
Customizable pre-printed consent forms: a 
solution in light of the Montgomery ruling

T
he judgement from the Montgomery 
case in 2015 has encouraged further 
debate on what is considered best 
practice in consenting patients. To 
obtain informed consent from the 

legal perspective, the doctor has a duty to take 
reasonable care to ensure the patient is aware 
of any material risks in the recommended 
treatment (Montgomery v Lanarkshire 
Health Board, 2015). Material risks are 
those that ‘a reasonable person in the patient’s 
position’ would attach significance to or those 
that the doctor is aware or should have known 
were pertinent to that particular patient. 
Before this judgement, the Bolam test was 
the benchmark. This was based on acting in 
accordance with a practice accepted as proper 
by a responsible body of similar professionals 
(Bolam v Friern Hospital Management 
Committee, 1957). The Montgomery case 
has resulted in a shift from expert medical 
opinion to the court of law determining 
what discussions are required for consent to 
be adequate.

Although consenting a patient is a process 
and the consent form itself is only a part of 
this process, it is used to record key elements 
of the discussion including the risks involved 
(Royal College of Surgeons of England, 
2016). This can form an important part of the 
defence in medical negligence claims. This 
article presents a quality improvement process 
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following an audit which demonstrated areas 
for improvement in the authors’ unit’s use of 
consent forms for hip and knee arthroplasty. 
Issues with illegibility and omitted risks led 
to the introduction of standardized consent 
forms that were deliberately designed to also 
allow tailoring of individual risks to account 
for the Montgomery ruling. 

Method
A retrospective review of 50 consecutive 
consent forms used for total hip replacements 
and total knee replacements was performed 
between May and July 2015 (cycle 1). 
Standards based on guidance taken from 
the General Medical Council, Royal College 
of Surgeons of England, and the British 
Orthopaedic Association-endorsed website 
Orthoconsent.com were used to assess the 
adequacy of the consent forms. The three 
categories of standards assessed included:
1.	 Form information
2.	 Risks documented 
3.	 Legibility (Table 1). 
Legibility was assessed using the Legibility 
Index (Hongyi and Green, 2013) and 
Legibility score of the Adjusted Note 
Keeping and Legibility (ANKLe) scoring 
system (Dexter et al, 2008). Analysis was 
performed independently by two assessors 
and in cases of disagreement, a third assessor 
was brought in.

The findings from the audit were 
presented at the departmental audit 
meeting. The senior author (DK) designed 
a pre-printed standardized consent form 
and after further discussions with the hip 
and knee arthroplasty surgeons in the unit, 
a template for the department was agreed 
(Figure 1). The templates that were agreed 
upon did not include all the risks listed in 
the consent forms from Orthoconsent – for 
example, the authors did not feel that ‘altered 
leg length’ or ‘joint dislocation’ were risks 
that needed to be mentioned routinely for 
total knee arthroplasty (Table 1). In addition, 
‘need for further surgery’ was included as a 
risk for both total hip replacement and total 
knee replacement. The wording of risks 
were agreed upon – for example, instead of 
‘nerve damage’, the authors felt it was better 
to specify ‘injury to nerves with foot drop’. 
There is additional space available on the 
consent forms for hand-writing should the 
surgeon feel the need to add further risks. 

The consent form was designed such that 
risks could be tailored to the individual – a 
box was placed next to each risk to be ticked 
if the surgeon felt that the patient was at 
higher risk of developing that particular 
complication or if the patient placed 
particular importance to that particular risk 
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Introduction: This article presents an audit cycle supported quality improvement project 
addressing best practice in the consent process for lower limb arthroplasty which takes into 
account the new standard in surgical consent and the importance of material risks.

Methods: 50 consecutive total hip and total knee replacement consent forms over a 3-month 
period were reviewed for legibility and completeness. Following the introduction of a new,  
pre-printed but customizable consent form the review process was repeated.

Results: The introduction of a customizable, pre-printed consent form that can be adjusted to 
reflect the individualized material risks of each patient increased legibility, reduced inappropriate 
human error variation and abolished the use of abbreviations and medical jargon.

Conclusions: When used as part of an extended consent process, the authors feel that the use of 
pre-printed but customizable consent forms improves legibility, completeness and consistency and 
also provides the ability to highlight those complications that are of particular importance for that 
patient to satisfy the new accepted standard in surgical consent.
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(material risk). There is a note on the form to 
clarify that all risks are applicable but that the 
ticked boxes indicate particular importance 
of that risk. The template was incorporated 

into the hospital consent form packs at the 
printers and rolled out for use. A re-audit 
was performed between December 2016 and 
February 2017 (cycle 2). 

Results
The introduction of standardized consent 
forms led to the abolishment of use of 
abbreviations and medical terminology and 
improvement in completeness of patient 
demographics as well as documentation 
that patients were provided with leaflets or 
guides for their upcoming procedure (Table 
2). There was no significant change in the 
provision of a copy of the consent form 
to the patient or in documentation of the 
consultant whose care the patient was under. 
Neither of these factors were incorporated 
into the pre-printed portions of the new 
consent forms and remain dependent upon 
case by case input.

When comparing the risks documented 
in the consent form during cycle 1, there 
was variation in practice for both total hip 
replacement and total knee replacement 
(Tables 3 and 4). In cycle 2, all risks were 
consistently documented. 

The legibility in cycle 1 was variable – 
overall, 78% of consent forms were deemed 
legible but a large proportion were deemed 
illegible or legible with difficulty. All consent 
forms in cycle 2 were deemed legible (Table 5).

Table 1. Core standards used for auditing

Element Standard Description

Form 
information

Patient demographics ‘Ensure that all medical records… have the patient’s identification details on them.’ (Royal College of Surgeons of 
England, 2014) 
‘The record must include the name, date of birth and the address of the patient. The hospital number should be 
clear…’ (British Orthopaedic Association, 2012)

Consultant name ‘…and the hospital and surgeon with responsibility for care of the patient should be named’ (British Orthopaedic 
Association, 2012)

Side of operation in full ‘Ensure that the written consent… include the side to be operated on using the words ‘left’ or ‘right’ in full.’ (Royal 
College of Surgeons of England, 2014)

No abbreviations ‘Documents you make to formally record your work must be clear, accurate and legible.’ (Royal College of Surgeons 
of England, 2014) 
‘Ensure that all medical records are accurate, clear, legible, comprehensive and contemporaneous’ (Royal College of 
Surgeons of England, 2014)

No medical terminology As for No abbreviations above

Copy accepted by 
patient 

‘Sign the consent form at the end of the consent discussion, allowing the patient to take a copy for reference and 
reflection.’ (Royal College of Surgeons of England, 2014)

Information leaflet 
offered

‘You must use… a consent form to record the key elements of your discussion with the patient. This should 
include… any written, visual or audio information given to the patient.’ (General Medical Council, 2008) 
‘Where possible, you should provide written information to patients to enable them to reflect on and confirm their 
decision… This can include information such as patient leaflets…’ (Royal College of Surgeons of England, 2014)

Risks 
documented

Risks listed in consent form of total hip replacement (www.orthoconsent.com/body2.asp?BodyPartID=4) and total 
knee replacement from ‘OrthoConsent’ (www.orthoconsent.com/body2.asp?BodyPartID=7) 

Legibility ‘Documents you make (including clinical records) to formally record your work must be clear, accurate and legible.’ 
(General Medical Council, 2013)

Figure 1. New consent form template for (a) total hip replacement and (b) total knee replacement. 

a b
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Discussion
When using hand-written consent forms, 
legibility becomes an issue probably because 
the surgeon is pressed for time. In addition, 
risks can and have been completely omitted 
as a result of human error – for example, 
risks such as dislocation, infection and nerve 
damage were omitted on consent forms for 
a total hip replacement in cycle 1 of this 
audit. Pre-printed consent form stickers have 
previously been described in the literature 
(Isherwood et al, 2013). These stickers 
resulted in a similar improvement in capture 
of complications and completeness as found 
in this study. However, the use of a generic, 
catch-all device limits the ability to invidualize 
the consent process. The latest Royal College 
of Surgeons of England (2016) guidance states 
that ‘use of preprinted proforma outlining 
risks of a specific procedure is not sufficient, 
as it is not tailored to the particular patient’. 
Although no specific mention is made about 
consent forms, it is probably safe to deduce 
that the same principles apply.

The pre-printed standardized consent 
forms the authors introduced address two 
issues:
1.	 The problems with illegibility and 

incompleteness associated with hand-
written forms

2. The ability to tailor the risks to individuals 
in light of the Montgomery ruling. 

The boxes next to each risk should also act as 
a reminder for the surgeon obtaining consent 
to discuss and individualize risks for each 
patient. In addition, without the need to 
hand-write, more time can be spent on the 
actual discussion with patients. 

The British Orthopaedic Association 
(2016) suggests that consent should be 
viewed as a process and advises not to 
formally obtain consent for elective surgery 

on the day of admission. There is a new focus 
on patient autonomy and the doctor’s role 
is to support and advise (Robertson, 2016). 
This can only be done in the context of an 

Table 2. Quality of form information 
between cycle 1 and 2

Form information
Cycle 1 
(n=50)

Cycle 2 
(n=62)

Patient demographics 44 (88%) 62 (100%)

Consultant name 13 (26%) 10 (16%)

Side of operation in full 50 (100%) 62 (100%)

Abbreviations 21 (42%) 0 (0%)

Medical terminology 27 (54%) 0 (0%)

Copy accepted by 
patient

9 (18%) 17 (27%)

Documented that 
information leaflet 
given to patient

12 (24%) 62 (100%)

Table 3. Risks documented for total hip replacement in cycle 1 and cycle 2

Risks outlined in Orthoconsent for total hip replacement 
(wording used in the standardized consent forms, if different) Cycle 1 (n=25) Cycle 2 (n=32)

Blood clots (clots in blood vessels of legs and/or lungs) 24 (96%) 32 (100%)

Bleeding 22 (88%) 32 (100%)

Pain (pain, stiffness or swelling, persistent groin pain) 14 (56%) 32 (100%)

Prosthesis wear or loosening (failure to last) 15 (60%) 32 (100%)

Altered leg length (leg length discrepancy) 24 (96%) 32 (100%)

Joint dislocation (dislocation) 23 (92%) 32 (100%)

Infection 24 (96%) 32 (100%)

Altered wound healing (scarring) 15 (60%) 32 (100%)

Nerve damage (injury to nerves with foot drop) 22 (88%) 32 (100%)

Bone damage (fracture) 15 (60%) 32 (100%)

Blood vessel damage (injury to blood vessels) 19 (76%) 32 (100%)

Pulmonary embolism (clots in blood vessels of legs and/or lungs) 23 (92%) 32 (100%)

Death 13 (52%) 32 (100%)

Table 4. Risks documented for total knee replacement in cycle 1 and cycle 2

Risks outlined in Orthoconsent for total knee replacement 
(wording used in the standardized consent forms, if different) Cycle 1 (n=25) Cycle 2 (n=30)

Pain 17 (68%) 30 (100%)

Bleeding 9 (36%) 30 (100%)

Deep vein thrombosis (clots in blood vessels of legs and/or lungs) 25 (100%) 30 (100%)

Knee stiffness 13 (52%) 30 (100%)

Prosthesis wear (failure to last) 21 (84%) 30 (100%)

Infection 25 (100%) 30 (100%)

Pulmonary embolus (clots in blood vessels of legs and/or lungs) 21 (84%) 30 (100%)

Altered leg length* 1 (4%) N/A

Altered wound healing (scar and skin numbness) 12 (48%) 30 (100%)

Joint dislocation* 3 (12%) N/A

Nerve damage (injury to nerves with foot drop) 9 (36%) 30 (100%)

Bone damage (fracture) 19 (76%) 30 (100%)

Blood vessel damage (injury to blood vessels) 19 (76%) 30 (100%)

Death 11 (44%) 30 (100%)

* The risks ‘Altered leg length’ and ‘Joint dislocation’ were not included in the final template following discussion 
with the hip and knee arthroplasty surgeons
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KEY POINTS
■■ The use of pre-printed consent forms 

improved legibility, completeness and 
consistency in the consent process.

■■ The pre-printed consent forms were 
designed to allow the surgeon to 
highlight those complications that would 
be of particular importance to that patient 
and constitute ‘material risks’.

■■ To meet the new standard in surgical 
consent the consent forms must be used 
as part of an extended consent process 
and their customization represent an 
understanding of the priorities of the 
individual patient.

ongoing relationship with greater dialogue 
between clinicians and patients, so the 
clinician can establish what the patient 
deems ‘material’ (Nicholas and Stephens, 
2017). The clinician can then fulfil his/her 
responsibility to tell the patient what he/
she should know and not what the clinician 

assumes the average patient should know. It 
is therefore important to acknowledge that 
the consent form is only part of this process 
and the entire consenting process needs to 
be clearly demonstrable and documented 
(Figure 2). 

The General Medical Council (2008) 
guidance on recording decisions regarding 
consent state that ‘key elements’ of 
discussions with patients should be recorded 
in the medical records or on the consent 
form. Specifically, the information that was 
discussed (e.g. risks) and any ‘written, visual, 
or audio information given to the patient’ 
should be documented. This dialogue is 
often documented in the patient’s letters 
rather than on the consent form. The 
authors recognize that this audit was unable 
to capture documentation pertinent to the 
consent process in the patient’s notes or 
letters and the new consent form does not 
directly document this consent relationship. 
However, the ability to individualize the 
consent form to each patient is a marker of 
its ongoing development – the use of the 
tick boxes creates the opportunity to address, 
highlight and document the discussion of 
material risks for that particular patient. The 
authors also provide a patient guide on total 
hip replacement or total knee replacement to 
all patients and this is documented on the 
consent forms.

The field of consent is likely to evolve 
and develop and may involve practices such 
as testing a patient’s understanding of the 
upcoming procedure, its risks, benefits and 
alternative options – perhaps if the patient 
does not meet certain criteria, he/she is re-

Table 5. Comparison of legibility 
between cycle 1 and 2

Form information
Cycle 1 
(n=50)

Cycle 2 
(n=62)

Mean Legibility Index 11.85 N/A

ANKLe 
score

Largely illegible 2% 0%

Legible with difficulty 20% 0%

Legible 38% 0%

Legible and neat 40% 100%

Figure 2. Flow diagram illustrating current consenting practice of senior author (DK). Is an additional step of formally testing a patient’s understanding of 
the procedure and material risks required? 

tested until he/she is able to demonstrate 
understanding to a satisfactory level. The 
use of information technology is likely to 
result in the development of individualized 
documents (patient guides, consent forms) 
that can be specifically created for each 
patient. These steps may be used to further 
confirm that material risks to the patient have 
been addressed and their documentation 
serve as a written record of the patient’s 
comprehension, retention and recall that 
this study is unable to capture. 

With time, it is likely that the consent 
forms will be further refined in terms 
of the wording and risks based on the 
findings of the second cycle – for example, 
the risk ‘dissatisfaction’ is hand-written 
onto the new consent forms for total knee 
replacement for certain patients and is likely 
to be incorporated in version 2 of the form. 
This form is not perfect but is certainly an 
improvement from earlier practices – the 
authors believe that these consent forms are 
the first described in the literature that allow 
an element of individualization for patients. 

Although not the complete solution to 
the challenges associated with consent the 
authors feel that the consent forms have 
been designed to cater to the individual and 
address some of the issues associated with 
use of standardized pre-printed consent 
forms.  BJHM
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Outpatient clinic – 
discussion of options, 
benefits, risks of any 
proposed procedure. 

Patients who are 
undecided are asked 

to reflect on discussion 
and contact secretary 
if they wish to proceed

Patient attends 
hospital-run ‘joint 
school’ – further 

information provided 
by arthroplasty 

nurse practitioner, 
orthopaedic 

physiotherapist and 
occupational therapist

Senior author runs a 
consenting clinic parallel to 
the nurse-led preoperative 
assessment clinic. Patient 

provided with patient 
guide for total hip or knee 

replacement. Consent form 
signed after discussion 

and copy given to patient 
for reflection

Formal documented 
test of patient’s 

understanding of 
procedure and 

risks?

Opportunity to 
identify ‘material 
risks’ for patient

Senior author sees 
patient on morning 
of surgery to re-

confirm consent and 
answer any final 

questions
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Quality improvement projects

Quality improvement in perioperative 

medicine: driving the revolution

Quality improvement methodology now 

forms a staple part of medical curricula, 

with teaching programmes and skills in high 

demand (Royal College of Anaesthetists, 

2010). The Academy of Medical Royal 

Colleges (2016) has mandated that quality 

improvement science underpins all levels of 

medical training. 
As a new and evolving field, perioperative 

medicine has already sought to put quality 

improvement at the heart of its mandate for 

improving patient care. This is evidenced in 

the joint consensus statement between the 

American Society for Enhanced Recovery 

and the Perioperative Quality Initiative 

published this year (Moonesinghe et al, 

2017). While perioperative medicine has 

the ability to embed quality improvement 

methodology at an early stage, in anaesthesia 

this process has developed over time. 

In 2000, the Royal College of Anaesthetists 

first attempted to standardize the process 

and output of local audit projects via the 

publication of Raising the Standard, a 

compendium of audit recipes for individual 

institutions (Royal College of Anaesthetists, 

2006). While this gave focus to topics of 

interest, processes and outcomes measured, 

the lack of a central repository for these results 

made it difficult to look across a larger scale. 

The ability to precisely identify, define and 

measure a problem is integral to the process of 

quality improvement. To enable this to take 

place individual institutional audit has evolved 

into the national audit project programme, 

coordinated by the National Clinical 

Audit and Patient Outcomes Programme, 

commissioned by the Healthcare Quality 

Improvement Partnership for NHS England. 

The Healthcare Quality Improvement 

Partnership maintains the National Audit 

Registry, currently comprising 32 separate 

topics (Healthcare Quality Improvement 

Partnership, 2017). 
Currently the success of national audit 

projects is determined by a combination of 

the driving force of the project organizers and 

the engagement of health-care professionals 

on the shop floor. Increasingly, however, 

participation in national audit projects is being 

prioritized by the Department of Health, by 

linking data collection to tariff payments 

and embedding national audit project results 

in policy documents such as The Five Year 

Forward View (NHS, 2014). Completeness 

of data collection is increasingly considered a 

quality metric and there is a suggestion from 

national audit projects that the simple act 

of collecting data may improve practice at 

a local level, potentially through a type of 

‘Hawthorne effect’ (Holden, 2001).

The combination of incentivized 

participation at an executive level and 

increased education and encouragement 

at a grassroots level means that not only is 

quality improvement open to all levels of 

health-care professional, it is increasingly 

seen as a responsibility of all members of 

the perioperative care team. 

Aims
This article presents an overview of three 

ongoing national quality improvement 

initiatives (Healthcare Quality Improvement 

Partnership-commissioned audit projects)

relevant to perioperative medicine. It describes 

the obstacles to implementation of effective 

quality improvement in clinical practice, the 

limitations of these initiatives and potential 

solutions. Finally, it highlights opportunities 

for health-care professionals to engage in and 

contribute to improvement science.

Audit projects
The National Emergency Laparotomy Audit

The National Emergency Laparotomy 

Audit (NELA) is an Healthcare Quality 

Improvement Partnership-commissioned 
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P
erioperative medicine and quality are 

terms which are intrinsically linked. 

The Royal College of Anaesthetists’ 

(2015) definition of perioperative 

medicine encompasses reducing 

variation in practice and improving patient 

outcomes. Combine this with the principles 

of safety, efficiency and equity, long implicit 

within the field of anaesthesia, and one arrives 

at the definition of quality improvement 

provided by the Health Foundation (2013). 

The synergy between the two concepts is clear. 

Perioperative medicine provides a structure for 

the care of patients through diagnosis, surgery 

and recovery, and quality metrics provide the 

analysis of how well these aims have been 

achieved. Thus quality improvement allows 

clinicians to measure and improve each facet 

of the patient journey, increasing safety and 

efficiency while limiting variation. 

Quality improvement has existed within 

health care for decades (Chassin and Loeb, 

2011), evolving from domains such as clinical 

governance, local audit, and mortality and 

morbidity meetings. Recently, efforts have 

been made to form these disparate and often 

ineffective tools into a coordinated approach.
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Quality improvement in perioperative 

medicine: driving the revolution

Audit and Patient Outcomes Programme, 

commissioned by the Healthcare Quality 

Improvement Partnership for NHS England. 

The Healthcare Quality Improvement 

Partnership maintains the National Audit 

Registry, currently comprising 32 separate 

topics (Healthcare Quality Improvement 

Partnership, 2017). 
Currently the success of national audit 

projects is determined by a combination of 

the driving force of the project organizers and 

the engagement of health-care professionals 

on the shop floor. Increasingly, however, 

participation in national audit projects is being 

prioritized by the Department of Health, by 

linking data collection to tariff payments 

and embedding national audit project results 

in policy documents such as The Five Year 

Forward View (NHS, 2014). Completeness Forward View (NHS, 2014). Completeness Forward View
of data collection is increasingly considered a 

quality metric and there is a suggestion from 

national audit projects that the simple act 

of collecting data may improve practice at 

a local level, potentially through a type of 

‘Hawthorne effect’ (Holden, 2001).

The combination of incentivized 

participation at an executive level and 

increased education and encouragement 

at a grassroots level means that not only is 

quality improvement open to all levels of 

health-care professional, it is increasingly 

seen as a responsibility of all members of 

the perioperative care team. 

Aims
This article presents an overview of three 

ongoing national quality improvement 

initiatives (Healthcare Quality Improvement 

Partnership-commissioned audit projects)

relevant to perioperative medicine. It describes 

the obstacles to implementation of effective 

quality improvement in clinical practice, the 

limitations of these initiatives and potential 

solutions. Finally, it highlights opportunities 

for health-care professionals to engage in and 

contribute to improvement science.

Audit projects
The National Emergency Laparotomy Audit

The National Emergency Laparotomy 

Audit (NELA) is an Healthcare Quality 

Improvement Partnership-commissioned 
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Communication between primary and secondary care

E
ffective communication between health-care professionals is vital for patient care and safety in the NHS (General Medical Council, 2013). On admission to hospital care is 
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transferred from primary to secondary care. Although hospital medical notes remain largely paper based, GP records are now electronic (Purves, 1996; Chan et al, 2008). Access to patient summaries from electronic systems, e.g. EMIS, provides vital background information, which is especially important to reduce error when a patient is unable to provide an accurate history. Despite access to these methods of communication, telephone conversations have remained an important method of communication between hospital staff and primary care.
Previous studies have shown hospital doctors have difficulty contacting GPs via 

telephone, and vice versa (Berendsen et al, 2009; OnMedica, 2011). EMIS is now the most widely used GP system in England (EMIS, 2013) and is becoming accessible in hospitals. Connecting Care is an electronic shared record available in Bristol which enables health-care professionals to access a wide variety of information including past medical history, acute and repeat medical prescriptions, allergies and previous investigations. This quality improvement project assessed the ability to obtain this information from GPs via telephone and determine if access to Connecting Care for secondary care doctors would improve efficiency and ultimately patient care and safety. 

Methods
A prospective cross-sectional pilot study was conducted in a Yorkshire district hospital between January and March 2014. Thirty GPs were contacted to determine the time taken for secondary care doctors to contact GPs for information and their views on current communication to ascertain the benefit of conducting a further study in order to improve communication between primary and secondary care. 

A prospective cross-sectional study was subsequently conducted, with fifty GPs contacted between September 2015 and February 2016 as part of normal care. Outcome measures included date and time of the call, time taken for a receptionist to answer and whether the practice used an automated telephone triage. Transfer time to the patient’s usual or duty GP was documented. If a GP was unable to take a direct call, a message was left and time taken for the GP to return the call was recorded. To assess efficiency of access to electronic records, 100 patient records were accessed using Connecting Care between October 2015 and February 2016 instead of or before phoning GP surgeries. The date and time of record access, time taken to access information and whether the desired information was found were documented.

ABSTRACT
Background
Up to date patient data is a cornerstone of optimal safety and care, so admission to hospital requires transfer of data held in the community to secondary care. Despite the advent of electronic 
medical record systems such as Connecting Care and EMIS, the telephone remains the mainstay 
of communication. 
Methods
A prospective cross-sectional quality improvement project was conducted to assess the time taken in telephone communication between primary and secondary care doctors and determine 
if access to the electronic shared system, Connecting Care, would improve efficiency. As part of 
normal junior doctor activity, fifty GPs were contacted between September 2015 and February 
2016 to obtain medical data on patients admitted to UH Bristol. Time taken to contact each GP and 
the duration of the conversation was recorded. One hundred patient records were accessed using 
Connecting Care between October 2015 and February 2016 and the length of time taken to access 
information documented. 
Results
Out of 50 phone calls 27 resulted in direct transfer to a GP with time to transfer ranging from 12 seconds to 19 minutes 51 seconds (mean 8 minutes 10 seconds, median 7 minutes 16 seconds). 
A total of 28 messages were left with the receptionist with 16/28 phone calls being returned and 
time taken for the call to be returned ranged from 34 minutes to 21 hours 3 minutes (mean 5 hours 
50 minutes 4 seconds, median 4 hours). Information was available for 88/100 patient records accessed using Connecting Care with a mean duration to access information required of 1 minute 
47 seconds. This was significantly shorter than the mean duration of conversation with GPs (4 minutes 
22 seconds), mean total duration of telephone call and mean total duration of time to achieve aim of 
call with GP practices of 13 minutes 18 seconds and 2 hours 14 minutes 11 seconds respectively.  Conclusions
This study identifies areas of potential improvement in current methods of communication between primary and secondary care. Direct telephone contact will always have an important role 
in sharing information. However, access for secondary care doctors to electronic patient records, 
with patient consent and consideration for confidentiality, would improve efficiency and alleviate 
time pressures on both busy primary and secondary care doctors. This would have a positive impact on patient care and safety.
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