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Today’s Focus 

• In the context of Hong Kong legal system 

• Based on the daily activities occurred in  
public hospitals  

• With reference to nursing profession for 
illustration 
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Learning Outcomes 

• Have an overview of the basic concepts of 
documentation  and  incident report writing in 
relation to healthcare services. 

• Reinforce  the  importance of good 
documentation to quality patient/ client care 

• Raise awareness and recognize the legal 
obligation of documentation in the context of 
healthcare delivery  
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Professional Ethics & Conduct 

A professional is supposed to be well learned, 
better educated, having better opportunities, 
more privileged and commanding high respect 
from the community, as such, you are actually 
expected to observe a higher ethical and moral 
standard than just the basic requirement of law 
abiding. You are expected to be self disciplined 
and maintain a high standard of personal 
integrity. 
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Responsibility of Professionals 

• Safe guard and promote the interests of 
individual patients and clients 

• Serve the interest of the society 

• Justify public trust and confidence  

• Uphold and enhance the good standing and 
reputation of the profession 
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Nursing in Hong Kong is mainly an organizational 
profession, as such, nurses as employees, 
managers and professional nurses must be 
aware of various laws 

- Law of torts 

- Statutory laws pertain to workplace 
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Nursing liability 

• Universal liability 

• Practice specific liability 
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Universal Nursing Liability 

• Failure to communicate patient’s condition to 
other health care professionals 

• Failure to communicate with patient 

• Failure to ensure safety 

• Medication errors 

• Improper use of equipment and advanced 
technology 
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Law of Tort 

• According to law of tort, a nurse when 
assigned to care for a patient,  a duty of care 
will be established. 

• Any negligent action or omission with regard 
to the professional standard will be breach of 
his/ her duty. 

10 



Recurring causes of nurse liability 

• Medication and treatment error 

•  Lack of observation and timely reporting on the patient 

•  Defective technology or equipment 

•  Infections caused or worsened by poor nursing care 

•  Poor communication of important information 

•  Failure to intervene to protect the patient from poor  
  medical care 
***All these lawsuits can be avoided by good practice, the 

way a reasonable prudent nurse would practice 
US Insurance Claims data 2006 
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How to determine liability 

In all contentious proceedings, facts are used 
to determine issues 

In litigation, it is only facts that have been 
accepted or found by the judge or jury which 
can be determine the issues 
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How to determine the outcome of cases 

• A two staged process 

1. It must find the facts from admissible 
evidence and other sources 

2. It must apply the proper burden and 
standard of proof to determine the issues in 
the case using only the accepted facts 
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Types of admissible evidence 

• Viva voce evidence 

• Real evidence 

• Demonstrative evidence 

• Views 
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Viva voce evidence 

• A live witness who testifies on oath or 
affirmation about things or events which he or 
she has observed  

• The most common source of evidence and 
facts 

• It is the past observations of the witness but 
not opinions 

• Opinion evidence usually be qualified as 
expert evidence 
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Real evidence 

• Refers to physical objects, such as photo, 
weapons, clothing, documents etc. 

• Once admitted, this types of evidence will be 
marked as an exhibit and filed with the court 
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Demonstrative evidence 

• It is created when a witness demonstrate or 
illustrates a fact inside the courtroom while 
testifying 

• For example: a victim of an assault may point 
to the areas he was attacked or try to 
demonstrate the manner of attack 
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Views 

• The tribunal of fact may be permitted to visit 
and “take a view” of a place relevant to the 
trial issues 

• A formal order to view is required 
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Evidence Ordinance 

• Chapter 8 

• 82 sections 

• 9 parts 

• Part 3 : Admissible documents 
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Documentation 

• Patient documentation is a kind of quality 
assurance mechanism.  

• It is not only a record keeping, but also an 
assessment for patient care. 
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Documentation 

Patient documentation is the primary communication 
tool to keep all caregivers current about the needs, care 
and progress of patient. 

It plays a strategic role in professional communication 
process. 
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Good Practices on documentation 

Proper documentation be written with the 
thought of : 

• Patient’s right of access  

• Disclosure in litigation  
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Definition of patient’s record 

• It stores the information covering the physical 
and psychological condition concerning 
his/her care 

• It is kept for continuous care, care evaluation, 
health care management, teaching , research 
and medico-legal purposes. 

• It explains the who, what, why, where, when 
and how of the patient care 
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Medical record 

• The medical record should contain sufficient 
information to identify the patient, support the 
diagnosis, justify the treatment / care, and 
document the course and results accurately 

• The data can be kept in different media, e.g. 
paper, computer, film diskettes, tapes, photos etc 

• It is liable to disclosure under various 
circumstances and subject to judicial scrutiny if 
litigation occurs 
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Importance of documentation 

• Accurate and effective communication among 
healthcare professionals and the patient is crucial 
for advancing quality patient care 

• Effective patient documentation can  

1. allow rapid sharing patient information and  

2. assure the use of current information in clinical 
decision making and  

3. provide a permanent and complete record of 
patient care activities 
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Benefits of good documentation 

• Improved quality of client care 

• Effective administrative process 

• More caring time with patients 

• Enhance therapeutic relationship 

• Help to pre-empt legal claims from the start or 
at least goes a long way to build up a defence 
in case of litigation 

26 



Legally sensitive patient care situations 

• Incident report 

• Informed consent 

• Refusal of treatment 

• Resuscitation 

• Death 

• Document for other workers 

27 



Good practices 

1. Make an entry for every observation 

2. Follow up action recorded 

3. Read the notes before giving care 

4. Chart after the event 

5. Mark “late entry” if needed 

6. Be realistic and factual 

7. Avoid ambiguous adjectives like “fair” 

8. Correct chart error with crossing out and initial 

9. Identify yourself after every entry 

10. Leave no room 
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Good Practices 

11.  Blanks be crossed out 
12.  Chart all exceptions, unusual changes, abnormal results,    
       questions and concerns in patient’s exact wordings,   
       intervention and advice given, patient outcome should be     
       noted. 

13. Chart timing must be consistent 

14. Be timely and in chronological order 

15. Be complete and consistent, gaps in assessment and planning 
documentation mean gaps in care 

16. Be legible 
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Good Practices 

17. Signatures and initials be identifiable 

18. Phone orders according to Institution policy 
19. Record all attempts to call physician, chart the time of return  
       call 
20. Avoid implying attitudinal bias e.g. “demanding”     
      “troublesome” 
21. Avoid ambiguous abbreviations 
22. Comments to be objective 
23. The significance of counter-signing  
24. Incident / Death Management 
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Laws related to patient record 

• Hong Kong 

Common laws approach 

Legislation : 

• Cap 347: Limitation Ordinance 

• Cap 486 :Personal Data (Privacy ) Ordinance 

• Cap 8 :Evidence Ordinance 
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Laws specific to patient records 

Peoples Republic of China 

 

  國務院< 醫療事故處理條例 > 

               Sept 2002 

 

 衛生部< 病歷書寫基本規範 > 

 2002年試行 1March 2010 發出通知 
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Characteristics of good charting 

― Concise 

― Accurate 

― Complete 

― Legible 

― Timely 

― Logical organization 
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Mo Kam Tong Stanley 訴 香港死因裁判官[ 2008 ] HKCA 563 

25. The application has put forward the following grounds for 
applying for judicial review: 

 (1)  The page numbers of the medical records had been 
tampered with, page 231 had been replaced and the original 
page had disappeared, and an entry on that page that “0623 
hours the patient pressed the bell” was added afterwards. In 
light of these suspicious circumstances, the jury’s verdict of  

“death by natural causes” was unreasonable. 

 (2) The evidence given by the warden and the nurse at 
the inquest as to why page 231 was copied and replaced was far-
fetched and incredible. The injury should not have accepted such 
false evidence which resulted in their returning the verdict of  

“ death by natural causes”. 35 



Madam Tsang Choi Yung v. United Christian Hospital [1993] HKCFI 3 

7. From the hospital records it is clear that during the early part  

      of the afternoon he was either asleep or unconscious. He did  

      not react in the normal way and the neurological records  

      show that he was not responding. During the afternoon he  

      quickly regained consciousness and it is clear from the  nursing   

      records, the neurological records and the pulse rate records that     

      around 5.30 or 6 o’clock he seems to have fully recovered.  

      He fully recovered to the extent that the hourly neurological  

      checks and the hourly pulse rate checks were changed to 4- 

      hourly checks.  
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Madam Tsang Choi Yung v. United Christian Hospital [1993] HKCFI 3 

9. Well in some circumstances that may or may not be so and it 
is true that the nursing  records do not show any record of a 
request being made and refused. 

 

14. According to one of the nursing  records it would seem      

       to be implied that if they talked to him too much it would   

       tend to agitate him. That might be a sensible layman’s 

       approach, but as Dr. Bridges pointed out, and in fact Sir 

       Martin Roth also pointed out, that is not a very good  

       psychiatric approach. 
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Madam Tsang Choi Yung v. United Christian Hospital [1993]HKCFI 3 

37. I should mention, at this stage, I think that there is an entry 

      at 10.00 p.m. in the nursing  records which is the first  

      entry I believe in the chronological nursing  records or in 

      the timed nursing  records, which indicates that the 

      decreased had a suicidal tendency and it was argued that it  

      was indicative that this suicidal attempt which occurred  

      around 8.00 p.m. must have come to the attention of the  

      nurses and had been so appreciated. 
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Personal Data ( Privacy ) Ordinance 

Laws of Hong Kong 

Chapter 486 

73 sections 

6 schedules 



Cap 486 PDPO 

Legislative Background 

- came into effect on 20 December 1996 based 
on internationally accepted data protection 
principles 

Amendment to the Ordinance 

- Gazette published on  6 July 2012 

- All provisions are implemented 



Confidentiality and PDPO 

• Non personal data is not protected in PDPO 

• Note the general obligation as a healthcare 
professional about confidentiality 



Personal Data (Privacy) Ordinance 

"personal data" (個人資料)  
 means any data: 

 relating directly or indirectly to a living 
individual 

 from which it is practicable for the 
identity of the individual to be directly or 
indirectly ascertained 

 in a form in which access to or processing 
of the data is practicable 
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Personal Data (Privacy) Ordinance 

"data" (資料)  
 
means any representation of 
information (including an expression 
of opinion) in any document, and 
includes a personal identifier 
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Personal Data (Privacy) Ordinance 

 that is assigned to an individual by a data 
user for the purpose of the operations of 
the user 
 

 that uniquely identifies that individual in 
relation to the data user,  but does not 
include an individual's name used to 
identify that individual 

 

 “personal identifier“ (個人身分標識符)  
  means an identifier: 
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Personal Data (Privacy)Ordinance 
Examples of personal data 

 Name, Address, Phone Number and HKID 
number 

 “Expression of Opinion” – Comments made 
by referees 

 Examination paper – Comments made by 
markers 

     Note : Email / IP Address 
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Data Protection Principles 

Principle 1 - purpose and manner of collection of 
personal data 

Principle 2 - accuracy and duration of retention of 
personal data 

Principle 3 - use of personal data 

Principle 4 - security of personal data 

Principle 5 - information to be generally available 

Principle 6 - access to personal data 

Schedule 1 
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Unless the data subject 
gives consent, his/her 
personal data should only 
be used for the purposes 
for which they were 
collected or a directly 
related purpose 
 

  

 

Data  
Storage 

Data  
Usage / 
Transfer 

Data 
Maintenance  

  

 
 Data Collection 

 Data Destroy 

This provides for the lawful 
and fair collection of 
personal data and sets out 
the information a data user 
must give to a data subject 
when collecting personal 
data from the subject (see 
PICS sample on next page) 

DPP1: Collection 

DPP3: Use 

This provides that personal data should 
be accurate, up-to-date and kept no 
longer than necessary 

DPP2: Accuracy and Retention 

This requires appropriate security 
measures to be applied to personal data 
(including data in a form in which access 
to or processing of the data is not 
practicable) 

DPP4: Security Safeguards 

This provides for openness by data users 
about the kinds of personal data they 
hold and the main purposes for which 
personal data are used 

This provides data subjects with the 
rights of access to and correction of their 
personal data 

DPP5: Transparency of Policies  
and Practices 

DPP6: Access and Correction 

Data privacy regulations and requirements  



Data Protection Principles 

Data Collection (DPP1) 

 
 Lawful, related, necessary, not excessive 

and fair 

 Data collection statement 
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Limitation Ordinance 

• Chapter 347 of Laws of Hong Kong 

• A tort claim may be time barred, that is 
injured party is barred or prevented from 
bringing a claim after a period of time 

 



Cap 347 Section 4 

Limitation of actions of contract and tort, and 
certain other actions 

• (1)The following actions shall not be brought 
after the expiration of 6 years from the date 
on which the cause of action accrued, that is 
to say— 

(a)actions founded on simple contract or on tort; 

 



Cap 347 Section 27 

Time limit for personal injuries 
 
(1)This section applies to any action for damages for negligence, nuisance or breach of 
duty (whether the duty exists by virtue of a contract or of provision made by or under 
an Ordinance or imperial enactment or independently of any contract or any such 
provision) where the damages claimed by the plaintiff for the negligence, nuisance or 
breach of duty consist of or include damages in respect of personal injuries to the 
plaintiff or any other person. 
 
(2)Section 4 shall not apply to an action to which this section applies. 
 
(3)Subject to section 30, an action to which this section applies shall not be brought 
after the expiration of the period specified in subsections (4) and (5). 
 
(4)Except where subsection (5) applies, the said period is 3 years from—(a)the date on 
which the cause of action accrued; or(b)the date (if later) of the plaintiff’s knowledge. 



Cap 347 Section 31 

Special time limit for negligence actions where facts relevant to cause of action are 
not known at date of accrual 
 
(1)This section applies to any action for damages for negligence, other than one to 
which section 27 applies, where the earliest date on which the plaintiff or any person 
in whom the cause of action was vested before him first had both—(a)the knowledge 
required for bringing an action for damages in respect of the relevant damage; 
and(b)a right to bring such an action,(referred to in this section as the “date of 
knowledge”) falls after the date on which the cause of action accrued. 

 
(2)The period of limitation prescribed by section 4(1) in respect of actions founded on 
tort shall not apply to an action to which this section applies. 

 
(3)An action to which this section applies shall not be brought after the expiration of 
the period applicable in accordance with subsection (4). 
(4)That period is either—(a)6 years from the date on which the cause 
of action accrued; or(b)3 years from the date of knowledge, if that period expires later 
than the period mentioned in paragraph (a). 



Cap 347 Section 31 

Special time limit for negligence actions where facts relevant to cause of action are 
not known at date of accrual 

•  
(5)In subsection (1) “ the knowledge required for bringing an action for damages in 
respect of the relevant damage ” ( 就有關損害而提出損害賠償訴訟所需的知悉 ) 
means knowledge— 

• (a)of such facts about the damage in respect of which damages are claimed as 
would lead a reasonable person who had suffered such damage to consider it 
sufficiently serious to justify his instituting proceedings for damages against a 
defendant who did not dispute liability and was able to satisfy a judgment; 

• (b)that the damage was attributable in whole or in part to the act or omission 
which is alleged to constitute negligence; 

• (c)of the identity of the defendant; and 
• (d)if it is alleged that the act or omission was that of a person other than the 

defendant, of the identity of that person and the additional facts supporting the 
bringing of an action against the defendant 



Incident Report Writing 
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When an incident occurred 
at work, reporting has 
become an important 

obligation 
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Incident Report Writing 

• Made by the one who actually experienced the 
incident 

• The contents should be accurate, factual, concise 
and relevant 

• Can write according to chronological order 

• Avoid making value judgment, describe what you 
actually see and hear 

• Avoid using confusing words 

• Avoid hearsay 
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Incident report writing 

• Try to include all the facts clearly as such the 
reader can grasp what actually happened 

• Avoid inconsistency 

• Never include anything you are not sure  

• State the client’s own comments/ expressions 
in direct quotes 

• Witness to countersign if necessary 

• Incident report is a separate document 
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Incident report writing 

Submission and record keeping 

• According to institution policy 

• Security of the record 

•Accessibility of the record 
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Document the incident 

• Legally relevant information 

• In compliance with the established Standard of Care 

• Double check your writings 

• How you choose to document may come back to 
haunt you later. 

• This is your “real time” memory 

• Created in the “course of business” and not in 
“anticipation of litigation” 



 
 
 
 
 
 

Remember! 
 

If you did not write it, 
it did not happen! 



A. Narrative 

1. Most widely used  

2. Information written in a logical manner or 
sequence  

 

 



Why is the focus on narratives 

• All the stakeholders must have access to high 
quality, up-to-date information tailored to 
their abilities and preferences, about the way 
to prevent future adverse event 

• Need to know the patient / staff’s experience 
of the caring process, especially the adverse 
effect, to improve future therapy 
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B. Chronological  
 

1. Events written in order of occurrence  

2. Time element is of prime importance  

 

 

  

 



C. Specialized  
 

1. Summary of reports about specialized law 
enforcement and police problems  

2. May be either narrative, chronological, or 
both 



Essential qualities of a report 

A. Clear and complete sentences  

B. Proper grammar  

C. Detailed descriptions  

 

 



Four requisites of a good report 

 Factual – detailed correctness  

Clear – distinct and unconfused  

Complete – having no deficiency  

Concise – expressing much in a few words 



Questions to ask and answer 

Who?  

What?  

When?  

Where?  

Why?  

How?  

 



Preparing for the report 

A. Organize your evidence and information  

B. Check for updated data  

C. Log in the evidence  

D. Begin the report  

  

 



Elements of a Good Report 

Content: Clear picture of what happened, 
includes relevant facts as well as pertinent 
information  

Accurate: Specific details 
Objective: Based upon YOUR findings 
 Factual: No assumptions or conclusions. 
Complete: Are all of the boxes checked ( for 

form/ template)? 
Timely: Same day completion as far as 

practicable 



A Complete Report 

• Timely 

• Concise 

• Makes every word count 

• Concrete fact with descriptive detail 

• Clarity 

• Uses accepted abbreviations 

• Short sentences or phrases 

 



Documentation Problems 

• Deficiencies 

• Discrepancies 

• Omissions 

• Treatments & Patient Responses 

• Unapproved abbreviations 

• Errors of Omission or Commission 

– Undocumented information 

– Incorrect or erroneous information 



Modifying Reports* 

Misconception – “we cannot touch the chart 
after it is completed.” 

Reality is that late entries and corrections are 
permissible 

– Should be appropriately noted and dated 

– Addendums allowed if dated and initialed 

– Corrections should be made by the original author 



Modifying Reports* 

• Errors may be corrected with a single strikeout 
line, initialed and dated by the original 
author – NO white out! 

 



 
 
 
 
 
 
 

Remember: 
Keep a copy of your 

supplemental report for your 
records 



The incident report 
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5 Steps in Writing Reports 

• Gather facts: observe, investigate, and 
interview 

• Record facts immediately, take notes! 

• Organize the facts 

• Write the report 

• Evaluate the report: edit/proofread, revise if 
necessary 

 



Effective Reports 

• Completed Promptly 

– Record is made “in the course of business”, not 
long after the event 

– Not in  “anticipation of litigation” 

– Prompt recollection essential as it becomes part 
of a permanent record 

 



Effective Reports 

• Completed Thoroughly 

– Adequate coverage of assessment, treatment 
and relative facts when dealing with patient 
care 

– Should paint a clear, complete picture of what 
transpired, events leading to and actions after 
an incident. 

– Should enable another to have a good idea of 
what happened even though they were not 
there.   



Effective Reports 

• Completed Objectively 

– Observations rather than assumptions or 
conclusions 

– Avoid the use of emotionally and value loaded 
words or phrases 

– Based upon your physical findings 

– Legally relevant, in compliance with established 
standards of care 



Effective Reports 

• Completed Accurately 

– Descriptions should be as precise as possible 

– Avoid using non-standard abbreviations or jargon 
not commonly understood 

– If you are not sure how to write it – seek advise 
from senior 

– And spelling does count. 



Effective Reports 

• Maintain confidentiality 

– Each agency has a policy on the release of 
information 

– Whenever possible, consent should be obtained 
prior to the release of information 

– Copy becomes part of the permanent record 



Flow Chart 

• Supplements the written narrative 

• Provides brief overview of patient status 
throughout your care 

• Documents times for specific therapies and 
events 

• Should complement the written portion of 
narrative. 



SOAP Format 

• Subjective: 

– What you have observed   

– Patient’s past history 

– Risk factors for other pathologies 

– Physical sights, sounds, smells 

– Psychological gestures of patient 

– Document patient verbatim 

 

 



SOAP Format 

• Objective: 

– Physical findings from exam 

– Vital signs, breath sounds 

– Orderly process, neck/head to toe or body 
systems approach 

– Not opinion, only factual findings 

– SpO2, ECG tracings, X Ray, lab reports etc. 



SOAP Format 

• Assessment: 

– Your best guess of the patient’s problem 
based upon your subjective and objective 
findings 

–What you believe the problem is and 
justifies your treatment plan 

–Not expected to make a diagnosis – rule out 
only 

– If issue is obvious, then document as such 



SOAP Format 

• Plan: 

– Specific treatments and actions taken 

–Remember to record patient’s responses to 
treatment 

–Remember: exam, assessment and 
treatment must “add up” 

–Document medical contact 

–Patient refusal of treatment 



Specific words 

Evidential Internal verbs and markers  

• assume, assumed, became aware, believe, 
believed, believes, came to attention, came to 
my attention, knew, know, predicted, 
proposed, realise, realised, think, thought 
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Specific words 

Evidential Perceptual verbs and markers  

• checked, calculated, detected, discovered, 
displayed, found, heard, indicating, looked, 
looking, looks, noted, noticed, observed, on 
examination, on inspection, saw, see 
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Specific words 

Evidential Relationship verbs  

• appear, appeared, appears, seemed, seems 
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Specific words 

Evidential Reporting verbs  

• explained, explains, heard, inform, informed, 
informs, read, reported, reports, said, say, says, 
showed, shown, stated, stating, states, told 
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Specific words 

Epistemic adverbials Certainty  

• absolutely, actually, certainly, clearly, definitely, 
evidently, for certain, for sure, indeed, 
obviously, of course, plainly, really, surely, 
undoubtedly, unquestionably  
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Specific words 

Epistemic adverbials Uncertainty (those 
expressing probability and possibility)  

• admittedly, allegedly, apparently, arguably, 
conceivably, inexplicably, likely, maybe, 
perhaps, possibly, potentially, presumably, 
probably, reportedly, seemingly, supposedly 
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Specific words 

Hedges, approximators, and pragmatic particles  

• a bit, a little bit, at least, about, almost, 
approximately, around, just, kind of, might, 
pretty, quite, sometimes, something like, sort 
of 
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Specific words 

Indication of care had been done 

• On examination….. 

• Upon assessment….. 

• During rounding…….. 

• On checking ………. 
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Food for thought 

Subjective feeling vs Objective fact 

Convenience vs Proper procedure 

Concise  points vs Lengthy description 

Casual vs Prudent attitude 

Clinical ethics vs legal requirement 
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Q & A 
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