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ABSTRACT

OBJECTIVE: To analyze the clinical documentation (Indoor) in terms of frequency of errors from admission to discharge in surgical ward 
at Al-Nafees Medical College Hospital. 
STUDY DESIGN: A Retrospective Observational study. 
PLACE AND DURATION: Surgery Department at Al-Nafees Medical College Hospital, from 1st March 2017 to 31st July 2017. 
METHODOLOGY: Medical document record of all the admitted patients in Surgery ward were reviewed and errors of documentation in 
different parameters were noted in a designed performa having 3 major categories (On Admission, During Stay, On Discharge) and 
these categories were further sub-divided into minor categories (i.e. on admission: Patient Profile, Vitals and Medication Charting, 
Clinical History and Examination; During Stay: Doctor's Progress notes, consent form, Operative notes, Post Op Notes; on Discharge: 
Profile, Hospital Course, Procedure, Labs and Instructions for home).   
RESULTS: A total 166 medical records (paper documentation) were analyzed in which 67% of patients were accurately documented 
while remaining 33% of medical records were either Undocumented or incompletely documented. Upon further evaluation in 
admission phase 77.4% of medical records were accurately documented while during hospital stay of a patient in in-patient 
department 40.4% medical records were either un-documented or incompletely documented, similarly on discharge 39.2% of medical 
records were inaccurately documented. The commonest incorrectly or improperly documented domains are drug record (80.8%), 
post-operative receiving notes (77.1%), discharge notes (66.3%), insufficient treatment or follow up details ad discharge (59.7%) and 
failure to record final diagnosis (53.1%). 
CONCLUSION: Most of the patient's documents are containing insufficient or incomplete information's which needs to be addressed at 
priority. 
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INTRODUCTION

The health care system is awash in clinical documentation, both 
electronic and paper (sometimes hybrid of these two), from 
nurses to doctors notes to recorded dictation and many more. 
When this documentation is complete and accurate, it proves 
excellent at telling a patient's story and can even improve 
patient care. Whatever the requirement is, this medical 
documentation or record keeping needs to be accurate and 

1complete in all aspects to facilitate effective range of care . 

However, no system or process or person is perfect. There are 
manifold reasons which plays a part in the creation of "poor 
documentation," including compliance concerns and time 
constraints. Provision of training and education to concerned 
persons looks to be an added big piece of the puzzle whereas, on 
positive side, this problem has a fairly straight forward solution. 
It is considered that the documentation which fails to convey 
the patient's problem concisely and also fails to give logic used 
to discourse that issue usually risks the patient safety and 
obfuscates any attempt to evaluate quality of the rendered 

2care . 
Keeping in view these aspects, the medical Records are the vital 
part of hospital information management system in modern 
medicine. It is always difficult to maintain good standards of 

3clinical documentation . Clinical documentation could be 
defined as the process of creating text record after clinical 
encounter between patient and health care provider that 
summarizes the main key points of clinical interaction. Clinical 
Documentation is the main intersecting aspect among various 
domains like patient care, clinical informatics, research, quality 
and workflow. Clinical documentation may include the notes 
form outpatient department visits, admission purpose, 
inpatient department notes like clinical history, clinical 
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examination, Doctor's progress notes, vitals monitoring, 
medication charting, consent form, operation notes, post-
operative notes, laboratory findings, radiological findings and 

4,5Discharge forms .  
Health care is being characterized by distributing the tasks 
between professional groups like nurses, surgeons, physicians, 
pathologists and radiologists which needs proper clinical 
documentation for better communication, reduce error rates, 
help preventing diagnostic errors for the benefit of patients. 
Health care providers should give plenty of time for high quality 
patient oriented clinical documentation to improve 
documentation efficiency . 2,5

These clinical documents help health care providers in number 
of ways especially in improving patients care. It has numerous 
advantages in medical practice like to create a report of case, 
highlighting observations, impressions, actions taken by health 
care providers and to document if any change in action is 
required for future encounter to such cases to improve patient 
care . It is also helpful to create and justify legal records for 3,6

litigation and billed services for 3  party payments and to rd

conduct quality assessment programs and clinical research to 
transform the health care system into a learning cycle to obtain 
knowledge for clinical and health policy domains from the vast 
collection of problematic data from previous medical records 
about treatment, prognosis, patient outcomes and costs for 
betterment of patient care and make treatment more cost 
effective .4,7,8

 

In our setup, less emphasis is given to the documentation which 
results in poor out come in case of need. Majority of hospitals 
relies on manual documentation in our country which contains 
multiple errors like poor recording of daily progress or 
investigations, inadequate patient summary, improper record 
keeping and storage. All this leads to difficulty in preparing 
audits, case reviews, litigation summary, dealing with ethical 
concerns, negligence complaints, research purpose and data 
analysis. Literature search shows that no study so far has been 
conducted on this aspect.  
Good quality record keeping is linked with improvements in 
patient care, while poor standards of documentation are 
regarded as contributing to poor quality nursing care. The 
quality of nursing documentation has consistently been found 
to be failing to meet recommended standards. We have 
conducted this study to have an overview of the literature on 
recordkeeping practice and examine what makes good quality 
record keeping and the factors that prevent doctors or nurses 
from achieving good documentation standards. This article will 
also look at ways that documentation standards can be 
improved and the impact that accountability has on the record-
keeping practices of doctors, nurses and other responsible 
health professionals. So this study is conducted with an 
objective to analyze the clinical documentation (Indoor) in 
terms of frequency of errors from admission to discharge in 
surgical ward at Al-Nafees Medical College Hospital. 

METHODOLOGY

This Retrospective observational study was done at 

Department of Surgery, Al-Nafees Medical College and Hospital, 
ISRA University Islamabad Campus over the period of 5 months 
from 1  March 2017 to 31  July 2017. Al-Nafees Medical College st st

and Hospital is 600 bed teaching hospital located in suburbs of 
Islamabad. Medical record of all patients were kept at central 
record office in hospital and can be retrieved easily whenever 
required.
A simple random purposive sampling technique was used for 
the admitted patients in Surgery ward. Medical records of all 
patients admitted in male and female wards during study period 
were reviewed and the parameters were noted in a designed 
questionnaire. Patients who self- discharged, or did not join the 
ward after admission were excluded from the study. 
The performa consist of 3 major categories i.e. On Admission, 
During Stay, On Discharge. These main categories were further 
sub-divided into different parameters which were assessed. 
These parameters comprises of (On admission) Patient Profile, 
Vitals sign recording, Medication 
Charting, Clinical History, Examination (During Stay) Doctor's 
Progress notes, consent form, Operative notes, Post Op Notes. 
(On Discharge) Patient profile, Hospital Course, Procedure, Labs 
and Instructions for home etc was used to collect the data from 
the medical records of surgery in-patient.  
Data analysis: After completion of data collection all 
parameters were gathered and analyzed by using SPSS 
(Statistical Package for Social Sciences) version 23 in terms of 
percentage, confidence interval, mean median and mode 
where applicable. 

RESULTS

Record of 166 patients were analyzed at random during study 
period. Among them, in terms of complete paper 
documentation 67% (n=111) of patients medical records were 
accurately documented while remaining 33% (n=55) of medical 
records were either Un-documented or incompletely 
documented (Fig 1).

FIGURE-1: FREQUENCY OF ACCURATELY DOCUMENTED
AND UN-DOCUMENTED MEDICAL RECORDS (N=166) 
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Table-II shows the accuracy in frequency of the different 
parameters of each phase. It has been observed that in 
admission phase the admission form inaccurately filled in 23.3% 
(n=37) whereas the examination sheet and history sheets 
contain inadequate or improper details in 35.9% (n=60) and 
26.6% (n=44) patients respectively. Patients medication were 
incorrectly or undocumented in 18.5% (n=31) patients. Only 6% 

Table-I shows the accuracy of documentation in all three 
categories. It has been observed that in admission phase 77.4% 
(n=129) of medical records were accurately documented while 
during hospital stay of a patient 40.4% (n=67) medical records 
were either un-documented or incompletely documented, 
similarly on discharge 39.2% (n=65) of medical records were 
inaccurately documented.  

(n=10) files contain inadequate vital signs charting. In hospital 
stay domain, the inadequate or improper record keeping were 
observed with highest frequency in drug record (80.8%, n=134), 
post-operative receiving notes (77.1%, n=128), followed by 
operation notes (40.4%, n=67).  In 37.3% (n=62) documents 
consent form was not filled properly or contain inadequate 
details followed by progress notes (28.6%, n=47). In progress 

TABLE-I: FREQUENCY OF ACCURACY OF MEDICAL DOCUMEN-
TATION OF A PATIENT IN THREE CATEGORIES  (N=166) 

TABLE-II: FREQUENCY OF ERRORS IN DOCUMENTATION IN DIFFERENT DOMAINS OF EACH CATEGORIES (N=166)  
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Abernethy and colleagues has noticed after reviewing the 
patients documents that sex was not identified in 17% data on 
race or ethnicity were missing or unknown in 26%. Limited data 
availability hindered assessment of quality; of the 499 eligible 
patients, only 61 could be included in the full analysis. Only 86% 
of medical records confirmed diagnosis; 38% provided TNM 
stage (stage documentation improved to 73% when any clinical 
notation of stage was accepted) and 71% documented age. 
Pathology reports were missing in 34% of medical records. 
When chemotherapy was initiated, more than 10% of medical 
records did not report dates of administration. When electronic 
medical records were used, reporting improved, but 
documentation problems persisted. In medical records 
containing data sufficient to evaluate conformance to CRC 
metrics, conformance was low (50% to 70%) , similarly in our 1

study, the commonest incorrectly or improperly documented 
domains are drug record (80.8%), postoperative receiving notes 
(77.1%), discharge notes (66.3%), insufficient treatment or 
follow up details ad discharge (59.7%) and failure to record final 
diagnosis (53.1%). Moreover, up to 40% of doctors have not 
endorsed their identity at the time of documentation.  
Previous studies had shown that adequate time for physician to 
interact with patients may result in better care of patient, 
physician job satisfaction and better outcomes of clinical 
documentation  while if a physician has to do administrative 14

work than there would be increased stress on physician in terms 
of time management and patient outcome which may result in 
low physician job satisfaction . Previous Literature states that in 15

Austria clinicians criticized the increased demand of 
administrative work with high quality clinical documentation 
which has a markedly effect on patient care around 82% of 
physician are stressed while 53% of physicians states that they 
had lost interest in their job due to administrative work with 
clinical documentation . Similarly, Austrian medical 5,16

association states that clinicians that have administrative work 
could not give much time to patients and patient care . 5

Informatics is rearranging the view of our world from linear and 
separate structured realities to overlapping, integrated 
concepts. Farhan et al after reviewing the accuracy of coding 
and documentation of medical records in tertiary care center 
concluded that only 61.78% medical records have met the 
benchmark of excellent quality and coding errors were found to 
be 30% and physician errors were 16.6% . During comparison of 3

concordance level between physician and coders performance 
it concludes that the differences between physicians 
performance among the four major departments were not 
significant as compared to the statistically significant 
differences between coders performances among those four 
department . 2,3

Different studies done on composition and synthesis of clinical 
documentation concluded that the electronic documentation 
practice had a high level of task transitions and fragmentations. 
They proposed that the documentation can be supported most 
effectively with search for relevant information through 
different tools which helps in data exploration, selectively 
reading and composing a note based on temporal structure. By 
treating documentation as synthesis rather than a composition 

notes the commonest flaws were noticed in terms of date, time, 
assessment and doctor's identity). Where as in consent form 
the commonest deficiency in documentation is diagnosis, name 
of operation, expected complications, name of surgeon, type of 
anesthesia, and doctors identity who is obtaining this consent. 
Among post-operative notes the name of staff and assistant, 
type of anesthesia given, duration of surgery, post-operative 
checklist and Stamp of surgeon were commonly found 
deficient. In discharge phase the commonest mistake observed 
was failure to authenticate the discharging surgeon which was 
observed in 66.3% (n=110), followed by failure to document 
treatment at home or follow up details at discharge (59.7%, 
n=99), final diagnosis (53.1%, n=88), documentation of 
investigation/management (41.6%, n=69) and patient profile 
(18.7%, n=31). The commonest deficiency in documentation 
observed is identity of signing doctor in all domains i.e. 40.9% 
(n=68), at admission, 32.6% (n=54) and 38.6%(n=64) at 
discharge documents.

DISCUSSION

The medical record is the wellspring of data for countless 
medical staff and administrative decisions. Even though the 
ancillary activities that depend on the medical record have 
received most of the attention in recent years, the most 
common problem encountered by medical and hospital staffs is 
probably as old as the concept of the medical record itself--
completing it in a timely and accurate manner . An incomplete 9

medical record demonstrates that care was incomplete and on 
review it contains gaps reflecting poor clinical care. Moreover, it 
demonstrates noncompliance with organizational policies, 
suspected to support allegations of negligence and is used to 
support al legations of fraud. Clearly,  incomplete 
documentation in patient clinical records can result inaccurate 
statistical database and may results in legal actions. In addition, 
it result in poor patient care by other healthcare team members, 
contribute to inaccurate quality and care information, interfere 
with patient-related studies, compromise safe patient care and 
can cause a doctor to lose his license. Other than that, it also 
causing lost revenue/reimbursement, result in inappropriate 
bill ing leading to charges of fraud and decrease 
reimbursement/gross revenue. That's why every organization 
should ensure accurate and complete clinical documentation-at 
any cost . 9-11

Good quality record keeping is essential to safe and effective 
patient care. To ensure that high standards of record keeping are 
maintained, regular clinical audit should be undertaken . The 12

keys to success in audit program are identified as stakeholder 
involvement, support from the senior nurses in the organization 
and the use of the data for both local and trust-wide purposes. 
Diamond et al studied the many of the common mistakes which 
occur in record keeping including absence of clarity, failure to 
record action taken to meet an identified problem, missing 
information, significant spelling mistakes and failures in 
communication. They also considered some of the lessons on 
record-keeping standards which can be drawn from reports of 
the Health Service Commissioner (Ombudsman)  13
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study or multi-center study is needed to assess the gravity of 
improper medical documentation.
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