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COMMUNICATION OF MEDICAL CARE IS BASED ON THE 
AVAILABILITY OF AN ADEQUATE MEDICAL RECORD.

Ed Shortliffe-Stanford University Shortliffe E, Perreault L. Medical Informatics-Computer 
Applications in Health Care. Adisson-Wesley. 1990

SUMMARISATION: 
1. Communication is maintained

Fries. J. Alternatives in medical record formats. Medical care. 1974;12:871-881

2.  Can serve as the sole source of clinical
information in OP follow-up encounters. 
Decision Support tool.
Whiting-O’Keefe QW,Simborg DW,Epstein WV,Medical Care 1980;18:842-852



COMMUNICATION  DEFECTS
[HOSPITALS TO P.CARE-Kripalani, Feb2007.]

Direct communication                           3-20%
Discharge summary

First post-discharge visit                 12-34%
At 4 weeks                                         51-77%

Quality of care affected                         25%
PCP dissatisfaction 

Diagnostic results missing                 33-63%
Hospital Treatment missing              7-22%
Discharge medications missing         20-40%
Pending Test results –absent             65%
No Patient / family counselling         90-92%
Follow-up plans documented            2-43%



2007-
Interventions, including computer-generated 
discharge summaries and using patients as 
couriers, shortened the delivery time of 
discharge communications. 
Use of standardized formats to highlight the 
most pertinent information improved the 
perceived quality of documents.

Kripalani, Sunil MD, MSc; LeFevre, Frank MD; Phillips, Christopher O. MD, 
MPH; Williams, Mark V. MD; Basaviah, Preetha MD; Baker, David W. MD, 
MPH. Deficits in Communication and Information Transfer Between Hospital-
Based and Primary Care Physicians Implications for Patient Safety and 
Continuity of Care JAMA. 2007;297:831-841



Discharge summaries should include:

10 and 20 secondary diagnoses
Pertinent Medical History and Physical findings
Hospitalization Dates, Rx, brief Hospital course
Results -procedures / labs
Recommendations of subspecialty consultants
Information given to the patient and family
Patient’s functional status at discharge
Reconciled medication regimen
Details of FU arrangements / needs
Contact information of responsible hospital physician.



Discharge summaries :FORMATS

Structured - subheadings
Highlight pertinent information for FU care
Ensure that all essential topics are addressed
Use IT where possible
Extract information (Summarisation) 

eg, medication names and doses
Facilitate rapid completion of summaries
Patients should be given a copy 





Examples of Hyperlink functionalities.





EVALUATION
Measured:

35% patients use email . 17% > 65 years of age.
Other:
Clinic record preparation 1-2 hrs saved
Original SPR compilation- 5-7 minutes 
Preparation of SPR at FU      1-2 mins
No dictation
Patient takes record with them or emailed
Clinic-PCP communication & acknowledgement- 1min
Email/printed web resources for patient education
Reduced number of visits to Clinics

Less travel
Real time communication- e.g. BSL 

No “excess email communications”
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