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Summary

These guidelines may be adapted for use by practices to suit their individual requirements.  Your practice should have a summarising protocol to support nGMS DES Quality Information Preparation, the scheme will require the following …. “clear protocol.  Protocols of precisely what the practice requires in the summary must be agreed by all the doctors in the practice.  No summarising project can work if there is dissent in the practice.  This includes codes to be used for significant events, details instructions on archiving less immediately relevant data, the types and classes of information to be recorded or archived, the recording of sensitive information and the process for handling new records.
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1. Plan

Practices need to produce a plan for summarising.  This should include:

· What notes you are planning to summarise e.g. start with new patients, alphabetical, those with chronic disease

· How summarised patient records should be identified so that unsummarised records can be easily recognised

· How summarising will be continued when all records have been done

· How will summaries be kept up to date

· What training will be given to staff

· Who will be responsible for summarising, include leave / sickness cover

· What timescales are new notes to be summarised in

2. Protocol

Practices also need to produce a practice protocol for summarising.  This should include:

· All doctors must agree to the protocol

· What will and what won’t be summarised, how will this be sorted e.g. significant, other, sensitive, active, will you record occupation, ethnicity, family circumstances, family history (appendix 1)

· Who will summarise 
· Who will sort and prune notes

· Who to go to with queries – a named gp should be responsible for summarising and therefore be available for answering queries
· What will be kept, what will be disposed of (appendix 3)

· What codes will be used, consider using a practice formulary
· Monitoring summaries, how many are done, accuracy

· How to record sensitive information e.g. HIV status, on child protection register

3. Other notes

Summarisers should be either a clinician or fully trained in

Clinical record keeping

Read codes

Clinical system

Medical terminology

Summarisers should not work more than 6 hours a day.

Must have on site access to medical records.

Ideally have a quiet location to work in.

Have access to a computer

Practice formulary for read codes should be considered, an online example is available http://myweb.tiscali.co.uk/djwarden/home.htm
Before entering any data on computer it may be helpful to write down any important details as they could be confirmed or changed later on in the record.

Ensure date (or at least year) of diagnosis is entered correctly, hitting return on date usually means that the clinical system will enter todays date as the date of diagnosis.  This could have repercussions for nGMS and loading data onto QMAS.
Summarisers should use their own username and password to log onto the clinical system.  This will provide an audit trail in case of discrepancies.
Use read codes 9344 – Note summary on computer and / or 9313 – Lloyd George culled and summarised.  
Some practices have found that entering the summarisers name in the free text is useful to them.
Only use read code free text to add additional information that cannot be coded.

Never use free text to modify the meaning of a code e.g. entering diabetes code then using free text to enter family history.  This will code the patient has having diabetes.

If in doubt of diagnosis code symptoms.

Add recall dates for chronic disease management

Always use the most specific code, try not to use NOS, not otherwise specified or NEC not elsewhere classified.

Try not to use history of codes, as searches will not pick them up.

Pregnancy and childbirth should be recorded on the mother’s details.

If lifestyle information is entered this should be recent, not years out of date.

Protocol could contain medical abbreviations and signs commonly used in notes for clarification (seep Appendix 
Appendix 1 EXAMPLE RECORD SUMMARISING
· It is not essential to record everything from a patient’s history, only that which is deemed relevant for their continuing care

· Read Code all the following; use descriptive text only to enhance Read Code NEVER to negate
	
	

	FAMILY HISTORY:
	First line relative; Mother, Father, Brother, Sister

	
	
CHD/IHD

	
	
Hypertension

	
	
Ca

	
	
Diabetes

	
	
Asthma

	
	
Epilepsy

	
	

	LIFESTYLE:
	Most recent recording:

	
	
Occupation
BP (last 3)

	
	
Smoking
Height

	
	
Alcohol

Weight

	
	
Diet

	
	
Exercise

	
	

	MEDICAL HISTORY:
	Date record held from (Read code 9R8..)

	
	Results of referrals  ie diagnosis (see below)

	
	Hospital admissions, including significant diagnosis and procedures 

	
	A&E visits OPD (with injury/further action)

	
	Allergies/ contra-indications

	
	Blood group (if known)

	
	Pregnancies (noting significant AN/post natal problems)

	
	Childhood development/behaviour problem

	
	Minor ops in clinic

	
	Other significant diagnoses recorded  eg

	
	
Asthma

	
	
Diabetes – Type 1  / 2

	
	
Cancer


	
	
Hypertension

	
	
Severe Mental Illness / Anxiety/depression

	
	
CHD / LVD / Heart Failure / Stroke / TIA

	
	
Epilepsy


	
	
COPD

	
	
Hypothyroidism

	
	Significant investigation results (e.g. ECGs)

	
	

	INVESTIGATIONS: (most recent)
	TFT



Scans

	
	U&Es



X Rays

	
	LFTs



Endoscopy

	
	HbA1c



Mammography

	NB record values for all tests
	Cholesterol


Peak Flow Rate

	
	Hb



Urine Tests

	
	Blood glucose


Blood group / rubella status

	
	

	If Practice is Pathology linked, check last result and date which exists on computer.

	
	

	VACCINATIONS

/IMMUNISATIONS:
	Childhood 

	
	Holiday

	
	Boosters

	
	Flu / Pneumococcal

	
	Hepatitis B

	
	

	SMEAR:
	Most recent only if all previous normal

	
	All results from and including first abnormal smear.

	
	

	SOCIAL HISTORY:
	Divorce  (13H3.)

	
	Death of spouse (13M1.)

	
	Is a carer / has a carer (918G/F)


Appendix 2 Examples of classifications used with diagnoses for summarisng records
NB: If a diagnosis or problem has a profound effect on the patient’s lifestyle or potentially on future treatment, then the problem is ‘significant’. Some systems will allow a distinction to be made between active and inactive diagnoses. As a general rule, if patients are currently receiving treatment for a diagnosis it is regarded as ‘active’.

	Musculo Skeletal
	Significant
	Other

	Arthritis
	(
	

	Osteoporosis
	(
	

	Rheumatism
	
	(

	Gout
	
	(

	Nervous System
	
	

	Alzheimers
	(
	

	Brain Tumour
	(
	

	CVA
	(
	

	TIA
	(
	

	Epilepsy
	(
	

	Headache
	
	(

	Eyes
	
	

	Cataract
	
	(

	Glaucoma
	(
	

	ENT
	
	

	Grommets
	
	(

	Tonsils
	
	(

	Lungs
	
	

	Asthma
	(
	

	COAD/COPA
	(
	

	Circulation
	
	

	Angina
	(
	

	MI
	(
	

	Arrythmias
	
	

	CABG
	(
	

	Valve Surgery
	(
	

	Heart Failure
	(
	

	Hypertension
	(
	

	Varicose Veins
	
	(

	Digestive Systems
	
	

	Reflux
	
	(

	Hiatus Hernia
	
	(

	Peptic Ulcer
	(
	

	IBS
	
	(

	Colectomy/ileostomy
	(
	

	Haemorrhoids
	
	(

	Endocrine System
	
	

	Hyper/Hypothyroid
	(
	

	Diabetes
	(
	

	Hyperlipidaemia
	(
	

	Urinary/Reproductive System
	
	

	Nephrectomy
	(
	

	Nephritis
	(
	

	Prostatitis
	(
	

	Orchidectomy
	
	(

	Vasectomy
	
	(

	Hysterectomy
	(
	

	Infertility
	
	(

	Pregnancy
	
	(

	Menopause
	
	(

	TOP
	
	(


	Psychiatry
	
	

	Anxiety/panic attacks
	
	(

	Depression
	(
	

	Schizophrenia
	(
	

	Dementia
	(
	

	Blood
	
	

	Anaemia
	
	(

	Pernicious Anaemia
	(
	

	Tumours
	
	

	All Malignant
	(
	

	Benign
	
	(


Appendix 3 Pruning Manual Records 
Keep (suggestions only)

· Hospital Letters – related to Major Diagnoses

· Hospital Letters – related to a current episode of care

· Significant Investigations/Test Results

· Temporary Resident Cards – if significant information is listed

· Last Cervical Smear Result if no previous abnormal / All results from and including first abnormal result. 

Dispose of (Suggestions only)

· Duplicate documents

· Out of date IOS claims eg: FP1001/1002/1003’s

· Old summary cards or Health Promotion Cards (Summarise any vital data prior to disposal)
· Ante-Natal Co-op Cards

Appendix 4 Medical Abbreviations and Symbols 
	A& W
	Alive and well

	A&E
	Accident and Emergency Department. Casualty

	AA
	Attendance Allowance. Benefit for people over 65 who need personal care

	AA
	Alcoholics Anonymous

	ABPI
	Association of the British Pharmaceutical Industry

	ACE inhibitor
	Angiotensin Converting Enzyme inhibitor (A drug typically used to treat high blood pressure)

	ACTH
	Adrenocorticotrophic hormone

	AD
	Aural Dextrus (right ear)

	ADD
	Attention Deficit Disorder

	ADH
	Antidiuretic hormone (pitressin)

	ADHD
	Attention Deficit Hyperactivity Disorder

	AET
	Aged

	AF
	Atrial fibrillation

	AFP
	Alphafetoprotein (Blood or fluid test for fetal abnorm)

	AI
	Artificial insemination

	AID
	Artificial insemination by donor

	AIDS
	Acquired immunodeficiency syndrome

	AIH
	Artificial insemination by husband

	ALS
	Advanced Life Support

	ALS
	Amyotrophic lateral sclerosis

	AN
	Antenatal

	ANS
	Autonomic nervous system

	AP
	Artificial pneumothorax

	AP&L
	Anterior, posterior and lateral.

	APH
	Antepartum haemorrhage

	ARC
	AIDS related complex

	ARM
	Artificial rupture of membrane

	AS
	Ayris sinister (Left ear)

	ASD
	Atrial septum defect

	ASTRO PU
	Age Sex Temporary Resident Originated Prescribing Unit. A more sophisticated PU.

	AU
	Aures unitas (both ears)

	Ba E
	Barium enema

	Ba M
	Barium meal

	BBA
	Born before arrival

	   BCG
	Bacille Calmette Guerin Vaccination for TB.

	BD
	Twice Daily  of medication

	BID
	Brought in dead

	BO
	Bowels open

	BP
	Blood pressure

	BPH
	Benign Prostatic Hyperplasia Enlargement of the prostate gland

	BS
	Breath sounds

	BSE
	Bovine Spongiform Encephalopthy. Mad Cow Disease..

	BSO
	Bilateral salpingo-oopherectomy

	BUN
	Blood urea nitrogen

	BW
	Birth weight

	C&S
	Culture and sensitivity (test to determine antibiotic use)

	C/O
	Complains of

	Ca
	Cancer, or calcium

	CA
	Chronological age

	CABG
	Coronary Artery Bypass Graft

	CAPD
	Continuous Ambulatory Peritoneal Dialysis for people with kidney failure

	CAT
	Computerised Axial Tomography  a scanning technology

	CBT
	Cognitive Behavioural Therapy

	CCF
	Congestive Cardiac failure

	CCU
	Coronary care unit

	CHD
	Coronary Heart Disease

	CHF
	Congestive heart failure

	CIN
	Cervical intra-epithelial neoplasia (Cervical pre cancer)

	CJD
	Creutzfeld Jacob Disease

	CMV
	Cytomegalovirus

	CN
	Charge Nurse

	CNM
	Clinical Nurse Manager

	CNS
	Central Nervous System

	CO
	Carbon monoxide

	COAD
	Chronic Obstructive Airways Disease  properly called COPD

	COPD
	Chronic Obstructive Pulmonary Disease

	CPN
	Community Psychiatric Nurse

	CPR
	Cardiopulmonary resuscitation (mouth to mouth resuscitation and cardiac massage)

	CSF
	Cerebro Spinal Fluid

	CSF
	Cerebrospinal fluid

	CSM
	Committee on the Safety of Medicines

	CSU
	Catheter specimen of urine

	CT
	Computerised Tomography  a scanning technology

	CTS
	Carpal tunnel syndrome

	CVA
	Cardio Vascular Accident (a stroke)

	CVP
	Central venous pressure

	CVS
	Cardiovascular system/ Chronic villous sampling

	Cx
	Cervix (neck, i.e. of womb)

	CXR
	Chest X Ray

	D&C
	Dilatation & Curettage- gynaecological procedure

	D&V
	Diarrhoea and vomiting

	DI
	Donor Insemination

	DNA
	Deoxyribonucleic acid; responsible for passing genetic information in nearly all organisms

	DNA
	Did not attend

	DOA
	Dead on Arrival

	DOB
	Date of birth

	DSU
	Day Surgery Unit

	DTs
	Delerium tremens

	DU
	Duodenal Ulcer

	DVT
	Deep vein thrombosis

	EBV
	Epstein Barr Virus

	ECG (sometimes called an EKG)
	Electrocardiogram, a record of the electrical impulses that trigger the heartbeat;

	ECT
	Electro convulsive therapy

	EDC
	Expected Date of Confinement

	EDD
	Expected date of delivery

	EEG
	Electroencephalogram

	EHR
	Electronic Health Record

	EMR
	Electro magnetic resonance

	EMU
	Early morning urine

	ENT
	Ear Nose and Throat

	ERCP
	Evacuation of retained products of conception

	ESN
	Educationally sub normal

	ESR
	Erthrocyte sedimentation rate

	EUA
	Examination under anaesthetic

	FB
	Foreign body

	FBC
	Full blood count

	FBS
	Fasting blood sugar

	FH
	Family history

	FHH
	Fetal heart heard

	FHNH
	Fetal heart not heard

	FMF
	Fetal movements felt

	FPA
	Family Planning Association

	FPC
	Family Planning Clinic

	FSH
	Follicle stimulating hormone

	G&A
	Gas and air

	GH
	Growth hormone

	GI
	Gastrointestinal

	GIT
	Gastro-intestinal tract

	GMP
	General Medical Practitioner

	GNRH
	Gonadotrophin releasing hormone

	GPI
	General paralysis of the insane

	GTN
	Glyceryl trinitrate

	GTT
	Glucose tolerance test

	GU
	Gastric ulcer

	GU
	Genito urinary

	H1 (histamine) blocker
	Drug that blocks the action of histamine

	H2 (histamine) blocker
	Used in the treatment of gastric ulcers that blocks histamine from causing acid production in the stomach

	Hb
	Haemoglobin

	HbA1
	Blood test for diabetes

	HDL
	High Density Lipoprotein

	HDU
	High Dependency Unit. One step down from the ITU

	HI
	Hyperdermic injection

	HIV
	Human immunodeficiency virus

	HM
	Hand movement

	HNPU
	Has not passed urine

	HPC
	Health Promotion clinic

	HPU
	Has passed urine

	HRT
	Hormone Replacement Therapy

	HS
	Heart sounds

	HTLV
	Human T cell lymphotrophic virus

	HV
	Health Visitor

	HVS
	High vaginal swab

	IBS
	Irritable Bowel Syndrome

	ICU
	Intensive care unit

	IDDM
	Insulin Dependent Diabetes Mellitus

	IHD
	Ischaemic Heart disease

	IMI
	Intra muscular injection

	IQ
	Intelligence quotient

	ISQ
	In status quo (no change)

	ITU
	Intensive therapy unit

	IUCD
	Intrauterine contraceptive device

	IUD
	Intrauterine device or (death)

	IV
	Intravenous

	IVF
	In Vitro Fertilisation. Test tube babies.

	IVP
	Intravenous Pyelogram. X ray of the urinary tract

	IVU
	Intravenous urogram

	L&D
	Light and dark perceived

	LCL
	Left covergent squint

	LDL
	Low density lipoproteins

	LDS
	Left divergent squint

	LFT
	Liver function test

	LH
	Luteinising hormone

	LMP
	Last menstrual period

	LRTI
	Lower Respiratory Tract Infection

	LSCS
	Lower section caesarean section

	LTH
	Luteotrophic hormone (prolactin)

	LVF
	Left ventricular function failure

	LVH
	Left ventricular hypertrophy

	MA
	Mental Age

	MAOI
	Monoamine oxidase inhibitor antidepressant

	MC&S
	Microscopy culture and sensitivity

	MDI
	Metered dose inhaler

	ME
	Myalgic Encephalitis

	Mg
	Milligramme

	MI
	Myocardial Infarction  (heart attack)

	mmhg
	Millimetres of mercury ( blood pressure is measured in.)

	mmol
	millimoles, a chemistry measurement

	MMR
	Measles Mumps and Rubella vaccination

	MND
	Motor neurone Disease

	MRI
	Magnetic resonance imaging

	MRSA
	Methycillin Resistant Staphylococcus Aureus. A bug which resists antibiotics and breeds in hospitals

	MS
	Multiple Sclerosis

	MSH
	Melanin stimulating hormone

	MSSU
	Midstream Specimen of Urine

	MSU
	Midstream Urine

	MTX
	Methotrexate

	N&V
	Nausea and vomiting

	NAD
	No Abnormality Detected

	NAI
	Non accidental injury

	ND


	Normal Delivery

	NG
	New growth.  Nasogastric

	NIDDM
	Non Insulin Dependent Diabetes Mellitus

	NOAD
	No other abnormality demonstrated

	NAID


	Nonsteroidal anti inflammatory drug

	NSU
	Nonspecific Urethritis - Sexually Transmitted Disease

	OA
	On arrival  Or osteoarthritis

	OD
	Drug overdose

	OD
	Once Daily (medication)

	OD
	Occulus dexter (right eye)

	OE
	On examination

	OOH
	Out of hours usually refers to Coop, deputising or other GP services

	OPD
	Out Patient Department

	OT
	Occupational Therapy

	OTC
	Over the counter remedy

	PAMs
	Professions Allied to Medicine e.g. physiotherapists, OTs

	PCA
	Patient controlled analgesia, usually a morphine pump

	PCB
	Post coital bleeding

	PCO
	Patient complains of

	PDD
	Prescribed Daily Dose

	PDP
	Practice Development Plan

	PET
	Pre-eclamptic toxaemia

	PFR
	Peak flow rate  (PEFR)

	Ph
	A measure of the acidic or basic character of a substance or past history

	PH
	Past history

	PID
	Pelvic inflammatory disease

	PID
	Prolapsed intervertrabral disc

	PMB
	Post menopausal bleeding

	PMS
	Premenstrual syndrome

	PN
	Practice nurse

	PN
	Post natal (after the birth of a baby)

	PND
	Post nasal drip

	PNL
	Prior Notification List (of patients for screening)

	PO
	Per oral by mouth

	POD
	Pouch of Douglas

	POM
	Prescription Only Medicine

	PP
	Placenta praevia

	PPH
	Post partum haemorrhage

	PPI
	Proton Pump Inhibitor

	PPP
	Private Patients Plan

	PR
	Per rectum

	PSA
	Prostate Specific Antigen

	PTH
	Parathyroid hormone

	PU
	Peptic ulcer

	PU
	Prescribing Unit

	PUO
	Pyrexia of unknown origin

	PUVA
	A form of phototherapy that combines the use of psoralens and ultraviolet light to treat skin disorders

	PV
	Per vaginam

	PVD
	Peripheral vascular disease

	PVS
	Persistent Vegetative State

	QDS
	Four Times Daily (on medication)

	QUALY
	Quality Adjusted Life Years

	R&D
	Research and Development

	RA
	Rheumatoid arthritis

	RCS
	Right convergent squint

	RCT
	Randomised Control Trial

	RDS
	Respiratory distress syndrome

	RDS
	Right divergent squint

	REM
	Rapid eye movement (sleep stage)

	RF
	Rheumatic Fever

	RGP
	Retrograde pyleogram

	Rh
	Rhesus (Rh) factors

	RIF
	Right/left iliac fossa

	RIH
	Right/left inguinal hernia

	RNA
	Ribonucleic acid

	RS
	Respiratory system

	RSI
	Repetitive Strain Injury

	RTA
	Road Traffic Accident

	RVS
	Respiratory virus syndrome

	Rx
	Shorthand way of writing prescription drugs

	SAD(S)
	Seasonal Affective Disorder (syndrome)

	SAH
	Sub arachnoid haemorrhage

	SB
	Still birth

	SCAN
	Suspected child abuse or neglect

	SCBU
	Special care baby unit

	SCM
	State certified midwife

	SHO
	Senior House Officer

	SI
	Sexual intercourse

	SIDS
	Sudden infant death syndrome

	SLE
	Systemic lupus erythematosis

	SMR
	Submucous resection (Nasal operation)

	SMR
	Standardised Mortality Ratio

	SN
	Staff Nurse

	SOB
	Short of Breath

	SOL
	Space occupying lesion

	SR
	Sister

	SR
	Senior registrar

	SRN
	State Registered nurse

	SSRI
	Selective Serotonin Reuptake Inhibitor. Fluoxetine etc.

	STAR PU
	Specific Therapeutic Group Age Sex Related Prescribing Unit.

	STD
	Sexually transmitted disease

	T1 to T12
	Bones in the thoracic spine (upper back)

	T4
	Serum thyroxine test for thyroid disease

	TATT
	Tired All the Time

	TB
	Tuberculosis

	TBA
	To Be Announced or Arranged

	TCA
	To come again

	TCAD
	Tricyclic anti depressant

	TCI
	To come in

	TCRE
	Transcervical endometrial resection

	TDS
	Three Times Daily (with medication)

	TENS
	Transcutaneous electro nerve stimulator

	TFT
	id function tests

	TIA
	Transient ischaemic attack

	TLE
	Temporal Lobe Epilepsy

	TOP
	Termination of pregnancy

	TOPS
	Termination of Pregnancy Service

	TPA
	see Tissue plasminogen activator

	TPR
	Temperature pulse & respirations

	TR
	Temporary resident

	TSH
	Thyroid stimulating hormone

	TTA
	To take away supply of medication when leaving hospital ward

	TTO
	To take out… supply of medication when leaving hospital ward

	TV
	Trichonomas vaginalis

	UCO
	Under care of

	URTI
	Upper Respiratory Tract Infection

	US
	Ultra sound

	UTI
	Urinary Tract Infection

	V/Q
	Lung scans- images produced by radio nuclide scanning of the lungs; used to help diagnose a pulmonary embolism

	VA
	Visual acuity

	VD
	see Venereal disease

	VDU
	Visual Display Unit

	VE
	Vaginal examination

	VI
	Virgo Intacto (virgin)

	VLDL
	Very low density lipoprotein

	VV
	Varicose Veins

	Vx
	Vertex (crown)

	WBC
	White blood count

	WRULD
	Work related upper limb disorder

	XYY syndrome
	A disorder in which man has an extra Y chromosome,

	ZIFT
	Zygote intrafallopian transfer



Appendix 5 Summariser Record (1)
Name 

	Date
	Patient’s

Computer No.
	No. of Lloyd Georges
	Time Summarising onto Computer
	Comments

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Appendix 6 Summariser Record (2)
Summarisers Name 
	Date
	No Of Records Summarised
	Total Time Spend Summarising
	Comments

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Signs





(       	Diagnosis





((       	Differential diagnosis





>		Greater than





<		Less than





+ve           	positive





-ve           	negative





(/(		Increase/decrease





Rx           	recipe/take





Px		Prescription





c		with





 s              	without





3/7           	three days





1/52          	one week





1/12          	one month





(jaundice    no jaundice





(men          no meningism





#                Fracture	











