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The literature was also examined to identify key elements within the
consultation process that must be followed to allow the consultation to be
satisfactory to both patients and practitioners.

Results

The necessity to gain a patient’s permission for access to their GP or to hold
information on a database was also discussed as part of the design process. The
importance to actively obtain a patient’s permission was stressed; this can no longer
be assumed to occur by default.

General practitioner’s details

Treatment delivered

An enormous variation was found in the record keeping requirements
between different health care professions.

GP’s name
Information given concerning reaction to treatment
GP’s address
Given verbally

Yes

No

Information sheet given Yes

The temptation is present when examining the literature and examples of
medical record cards to try and build a patient record card that covers as
many clinical eventualities as possible. This would produce a “box-ticking”
approach to the case history process leaving little opportunity for the
development of clinical reasoning skills; these very skills are of paramount
importance when practitioners are faced with an unusual or challenging
clinical situation.

No

Other advice given

GP aware/not aware/referred

Patient agreement to contact
Referral to another healthcare professional Yes

Yes

No

Patient’s signature: ______________________________________

Patient management
Signed off work

Yes

No

Date ______________________

No
Data Protection Act

Maintaining factors

Predisposing factors

Treatment plan

All new patients to our clinic are asked to complete this simple record card to enable the smooth running
of the clinic. This information is placed on our computer database and is used solely for the purpose of
contact in the event of emergencies and for notifying patients of any changes or developments within the
clinic.

Re-evaluation at ________ weeks
This information will not be used for any other purpose and will not be passed on to a third party.
Prognosis

Daily pattern:
Aggravating factors
Date of consultation

Age

DOB

Title: Mr/Mrs/Miss/Ms/Dr/Prof

Occupation

Surname

Sex: M/F

First Name

Height Weight

Home address

Came to practice via
Yellow pages
Internet
BOA
Word of Mouth
Other

Short term
Relieving factors

Non-affecting factors

Family history

Work telephone

Excellent/Good/Fair/Poor

Mobile
Email address
First impressions of patient: Pale/sweating/limping/SoB/supported

Current medication
Prescribed

Psychosocial factors
Sleep

Primary presenting symptoms
Self prescribed
Pain score: No pain 0______________________________

Aim
It is now 100 years since the beginning of the modern medical record with the
creation of the “unit record” at St Mary’s Hospital, London1. Standards of record
keeping among health care professionals are frequently criticised; the Oxford
research group has attempted to create a patient record card that meets the
minimum requirements for health care professionals and is appropriate for
osteopaths.

Methods

A draft patient record card was created using a consensus process between the
members of the Oxford research group3. The patient record card was piloted in
practice and an iterative process was undertaken to refine the patient record card
and identify the key elements required within it to support good standards of care
and patient safety.
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Medication history
Steroids/NSAIDs

Alcohol

Supplements

Dietary restrictions

Exercise/Leisure activity

Allergies

Although models emanating from the field of clinical medicine and other health care
disciplines need to be carefully considered when applied to osteopathic practice; they do,
nonetheless, provide an important framework for the development of a patient record card
for the osteopathic profession.

Other symptoms
Onset of current symptoms
Current investigations and treatment
Smoking Y/N
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Systemic history
Constitutional
Fevers/sweats/weakness/unexplained weight loss or gain

G.I.T

CVS and respiratory

Lymphatic

Skin

Endocrine

Musculoskeletal

Reproductive organs

Neurological

The next development for patient record keeping is the electronic storage of patient data;
this is occurring more commonly in osteopathic practice as it is in mainstream health care
organisations. This creates many advantages, not least the ability to easily access data
for clinical audit purposes in line with the requirements of clinical governance demanded
by many health insurers. Increasing legal claims are being experienced by all health
professionals both nationally and internationally; osteopaths are also being affected by
this trend. This underlines the importance for all health professionals to retain accurate
and high quality patient records; the development of this patient record card by a
consensus process from within the profession is intended to facilitate this process.

Joint examination
Genito-urinary

A literature search was conducted to identify published studies looking at the
creation of patient record cards in the medical, chiropractic, physiotherapy, dental
and chiropody professions. A number of electronic databases were searched
including PubMed, AMED, CINAHL, PEDro and OSTMED. Hand searching of
paper copies of the British Osteopathic Journal and the Journal of Osteopathic
Medicine was also carried out. Studies were examined to identify key features
which were common to all and demonstrated a minimum standard of information
required for good standards of record keeping. Guidance information from the
S2K document produced by the General Osteopathic Council2 was also
examined.

10 Worst imaginable
pain
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Discussion

General health
How do you rate your general health?

Signs
Skin/hair/nails

_____________________________________________________

Date __________________

Previous episodes and past medical history

Previous investigation(s), management and outcome

Home telephone

Patient’s signature
Long term

Psychological

Tests carried out and other clinical findings
Informed consent
Informed consent given before examination and treatment Yes
Informed consent gained in Written form

1. Kurland KT, Molgaard CA. The patient record in epidemiology. Scientific American. 1981;245(4):46-55.

No

Verbal form
Osteopathic evaluation

Additional consent forms used
Chaperone present
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Yes

Yes
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Literature from the aviation industry was also examined4. When making preflight checks, it is now recommended that a minimum number of items should
be included on information checklists; this is intended to encourage alertness
and lateral thinking thereby guarding against complacency which could affect
both safety and performance.

4. New normal procedures for Boeing 737. www.b737.org.uk/nnp.htm. (accessed 21-08-07).
5. Tingle JH. The allocation of healthcare resources in the National Health Service in England: professional and legal
issues. Annals of Health Law. 1993;2:195-213.

Contact details
Further information concerning future hub meetings can be found at www.ncor.org.uk or by contacting Carol Fawkes
(c.a.fawkes@brighton.ac.uk).

