GUIDANCE ON SHARING CLINICAL DOCUMENTS WITH PATIENTS 
Please read this guidance to avoid accidental inappropriate sharing of documents 

Expected practice in sharing documents with patients:
Clinical correspondence and many other types of mental health documentation should be shared with patients unless there are exceptional circumstances which would make it inappropriate to do so. Documents produced by ELFT clinicians will therefore be sent to patients by default unless the clinician producing the document confirms otherwise. If the document is uploaded to RiO by the admin team without the clinician directly confirming that the document is inappropriate to share then the administrator will choose the option ‘MH share with patient’ and the document will be sent out to the patient by post, email and also automatically shared to the patient’s Patients Know Best personal electronic health record, if they’ve created a PKB account. 

How to withhold sharing of a clinical document in exceptional circumstances:
If there are exceptional circumstances which make it necessary to withhold a document from the patient then it must by uploaded to RiO choosing the option ‘MH DO NOT share with patient’. If the document is to be uploaded by admin staff then it is the clinician’s responsibility to confirm this with the admin team. We recommend that the clinician confirms directly with the administrator by calling or emailing them and seeking confirmation that the instruction to upload as ‘MH DO NOT share with patient’ has been received.

The NHS App is the best way for patients to access their clinical information electronically:
Patients can sign up for the NHS App to access their healthcare information, including the documents that we send to PKB. Using the NHS App means that documents can be shared with the patient more quickly and reliably than using post, enabling patients to access their records anytime, anywhere. This helps patients make informed decisions and supports them in taking an active role in their own care.

Best practice in writing clinical correspondence: 
Best practice for writing clinical correspondence is to address it directly to the service user, copying it to the appropriate professionals for communication. This helps to ensure that letters are written in language which is understandable to patients, and can support the therapeutic relationship.
A useful guide for all clinical documentation is to ‘stick to the FACTS’ (ref. Smith & Parkhouse, 2018)
· Factual (focus on observed and reasoned information, avoid personal opinion or feelings)
· Accurate (make sure that what is recorded is unambiguous, comprehensive, signed & dated)
· Consistent (ensure the record is consistent and reliable, so that you and others can follow it)
· Timely (record the information as soon as possible. Leaving it for several hours, or even days later, will increase the risk of omitting key facts or unintentionally misleading others because of absent information)
· Shared (information needs to be communicated to ensure effective care; make sure it is)

Confirming valid contact details:
If we don’t have the patient’s correct contact details then we aren’t able to get in touch effectively. This can cause failure of routine care, and also prevent safe and effective support in an emergency. Please take the time to check whether we have the correct phone number, email address and postal address for your patients.
