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Content of a discharge summary from a medical 
ward: views of general practitioners and hospital 
doctors 

ABSTRACT?Vhe objective of this study was to seek the 
views of general practitioners (GPs), hospital physicians 
and junior hospital doctors about the relative value of 
different items of clinical information in discharge sum- 
maries from medical wards, and so form a minimum 
and recommended data set for the purposes of clinical 

audit. GPs were selected randomly from five family 
health services authorities in England, and hospital con- 
sultants and junior hospital doctors were randomly 
selected from all 14 former health regions. Postal ques- 
tionnaires were then sent to a sample of 400 GPs, 400 
hospital consultants and 400 junior hospital doctors. 
The results have been tabulated. 'Details of drugs at dis- 

charge' (including frequency, dosage and proposed 
length of treatment), 'significant results of investiga- 
tions, both positive and negative', 'suggested or made 
arrangements for follow up', and 'information given to 

patient about diagnosis' were ranked particularly high 
by all three groups of respondents, j 

Discharge summaries should provide general practi- 
tioners (GPs) with core information about their 

patients' recent admission to hospital and plans for 
further treatment. They also serve a useful function 
for junior hospital doctors and consultants at any sub- 

sequent outpatient visit or readmission, and may be 
used for coding and analysing the outcomes of the 
clinical work of a firm or directorate. Many commis- 
sioners of health care audit the timeliness of receipt of 

discharge summaries. A principal focus of our work 
was to develop a protocol by which the quality of the 
content of the discharge summary could be audited. 
The study was concerned with the formal discharge 

summary which is normally sent to the GP as opposed 
to the brief handwritten note usually given to the 
patient on discharge. The structure of the brief imme- 
diate note has already been considered by Clements 
[1], and Zoltie and de Dombal have considered com- 
munication between accident and emergency depart- 
ments and GPs [2]. 
The Korner data set was the standard set for opera- 

tional management (the admitted patient care con- 
tract minimum data set, now forms the standard set 

for operational management). It includes patient data 
such as age, sex and ethnic origin; administrative 
information such as postcode and dates of admission 
and discharge; and clinical information such as diag- 
nosis and procedures performed. Most of these items 
can and should be collected by administrative staff but 

diagnoses require medical input. A good discharge 
summary must also include those items deemed by all 
concerned to be relevant and necessary for continuing 
patient care. The purpose of this study was to establish 
a minimum set of items which would meet these 

criteria and allow audit of the content of discharge 
summaries. 

Method 

A preliminary 'brainstorming' workshop was held in 
which GPs and hospital doctors identified a list of 
clinical items thought to be relevant. After this, a 
questionnaire was developed and reviewed by 30 
hospital consultants and 30 GPs. Having incorporated 
their suggestions, we produced a considered list of 20 
data set items, the items being listed in random order 
(Table 1). The questionnaire was then circulated to 
400 GPs randomly selected from the medical lists of 

five family health services authorities (FHSAs): Avon, 
Birmingham, Camden & Islington, Leicester and 
Norfolk (80 from each FHSA). These locations were 
selected in order to obtain the views of GPs working in 
both rural and urban areas. Respondents were asked 
whether or not they were fundholding practitioners 
and to state their length of service as a principal in 

general practice. 
The questionnaire was also sent to 400 consultants 

randomly selected from a list held by the Royal 
College of Physicians of consultants in 11 medical 

specialties: cardiology, endocrinology and diabetes, 
gastroenterology, general (internal) medicine, 
geriatrics, haematology, infectious diseases, nephrol- 
ogy, oncology, rheumatology and thoracic medicine. 
These consultants were asked to hand a further copy 
of the questionnaire to the member of their team 
responsible for dictating discharge summaries. 

In addition to the list of clinical items shown in 

Table 1, subjects received an introductory letter 
explaining the purposes of the study and the Korner 
data set items. The letter stressed that, since the survey 
was concerned only with clinical data, information 
which ought to be collected by a hospital patient man- 
agement system (Korner data set including primary 
and secondary diagnoses and procedures) was not the 
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subject of the enquiry. Those surveyed were asked to 

reply within two weeks of receipt of the questionnaire. 
A second questionnaire was sent to non-responders 
after one month. 

Respondents were asked to choose the 12 clinical 
items they thought most important?it was thought 
that this number would form a check list of reasonable 

length for the purposes of clinical audit. Respondents 
were asked to rank their chosen items in order of 

importance (1: most important; 2: the next most 

important, etc). Joint rankings were permitted. They 
were given the opportunity to add and rank any items 
which they felt should be included in their first 12 
choices but which had not been listed, and space was 

provided for comments regarding the study design 
and content of the questionnaire. Points were assigned 
to each ranked item on a score of 1 to 20: the item 

ranked first was given 20 points, the second 19 points, 
the third 18 points?and so on. A bar chart (Fig 1) was 
constructed by dividing the total points scored for 
each item by the number of completed questionnaires 
for each group of doctors separately to obtain a 

weighted average. 

Results 

Overall, 639 (53.2%) doctors replied to the question- 
naire. Of these, 49.6% were GPs, 34.3% hospital 

Table 1. List of 20 data set items that respondents were 
asked to rank 

Information given to carer/relative 

Significant results of investigations, both positive and 

negative 
History of drug reactions or allergies 
Recommended lifestyle changes 
Details of drugs at discharge (including frequency, dosage 
and proposed length of treatment) 

Degree of certainty of diagnosis 

Suggested or made arrangements for follow up 
Relevant social factors 

Information given to patient about diagnosis 
Information given to patient about prognosis 
History of presenting problem or complaint 
Adverse inpatient events such as cardiopulmonary arrest 

Prognosis 
Drugs given in hospital other than drugs at discharge 

Hospital extension/bleep number for clinician contact 

Name of hospital clinician whom GP can contact for advice 

Relevant examination findings 
Clinical management (other than coded procedures) 
Functional ability (activities of daily living) 

Community services arranged (for the purposes of this 

survey, health and social services are considered as one) 

Fig 1. Average points 
scored by each item 
for a discharge 
summary (data set 
item weighted by 
numbers of doctors 

responding in each 
group). 
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Table 2. Items that ought to be in a discharge summary ranked in order of importance 

Item 
Weighted 
average 

(see text) 

CPs Hospital 
consultants 

Junior 

hospital 
doctors 

Details of drugs at discharge (including frequency, dosage and proposed 
length of treatment) 1 1 1 

Significant results of investigations, both positive and negative 2 2 2 

Suggested or made arrangements for follow up 3 4 3 

Information given to patient about diagnosis 4 3 5 

Relevant examination findings 5 9 4 

Adverse inpatient events such as cardiopulmonary arrest 6 6 7 

History of presenting problem or complaint 7 15 6 

Information given to patient about prognosis 8 7 9 

Prognosis 9 5 10 

Clinical management (other than coded procedures) 10 12 8 

History of drug reactions or allergies 11 13 11 

Community services arranged 12 8 14 

Degree of certainty of diagnosis 13 10 12 

Name of hospital clinician whom GP can contact for advice 14 11 13 

Information given to carer/relative 15 14 15 

Functional ability (activities of daily living) 16 17 16 

Recommended lifestyle changes 17 18 17 

Drugs given in hospital, other than drugs at discharge 18 16 19 

Relevant social factors 19 20 18 

Hospital extension/bleep number for clinician contact 20 19 20 

1 

2 

3 

4 

5 

6 

7 

11 

13 

9 

8 

10 

12 

14 

15 

19 

16 

20 

18 

17 

consultants and 16.1% junior hospital doctors. Table 2 
shows a breakdown of how each separate group of 
doctors ranked the items. There were no significant 
differences in the responders in terms of age, fund- 

holding status or the different hospital specialties 
surveyed. 

Discussion 

There was agreement that the following should all 
feattire prominently in a discharge summary 
? medication being taken by the patient on 

discharge 
? significant results of investigations, both positive 

and negative 
? arrangements for follow up 
? information given to patients about their 

diagnosis 

Although the other rankings varied between the 

professional groups, the remaining items were consid- 
ered of more or less equal value until the last five (see 
Fig 1). 'Relevant social factors' and 'functional ability' 
(activities of daily living) were ranked surprisingly low. 
GPs ranked 'prognosis' higher than consultants or 

junior hospital doctors. Junior hospital doctors ranked 
both 'information given to patient about prognosis' 

and 'prognosis' lower than the other tvvo groups. GPs 
are often asked by their patients about their prognosis; 
hospital doctors should consider this and make avail- 
able information that GPs would find useful, even if 

they themselves are familiar with the facts. This high- 
lights the need for consultants to impress upon their 
junior staff the relevance of providing such informa- 
tion where available. Conversely, GPs regard 'com- 
munity services arranged' of greater importance than 
do hospital doctors, but did not rank 'the history of 

presenting problem or complaint' in their top 
12?perhaps because they have often referred the 
patient to the hospital and are already aware of the 
patient's earlier history. 
Few respondents listed additional clinical items they 

considered important. Suggested items included 
'referral diagnosis' and 'relevant previous medical 
history' (both suggested by two respondents) and 
'blood pressure and smoking habits' (one respon- 
dent). Considering the current emphasis on outcome 
measurement, it was surprising that data on the out- 
come of an admission were not mentioned either by 
the working group or by any subsequent respondent. 
Perhaps this reflects reality?that techniques of mea- 
suring outcomes in other than a research environment 
are still in their infancy. 

Parallel with this project, the Information Working 
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Group of the Conference of Medical Royal Colleges 
and their Faculties in the UK has been considering the 
definitions of some of the data items ranked in this 

study [3]. This report contains a useful bibliography 
about discharge summaries. It also stresses that varia- 

tions in data collection, in language and in criteria for 

documenting clinical information need to be 

addressed as we move towards electronic patient 
records. 

Conclusion 

It has been suggested that one of the reasons for poor 
quality discharge summaries is a mutual lack of under- 

standing between hospital doctors and GPs [4]. It is 

hoped that a better understanding of each other's 
need will emerge by identifying what both groups 
would like to see included in a discharge summary. 
The current emphasis on providing more care in the 

community requires better communication than ever 
before between different health professionals. Until 
recently the audit of discharge summaries has been 
restricted to timeliness of their delivery. We can now 
progress to assessing their content. 
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