
Medical History Documentation: 
Quality Improvement Project 
The Royal London Dental Hospital
Julia Palmer, Andre Xavier, Emily Carter, Judith Jones, Zoe Killick

Introduction
Knowledge of dental patient’s Medical History (MH) is vital to 
enable the appropriate management of patients and the 
importance of it is highlighted by the Trust1 and various dental and 
health organisations2,3. Dentists have a statutory obligation to 
obtain, document and update the MH at every visit4.

Aim
To establish if documentation of patients MH is adequate at The 
Royal London Dental hospital. 
To implement changes which may improve documentation.

Method
A retrospective audit of 70 notes was completed, ten from each 
department. A list of 21 parameters to compare notes against was 
compiled using current hospital MH forms and those from national 
bodies.

First Cycle Results
No patients MH had all 21 parameters documented. 6% had no 
record of MH at all, with 16% recording only ‘fit and well’. 78% had 
some features of the MH recorded (Figure 1). When any form had 
been used (54%), documentation was greatly improved, with, on 
average, more than triple the number of parameters documented.

Pilot
A new MH form was created and piloted, using an existing form for 
comparison. Patients and clinician’s feedback was collected. The 
new form resulted in extra information and 84% of patients 
preferred it. Clinician consultation and approval by the clinical 
governance committee was gained prior to hospital-wide 
implementation of the new form (Figure 3).

Second Cycle Results
65% of patients had all 21 parameters recorded. 3% had no record 
of MH at all; none of these used a form. 97% had some features of 
MH recorded (Figure 1). When any form had been used (93%), 
documentation was greatly improved, with the most parameters 
recorded with new dental hospital form was used. 
A focus on ten key parameters was made based on potential for 
Medical Emergencies (Figure 2).

Conclusion
Medical History recording within the Royal London Hospital has 
been vastly improved with the implementation of a comprehensive 
MH form. Ongoing consultation and review will inform further 
improvements.
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Figure 1: Results; First and Second Cycles 

Figure 2: Focus on 10 key parameters

Figure 3: Current MH form in use at The Royal London Dental Hospital
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