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Introduction:
Clinical health record is an organized way of ac-
cumulating the mandatory facts, knowledge and 
other related credentials to make essential data 
accessible when it’s required. For good patient 
care, reaching proper diagnosis, planning eff ec-
tive treatment and for provision of care in a struc-
tured approach, well described and high-quality 
clinical case notes are very fundamental1. It is 
equally necessary to make smooth progress of 
the post-operative management of the patients. 
Documentation in the medical record facilitate 
to communicates patient’s information to other 

caregivers to ensure patients safety and reduce 
medical errors2,3. Clinical record is much more 
important in surgery when subsequent care can 
be provided by a diff erent team sometimes years 
aft er the initial management. It is obligation of 
the operating surgeon to ensure that records are 
readable, precise and complete. Exactness and 
explicability of operation notes is signifi cant for 
medico-legal reasons and can also be very help-
ful for the audit and research purposes.

If the record is not properly kept, it can be very 
complicated and even unatt ainable to defend 
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claims of clinical disregard or practiced mis-
demeanors. Ultimately it will result in clashes 
and could lead to severe lethal complications 
both for doctors and institutions. At times the 
staff  and doctors can even get to courts due to 

poor maintained record4. Pre-printed admission 
clinical notes proformas improve the quality of 
Information recorded5. In the current Era, all 
records should be in electronic forms but not 
practiced at every institution in most of develop-
ing countries like Pakistan. Computers are really 
helpful in improving the quality of clinical notes 
and they take as long to generate as hand-writt en 
notes, but are always comprehensible and data 
can be retrieved automatically6.

Inspection of clinical case records monthly or 
at least yearly can help us to improve the qual-
ity of medical records. One forensic physician 
states that defi ciencies in medical records can 
lead to an impediment in medical negligence 
litigation when Medical evidence is needed in 
criminal cases7. Th e making of a structured plan 
for training doctors in standards for medical re-
cords represent an important initiative8. It is re-
sponsibility of doctors as well as staff  to improve 
the quality of case record and to read guidelines 
on the information that they are expected to re-
cord in patients’ notes9. Th e Royal College of 
Surgeons of England has developed a standard 
guideline for assessment of entries in clinical 
case notes records which include 35 items10. By 
comparison of the number of standard items 
achieved to the Royal College standards, the 
assessment of patient’s record can be done in 
diff erent departments, subspecialties, and even 
between hospitals.

Accreditation of any institute requires that re-
cord keeping should be standardized and eas-
ily retrievable. Dow University Hospital, a new 
developed tertiary care facility is planning for 
accreditation by international quality assurance 
organizations. We are auditing our record by 
multiple international criteria’s, so that areas of 
improvement will be highlighted and rectifi ed 
in next stage. One audit about CRA BEL score 
is already published11.Th e aim of this study is to 
determine the quality of clinical case notes of 
surgery department at Dow University Hospital.

Methodology:
Medical records of all patients admitt ed in sur-
gery department of Dow University Hospital 

Figure 1: Surgical case notes guidelines by Royal College of Surgeons England10

IDENTIFICATION DATA
1 Patient name on every page

2 PAS number on every page

3 Every entry should be dated

4 Every entry should be timed

5 Every entry should be signed

6 Every note should have clinician’s name printed

VERIFICATION OF DOCUMENTATION
7 Every entry should have the clinician’s designation

8 Th ere must be an entry each weekday (Monday–Friday)

CLINICAL CONTENT
9 Type of admission

10 Presenting compliant

11 History of presenting compliant

12 Previous medical history

13 Drug history

14 Allergies/warnings

15 Social history

16 Family history

17 Details of initial examination

18 Working diagnosis

19 Plan of treatment/investigations

20 Was an actual diagnosis documented?

21 Was each entry legible (e.g. 4/5 meaning 4 out of 5     was clear)

OPERA TION SHEET INFORMATION
22 Operation sheet

23 Patients name

24 Hospital number

25 Date of birth

26 Date of operation

27 Surgeon’s name

28 Anesthetist’s name

29 Nurse’s name

30 Type of operation

31 Consent form

32 Consent form signed

33 Consent form dated

INVESTIGATIONS
34 Are all test results signed/initialed?

35 Are all X-ray test results signed/initialed?

35 Are all X-ray test results signed/initialed?
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from February to April 2012 were reviewed ac-

cording to Royal College of Surgeons Of Eng-

land guidelines which covers main areas of clini-
cal case notes including patient’s identifi cation 
data, clinical content, data in operative sheets 
and investigation (Figur-1). None of the doctor 
was aware that case notes were being audited. 
Accomplishment of 80% of completed data of 
each guideline criteria was considered as satis-
factory for the purpose of this audit.

Data was analyzed by SPSS version 17 for de-
scriptive statistics.

Results:
A total 238 case notes were reviewed with 80% 
of standard achieved in 23 of 35 standards 
(Table-I). Date of case notes was mentioned 
in 205(86.1%) notes, while only in less than 2 
(1%) fi les, time and designation of doctor was 
writt en.

In clinical content record, actual diagnosis was 
mentioned in 230(96.6%) cases, only 10(4.2%) 
of entries type of admission was mentioned 
while in none of the fi le social history was writ-
ten. Handwriting was legible in 213(85.3%).

In operation sheet record, type of operation was 
mentioned in 224(94.1%) of entries but only 
96(40.3%) had hospital registration number 
writt en. Consent form was present and signed in 
232(97%).

Not a single investigation was signed or initialed.

Discussion:
On the whole the quality of clinical case notes 
in our study was 80% with respect to guide-
lines proposed by Royal College of Surgeons.10 
Compared with some other studies, like one 
from Durban which achieved 80% result12 and 
other from the Department of Pediatrics, West-
mead Hospital Australia which got 70% result.13

Th is is one of the earliest researches of Pakistan 
in which quality of clinical case notes is assessed 
according to Royal College guidelines. Some 
previous studies have been done but they only 
briefl y highlighted few areas of clinical case 
notes14.

Table 1: Quality of surgical case notes at (n=238) Dow University Hospital according to 
Royal College of Surgeons England10

Identifi cation data Frequency Percentage
1 Patient name on every page                                75 31.5

2 Patient Registration number on every page 5 2.1

3 Every entry should be dated 205 86.1

4 Every entry should be timed 2 0.8

5 5 Every entry should be signed 198 83.2

6 Every note should have clinician’s name printed 8 3.4

Verifi cation Of Documentation
7  Every entry should have the clinician’s designation 2 0.8

8 Th ere must be an entry each weekday 211 88.7

Clinical Content
9 Type of admission 10 4.2

10 Presenting compliant 213 89.5

11 History of presenting compliant 207 87.0

12 Previous medical history 204 85.7

13 Drug history 205 86.1

14 Allergies/warnings 203 85.3

15 Social history 0 0

16 Family history 198 83.2

17 Details of initial examination 187 78.6

18 Working diagnosis 226 95.0

19 Plan of treatment/investigations 84 35.3

20 Was an actual diagnosis documented 230 96.6

21 Was each entry legible (e.g. 4/5 meaning 4 out of 5 
was clear)
1
2
3
4
5

0
2
33
141
62

0
0.8
13.1
59.2
26.1

22 Operation sheet 224 94.1

23 Patients name 196 82.4

24 Hospital number 96 40.3

25 Date of birth 147 61.8

26 Date of operation 203 85.3

27 Surgeon’s name 220 92.4

28 Anesthetist’s name 194 81.5

29 Technician’s name 158 66.4

30 Type of operation 224 94.1

31 Consent form 232 97.5

32 Consent form signed 232 97.5

33 Consent form dated 228 95.8

Investigations
34 Are all test results signed/initialed 0 0

35 Are all X-ray test results signed/initialed 0 0
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Th e major lacking area in our study was of so-
cial history and the signature at laboratory and 
radiology reports. It was because of the reason 
that there is no fi eld of social history in the pre 
printed history form of our hospital. Th e junior 
doctors didn’t know about the importance of 
writing and signing investigations and radiology 
reports therefore none of them done it.

Taken as a whole, records in the consent form 
were reasonably fi ne with the exception of pa-
tient’s hospital registration number. Generally 
name of the patient was on paper on consent 
form at our hospital plainly. Th e important 
point and which is also the limitation of our 
study need to be highlighted here is that none 
of the consent form had specifi c surgery related 
complications mentioned because of the fact 
that printed consent form has a general printed 
content according to which all complications 
are discussed with the patient in detail but actu-
ally it’s not true for all time15. Main case related 
complications are not told to patients carefully 
and hardly ever writt en in the records.

Excellence of clinical case records can be im-
proved by modernization. Quality of clinical 
case notes can be signifi cantly improved by use 
of word processed operation sheets which will 
take less time, always legible and data can be ana-
lyzed easily. Data and record entry through elec-
tronic ways can be extremely helpful.  Making 
the data password protected will help to make 
the records confi dential and so only concerned 
and authorized people will be able to get it.

Similar audits should be done at least yearly to 
asses and the then improve the defi ciencies to 
keep the quality of case notes good aft er educating 
the junior doctors regularly. Th e quality of clinical 
case notes can be improved by evaluation of se-
niors’ regularly16. To look forward for an improved 
quality of clinical case notes in the next audit, our 
faculty and administration is also planning an in-
structive intervention for junior doctors.

Conclusion:
With respect to case notes standard of Royal col-
lege guidelines, the of case notes in surgical de-
partment at Dow University Hospital are good 
quality .Th e most neglected area is signature at 
investigations and radiology reports and also 
the social history which can be corrected and 
the quality can be improved by yearly audits, 
making bett er pre printed forms and educating 
doctors.
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