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Introduction 

The College of Physicians and Surgeons of Ontario (the “College”) is currently reviewing its Medical 

Records policy.  

As part of this review, the College has developed two new draft policies, Medical Records Stewardship 

and Medical Records Documentation, along with two companion draft Advice to the Profession 

documents. These drafts were released for external consultation from September to November 2019.  

Invitations to participate in the consultation were sent via email to a broad range of stakeholders, 

including all Ontario physicians. In addition, a general invitation to provide feedback was posted on the 

College’s website and social media platforms. Feedback was collected via regular mail, email, an online 

discussion forum, and an online survey.  

This report summarises only the stakeholder feedback that was received through the online survey. 

Caveats  

Participation in this survey was voluntary. As such, no attempt has been made to ensure that the sample 

of participants is representative of any sub-population. 

In the interest of space, stakeholder feedback to open-ended questions has been summarised to 

capture key themes and ideas.  

Who we heard from 

A total of 86 surveys were received in response to this consultation.  

The vast majority of respondents were from Ontario (95%) and were physicians (80%). 

Respondent Demographics 

 

Organisational respondents included: 

• Sustainable Consulting Group   

https://www.cpso.on.ca/admin/CPSO/media/Documents/physician/polices-and-guidance/policies/medical-records.pdf
https://www.cpso.on.ca/admin/CPSO/media/Documents/physician/polices-and-guidance/policies/medical-records.pdf
http://policyconsult.cpso.on.ca/wp-content/uploads/2019/09/Medical-Records-Stewardship-Draft-Policy.pdf
http://policyconsult.cpso.on.ca/wp-content/uploads/2019/09/Medical-Records-Documentation-Draft-Policy.pdf
http://policyconsult.cpso.on.ca/?page_id=12126
http://policyconsult.cpso.on.ca/?page_id=12126
file://///north/depts/Policy/Policies%20(P-02)/Medical%20Records/2017-2019%20Review/Consultation/General%20Consultation/Survey/policyconsult.cpso.on.ca/wp-content/uploads/2019/09/Medical_Records_Survey_Draft_Policies_and_Advice_to_the_Profession_Documents-WP-Version1.pdf
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The following questions were posed to all respondents: 

The current Medical Records policy has been divided into two, newly titled, draft policies 

which cover distinct topics related to medical records:  

• Medical Records Stewardship which sets out expectations related to the care, handling 

and management of medical records. 

• Medical Records Documentation which sets out expectations related to how and what 

to document in medical records.  

Separating the expectations into distinct policies is meant to help with clarity, readability, 

and the utility of the policy. 

Q1. Please indicate the extent to which you agree or disagree with separating the medical 

records expectations into two draft policies. (n = 86) 

 

A majority of respondents supported separating the medical records expectations into two draft 

policies.1  

Q2. Please feel free to elaborate on your answer above. For example, please tell us why you 

agree or disagree with separating the content into two policies. (Optional) (n = 20) 

Those that supported separating the content into two policies provided reasons such as:      

• Stewardship has become more complex with the advent of electronic medical records (EMR); 

• Separating the responsibility of the management of the record from what is in the record 

provides clarity for physicians acting as agents of a health information custodian (HIC); 

• One draft policy is organisational or administrative (Medical Records Stewardship) while the 

other relates to professional expectations (Medical Records Documentation);  

• The separation of content should help to review cases and makes it easier to consult when 

needed.  

Physician respondents who disagreed with separating the content into two draft policies indicated:  

 
1 This includes respondents who strongly agreed and somewhat agreed. 
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• It creates an artificial distinction; in practice these issues intersect and are inter-related;  

• Information is more easily accessible in one document; and  

• One document would help avoid contradictions in material.  

Medical Records Stewardship 

The term “stewardship” is defined in the draft Medical Records Stewardship policy as the 

care, handling and management of medical records. The draft policy specifically sets out 

expectations related to access and transfer, security and storage, and retention and 

destruction of records. It also addresses the use of electronic records. 

Q3. Please indicate the extent to which you agree or disagree with the following statements 

related to the draft policy title: (n = 51) 

 

A majority of respondents agreed that “stewardship” is an appropriate term to capture the issues in the 

draft policy and that it is clear what is meant by “stewardship”. 

Q4. Please feel free to elaborate on your answers above. For example, if you do not feel that 

Medical Records Stewardship is an appropriate title, what title do you think would be more 

appropriate? If you think that Stewardship is an appropriate title, please tell us why. 

(Optional) (n = 10) 

Respondents provided the following key feedback about the appropriateness of the draft policy title: 

• “Stewardship” captures the essence of the draft policy. 
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• “Management” should be used – it encompasses the dual function of record-keeping and 

stewardship; physicians are accustomed to the term “management” (e.g. in their diagnosis and 

management of a patient).  

• “Stewardship” may be difficult for the general public to understand - the title “Handling and 

Retention/Dissemination” should be used instead. 

• “Stewardship” is a religious term; “custodianship” should be used instead.  

The majority of Ontario physicians maintain electronic medical records. In order to ensure 

that physicians are able to meet their legal and professional obligations related to record-

keeping, the draft policy includes a new expectation that physicians must be proficient with 

their electronic record-keeping systems (see provision 33 of the draft policy).  

Q5. Please indicate the extent to which you agree or disagree that this expectation is 

reasonable. (n = 51) 

 

A majority of respondents agreed that the expectation that physicians are proficient with their 

electronic record-keeping systems is reasonable.   

Q6. Please feel free to elaborate on your answer above. (Optional) (n = 17) 

Of those that didn’t agree, some physician respondents highlighted interface and design issues with 

EMRs as well as the time required to incorporate or maintain these systems. One physician respondent 

asked if there was a way to test proficiency and provide incentives for the time spent acquiring 

proficiency (e.g. continuing medical education credits). 

Feedback from members of the public included:  

• While physicians need familiarity with their electronic record-keeping systems, they primarily 

“need to be physicians” and the administrative work should be dedicated to staff; 

• If a physician is unable to maintain adequate records, they should be assessed;  

• Physicians should be able to manage both paper and electronic record-keeping systems. 

In order to ensure that physicians are using electronic record-keeping systems that comply 

with standards, the draft Medical Records Stewardship policy requires physicians to only use 
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certified electronic record-keeping systems (e.g. EMRs) unless they can independently verify 

that an unaccredited system meets the privacy and security standards required by law (see 

provision 32 of the draft policy).   

Q7. Please indicate the extent to which you agree or disagree that it is reasonable to require 

the use of certified EMRs. (n = 51) 

 

A majority of respondents agreed that it is reasonable to require the use of certified EMRs.  

Currently the requirement regarding certification focuses on ensuring privacy and security 

standards. Some might argue that the College should also require physicians to use EMRs that 

are certified for interoperability with the provincial health system (i.e. systems that provide 

access to provincial digital tools like Ontario Laboratories Information System (OLIS), Health 

Report Manager (HRM), eConsult, etc.).  

Q8. How important do you feel it is for physicians to use the following: (n = 51) 
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A majority of respondents felt that it was extremely or very important for physicians to use EMRs that 

are certified for privacy and security, for interoperability, and for both. 

Q9. Please feel free to elaborate on your answers above. (Optional) (n = 16) 

While physician respondents were generally supportive of using EMRs that are certified for 

interoperability, some expressed concerns, including:  

• EMRs should meet interoperability standards set by eHealth and OntarioMD and not the 

College;  

• This cannot be achieved until interoperability is accessible to all physicians; 

• It is difficult to dictate what physicians must comply with without clear direction or support 

from the Ministry of Health; 

• It is unreasonable to expect physicians to continue upgrading or changing EMRs at their own 

cost in order to comply with changing requirements; 

• Issues of confidentiality and government access to information need to be resolved first. 

Members of the public provided the following key comments: 

• All medical records should be accessible by all medical professionals; 

• While it is important that the necessary health professionals have immediate access to medical 

records, entities who are not using the information for the benefit of the patient (i.e. insurance 

companies) should have restricted access.  

The following questions were only posed to respondents who 

indicated that they read the draft Medical Records Stewardship 

policy: 

We would like to understand whether the draft Medical Records Stewardship policy is clear. 

Please indicate the extent to which you agree or disagree with the following statement: 

Q10. I clearly understand what the draft policy expects of physicians regarding the care, 

handling, and management of medical records. (n = 40) 
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A majority of respondents indicated that the draft policy clearly articulates what is expected of 

physicians with respect to the care, handling, and management of medical records.  

 Q11. How can we improve the draft policy’s clarity? (Optional) (n = 10) 

When asked about improving the draft policy’s clarity, respondents provided the following comments:  

• The draft policy reads well in principle but does not reflect the reality of daily practice;  

• The draft provisions are not realistic and increase bureaucracy and work for the physician;  

• OntarioMD’s specifications are inadequate for the transfer of medical records to another 

software vendor and make it difficult to comply with the expectations related to transitioning 

records management systems (provision 34); 

• The policy should require electronic medical records to be stored and produced in colour, as 

some notations are colour coded; 

• A central storage for patient information is necessary. 

We would like to understand whether the draft Medical Records Stewardship policy is 

comprehensive. That is, it addresses all of the relevant or important issues related to the 

care, handling, and management of medical records.  

Q12. Please indicate the extent to which you agree or disagree that the draft policy is 

comprehensive. (n = 39) 

 

A majority of respondents agreed that the draft policy is comprehensive. 

Q13. How can the draft policy be made more comprehensive? For example, are there issues 

that the draft policy does not address but should? (Optional) (n = 13) 

When asked about improving the draft policy’s comprehensiveness, physician respondents provided the 

following key comments:  

• Emphasise that handwritten records must be legible;  

• Provide additional information on storage options for records of patients whom the doctor is no 

longer providing care;  

• Provide additional information on the obligations of specialists when both the primary care 

physician and the specialist have a copy of the record; and 
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• Additional information on paediatric patient records retention.  

One member of the public expressed that patients should be allowed copies of their medical records 

free of charge. 

Q14. Alternatively, does the draft policy contain content or expectations that you feel are 

unnecessary and should be removed? (Optional) (n = 5) 

A key comment regarding content or expectations that are unnecessary or should be removed included: 

• It is impossible to ensure all electronic records are erased, as copies given to the patient or third 

parties are no longer under the control of the physician. 

The draft Medical Records Stewardship policy has a companion document called Advice to the 

Profession: Medical Records Stewardship. The purpose of this companion document is to 

provide information on best practices, rationale for the policy expectations, and guidance for 

interpreting the policy expectations.  

Q15. Are there issues or topics that you think could benefit from additional detail, 

explanation, or examples that should be addressed in the Advice document? (Optional) (n = 

16) 

Respondents suggested the following key issues or topics should be addressed in the Advice document: 

• Additional advice for specialists regarding patient requests for records when the primary care 

provider also has a copy; 

• Guidance from the Canadian Medical Protective Association (CMPA) regarding software 

contracts; 

• Patients’ rights to review physician documentation/ interpretation of the encounter before 

being recorded in the medical record.    
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Medical Records Documentation  

The draft Medical Records Documentation policy focuses on foundational principles for 

documenting the patient encounter (i.e., legibility, accuracy, comprehensiveness, and 

timeliness) and the required content of all records. It no longer sets out separate guidance for 

different specialities or practice types, as the expectations and principles within can be 

applied broadly.  

Q16. Do you think there are unique differences between practice types/specialties that need 

to be addressed or are the broad principles of documentation applicable in all settings? 

Please tell us what, if any, unique factors apply in different settings that the policy should be 

aware of. (Optional) (n = 29) 

Respondents were somewhat divided about whether the expectations in the draft Medical Records 

Documentation policy were broadly applicable across specialties. Some respondents felt specialty-

specific guidance would be helpful and others felt that the broad principles of good documentation 

applied in all settings. Key comments from physician respondents included the following:  

• Specialities are unique in terms of follow-up arrangements and investigations; 

• Primary care visits differ from specialists as patients may address more than one issue, and the 

number of patients seen and length of visits or the repetitive nature of the visit should be 

considered; 

• Emergency Medicine physicians have substantial time constraints compared to other specialties 

and therefore their documentation requirements should be unique; 

• Developmental assessments in pediatrics are much longer than surgical post-operation 

assessments; and  

• Requirements around radiology or imaging reports should be more explicit; 

• Documentation principles are universal and the draft language as written is in the best interests 

of the patient.  

Feedback from members of the public included: 

• All health care providers should use the broad principles in all settings;  

• Physicians should have the ability to add customised sections pertaining to their practice; and 

• As the cumulative patient profile (CPP) is vital to understanding a patient’s health, its use should 

be required by specialists on a regular basis and not only primary care physicians. 

Sometimes physicians have informal discussions about patient care issues with other health 

care providers via phone, email, or in the hallway. The policy requires physicians to use their 

judgment to determine whether these discussions need to be documented in the record, 

considering factors such as whether the discussion informed the care and treatment of the 

patient (see provision 12 of the draft policy). 
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Q17. Please indicate the extent to which you agree or disagree that this expectation is 

reasonable. (n = 23) 

 

A majority of survey respondents agreed that the draft expectation requiring physicians to consider 

documenting informal discussions about patient care issues with other health care providers is 

reasonable.  

Q18. Please feel free to elaborate on your answer above, including identifying other factors 

that might play into this judgment. (Optional) (n = 23) 

When asked to elaborate on their responses, key comments from physician respondents included: 

• Concern that this requirement could suppress collegial discussions and learning or potentially 

open physicians up to medico-legal issues;  

• There are email and telephone consultation codes that require documentation for payment; 

• The name of the patient should not be mentioned during the discussion and when documenting 

these discussions, the name of the colleague should not be mentioned; 

• These conversations are usually not considered to be the same as a consultation; and 

• This should be required as a physician’s judgment could be clouded by time restrictions. 

One member of the public felt all discussions with all physicians must be documented and the patient 

informed no matter where the conversation took place, while another member of the public felt it was 

more important to encourage collaboration rather than documenting casual conversations. 

Contemporaneous documentation is not always the practice of some physicians. In order to 

promote increased accuracy and clarity of documentation the draft policy requires physicians 

to record both the date of the patient encounter and the date of documentation, where the 

dates differ (see provision 3 of the draft policy).  

Q19. Please indicate the extent to which you agree or disagree that this expectation is 

reasonable. (n = 64) 
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A majority of respondents agreed that it is reasonable to require physicians to record both the date of 

the patient encounter and the date of documentation, where the dates differ. 

The following questions were only posed to respondents who 

indicated that they read the draft Medical Records Documentation 

policy: 

We would like to understand whether the draft Medical Records Documentation policy is 

clear. Please indicate the extent to which you agree or disagree with the following statement: 

Q20. The draft policy clearly sets out what is expected of physicians when documenting in the 

medical record. (n = 55) 

 

A majority of respondents agreed that the draft policy clearly sets out what is expected of physicians 

when documenting in the medical record. 

Q21. How can we improve the draft policy’s clarity? (Optional) (n = 11) 

Suggestions to improve the clarity of the draft Medical Records Documentation policy included:  

• Clarify if “clinical notes” refers to hospital progress notes; 

• Clarify if all tests and referrals requisitioned must be captured in each patient medical record in 

a hospital setting; 
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• Clarify if the expectation regarding documenting telephone encounters would apply to calls 

from nurses while on-call, as documenting each phone call in writing would be inefficient and 

challenging;  

• Consider the issues that affect patients’ data when records are transferred from one EMR 

vendor to another; 

• Stipulate the frequency of a review of the CPP; and 

• Provide examples of proper and improper documentation.  

We would like to understand whether the draft Medical Records Documentation policy is 

comprehensive. That is, it addresses all of the relevant or important issues related to 

documentation in the medical record.  

Q22. Please indicate the extent to which you agree or disagree that the draft policy is 

comprehensive. (n = 54) 

 

A majority of respondents agreed that the draft policy addresses all of the relevant or important issues 

related to documentation. 

Q23. How can the draft policy be made more comprehensive? For example, are there issues 

that the draft policy does not address but should? (Optional) (n = 15) 

Suggestions to improve the comprehensiveness of the draft Medical Records Documentation policy 

included: 

• Additional information on how to manage trainees and other staff involved in documentation on 

the physician’s behalf (provision 4 in the draft policy) (e.g. do the expectations differ depending 

on level of training; include examples of physicians working with medical students and residents, 

and what the expectation is regarding co-signing); 

• Address information sharing with other physicians in the patient’s circle of care;  

• Address electronic communication with patients; and  

• Include a definition of “medical records documentation.” 
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Q24. Alternatively, does the draft policy contain content or expectations that you feel are 

unnecessary and should be removed? (Optional) (n = 15) 

• Some physician respondents interpreted the draft expectations regarding the use of templates 

to be a general prohibition on their use and felt that this was unreasonable. Respondents 

expressed that as long as the documentation represents the patient encounter, the use of 

templates should not be prohibited. 

• One member of the public felt the expectations related to timing of documentation (provision 5 

in the draft policy) was vague and thought requiring a patient’s personal and family data in the 

CPP or equivalent summary (provision 9b in the draft policy) was excessive.  

• One organisational respondent felt “contact person in case of emergencies” (provision 9) in the 

draft policy) should be amended to “person(s) to serve as substitute decision maker 

(SDM)/alternate, if patient requests any.” 

The draft Medical Records Documentation policy has a companion document called Advice to 

the Profession: Medical Records Documentation. The purpose of this companion document is 

to provide information on best practices, rationale for the policy expectations, and guidance 

for interpreting the policy expectations.  

Q25. Are there issues or topics that you think could benefit from additional detail, 

explanation, or examples that should be addressed in the Advice document? (Optional) (n = 

16) 

Physician respondents suggested the following key issues should be addressed in the Advice document: 

• Proficiency regarding use of EMRs – one respondent felt that this issue should be addressed in 

the Documentation policy’s Advice document;  

• How to produce adequate documentation, and how to review and edit documentation to 

ensure its accuracy; 

• More details/examples to demonstrate how the draft policy aligns with the OHIP requirements 

and the Schedule of Benefits; and 

• Situations in which a patient does not want the physician to record their conversation. 

One member of the public requested guidance on how to ensure patients themselves receive a copy of 

specialist reports.  
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The following question was posed to all respondents: 

Q26. If you have any additional comments that you have not yet provided on the draft 

policies or advice to the profession documents, please provide them below, by email or 

through our online discussion forum. (Optional) (n = 13) 

Key additional comments from physician respondents included: 

• The draft Medical Records Documentation policy should be revisited at least every five years as 

technology and health care delivery evolves;  

• A patient’s income should have no bearing on the amount charged as the costs are fixed; and 

• 28 years of storage for pediatric patients is impractical and ten years or to age 18 is more 

reasonable. 

One member of the public felt physicians should at all times keep detailed notes on all topics discussed 

during appointments, and dates must be included in the medical record.  


