METHODOLOGY

Retrospective data collection from O&G
admission room record sheet - patient
demographics and salient points in the history
/ examination / investigations

March — April 2022

RESULTS

Name, ID and Age were mostly adequately
documented, however >30% of sheets had no
contact number.

60% of the consultations did not have the
time and the doctor’s name documented.
95% of patients had good documentation of
Date, Admitting Consultant, Doctor’s
Signature including medical registration no.
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DISCUSSION & CONCLUSION
A thorough history forms the basis of patient assessment, especially those
presenting acutely. Gynecological history taking involves a series of methodical
guestions with the aim of developing a differential diagnhosis to plan further
management.

The old sheet which was used in admission room was not exhaustive. As seen in this
audit, there were several important history points which were not documented.
The updated template, seen below, is a means of improving documentation during
consultations.

OBSTETRICS &GYNAECOLOGY EMERGENCY NOTE

Date & Time
Admatting Consultant
Caring Doctor

Contact number

Gynaecological Hx:

LMP:

Cycle Length

Regular/irregular:

HMB:

PV discharge:

Change in sexual partner last 6m:

Last smear & result

Obstetric Hx:
Gravidity + Panty:

Last delivery - Date and Mode:

Miscarriages - Date and Mode of managament:

PMH:
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