Is the electronic discharge summary (EDS) provided by Middlemore Hospital in Counties Manukau District Health Board an effective communication tool?
Abstract

Introduction

The study set out to examine the effectiveness of the electronic discharge summary as a communication tool for three different user groups; people with diabetes, general practitioners (GP) and diabetes nurse specialists (DNS). 

The research questions for the study were:

1. Is the electronic discharge summary (EDS) an effective tool to communicate clinical information to general practitioners (GPs) and diabetes nurse specialists (DNS)?

2. To what extent is the information contained in the EDS understood by people with diabetes?

3. What changes to the EDS are required, to create a more effective method of communicating the hospital stay, based on the findings of the study?
Method

30 Patients with type 2 diabetes who had had a significant diabetes medication change during their hospital admission were approached to join the study between August 2010 and Jan 2011; 26 consented to have their GP contacted and an audio-taped semi-structured phone questionnaire interview. The interview question covered whether they had read and understood the discharge summary and whether they were aware of any changes in their medication. 8 GPs of the patients were contacted and all 8 GPs were interviewed by phone regarding whether they read the EDS, and what they considered were the most important details to abstract from the document.
4 diabetes nurse specialists (DNS) were interviewed face-to-face and the interviews were also taped.

Findings
Only 3 out of 26 patients had good recall of the contents of the EDS. However, 6 out of 8 GPs thought the current system worked well; there were some specific suggestions for improvements. 7 GPs suggested highlighting pertinent facts like diagnosis, and change in medication. All the DNS thought that patients generally did not understand much of the content of the EDS. 2 nurses suggested a simplified copy of the EDS with specific instructions for patients. 
Conclusion;

The findings support the view that the EDS is an effective tool to communicate to both the GPs and diabetes nurses. However, improvements such as simplifying the language and ensuring information regarding medication changes is given verbally could be more useful to the patients attending Middlemore hospital. 
Background
It has been estimated that one-in-five hospitalizations are complicated by an adverse event post discharge with an adverse drug event being the most common (Forster et. al. 2003). Some of these may lead to preventable readmissions (Jack et. al. 2009). Up to one-in-ten adverse events may lead to death (Thomas et. al. 2000). The challenge of creating an improved system of transferring information about inpatients to the community has been well documented and could potentially lower the rate of adverse events post discharge and readmissions.  Clearly, the health system must continue to address gaps in communication between tertiary care and both patients and primary care to improve patient safety.
The literature appears to support the electronic discharge summary as the favoured method of transferring information between hospitals and GPs (Alderton, Callen 2007), but its utility for the patient is not well documented. However, just because a discharge summary is generated electronically does not mean that the information is useful and relevant for the purpose it was intended. The quality of the electronic discharge summary is only as good as the individual components that are fed into it (Alderton, Callen 2007). It has been noted that discharge summaries frequently lack critical data (Kripilani et. al. 2007) with outpatient clinical staff being unaware of test results that were pending at time of discharge (Roy, et. al. 2005).  Gaps in the content of patient follow up and recommendations for management and treatment have also been noted (Alderton, Callen 2007).  
The time of discharge is considered a critical time for the medical team to also communicate to the patient. Appropriate information, for example, the proper use of their medications and associated side effects, has been found to enhance compliance (Makaryus, Friedman 2005). During their hospital stay patients are carefully supervised. On discharge they are obligated to adopt the responsibility of self management, however, many patients do not even know their diagnosis following hospitalisation (Makaryus, Friedman, 2005). Without understanding their medical condition and proper instruction at discharge it could be argued that patients are not given the tools to be active participants in their own care.
Middlemore Hospital, based in South Auckland, services a multi-ethnic community. It has the highest concentration of both Maori and Pacific Island peoples and the second highest Asian population in the country (Statistics NZ, page 20). Estimates from Ministry of Health (MOH 2002) suggested that between 1996 and 2011 the numbers of New Zealand people would increase by 78%. Maori would increase by 130% and Pacific Island peoples by 150%.  This population has a high prevalence for Type 2 diabetes. It is expected these patients participate in a high, ongoing, self-management role. The association of further co-morbidities associated with their disease results in frequent interface with multiple health professionals resulting in a high rate of treatment change. 
South Auckland also has the highest concentration of people in the country with no formal qualification (Statistics NZ, figure 2.7, page 22). The Korero Marama: Health literacy and Maori reports results from the 2006 Adult Literacy and Life Skills Survey: “the findings in this report show that overall the majority of New Zealanders are limited in their ability to obtain, process and understand basic health information and services in order to make informed and appropriate decisions. Furthermore, Maori have much poorer health literacy skills compared to non Maori, regardless of gender, age, level of education, labourforce status, household income, or rural/urban location, and this is likely to have a negative impact on their health status” (MOH 2010).
Aim

The study seeks to establish whether the electronic discharge summary (EDS) is an effective tool to communicate clinical information, medicine advice and instruction to both patients with Type 2 diabetes and to general practitioners. The value and accuracy of the EDS for diabetes nurse specialists was also of interest. The study was intended to gather information that would inform recommended changes to the EDS to create a more user friendly method of communicating in hospital stay, particularly for patients with diabetes, based on the findings of the study.
Research Method 

The research design was a qualitative interview study using both telephone and face to face interviews with three samples of users: patients with diabetes, GPs of patients and diabetes nurse specialists. Expedited ethical approval was sought and granted for the study through the Northern X Regional Ethics Committee under delegated authority (ethics approval number).
The investigators recruited patients during regular visits to medical and surgical wards at Middlemore Hospital as part of their duties at CMDHB as Diabetes Nurse Specialists. Patients identified during these hospital rounds who met the entry criteria were informed of the study and invited to participate. A total of 26 patients were interviewed.
Exclusion Criteria (move up to first paragraph of research method)
The following exclusion criteria were used when selecting patients to be interviewed:
1. Patients with Type 1 Diabetes Mellitus

2. Patients with a bed stay of <2 days

3. Paediatric patients (age <15yrs)

4. Patients with end stage renal failure

5. Obstetric, Emergency Department, Intensive Care (ICU & HDU) patients

6. Non English speaking patients unless an English speaking family member or care giver is involved in the management of the patient’s diabetes

7. Non resident

8. GP or patient residing out of Auckland region

9. Patient  not registered with a GP

10. Patients discharged to another institution e.g. another hospital or residential rest home

Procedure
Patients gave informed consent. All received an information sheet about the study. During telephone interview some of the patients used their EDS to respond to questions. Demographic data was collected from the clinical record. Following discharge from hospital, all patients were telephoned and interviewed using questions shown in Table 1. The authors used a flexible information gathering approach to the interview.
A minimum of 30 patients were expected to be recruited – however data saturation was achieved at 26 as no new themes were emerging.
Patients were recruited over a 4 month period. In 5 patient interviews a family member was the patient’s advocate and completed the interview on the patient’s behalf. 
Audio taped interviews were conducted with two researchers (give initials of presumably co authors), with one researcher taking written notes.

Transcription of interviews was conducted by an independent source. 
A total of 8 randomly selected GPs of the consenting participants were interviewed. GPs were chosen consecutively from the pool of patients interviewed. It was expected a target of 15 GPs would be randomly selected from those patients who agreed to participate. All the GPs that were contacted by telephone agreed to be interviewed by one of the investigators. After interviewing 8 GPs the investigators decided no new themes were emerging and that saturation of information had been reached.
a.
Following a brief explanation of the study, verbal consent for the telephone interview was obtained

b.
The GPs were asked questions from Table 2.
c.
Interviews were audiotape recorded and one researcher took notes.

Four of the twelve Diabetes Nurse Specialists employed by CMDHB were approached and invited to participate in a face-to-face interview.

a.
Following a brief explanation of the study, verbal consent for the interview were obtained
b.
The DNS were asked questions from Table 3.
c.
All interviews were audio tape recorded.

Table 1 Questions Used for Patient Interviews
	1. How do you find out information about your health – where do you get this information from?

	2. You were given a discharge summary when you left hospital. Did you read it? 

	3. Tell me what you understood from the information that was in that discharge summary.

	        4.  (If they had not read it – tell me why you did not read it?)



	   5. Some of your diabetes medications were changed in hospital. Tell me      what you understood about that change.                

	6. Were you aware of any side effects of the medication you were taking for your diabetes? Tell me about that?

	7. What do you think needs to be in the discharge summary – what is important to you?


* The first question was added for the 8th and later interviews*
Table 2 Questions Used for Interviews with GPs
	1. Do you regularly read the discharge summary?

	2. Tell me what are the most important details you look for?

	3. Your patient ****** had a medication change during their recent admission can you comment on the documentation of that change?  

	4. Do you consider the information is generally up to date for your patient?   


Table 3 Questions Used for Diabetes Nurse Specialist Interviews
	1. Do you regularly read the discharge summary?



	2. Which information do you use most often?



	3. If you do not read the EDS please explain why you do not read it?



	4. The information you need do you consider is generally up to date for your patient? 



	5. Have you any suggestions to improve the current system?




Analysis
Completed interviews were analysed using a general inductive approach (Thomas, 2006). The NVivo Qualitative analysis software was used. All interviews were imported into the software.

Table 4 Patient Demographics 
	
	Patients (N=26)
	

	Gender
	Male
	8

	
	Female
	18

	Ethnicity
	Maori
	7

	
	European/Pakeha
	7

	
	Pacific Island
	11

	
	Asian/other
	1

	Age
	<29
	3

	
	30-49
	4

	
	50-69
	11

	
	70+
	8


Patient Interview Findings

Patient categories

The main patient categories are shown in Table 5.

Table 5: Patient categories
	Category
	Number interviews*

(N=26)
	Description of category

	Sources information
	17
	The sources of information about health and diabetes that patients reported using

	Understood EDS
	3
	Read and understood the EDS

	Did not read EDS
	12
	Did not read the EDS

	Read but no detail recalled
	5
	Reported reading the EDS but could not recall any information from it

	Read some detail recalled
	8
	Reported reading the EDS and recalled some details 

	Read EDS info not clear
	3
	Read the EDS but some or all of the information in the EDS was not clear to patient

	Suggested changes to EDS
	6
	Changes suggested to EDS

	Uses of EDS
	3
	Purposes for which the EDS was used

	No ideas on changes to EDS
	4
	Could not think of any changes to EDS

	Oral communication recalled
	11
	Recalled oral communication from GPSs pharmacists and other healthcare providers

	Adjust dose based on reactions
	3
	Patient adjusts the medication dose based on their personal reactions to the medication


*Number of patients who made comments which were coded into this category

Information Sources 

The 17 patients asked about sources of information, reported accessing multiple sources of information about health and diabetes. The most common ones mentioned were:  oral communication from health professionals (GPs, practice nurses,  midwifes), pamphlets obtained from hospital and GP waiting rooms, oral communication from family and friends, media such as TV, newspapers and magazines, and the internet.  Oral communication was mentioned as a primary source by some patients;

· I guess I rely on talking to the diabetes nurse.

· I just take it from what I am told by the doctor.

Media was also rated highly by some patients. However all were vague about a specific program or website; 

· I saw a TV programme today to learn more about it.

· I just Google diabetic and see what pops up and then look into it from there

· I usually go on the internet and search for her medication and things like that. I haven’t looked for any, I haven’t, and I go in to find the meaning of the drugs.

Written material was found to be a most helpful source of information. The local newspaper was named as a resource by one person. Pamphlets at the family doctor, or in hospital and free mail were all named as sources of information; 

· I mostly read from the Herald

· I get a lot of pamphlets from my diabetes doctors.

· I found the pamphlet in hospital useful, I was told about what you can and can’t eat but being told wasn’t enough.

· I think the free mail is pretty good too, it helps with me with what I should eat and what I shouldn’t eat.

· Family and friends were also described as an important resource for information; 
· I have got family and friends that have diabetes and we do discuss it amongst ourselves.

· I would go to my wife first and then to my GP

Understood EDS 

Three patients with diabetes stated that they had read and understood the EDS. They described the language used as easy to understand. 

· Everything was plain and simple
· There was nothing on the summary that was hard to read as the diabetes lady really updated me on all my medication, how to take my insulin and to keep up on my dietary. She really gave me a lot of information
· I thought it was quite self explanatory and some of the technical jargon and medical jargon would be for others a little bit hard to understand but I found it very good

Did not read the EDS

Twelve patients with diabetes commented during the interview that they had not read the EDS. Laziness and lack of time were cited by a number of patients as well as difficulty in understanding the text.

· It must be in my bag – I haven’t had time to look at it yet

· I’ve been too busy

· No we have not read any notice at all

· Well I did and I didn’t read the EDS because: “I got to a whole series of algebra and it doesn’t mean a damn thing to me

· It’s got some big words and I would rather have spoken to a doctor about it

Read but no detail recalled

Five patients with diabetes responded that they had read the EDS.  However, on further questioning they were unable to recall any specific information. 

· Oh yes I did read it. It told me what I had, most of the things I had I forgot

· Yes I did read it, some of it I understood and some I did not. The stuff I don’t know I’m going to speak to my family doctor

· Yes it was plain and simple

Read and Some Detail Recalled

Eight patients with diabetes were able to recall some information from the EDS. Some were able to reflect on their understanding of their medical condition.

· They reduced the amount of insulin
· I felt it was really good as it gave me a better understanding of what happened to mum and her time in hospital and it explained the medication she was being sent home with

· There were two causes they put the second cause as badly controlled diabetes and one was chest infection. There was one thing here I didn’t like. It was in regard to smoking, they say you can’t smoke and you should start using patches. I have never used patches.  It also said to be referred to the Maori smoking line - I was never referred.

· I went in because I couldn’t breathe but I already knew that I had diabetes but I just wasn’t doing anything about it, it was a wakeup call.

· It was an update on my pills and I changed to insulin because my heart was high all the time

Read EDS and Information not clear

Three respondents were able to state that they had read the EDS however; their understanding of what they had read was unclear. One person stated they needed further oral explanation from another health professional to make clear any changes.

· Yes, he did not go through it with me, he read through my medication but all he said was that they increased one medication but I understood that but they said they increased my other medication but when I got the prescription the chemist explained to me that I was supposed to be taking one tablet they changed it but he didn’t explain it properly so I had to ask them when I got my prescription

· It just had some big words, which I suppose is doctors terms. I was discharged in the afternoon and I had just got it, I suppose I would have rather spoken to a doctor who comes around in the mornings

· It doesn’t tell me anything, not being a medical person. I mean if you start giving me GRRRR you might as well be saying we are on the moon

Suggest Changes to EDS

Six respondents gave an opinion on how the EDS could be improved. The main theme appeared to be use of simple language although one respondent made reference to the size of the text which would have huge impact on those with deteriorated vision due to age or diabetes.

· Bigger print as I have trouble with my eyes

· It needs to be in plain English. I know that the medical terms are what the doctors use but I think if it was in more simple terms because unless you go to the doctors a lot and you have read the scripts a lot then you have no idea on what they are talking about really
· Reading through it I got stumped and as I know what I am suffering I am able to put two and two together, then again you really want the picture to be clearer for you. What quite a few people would do is go home and that letter would be lost to oblivion as they cannot understand it
· The EDS is for the medical profession. A brief summary that didn’t go into all the medical details of what you should, in plain ordinary English say what your problem is and what you need to do about it. There is a lot of information on the EDS which is relevant to me, but I only have a 15 minute allowance to see the doctor and you don’t want to talk about all that stuff

Uses of EDS

Three respondents described how they used the EDS in conjunction with the oral word from a health professional; 

· I would say that having both are easier for me, having the information spoken to me and then being able to refer to the letter later on because it’s hard to remember when you get to my age.

· The letter was confusing so I gave it to the doctor and the pharmacist and they were ok

No Ideas on Changes to EDS

Four respondents were specifically unable to provide any suggestions regarding changing the current EDS; 

· I am ok

· No not really

· No it was covered well

Oral Communication Recalled

Eleven respondents specifically described an oral communication experience which was beneficial when recalling how they learned about a medication change. 

· The nurses always made things clear to me, the doctors too. Speaking to me and putting things down in a letter to refer to later on because it’s hard to remember when you get to my age

· By mouth

· The diabetic nurse we saw first was clear and she made sure I was understanding how to use the insulin and all that.

· The diabetic nurse told me all about that I test my blood after as I could have a hypo attack and you need to make sure you have 6 jelly beans or a tablespoon of sugar

Adjusted dose based on reactions 

Three respondents made specific mention to adjusting insulin. This was done through their understanding of managing blood sugars. Their response indicated that they ignored advice and made decisions regarding titrating doses themselves.

· I don’t know whether the doctors and nurses thought I should be taking a different amount but I proved them correct and my blood levels have settled down and I judged what I should be taking.

· I regulate it because some nights my blood sugars are quite down around about 5 and so I found that especially when I was in hospital when they gave you the evening insulin I would have a hypo so therefore I just regulate it that way.

· I went to see the nurse and she told me to add another dose for 24 during the day, but I didn’t do it. Because I don’t want my sugar to be low because sometimes I miss my sugar this is 4 or something like that. You know why my sugar is controlled – I didn’t do it.”

GP Interview Findings

The response to the questions were summarised into 6 categories; examples of these categories and a brief description is given in Table 6.
Table 6: GP Categories
	Category
	Number interviews*

(N=8)
	Description of category

	Good system
	6
	GP thought the current EDS was a good system

	No changes needed in EDS
	6
	No changes are needed to the current EDS system

	Specific uses of EDS
	7
	Uses of the EDS reported by the GP

	Specific changes suggested
	7
	Specific changes suggested to EDs by GPs

	Patients get confused
	3
	GPs reported patients being confused by EDS

	Letters from diabetes clinic
	2
	Comments on letter from Diabetes Clinic

	*Number of GPs who made comments which were coded into this category 


Good System
The majority of GPs felt the EDS was a good system, one GP went as far as saying Middlemore hospital  was “on the ball” when it came to this system. Other comments included;
· So much better than the paper version

· All the information is valuable
· The section bolded “instructions to GP” is most helpful

· Advise to the GP of a change in medication should be at the top of the summary or in a little box is helpful

· I always read it
· It is good to get all the information, as patients don’t realise what has happened

· Nothing needs to be taken out, we need all the details
No Changes Needed in Electronic Discharge Summary
· Very few had suggestions regarding changes needed to the summary, although most suggested:

· Clear communication around significant medication changes, that is the only thing that needs to be worked on

· Give us the most accurate medication list you can or instructions for the GP
· To have the EDS sent in a timely manner.
· The clinical stuff is generally OK.
Specific Uses Of Electronic Discharge Summary
When asked what the most useful information in the EDS is, GPs stated:

· Why the patient was in hospital

· Medication changes, “I go straight into the patient’s notes and make the change, then when the patient comes in I know where I am

· Sometimes we don’t get the communication that medication was changed, we carry on with the same treatment, the patient comes back saying ”it is not the same as in hospital”
· I generally just skim read it, but mostly check what is the diagnosis, why they were admitted  and mostly the medication, I look at that one and any changes or instructions to the doctor

· The diagnosis, management and the medication

· Patients sometimes don’t realise what has happened in hospital, they come to us and if we don’t have the information then we are in the dark too

Specific Changes Suggested
Few GPs suggested taking anything out of the EDS but some specific changes were suggested by 7 GPs; these mainly focused on what the GP needed to do and a very common thread was highlighting medication changes.

Comments included:

· Clear communication of discharge medication, some used to state admission medication then another list of discharge medication, this can be confusing, we just need to know what the patient needs to be on now

· Specific changes or instructions that we need to follow up on

· Bold the significant medication changes at the top of the summary

· A separate heading with “Advice to GP and to include the treatment or drug changes there”

· One summary stated “Thank you for taking care of this patient, we have no specific advice”, but there was a reduction to his insulin dose, it was not highlighted to the GP
· Highlighting changes is essential, “at times I get 20 of these letters a day, if the changes are not highlighted we are likely to miss something”

· Instructions for the GP need to be more detailed and specific; things I need to take care of now or maybe later and any medication changes

· A little box at the top of the summary with advice to the GP and any medication changes

· If there is a significant change to management/medication, perhaps a call from the hospital doctor would be helpful to let us know

Patients Get Confused
Three GPs reported that patients were confused by or don’t understand the EDS; comments were:

· Patients seem to misunderstand instruction, e.g. a patient came in and said a doctor told him to come and see me everyday. I looked in the notes, there was nothing like that written down, but he said a doctor told him to
· Having a discharge summary in layman’s term would be confusing, because sometimes the EDS doesn’t come through for whatever reason and if the patient has his copy it makes it easier for us

· I don’t think they read it anyway

· No-one has any clues what is in it

· Most times it is helpful if the patient gets the same copy as the GP but other times it just confuses them

· They don’t understand what half the words mean

Letters From Diabetic Clinic
During the GP interviews additional comments were made by 2 GPs about diabetes clinic letters. The main comments were about the length of the letter:
· They tend to be a bit longish. I had to read 7 letters today and so after the 50th letter you tend to go oh
· I would particularly like a summary of their medications; sometimes you don’t know whether you are Arthur or Martha, mainly from the registrar oh I started her on Diamicron or I started her on….. something we are not familiar with and how much-it is the dosages that matter

·  We want instructions, I don’t care about the blood pressure as I am going to take it anyway; and the history, and we have been following the history for years so we know the history.

· Basically we want things that are new, like whether the patient was started on insulin and if not why not and what is recommended

· Just the important bits

· So we really only need to know what changes have been made with the patient and when the follow up is; that’s all we need

· Most doctors will not read the whole letter if it is more than 1 page; we probably speed read it so it would get looked at but sometimes important bits can be missed

· We only need the details, basically we look at the first paragraph and the bottom paragraph and then we will scan the middle bit

DNS Interview Findings

Four Diabetes Nurse Specialists (DNS) were interviewed for the study and a summary of their response is represented in Table 7.

Table 7: DNS Findings
	Category
	Number interviews*

(N=4)
	Description of category

	DNS Read EDS
	4
	Whether the DNS reads the EDS

	Most useful information
	4
	Information reported as most useful

	Information omitted
	4
	Information not in the EDS that DNS would like to see included

	Patient may not read or understand
	3
	DNS comments about whether patients read or understand information in the EDS

	Changes to EDS
	4
	Suggested changes to EDS

	*Number of DNS who made comments which were coded into this category 


Read the EDS

All the DNS reported reading the EDS. However, one nurse reported not reading all the summaries stating she primarily reads the ones for new patients only. 

Most Useful Information

Several types of information on the EDS were noted as being useful. 
· Reasons the patient was admitted to hospital and their length of stay

· Where the patient was discharged to from hospital

· Current medication and changes to medication

· Consistency of the information on the EDS with other information from for example our electronic data base

· Other information about the patient like smoking

Information Omitted

Several types of information were mentioned that was reported not to be covered, or not covered in sufficient detail in the EDS.

· Ensuring the patient is listed as being diabetic

· Whether the patient is on insulin or oral medication for their diabetes

· Type of insulin prescribed and dose

· Any changes to medication

· Whether the patient was seen by a Diabetes Nurse Specialist in hospital and what recommendations and education were given

Patient May Not Read or Understand the EDS

Three of the DNS reported patients may not read the EDS and if they had they may not understand the content. One DNS stated that many of her patients bring the EDS into clinic requesting clarification of the detail.
· Sometimes patients will present me with a copy of their EDS and its obvious to me that with their grasp of English and medicalised English they wont have read it or understood some of the language in it.

· I often have a lot of people that I have seen in clinic that bring their discharge summary and ask me to clarify what is written on the thing. I suspect a lot of people would be embarrassed to ask because they feel they should understand what it says.

Suggested Changes to EDS

Several suggested changes to the EDS were made.

· Having a space on the form for nurses/diabetes team to write comments about medication changes and what follow up is needed.

· Simplify the language used so patients can more readily understand what is on the form – and particularly any instructions for example information on hypos
· Include notes about the patients hospitalisation in the simplified copy for patients
Discussion
The challenge of the current study was to identify gaps in communication between hospital teams, the GP and the patient, and to offer suggestions to bridge this gap using the EDS. The authors believe that the current electronic discharge system works well for GPs and DNS but is not being read or understood by many patients.  In essence it could be argued that one document does not fit all the needs of all the recipients. 
Many in-patients at Middlemore Hospital have multiple co-morbidities and have English as a second language. Many do not have the ability to extract relevant details from a document which is essentially targeted at health professionals. Twelve patients out of the twenty six interviewed did not read the EDS and five stated reading it but could not report any information from it. Only three patients interviewed stated they had understood what they had read. It could be argued that they do not have sufficient medical knowledge to enable them to self care.  However patients do use the EDS to show to other people, such as pharmacists and other family members, so it is important that patients have a written record of their current medication. 
Patients with diabetes need to have a clear indication of what changes to medications have occurred in hospital and why. As oral communication had been identified as a beneficial method of transferring information to patients identified by eleven patients in this setting the authors consider that its importance should not be overlooked in the discharge process and as such all patients should have their electronic discharge summary explained to them with the opportunity to ask any questions prior to discharge. They may benefit from receiving an abbreviated and simplified version of the current document. Or even an additional section in the one document titled information for patients. The authors believe a well-informed patient population will take better care of themselves post-discharge; they are more likely to visit their GP if problems arise; and they are more likely to attend follow-up outpatient clinic appointments.  A better informed patient population is also less likely to suffer re-admission to hospital for recurrence of their presenting illness
. 

The GP requires clear information on primary and secondary diagnoses, a concise list of medications with any relevant adjustments clearly documented. Seven GPs questioned admitted that they do not read whole documents and rather select relevant sections often due to huge time constraints. The majority of GPs suggested highlighting specific information may improve communication for them as it ensures that the most pertinent information relating to a patients hospitalization is emphasised, which in turn increases the chances of it being actioned. 

As an adjunct to this study, during the interview specific reference was made by 2 GPs about the clinic letter. The main message was regarding the length of the letter. The GPs indicated that the whole document was not relevant and too time consuming to read as they often received multiple letters in any one day. They suggested that key points relating to medication change, instructions and follow up was enough information. This response highlights that GPs have limited time to read what is being sent and often much of a letter may be completely overlooked. This finding has potential implications for all out patient clinical letters which suggest a précis of the current document may be more relevant and useful to GPs.
Strengths 
The current study links into the CMDHB strategic 2008-2011 plan which aims to offer six dimensions of health care quality; safe, effective, patient centred, timely, efficient and equitable. CMDHB is committed to reduce health inequalities and improve health outcomes for Maaori in accordance with statutory responsibilities under NZPHD Act 2000. CMDHB has the largest number of people with diabetes in NZ. The findings of this study fit well with the aims of the strategic plan which include increasing the percent of people with diabetes having satisfactory or better diabetes management, and improving the capacity of the health sector to deliver quality services. 

The strategic plan states that the aim is to work in partnership with our communities to improve the health status of all, with particular emphasis on Maaori and Pacific peoples and other communities with health disparities. It highlights that this can be achieved through an improved capacity of the health sector to deliver quality services, improve the sector responsiveness to individual and family/whanau need through the integration between community based and hospital services. 
Limitations

The study patients were recruited from those that the diabetes team had seen in hospital. A retrospective audit of notes to find patients fitting the criteria may have given more fruitful data as not all would have experienced an encounter with a diabetes nurse specialist as an in patient. 
The numbers recruited may have been considered too small to provide valuable data. As indicated in the body of the study, data saturation had been reached with those interviewed. 
It could be argued that conducting a qualitative research by the two researchers can bias the information gathered and/or the information recorded to reflect the researchers own opinion. The researchers reviewed their interviewing technique during the study accepting advice given by a recognised qualitative researcher. The study was also transcribed by an independent source so that responses were not inadvertently tampered with. Data analysis was also independently reviewed. 
The EDS in this study was found to vary in accuracy depending on the author and this may have impact on its perceived value and the results of our findings.
Conclusion

We conclude that for many patients the EDS from Middlemore Hospital is a poor tool to communicate changes in diabetes medications, specific educational advice or symptom awareness. Much of the content is in medical jargon of which even those with English as their first language find difficult to understand. However, we were surprised to find that the EDS is taken by patients to show other health professionals who then explain its content. This use had not occurred to the researchers prior to this study. This use highlights many patients resourcefulness, in trying to understand a complicated medicalised document.
Verbal communication was identified as a significant method to convey information for patients. The researchers consider that an oral discussion with the patient prior to discharge to identify specific details of self management may be the way forward. A simplified version of the EDS for patients which includes their medication may be considered. This could be given to the patient on discharge in order to promote medication safety and improved patient self management of diabetes. Perhaps a check list to document this verbal discussion may ensure the information is covered without compromising the size of the document.

The current written format appears to be largely acceptable to the GPs questioned. Most agreed a summarised document was a preference due to time constraints. This would support the views of the researchers as we felt prior to the study that the document was too long. Some improvements on highlighting changes to medications, diagnosis this admission and specific GP follow up was quite clearly something that GPs would find beneficial. As this was something new and therefore relevant to them it was the most pertinent information. GPs did not comment if they had experienced inaccuracies in the EDS - yet during the process of examining the EDS for this study the researchers were able to identify gaps in the documentation that had been missed. Thus concluding that the accuracy of the documentation is reliant on the author and such the quality of the documentation can vary.
The Diabetes Nurse Specialists interviewed for the study highlighted that a simplified version in suitable language for patients would improve communication. Specific information pertaining to self management was also considered beneficial for the patient and the nurses considered that its inclusion in the EDS was pertinent.
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