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ST JAMES SURGERY
SCANNING AND WORK FLOWING PROTOCOL

Purpose

To outline a clear protocol for the scanning and work flowing of correspondence relating to patient data. 

Process
All documents arriving in the practice in hard copy will either be passed on to a clinician immediately where urgent action is required e.g faxes from community nursing team members or nursing/care home staff asking for a clinical decision or will be scanned onto the clinical record or work flowed to a clinician within 24hrs of receipt.
All documents for scanning will be read and sorted by a suitably trained member of the admin team before work flowing as appropriate.

If an admin team member is in any doubt about what to do with a document they must

1. Ask the lead receptionist for advice

2. In the absence of the lead receptionist ask the Practice Manager

3. Or if in any doubt pass it on to a clinician either as a hard copy or by workflow.

The following list determines what to do with documents. This is not exhaustive and will be reviewed continually.
· Discharge Summaries following acute admission should be passed to either the clinical pharmacist or a GP for coding of new diagnoses and drug change reconciliation. The clinical pharmacist will highlight actions taken in red and workflow to the GP. Actions required of the GP will be highlighted in yellow.

· Any Out-patient letter with an action for a GP will be highlighted in yellow and work flowed to a GP.
· Any documents referring to a new cancer diagnosis are to be work flowed to a GP unless the information is already recorded in the clinical records.

· Documents pertaining to child protection to be work flowed to a GP.

· Diabetic eye screening results may be work flowed to coding.

· All documents containing any diagnostic information will be work flowed to the coding team to ensure accuracy of the clinical record.

The following documents may be scanned direct to the clinical record without the sight of a clinician.
· Documents that have already been initialled as actioned or are being scanned as a means of filing them eg letters from patients, faxes

· Any Outpatient letter that does not contain a new diagnosis or a medication change

· Physiotherapy discharge letters

· Counselling discharge letters

· Other community service discharge letters eg podiatry
· Letters concerning appointment administration

· Endoscopy reports showing no new diagnosis or treatment recommendation

· Copies of normal histology from secondary Care

· Copies of test results of patients under secondary care.

· A and E discharge letters (workflow to coding team to second check)

Audit
In order to ensure safety every 3 months one afternoon or mornings scanning of between 50 and 100 documents will be audited by a GP partner. This task will be rotated and reported at the next clinical meeting.

The schedule for this audit activity is

November

February

March 
August 

Lead Receptionist to ensure that this audit schedule is followed. 
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