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➢ National Accreditation Board for Hospitals & Healthcare 

Providers (NABH) is a constituent board of Quality Council of 

India, set up to found and operate accreditation program for   

healthcare organizations. The board is structured to cater the 

much desired needs of consumers and to set benchmarks for 

progress of health industry. The board while being supported   

by all stakeholders including industry, consumers, government 

have full functional autonomy in its operation

NABH



The hospital initiates and maintains a standardized medical record 

for every patient assessed or treated and determines the records 

content format and location of entries. The medical record contains      

sufficient information to identify the patient, to support the diagnosis, to 

justify the treatment and to document the course and result of              

treatment. The hospital determines the specific data and information 

in the medical record needs to be present of each patient assessed or 

treated on an inpatient, outpatient or emergency basisMedical 

Records



Medical audit also called peer review or clinical audit is defined as 

evaluation of medical care through review and analysis of medical  

records.

Aim of the audit is to highlight the discrepancies between genuine 

practice and standard in order to identify the changes needed to 

improve the quality of care.

Medical   

Audit



Research Question

What is the compliance rate for 

documentation of inpatient medical record 

as per NABH standards?



Objectives

Phase IIIPhase IIPhase I

To analyze the patient medical 

records on the parameters 

defined by NABH and SOPs of 

the Fortis hospital

PROJECT          

OBJECTIVES

To identify the 

gaps in the       

existing         d

ocumentation 

procedures 

To provide effective         

suggestions wherever       

required 



Methodology
Research Design

Area of Study

Study Design 

Descriptive &      

cross              

sectional Method of Data 

Collection

Audit was conducted of IPD   

files with the help of a c

hecklist. 

La Femme       

Fortis               

Hospital, 

Jaipur. 



Research Design
Sampling 

Sampling               

technique            

Convenience        

Sampling

Patient files of La Femme         

Department

Inclusion criteria 

Sample size 

200 Patient    

Files

Patient files of         

department other     

than La Femme

Exclusion Criteria
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Findings
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FINDINGS
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FINDINGS
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FINDINGS

CONSENT COMPLIANCE PARTIAL COMPLIANCE

HIV 100% 0%

ADMISSION 96% 4%

BLOOD & BLOOD PRODUCTS 100% 0%

ANESTHESIA 99.50% 0%

HIGH RISK 100% 0%

PROCEDURE 97% 3%



DISCUSSION

➢ Lowest level of compliance is found in:

• In house transfer

• Medication order

• Patient family communication record

• Date , time , signature & ID No.

➢ In order to increase the compliance percentage:

• During SR Connect all the parameters lagging 

behind   were discussed .  

• Residents were asked to pay attention towards        

filling of in house transfer form and patient family     

communication record  

• Emphasis was put on writing the medicines in          

capital letters 

• Residents were asked to mention the date, time an  

ID No. along with there signature below every note.



Suggestions
01

02

03

04

The Hospital needs to do focus training for 

doctors at the time of joining the hospital whic

h  includes  all the forms and formats used for   

documentation of the records.

There should be regular refresher training and 

audit should be conducted by the medical 

administration department for documentation 

compliance as per the NABH guidelines. 

Floor manager should check the files in their 

daily round. And if the file is not filled properly   

then it should be communicated to the           d

epartment of quality.

Result of audit to be shared with                       

concerned stakeholders to sensitize them.



Suggestions
05

06

07

Insert separator cards for basic division           

between in-patient and out-patient episodes.

Conduct CME programs titled importance of    

documentation and complete filling of medical 

consents.

Incomplete files to be tagged with colored        

sticker and comments written on that to           

complete patient file documentation.



Conclusion
Ability of the health care   

professional to assess &    

plan patients immediate    

treatment &  to monitor    

health care over time 

Communication and              

continuity of care among      

physicians and other health   

care professionals involved   

in the patient's care

Accurate and judicious 

claims review and payment

Collection of data that may 

be valuable for research and 

education. 
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