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INTRODUCTION

• Documentation is a communication tool that helps in the exchange of information
between caregivers. It is one of the key areas to determine the standard of care rendered
by hospital services which enhances professional autonomy as well as critical thinking
skills and development of professional knowledge and nursing education.

• Execution of documentation should be done in a way that ensures continuity of care,
planning and liability as well as in the furtherance and advancement of practices based on
evidence. Good record care also ensures that the hospital’s administration is working
efficiently, give evidence of the hospital’s accountability for its procedures and they form
a key source of data for medical research, statistical reports and health information
systems.

• Incomplete patient report persistently causes doubts and inculpate in the legal jurisdiction
since only the fully complete documented medical cases are accepted by the legitimate
medical group for verifying and validating medico-legal cases (as Statistically reported
from developed countries showed that 74% of the cases are errors of healthcare providers
which were reported to judicial authorities).

• the “Golden Rule” in documentation i.e. “If it isn’t written down, you didn’t do it”



METHODOLOGY

Research questions:

• What is the compliance rate of the documentation in

the facility under consideration in accordance to

NABH standards?

• What are the key causes of non –compliances in

documentation at the facility under consideration?

• Are the forms and formats in use obey the corporate/

hospitals policies?

Research objectives:

• To assess the compliance of documentation as per

NABH standards.

• To list the major casual factors for non-compliance

in documentation as per the NABH standards.

• To assess and identify any gaps in the forms and

formats currently in use at the facility.

Research design: Descriptive Cross-sectional study.



Study setting: 
1) The study was conducted at Shri Mata Vaishno Devi Narayana super speciality Hospital, Katra, Jammu and 
Kashmir with help of the Medical administration and quality department. The study was conducted through 
1April 2021-31 May 2021.
2) Files for the active and passive patients and consent forms were observed and the non-compliances was 
noted.
3) All the forms and formats from all departments (clinical and non-clinical) across the facility were observed 
for non-compliance and updating.
Study population: 
Inclusion criteria- Files from both Active and passive patients are taken; only admitted patients are taken.
Exclusion criteria-
• MLC and DAMA files are not considered
• Files of COVID patients are not considered.
• Files of gynaecology patients are not considered.

Research procedure/approaches: Mixed (Quantitative and qualitative assessment)
• Study approach: 
• Study duration: 3 Months
• Sampling technique: Convenience sampling
• Sample size: 200 files of patient
• Study instrument: Data collecting format for Active and Passive files, consent forms and format of all the 

forms and registers used in organisation.
• Statistical method: Microsoft excel



RESULT

• To check the documentation in consent
forms:

• Different consent forms in files of the
patients were observed (n=200)in different
departments of hospital. The departments
from where the consent forms are
obtained are general ward, ICU, ITU,
PICU etc., various parameters were
identified.

PARAMETERS

SNTD of Patient

SNTD of Attendant

SNDT of Witness

Name of Procedure

SNTD of person performing

Risk and Benefits Mentioned

Explained in Patients Own 

Language

Consent within Time Frame



Area wise 
distribution of 
consent forms



From above observation
that general ward is the
area where consent with the
time frame, procedure
explained in patient
language, SNDT of the
person performing the
procedure, SNDT of
witness, SNDT of
attendant, Name of the
procedure was least in
documentation and ICU is
the area where consent of
risk and benefits and SNDT
of patients was least in
documentation as compared
to other areas.
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Parameters in different consent forms



12.38%

16.67%

0.95%

14.76%

14.29%

12.38%

13.81%

14.76%

Anaesthesia consent
(N=29)

SNDT of Patient

SNDT of Attendant

SNDT of Witness

Name of Procedure

SNDT of Person
Performing the
Procedure

Risk and Benefit
Mentioned

Procedure Explained in
Patients Language

Consent within Time
Frame

2.33%

18.35%

1.03%

20.16%

15.25%

14.73%

21.45%

6.72%

General consent
(N=100)

SNDT of Patient

SNDT of Attendant

SNDT of Witness

Name of Procedure

SNDT of Person
Performing the
Procedure

Risk and Benefit
Mentioned

Procedure Explained
in Patients Language

Consent within Time
Frame



0.00%

15.38% 0.00%

15.38%

15.38%

15.38%

23.08%

15.38%

Restrain consent
(N=3) SNDT of Patient

SNDT of Attendant

SNDT of Witness

Name of Procedure

SNDT of Person
Performing the
Procedure
Risk and Benefit
Mentioned

Procedure Explained in
Patients Language

2.52%

16.19%

1.08%

17.27%

14.39%10.07%

19.42%

19.06%

Diagnostic consent
(N=56)

SNDT of Patient

SNDT of Attendant

SNDT of Witness

Name of Procedure

SNDT of Person
Performing the
Procedure
Risk and Benefit
Mentioned

Procedure Explained in
Patients Language

Consent within Time
Frame



10.96%

16.16%

2.74%

15.62%

13.70%

9.32%

15.89%

15.62%

Operation/Procedure consent
(N=70) SNDT of Patient

SNDT of Attendant

SNDT of Witness

Name of Procedure

SNDT of Person
Performing the
Procedure
Risk and Benefit
Mentioned

2.63%

13.16%

7.89%

13.16%

11.84%13.16%

18.42%

19.74%

High Risk consent
(N=19)

SNDT of Patient

SNDT of Attendant

SNDT of Witness

Name of Procedure

SNDT of Person
Performing the
Procedure
Risk and Benefit
Mentioned

Procedure Explained in
Patients Language

Consent within Time
Frame



Most used 
abbreviation 

in the 
consent 

forms was 
HRCT.
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To check the compliance rate in 

patient's files

100%

0, 0%

0, 0%

NAME AND SIGNATURE OF 
PATIENT/RELATIVE

YES

NO

NA

100,%

0, 0%0, 0%

NAME AND SIGNATURE OF 
PATIENT/RELATIVE

YES

NO

NA

78, 78%

22, 22%

0%

INSTRUCTION FOR ADMISSION 
CLEARLY GIVEN

YES

NO

NA

77, 77%

23, 23%

0, 0%

INSTRUCTION FOR ADMISSION CLEARLY 
GIVEN

YES

NO

NA



98, 98%

2, 2%0, 0%

CHIEF COMPLAINTS CLEARLY STATES 
PROBLEM

YES

NO

NA
72, 

72%

28, 
28%

0, 0%

INITIAL ASSESSMENT COUNTER 
SIGNED BY THE ADMITTING 

CONSULTANT WITHIN 24HRS OF 
ADMISSION

YES

NO

NA

93, 93%

7, 7%0, 0%

CHIEF COMPLAINTS CLEARLY STATES 
PROBLEM

YES

NO

NA



32, 32%

8, 8%

60, 60%

ALL MEDICATION ORDERS WRITTEN IN 
CAPITAL LETTERS

YES

NO

NA79, 79%

14, 14%

7, 
7%

ALL MEDICATION ORDERS WRITTEN IN 
CAPITAL LETTERS

YES

NO

NA



DISCUSSION

Health records serve for different purposes. Their primary purpose is to document
the care and services provided to patient’s health records must be maintained for
evidential purposes too. Health records must be maintained in a manner that
complies with applicable regulations, accreditation standards, professional practice
as well as legal standards. The present study confirmed a clear weakness in
documenting the ongoing medications on the medical card ,instruction on the
admission form is also not clearly mentioned and there is no proper documentation
of consent forms SNDT of patient, SNDT of witness and the procedure explained in
patients own language is the consent which was least filled by the doctors and
nursing staff, it was also observed that in most of the consents forms abbreviations
were commonly used which are not allowed according to the standards of NABH
and it was observed that the most used abbreviation which was seen in the three
hundred forty seven consent was HRCT.



CONCLUSION

An apparently documented medical record will reduce many of the inconvenience 
associated with claims processing and may serve as a legal document which can 
validate and is the legal document which proves the care provided by the hospital.

The result of this study shows that there was no full documentation present in the 
consent forms  in the files of the patient's full compliance is achieved in some of 
the parameters and noncompliance was present in most of the areas. 

This study also implies that hospital should pay attention to compulsory 
documentation of the patient health record data in the respective forms which 
will further improve the completeness and accuracy in the health record 
documentation and will also help to achieve NABH standards

The present study confirmed obvious incompleteness of documenting medical 
data for the inpatient records. This is specifically found in different consent forms 
where SNDT of witness, SNDT of patient as well as the procedure explained in 
patient language consent was not properly documented and in patient's files  
awareness about the complete documentation on medical records was present 
only in certain areas whereas other areas had not been given much importance 
while documenting or been neglected.



RECOMMENDATIONS

Based on the findings following suggestions were made from the study.

The best practice is to insert separators which will not only provide a clearly defined 
location for every form.

A hospital-based quality improvement project to increase the medical record 
documentation completion is recommended to be implemented by the group of trained 
personnel and periodic random assessments by the quality unit of NH.

The well-designed forms should be in use that will save the time of staff and make easier 
for every assessor who go through that file to locate the king of information they are 
seeking for procedure.

Health care providers should be trained by keeping check on them regarding 
documentation of patient’s file.
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