WRITING UP CONSULTATIONS
By Bill Bevington

Recording the events that take place in consultations is a complex skill.

Why do we make a record?


For the patient
who has a right to access the information in the notes.


For yourself
a)
during the consultation - to record information we may otherwise instantly forget, e.g. blood pressure readings or symptoms;



b) at the end of the consultation - when summarising and planning the management



c) after the consultation - when writing a referral or reviewing previous consultations.


For our Partners


to find out what is happening in each other's consultations.


For administration

internally - e.g. recording cervical smears, immunisation etc.

The decisions about what to record and what not to record are difficult ones. The challenge is to abbreviate a hospital record keeping style (average hospital outpatient record = 87 lines of A4 per consultation) to a general practice record style (average = 4.5 lines per consultation on Lloyd George cards) without omission of important data and without recording worthless facts. This is, of course, an impossible task and by such vicious brevity we are risking omission and all the attendant dangers.

A study of GP notes invariably shows a smattering of all kinds of data, but almost invariably the information most often 'missing', which is often most useful retrospectively, is a record of diagnosis. Even if it is a 'soft' unsubstantiated diagnosis it is valuable to record, with question marks if desired.

There are many proposed models for record keeping. One that is quite a useful 'starting' model is known as 'SOAP', where one records something - even if only one word - in each of the four following categories:

S (Subjective)

Symptoms
c/o sore throat 7n

0 (Objective)
Findings

o/e tonsillitis with exudates, glands

A (Assessment)
Diagnosis
Tonsillitis ? Glandular Fever,

P (Plan)

Management

Rx Pen V 250 7d. For IM Screen 10d

As one becomes more experienced the content will develop and different skills and recording methods will evolve.

Other factors to consider

Abbreviations

Disease Management Charts
 - held by the doctor



 - held by the patient


Legibility. 


Use of colour and diagrams.


Standardisation of recording


Summarising 


What to keep and what to discard 


Access to records 


Recording home visits, emergencies, and telephone consultations 


Using notes in an unobtrusive manner during consultations 


Minimising time and maximising efficient use of time when using notes

Computerisation

The current trend is to increasingly record consultations and data on computer. The skill when using a computer is to try to develop the benefits of computer systems without losing any of the existing benefits of paper based notes.

The computer presents us . with some new challenges of confidentiality, speed, size, flexibility, and general intrusion. All these problems are diminishing. In the meantime, the modem doctor needs to be increasingly computer literate and keyboard skilled.

