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PROTOCOL FOR SUMMARISING NOTES

Scope

· Protocol for the summarisation of patient notes

· Summary of information to be added

· General information

· Information to be added to the system

· Further information

· Common immunisations/vaccinations

· Cervical smear tests and cytology

· Asthma

· Medical problems and read codes

· Notes
Protocol for the Summarisation of Patient Notes 

The aim of summarising patients’ notes is to be able to easily access the past and present medical history of the patient via the computer screen.

Using an agreed protocol, information from patients’ notes is entered on screen using agreed read codes. This enables future, accurate auditing to be undertaken.

Summary of Information to be Added

NB all of the following information should be entered with the exact date. If the exact date is not known then just the year should be entered (8 12 1968 or just 1968 if exact date is not known)

1. The date that the summarisation is being entered on to the computer system along with the code 9344.

2. The date of the first consultation with a GP.

3. The latest health template information should be recorded if not done so already.

4. For chronic illness e.g. chronic obstructive airway disease, diabetes mellitus, heart disease, asthma etc. the commencement must be entered.

5. Any illness that requires a referral to a hospital consultant must be entered e.g. psychiatry, urology, cardiology etc.

6. Any bone fracture needs to be entered including site of fracture i.e. left or right limb etc and any treatment given. (NB any manipulation procedure should be entered separately)

7. Any operative procedure needs to be entered with the reason for the procedure entered as a separate entry. E.g. a hysterectomy for fibroids should have an entry for hysterectomy and a separate entry should be made for the fibroids.

8. The commencement date of all Hormone Replacement Therapy (HRT)

9. Any important therapy especially for malignant illness, such as chemotherapy or radiotherapy.

10. Any illness that requires more than 4 weeks away from employment 

11. Any illness requiring repeat medication.

12. Any family history of illness should be entered e.g. atopy, heart disease, CVA/stroke, breast cancer, glaucoma etc.

13. Enter any illness that may have any significance for future health e.g. genital herpes, haemoglobinopathy etc

14. In Pre-menopausal women all pregnancies should be recorded (unless hysterectomised), including the mode of delivery e.g. normal delivery, forceps delivery, ventouse delivery, emergency/elective caesarean section. In the case of caesarean section include reason for operation e.g. cephalo-pelvic disproportion, breech, fetal distress etc.

15. Details of pathology results such as blood group, rhesus group, rubella status, Hepatitis B surface antigen.

16. In under 16 year olds all immunisations should be entered on to the system. For the over 16 year olds all recent vaccinations should be entered e.g. booster polio and tetanus, hepatitis A and B vaccinations, influenza vaccinations.

17. All significant life changing events should be included if appear pertinent to medical history such as marriage, divorce, death of a relative etc.

18. All previous smear tests.

19. All mammograms including result.

General Information

Check that in the correct patients’ notes by checking computer details with envelope details on the written notes.

NB it is very important to check that any details being added/changed are being changed to the correct computer patient record, always check before any changes or additions to information are made.
Any significant medical problems (refer to further information section) will need to be displayed on the front screen, thus making them immediately obvious to those entering the patient’s record.

Check through the hand written “flimsies”, check that each flimsy has the correct patient name and details on before adding/changing any information.

Information to be Added to the System

The following information may be added in any order. Each summariser will develop their own preference.

· Check the front screen of the Medical Records to ensure that the patient health template is up to date. If it is not then go into the template option and update the information that is available. This information is usually found in previous patient questionnaires, private medical reports, letters, summary cards, antenatal cards etc.

· Check through ALL the letters from the various consultants and hospital departments. Adding information where relevant. If for example a patient has a heart condition the actual condition needs to entered e.g. in a heart valve replacement operation reference should be made to the actual valve replaced in comment/free text. If a patient has had an illness and then has a recurrence e.g. Thyrotoxicosis, then an entry must be made for the initial onset of the illness and a separate entry for the recurrence. (there is no need to enter details of medical reviews).

Check also for any archived notes/letters.

· Read the GP notes. Hospital/consultant letters usually cover most major illnesses requiring further investigation. GP notes also include information needing to be added eg minor illnesses such as atopy, mumps in males, minor operative procedures etc. 

NB Sometimes handwriting can be difficult to interpret! In such cases the summariser should not guess at the contents but seek advice from medical personnel within the practice.

· Check through the results of Pathology reports:

Haemoglobinopaties. Sickle Cell, Thalassaemia, Haemaglobinopathy or Haemoglobin Electrophoresis results.  If the patient is reported as having a haemaglobinopathy then this should be displayed as an active problem on the front screen, as this can have consequences for future health or during pregnancy.

If the result is negative then it should be reported as significant past.

Virology reports such as Hepatitis A, Hepatitis B and Rubella status should be included in the information added on to the system if it is not already present.

Blood Transfusion reports. Blood groups including rhesus and antibody status should be entered.

Biochemistry. If there is a report of previously raised cholesterol but there is no significant active problem recorded to account for this e.g. hypercholesterolaemia or the patient is not on medications for such a problem then the raised cholesterol test and value should be entered.

Cervical Smear Tests, Cytology.  See Further Information Section

X-ray Reports. Enter if the report shows anything of future significance eg degeneration of bone.

· Allergies and Intolerance. All allergies should be entered including as a comment the reaction that they caused e.g. rash, swelling, itching. These can very often be found on the patient record envelope.

NB diarrhoea is not an allergy but an intolerance, an intolerance may be added to the system by using the code SN52-1 (Reaction and Adverse Reaction) and should not be recorded as an active problem. 

· Immunisation/vaccinations see Further Information Section.

· Check the previous surgery’s summarisation sheet (computer printout when changing surgery) and add any relevant information. Anything on this summary should be able to be verified in the notes. If the letters and flimsies have been summarised already then this serves as a check that any important details have not been missed.

· Family History. The deaths of any first-degree relative (parent, spouse or child) should be entered onto the system, with the cause of death if known. Also any illnesses known to run in families or of any major significance should be entered, e.g. cancers, diabetes, hypertension, heart attacks, strokes, Huntingdon’s Chorea etc. 

Further Information

Common Vaccinations/Immunisations

Immunisations and vaccinations are not considered Active Problems.  In recent years there have been a number of changes to the schedules of childhood immunisations so please take care when entering this data.  Recurrent childhood immunisations can be entered using the imms template, otherwise please search carefully for the read codes.

Cervical Smear Tests and Cytology

1. Look for the latest cervical smear results, which say a 6-month, 12 month or 3 year recall as opposed to a “normal” recall.

2. Record all previous cervical smear results.  Enter using Cervical Smear template, using E, cervical screening.

3. If the last recorded cervical smear was taken at a hospital or                                   Privately then the results of the last cervical smear taken by the

GP in the previous 6 years should be entered.

Asthma

Patients that have asthma only in the summer months should be entered as – Pollen Asthma H330-4.

Patients that have asthma currently enter as – Asthma H33 and file as a Major and Active problem.

Patients that have had asthma in the past i.e. have not required any of the medications below for at least 2 years enter as – Asthma H33 and file as a Major and Past problem.

Do not enter patients as H/O Asthma.

Medical Problems and Read Codes

Enter codes as indicated in the Read code formulary.
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