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SCANNING PROTOCOL

INTRODUCTION
The purpose of this protocol is to set out the procedure for the practice to follow when scanning patient-related clinical documents into the clinical record. The aim of the procedure is to ensure that the scanned image is both a true representation of the original document, and that any important characteristics of the original document which fail to reproduce faithfully on the image are not lost on subsequent viewing.

ORDER OF WORK OVERVIEW
On opening of the post delivery all items of correspondence are date stamped with the date of receipt, and a further stamp is added which indicates the circulation of the item (usually this will indicate the name of the patient’s usual doctor).

All clinical documents relating to individual patients will then be placed in the scanning tray to be scanned prior to distribution to clinicians. (This will ensure that the patient record is immediately up to date should the patient attend surgery or make an enquiry, and will also ensure that the document is not lost or overlooked before scanning).

Scanning will take place both in the morning (after post delivery / collection) and again in the afternoon (after courier delivery of hospital correspondence).

Documents will be quality checked (see below) and will then be scanned and attached to the patient record as an image within the clinical system. Under no circumstances should Optical Character Recognition (OCR) software be used.

Each document will be named in accordance with the following flexible convention;

· Specialism (e.g. Orthopaedic, Physio, Gynae etc) or Consultant name if specialism unknown, then
· Date – the most relevant date to the procedure or episode – usually the clinic date or consultation date. If not given the date of the letter may be used.

The original documents, once scanned, will be distributed to the relevant clinician(s).

It is essential that the complete document is scanned and no pages (including those deemed to be irrelevant) are omitted from the scanning process.

Once seen, the clinician will sign off the document, endorsing any action required, before passing the original back to the summariser for Read Coding. The summariser will then enter appropriate codes, initial the document to indicate this, and then initiate any follow-up activity. The summariser will at that point decide whether to re-scan the document complete with the clinician’s comments (if any) should an audit trail be required.

Once all action has been completed, the original document will be retained in a filing box for 3 complete calendar months before being shredded on a rolling basis.
QUALITY CHECKING OF ORIGINALS
Original documents arrive in many different formats, sizes, paper colours, font and graphics colours, contrasts and clarity, and may contain photographs, ECG traces, “Tippex” type alterations, crossings-out, or many other individual characteristics which will often disappear, change colour, or fail to reproduce as an image to the extent that the true nature of the original, or its meaning, is lost as a scanned image. 
The purpose of a quality check prior to scanning is to identify possible problems or elements within the original which may cause the subsequent image to be poor, false, or misleading.

The responsibility to quality-check the original lies with the scanning clerk. For the majority of originals, the scanning clerk will be able to verify the legibility of the image using the preview of the document which is visible during the scanning process (this may be dependent upon the clinical system in use).
· All letters, discharges, hospital or consultant correspondence must contain a date of receipt stamp prior to the document being scanned. (Hospital letters may arrive up to 6 weeks after the date on the letter).

· Where “Tippex” has been used on the original this will not be obvious on the scanned image. The scanning clerk will underline any Tippexed words and mark “Tippex” in the margin adjacent to the relevant line(s).   

Originals with the following characteristics will be placed together for sequential scanning at the end of the scanning queue as these will be subject to a special quality check of the final scanned image back to the original document for clarity;

· Documents printed on yellow or red/pink paper

· ECG trace prints or prints from other diagnostic equipment 

· Photographs – both monotone and colour.

· Documents where the type is faint (e.g. faxes, photocopies received may have poor quality print)

· Faxes or poor-quality originals

The scanning clerk will review the scanned image for the above, comparing each back to the original to ensure that the image is legible. Where a good image is unobtainable this should be referred to the Practice Manager who will investigate alternative scanning formats.

SCANNING PROCEDURE
All scanned documents will then be scanned and attached into the clinical system and will then be rubber stamped as “Scanned”, to be applied immediately after the scanning process. 

The decision to retain exceptional original paper documents will be made by a GP or the Practice Manager however it is expected that the list below will specify those to be retained on a routine basis.

Retained Records

 These documents will normally be retained within patient paper records;

· Originals where it has not been possible to scan with the required degree of clarity.

· Originals which contain written alterations or alterations / deletions created by correction fluid, where the scanned image ceases to become an accurate depiction of the original.

· Documents which contain an original signature of the patient or a third party, where it is determined that the signature provides a significant non-routine legal authority or contract (e.g. Living Wills [*]). 

· Documents of a particularly sensitive or confidential nature where it is determined by a GP that the image is not to be held electronically. In this case a note may be made in the clinical medical record to the effect that the original document is held elsewhere.

· Other documents where it is decided that retention is required.

All other documents which are not to be specifically retained will be box stored in scanning date order and destroyed after 3 months on a rolling basis.

Other Scanning Issues
· Documents relating to multiple patients will be identified and where appropriate the document will be cropped to remove reference to additional persons. Where this occurs, a note will be made by the scanning clerk, on the document immediately prior to scanning, that the image has been cropped, and will indicate the nature of the edit. This note will then appear on the scanned image within the patient record.

· Where a single patient document contains multiple pages or is printed on both sides of paper then the images of those pages are to be combined into one image file and attached as one multiple-page document image. 

· Where more than one document (each may contain multiple pages) is received for a patient then each full document is to be scanned as a separate image file (i.e. unrelated items of correspondence must not be combined into one image file to save time). 

· When an incorrect image is identified on a patient, this is to be printed off, deleted from the record, and then re-scanned to the correct patient.

Unregistered Patients

Where a document is received for a patient who is not yet registered (but is expected to) this item will be retained in the scanning tray and will be checked each day until registration takes place – e.g. new-born babies where the family is registered.

Where a document is scanned and it is apparent that the patient is no longer with the Practice, the letter is to be endorsed prominently with the note “LEFT SHEERWATER HEALTH CENTRE”. 

When the letter is passed to the GP, the GP is to examine the letter (diagnosis) and sign off the letter before it goes back to the PCSE. This sign-off will indicate any special action to be taken to the staff member. Where the diagnosis is “significant” this action may include obtaining the new GP details direct from the PCSE and faxing off the letter urgently, therefore bypassing normal channels.
This may be necessary to ensure that there is no delay in the new GP receiving the information. Where a letter is not physically signed off by the GP then this should be raised with him / her as a query.
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