Summarising Medical Records

Summaries – notes for potential training practices

90% of the medical records should contain a summary.  This has caused some confusion, as ‘summary’ can be defined in different ways.  The following notes are written for practices that wish to summarise their notes to a standard suitable for training GP trainees.

Why summarise?

The purpose of the summary is to enable the GP trainee or FY2 doctor, with no prior knowledge of the patient, to quickly and easily access the patient’s significant and relevant medical history and make use of this, if appropriate, during the consultation.  This means that the summary should be:

· Accurate

· Up to date

· Easily accessed

· Uncluttered
If you think about it, this is important for all health professionals – not just those in training.   It is a patient safety thing.   And it’s incredibly important.  So having a good system for summarising is a good thing for everyone.  

Length and content of the summary

Clearly, the length of the summary will reflect the state of health of the patient but it is likely that most summaries will fit onto a section of a computer page.  We recognise that there will be some variation between practices as to what is contained and what is left out of a summary, but certain core principals apply:

· The summary MUST contain the following, in date order and with a date of onset that is accurate to the year (e.g. 1974)

· A list of significant current or ongoing medical problems that affect health (e.g. diabetes, asthma, hypertension, depression).  

· All conditions that require continuing medication (e.g. eczema, migraine)

· Significant injuries (e.g. fractured neck of femur, severe burns)

· Any allergies (e.g. penicillin)

· All significant surgical procedures (e.g. hip replacement, hysterectomy)

· Most hospital admissions 

· Any other important conditions that may affect continuing health or well being (e.g. disabilities, excessive use of alcohol)

· The summary MAY contain the following:

· Life events such as the death of a partner or child, redundancy, a major road traffic accident

· Other significant events (e.g. FTND 1976, 1978)

· All hospital admissions / surgical procedures, even minor ones

· A summary of previous medication for a chronic condition (e.g. hypertension) 

· The summary SHOULD NOT contain the following:

· Minor health problems that are now resolved (e.g. chest infection requiring 1 week of antibiotics in 2001)

· Vaccinations and immunisations

· Health promotion information (e.g. advised to stop smoking; cervical smear overdue etc)

Accessibility

Clearly, the summary needs to be readily available to the GP trainee.  This means that it should either be directly visible on the consulting screen or be accessible with no more than 2 keystrokes or mouse clicks.  
How should 90% summarisation be achieved?

This is a major undertaking for any practice and, in practical terms, is often the rate-limiting step on the road to training status.  Many practices employ additional administrative staff to summarise notes.  Some recruit local medical students.   Whoever you use – they need training up!
There are certain core principles that need to be in place BEFORE a practice embarks on summarisation:

· There should be a written protocol so that all summarisers know what should and should not be in a summary.  DO NOT leave this to the judgement of the individual summariser!

· A plan should be in place to quality check a sample of the summaries to ensure that summarisers are abiding by the protocol.

· A system should be in place for summarising from new hospital letters.

Maintaining summaries

It is challenging to summarise all of a practice’s medical records but it is even more challenging to keep them up to date.  The price of not doing so is that all the medical records may need to be re-summarised at a future date – a huge task for most practices.  

You need a system that maintains the accuracy of the medical summary AND that it is done in a consistent way.    Unfortunately, doctors doing the summaries often results in great variation in standards.  So, it is better left to a person (or persons) who are specifically trained up in this task (we call them Read coders – because they have been trained up in the system developed by Dr James Read).   

But some doctors do like maintaining the summary.   There are two key times when the summary may need to be updated: During the consultation and When correspondence or results are received.
During the consultation 

Most clinical computer systems will allow clinicians to Read code a problem title or heading for a consultation and will then prompt the clinician to save this as significant or minor problems, or ‘not a problem’.  So a new diagnosis of hypothyroidism should be coded as ‘significant’.  This means that it will be added to the summary or ‘problem’ list and will stay there indefinitely.  

A diagnosis of ‘urinary tract infection’ would be coded as a minor problem.  There will generally be a prompt to ask for the duration of this  - perhaps 7 days.  This means that UTI will be temporarily added to the problem list but will drop out and into ‘minor past problems’ after 7 days.

An encounter for a cervical smear would be coded as ‘not a problem’.  This will not then appear at all in the problem list.

This means that the summary contains an uncluttered record of all significant problems.  An unedited list of every Read code that has ever been used for a patient is not a summary! 

When correspondence or results are received

This are a number of different ways to ensure that significant information gets onto the summary list.   It should be noted that, in general, non-clinicians are better than clinicians at ensuring that relevant items are noted and added to the summaries.

Conclusion

Good summaries allow all clinicians to benefit from ready access to the patient’s past medical history.  It is no small task to achieve 90% summarisation but this is essential if a practice is to be eligible to train.  
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