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Patient Record Summary: Emergency Medicine (v1.03 Aug 2018)
This is the summary for all patient records reviewed. Each record should include a patient identifier (please refrain from using full patient name). If there are no concerns, please ensure that you have briefly given some indication as to why the care/documentation is appropriate. Please use the date convention: DD/MM/YY.
 
Assessed Domains:
Examination 
History          
Investigation
  =  History
  =  Exam
  =  Invest
Management Plan
 =  Diag
 =  Mgmt Plan
 =  Med
Diagnosis
Medication
Discharge Instructions & Documentation
Monitoring
 =  Monitor
  =  Dis & Doc
       See the Emergency Medicine Peer  and Practice Assessment Handbook for complete instructions on record selection (section 3.2) and review (section 5.1).
 
Patient Record Selection and Review 
In total, the assessor will review 18-27 patient records. Records should reflect care within the past twelve months and only include instances where the assessed physician provided the majority of patient care.
The assessor will review patient records with sufficient attention to practice patterns within and across records to establish a reliable impression of the care provided.
Using the Patient Record Summary Templates
Patient Identifier: The identifier can be patient initials or a chart number. Full patient names should not be used.
Gender - Date of Birth: Gender information and patient's date of birth.
Date(s) Reviewed: The range of dates that were reviewed within the chart. If only one specific interaction was reviewed, that date should be entered.
Comments/Concerns/Recommendations: This section, which is divided into the eight assessment domains, is where pertinent information about the chart should be recorded. Comments do not need to be made for every assessment domain; only relevant details regarding quality of care and record keeping need to be included. If concerns are noted, the nature and the extent of the concern should be clearly articulated.
Important elements of quality will be identified and commented on by the assessor, appropriate to each record. However, in order to support consistent and efficient review, specific elements of quality that will be consistently addressed by the assessor are pre-listed with checkboxes.
 
 
 
 Positives/Concerns and Clarification from Discussion with Physician (if relevant): Include a brief statement about whether or not concerns were found in the record. Exemplary care and documentation can be recognized here (as appropriate). When follow-up discussion with the physician clarifies issues or concerns noted in a patient record summary, relevant clarifying information should be added.
Appropriate
Not applicable
Checked = Care and documentation are appropriate for this element
Circle = Item not applicable to this patient (e.g., pregnancy in male patient)
Blank = Item needs brief comment to explain (may or may not constitute a deficiency)
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