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Survey of General Practice Records

Introduction

The keeping of good clinical records has been suggested as necessaxy
to meintaining standards of medical care(l)(z)(a)(u). With the formation
of more group practices and partnerships, and the increasing use of health
visitors, nurses and social ~orkers, the keeping of detailed records of
patients becomas essential. Where more than one person is invelved in the
care of a patient, whether as a rcutine or as an 'out of hours' emergency,
communication of information is of major importance, the records of the

patients forming an indispensable part of such communication.

For the individual doctor the keeping of records serves as an aide
remoire, more effective if the clinical details are recorded at the time
of observation and basic information is updated, whenever possible. If
only one person is invelved in the care of a patient, the design of the
recorded details can be of a purely perscnal nature, but when more than one
person is involved, the records must be clearly defined, mutually accept-
able and mutuzlly understandable, for, as Walford stated(S) WIf a word
means one thing to one doctor and something quite different to another,

then the sum of their observations means nothing to anyona'.

The legal obligaticns of the practitioner, both in connection with
his practice and with individual patients are other important reasons for
maintaining detailed records. The sceretary of the Medical Defence Union
in his report for 1971 stated that reliance on memory was a dangerous
attitude which was strongly to be deprecated, and a defence to an action

may be severzly prejudiced by the absence of written records.

In the field of research, accurate and detailed records are essential
and genaral practiticners with an interest in this aspect of thelir work
soon realise the immortance of well designed, meticulcusly kept practice
records. It is unfortunate that the data em=anating from thesc practices
are often met by the criticism that the nractices are atypical; the
practices may be atypical, but the bias may not apply to the patients of
the practice.

(6)(7)(8)(9)

Currently there is considerable discussion concerning

the possible application of computers to general practice records, though

the anticipataed benefit to doctor and natient has been, as yet, ill-defined.,X(
Certainly ii_any benefit is to acerue, accurate data must be fed into the
computer, or has been succinctly described in computer language 'rubbish

in - garbage ocut", If computer systems of recording facts of domieciliary

care are to be extended to national coverage, their value will rely on

the infermation which is available in most, if not all, general practice



files and not from those doctors who, by their interest in research, have

developed meticulous systems of record keeping.

Methodology
Previous studies of general practice records have used questionnaire
. 0 . . . .

technlques(l ) or examination of records of patients attending at a

(11)

doctor's surgery. The present study examined the records in a sample

of practices.

All nractices on the medical lists of the Executive Councils for the
County of NHerthumberland and the County Boroughs of Tvnemouth and South
Shields were stratified by partnership size and each practice given a code
number. A random sample wns then drawn from these cnded lists to cobtain
13 practices. Table I shows the sample structurce compared with the figures
for England and Wales and with the total lists of the relevant Executive
Councils. The selected pvactices were then requested, by telephone or
letter, to allow the =author, who had recently beern a general practitioner
in ths area, access to the records of the prAactices. Two of the practices
did not agree to cnoperate in spite of clarification of the obsarver's
role; a fear of governmental interference and possible castigation being
strongly expresscd by the deoctors concerned. Because of lack of time
available, 2 further three practices were not studied. Details of the

nractices are shown in Table II,

in vicw of the cconsiderable overlap in care of patients of partner-
ship practices, it was felt that =n examination of individual nractiticner's
recording habits would be impessible. therefors a “practice orientated"
study was carrizd out. The nractices Were visited at weekends during Hay,
June anc¢ July 1870 when no consulting sassicns were being held so that all
the record envelopes were available in the files. Ivery thirtieth record
was scrutinised, informition being recorded on a smecially desigrned form
listing 18 items of data per record envelome. These items were: sex,
age, address, marital status, occupation of natient, dates of consultations,
attendance at surgery, visit to natient’s home, cther items of service,
diagnosis, therapeutic agent, amount prescribed, dosage, symptoms, signs,
issue of certificate, referral to outpatients and admission to hospital.
For each item of information, three valuecs were nossible, viz: 1., Recorded
2. Nct reccrded and 3. Hot apnliceble. The information was transferred to
punch cards and then to megnetic tape on the University ICL 4130 computer.
Scrutiny of all records contained in a patient's record envelope was
thought to Le too time consuming as well as making analysis unnacessarily
difficult. Examination of the last item of service recorded in each

record was lizble to provide cnly winimal information if that item of



service was merely z follow-upn attendance. It was decided therefore to
collect the information recnrded for the last episode of disease, an
episode of disease being defined as one or more closely time-linked
items of service for a collection of related symptoms and signs. In
cases of prclenged chrenic illness, the notes relevant tc an identifiable
exacerbation of illness were scrutinised, or, in the absence of such
events, an assessment of the total medical notes for the illness was
made. In view ¢of the largely hanhazard nresentation of problems to the
general practitioner, natient's records inevitably nresent corplications
for systematic analysis. Only the author collected data and he took all
decisicrns concerning the necessity for recording certain items of
information. The criterisn for such decisions was whether another
doctor with exrerience in general rractice would understand and be able

to act upon the data available.

Sources of Information for the Patient Record

Four groups of pecple are concerned with giving or recording the
information contained in the medicazl records of Hational Health Service
patients, namely the npatients, or, in the case of children, the patients’
parents, the Executive Councils, general practitioners and hospital
doetors. The prasent study considers the first three groups, records
supplied by hospital Jdeetors being beyond the scepe of the present

investigation.
(i) The Patient

Initizl responsibility for registration as a patient in the National
Health Service rests with the »natient, or the patient's parents in the
case of chilcéren, and what may be termed the portal of entry is the
medical card (E.C.t.) which is supplied by the Executive Council at or
about the time of the registration of birth. The narents supnly to the
Executive Council the Ffollowing Information abcut the child: surname,
forenames, sex, address, date of birth and the name of the general
practitioner with whom the parents wish tc pregister the child in order
to receive medical care under the Mational Health Service. People
entering the country, and intending to remain for longer than three
months , register in a similar manner, also supplying information con-
cerning marital status where nccessary. The accuracy of this
information is therefore entirely denendent on the information supnplied
te the Executive Council. Furthermore, any updating of this information
is z21so the responsibility cf the patient or his representative, who,
as requested on the medical record card, should notify the Executive

Council of any changes., HMarkel inaccuracies ave liable to occur,



therefore, in the records of the Executive Council when patients change
their address or marital state, often without a chanpge of general
practitioner, and do not notify the Executive Council of these changes.

If a patient leaves the area without notifying the general practitiocner or
Executive Council, the records may remain with the general practitioner
for years, for he has no method whereby he c¢an assess whether the records
he holds represent a true picture of his practice. In many respects, the
background information about a patient is only accurately recorded at the
time when the doctor and patient are in contact, and then only if the
patient volunteers information about change of circumstances or the doctor

specifically asks for it.

(ii) The Executive Counecil

The Executive Council, on receipt of a patient's registration form,
issue a medical record envelope (E.C.5 or E.C.6) to the general practitioner
concerned, thereby supplying the following information: sex, surname, fore-
names, date of birth, address and marital state. The information has been
obtained from the patient and no method of verification is employed. When
the patient has transferred from another general practitioner, the record

envelope should also contain the previous medical records of the patient.

{3ii) The General Practitioner

No statutory obligations exist in respect of record keeping by general
practitioners treating patvients under the National Health Service. No
inspection of medical records by the Department of Health and Social
Security is carried out, neither has any attempt been made to define

optimum or even minimum standards.

Analysis of the Records I

e

In the present survey, a total of 1,628 medical records w§ré examined
out of a population of 48,000, and of this sample 763 (u46.9%) referred to
males and 865 (53.1%) to females, the sex distribution by practice is dis-
played in Table 3, Except for two practices, the sex distribution of the
sample appears compatible with the Tyneside population statistics(lz)
which indicates a percentage of 48.5% males to 51.5% females. The samples
of the two practices showing a small preponderance of females may indicate,
apart from sampling variation, inaccurate recording of the sex of the
patient (as in the case of a '"bisexu2l”’ forename), non-registration of
males in the practice due to their asbsence from home (e.g. armed forces,
working elsewhere and thus registered with a general practitioner other

than the family practitioner), or possibly a preference by female



patients in their choice of doctor.

(a) Recording ~f Age of the Patient

In the present survey, the age of the patient was recorded in 1,475
(90.6%) of the sample, the variation between individual practices being
shown in Teble 4, The ages of the patient are usually recorded in one of
two ways: either by recording date of birth or, in patients who were
originally registered with a general nractitioner in the National Health
Insurance Scheme, by the ill-defined statement that they were or would
be 16 years old on a certain date. The table shows that the age is nct

always recorded and that considerable variation axists between practices.

(b) Recording the Addpvess of the Patient

An address was Almost invariably recorded, only 5 (0.3%) of the
record enveleomes out of a total of 1,628 were found to have no address
recorded. As already nointed out, the recorded address may not be
accurate, inaccuracies occurring when the patient fails to notify change
of address to the general pragtitioner or the Executive Council. In 2
recent survey carried out by the Bealth Services Research Unit at the
University of Kent at Canterbury, Juring which 2 postal questionnaire was
delivered to 432 vatients receiving care from general nractiticners
working from a group centre in VWallsend-on-Tyne, 54 (12.5%) were returned
by the General Post Office marked “'gone away"” or ‘mot known at this
address”. This measure of the inaccuracy of the addresses which had been
cbtained from the general practitioners® racords, is probably an under-
statement as it exclules thcse guestionnaives which were nnt returned cr
were forwarded to the cerrect address by the G.P,0. or by the present
occupier. The zaccuracy of the address on a natient's record is almost
entirely dernendent upon the patient informing the dector or his staff of
any changes. and therafore depends upon contact with the patients, as
well as the obvicus corollary that the address must be recorded upen

receipt of the information.

{c) Recording the Marital State of the Patient

This fact was very poorly recorded in respect of males; of those
aged 16 years and over only 7 (1.3%) of the records indlcated ths marital
state. The position was better in the case of females as 537 (78.6%) of
females aged 16 years or over had recorded information of marital state,
though it must be emrhasizaed once again that the accuracy of the records
was not tested, and it may well be that many of the "unmarried” females
were, in fact, marriad, the event not keing recorded on the medical

record envelope. The variations in recording between the practices is



shown in Table 5.

(@) Recording the Occupation of the Patient

The occupation was recorded in 220 (39.5%) of males and 153 (22.4%)
of females who were aged 16 years or over. In the cases of females,
"housewife" was accepted as a recording of occupation. The recording of

ccecupation of the adult males is shown in Table 6.

Analysis of Clinical Records

In prectice Ne.5 only 9 record envelopes out of a total of 113
recoprds examined contained any data recorded by the current general
practitioner and this practice is therefore excluded from subsequent

tables.

It was considered that six separately identifiable items relating
to an enisode of disease could be recerded although not all disease
enisodes would require the recording of all six items., /in illustration

of a disease eniscde c¢considered to be fully recorded is shown below:-

(2) - {1)
19/3/70 A TAB.OXYTET BRONCHITIS
48 T.T.I.D. {5) PRODUCTIVE COUGH
(3) ~ (u)

(6) RHALES IN CHEST

(1) diagnosis (2) Name ~f therapeutic agent (3) Amount

prescribed (%) Dosage (5) Syrnrtoms (6) Signs

The number of items recorded in the different practices is shown in
Table 7, indicating that over half of the records of enisodes examined
contained two or less items of information ncr disease episode, 2nd only
4.4% contained all six Items. & more Jetailed analysis of the recording
of the six items was undertaken in order to attempt a classification of

information recorded by the general nractitioner.

1. Disease-indicative Items (Diagnosis, Symrtoms and Signs)

It was accepted that diagnosis in general practice would often be
ili-defined and subject to observer bias. A recorled diagnosis was taken
to be a world or werd-complex which would, in the opinion of the observer,
communicate sufficiesnt information to enable him as an experienced
general practiticner to continue the care of the disecase eplsode effic-
iently. 0Obviously, using this eriterion, cne ecould inzlude the recording
of symptoms and signs as acceptable, and Table 8 is constructed to show
the permutations In the recording of the three items indicative of a
disease episode, Lxecluding Practice 6, which recorded enly minimal

information. the diagnecsis was reccorded either alene or in combination



with symptoms or signs in from one half to three quarters of the enisodes
in different practices. The reccrding of gywptoms, either alone or in
combinaticn with other items showed wide variation between practices, and
it is intcresting to ncte that in nractice No. 2 symptoms were reccrded
more frequently than the diasnosis. Signs were recorded in less than
half the episodes in all practices except practice No.2. A broad view
was taken of accentable recording of symptoms - 'ccugh', 'backache!,
'pain in chest' were each rerarded as adequate. Similarly, any record
of a physical simm of diseasa was accepted, e.g. 'nulse rate',
'tamperature', or 'blcod pressure'. Although a wide voriation is seen

to exist between the practices, the general nattern is onz of recording
the diagnosis mure often than symptoms and symptoms meore often than

signs.

2. Therapy-descrintive Items

The name of the therapeutic asent was recorded in 1,034 (75.2%) of
all episcdes and was, in almost all practices, the mnst frequently
recorded item. Only in practice No.l was the diagnosis recorded more
frequently (Table 8). The recording of the amount prescribed was less
frequently recopded (24.9%) and dosare was only recorded in 241 (17.8%).
At best, the amount and dosage were only recorded in 39.6% of episodes
in cre practice, and in less than 8% in most of the practices. It would
arpear from this samnle that the recording cof the amount and dosage of
treatment is not considered ~f great importance by the genaral

nractitioners.

3. Most Frequent Combinations Recorded.

The detailed analysis of the recording of disease enisndes produced
38 different combinations, 2nd the wide variation between the practices
in reccrding episcdes of disease made a definition of a typical combinatien
of pecorded items immossible., Table 10 shows those combinations ocecurring
most frequently in overall ranking order. OFf all other combinations none

seeurred in more than 5% of total episodes in a mractice.
Discussion

The proliferation cof group practices, the increass in rota systems
and the involvement of nara-medical workers in general practice, with
subsequent sharing of the care of a nmatient would anpear to accentuate
the need for maintaining accurate and comprehensive records. The
suggestion that general practice records could and should be integrated
in the computerised intelligence systems of area health boards has given

rise to atterpts to convert the records into a form suitable for cemputer



use, and considerable discussion of the problems of processing and rapid
recall of data and of confidentislity. These efforts are, in many
respects, ahead of solving the problems of assessing the requirements,
the recording habits of general practitioners and of the benefit to
doctor and patient, and indeed of defining the desirability of keeping

general practice records.

Considerable variation in methods of recording were observed in
different practices, one single handed practitioner recording any details
on only nine out of 111 medical records studied, whilst in another
practice, two thirds of all enisodes had at least four items recorded
per episcde. Although this study attempted a quantitative assessment of
general practice records, two aspects must be stressed. Firstly, that
no attermpt was made to verify the accuracy of the items recorded and
secondly, that no assessment was made of the usefulness of the records
in assisting the doctor in his care of the patient. One of the doctors
stated that 1t was "pointless to record every attack of sore throat"
whilst another felt that “hospital letters and X-ray or laboratory

investigations were the only records worth keeping'.

It is perhaps unfortunate that the mest obvious reason for accurate
and comprehensive record keeping is the carrying cut of research, a field
which does not attract or even interest z high proportion of general
practitioners, and the argument that gcod record keeping, if one can
define "good” records, improves the care of the patient is difficult to
substantiate obiectively. The trend in medical education will, one hopes,
increase the contact of both undergraduates and nostgraduates with general
practice, necessitating an involvement by z considerable number of general
practitioners in teaching. The resultant imposed discipline on the
gereral practitioner who must inevitably structure his thinking and
attempt to differentiate the largely undifferentiated work of general
practice in order to teach his subject may provide a stronger motivation

for good record keeping than exists at present.

The attitudes of the doctors concerned were of interest in that a
general air of guiltless acceptance of the inadeguacy of the records was
apparent ameng those who cooperated. Variations of the expression "Ycu are
welcome to look at the records for what they ave worth' were heard in most
practices, and little belief in the importance of meticulous record keeping
was expressed by any of the doctors. One of the single handed doctors was
able to describe in great detail the natural history of a disease extend-
ing over a period of several months, commencing with a casual encounter

with the patient whilst visiting another member of the household,



suspecting and clinically diagnosing a parietal brain tumour and referring
the patient for consultant advice. The records of this patient when
examined by the observer were found to contain only a letter from the
consultant as evidence of this course of events, vet, not only had the
diagnosis and treatment been completed expeditiously, but the general
practitioner's ability te recall the details appeared to be excellent.
Could meticulous record keeping be directly proportional to poor memory?
Althoush there are obvious Adangers in generalising from this small
survey, it wculd sppear that there are wide variations in the records
kept by general practitioners and that considerable deficlencies exist
in the information about patients, their diseases and their treatments

contained in general practice records.

Summary

A study of o sample of records from 5 general practices showed
that 10% of patients' ages were not reccrded, that 99% of males had no
indication of their marital status and 60% Jid not have an occupation
recorded. In recording of Jisease opiscies, a diagnesis was recorded
in a little over half the episodes and was the only recorded item in
10% of records. The recording of the therapeutic agent used was the
most freguently recorded item. n~ccurring in 70% of enisodes, but the
amount nreseribed was recorded in only one quarter of the episodes and
the dosage in iless than one fifth, Less than half the episodes had any

symptoms recorded and enly one third had 2 physical sign recorded.
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TABLE 1

Distribution of Practices by Partnership Size

i
?ﬁ Northumber-
[* land, Tyne- England® Practices Declined Not
mouth and and Sample Used In T )
. h
i South Walas Survey Participate Approached
[: Shields
jingle handed | 28(45.2%) 4131 (15.2%) 5 2 1 2
2-Man
artnerships 18(29.0%) 2414026 ,4%) b 3 1
3~-Man
Partnerships 12{19.4%) 1626(17.8%) 3 3
]' 4-Man +
WPartnerships 4 (6.4%) 377(10.7%) 1 1
y=1OTALS 62 (100%) 9148 (100%) 13 8 2 3

-

w® Figures obtained from Annual Report, DHSS 1968.




Details of Practices

. Age of Partners Higher Number of Receptionist/ Age(Sex ng? Risk
Practice Degrees & . Secretary Register Register
. . Consulting .
lumber Under 50 yrs  Over 50 yrs Diplomas Rooms (Full-time of of
y Obtained Equivalents) Patients Patients
1 Yes
1 ) No 2 3 No No
1 No
2 1 Yes 2 1 No Yes
3 3 - No 2 1 No No
1 Yes
L 1 No 2 1 No Yes
5 - 1 No 1 1 No No
6 - 1 No 1 * No No
2 No
7 1 Yo 3 12 No No
1 Yes
8 1 - Yes 2 1% Yes Yes




TABLE 3

Sex of Patients in Sample®

| Practice
Code MALE FEMALE TOTALS
Number
1 126 (50%) 124 (50%) 25C
2 162 (46%) 120 (54%) 222 |
3 154 (47%) 175 (53%) 329
) b 85 (uu%) 110 (56%) 195
B 5 49 (43%) 64 (57%) 113
6 66 {(48%) 71 (52%) 137
7 95 (46%) | 112 (54%) 207
8 86 (4%%) ¢ 89 (51%) 175 i
Praﬁiices 763 (47%) | 865 (53%) 1628

Note: Blue ink is used in printing records for female patients and red
ink for records of male matients, thus the sex of all patients
is recorded.



TABLE 4

Recording of Age of Patient

Practice Total No. Age Recorded
Code Number of Patients No. g
1 250 216 86.4
2 222 216 97.3
3 329 286 86.9
4 195 176 90.2
5 1i3 95 84.1
& 137 122 89.1
7 207 200 96.6
8 175 164 93,7
TOTAL 1628 1475 90.6




TABLE 5

Recording of Marital State

females Aged 16 Years and Over

Practica Total Marital State Recorded i
Code No. No. ‘ No. %
1 95 85 89.5
2 92 85 92.4
3 138 107 77.5
4 B2 42 51.2
5 L7 29 61.7
6 57 51 89.5
7 93 84 90.3 o
8 79 54 68.4
TOTALS 684 537 78.5




TABLE 6

Recording of Occupations

Males ﬁgggylﬁ Years and Over

Fractice Qccupation Recorded
Code TOTAL
Humber No. % of Total
1 85 34 40.0
2 79 34 43,0
3 115 43 37.4
4 59 12 20,3 -
5 40 8 20.0
6 L7 12 25.5
- 7 76 55 2.4
8 56 22 39.3 N
557 220 39.5




Number of Diagnostic and Theraneutic Items Recorded per Episode

TABLE 7

Practice No. of Diagnostic and Therapeutic Items per Episode
Code
Number 9] 1 2 3 4 5 B TOTALS
1 7 86 60 31 27 9 5 225
(3.1) (38.2) | (26,7) | (13.8) | (12.0) | (4.0) (2.2) {(100)
2 7 13 17 34 60 | 33 212
(3.3) (6.1) (3.0) | (16.,0) | (28.3) | (22.6) | (15.6) { (100}
3 2 35 115 89 32 8 2 283
(0.7) (12.4) | (wo.6) | (31.4) | (11.3) (2.8) (0.7) | (100)
4 0 23 39 30 49 27 17 185
(i2.4) {21.1) (16.2) | (26.5) (14.6) {9.2) (100)
6 62 33 28 5 0 0 0 128
(u8.4) | (25.8) | (21.9) (3.9) (100)
7 8 37 Th 50 12 3 2 186
(4.3)° (19.9) (39.8) | (26.9) (6.5) (1..8) (1.1) ¥ (100)
8 2 22 62 46 17 6 1 156
(1.3) (1u.1) | (39.7) | (29,5} | (10.9) (3.8) (0.7) | (100)
TOTALS 88 249 395 285 197 101 60 1375
(6.4) (18.1) | (28.7) } (20.7) | (14.3) (7.3) (u,4) ! (100)
Percentages are in brackets (across the rows)




TABLE 8

Recording of Diapnosis, Symntoms and Signs

F1 i 5

-

All Practice Number
i T
Practices 1 | 2 I3 4 E 6 7 ; 8
No. ‘ Percentage of Episodes
i § !
DIAGNOSIS RECORDED 823 59.9 7.2 67.5 1 54.4 60,0 | 9.4 64.0 75.0
With symptoms and 215 15.6 12.0 39.6 14.8 18.4 - 9.7 6.4
signs
With symptoms but 89 6.5 4.4 | 12.7 4.6 6.5 0.8 4.8 | 10.9
not signs
With signs but not 59 4,3 4.0 k.3 3.5 1.6 - 7.0 8.6
symptoms
Without symptoms 460 33,5 53.8 10.9 31.5 33.5 8.6 42.5 4g8.1
or signs
NO_DIAGNOSIS 552 | 40.14| 25.8 ! 32.5 | 45.6 | 0.0 | 90,6 | 36.C | 25.0
RECORDED
Symptoms and signs 195 4.2 5.3 21.7 23,7 20.5 - 9.1 9.6
recorded
Symptoms but not 117 8.5 6.2 6.1 13.4 10.68 3.1 9.1 7.1
signs recorded
r
Signs but not 18 1.3 1.4 0.5 0.7 - - 4.3 1.9
symptoms recorded
Neither symptoms 222% 1 16.1 [} 12.5 ; 4,2 7.8 8.7 1 87.5 | 13.5 6.4
nor signs recorded !
A g | g g o % 9
ALL EPISODES 100% 100% i 100% 1.00% 100% 100% 100% 100%
No. 1375 | 225 1 212 283 185 | 128 [ 186 156 i
H H b : i i

*Ttems other than diagnosis symptoms and signs were recorded in 134 of these
episodes.
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TABLE 9

Recording of Therapeutic Agent, Amount Prescribed and Dosage

|

All Practice Number
!' 2
Practices ; 1 l 2 3 4 ( 6 7 8
No. | Peprcentage of Episodes
!
THERAPEUTIC AGENT 1034 1 75.2 56.9 8.4 85.5 92.4 46,1 67.7 82.7
RECORDED

With amount and 190 | 13.8 7.6 39.6 2.8 35.1 2.3 2.1 5.8

dosage
With amount but not 152 f11.1 15.1 11.8 3.9 16.8 9.4 17.2 4.5

dosage

M-

With dosage but not 55 4.0 1.8 0.9 2.8 1.1 7.8 4,3 13.4%

amount
Without amount or 637 | u6.3 32.4 32.1 76.0 39.4 26.6 4,1 58,0

dosage
NO THERAPEUTIC AGENT 3ul#® 24,8 43.1 15.6 4.5 7.6 53.9 32.3 17.3

RECORDED
% 100 100 100 100 100 100 100 100
ALL EPISCDES
No.| 1375 1225 | 212 | 283 (185 | 128 ! 186 | 158
; B ; i

-

*Items other than therapeutic agent, dosage or amount were mentioned in 253 of

these episodes.




TABLE 10

Apparent Choice of Recording

Choice of Recording In

Practice Humber

All
Overall Ranking Order Practices. 1 2 3 4 6 7 8
Diagnosis & therapeutic agent 234 (1) 39 (2) 10 (2) 71 (1) 30 (1) 4 (%) 35 (1) 45 (1)
Diagnosis only 152 (2) 69 (1) 9 (3=) 1y (5) 11 (4= 5 (3) 26 (2) 18 (2)
Diagnosis, therapeutic agent, 95 (3) 10 (u) 32 (1) 25 (3) 12 (2= - (5= 10 (3) 6 (4)
symptoms and signs
Therapeutic agent, symptoms 88 (u=) 3 (6) 9 (3=) 50 (2) 11 (4= - (5= g (4=) 7 (3)
and signs
No recording of any of the 88 (4=) 7 (5) 7 (5) 2 (6) - (6) 62 (1) 8 (4=) 2 (8)
six items
Therapeutic agent only 81 (&) 13 (3) 2 (6) 18 () 12 (2) 27 (2) 6 (6) 3 {5)
OUther combination of iteas 637 8y 143 103 109 30 93 75
1375 225 P 212 283 185 128 186 156
Note: Figures in brackets represent ranking order.




