The Medical notes as a Learning Tool: A personal (quirky) look at the potential for good notes.
It should go without saying that a good medical record is necessary to impart information to yourself or a succeeding Doctor to manage the patient properly. The notes should indicate "where the patient comes", and should be a tool for facilitating hot review. In most practices in the UK shared list system is in operation, and the notes, albeit how and who makes them, are a method whereby colleagues can check on each other's behaviour. They are also a Medico-Legal record and should be as contemporaneous as possible. A review of the medical record can indicate where a diagnosis was made in a succession of early symptoms of disease. The recording of cues is impossible in the written form, and is only possible in systems where video recording of every consultation is routine. (Not happening yet in the UK). 
Primary care has a distinct advantage of the secondary care in the notes are kept in electronic form on a database which can be used to conduct searches and audits. My intention in this article is to describe a method of summarising the patient's record on one computer screen, and to indicate how these notes can be used to enhance education and training. The main opportunity to fine tune and explain all the recommendations within this article is at “Hot Review” which is the most underused and undervalued aspect of Training.
It is important that new doctors, students, and other members of the medical team are all inducted correctly into the appropriate use of Reed codes and “computer hygiene” so that they avoid free text as much as possible. Only in this way can be information generated from general practice become so large an accurate that we are able to the research necessary to improve our image among our profession.

As the programme director for many years I have been to inspect numerous practices. Most of them are well-organised and good learning environments. One single factor often lets them down: the quality of the organisation of the medical record. Making contemporaneous notes following visits is still a problem, especially after half days and late in the evenings, and prescribing at home may lead to different prescriptions than what is recorded in the medical record: I always try to prescribe back at the surgery. Good notes can give warnings for potential primary prevention (BP monitoring, tobacco dependence and primary prevention of IHD are all useful file codes). They can alert when telephone numbers or addresses need updating (Admin – followed by free text, or “moved in area” address needed.) 
All the computer systems available general practitioners help in the organisation of the record by deliberately offering systematic folders for storing certain information such as x-ray/imaging or laboratory investigations. This means that there is a certain amount of organisation already. 
What I am advocating is to refine this information further. I believe that the need is for sufficient training in computer hygiene so that we, as a profession, produce notes that are problem orientated and of a very high quality of accuracy, with as little free text as possible.
The NHS IDT strategy, albeit misguided and doomed to delay and failure, intends a summary of information and drugs being transported across into other systems so that this information is available in other locations and as an emergency. I do not believe that this is enough, and it will lead to a lower level of consultation them would be possible if the whole record were available.

On the surface it would seem that we need different folders for different individuals and services in the record. For example the health visitor or the plaster technician could be opening their own records. However without linking these individual records to a problem the whole has no holistic meaning and does not, convey the important information. It is the problem list on the front page of the record which is important. We have many complicated patients with multiple record folders, and the notes become a living moving beast which needs to be controlled. Certain files need to be made dormant and re-titled, usually with the operation which ended them. The files need to be amalgamated, and the titles and need to be made generic so that they can cover multiples of files, especially of the problems have been relatively simple.
For some time I have been advocating that there are all levels of the medical record. The first three levels are relatively factual and easy to define. The fourth level is rather more nebulous and is often inferred by the absence of information rather than its inclusion.

Level one: this is the factual information for which the patient presented

Level two: this is the hidden agenda which we all know the emergence in the consultation and can be presented as “Reed Codes”.

Level three: this is the occupation history, family history and background. (It would include social class only by inference as the Registrar General keeps changing the way this information is collected – from a GPs perspective I much preferred the simplicity of the 5 groups). 

Level four: this is the pre-morbid personality of the patient.  

These days we are not recommended to attach any personality disorder codes to the notes as the patient may well demand access at some future date and thereafter generate a complaint. In my own surgery we did a search of the notes for all “personality disorder” Reed Codes at our surgery and we have replaced them by the code: “unexplained symptoms continue”. The presence of this code implies the same information to the doctor and alerts him. The absence of such implies that there has been no pre-morbid personality disorder. There are many other ways of indicating the pre-morbid personality in ways which are acceptable. We do not seem to incur the patient’s wrath if we include the terms “fibromyalgia” or “Irritable bowel syndrome” or “tension headaches” at the present time, but changing expectations and attitudes may demand that we remove them at some future date!
Some words about taking a family history:

One of the issues in primary care is the confidentiality of the data which is putting the medical record. The GMC provide advice on what should be entered, and are very circumspect about third-party information. It is important to avoid certain codes such as “no relevant family history”, as this would imply to a naive reader at a later date that a family history need not be taken. In fact the opposite is true. It is those very issues in a family history which are difficult to extract, such as psychiatric illness, alcoholism and neonatal death which often have impact on the patients’ mental health.

In general I think it is wisest to add the family history given by the patient, but not to add any family history given by third-party unless it is a parent/responsible adult for a child. In this latter case, and in an ideal world, when the child becomes an adult he should be asked if he would like some/all of the information removed. 

When information is added the family history, not only should the disease be added as a code (E.g. FH Diabetes), but also that particular individual, (FH Maternal Grandmother – Diabetes), so that the immediate relevance of the information can be gauged. Of course information from first-degree relatives is more important than that from second-degree or more distant relatives. 

A condition may not be truly congenital, and the geneticists may feel that it is not relevant, but it can still be important in primary care. To take a good family history in primary care one needs to ask about both genetic parents, and all siblings. (Note that some of these will be half brothers and some will be half sisters, and there are no Reed codes for these individuals as yet.)

the information contained in the family history can be very helpful in teasing out some of the hidden agendas, the patient's fears and of course, their “ideas concerns and expectations”.
Why is it that men’s notes don’t have their number of children and ages indicated?

Special situations:

Cross-linking: it is a good idea to place some notes which are of great importance in multiple folders.

The dump file: this is a file which we used to put anything in for which a location is not obvious. We initially named this file "screening" but it is now renamed to the occupation folder in any adult, or retired or student if appropriate. Until entering university as screening file is still appropriate, as this folder can be used to put all neonatal history and child development examinations once the age of five its past.
Alerting Colleagues: (Eg: BP monitoring or uncertain diagnosis: this is a folder which should always be tackled when the patient next attendance.  Usually the diagnosis will have become obvious overtime. With good computer hygiene practice will only have a minimum number of these folders open. 
Palliative and Terminal Care:

People with living in carers:

Catheters and MRSA:

Epipen Carriers:

Allergies and Drug Intolerances:

Prefers Liquids:

Dated folders: The above is much easier if folders are dated. This does not happen in Vision and for me is its biggest weakness. (Our old Torex system did this but we sacked them for poor backup service).

Confidential data: this is a matter of personal practice policy. 

The mental capacity: it is interesting that we have yet to have Reed codes for “has capacity” or "does not have capacity”.  There is a problem in that capacity only applies to a particular action/decision and is not a generic term. Each code line will have to have free text after it when it is released. There is however a code for “has made an advanced directive or living will” and this should be a title and/or summarised as category 1.
Telephone Encounters &Triage:

Indirect encounters and e-mail:

Linking Pictures and consents (ops & pics)

Use of Macros: There is great potential to enter more information in the short brutal time allowed for GP consultations. Our practice uses these for Flu jabs with batch numbers, “well child needing parental reassurance and calpol”, and a multitude of others.
Templates: These can help for referral letters, X ray requests etc.

Allergy Codes: should be on front page in problem orientation.

Yellow sticker reminders: In most systems there are up-to-date reminders for QOF targets which need addressing.
Processing the mail: The entering of a new diagnosis is vital. In most practices operations are entered by staff and in some all new diagnoses are entered as well. In our own practice we leave the latter to the Doctor – for accuracy of coding. Changes in Medication can be initiated from the mail and patients informed by phone.

Mobile Phones and relatives who care: As people rely less on land lines, the mobiles need to be entered each time there is a change in patient profile. Same for telephone numbers of carers.

Palliative Care: In this case all medical records should go into this folder, even if they are also in others. The process onto the care pathway and terminal care will all be included here.

Incapacity benefit: Sometimes it is useful to see all certificates in series and whether they are for a consistent or a different diagnosis. Unless a problem is attached to each certificate this is not possible. We have a report including all certificates including DS1500 and Med4 if issued.

Carer or Carer for: These can be important indicators, and lead to more alertness to the potential need for respite care, stress related problems in carers etc. 

Deaths: When a death is entered, along with Death Certificate details, we enter place of death as a separate code (usually home or hospital) and then we may cross reference with other family members at the same address. Death of Mother/Brother/Spouse can be a great help in subsequent consultations, and can be an embarrassment if not known. One group who are easily missed are those who are in different practices to their partner. Unfortunately this is a time consuming exercise and can be neglected when we are very busy.

Sharing the screen: I have a large screen as a result of an eye injury, but it is surprising how many patients say that they appreciate sharing it.

Mobile phone updating:
Benzodiazepine Dependence:

What should not go in: Most importantly “speculative diagnosis” codes with ? after them. These should be deleted and replaced with an uncertain code and free text Drs thoughts.  I do not like H/O or O/E codes as titles, and feel these should be within a folder. The former seems to indicate something may not be fact … In general though all facts should be Reed Coded so that potentially anything can be the subject of future audit.
The future potential:

If only the managers in secondary care had appreciated that primary care had the potential to improve their service. All departments need some or all of the primary care record, and it is almost negligent that there has been 20 years of GP computing before the NHTIT strategy has suggested incorporating hospitals. It is predicted by many that the current strategy will fail as it is too ambitious and too large: similar to the passport service or the child support agency. If only the government had seen that IT is safer in smaller units, allowing areas to choose unified IT systems, and then coalesce at some future date. From my understanding OOH and Casualties and Emergency Services will be able to get “summaries” and drugs from Primary care, but without the detail of the consultations. This will improve things but is not sufficient. It may also lead to confidentiality problems which we are unaware of now. To handle such problems on a National scale is to invite risk disproportionate to the gain, and in my view would have been better handled locally. It is a pity that the BMA was persuaded to insist that all GPs retained the right to use a system of their choice. The impact of this has been that, since there is little to choose between systems, and since all GPs are wedded to what they are used to and afraid of the implications of more work, that they are not willing to contemplate change. The drivers for change are not sufficient and the perverse incentives for the status quo are too great.
So I support the view that the use of clear and organised medical records, in order to facilitate knowledge of “where the patient comes from” allows a GP to diagnose more accurately, define the uncertainties clearly, pick up more cues, and to reflect better.  All this leads to better management of the patient’s problems. Good notes are a living and breathing entity, never stationary, and should help a better Doctor-Patient relationship.
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