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SUMMARY. A simple way of introducing a

problem orientated summary card into conven¬
tional NHS medical records is described.

THE principles of the problem orientated record
system and their application to general practice are

already well documented (Mclntyre, 1973; Metcalfe,
1973; Tait and Stevens, 1973). Two basic aims of the
system are: first, to provide an easily comprehensible
medical record system, and secondly, to record the
patient's problems (whether physical, psychological or

social) in terms of the physician's true level of
understanding.

Unfortunately, in the process of striving for perfec-
tion in applying these principles, the first at least seems

to have gone by the board, and a previous attempt at a

simple approach (Curtis, 1975) merely results in a

multiplicity of new enclosures for the overburdened
medical record envelope. Some authors (Sheldon, 1974;
Woods, 1974) therefore advocate converting records to
A4 folders before the problem orientated system is
introduced, but the difficulties generated (in terms of
time, cost and additional storage space) have already
been highlighted (Acheson, 1976).

There are four essential features of a problem
orientated system:
1. The data base.
2. The problem list.
3. The plans.
4. The progress notes.

Metcalfe (1976) has described in great detail how the
system should be implemented, but his recommen¬

dations require motivation to an obsessional degree and
an amount of time not likely to be available to the
average practitioner. I suggest a compromise solution
which, while fulfilling the above aims of the problem
orientated system, requires little modification of tra-

© Journal of the Royal College of General Praetitioners, 1977, 27,
522-524.

ditional methods of record-keeping and the introduc¬
tion of only one new document.

In practices where the NHS FP 5/6 medical record
has been progressively organized over the years by
methods described earlier (Marsh and Simons, 1967;
Pinsent, 1971; Walford, 1975), implementation ofthe
system is relatively simple. A formal data base for each
patient is not regarded as mandatory as it should
already be available in rudimentary form (sex, date of
birth, marital state, address, occupation) on the front
face of the record envelope, although admittedly there
are often omissions and inaccuracies (Dawes, 1972;
Munro and Ratoff, 1973).
The system now described depends on a simple

problem orientated summary sheet of approximately FP
7/8 size (18 0 x 11*5 cms) which can be progressively
edited and updated over the years. It may be introduced
in a variety of ways. First, a problem sheet which is
blank except for the patient's name and date of birth is
inserted in each medical record envelope. Then, for
children and healthy young adults (the thin envelopes)
important retrospective details of medical or social
history can quickly be made at the time of the next
consultation and the card used prospectively thereafter.

Secondly, a problem orientated summary can be
made in every case where a medical report (for example,
for life assurance) is requested; when a hospital referral
is made; when a woman presents with a new pregnancy;
and indeed on any occasion where a full history is
ordinarily taken.

Thirdly, new patients can be asked to complete a

health questionnaire (Murray et al., 1974; Sheldon,
1974) on which the problem sheet may be based.
Fourthly, any unscheduled time available, through
missed appointments, for example, can be used for the
summarizing exercise and, as Metcalfe (1976) points
out, if only one gussetted record is summarized each
working day, the backlog of these 'heavies' (250 in the
average practice) will be worked off within the year.
Finally, records already dealt with should be identified
by some easily recognizable cipher on the outside of the
envelope.
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Figure 1. Problem sheet.

Retrospective summarizing is usually best done from
hospital letters since continuation cards are often
indecipherable. All aspects of medical, social, and
psychiatric history which could be important in the
future, whether in a positive or negative sense, should
be recorded. Generally speaking, infectious diseases,
operations, conditions leading to hospital admission,
drug idiosyncrasies, and pregnancies are worthy of
note. Social and psychiatric factors which seem likely to
have a bearing on current understanding or future
management should also be included and the result
should be a clinical biography of the patient. A
fictitious example is demonstrated in Figure 1.

Prospective updating must be disciplined. It is
unnecessary to record every incident of upper respirat¬
ory tract infection or gastrointestinal disturbance, but
where morbidity is recurrent, for example, tonsillitis,
otitis media and urinary tract infection, this should be
recorded and subsequent attacks identified in the
clinical notes by the original reference number. The
latter is used to relate all entries on the summary sheet
to progress notes, hospital letters, pathology and x-ray
reports, as appropriate. It should be binomial in form
to avoid high sequential references for frequent
attenders and to give automatic indication of the year of
origin of the problem when subsequently referred to.
Entries for operations, pregnancies, infectious diseases
and important social problems which are likely to have
continuing implications for future care should be
underlined. When both sides of the first problem sheet
are filled, secretarial staff can then transfer the
highlighted and unresolved entries to a new card. The
latter will thus progressively become a firm data base as

well as a current problem list and the initial sheet may be
discarded.
The 'Notes' column can serve a variety of functions.

For example, it can record the mode of resolution of a

problem: tonsillitis (recurrent).tonsillectomy; menor-

rhagia (chronic).hysterectomy; marital conflict.
divorce. The Notes column together with an appro¬
priate date in the final column records important events
precisely. It can also be used to record long-term
treatment in chronic conditions, or drugs to which
the patient is allergic. It can record the outcome of a

pregnancy or the cause of death of another member of
the family. The only stricture is that its use should,
wherever possible, be limited to data unlikely to change
in the foreseeable future.

Resolution of a problem should be recorded in the
final column, preferably with a date or alternatively
with a tick. In the case of chronic or recurrent problems
this should not be done until definitive treatment, such
as surgery, has been performed or an agreed interval of
time (as in the case of epilepsy, cessation of medication
or three years without attack) has elapsed. Occasionally,
a previously resolved problem may become reactivated,
in which case a fresh entry on the problem sheet will be
necessary, but the use of the previous reference number
or the suffix 'recurrent* will draw attention to its
recurring nature.

Conclusion

Ultimately, this problem orientated approach to the
summary sheet will provide a concise record of the
patient's past history and, in the right-hand column, a

list of unresolved problems which can be reconsidered
whenever the patient attends. Only progress notes
referring to unresolved problems need be retained in the
record envelope, and a high proportion of hospital
letters, pathology, x-ray and other reports can be safely
discarded. This system does not pretend to be the
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OCCASIONAL
PAPERS

The Journal of the Royal College of General
Practitioners has introduced a new series of
publications called Occasional Papers.
Like the Reports from General Practice and

Journal Supplements these are published by the
Journal office, but unlike the other two series,
will not be posted to all readers of the Journal.
Readers can obtain copies direct from either 14
Princes Gate, Hyde Park, London, SW7 1PU.
Price £2.25 each, post free.

OCCASIONAL PAPER 1
An International Classification
of Health Problems in Primary Care
The World Organization of National Colleges
and Academies of General Practice (WONCA)
has now agreed on a new, internationally
recognized classification of health problems in
primary care. This classification has now been
published as the first Occasional Paper.

OCCASIONAL PAPER 2
An Opportunity to Learn
Occasional Paper Number 2 is the report of
Dr E. V. Kuenssberg, the Wolfson Visiting
Professor, and describes his visits to many
countries of the world, his assessments of
general practice, its organization, development
and future.

OCCASIONAL PAPER 3
Trends in National Morbidity
The third Occasional Paper compares and
contrasts the changes found on analysing the
results of the two national morbidity surveys in
Britain.

ultimate in medical record-keeping but may be an
advance in creating some order from the chaos that so
often exists in general-practice record systems.

References
Acheson, H. W. K. (1976). Journal ofthe Royal College ofGeneral

Practitioners, 26, 277-281.
Curtis, P. (1975). Update, 11, 987-995.
Dawes, K. S. (1972). British Medical Journal, 3, 219-223.
McIntyre, N. (1973). British Medical Journal, 2, 598-600.
Marsh, G. N. & Simons, M. E. (1967). British Medical Journal,

1, 163-165.
Metcalfe, D. H. H. (1973). Practice Team, No. 22, 11-13.
Metcalfe, D. H. H. (1976). Update, 12, 926-928.
Munro, J. E. & Ratoff, L. (1973). Journal ofthe Royal College of

General Practitioners, 23, 821-826.
Murray, M., Sydenham, D. & Westlake, R. (1974). Journal ofthe

Royal College ofGeneral Practitioners, 24, 572-573.
Pinsent, R. J. F. H. (1971). Update Plus, 1, 273-274.
Sheldon, M. G. (1974). General Practitioner, April, 22-23.
Sheldon, M. G. (1974). General Practitioner, November, 14-15.
Tait, I. & Stevens, J. (1973). Journal ofthe Royal College ofGeneral

Practitioners, 23, 311-315.
Walford, P. A. (1975). Journal ofthe Royal College ofGeneral

Practitioners, 25, 855-858.
Woods, J. 0. (1974). Journal ofthe Royal College ofGeneral

Practitioners, 24, 865-874.

What every woman needs to know

In Britain, the Health Service rather than the patient is
responsible for rationing and choosing who shall have
what. Even more important than "who shall have" is
"who shall not have"-the 'opportunity cost' of
treating one patient to the exclusion of another. While
many doctors feel that such decisions increasingly are
pre-empted by Government policy in allocating re-
sources, the final allocation still rests with the clinician
who must make two distinct judgements: the net benefit
to each patient and the opportunity cost of using his
own limited resources to treat one type of problem
rather than another. While his views of the benefits to
different patients will depend largely on existing clinical
and epidemiological knowledge, his judgement of
whom to exclude, based on the weights he attaches to
different benefits, is likely to favour treatment of
conditions where there is a chance of immediate and
obvious clinical relief. If this is so, the Health Service is
likely to exclude an increasing proportion of preventive
and discomfort-relieving interventions. Thus, however
highly the British Health Service patient may judge the
benefit to herself of elective hysterectomy, her chances
of obtaining it are small when she has to compete with
more demonstrably ill patients.
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