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‘Why we need better records

Before we can expect most gencral practitioners to devote
mmmmmlommummmm
we have to coavince them that it is necessary. The quiet

that what was good enough in 1960 is good cnough

have given up in the face of the
view. Perhaps a few facts will convince such

miﬂliwofguxnlptuﬁcemdindunmmo{wdiniu]

ll is sometimes claimed that a general practitioner
knows all his paticnts and doesn’t need records. In 1956 I did a
locum for a single-handed country doctor. It was my first

experience of general practice. i
hurry to leave, and 1 mmtcd 1 could find the facts I nceded
about patients in the notes. “I don't keep notes,” he replied,
“but if you think you need them, they are in the cellar.” During
the next two weeks it became clear that he was a conscicatious
and competent doctor. I even began to believe that perhaps he
could do without notes, but I certainly couldn’t. The point is,
of course, that the importance of proper increases in
direct relation to the number of diffcrent people who help care
for patients. In practice today there is a large clement of shared
care. Group practices, rota systems, shared lists, rrainees, and
the extended team arc all features of practice today that demand
that a doctor who takes over from another doctor the responsi-
bility for the carc of a patient has available to him any essential
information he needs to provide safe and efhcient care.

There have also been great changes in the nature of clinical
medicine that now make it almost impossible to do without
adequate records. Over the past 20 years we have lived through
2 revolution in trestment: there have been more changes in the
investigation and treatment of patients than in any previous
period in the history of medicine. The range of technical
investigations and the complexity of modern drug treatment
regimens make it impossible for doctors to have accurate
knowledge about their patients’ currcnt medical care unless
there is an efficient record system to help. For most gencral

the i

a7

much more is it true in 1981 ? Good record keeping can be
taught only by example.

Function of the clinical record in general practice

If we are to decide how to improve our records a necessary
first step is understanding clearly the functions that they must
perform. When almost any group of general practiioners
discuss this subject they come up with similar answers. Let us
make it simple: first and foremost we need an adequate record
to supply us with information for use during our consultations,
and it must do this quickly and reliably. Secondly, our notes
must allow us to share informaion with colleagues who help to

the
ice depends absolutely on
the quality of our records. Wemxysummnnx s functions
with a mnemonic:

1—information for the consultation;

C—communication with colleagues;

E—education and audit;

R—research.
Records are of course also needed for medicolegal purposes,
but if records are kept that fulfil the functions listed above they
will be adequate for legal purposcs, which arise only rarely and

lht vital function of the record is to
provide information for the doctor to use during his consultation.
1f the record is designed and maintained to do this successfully
the other functions will mostly be fulfilled. Let us look then in
greater detail at the range of information that the record should
supply for the doctor when he sees his patient. Again we may
use 3 mnemonis

P—past history: personal, medical, and family;

A—active problems: physical, psychological, and social;

R—relevant reports: relating to active problems;

T—treatment: drugs and current dosage;

S—sensitivities.
It is of course necessary to define the extent of the information
the general practitioner requires his records to provide. He
needs enough but not too much. Nonc of us wants to record
information that we arc not goiog (0 use. In the language of

practitioners this does not exist.
and trestment of patients is now shared between general
practitioners and hospital colleagues to a greater degree, and
this requires recognition and appropriate records to support and
indeed to encourage such shared care. now entering
gencral practice are trained in modern hospital medicine and
are keen to develop relationships with their hospital colleagues.
The'idea of shared carc for hypertension, disbetes, rheumatic

One final point must be raised about the need to do something
positive about our records at this moment. We in general
practice bave loudly insisted that since ours is a branch of
medicine with its own specia) knowledge and skills, no pre-

inservice

of
in Britain in 1954 Stephen Taylor wrote: “One has
the conclusion that the key to good general practice is the
keeping of good clinical records.” If that was true in 1954 how

ed records, what we have to do is to define a
n'nnlmum data base for general practice. It is convenient to
think of this data basc as falling under the headings described
above.

Past history must include significant events in the medical,
personal, and family history. Significant in this sense means
that the fact or event in question has potential or actual im-
portance for the medical care of patients in general practice.
For instance, thyroidectomy, the death of a spouse, of a strong.
family history of ischacmic heart discase are all potentially

active problems needing his attention. These may be physical,

paychological, or social and will also vary in other wayi—for
cxample, they may be established diagnoses or vague symptoms,
or perhaps uncxplained abnormal findings of which the patient
is unawarc. A way has to be found to express these problems
50 that they are casily accessible to any doctor using the notes.
The use of & problem list is ulvoa(ed by some, others use
problem statements written in red or hi in some other
way in the continuation notes. Whatever method is used,
problems should be expressed at the doctor’s honest level of
understanding and should not suggest a certainty that he does
no feel.

Relevant report—At the same time as being aware of the
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Prtfalls in Practice

Situation vacant
I: Hiring a receptionist
JOHN OLDROYD

This article is based on o audiovisual presentation made for vocational
iraines ingeneral pracic by the MSD Fo Fuﬂdamn Further information
about the tape-slide progr s series is based is available
Jrom the MSD Foundation rmnaa Hm, Tavistock  Square,
London WCI.

Employing practice staff is difficult and needs careful thought.
‘This story illustrates many of the mistakes that may be made.

“Brian, you will have to get a " Thus spoke Barbara
Bumble, wife of Dr Brian B\lmbk nspetxnd gmen.l mm
in the town of Deerford,
deserting her fort as her hullund s mgpm tl.lvc, having been
invited to become president of Mudhamptonshire Goat Fanciers’
Sodciety.

This order by his wife dida't enmely displease Dr Bumble.

of the
Practitioners. After all, he could get 70% of the money

back from the family practitioner committee and the

was a tax expense, but be hadn't been bl to think of & way of

breaking the news to Barbara that she was to b

Dr Bumble’s reaction was not one of undisguised pleasure.
He recalled Prudence Prattler as a patient of his for many years.
Granted, it was not the lady herself who had needed much of
his time, but he had met her frequently over the years in his
consultations with her recently deceased husband, Percy—
consultations at which Mrs Prattler had made her approval or
disapproval of his advice eminently clear. He had to reconsider,
however, when he collected the replies from the Reporzer office
a week later. A 16-year-old pregnant school-leaver and the
town’s best-known alcoholic were no competition for Mrs
Prattler, and Dr Bumblie took time off from his rounds the
following day to visit the applicant at Rose Cottage. Mrs
Prattler greeted him at the door.

PRATTLER  Oh, hello, doctor. I've been expecting you. It's about the
job I s Wmmmun.mpnrm
BumpLe Well, er yes—thank you, Mrs Prattler. Getting on all right
since you lost your hushn\d?No(loohoely?

Prariem Well, yeu, Iy the s that gets you, doctor. Still,
e have to be gratchul for the times we had. Bt thacs why I fancicd
the job—so I could get out and meet people. Mind you, the money
will be useful, too.

Buans leunieeduxnmﬂdbe

Aammthwm‘bemrﬂcbeduw Dr Bumble inserted
an advert in the next weekly edition of the Mudhamptonshire
Reporter:

and
Aovly Box 24, Reperter Offce, 4 Decetord e,
Mudhamptoa.

Two days after its publication, Dr Bumble received a reply
in the surgery letter-box.

Rose Cottage
70 Cemetery Rosd
Deerford

Dear Dr Bumble,

1 saw your advertisement in this week's Reporter and thought you

would like to know that I can manage it. I sm st home most mornings
l‘ywmrloﬂlllmlﬁmhow

PS: I know it was your surgery since Mrs Wheelwright that works at
the Health Centre has told me that they haven't any jobs there.

Secrecariat for Loadea Local
North, Londoa WCIH SHT
JOHN OLDROYD, us, recce, sccremary

Medical Committees, Tavisteck House

Don't stand up, doctor. Sit in the settee.
ov«!hmwhllelblwﬂnla The kettle is boiling.

De Bunble was ko With ¢ sse of focboding be resisd that
any decision o whether Mes Pratter became b secsprionis would
not be made by him.

Prarnn Two lumps of sugae? You'l bave to waich your figure,
rmnd

uring the surgerics, of course, which you
know are 9.00 to 10,30 every morning and 5.00 to 6.30 in the cvening,
I'm afraid.

PaATTLER  Oh, don't worry about late evenings, doctor. You haven't

Buucie But besides hat yox 'nnmmbemmmmm
‘we finish in the morning we can
pumumahwmehme lyuuhen:muxtbne the afternoon

Peatries  Oh, 1 know all sbout that doctor. Mrs Waterworth, who
cleans for your wife, was telling me about her going into Mr
rex 1 the church i y night.

Bumble, who knew thst he was rapidly losing grip on the situation,
felt he must be more efficient.

BumaLe  So you'd be able to manage that then. But we would have
to think about your moacy. . lh.vennutednnhmu-nym

you'll be working, b\nlwppme-etbmddlhmk bourly rates, as
sometimes surgery mmanummmu
lbkmp(my lma:p«mpubom

Bumble was groping at this stage, 3 he wasa't quite clear what to
offer. His best thought was the advice he had reccived from an

active problems the doctor must have all the reports and the
latest information telltm( o those problems with which he has
to concern himself in the consultation. This information may
be contained in reports from hospital or elsewhere or may be
in notes written by colleagues. The structure of the record
should be such that hospital or laboratory reports can be filed
in a way that makes them casy to find and review. Secondly, a
the
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also indicate the degree of risk. Fun.bemmn,itlhouldbe
possible by referring to a patient’s record to be assured that
he has no sensitivities—it is not enough to know that nonc has
been recorded.

'nnw-y:be.d
Di i ing our records too often end in

0 extract i

system of recording used in problem-orientated records is an
example). It is surely time that we defined for oursclves and
taught our trainces a suitable method for recording clinical
episodes in our continuation notes. By all means we should
have flexibility, but to have no system at ail often makes thosc
notes useless to anyone clse. A good continuation note should
allow other doctors to share all important information gained
and all diagnostic and treatment plans formulated by the
doctor who writes it.

Treatment—The complexity and potential dangers of drug
treatment in general practice today are formidable. We should
know with absolute confidence at any given time what drugs
our patients are taking and in what dosage. In how many cases
is this true ? Too often we have to try to extract the information
from the patient or his cmpty bottles—a humilisting and
thoroughly unrelisble performance. In the long-term manage-
ment of pm:ms today it is Ilkcly that drug regimens will change
frequently and the dosage of drugs alter. The only way to
record these changes is by nsmg a flow shect that allows the
doctor or his ancillary staff to know what drugs the paticnt
should be taking and in what dosage. A record system that
cannot do this is simply unsafc.

Sensitivities—Year by year, as morc drugs are used, the
problem of sensitivitics and the complications of drug treatment
becomes more important. General practitioners are well aware
of the problem, and a varicty of methods have been advocated
for marking the record in some way so as to alert the doctor to
the existence of a drug sensitivity. Once again we lack an agreed
system that will not only inform us of known sensitivities but

aboul the detailed design. Record reformers
quite naturally become wedded to their particular solutions, but
nt over details inhibits our efforts to effect

l(wuuldbebm«mm«on!hehmcfunmnsolmemmd
and on what information thosc records should supply for us.
Any record that succeeds in satisfying those criteria should
then be acceptable. In this article I have tried to define the
information we nced using the mnemoanic PARTS. Thus we
should ask of any record system that a doctor cxamining the
record is able to cxtract this information quickly and reliably.
1f this can be done the record might be said to pass the PARTS
test. We should aim to make all our records do this. Just hom
this is achicved may reasonably be left to cach doctor or practice
there is a real place for flexibility over detail, so long as ctknull
functions are fulfilled. At the same time we must keep in mind
that we have a uniform record for gencral practice which is
used by all doctors for all patients. Such a record has great
advantages in a health carc system such as ours. Our aim must
be to agrec over the basic design of our records, the method
of their use, the standards that we should set for ourselves,
and how we propose to maintain those standards.

Meanwhile there arc many good ideas that may help doctors
to improve their records now. In the articles that follow in this
scries on records some of these ideas will be described by the
gencral practitioners who use them and know them. The
authors will be candid in describing the difficultics, the costs,
and the extra work, but all wiil express a conviction that it was
worth all the trouble. Those who follow these pioneers—for
they are still pioncers—can lcarn from their failures as well as
their successes.

Clinical curio

An oral antiprostaglandin agent, mefenamic acid, twice produced
complee and prolonged relief of the symptoms of acute urinary
retention in a patient. Mcfenamic acid was more effective than
Parenteral pethidine and thus antiprostaglandin agents may be uuful
for treating acute urinary retention, provided that the ot

relieved as 3000 as possible.

A 60-year—old biochemist had his first attack of severe colicky lower
abdominal pain at midnight on a Saturday in October 1974, He was
unable to pass urine, despite the fecling of a full blsdder. He took
the only analgesic available to him, mefenamic acid 500 mg, by mouth.
The pain subsided, and he slept fitfully until 7 am, still unable to
micturate. At 8 am he drove to the home of his family doctor who

he was again in severe pain, which lasted for 3} hours until he received
inteumusculas pethidine 100 mg. This rlieved the pain or only 45
minutes. A repeat catheterisation was necessary, after which he
recovered uneventfully. He was discharged on no treatment four days

lager.
He remained symptom free until last May when about 2 pm he had
a secoad attack of acutc urinary he took mefenamic

. After the diagnosis
was confirmed he drove 10 miles to hospital. He remained free of pain

unul the retention was relieved by catheter at 0.30 pm, more than
four hours after the onsct of symptoms. The following morning he
underwent a successful prostatectomy, and he has since remaincd well.
rugs that inhibit prostaglandin synthetase may well act directly
on the biaddes wal. Prostagandin Iy aiphs and prostaglandin E, by
their actions on specific prostaglandin receptors! have been shown to
increase the tone and the contractility of the bladder. The detrusor
muscle produces prostaglandins, which increase the tonc and spon-
tancous activity of isolated muscle strips.* The prolonged analgesia in
this patient may have been duc to the antiprostaglandin actvity of
mefenamic acid inhibiting or reversing bladder muscle spasm. If so,
mefenamic acid may be useful for treating acute urinary retention,
provided that the obstruction is quickly relieved. Reports of similar
results with mefenamic acid o other antip: in agents would
be welcome, as there arc no other effecuve oral drugs for the
symptomatic treatment of acute urinary retention due to prosuatic
hyperplasia.—T C G SMITH, general practitioner, Girvan, Ayrshire.

saplandinn w0 vesico

* Bulue MLy et af, Clameal o
an3 theis synihess inhibwiors on
3 Urol 1976,48:631-7

thﬂb{p[uu{mmm{ﬂ/armllmmwhmummml
observations made in gencral practice. —Eo, BMY.

at the Huntsman's Arms, where he regularly called on

secretarial
in the Saddic Bar a3 being the least you could
expect for anything decent.

BumsLe (145 an hour.

Bumble believed he had been very shrewd. Prudence was preening
herself because she had found out from a friend at the job centre that
£1°20 was the going ratc.

PRATTLER Oh, ycs. Oh, that's quite acceptable, doctor. I am sure you
will be giving increascs like other clerks get each year as well.

Bumble, who hadn't thought of this, agrecd and decided that he
had better get off benefits and talk about duties. He knew about the
telephone but was a bit vague about other duties. He had always kept
his records in the surgery next to his desk.

BuMBLE Now, as to what you will have to do: there'll be the tele-
phone to answer and dealing with the patients and their cards, of

course.
PraTTLER  Oh, T'll s00n get into the way of it, don't you worry.
Kknow 2 lot about that side of it from when I helped at the casualty
at the hospital when Percy was away in the 8th Army in the war.

BUMBLE  You know about this sort of thing then ? I didn't know you

were a nurse.
PRATTLER  Well, not really a nursc, doctor. 1 just helped sister run
things. Well, that seems to be sorted out. | am sure we know one

another well enough fo trust and understand ourselves. When would
you like me to start ?

Prudence Prattler started the following momning. The seeds of
disaster had been sown: he had already made some mistakes.

Mistakes he made

(1) Dr Bumble lacked preparation because he failed to assess
his needs.

(2) The advert was unsuitable because it was not specific.

(3) It was probably unwise to appoint a patient of the practice
as his receptionist.

(4) He should have waited longer for replics or indced made
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mmaﬁm@ammﬁhnmwm other

suitability of the applicant. () i
ence in some detail. (¢) Understanding the needs and
expectations of both parties.

() Accurate nfommation of pay scales should have been
obtained from the sources Mrs Prattler used and from local
colleagues, the secretarial college, lndpubhlhgdﬁ(\lmo(thz
‘Whitley Scale Guild of Med.lﬂ.l Secretaries, which is uvulsble
from local medical ies or from
such as General Practitioner.

(8) Dr Bumble should have emphasised that Mrs Prattler was
hired for a trial period. Before starting, full and adequste
instructions should have been given about how to deal with
telephone messages, especially the degree of responsibility Mrs
Prattier should or should not have, and whether she should deal
with these on her own.

(9) The conversation suggests that no contract of employment
was going to be signed. Within 13 weeks of the start of employ-
ment the employer is required to give the employee a written
statement. Forms are available from stationers with appropriatc

. This statement should spell out:

(a) the parties;

(b) the starting date of employment;

(¢) the nature ol‘ the job and its duties;

(d) whether
ment;

(e) rate of pay and intervals at which it is to be paid;

(f) terms and conditions relating to hours of work;

(g) entitlement to holidays and holiday pay;

(h) arrangements in case of sickness and for retirement;

(1) length of notice to be given on cither side;

() job title.

(Employment Protection Act 1978; Section 1)

In the next article 1 will show how Dr Bumble got into
difficultics and how he could have avoided them.

Clinical Curio

A patient of mine who used to drink rather a lot crashed into the back
of a car at a traffic light and was charged with driving under the in-
fluence of alcohol. Could the symptoms he had recently consulted me
about have caused the accident, his solicitor asked. 1 had tentatively

petit mal and said that it was possible but I thought that
ol was a more likely cause.

My patient, Mr A, had been driving home for lunch after his usual
drinks in a pub when it happencd. A policeman who saw the accident
Questioned him, got a stream of abuse, and arrested him. The police
surgeon examined him and prooounced him unfit 10 drive because of
drink. Mr A, 8 successful professional man, asked for a sccond opinion
and sent for his previous general practitioner, an old friend, who smelc
his breath, accepted the police surgeon's verdict, and said that there
was nothing he could do. Neither doctor took a blood sample, which
was not unusual years ago when this happened.

agreed to give evidence about Mr A’t petit mal at the hearing,
though I did not think it would help him much. On the morning of the
¢ ot th nuch. On

§,.

did not answer but stared blankly ahead for a further few seconds,
seemed (0 half come-to, said several aggressive words, then became his
normal sclf. The barrister looked quizzically at me. No doubt about it.
Petit mal with postepileptic automatism. Was this what had caused
the accident ? Had we misjudged him 2 The barrister got an adjourn-
ment until the next day for further evidence. The barmaid from the
pub was sure that Mr A had drunk no more than his usual midday
drink: one whisky and a pint of beer. A distinguished neurologist
saw him that cvening, agreed that petit mal could have been re-
sonsitie, nd would say so in court next day. The barrister cross-

the police surgeon on the details of his examination, the
mrolop:l made it scem obvious that petit mal explained the accideat,
20d thejury came i with » verdit of oot guilty.” Mr A was fined a
nominal sum and lost his licence on the grounds of ill health (to be
restored when petit mal was shown to be stbilised), and 1 was not
called.

Jus as wel, | thought, because | ought (o bave wdvised Mr A
not to drive even on a tentative diagnosis. The diagnosis had been
clinched only when I saw him having an attack in the barrister’s

room. —ANDREW SMITH, general practitioner, Newcastle upon Tyne.

We will be pleased to consider for publication other interesting clinical
observations made in general practice —ED, BMJ.
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