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 This paper describes the development of a system for recording
encounter data in family practice. The system has been developed

by the

Department of Family Medicine, University of Western

Ontario, and came about as a natural addition fo a previously
- reported method for describing and defining a practice population.
- The system gathers information on each encounter and includes

data concerning the patient, the provider, the location, and certain

other details concerning the encounter, including all problems dealt
with on that occasion. The storage and analysis of these data are
“carried out by a computer. The uses of such data are many, and
some of them will be dealt with in the fourth and last paper in this

series.

The gathering of encounter statis-
tics in family practice is not a particu-
larly new activity, but it was not until
the development of zcademic depart-
ments of family medicine that inte-
grated systems for such data recording
began to appear in any numbers.
Farley and his colleagues have

- described such a system within the
pasi two yealrs.l'8 We are also aware
of other systems which exist in aca-
demic practices, and it is likely that
only in such a setting can a complete
system of this kind be sustained.
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It is important tfo realize that
encounter information can be much
broader in scope than morbidity infor-
mation alone, A number of methods
for gathering encounter data exist,
each with limitations. The E-book? is
a commonly used manual methed and,
though it lends itself to ready retrieval
of limited amounts of information,
extensive cross-analyses are not pos-
sible unless the data can be entered
into a computer. Clute,10 in his
pioneer study of Canadian general
practice, derived his information from
a sample of general practitioners who
were Interviewed and observed by
experienced physicians over a rela-
tively short period of time. Because
there was no denominator for the
data, the validity of morbidity data
gathered in this way has to be
questioned,
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In the United Kingdom, morbidity
statistics from general practice have
been gathered for many vears,
particularly in the First and Second
National Morbidity Surveys.11 These
surveys must certainly be regarded
as most currently representative of
the work of the general practitioner,
but they are limited in that only one
problem per enccunter was usually
listed. Such surveys tend to be static,
and are nof designed with the flexi-
bility of method which would permit
the answering of new questions.

The National Ambulatory Medical
Care Survey12 is starting to yield data
valuable for morbidity comparisons, It
has the same limitations as the British
National Morbidity Sutveys, and
because it extrapolates from a sample
of the population of the United States,
its results need more rigorous con-
firmation at regiona! and naticnal
levels.

Methods

There is much more than morbidity
information to be obtained from the
encounter between the patient and the
health-care professional. Though the
Department started this part of the
system with the intention of gathering
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morbidity data alone,
realize that certain aspects of problem-
solving, beyond diagnosis itself, would
not only be more interesting, but
would serve a wide range of purposes.
A further objective, incorporated as
the project evolved, was that of flexi-
hility in accommodating to future
studies and questions.

We began with a desire to collect a
great deal of information from each
encounter, but our familiarity with the
difficulties others®> have had in work-
ing with large guantities of informa-

tion from the clinical record led us to

limit severely the amount of data
collected. We further believe that the
information should be recorded by the
provider of the service, rather than by
a research assistant.

The initial version of the data-
gathering form (Visit Data Sheet} was
developed, and a pilot study imple-
mented, in early 1972. On the basis of
that experience, Version 1 of the Visit
Data Sheet was implemented in ali of
the teaching practices in June 1972,
Version 2 of the Visit Data Sheet
(Figure 1) was implemented in April
1973, and it added to Version 1 a
mechanism for distinguishing the first
visit in any episode from subsequent
visits for the same episode. This is a
most important requirement for the
accurate calculation of incidence and
prevalence rates.

Data Acquisition

The Visit Data Sheet is completed
for every encounter between a patient
and a health-care professional in the
teaching practices, with the single
exception of in-hospital visits. For

those encounters occurring inside the

teaching center, and this includes the
majority of encounters, the procedure
is as follows:

1. In advance of the patient’s ar-
rival, the identifying information on
the portion of the Visit Data Sheet
above the dotted line (Figure 1) is

it came to -

filled in. The source of this informa-
tion is generally the Household Data
Sheet, which is located inside the front
cover of the household record. !4

2. The Visit Data Sheet then goes
with the chart to the provider for that
encounter.

3. Following the encounter, the
provider completes the portion of the
Visit Data Sheet below the dotted line.

4. The sheet then goes to the

person responsible for coding; this
person makes certain that the form is
complete, returning incomplete ones
to the provider.
" 5. Pollowing the completion of the
coding, the information on the sheet is
transferred to punched cards, which
are used to update the Encounter Data
File. The Visit Data Sheet has heen
designed for transfer of information to
punched cards without the intervening
step of coding sheets.

From an examination of the results
obtained from previous versions of the
Visit Data Sheet, the Department of
Family Medicine has arrived at some
conclusions regarding the minimum
number of items of encounter infor-
mation to be gathered on an ongoing
basis. These items include: the date of
service, the place of service, identifica-
tion of the provider, identification of
the patient (including age and sex),
and a listing of every problem dealt
with during the encounter. Others,!
independently engaged in a similar
process of systems design, have arrived
at the same conclusions. Other items
can be added, as required, for special
studies and to answer specific
questions.

Figure 1 demonstrates the presence
of the minimum data set, Surname is
used for administrative purposes only.
The Patient Number is a unique six-
digit number (four-digit prefix identi-
fying the family, two-digit suffix
identifying the individual within that
family}, and it permits linkage be-
tween the Household Data File, the
Encounter Data File, and the clinical
record for that patient. The Health-
Care Professional Number is assigned
to that particular provider, so long as
he is responsible for the care of
patieats in one of the Departmental
teaching practices.

Below the dotted line, the WVisit
Data Sheet allows for the listing of
more than one problem:; up to five are
permitted, though it is uncommon for
this number to be reached. The form
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permits each problem to bhe
specified as to:

N — new: the first time this probi
has been identified, by an
health-care professmnai durm
the current episode.

C— confinuing. the patient has
seen previously in this episag
by this or by another health: car
professional.

R — recurrent: the first time
patient has been seen for ¢
episode of a problem Whjé
tends to recur (eg, peptic ulesr
In practice, this category Ha
proven difficult to capty
accurately and will be droppe
in future revisions of the fg
N and R zre generally added,j
order to arrive at incidence rat'.
for any problem.

Problem labels are expected 't

reflect the level of sophisticationib.'f'

the diagnostic process and, hence, wil
include clear-cut diagnoses, abnorma
physical findings, abnormal laborator
tests, symptoms, and health risks
Standardization of the coding of®:
wide range of problem labels is diffi:
cult, and though the health-care pro=
fessional is encouraged to use probleni:
labels encompassed by the code
coding versonnel have to develop con:
siderable skill in interpretation. |

steadily growing alphabetic index has:

greatly facilitated this task.

The code employed currently is th
“short 1ist”™ of the International Class

fication of Diseases, originally devel:
oped by the Roval College of General:
later modified by Di.:
further:
adapted by the Department, with par-
ticular additions in the area of social_:

Practitioners,
David 1\/£etf_;alfe,1 4 and

and emotional problems. Fr is the

intent of the Department to adopt the”
International Classification of Health_:
Problems in Primary Care (ICHPPC).

as this code will make our data more

readily comparable with international
primary care statistics, and because'lt:

is compatible with the present code.

The following specific points relate’

to Figure 1:

1. Origin of Contact — This allows
a comparison to be made betweell
follow-up visits, previously arranged

by the provider of the service, and.
visits for which the arrangements were
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TQ BE COMPLETED BY RECEPTIONIST

1 2 3 4 5 6

SURNAME : ‘ Date of Service: I j ] 1
¢ Bay  Month Year
7 8 9 10 11 12 13 14 15 16 17 1§ 19
Patient Number: ! } ! ‘ 1 i 4] Sex: Male 1| pate of
i Female 2t Birth: \I
i Day Month Year
Health~Care Professional 20 21 22 F.M.C.: Firm: Place of Service:
Number: 23 24 25
T s JH Ul a [ Pl office ... 1
 VH 2 B 2| | Hospital....... -
SWMHC 3 C | Emergency..... . =
D "l Home . o v v v ve v vs s I
E{ P

Figure 1, Version 2 of the Visit Data Sheet

|
PROBLEMS NiC R | CODE ORIGIN OF CONTACT (Only one box)
26 (27 128 29 46
1. Health-Care Professiomnal... 1
T2 30 1131 |32 (331 Patlent. ... vuireunnrunnn >
2. PATENt . it e e 3
TIZ % BA 35 [56 [57]1 Other...ueveernnrnneneonns o
3. Specify
T2 13
4 S8 50 140 4] {a) H.C.P. —you asked the patient to
) T 3 return now.
c 42 43 144 145 (b} Patient—the patient came on his
OWIL.
{a} List in order of importance. {c) Parent —the patient was brought
(b) Do not use the term "No Problem." by a family: member
{c¢) Only Problem 1 may be referred to in {(d) Other —the patient was advised
Follow-Up or Referral/Comsultation. to come in by another
(d) Remember to check one of N, C, or R. H.C.P., agency, etc.
ITNITIAL REASON FQR CONTACT FOLLOW-UP 48 REFERRAL/CONSULTATION
47 —1 49
Consultation for Complaint({s) L Nome . o v e e NOTLE - v v oo v e v . !
Well Baby/Child............. 2 lDeferred. . oo en . 2/ [F.M.C. Physician 2
P enatal o s i e ey Bl 1 21 week.. . i v, 3liConsultant...... 3
Well Female,......ivivunnr-- 1 >1 week - =1 month. LAadmit to Hospital N
Well Male............. e 51 >1 month -<3 months Sl P H.N. . ... e *
Required Physical........... Bi| >3 months - <1 vear BIIM.S.W. .....c..n.
Aliergy SHhots....cvennurvnan 31 YeaAT. e e enenn.- "I pietician....... 7
OLheT . oo i iie e nannnaean | Pl|as required......... [ Bl{Physiotherapist. 5
Specify Based on what you told gtgzié§ """" )
Most applicable reason, as you the patient. P
see it, prior to contact. "Deferred"—for special
situations.
Pnly one box. Only one bex. Link to Only one box. Link to
Problem 1. Problem 1.
Column 80: Code 2
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made by the patient, parent, or other
person or institution.

9. Initial Reason for Contact — The
main purpose was to demonstrate the
way in which problems might be dis-
covered during the course of visits
ostensibly planned for routine pur-
poses {eg, ‘“‘check-up examination’™).
Experience has demonstrated that this
type of information neec be gathered
only over a short peried of time, and
this iterm will not be included in future
versions of the Visit Data Sheet.

3. Follow-up and Referral{ Consul-
ration — These apply only to Problem .
1, and they describe certain aspects of
problem management, which follow
upon the creation of a problem label.
The value of these data is limited
because they refer only to Problem 1,
and future studies of this aspect of
problem-solving — ie, problem manage-
ment — will be more detfailed.

A special problem in data acquisi-
tion has been the temporary or
transient patient. Though a Visit Data
Sheet is completed each time such a
patient is seen, he has no unique
identifying number, and therefore the
information cannot be entered into
the FEncounter Data File. A con-
vention is being adopted that ail

transients should be identified by the
same number and considered to be a
single patient with a large number of
visits. Though the sophistication of
analysis allowed by a unique patient
identifier will necessarily be lost, this
convention will allow more accurate
recording of the worklcad of health-
care profegsionatls.

The Encounter Data File

The person responsible for coding
the Visit Data Sheet checks to make
sure the Visit Data Sheet is complete,
returning incomplete forms. Each
problem is given & three-digit code; N,
¢, and R receive a one-digit code; the
rest of the form is self-coding.

Once coding is complete (every
effort is made to keep it up on a daily
basis), the Visit Data Sheets are hand-
sorted in patient number order and are
merged with sheets previously col-
lected. At the end of a period of time,
usually two weeks, the sheets are used
to create punched cards, which are
batch-processed to update the En-
counter Data File.

Medical Center Visit Merge Update
(MCVMU), the computer program
which creates and updates the En-
counter Data File, fellows much the
same format as Medical Center Family
Merge Update (MCFMU), described in
a previous alrticle,14 and will not be
further described here. MCVMU can
be made available upon request. Many
programs have been written for the
analysis of encounter data in the
system. Some of the many uses to
which the Department has put these
data will be described in a subsequent
article in this series.1®"

Conclusion

The Encounter Data System of the
Depariment of Family Medicine, Uni-
versity of Western Ontarlo, permits the
description of morbidity patterns of a
registered practice population in the
teaching centers of the Department.
This population is generally repre-
sentative of the city of London,1 % and
is used 2s a denominator for morbidity
rates which will be presented in the
subsequent papér. A considerable
degree of flexibility exists in the
system, allowing presentation of data
in a variety of formats for service,
educational, and research purposes.
The system has also been designed
with the flexibility to accommeodate to
new questions which must inevitably
be raised by the work already done.

The value of an ongoing system
which requires some data input from
the provider of care cannot be over-
estimated. The system would require
modification were it to be introduced
to private practice. In the academic
setting of the Department of Family

Medicine, it continues to demonstraga”
its worth and versatility.
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