 Cancer/Oncology.  For child 
screening treat as a child health record and retain until 25th 
birthday or 10 years after the child has been screened 
whichever is the longer. 

Clinical trials and research 30 years 

See guidance at: https://www.gov.uk/guidance/advanced-
therapy-medicinal-products-regulation-and-licensing 

 

Additional local retention periods 

Record type Minimum retention period 

Breast Implants Not to be destroyed. 

Cleft Lip and Palate Not to be destroyed. 

Orthodontic records 11 years after completion of treatment. 

Oculoplastic records Not to be destroyed. 

Spinal Unit records Not to be destroyed until 8 years after the patient’s death. 

Stem Cell transplants 30 years after transplant (HTA requirement). 

  

https://www.hfea.gov.uk/
https://www.gov.uk/guidance/advanced-therapy-medicinal-products-regulation-and-licensing
https://www.gov.uk/guidance/advanced-therapy-medicinal-products-regulation-and-licensing
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Selecting Potential Records for Destruction 

The Medical Records Rapid Destruction List is run from Web Reporting (see Appendix 1 for 
instructions)   

This lists all files in the Archive Store (selected by terminal digit range) for patients aged over 25 
with no activity for 8+ years (subject to certain exceptions e.g. Obstetrics activity, certain 
diseases and procedures).  It includes all patients who died 8 or more years ago with the 
exception of those suffering from CJD. 

Notes are pulled from the racking and put into boxes (maintaining their terminal digit filing 
order). 

Screening selected records 

All potential records selected for destruction are screened to ensure: 

 There is no do not destroy sticker in the notes 

 Patient is over 25 years old 

 There is nothing on either of the retention schedules within the notes 

 There are no letters/referrals on Lorenzo/Windip 

 There are no CDs or microfiche in the notes 

 There are no other volumes of notes 
See screening checklist in Appendix 2. 

If there is any doubt over whether or not the notes can be destroyed they are referred to the 
Health Records Manager for further scrutiny. 

Notes not to be destroyed are returned to file. 

When Lorenzo was introduced in October 2016 records for patients who died over 18 months 
previously were not transferred from iPM.  In order to destroy a record for a deceased patient 
whose number is not on Lorenzo it is necessary to re-register them first.  See Appendix 4 for 
instructions. 

Destruction process (paper records) 

Notes are dispatched to Z-Destroyed on the Lorenzo tracking system. 
The casenote status on Lorenzo is changed to Destroyed (see Appendix 3 for full instructions). 
Notes are placed in the secure destruction bins. 
 

Resurrecting Patient Numbers 

If a patient is referred back to the hospital after the notes have been destroyed their original 
registration number must be used for their treatment and a new paper file created. 

See Appendix 5 for instructions 
 

Monitoring of Destruction Process 

Destruction of notes is an irreversible process so it is important for the Trust to be assured that 
correct procedures are being followed and that records are not destroyed inappropriately. 

A regular audit will be carried out by the Health Records Manager (or deputy) to ensure that 
notes selected for destruction meet the necessary criteria.  The sample size will depend on the 
volume of notes being processed for destruction but will be a minimum of 5% of the number 
being destroyed. 
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Appendix 1: Generating the Potential Destruction Pulling List 

In Web reporting: 

 Click: Reports 
 

 Click: View my reports 
 

 Select: Clinical Coding/Medical Records 
 

 Select: Medical Records: Patient Level 
 

 Select: Medical Records Rapid Destruction Revised 
 

 Enter terminal digit 
 

 Select: Generate Excel Report 
 

 Open and print 
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Appendix 2: Destruction Screening Checklist 

 

The automated potential destruction report will already have screened out the majority of the 
notes that need to be retained. 

 

All notes pulled from the shelves should be checked for: age (must ensure the patient is at least 
25 years old) and then: 

 

Look for Retain for Present - 
retain 

Not present 
- destroy 

Cleft Lip & Palate Life of patient until 8 years 
after death 

  

Breast Implants Life of patient until 8 years 
after death 

  

Obstetrics Activity 25 years   

Genetics testing 30 years   

CJD 30 years (8 years post 
death) 

  

Stem Cell Transplants 30 years after transplant   

Occulopastics Life of patient until 8 years 
after death 

  

Orthodontics 11 years (8 years post 
death0 

  

Oncology 30 years (8 years post 
death) 

  

Chronic conditions Life of patient until 8 years 
after death 

  

Research activity 30 years after completion of 
trial 

  

Spinal Unit patients Life of patient until 8 years 
after death 

  

Screening e.g. cervical, bowel 10 years   

Do not destroy sticker Retain   

 

If there is any doubt about whether to retain or destroy the notes should be passed to the Health 
Records Manager or Supervisor for further scrutiny. 
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Appendix 3: Amending Casenote status on Lorenzo 

 
Before amending the casenote status ensure that the volume is tracked to Z-destroyed (you will 
not be able to track the notes once they are marked as destroyed) 
 
Amending Status: 

 Log on to Lorenzo 
 

 My work tab 
 

 Enter patient number (if patient number not recognised refer to Appendix 4) 
 

 Select volume to be destroyed 
 

 Select manage status from  bottom task pane on the left of the screen 
 

 In Volume Status select Destroyed 
 

 Date – will default to present day  
 

 In Reason for Destruction select Retention Period Met 
 

 In Volume Destroyed by click on the search tab to find your name 
 

 In Volume destruction method select shredded 
 

 Click on OK 
 

  



SOP-HCRMan-003 

Page 10 of 12 
Retention and Disposal of Healthcare Records  Creation Date: 05/09/2018 
Version 1.0  Review Date: 01/06/2019 

 

Appendix 4: Registering a deceased record that is not on Lorenzo 

 

 Log onto the copy of iPM 
 

 Enter the patients number to determine how many volumes of notes exist 
 

 Collect all of the notes together 
 

 Log on to Lorenzo 
 

 Patient tab 
 

 Click of find record in the upper task pane on the left 
 

 Enter surname, forename, gender, date of birth 
 

 Click on find 
 

 If there is just one potential match a screen entitled check patient details is displayed 
 

 Check that this is the correct patient and, if so, click on confirm match 
 

 Click on finish 
 

 Click on finish now 
 

 A dialogue box is displayed containing the new Lorenzo number – make a note of this 
number 

 

It will be necessary to create a patient document for each folder on Lorenzo in order to facilitate 
the destruction process but new labels will not be required 
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Appendix 5: Process for Resurrecting Notes 

The original registration numbers is retained.   

The status of the previously destroyed volume will be left as ‘Destroyed’ 
 
To create a new volume: 

 
 Log on to Lorenzo 

 
 My work tab 

 
 Enter patient number (if patient number not recognised refer to Appendix 4) 

 
 Select the row for the destroyed record 

 
 Click on create a volume in the bottom task pane on the left of the screen 

 
 Volume type defaults to case notes 

 
 Nature of volume defaults to permanent 

 
 In Volume Home Location select Medical Records 

 
 Click on finish now 

 
 A new volume with the next sequential ‘Cas’ number will be generated 

 

To create a new paper folder: 

 Log on to Lorenzo 
 

 My work tab 
 

 Enter patient number (if patient number not recognised refer to Appendix 4) 
 

 Select the row for the appropriate volume number 
 

 Click on print volume label in the bottom task pane on the left of the screen 
 

 Select casenote label V3 
 

 Click on OK 
 

 Select Local Print 
 

 Select appropriate printer 
 

 Click on OK 
 

 Repeat last 6 steps for the front label for patient notes and the medical record patient 
labels 
 

 Attach large labels to the front of the notes, file the sheet of small labels at the back 
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Amendment record 

Document Version Control (to be updated during the development of this version until final 
version is published) 

Version No Changes Author/s Date 

0.1 First Draft Carla Pole 26/09/2018 

1.0 FINAL VERSION Diane Gravett 13/11/2018 

1.3 Post Access Policy review   

Review and Amendments Log (will only be completed for subsequent published versions of this 
procedure) 

Version No Reason for 
Development/Review 

Description of Changes Date 

    

    

Documents may be disclosed as required by the Freedom of Information Act 2000. 


