SOP Template: Protocols for Correcting Errors in
Patient Records

This SOP details protocols for correcting errors in patient records, including identifying inaccuracies,
documenting corrections, verification processes, maintaining data integrity, ensuring compliance with legal and
regulatory standards, and safeguarding patient confidentiality. The aim is to establish a systematic approach for
accurate and reliable patient record management to support quality healthcare delivery and patient safety.

1. Purpose

To ensure a consistent, compliant process for identifying, documenting, and correcting errors in patient records to
maintain data integrity while safeguarding patient confidentiality and meeting legal and regulatory requirements.

2. Scope

This SOP applies to all healthcare staff who create, access, modify, or manage patient records (both paper-based and
electronic) within the organization.

3. Definitions

¢ Error: Any unintentional inaccuracy, omission, or entry in a patient record that does not accurately reflect the
patient's situation, treatment, or care.

¢ Correction: An amendment made to rectify an error in a patient record while maintaining a clear audit trail.

¢ Patient Record: Any document (paper or electronic) containing information related to a patient's care.

4. Responsibilities

¢ All staff are responsible for promptly reporting and/or correcting identified errors.
e Supervisors and Health Information Management (HIM) staff must review and verify corrections as appropriate.
¢ [T and compliance personnel must ensure relevant procedures and audits are in place.

5. Procedure

1. ldentification of Errors:
o Any user who identifies a suspected error in a patient record must notify their supervisor and/or HIM
department immediately.
o Perform preliminary verification to ensure the entry is indeed erroneous.

2. Documentation of Corrections:
o Do not erase, delete, or obscure original entries.
o For paper records: Draw a single line through the error, initial and date it, and legibly write the correct
information nearby. Add a brief note explaining the reason for correction if necessary.
o For electronic records: Use the system's amendment or correction functionality. Record time, date, user ID,
original entry, corrected information, and reason for change.

3. Verification Process:
o All corrections must be reviewed and verified according to departmental guidelines (by supervisor, HIM, or
appointed reviewer).
o If the error affects clinical care, notify the attending provider immediately.

4. Maintaining Data Integrity:
o Ensure all corrections maintain a clear and auditable trail without overwriting or deleting previous
information.

5. Compliance:
o Follow all applicable national and local regulations (e.g., HIPAA, GDPR) for record amendments and
privacy.
o Staff must receive regular training regarding record correction protocols and confidentiality.

6. Patient Notification:



o Ifrequired by law or organization policy, notify patients of significant corrections to their health records.

6. Safeguarding Patient Confidentiality

e Limit access to patient records and corrections to authorized personnel only.
¢ Do not disclose patient information or correction details unless permitted or required by law.
¢ Dispose of any handwritten notes or documents containing PHI securely after corrections are made.

7. Audit and Review

e Conduct regular audits of corrected patient records to ensure compliance and identify areas for improvement.
¢ Revise this SOP as necessary to reflect regulatory and organizational changes.

8. References

¢ Health Insurance Portability and Accountability Act (HIPAA)
¢ General Data Protection Regulation (GDPR)
¢ Organization policies on health record management and confidentiality
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