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Patient Journals in Critical Care 
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Aim 

Critical care can be a frightening place for both patients and their relatives. Recent 
evidence, including the NICE guideline CG83, concludes that the use of a patient diary/
journal can have beneficial impacts and reduce the psychological burden of a critical 
care stay for both patients and their relatives. 

This guideline is to enable critical care directorate staff to complete a journal which is 
appropriate to the needs of patients who have been admitted to critical care. It sets out 
how staff within the critical care directorate will be aware of the situations when a journal 
is to be commenced, the information that needs to be recorded within the journal and  
how the journal will be retained and shared with patients and/or relatives.  

The guidance also sets out the requirements for storage retention and destruction of 
these journals. This will ensure that all staff within Critical Care will be able to complete a 
journal which is appropriate to the needs of the patients who have been admitted to 
critical care 

Objectives 

• Inform critical care staff in the completion of a critical care journal 
• To guide critical care staff in the return of a critical care journal to a patient or 

relative 

Scope 

• This procedure applies to all of our staff in Critical Care Directorate including 
those with honorary contracts  

1. Introduction 

Critical care can be a frightening place for both families and their relatives. There can be 
large gaps in a patient’s memory as they begin to recover.  
 
Patient journals have been widely used in other Critical Care Units and it has been 
identified that these journals have been found to help patients understand what 
happened to them whilst they were in the Critical Care Unit. As there is evidence that 
this is a beneficial development for patients Cardiff and Vale University Health Board 
(UHB) has implemented the use of these journals within its Critical Care Units.  
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Journals will be considered for adult patients who have stayed on critical care for more 
than 7 days. 

Various staff including nurses, physiotherapists and dieticians will write in the journal, 
this will usually be on a daily basis and the information recorded will help to give a 
comprehensive account of the patients stay in Critical Care. In addition, families and 
friends will be encouraged to write in the journal about everyday events, news, visiting 
etc.   

The journal will remain the property of the patient; it is not part of the medical notes and 
is written to help patients remember their stay.   

2. Equipment 

1.1  New journals will be stored in the A3 North office  
1.2  Stock will be maintained by the Personal assistant 

3. When to start the journal 

3.1   Patients ventilated for more than 7 days can be considered for a journal. 
Patients will be excluded if they: 

• Are under 18 years of age; 
• Have been admitted following a deliberate suicide attempt 
  

3.2. The patient’s name and date of admission to Critical Care should be 
written at the top of the first page in the journal for identification purposes. 
All entries should be made clearly, in black ink and dated. The first entry 
should include a brief description of the reason for admission to Critical 
Care. 

3.3. A Consultee Information Sheet (appendix one) is given to the patient’s main 
carer. If there are not visitors a Senior Nurse or Consultant may give consent. If 
consent is granted, then a consent form is signed and dated and added to the notes. 
The summary sticker is placed in the medical notes, and a patient addressograph is 
placed in the patient journal folder in A3 North office. The summary procedure is in 
appendix 7. 

4. Who can write in the journal? 

A multi-disciplinary approach to the journals is hoped for. All members of staff are invited 
and are welcome to make entries. A journal with contributions from nurses, doctors, 
physiotherapists, chaplains and relatives and friends is likely to hold more meaning than 
a journal filled in by one person alone.   

5. What can be written in the journal? 

5.1  Avoid jargon and abbreviations. Use “laymen’s” terms when describing clinical 
terminology for entries in the journal. Try to relate what you write to how you would 
normally verbalise the information to a patient or relative. 
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5.2  Writing style should always be professional and relevant. As much care and 
consideration should be taken with journal entries as any other form of professional 
documentation. 

5.3  Include the relatives, encourage them to say when they have visited, include what 
has happened at home, news etc. 

5.4  Avoid including information that could be of a sensitive nature, or that a patient 
may wish to keep confidential. A sensible approach is to write only what you would be 
comfortable to disclose verbally to a patient or relative at the bedside.    

5.5  Entries need not be made every shift. However, entries should be made when 
there is a significant event or milestone to write about. Examples include extubation, a 
tracheostomy procedure, sitting out of bed for the first time. Include the relatives; 
encourage them to write when they are visiting.  

6. Storage and disposal of journals 

6.1  Whilst on Critical care the journals will be kept at the patient bedside, in a brightly 
coloured plastic wallet ideally in the drawer of the observation trolley. When a journal is 
commenced for a patient on Critical Care, please ensure that the patient’s name is 
added to the journal list in the Journal Register. The register is kept in the office on A3 
North; this is so that a record can be kept on which patients have a journal. 
  
6.2  When a patient is transferred to a ward or elsewhere from Critical Care then the 
journal must be held on the unit until a later date. The journal should be placed as soon 
as possible in the A3 North office until it is collected by a member of the journal team. It 
will then be stored in a lockable drawer in the Personal Assistants office in A3. 

6.3  Journals can be stored in the office for up to 24 months, this is considered to be a 
reasonable amount of time for the storage of journals of those patients who may be 
assessed as initially needing further psychological assessment and/or who choose 
initially not to keep their journals. 

6.4  When a journal is completed, the original journal entries will be photocopied. The 
photocopies will be filed in the Critical Care case notes as a record of the completed 
journal prior to its transfer to the patient. Photocopies will provide evidence of the 
original content of a journal at the time it was handed over to the patient. This will 
safeguard staff should anyone attempt to add to or alter the original text.  

6.5  If after 24 months any patient has not contacted the unit to receive their journal 
then the original journal will be destroyed by shredding. 

7. Handover of journal to patient 

7.1 On discharge from Critical Care the patient/relative will be provided with the 
Discharge from Critical Care Booklet and informed that we will contact them in four 
weeks to screen them as to their suitability to receive a journal.  

7.2 All patients will be contacted by letter at home 4 weeks after discharge from Critical 
Care (please see appendix 3). They will be invited to book in to the Journal Follow up 
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Clinic, run by a member of the Patient Journal Team (A Nurse) along with the Consultant 
Clinical Psychologist.  

7.3 If no contact is made following initial letter being issued a reminder letter will be sent 
at 3 and 6 months. If the patient does not contact the CCU to book into the Journal 
Follow up Clinic within 24 months the original copy of the journal will be destroyed. The 
photocopy will remain in the patient notes. 

7.4. The reason for psychological screening will be explained. They will be asked to 
complete psychological screening questionnaires (Impact of Events Scale and Hospital 
Anxiety and Depression Scale) and the results will be immediately fed-back. Any 
patients presenting with clinically significant scores will be advised that given their 
symptoms the most appropriate action would be to receive further assessment/input 
regarding their psychological symptoms. The clinician in charge of their care would be 
advised to refer them on for further psychological assessment/intervention. If the patient 
does not wish to be referred on then the clinician in charge of their care will be informed 
of this and advised to monitor these symptoms. Potential disadvantages/advantages of 
receiving the journal at that time will be discussed and the patient would make the 
decision as to whether they took the journal or asked for it to be stored or destroyed. 
The patient will be asked to sign the patient journal form indicating whether they would 
like to be referred on for further psychological assessment/support and if they wished for 
the journal to be stored, destroyed or if they wished to keep the journal.       

7.3 Screening for suitability and handing over of the journals to a patient can be 
conducted by a member of the journal team only.  

7.4 Following screening, patients presenting with non-clinically significant scores will be 
offered their journal. The contents of the journal will be explained fully to the patient and 
the opportunity given to the patient to ask any questions. 

7.5 Two copies of a journal acceptance/refusal form must be signed by the journal team 
member and the patient or patient representative (see appendix 5). The form denotes 
whether the patient has chosen to keep their journal or not. 

7.7 One copy of the above form is retained by the patient; the other copy is filed in the 
Critical Care case notes. 

7.8 Contact details will be given to the patient. 

7.9 The outcome of the handover will be logged in the patient journal register stored in 
the A3 North office.  

8. Handover of the journal to a relative 

7.1 Handover of the journal to a relative will only happen if the patient has died within 
the Critical Care Unit or as an inpatient in hospital, or if the patient is still under active 
neurological hospitalisation or rehabilitation and does not have the capacity to consent 
to receiving their journal or tolerate sitting in a journal follow up clinic 
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7.2 The named carer of next of kin is the person identified on the consent for 
commencement of a journal form (appendix 2). A letter will be sent to the named next of 
kin eight weeks following the death of the patient (see appendix 4). 

7.3 The relative will have up to one year to book into the Journal Follow up Clinic. If no 
appointment has been made following the initial letter a reminder letter will be sent at 10 
months. If the relative does not contact the unit within one year the original copy of the 
journal will be destroyed, and the photocopy will continue to be stored with the main 
notes. 

7.4 At the clinic a brief clinical assessment of the relatives’ psychological wellbeing will 
take place (a brief measure of bereavement). This will be explained to the relative as a 
means for assessing their current readiness to utilise the journal. The clinic appointment 
will allow an opportunity to go through the journal, or for the relative to ask any 
questions. 

7.5 Relatives with poor psychological wellbeing will be offered advice on bereavement/ 
counselling services.  

7.6. Relatives will sign a consent form that they have received the journal (appendix 5) 

7.7. In the event of a relative who is not the next of kin or named relative wishing to 
access the journal, they must do so via the standard procedure for obtaining medical 
records under Access to Health Records Legislation 
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Appendix 1: Journal Consultee Information Sheet Version 1.1 22/04/2015	

 

Critical Care 
Patient Journal Service 

Consultee Information Sheet 

Critical Care can be a frightening place for patients, their families and their friends. 

Patients in Critical Care tend to be very unwell and often need medications to help them recover. 
They are also often given medications to help them sleep so that we can treat them 
appropriately without causing them distress. 
Whilst this is often an essential part of treatment to help them, when the patients begin to 
recover and become more wakeful there can be large gaps in their memory which can be very 
confusing for them. 

Critical Care Patient Journals are a type of journal that can be kept to record details of what has 
been happening to patients whilst they are in Critical Care. 
Patient Journals are widely used in other Critical Care Units and have been found to help 
patients understand what has been happening to them whilst they were in the Critical Care Unit. 

Various members of staff including nurses, physiotherapists and dieticians who are looking after 
your relative or friend will write in the journal, recording things that have happened to the patient, 
treatment plans, and progress. They will always be careful not to write down anything of a 
sensitive nature or anything that they believe the patient would want to be kept confidential. 

The Patient Journal is also used to record details of events that have been going on with 
patient’s families and friends, pets, jobs and anything else that people think they might be 
interested in knowing about when they are feeling better.  Therefore we actively encourage 
family and friends to write in them too.  

The Patient Journal will remain the property of the patient. It is not part of their medical 
records.  Four weeks after the patient is discharged from critical care they will be contacted 
by a member of the Critical Care Patient Journal Team to discuss giving them their Patient 
Journal and to see if they are well enough to receive it.  
During the follow up appointment the patient will have the opportunity to go through the 
Patient Journal and ask any questions or discuss any issues that they may have. 

The follow up appointment and receipt of the Patient Journal is voluntary and they do not 
have to attend the follow up appointment or receive the Patient Journal if they do not wish to 
do so. They will have up to twelve months to decide if they want to accept the offer of this 
service.  After the twelve month period is up, or if they decide before this that they do not 
wish to receive their Patient Journal, it will be destroyed.    

Critical Care Patient Journal  
Consultee Information Sheet Version 1.1 22/04/20
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