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RECORDS MANAGEMENT – EXECUTIVE SUMMARY 
 
 
 
Key Messages 

 
 
Principles of Records Management, Retention and Destruction 

 
• Understanding Obligations 
• Confidentiality and Legal Compliance 
• Information Security 
• Quality Assurance 
• Legal and Related Policies and Guidance 

 
Minimum Implementation Standards 

 
Good Practice for Managers 

• Has identified the staff in his or her area to whom this policy applies 
and has given the policy (or selected excerpts) to them. 

• Has assessed the impact of the policy on current working practices, 
and has an action plan to make all necessary changes to ensure that 
his or her area complies with the policy. 

• Has set up systems to provide assurance to him or her that the policy is 
being implemented as intended in his or her area of responsibility. 

 
Good Practice for Employees 

• Has read the policy (or selected excerpts) and considered what it 
means for him or her, in terms of how to conduct his or her duties. 

• Has completed any mandatory education or training that may be 
required as part of the implementation of the policy. 

• Has altered working practices as expected by the policy. 
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1. WHY HAVE A RECORDS MANAGEMENT POLICY? 
 

1.1 Our organisation's records are our corporate memory. They provide 
evidence of actions and decisions taken and are essential in the 
delivery of our services and functions. Good records management 
protects the interests and rights of patients, staff and members of the 
public who have dealings with NHS Lothian. Good records 
management will also help NHS Lothian operate in an efficient and 
effective manner, and ensure that it is operating in accordance with 
relevant laws and regulations. 

 
1.2 Poor records management can slow down patient care, create a higher 

risk of error, lead to unnecessary use of time, space and resources, 
and potentially cause the organisation to break the law. 

 
1.3 This policy has also been prepared to support NHS Lothian’s wider 

responsibilities for Information Governance. 
 
2. STATEMENT OF THE NHS LOTHIAN RECORDS MANAGEMENT POLICY 

 
2.1 NHS Lothian will discharge its responsibilities for records management 

in accordance with relevant legislative requirements of the European 
Parliament, and the United Kingdom and Scottish Parliaments. NHS 
Lothian will also comply with any Directions or guidance issued by 
Scottish ministers. 

 
2.2 NHS Lothian will manage and maintain records in a manner that will 

support the delivery of care in accordance with relevant and nationally 
recognised standards and with all due care and attention. 

 
2.3 NHS Lothian will manage and maintain records in a manner that is 

open and accountable, and will support the objective that its activities 
and organisational performance will be auditable. 

 
2.4 NHS Lothian will manage and maintain records in a manner that will 

give the patients the knowledge necessary to make it possible for them 
to become active partners, with professionals, in making informed 
decisions and choices about their own treatment and care. 
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3. THE SCOPE OF THE NHS LOTHIAN RECORDS MANAGEMENT POLICY 

 
 
3.1 This policy relates to all operational records. Operational records are defined 

as information, created or received in the course of business, and captured in 
a readable form in any medium, providing evidence of the functions, activities 
and transactions. They include: 

 
• Administrative records, including personnel, estates, financial and accounting 

records, contract records, litigation and records associated with complaint- 
handling. 

• Patient health records, including those concerning all specialties, and 
including private patients seen on NHS premises but excluding independent 
contractors’ records. 

• Theatre registers and all other registers that may be kept 
• X-Ray and imaging reports, output and images 
• Photographs, slides, and other images 
• Microform (i.e. fiche/film) 
• Audio and video tapes, cassettes 
• Records in all electronic formats 

 
They do not include copies of documents created by other organisations such 
as the Scottish Executive Health Department, kept for reference and 
information only. 

 
3.2 All records created in the course of the business of NHS Lothian are corporate 

records and are public records under the terms of the Public Records Acts 
1958 and 1967. This includes email messages and other electronic records. 
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4. IMPLEMENTING THE NHS LOTHIAN RECORDS MANAGEMENT POLICY 
 
4.1 All steps taken to implement this policy should deliver upon the principles 

stated below: 
 

- Security – that records will be secure from unauthorised or inadvertent 
alteration or erasure, that access and disclosure will be properly controlled 
and audit trails will track all use and changes. Records will be held in a 
robust format which remains readable for as long as records are required 

 
- Accountability – that adequate records are maintained to account fully 

and transparently for all actions and decisions in particular: 
To protect legal and other rights of staff or those affected by those 
actions 
To facilitate audit or examination 
To provide credible and authoritative evidence 

 
- Quality – that records are complete and accurate and the information they 

contain is reliable and its authenticity can be guaranteed 
 

- Accessibility – that records and the information within them can be 
efficiently retrieved by those with a legitimate right of access, for as long 
as the records are held by the organisation 

 
- Retention and  disposal – that there are consistent and documented 

retention and disposal procedures, including provision for permanent 
preservation of archival records (see attached Retention & Destruction 
Schedule). 

 
- Training – that all staff are informed of their record-keeping 

responsibilities through appropriate training and guidance (as made 
available by NHS Lothian), and if required further support as necessary. 

 
4.2 A schedule of the key legislation and guidance is provided at Annex 1. 

 
4.3 The Data Protection principles and the Caldicott principles have been 

reproduced at Annex 2 for information, and these must be understood and 
observed at all times. In the absence of any specific procedure or instruction, 
employees should refer back to these principles and / or seek advice from the 
Director of e-health. 

 
4.4 The topic of records management is a diverse and complex issue. NHS Lothian 

has and will continue to develop detailed operational procedures and guidance 



Page 7 of 56 

 

Unique ID: NHSL. Author (s): T McKinley 
Category/Level/Type: Version: 1.4 February 2018 TECHNICAL UPDATE 
Status: Final Authorised by: Information Governance Assurance Board 
Date of Authorisation: Review Date: February 2021 
Date added to Intranet:  
Key Words: Records Management – Retention and Destruction 

consistent with the overall policy in order to support its effective implementation. 
A list (which is not exhaustive) of the likely topics to be addressed by procedures 
and guidance is provided at Annex 3. 
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5. Public Records Act 2011 
 

Under the Public Records (Scotland) Act 2011 Scottish public authorities must produce 
and submit a records management plan setting out proper arrangements for the 
management of the organisations records to the Keeper of the Records of Scotland for 
his agreement under Section 1 of the Public Records Act 2011. 

 
NHS Lothian has submitted its Records Management Plan (RMP) and it will set out the 
overarching framework for ensuring that NHS Lothian's records are managed and 
controlled effectively, and commensurate with the legal, operational and information 
needs of the organisation 

 
 
 
 
 
6. MONITORING THE NHS LOTHIAN RECORDS MANAGEMENT POLICY 

 
6.1 The effectiveness of this policy will be monitored through the internal audit 

programme, and its content formally reviewed by the NHS Lothian Information 
Governance Assurance Board within 4 years of its launch. 

http://www.legislation.gov.uk/asp/2011/12/contents
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The Schedules are organised into a table with 3 headings: 
RECORD TYPE: lists alphabetically records created as part of a particular function. 

 
MINIMUM RETENTION PERIOD: specifies the shortest period of time for which the 
particular type of record is required to be kept. This period of time is usually set 
either because of statutory requirement or because the record may be needed for 
administrative purposes during this time. If an organisation decides that it needs to 
keep records longer than the recommended minimum period, it can vary the period 
accordingly and record the decision on its own retention schedule. In this regard, 
however, organisations must consider the fifth principle of the Data Protection 
Legislation, i.e. that personal data should not be retained longer than is necessary. 

 
NOTE: provides further information, such as whether the record type is likely to have 
long-term research or historical value. 
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The following ‘standard’ retention periods apply to the following record types: 
 

Health Record Type Minimum NHS Retention Period 

Adult 6 years after date of last entry or 3 years 
after death if earlier 

All types of records relating to Children 
and young people (including children’s 
and young person’s Mental Health 
Records) 

Retain until the patient’s 25th birthday or 
26th if young person was 17 at 
conclusion of treatment, or 3 years after 
death. 

 
If the illness or death could have 
potential relevance to adult conditions or 
have genetic implications, the advice of 
clinicians should be sought as to 
whether to retain for a longer period. 
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Mentally disordered person (within the 
meaning of any Mental Health Act ) 

20 years after date of last contact 
between the patient/client/service user 
and any health/care professional 
employed by the mental health provider, 
or 3 years after the death of the 
patient/client/service user if sooner and 
the patient died while in the care of the 
organisation. 

N.B. NHS organisations may wish to 
keep mental health records for up to 30 
years before review.  Records must be 
kept as complete records for the first 20 
years in accordance with this retention 
schedule but records may then be 
summarised and kept in summary format 
for the additional 10-year period. 

 
 
 
 
 
 
 
 

Social services records are retained for 
a longer period. Where there is a joint 
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Health Record Type Minimum NHS Retention Period 

 mental health and social care record, the 
higher of the two retention periods 
should be adopted. 

When the records come to the end of 
their retention period, they must be 
reviewed and not automatically 
destroyed. Such a review should take 
into account any genetic implications of 
the patient’s illness. If it is decided to 
retain the records, they should be 
subject to regular review. 

 
 
 
 
 
 
Throughout this Schedule, where the ‘standard’ retention period specified above 
applies, the relevant record type has the entry ‘Retain according to the standard 
minimum retention period appropriate to the patient/specialty (see above)’ in the 
‘Minimum Retention Period’ column. Where it does not apply, the required minimum 
retention period is listed in the ‘Minimum Retention Period’ column. 
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ANNEX 1 – EXTANT LEGISLATION AND GUIDANCE 
 

NB: Scottish Government and NHS Scotland material / guidance typically translate the legal requirements into 
instructions for NHS organisations to follow. Each NHS organisation therefore has to translate these instructions 
into policies and procedures that can be applied in practice. 

 
UK Legislation 
Consumer Protection Act 1987 
Access to Medical Reports Act 1988 
Copyright Design and Patents Act 1988 
Health Records Act 1990 
Defamation Act 1996 
Data Protection 
Legislation  
Human Rights Act 1998 
Regulatory and Investigative Powers Act 2000 
Obscene Publications Act 1959 & 1964 
Civil Contingencies Act 2004 
Health & Safety at Work etc Act 1974 and subsidiary regulations 

 
EU Legislation 
General Data Protection Directive (GDPR) 
 
Scottish Legislation 
Public Records (Scotland) Act 2011 Prescription 
and Limitations (Scotland) Act 1973 
Computer Misuse Act, Civic Government (Scotland) Act 1982 
Disposal of Records (Scotland) Regulations 1992 
Freedom of Information (Scotland) Act 2002 

 
Scottish Government Correspondence 
Scottish Government Records Management Code of Practice V 2.1 January 2012 
Scottish Health Memorandum 60 of 1958 (SHM58/60) 
MEL (1993)152 – Guidance for Retention and Destruction of Medical Records 
SFOI Implementation Group: Records Management Sub-Group – SFOI (2003)01 
Scottish Procurement Directorate Policy Note SPPN 11/2004 (Scottish Public Sector 
Procurement and Freedom of Information Guidance) 
NHS (Scotland) HDL (2006) 41 - NHS Scotland Information Security Policy 
HDL (2006) 28 – The Management, Retention and Disposal of Administrative Records 
SGHD/CMO/(2015)7 Revised guidance on the Disposal of pregnancy loss up to and including 23 
weeks and 6 days gestation 

 
Other Documentation 
ECL 2/68 – ‘Disposal of Records Which Have Lost Their Value’ 
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Revised Guidance on the Disposal of Pregnancy Loss Up to And Including 23 Weeks and 6 
Days Gestation SGHD/CMO(2015)7 
‘Protecting and Using Patient Information’ – A Manual for Caldicott Guardians 
The Health Archives Group’s booklet: ‘Hospital Patient Case Records – A Guide To Their 
Retention and Disposal’. 
Confidentiality and Security Group Scotland (CSAGS)Report 2001 
Caldicott Report 2000. 
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ANNEX 2 - DATA PROTECTION LEGISLATION AND CALDICOTT PRINCIPLES 
 
The Data Protection Legislation – Privacy Principles. NHS Lothian  fully  endorses  
and adheres to the Principles as set out in the Data Protection l e g i s l a t i o n , 
namely that personal data shall: 

 

Six privacy principles: 

1. Lawfulness, fairness and transparency 

Transparency: Tell the subject what data processing will be done.  
Fair: What is processed must match up with how it has been described 
Lawful: Processing must meet the tests described in GDPR [article 5, clause 1(a)] 

2. Purpose limitations 

Personal data can only be obtained for “specified, explicit and legitimate 
purposes”[article 5, clause 1(b)]. Data can only be used for a specific processing 
purpose that the subject has been made aware of and no other, without further 
consent. 

3. Data minimisation  

Data collected on a subject should be “adequate, relevant and limited to what is 
necessary in relation to the purposes for which they are processed”.[article 5, clause 
1(c)] 
i.e. No more than the minimum amount of data should be kept for specific processing. 

4. Accuracy 

Data must be “accurate and where necessary kept up to date” [article 5, clause 1(d)] 
Baselining ensures good protection and protection against identity theft. Data holders 
should build rectification processes into data management / archiving activities for 
subject data. 

5. Storage limitations 

Regulator expects personal data is “kept in a form which permits identification of data 
subjects for no longer than necessary”. [article 5, clause 1(e)] 
i.e. Data no longer required should be removed. 
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6. Integrity and confidentiality 

Requires processors to handle data “in a manner [ensuring] appropriate security of the 
personal data including protection against unlawful processing or accidental loss, 
destruction or damage”. [article 5, clause 1(f)] 
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ANNEX 2 - DATA PROTECTION AND CALDICOTT PRINCIPLES 
 
Caldicott Principles. The 6 Caldicott Principles for handling patient identifiable 
information are: 

 
• Formal Justification - every proposed use or transfer of patient identifiable 

information within or from another organisation should be clearly defined (and 
reviewed if continuing). 

 
• Information Transferred only When Absolutely Necessary - patient 

identifiable information items should not be used unless there is no alternative. 
 
• Only the Minimum Required - where use of patient identifiable information is 

considered to be essential, each individual item of information should be justified 
with the aim of reducing identification. 

 
• Need to  Know Basis - only those individuals who need access to patient 

identifiable information should have access to it and they should only have 
access to the information items they need to see. 

 
• All to understand their Responsibilities - action should be taken to ensure 

that all staff are aware of their responsibilities and obligations to respect patient 
confidentiality. 

 
• Understand and Comply with the Law - collection and every use of patient 

identifiable information must be lawful. 
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ANNEX 3 - LIST  OF  SUBJECTS  TO  BE  ADDRESSED  BY  OPERATIONAL 
PROCEDURES AND GUIDANCE 

 
Records creation 

- Creation of adequate records to document essential activities; 
- Structured information (content management, version control) to facilitate 

shared systems based on functional requirements; 
- Referencing and classification for effective retrieval of accurate 

information; 
- Documented guidelines on creation and use of record systems 

 
Records maintenance 

- Assignment of responsibilities to protect records from loss or damage over 
time; 

- Access controls to prevent unauthorised access or alteration of records; 
- Defined security levels for access to electronic records and procedures to 

amend access authorisations as appropriate when staff move 
- Tracking systems to control movement/audit use of records; 
- Identification and safeguarding key or vital records; 
- Arrangements for business continuity; 
- Training and guidance 

 
Records disposal 

- Systematic retention schedules and procedures for consistent and timely 
disposal; 

- Central storage systems for records requiring long-term retention to 
include electronic archiving systems; 

- Mechanisms for regular transfer of records designated for permanent 
preservation to appropriate archives 

 
Training and guidance 

- Inclusion of records management functions in job processes where 
appropriate; 

- Generic and specific guidance on record-keeping standards and 
procedures; 

- Training programmes 
 

Performance measurement 

- Development of effective indicators and review systems to improve 
records management standards 
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Annex 4 applies to personal health records and annex 5 to administrative 
records. 

 
The following ‘standard’ retention periods apply to the following record types: 

 
Health Record Type Minimum NHS Retention Period 

Adult 6 years after date of last entry or 3 years after 
death if earlier 

All types of records relating 
to Children and young 
people (including children’s 
and young person’s Mental 
Health Records) 

Retain until the patient’s 25th birthday or 26th if 
young person was 17 at conclusion of treatment, 
or 3 years after death. 

 
If the illness or death could have potential 
relevance to adult conditions or have genetic 
implications, the advice of clinicians should be 
sought as to whether to retain for a longer period. 
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Mentally disordered person 
(within the meaning of any 
Mental Health Act ) 

20 years after date of last contact between the 
patient/client/service user and any health/care 
professional employed by the mental health 
provider, or 3 years after the death of the 
patient/client/service user if sooner and the patient 
died while in the care of the organisation. 

N.B. NHS organisations may wish to keep mental 
health records for up to 30 years before review. 
Records must be kept as complete records for the 
first 20 years in accordance with this retention 
schedule but records may then be summarised 
and kept in summary format for the additional 10- 
year period. 

Social services records are retained for a longer 
period. Where there is a joint mental health and 
social care record, the higher of the two retention 
periods should be adopted. 

When the records come to the end of their 
retention period, they must be reviewed and not 
automatically destroyed.  Such a review should 
take into account any genetic implications of the 
patient’s illness. If it is decided to retain the 
records, they should be subject to regular review. 
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Health Records Retention Schedule 

TYPE OF HEALTH 
RECORD 

MINIMUM RETENTION 
PERIOD 

NOTE 

A&E records (where 
these are stored 

separately from the 
main patient record) 

Retain according to the 
standard minimum retention 

period appropriate to the 
patient/specialty (see above 

table at pages 8-10) 

 

A&E registers (where 
they exist in paper 

format) 

8 years after the year to 
which they relate. 

Likely to have archival 
value – see footnote 

Abortion – Certificates 
set out in Schedule 1 to 
the Abortion (Scotland) 

Regulations 1991 

3 years beginning with the 
date of the termination 

 

Admission books 
(where they exist in 

paper format) 

8 years after the last entry Likely to have archival 
value – see footnote 

Ambulance records – 
patient identifiable 

Component (including 
paramedic records made 

on behalf of the 
Ambulance Service) 

7 years  

Asylum seekers and 
refugees (NHS personal 
health record – patient 

held record) 

Special NHS record – patient 
held, no requirement on the 

NHS to retain. 

 

Audiology records Retain according to the 
standard minimum retention 

period appropriate to the 
patient/specialty (see above 

table at pages 8-10) 
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TYPE OF HEALTH 
RECORD 

MINIMUM RETENTION 
PERIOD 

NOTE 

Birth registers (ie 
register of births kept 

by the hospital) 

2 years Likely to have 
archival 

value – see footnote 
Body release forms 2 years  
Breast screening X- 

rays 
8 years  

Cervical screening 
slides 

10 years  

Chaplaincy records 2 years Likely to have 
archival 

value – see footnote 
Child and family 

guidance 
Retain according to the standard 

minimum retention period appropriate to 
the patient/specialty (see above table at 

pages 8-10) 

 

Child Protection 
Register (records 

relating to) 

Retain until the patient’s 26th birthday  

Clinical audit records 5 years  
Clinical psychology 30 years  
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Clinical trials of 
investigational 

medicinal products – 
health records of 

participants that are 
the source data for 

the trial 

For trials to be included in regulatory 
submissions: At least 2 years after the last 
approval of a marketing application in the 
EU. These documents should be retained 
for a longer period, however, if required by 
the applicable regulatory requirement(s) or 

by agreement with the Sponsor. It is the 
responsibility of the Sponsor/someone on 

behalf of the Sponsor to inform the 
investigator/institution as to when these 

documents no longer need to be retained. 
For trials which are not to be used in 

regulatory submissions: At least 5 years 
after completion of the trial. These 

Likely to have 
research value see 

footnote 
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 documents should be retained for a longer 
period if required by the applicable 

regulatory requirement(s), the Sponsor or 
the funder of the trial, In either case, if the 

period appropriate to the specialty is 
greater, this is the minimum retention 

period. 

 

Counselling records 30 years Likely to have 
research/ historical 
value see footnote 

Disposal of 
pregnancy loss up to 

and including 23 
weeks and 6 days 
gestation records 

50 years  

Death – Cause of, 
Certificate 

counterfoils 

2 years  

Death registers – i.e. 
register of deaths 

kept by the hospital, 
where they exist in 

paper format 

2 years Likely to have archival 
value – see footnote 

Dental 
epidemiological 

surveys 

30 years  

Dental and auditory 
screening records 

Adults: 11 years 
Children: 11 years, or up to 25th birthday, 

whichever is the longer 

 

Diaries – health 
visitors and district 

nurses 

2 years after end of year to which diary 
relates. 

Patient relevant information should be 
transferred to the patient record. 

It is not good practice 
to record patient 

identifiable 
information 
in diaries. 

Dietetic and nutrition Retain according to the standard minimum 
retention period appropriate to the 

patient/specialty (see above table at pages 
8-10) 

 

Discharge books 
(where they exist in 

paper format) 

8 years after the last entry Likely to have archival 
value – see footnote 



Page 25 of 56 

 

Unique ID: NHSL. Author (s): T McKinley 
Category/Level/Type: Version: 1.4 February 2018 TECHNICAL UPDATE 
Status: Final Authorised by: Information Governance Assurance Board Date of 
Authorisation: Review Date: February 2021 
Date added to Intranet:  
Key Words: Records Management – Retention and Destruction 

Disposal of Foetal 
Tissue (under 24 
weeks) Records 

30 years  

District nursing 
records 

Retain according to the standard minimum 
retention period appropriate to the 
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 patient/specialty (see above table at pages 
8-10) 

 

Donor records (blood 30 years post transplantation 
and tissue) 

Likely to have 
research/ historical 
value see footnote 

Family planning 
records 

10 years after the closure of the case 
For children retain until their 25th Birthday 

 

Forensic medicine Records should be retained for 30 years. 
records (including 

pathology, toxicology,   The exception is for post mortem records 
haematology, dentistry,  which form part of the Procurator Fiscal's 

DNA testing, post report, where approval should be sought 
mortems forming part  from the PF for a copy of the report to be 

of the Procurator incorporated in the patient's notes, which 
Fiscal’s report, and should then be kept in line with the 

human tissue kept as  specialty, and then reviewed. 
part of the forensic In cases where criminal proceedings are 
record) See also anticipated documentation is not normally 

Human tissue, Post entered in to the patient records. 
mortem registers 

Likely to have 
research/ historical 
value see footnote 

Genetic records 30 years from date of last attendance. Likely to have 
research/ historical 
value see footnote 

Genito Urinary 
Medicine (GUM) 

Store according to the standard minimum 
retention period appropriate to the 

patient/specialty (see above table at 
pages 8-10) 
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GP records, Retain for the lifetime of the patient and for 3 
including  years after their death. 
medical 
records  Records relating to those serving in HM Armed 

relating to HM Forces - The Ministry of Defence (MoD) retains a 
Armed Forces  copy of the records relating to service medical 

history. The patient may request a copy of these 
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 under the Data Protection Act (DPA), and may, if 
they choose, give them to their GP. GPs should 
also receive summary records when ex-Service 
personnel register with them. What GPs do with 

them is a matter for their professional judgement, 
taking into account clinical need and Data 

Protection Act requirements- they should not, for 
example, retain information that is not relevant to 

their clinical care of the patient. 
 

GP records of serving military personnel in 
existence prior to them enlisting must not be 

destroyed. Following the death of the patient the 
records should be retained for 3 years. 

 
*Electronic Patient Records (EPRs)- GP only- 

must not be destroyed, or deleted, for the 
foreseeable future 

 
 
 
 
 
 
 
 
 
 
 
*The rationale for this 

is explained in 
‘SCIMP Good 

Practice Guidelines 
for General Practice 

Electronic 
Patient Records – 

section 6.1’ (currently 
under review) 

Health visitor 
records 

10 years 
Records relating to children should 
be retained until their 25th birthday 

 

Homicide/ 
‘serious 

untoward 
incident’ records 

30 years Likely to have 
research/ historical 
value see footnote 

Hospital 
acquired 

infection records 

6 years  
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Human 
fertilisation 

records, 
including 

embryology 
records 

Treatment Centres 
1. If a live child is not born, records should be 

kept for at least 8 years after conclusion of 
treatment 

2. If a live child is born, records shall be kept for 
at least 25 years after the child’s birth 

3. If there is no evidence whether a child was 
born or not, records must be kept for at least 50 

years after the information was first recorded 
 

Storage Centres 
Where gametes etc have been used in research, 
records must be kept for at least 50 years after 

the information was first recorded. 
 

Research Centres 

 
 
 
 
 

Likely to have 
research value see 

footnote 
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 Records are to be kept for 3 years from the date 
of final report of results/conclusions to Human 

Fertilisation and Embryology 
Authority (HFEA) 
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TYPE OF HEALTH 
RECORD 

 MINIMUM RETENTION 
PERIOD 

NOTE 

Human tissue (within 
the meaning of the 

Human Tissue 
(Scotland) Act 2006) 

(see Forensic medicine 
above) 

 For post mortem records which form part of 
the Procurator Fiscal’s report, approval 

should be sought from the Procurator Fiscal 
for a copy of the report to be incorporated in 

the patient’s notes, which should then be kept 
in line with the specialty, and then reviewed. 

Likely to have 
research value 
see footnote 

Intensive Care Unit 
charts 

 Retain according to the standard minimum 
retention period appropriate to the 

patient/specialty (see above table at pages 8- 
10) 

 

Joint replacement 
records 

 For joint replacement surgery the revision of a 
primary replacement may be required after 10 
years to identify which prosthesis was used. 
Only need to retain minimum of notes with 
specific information about the prosthesis. 

Likely to have 
research value 
see footnote 

Learning difficulties – 
(records of patients 

with) 

 Retain for 3 years after the death of the 
individual. 

 

Macmillan (cancer 
care) patient records – 
community and acute 

 Retain according to the standard minimum 
retention period appropriate to the 

patient/specialty (see above table at pages 8- 
10) 

 

Maternity (all obstetric 
and midwifery 

records, including 
those of episodes of 
maternity care that 
end in stillbirth or 

where the child later 
dies) 

 25 years from date of last contact  

Medical illustrations 
(see Photographs 

below) 

 Retain according to the standard minimum 
retention period appropriate to the 

patient/specialty (see above table at pages 8- 
10) 
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Mentally disordered 
persons (within the 

meaning of any 
Mental Health Act ) 

 Retain according to the standard minimum 
retention period appropriate to the 

patient/specialty (see above table at pages 8- 
10) 

 

Microfilm/microfiche 
records relating to 

 Retain according to the standard minimum 
retention period appropriate to the 

Likely to have 
archival 
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patient care  patient/specialty 
(see above table at pages 8-10) 

value – see 
footnote 

Midwifery records  25 years after the birth of the last child  
Mortuary registers 
(where they exist in 

paper format) 

 10 years Likely to have 
research/ 

historical value 
see footnote 

Music therapy records  Retain according to the standard minimum 
retention period appropriate to the 

patient/specialty (see above table at pages 8- 
10) 

 

Neonatal screening 
records 

 25 years  

Notifiable diseases 
book 

 6 years  

Occupational Health 
Records (staff) 

 6 years after termination of employment  

Ophthalmic records  Adults: 7 years 
Children: 7 years, or up to 25th birthday, 

whichever is the longer 

 

Health Records for 
classified persons 

under medical 
surveillance 

 50 years from the date of the last entry or age 
75, whichever is the longer 

Likely to have 
research/ 

historical value 
see footnote 

Personal exposure of 
an identifiable 

employee 
monitoring record 

 40 years from exposure date Likely to have 
research/ 

historical value 
see footnote 

Personnel health 
records under 
occupational 
surveillance 

 40 years from last entry on the record Likely to have 
research/ 

historical value 
see footnote 

Radiation dose 
records for classified 

persons 

 50 years from the date of the last entry or age 
75, whichever is the longer 

Likely to have 
research/ 

historical value 
see footnote 
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TYPE OF HEALTH 
RECORD 

MINIMUM RETENTION 
PERIOD 

NOTE 

Occupational therapy 
records 

Retain according to the standard minimum 
retention period appropriate to the 

patient/specialty (see above table at pages 8-10) 

 

Oncology (including 
radiotherapy) 

30 years 
N.B. Records should be retained on a computer 

database if possible. 
Also consider the need for permanent 
preservation for research purposes. 

Likely to have 
research value 
see footnote 

Operating theatre 
registers 

8 years after the year to which they relate Likely to have 
historical 

value – see 
footnote 

Orthoptic records Retain according to the standard minimum 
retention period appropriate to the 

patient/specialty (see above table at pages 8-10) 

 

Out of hours records 
(GP cover), including 
video, DVD and voice 
recordings (clinician to 

patient) 

Where the primary purpose of the voice 
recording is for patient triage and the output is 
recorded within the patients paper or electronic 
record (which is then retained according to the 

standard minimum retention period for the 
patient/specialty at pages 8-10) the audio 

recording need only be retained for 7 years 

 

Outpatient lists (where 
they exist in paper 

format) 

2 years after the year to which they relate  

Parent held records There should be a copy kept at the NHS 
organisation responsible for delivering that care 

and compiling the record of the care. 
The records should then be retained until the 
patient’s 25th birthday, or 26th birthday if the 

young person was 17 at the conclusion of 
treatment, or 3 years after death 

 

 

Pathology records: Documents, electronic and paper 
Pathology records: Documents, Electronic and Paper Records 

TYPE OF HEALTH 
RECORD 

MINIMUM RETENTION 
PERIOD 

NOTE 

Accreditation documents; 
records of Inspections 

10 years or until superseded  

Batch records results 10 years  
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Bound copies of 
reports/records, if made 

30 years  

Correspondence on 
patients 

This should be lodged in the patient’s record, 
if feasible. However this is often beyond the 
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 control of the laboratory, particularly for case 
referred distantly, and ensuring entry into the 

patients notes is not primarily the 
responsibility of laboratory staff. Otherwise, 
keep for at least 30 years; this may be most 
conveniently done in association with stored 

paper or scanned copy of the relevant 
specimen request and/or report kept by the 

relevant laboratory. 

 

Day books and other 
records of specimens 

received by a laboratory 

2 years from specimen receipt  

Equipment/instruments 
maintenance logs, records 

of service 
inspections 

Lifetime of instrument; minimum of 10 years  

Procurement, use, 
modification and supply 

records relevant to 
production of 

products (diagnostics) 
or equipment 

Comprehensive records relevant to 
procurement, use, modification and supply: 

10 years. 

 

External quality control 
Records 

Subscribing laboratories or individuals, 5 
years to ensure continuity of data available 

for laboratory accreditation purposes. 
Records will be kept for longer periods by 
organisations providing external quality 

assessment schemes. 

 

Internal quality control 
Records 

10 years  

Lab file cards or other 
working records of test 

results for named patients 

1 year from specimen receipt if all results 
transcribed into a separately issued and 

stored formal report. Otherwise, they should 
be kept as for worksheets over. The diversity 

of these types of working records is very 
wide; within specialties and departments, 

consideration should be given to the 
potential audit or medico- legal value of 

storing such working records for 30 years, as 
for other primary records. 

 

Mortuary Registers 30 years  
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Near-patient test data Result in patient record, log retained for 
lifetime of instrument 

 

Pathological For as long as the specimens are held or until  
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archive/museum 
catalogues 

the catalogue is updated, subject to consent 
where required, (with maintained and 
accessible documentation of consent) 

 

Photographic records Where images represent a primary source of 
information for the diagnostic process, whether 

conventional photographs or digital images, 
they should be kept for at least 30 years. 

 

Records of telephoned 
Reports 

Note of the fact and date/time that a telephone 
or fax report has been issued should be added 

to the laboratory electronic records of the 
relevant report, or to hard copies and kept for 
a minimum of 5 years. Where management 

advice is discussed in telephone calls, a 
summarised transcript should be retained long 

term, as for the retention of other 
correspondence. Clinical information or 

management advice provide by fax, in addition 
of pure transmission of report, should also be 
kept as correspondence in the patient note 
and/or stored with a laboratory copy of the 

specimen request/report for 30 years. 

 

Records relating to 
cell/tissue 

transplantation 

Records not otherwise kept or issued to 
patient records that relate to investigations or 
storage of specimens relevant to cell/tissue 

transplantation, including donated organs from 
deceased individuals should be kept for at 

least 30 years or the lifetime of the recipient, 
whichever is the longer. 

 

Records relating to 
investigation or storage 
of specimens relevant to 

organ transplantation, 
semen or ova 

30 years if not held with health record  
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Reports and copies 
(physical or electronic) 

6 months or as needed for operational 
procedures. Where copies represent a means 

of communication or aide memoire, for 
example at a multi-disciplinary meeting or 
case conference, they may be disposed of 
when that function is complete. Copies of 

reports sent by fax, with accompanying details 
of the date and times of transmission, and the 

intended recipient, should be retained in 
conjunction with the matching specimen 

reports and stored long-term by the laboratory. 
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 Any such copies generated to substitute for an 
original report (e.g. if an original is misplaced) 

should be retained as for the original. 

 

Reports, copies 
Post mortem reports 

The report should be lodged in patient’s 
record; in the case of Procurator Fiscal reports 

this is dependant on the PF’s approval. 
Electronic or hard copy should be kept at least 

30 years with maintained accessibility. In 
addition to accessible indexing of paper 

copies, there must be continuation of access 
to e-copies when laboratory, computer 

systems are upgraded or replaced. This 
guidance applies equally to rapid, short reports 
that maybe prepared for the PF, summarising 
cause of death and to the final reports of post- 

mortem examinations. 

 

Request forms that are 
not a unique record 

Request forms should be kept until the 
authorised report, or reports on investigation 

arising from it, have been received by the 
requestor. As this period of time may vary with 

local circumstances, no minimum retention 
time is recommended, request forms need not 
to be kept for more than one month after the 

final checked report has been despatched. For 
many uncomplicated requests, retention of 1 

week will suffice. 

 

Request forms that 
contain clinical 

information not readily 
available in the health 

record 

30 years 
Where the request form is used to record 

working notes or as a worksheet, it should be 
retained as part of the laboratory record. 

 

Standard operating 
procedures 

(both current and 
outdated protocols) 

30 years  

Surgical (histological) 
reports 

Copy lodged in patients notes. Electronic or 
hard copy to be kept for at least 30 years by 

the laboratory with maintained accessibility of 
e- copies when laboratory, computer systems 

are upgraded or replaced. 
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Pathology Records: Specimens and Preparations. 
 

TYPE OF HEALTH 
RECORD 

MINIMUM RETENTION 
PERIOD 

NOTE 

Body fluids/aspirates/swabs Keep for 48 hours after the final report has 
been issued by the laboratory, unless sample 

deterioration precludes storage. 

 

Blocks for electron 
microscopy 

30 years  

Electrophoretic strips and 
immunofixation plates 

Keep for 5 years, unless digital images are 
taken, if digital images of adequate quality for 

diagnosis are taken, then the original 
preparations may be discarded after 2 years. 

The images should then be stored under 
“photographic records” bearing in mind the 
need to maintain the ability to read archived 
digital images when equipment is updated. 

 

Foetal serum Because of its rarity and value for future 
research, wherever possible foetal serum 

should be kept for at least 30 years. 

 

Frozen tissue for 
immediate histological 
assessment (frozen 

section) 

Stained microscope slides should be kept for a 
minimum of 10 years. 

Frozen tissues or cells 
for histochemical or 
molecular genetic 

analysis 

10 years and preferably longer if storage 
facilities permit. 

 

Grids for electron  Requirements in different specialties differ. 
microscopy Grids prepared for human tissue diagnosis (e.g. 

renal, muscle, nerve, or tumour) should be kept 
for 10 years; preferably longer if practicable. 
Grids prepared for virus identification may be 
discarded 48 hours after the final report has 

been issued, provided that all derived images 
are retained and remain accessible for at least 

30 years. 
Human DNA 4 weeks after final report for diagnostic 

specimens. 30 years for family studies for 
genetic disorders (consent required) 
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Microbiological cultures 24-28 days after final report of a positive culture 
issued. 7 days for certain specified cultures – 

see RCPath document 
Museum specimens Permanently. Consent of the relative is required 
(teaching collections)  if it is tissue 



Page 43 of 56 

 

Unique ID: NHSL. Author (s): T McKinley 
Category/Level/Type: Version: 1.4 February 2018 TECHNICAL UPDATE 
Status: Final Authorised by: Information Governance Assurance Board 
Date of Authorisation: Review Date: February 2021 
Date added to Intranet:  
Key Words: Records Management – Retention and Destruction 

 

Newborn blood spot 
screening cards 

A minimum of 5 years storage is indicated for 
quality assurance purposes, with longer term 
storage recommended in accordance with the 

Code of Practice of the UK Newborn Screening 
Programme Centre (2005). See here for more 

information. 

 

Paraffin blocks Storage for at least 30 years is recommended, if 
facilities permit. If not, review the need for 

archiving at 10 years (and at similar intervals 
thereafter) and select representative blocks, 

showing the relevant pathology for permanent 
retention. Blocks representing rare pathologies 

and those (including representative normal 
tissue) from patients of diseases known or 

thought likely to have an inherited genetic pre- 
disposition should be particularly considered for 

permanent retention. Wherever possible, 
storage of all histology blocks should be for the 

full minimum of 30 years. 

 

Plasma and serum Keep for 48 hours after the final report has been 
issued by the laboratory. 

 

Records relating to 
donor or recipient sera 

Serum samples obtained from recipient (s) for 
the purposes of matching in cell/tissue 

transplantation, and their accompanying 
records, must be kept for the lifetime of the 

recipient. 

 

Serum from first 
pregnancy booking visit 

Should be kept by microbiology/virology and 
other relevant laboratories to provide a baseline 
for further serological or other tests for infections 
or other disease during pregnancy and the first 
12 months after delivery. Because of rarity and 

value to future research, wherever possible, 
foetal serum (from cordocentesis) should be 

kept for at least 30 years. 

 

http://newbornbloodspot.screening.nhs.uk/cms.php?folder=2547
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Stained slides Appropriate retention times depend on their 
nature and purpose. Relevant guidance on 

minimum retention periods can be found here. 
Note that where sections are likely to contain 

intact human cells, or are intended to be 
representative of whole cells, they constitute 

“relevant material” under the Human Tissue act 
2004; further information can be found here. 

 

Wet tissue For surgical specimens from living patients,  

http://www.rcpath.org/resources/pdf/g031retentionstorageaugust09.pdf
http://www.hta.gov.uk/legislationpoliciesandcodesofpractice/definitionofrelevantmaterial.cfm
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(representative aliquot or 
whole tissue or organ) 

keep for 4 weeks after issue of final report. For 
cases in which a supplementary report is 
anticipated after additional tests, (such as 

various molecular investigations or referral for 
expert opinion), which may occasionally exceed 
this period, arrangements should exist to ensure 
that individual specimens are retained until the 

additional report has been finalised. 

 

Whole blood samples, 
for full blood count 

24 hours  

 
 
 

Pathology Records: Transfusion Laboratories 
 

TYPE OF HEALTH 
RECORD 

MINIMUM RETENTION 
PERIOD 

 NOT 
E 

Annual reports (where 
required by EU 

directive) 

15 years   

Autopsy reports, 
specimens, archive 
material and other 

where the deceased 
has been the subject of 

Procurator Fiscals 
autopsy 

Procurators Fiscal have absolute dominion over 
autopsy reports. They are confidential to them 

and may not be released without their consent to 
any third party. It is good practice to lodge copies 

of the autopsy report in the deceased patient’s 
health record but the consent of the procurator 

fiscal should be obtained. 

  

Blood bank register, 
blood component audit 

trail and fates 

30 years to allow full traceability of all blood 
products used. 

The data may be held in electronic form if robust 
archiving arrangements are in place. For hospital 

laboratories the records should include: 
Blood component supplier identification; 
Issued blood component identification; 

Transfused recipient identification; 
For blood units not transfused, confirmation of 

subsequent disposition (discard/other use); 
Lot number (s) of derived component (s) if 

relevant; 
Date of transfusion or disposition (day, month 

and year). 
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Blood for grouping, 
antibody screening and 

saving and/or cross- 
matching 

1 week at 4° C   

Forensic material – 
criminal cases 

Permanently – not part of the health record. 
In cases where criminal proceedings can be 
anticipated, all recording made at the autopsy, 
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 be the hand written notes (by everyone, i.e. 
pathologist, technician, trainee, etc), tape 

recordings, drawings or photographs, are all 
documentary records and as such their 

existence must be declared (disclosed). They 
must be available to all involved throughout the 
lifetime of the case, including appeals and other 

re-investigations. 

 

Refrigeration and 
freezer charts 

15 years  

Request forms for 
grouping, antibody 

screening and cross- 
matching 

1 month  

Results of grouping, 
antibody screening and 
other blood transfusion- 

related tests 

30 years to allow full traceability of all blood 
products used, in compliance with the Blood 

Safety and Quality Regulations 2005. 

 

Separated 
serum/plasma, stored 

for transfusion 
purposes 

No minimum storage time is recommended for 
recipient patient samples. Storage of donated 

serum/plasma should optimally be at -30 
degrees Centigrade or colder. These materials 

may be stored for up to 6 months, but guidelines 
for the timeline of sample collection prior to 

blood transfusion must be followed. Archived 
blood donor samples should be stored by blood 

services for at least 3 years, and preferable 
longer if it is practicable, in order to facilitate 

‘look back’ exercises. 

 

Pathology Records: Transfusion Laboratories 
TYPE OF HEALTH 

RECORD 
MINIMUM RETENTION 

PERIOD 
NOTE 
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Storage of material 
following analyses of 

nucleic acids 

Developing technologies mean that there 
are now a variety of hard copy and/or 
electronic outputs associated with the 

analysis and interpretation of diagnostic 
tests using nucleic acid. It is recommended 
that all such outputs should be stored for at 

least 30 years unless the information is 
transcribed into permanently accessible 

report formats authorised by senior clinical 
laboratory staff or pathologists. The later 

reports should be kept for at least 30 years, 
as for other pathology reports may be 

regarded as reporting documents. For such 
working documents storage for at least the 
instrument, with a minimum of 10 years is 
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 recommended.  
Worksheets 30 years to allow full traceability of all blood 

products used 
 

End of Pathology Records  
 
 

Patient Held Records 
 

Patient held 
records 

At the end of an episode of care the NHS 
organisation responsible for delivering that care 
and compiling the record of the care must make 

appropriate arrangements to retrieve patient-held 
records. The records should then be retained for 

the period appropriate to the patient/specialty (see 
Above). 

 

 
 
 
 
 

Pharmacy Records: Prescriptions 
 

TYPE OF HEALTH 
RECORD 

MINIMUM RETENTION 
PERIOD 

NOTE 

Chemotherapy 2 years after last treatment  
Clinical drug trials 
(non-sponsored) 

2 years after completion of trial  

GP10, TTOs, 
outpatient, private 

2 years N.B. Inpatient 
prescriptions held 
as part of health 

record. 
Immunoglobulins/ 

blood products 
30 years To allow full 

traceability of all 
blood products used 

Parenteral nutrition 2 years Original valid 
prescription to be 

held with the health 
record. 

Unlicensed 
medicines dispensing 

record 

5 years  

 

Pharmacy Records: Clinical trials 
 

TYPE OF HEALTH 
RECORD 

 MINIMUM RETENTION 
PERIOD 

NOTE 
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Destruction records  2 years after end of trail  
Dispensing records  2 years  
Production batch  5 years after end of trial  
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records   
Protocols 2 years  

 
 

Pharmacy Records: Worksheets 
 

TYPE OF 
HEALTH 
RECORD 

MINIMUM RETENTION 
PERIOD 

NOTE 

Chemotherapy, 
aseptics 

worksheets, 

5 years  

Extemporaneous 
dispensing 

records 

5 years  

Parenteral 
nutrition, 

production batch 
records 

5 years  

Production batch 
records 

5 years  

Raw material 
request and 
control forms 

5 years  

Resuscitation box 
worksheet 

1 year after the expiry of the 
longest data item Applies only to 

re-packaged items. 

 

Paediatric 
worksheets 

As per Children and Young 
People (see Above) 

 

 
 

Pharmacy Records: Quality Assurance 
 

TYPE OF HEALTH 
RECORD 

MINIMUM RETENTION 
PERIOD 

NOTE 

Analysis certificates 5 years or 1 year after expiry date 
of batch (whichever is longer) 

 

Environmental 
monitoring results 

1 year after expiry date of products As electronic record 
in perpetuity 

Equipment 
validation 

Lifetime of the equipment  

Operators 
validation 

Duration of employment  

QC Documentation, 5 years or 1 year after expiry date 
of batch (whichever is longer) 
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Refrigerator 
temperature 

1 year Refrigerator records 
to be retained for the 

life of any product 
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  stored therein 
particularly vaccines 

Standard operating 
procedures 

15 years after superseded by 
revised version 

As electronic record 
in perpetuity 

 

Pharmacy Records: Orders 
 

Ad hoc forms 
(dispensing requests 

forms to store) 

3 months  

Invoices 6 years  
Order and delivery 
notes, requisition 
sheets, old order 

books 

Current financial year plus one  

Picking 
tickets/delivery notes 

3 months  

Ward Pharmacy 
requests 

1 year  

 
 

Pharmacy Records: Controlled Drugs, Others 
 

TYPE OF HEALTH 
RECORD 

MINIMUM RETENTION 
PERIOD 

NOTE 

Aspectic controlled drugs 
worksheets (paediatric) 

26 years  

Controlled drugs, Clinical 
trails 

5 Years  

Controlled drug 
destruction records 

(pharmacy 
based)/destruction of 
patients’ own CD’s 

7 years  

Controlled drug 
prescriptions (TTOs/OP) 

2 years  

Controlled drug order 
books, ward orders and 

requisitions 

2 years from date of last entry  

Controlled drug registers 
(pharmacy and ward 

based) 

2 years from date of last 
entry, but best practice to 

keep for 7 years 
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Copy of signature for CD 
ward order or requisition 

Duration of employment Copy of signature 
of each authorised 
signatory should be 

available in the 
pharmacy 
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  department 
Extemporaneous 
controlled drugs 

preparation worksheets 

13 years  

External controlled drug 
orders and delivery notes 

2 years  

Pharmacy records: others 
TYPE OF HEALTH 

RECORD 
MINIMUM RETENTION 

PERIOD 
NOTE 

Destruction of patients’ 
own drugs 

6 months  

Dispensing errors 1 year plus current  
Doctors/nurses signatures Duration of contract plus one 

year 
 

Medicines information 
enquiry 

8 years (25 years for child 
obstetrics and gynaecology 

enquiries) 

 

Minor clinical interventions 2 years  
Recall documentation 5 years  

Stock check list 1 year plus current  
Superseded group 

directions 
10 years  

Superseded intravenous 
drug administration 

monographs 

5 years  

(end of Pharmacy) 
 
 
 
Other Health Records 

 

TYPE OF HEALTH 
RECORD 

MINIMUM RETENTION 
PERIOD 

NOTE 

Photographs (where the 
photograph refers to a 

particular patient it 
should be treated as part 

of the health record) 

Retain according to the standard 
minimum retention period 

appropriate to the patient/specialty 
(see Above) 

 

Physiotherapy records Retain according to the standard 
minimum retention period 

appropriate to the patient/specialty 
(see Above) 
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Podiatry records Retain according to the standard 
minimum retention period 

appropriate to the patient/specialty 
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 (see Above)  
Post mortem records 

(see Pathology records 
  

Post mortem registers 
(where they exist in 

paper format) 

30 years Likely to have 
archival 

value – see 
footnote 

Private patient records 
admitted under section 

57 of the National Health 
Service (Scotland) Act 

1978 or section 5 of the 
National Health Service 

(Scotland) Act 1947 
(now repealed) 

It would be appropriate for 
authorities to retain these 
according to the standard 
minimum retention period 

appropriate to the patient/specialty 
(see above) 

 

Psychology Records 30 years Likely to have 
research/ 

historical value 
see footnote 

Records/documents 
related to any litigation 

As advised by the organisation’s 
legal advisor. All records to be 

reviewed. 

Likely to have 
research/ 

historical value 
see footnote 

Records of destruction 
of individual health 

records (case notes) and 
other health related 

records contained in this 
retention schedule (in 
manual or computer 

format) 

Permanently Likely to have 
research/ 

historical value 
see footnote 
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Research records 
1. Other than clinical 

trials of investigational 
medicinal products, 

health records of 
participants that are the 

source data for the 
research 

30 years 
 
 
 
 
 
 

 

See Footnote 
Review patient 

identifiable 
records every 5 
years to see if 

they need to be 
retained or if 

heir identifiably 
could be 
reduced. 

2. Research records and 
research databases (not 

patient specific) 

For clinical trials of investigational 
medicinal products, at least 2 years 

after the last approval of a marketing 

Likely to have 
research value 
see footnote 
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 application in the EU. These 
documents should be retained for a 
longer period, however, if required 

by the applicable regulatory 
requirement(s) or by agreement with 
the sponsor. It is the responsibility of 
the sponsor/someone on behalf of 

the sponsor to inform the 
investigator/institution as to when 
these documents no longer need 

retained. 
For research records other than for 

clinical trials of investigational 
medicinal products, as above. 

 

Scanned records 
relating to patient care 

Retain in main records and retain for 
the period of time according to the 
standard minimum retention period 
appropriate to the patient/specialty 

(see above) 

 

School health records 
(see Children and young 

people) 

Retain in Child Health Records  

Speech and language 
therapy records 

Retain according to the standard 
minimum retention period 

appropriate to the patient/specialty 
(see above) 
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Other Health Records 
TYPE OF HEALTH 

RECORD 
MINIMUM RETENTION 

PERIOD 
 NOTE 

Telemedicine records 
(clinician to patient) 

Retain according to the standard 
minimum retention period 

appropriate to the patient/specialty 
(see above) 

  

Transplantation records Records not otherwise kept or 
issued to patient, records that relate 

to investigations or storage of 
specimens relevant to organ 

transplantation should be kept for 3 
years 

 Likely to have 
research value 
see footnote 

Ultrasound records (e.g. 
vascular, obstetric) 

Retain according to the standard 
minimum retention period 

appropriate to the patient/specialty 
(see Above) 

  

 
Other Health Records 

TYPE OF HEALTH 
RECORD 

MINIMUM RETENTION 
PERIOD 

NOTE 
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Video records/voice 
recordings (clinician to 

patient) (see also 
Telemedicine records 

and Out of hours 
records) 

6 years subject to the following 
exceptions: 

Children and Young People – 
records must be kept until the 

patient’s 25th birthday, if the patient 
was 17 at the conclusion of 

treatment until their 26th birthday, or 
until 3 years after the patient’s death 

if sooner. 
Maternity – 25 years 

Mentally disordered persons – 
records should be kept for 20 years 

after the date of last contact 
between patient/client/service user 

and any healthcare professional or 3 
years after the patient’s death if 

sooner. 
Cancer patients – records should 

be kept until 6 years after the 
conclusion of treatment, especially if 

The teaching 
and historical 
value of such 

recordings 
should be 

considered, 
especially 

where 
innovative 

procedures or 
unusual 

conditions are 
involved. 

Video/video- 
conferencing 

records should 
be either 

permanently 
archived or 
permanently 
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 surgery was involved. The Royal 
College of Radiologists has 

recommended that such records be 
kept permanently where 

chemotherapy and/or radiotherapy 
was given. 

destroyed by 
shredding or 
incineration 
(having due 
regard to the 

need to 
maintain 
patient 

confidentiality) 
Ward registers, 

including daily bed 
returns (where they 

exist in paper format) 

2 years after the year to which they 
relate 

Likely to have 
archival 

value – see 
footnote 

X-Ray films (excluding 
PACS images) 

The minimum retention period for 
these can continue to be determined 

locally by the NHS organisation 
responsible. In setting the minimum 

retention period, appropriate 
recognition should be given to current 
professional guidance, clinical need, 

special interest groups, cost of 
storage and the availability of storage 

space. 

 

X-Ray – PACS images Policy reviewed and agreed with 
radiology clinical lead and National 

Clinical Advisory Group. Also 
reviewed by Clinical Change 

Leadership Group. 
Local site: 

Originating site remains at 18 months 
storage. 

Primary archive site: 
All data compressed to Royal College 
of Radiologists profile at 36 months 

from date of ingest. At 7 years data is 
aggressively compressed to 50:1 

Backup site: 
Partial DR site 12 months of rolling 

lossless, full data base storage plus all 
data are copied to tape immediately. 

As eHealth 
strategic 

developments 
progress, this 

guidance, 
along with that 

for other 
record types 
affected, will 
be reviewed. 
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X-Ray registers (where 
they exist in paper 

format) 

30 years Likely to have 
archival 

value – see 
footnote 

X-Ray reports (including 
reports for all imaging 

modalities) 

To be considered as part of the 
patient record. Retain according to 

the standard minimum retention 
period appropriate to the 

patient/specialty (see above) 

 

 

Principles to be used in Determining Policy Regarding the Retention and 
Storage of Essential Maternity Records 

 
Reproduced below is the joint position on the retention of maternity records as 
agreed by the British Paediatric Association, the Royal College of Midwives, the 
Royal College of Obstetricians and Gynaecologists and the then 
United Kingdom Central Council for Nursery, Midwifery and Health Visiting. This is 
specified in the Department of Health publication: ‘Records Management: NHS Code 
of Practice’ (270422/2/Records Management: NHS Code of Practice Part 2). 

 
Joint Position on the Retention of Maternity Records 

 
All essential maternity records should be retained. ‘Essential’ maternity records 
mean those records relating to the care of a mother and baby during pregnancy, 
labour and the puerperium. 
Records that should be retained are those that will, or may, be necessary for further 
professional use. ‘Professional use’ means necessary to the care to be given to the 
woman during her reproductive life, and/or her baby, or necessary for any 
investigation that may ensue under the Congenital Disabilities (Civil Liabilities) Act 
1976, or any other litigation related to the care of the woman and/or her baby. 
Local level decision making with administrators on behalf of the health authority must 
include proper professional representation when agreeing policy about essential 
maternity records. ‘Proper professional’ in this context should mean a senior medical 
practitioner(s) concerned in the direct clinical provision of maternity and neonatal 
services and a senior practising midwife. 
Local policy should clearly specify particular records to be retained AND include 
detail regarding transfer of records, and needs for the final collation of the records for 
storage. For example, the necessity for inclusion of community midwifery records. 
The policy should also determine details of the mechanisms for the return, collation 
and storage of those records, which are held by mothers themselves, during 
pregnancy and the puerperium. 
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List of Maternity Records to be retained 
 
Maternity Records retained should include the following: 
 documents recording booking data and pre-pregnancy records where appropriate; 

 documentation recording subsequent antenatal visits and examinations; 

 antenatal inpatient records; 

 clinical test results including ultrasonic scans, alphafeto protein and chorionic 
villus sampling; 

 blood test reports; 

 all intrapartum records to include initial assessment, partograph and associated 
records including cardiotocographs; 

 drug prescription and administration records; 

 postnatal records including documents relating to the care of mother and baby, in 
both the hospital and community settings. 
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ANNEX 5 - ADMINISTRATIVE RECORDS RETENTION SCHEDULE 
 
 

This schedule sets out minimum periods for which the various administrative records 
created within the NHS or predecessor bodies should be retained (in line with the 
Data Protection Legislation), either due to their ongoing administrative value or as a 
result of statutory requirement. Records are listed alphabetically within each record 
category, e.g. financial, human resources. The retention schedules apply to all the 
records concerned, irrespective of the format (e.g. paper, databases, emails, 
photographs, CD ROMs) in which they are created or held. 

 
Administrative Records - General 

TYPE/SUBTYPE OF 
RECORDS 

MINIMUM 
RETENTION 

PERIODS 

NOTES 

Conferences: lectures given 
by staff at other conferences 

permanent Significant conference 
papers should be selected 

for permanent retention 
Conferences: organised by 

Boards – conference 
proceedings 

permanent  

Conferences: organised by 
Boards - routine paperwork 

destroy after 
conference 

 

Conferences: other 
conferences attended by staff 

2 years  

Copies of out-letters 1 year  
Databases- records handling 

system 
permanent Retain to demonstrate 

implementation of 
established practice and 

provide audit trail, see also 
Indexes 

Diaries - office 1 year after 
completion 

 

Enquiries (such Subject 
Access Request and FOISA) 

Minimum of 40 
working days 
following the 

response; requests 
for review for a 
minimum of six 

months 

The authority may wish to 
keep the correspondence 
longer for its own business 

purposes 

Indexes- file and document 
lists marked for permanent 

preservation 

permanent  
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Administrative Records: General 
TYPE/SUBTYPE OF 

RECORDS 
MINIMUM 

RETENTION 
PERIODS 

NOTES 

Indexes- file and document 
lists not marked for 

permanent preservation 

Destroy when no 
longer useful 

Retention may be required 
if they are part of audit 

trails 
Quality Assurance Records 12 years  
Receipts for registered and 

recorded delivery mail 
2 years  

Records of custody and 
transfer of keys 

2 years  

Research and development 
findings by Board staff 

(scientific, technological and 
medical) 

Consider findings 
and reports for 

permanent 
preservation 

Supporting records should 
be retained in line with the 
appropriate clinical, 
pharmaceutical, laboratory 
or other research 
standards, as set out by 
funding and professional 
bodies. 

Software licenses Operational lifetime 
of product 

 

 

Administrative  Records - Financial 
TYPE/SUBTYPE OF 

RECORDS 
MINIMUM 

RETENTION 
PERIODS 

NOTES 
SEE FOOTNOTE 

Accounts – final annual 
master copies 

permanent  

Accounts - cost 3 years  
Accounts - working 

papers 
3 years  
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Accounts - minor records: 
(including pass books, 
paying-in slips,  cheque 

counterfoils, 
cancelled/discharged 
cheques, petty cash 

expenditure, travelling 
and subsistence 
accounts, minor 

vouchers, duplicate 
receipt books, income 
records, laundry lists) 

3 years after 
completion of audit 

See ‘Receipts for cheques 
bearing printed receipts’ 

below 

Accounts - statutory final permanent  
Advice Notes 3 years after formal A longer period may be 
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 clearance by statutory 
auditor 

required for investigative 
purposes 

Audit records - original 
documents 

3 years after formal 
clearance by statutory 

auditor 

A longer period may be 
required for investigative 

purposes 
Audit reports (including 

Management letters, VFM 
reports and system/final 
accounts memorandum) 

3 years after formal 
clearance by statutory 

auditor 

A longer period may be 
required for investigative 

purposes 

Bank statements 3 years after 
completion of  audit 

 

Benefactions – 
endowments, legacies 

gifts etc. 

permanent  

Bills and receipts 6 years  
Budget monitoring reports 3 years  

Budgets 2 years after 
completion of audit 

 

Capital paid invoices 3 years See ‘Invoices’ below 
Cash books and sheets 6 years  

Cost accounts  See ‘Accounts’ above 
Creditor payments 3 years  

Debtors' records - cleared 6 years  
Debtors' records - 

uncleared 
6 years  

Demand Notes 6 years  
Expenses claims  See ‘Accounts – minor’ 

above 
Financial plans, estimates 

recovery plans 
6 years  

Funding data 6 years  
General ledgers 6 years  

Income and expenditure 
sheets and journals 

6 years  

Indemnity Forms 6 years after the 
indemnity has lapsed 
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Administrative Records: Financial 
TYPE/SUBTYPE OF 

RECORDS 
MINIMUM 

RETENTION 
PERIODS 

NOTES 

Inquiries involving 
fraud/other irregularities 

10 years Where action is in prospect or has 
been commenced, consult with 
legal representatives and NHS 

Counter Fraud Services and keep 
in accordance with advice provided 

Invoices payable 
(creditors) 

6 years  

Invoices receivable 
(debtors) 

6 years  

Ledgers 6 years See also ‘General ledgers’ above 
Mortgage documents - 

acquisition, transfer and 
disposal 

permanent  

Non-exchequer funds 
records 

 See ‘Income and expenditure 
journals’ above 

PAYE records 6 years  
Receipts 6 years Includes cheques bearing printed 

receipts 
SFR returns 6 years  

Superannuation - 
accounts and registers 

10 years  

Superannuation - forms 10 years  
Tax forms 6 years  

VAT records 6 years In some instances a shorter period 
may be allowed, but agreement 

must be obtained from HM 
Revenue and Customs 

Wages/salary records 10 years For superannuation purposes 
authorities, may wish to retain 
such records until the subject 

reaches pensionable age 
 

. 
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Administrative Records - Property, Environment and Health & Safety 
 

TYPE/SUBTYPE OF 
RECORDS 

MINIMUM RETENTION 
PERIODS 

NOTES 

Agreements See ‘Contracts’ below  
Buildings - papers relating to 

occupation 
Permanent or until 

property demolished or 
disposed 

Does not include 
Health & Safety 

information 
Capital charges data 3 years after completion 

of previous 5 year 
valuation term 

 

Contaminated Land permanent  
Contracts - non sealed 

(property) on termination 
6 years  

Environmental Information permanent  
Equipment  See ‘Products – 

liability’ under 
‘Procurement 

Records’ 
Estimates: including supporting 

calculations and statistics 
3 years  

Green code permanent  
Health and safety: 
Asbestos Register 

permanent  

Health and safety: 
Audit forms, COSHH (Control 
of Substances Hazardous to 

Health Regulations) 
documentation, safety risk data 
sheets, risk assessments and 

control measures etc. 

10 years  

Health and Safety: 
Accident and Incident Forms 

10 years See ‘Litigation 
dossiers’ under 

‘NHS Board 
Records’ 

Health and Safety:  Reporting 
of Injuries, Diseases and 
Dangerous Occurrences 

Regulations 1995 (RIDDOR) 
including Accident Register 

10 years  
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Inspection Reports – e.g. 
boilers, lifts etc. 

2 years after operational 
lifetime of 

installation/plant 

Should be retained 
indefinitely if there 
is any measurable 

risk of a liability 
Inventories (non-current) of 
items having an operational 

2 years  
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lifetime of less than 5 years   
Land purchase and sale - 

deeds, leases, maps, surveys, 
registers etc 

permanent  

Land purchase and sale - 
negotiations not completed 

6 years  

Laundry lists  See ‘Accounts – 
minor’ under 

‘Financial Records’ 
Manuals - operating  See ‘Inspection 

reports’ above 
Manuals- policy and procedure permanent  

Maintenance contracts  See ‘Property- 
Cleaning and 
Maintenance’ 

below 

Maintenance request book 2 years after financial 
year referred to 

 

Maps consider for permanent 
preservation 

 

Project files (£250,000 and 
over) 

permanent Including 
abandoned or 

deferred projects 
Project files (under £250,000) 6 years after 

completion/abandonment 
of project 

 

Project team files (£250,000 
and over) 

3 years  

Project team files (under 
£250,000) 

3 years  

Property- acquisition dossiers permanent  
Property - cleaning and 

maintenance (contracts less 
than £100,000) 

6 years  

Property - disposal dossiers permanent  
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Property/Estates- Land, 
Building and Engineering 

Construction Procurement: 
Key records (including:  

final accounts, surveys, site 
plans, bills of quantities, 

PFI/PPP records) 
Town and country planning 

matters and all formal contract 

permanent Inclusive of major 
projects 

abandoned or 
deferred 
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documents (including: 
executed agreements, 
conditions of contract, 

specifications, 
"as built" record drawings and 
documents on the appointment 
and conditions of engagement 

of private buildings and 
engineering consultants) 

 

Property - leases permanent 
Property management system permanent 

Property - minor contracts 6 years 
Property performance permanent 
Property - purchases permanent 

Property strategy permanent 
Property - title deeds permanent 

Property- terriers (NHS 
premises site information) 

permanent 

Safety Action Bulletins Permanent 

SEPA Registrations, Licenses 
and Consents 

permanent 

Specifications for work 
tendered 

6 years 

Tenders (successful) See ‘Contracts’ 
above 

Tenders (unsuccessful) 6 years 
Waste Consignment Notes- 
Controlled wastes such as 

clinical/healthcare and 
household/domestic 

2 years 

Waste Consignment Notes- 
Special/Hazardous/Radioactive 

Wastes 

3 years 

Waste- Duty of Care Inspection 
Reports 

permanent, or for life of 
external contract 
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Administrative Records - Human Resource 
 

TYPE/SUBTYPE OF 
RECORDS 

MINIMUM 
RETENTION 

PERIODS 

NOTES 

Disciplinary: First written 
warning 

6 months  

Disciplinary: Final written 
warning 

12 months  

Disciplinary: First and final 
written warning 

12 months  

Disciplinary: Letter of Dismissal 10 years Where action is in 
prospect or has been 

commenced, consult with 
legal representatives and 
keep in accordance with 

advice provided. 
Disciplinary: Records of action 

taken, including: Details of rules 
breached, Employee’s defence 
or mitigation, Action taken and 
reasons for it, Details of appeal 

and any subsequent 
developments 

6 years after 
leaving service 

See above for retention 
periods for warnings. 

Establishment records - major 
(including: Personnel files, 
letters of application and 

appointment, confirmation of 
qualifications, contracts, joining 

forms, references & related 
correspondence, termination 

forms) 

6 years after 
leaving service 

 

Establishment records – minor 
(including: attendance books, 

annual leave records, duty 
rosters, clock cards, timesheets) 

2 years  

Industrial relations (not routine) permanent  
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Personal Development: Nurses 
– training records 

30 years after 
completion of 

training 

Applies only to Nurse 
Training carried out in 
hospital based nurse 

training schools 
Personal Development: Study 

leave applications 
2 years  

Recruitment: Applications for 1 year after  
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employment – unsuccessful 
applicants 

completion of 
recruitment 
procedure 

 

Recruitment: CVs for non- 
executive directors (successful) 

5 years 
following end of 

term of office 

 

Recruitment: CVs for non- 
executive directors 

(unsuccessful applicants) 

2 years  

Recruitment: Disclosure 
Scotland information 

90 days 90 days after the date on 
which recruitment or other 
relevant decisions have 
been taken; or 90 days 
after the date on which 

recruitment or other 
relevant decisions have 

been taken. 
Recruitment: Job 
advertisements 

1 year  

 
 

Administrative Records - Procurement and Stores 
 

TYPE/SUBTYPE OF 
RECORDS 

MINIMUM 
RETENTION 

PERIODS 

NOTES 

Approval files - contracts permanent  
Approved suppliers lists 11 years  

Delivery notes 2 years  
Indents 2 years after 

financial year 
referred to 

 

Medical equipment 
specifications – major 

items purchased 

permanent  

Medical Equipment – 
operating manuals 

operational lifetime 
of equipment 

 

Procurement 
documentation 

7 years One copy of each supplier 
response from short listed to 

tender and the contract 
itself. 

Products – liability 11 years  
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Purchase orders 3 years after 
financial year 

referred to 

 

Requisitions 2 years after 
financial year 

referred to 
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Stock control reports 2 years  
Stores – major (ledgers 

etc.) 
6 years  

Stores – minor 
(requisitions, issue notes, 
transfer vouchers, goods 

received books etc.) 

2 years  

Supplier correspondence 6 years after 
termination of 

agreement 

 

Supplies records – minor 
(e.g. invitations to tender 
and inadmissible tenders, 
routine papers relating to 
catering and demands for 

furniture, equipment, 
stationery and other 

supplies) 

2 years  
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Administrative Records - NHS Board 
 

TYPE/SUBTYPE OF 
RECORDS 

MINIMUM 
RETENTION 

PERIODS 

NOTES 

Area health plans permanent  
Contracts – non sealed on 

termination 
6 years  

Contracts – GP Practices and 
others to deliver core NHS 

services 

permanent  

Contracts – sealed permanent Including associated 
records 

Corporate policies permanent  
Deeds of title permanent  

Health promotion – core 
papers and visual materials 
relating to major initiatives 

consider permanent 
preservation 

 

History of Boards or their 
predecessor organisations 

permanent  

History of hospitals permanent  
Hospital services files consider permanent 

preservation 
 

Legal actions (adult) 7 years after case 
settled or dropped 

 

Legal actions (child) until child is 18 or 7 
years after case 

settled or dropped, 
whichever is later 

 

Litigation dossiers – 
complaints including accident 

reports 

10 years Where a legal action 
has commenced see 

Legal actions 

Meeting papers – master set permanent Main committees and 
sub-committees of 
NHS Boards and 

special Health Boards 
and other meetings of 
significance for legal, 

administrative or 
historical reasons 
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Minutes – master set permanent Main committees and 
sub-committees of 
NHS Boards and 

special Health Boards 
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NHS circulars – master set permanent  
Nursing homes pre 1 April 

2002: registration documents 
and building plans 

permanent The regulation of care 
services was taken 
over by the Care 

Commission on 1 April 
2002. 

Nursing homes pre 1 April 
2002: inspection reports and 

general correspondence 

5 years The regulation of care 
services was taken 
over by the Care 

Commission on 1 April 
2002. 

Option appraisals 6 years after end of 
agreement 

 

Patient complaints without 
litigation – adults 

7 years  

Patient complaints without 
litigation – children and young 

adults 

until child is 16 or 7 
years, whichever is 

later 

 

Photographs consider for 
permanent 
preservation 

Corporate and publicity 
photographs, those not 
used for patient care 

purposes. 
Press cuttings consider for 

permanent 
preservation 

 

Register of seals permanent  
Reports – major permanent  

Serious incident files permanent  
Service development reports 6 years  

Service level agreements 6 years  
Strategic plans permanent  

Subject files permanent Files relating directly to 
the formulation of 
policy and major 

controversies must be 
permanently 

preserved. Other files 
should be disposed of 

when no longer 
needed. 
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Trust arrangements legally 
administered by NHS 

organisations – documents 
describing terms of 

foundation/establishment and 
winding-up 

permanent  
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Trusts arrangements legally 
administered by NHS 
organisations – other 

documents 

6 years  

 
 
 

Administrative Records - Service Planning 
 

TYPE/SUBTYPE OF 
RECORDS 

MINIMUM 
RETENTION 

PERIODS 

NOTES 

Activity monitoring reports 6 years after end of 
agreement 

 

Admission, transfer and 
treatment of patients – 

policy files 

permanent  

Databases – demographic 
and epidemiological based 
on data supplied by NHS 

National Service Scotland, 
Information Services 

 In accordance with 
general policies of NHS 

National Service Scotland, 
Information Services, and 

any specific terms and 
conditions imposed by 

them in relation to 
particular data sets 

Databases – demographic 
and epidemiological based 

on survey data 

 May be retained 
indefinitely if data quality 

and potential for future re- 
use justifies cost of 

migration/regeneration to 
new formats and platforms 

Patient activity data 3 years  
Summary bed statistics permanent  
Waiting list monitoring 

reports 
6 years  

Seasonal business plans 6 years  
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ANNEX 6 – ‘THE MANAGEMENT, RETENTION AND DISPOSAL OF 
PERSONAL HEALTH RECORDS 

 
Introduction 

 
Scope of Schedule 
This Annex sets out the minimum periods for which the various personal health 
records created within the NHS or by predecessor bodies should be retained (in line 
with Data Protection Act Legislation), either due to their ongoing administrative 
value or as a result of statutory requirement. It also provides guidance on dealing 
with records which have ongoing research or historical value and should be 
selected for permanent preservation as archives and transferred to an appropriate 
archive. 

The Annex provides information and advice about all personal health records 
commonly found within NHS organisations. The retention schedules apply to all the 
records concerned, irrespective of the format (e.g. paper, databases, emails, X-rays, 
photographs, CD-ROMs) in which they are created or held. 

This Annex does not provide specific guidelines on determining which documents 
are retained as part of a personal health record. However, principles to be used in 
determining policy regarding the retention and storage of essential maternity records 
are set out. In addition, NHS organisations are reminded that good practice suggests 
that a policy determining which documents should remain in the record after 
discharge (or weeding) should be in place. The development of such a policy should 
include addressing any clinical requirements for completeness of information, as well 
as the legal requirements of the Data Protection Legislation, which states that only 
personal information which is relevant and not excessive should be retained. 

 
Whenever the schedule is used, the guidelines listed below should be followed: 

i) The minimum retention periods in this schedule must be adopted. However, local 

business requirements or risk analysis may require some categories of record to 

be kept for longer. 

ii)  NHS Lothian’s currently calculate the retention period from the last date of 
entry to the health records document but aim to meet the Scottish 
Government recommended minimum retention periods, calculated from the 
end of the calendar year following the last entry on the document. 

iii) The provisions of the Data Protection Legislation and the Freedom of Information 
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(Scotland) Act 2002 must be observed. Decisions should also be considered in 

the light of the need to preserve records that may be in the substantial public 

interest or in relation to research purposes  

This applies to records whose use cannot be anticipated fully at the present 

time, but which may be of value to future generations. 

iv) Some classes of document must be permanently preserved and the advice of the 

local NHS archivist or National Records of Scotland regarding an appropriate 

place of deposit should be obtained. 

v) The selection of records for permanent archival preservation is partly informed by 

precedent (the establishment of a continuity of selection) and partly by the 

historical context of the subject (the informed identification of a selection). It is 

also possible to retain a sample of certain record series. General rules should be 

drawn up locally, using the profile of material that has already been selected, and 

the history of the institution or organisation (including pioneering treatments and 

examples of excellence) within the context of its service to the local and wider 

communities. 

vi) Records which, having been retained for the minimum retention period, are 

selected for destruction, should be destroyed appropriately, with particular regard 

being to whether the information contained in them is of a confidential or sensitive 

nature. 
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