A Descriptive Study On Assessing Documentation Compliance

Of Medical Records Department
As Per NABH Guidelines
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prompt re about the patient and

results of treatme

® It is an important means of communication between the health providers, a

legal document and a tool for medical research and training




il dical services and
hospital ¢ —

The main purpose of the medical record is to record the facts about a patient's

health with emphasis on events affecting the patient during the current admission

and for the continuing care of the patient when they require health care in the

/ future.
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and therapeutic

ity of medical care.

®* For Hospita e proficiency of medical staff for
administrative and clinical purposes and it also evaluate the services of the
hospital in terms of accepted norms and standards.




be used

> standards and

obje e Medical Records

Departmen , retention, retrieval of medical

records.

® Entries in the medical records should be done by only authorized people like

doctors, nursing staff.




ment the

The whoe SUF| ther ’rhe Medical Records

Department of the hospital is following the standards and policies of 10

Y chapter of NABH ,i.e., Information Management System.
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Secondary

®* Primary Dato

®* Medical Record Audit Chec;.klis'r, Self-Assessment Toolkit of NABH, Direct Observations

O ® Secondary Data Source
/ ° Medical Records Issue Register, Medical Record Retrieval Register




INITIA

INITIAL ASSESSMENT FORM (DOCTO

INITIAL ASSESSMENT COUNTERSIGNED BY CONSULTANT
DOCTORS' PROGRESS SHEET

NURSING ASSESSMENT ON ADMISSION

TIMELINESS (WITHIN 30 MINS)




OT NOTES

WHO SURGICAL SAFETY CHECKLIST
MEDICINE CARD

DISCHARGE SUMMARY




®* The organizc ‘management of data
®* Documented procedurs exist fo ention time of records, data and information.

®* Documented policies and procedures are in place for maintaining confidentiality, integrity
and security of records, data and information.

/)‘ The organization regularly carries out medical audits.



DS AND

®* The study we g rocess flow and system
of documentation in MRL > analysis was done on the basis of 10™

i

chapter of NABH i.e., Information Management System.

® This chapter has 7 standards which were scored on 0,5, 10. The scoring was done

/ in both before and after implementation of new process flow to make comparison.



Time take or réuired

Document Compliance in terms of completeness by Nursing staff
Document Compliance in terms of completeness by Doctors

ICD (International Classification of diseases) Coding




{ Patient Bill Is Finalized And Patient Discharged }
'

[ Files are Checked By Billing Manager and Matron

A 4 .

Files Reached In MRD in 2 Days

Files received and seen by
MRD Assistant
Entry Is Done In Record Register & Files Are
Arranged In Racks On The Basis Of MHRC No.




Patient bill is finalized Files are checked by Billing Files sent to MRD within
& Patient Discharged Manager & Matron same day 24 hours A

l ;

@ If Found Incomplete by A /Files Checked In MRD By MRD Assisstant
doctors/nursing staff files sent back to pu To See The Document Compliance By
the concerned department/ ward for Doctors & Nurses through Medical Record
completion Audit Checklist
\ y N

Files Brought Back To MRD by Files Rechecked For
Ward Boy And sometimes by Completeness By MRD
MRD Assistant Assistant

Necessary Information Is Filled
In Incomplete Forms & Charts

Files Are Racked In A Systematic Way In A
_abelled Racks Which Earlier Was Not There




5-Partial

Resu nts

(ANo. of Non- Compliance(C U 9% of Non-Compliance- 67%

INo. of Partial Compliance(5)- 15 % of Partial Compliance- 32%




bill is

Time taken to Within 24 hours Within 48 hours More than or After 48 hours
reach MRD
No. of Files




TAT FOR FILES RECEIVED IN MRD (BEFORE)

45
40
35

30
25
20
15
10
5

0

Within 24 hours Within 48 hours More than or After 48 hours

NO. OF FILES 27 42 31

Interpretation- This graph depicts that out of 100 medical records or files that | have
analyzed for my study, 27 files reach to MRD within 24 hours of discharge, 42 files reach

to MRD within 48 hours and 31 files reach to MRD in more than 48 hours of the discharge
of the patients.



e racks as

> quality department of

®* The average time recorded for the retrieval of file was found to be 32 MIN.




In order to see the comg , scuments in the files random selection of

( the files was done. For this purpose Medical Record Audit Checklist was used.
@
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53 47

DOCUMENT COMPLIANCE BY NURSES
(BEFORE)

COMPLETE FILES
INCOMPLETE FILES

/;D Interpretation- This pie-chart shows that out of 100 files, 53 files are complete and 47

files are incomplete. This also depicts that they are aware of the importance of the
information needs of the patients but then too they don’t make proper entries in the
forms



COMPLETE FILES INCOMPLETE FILES

NO. OF FILES



NO. OF COMPLETE FILES BY DOCTORS
(BEFORE)

NO. OF COMPLETE

FILES

NO. OF INCOMPLETE
FILES

/}) Interpretation- This pie-chart shows that in the sample of 100 files, no. of
@, complete files by doctors are 42 and no. of incomplete files are 58.
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® Results and Findinc .

The sample size of 100 files was collected, no single file has ICD-10 coding

as this procedure wasn’t started yet in the hospital.




®* MHRC No.- For ex- 13492 13506 (In one Shelf files from this
Registration No. to this Reg. No. are kept)

/;’ For Ex- 1/1A/13467 13479




® The fourth
record

The tracer card is used whenever someone wants a medical record the entry was done
in tracer card and put at the place of that medical record and after the medical
record is replaced in its original location, Tracer card is pulled out.




> The training program for the nurses and doctors was implemented for proper
v maintaining of the medical records in a chronological manner.



ompliance- 15%

INo. of Partial Compliance(5)- 32 % of Partial Compliance-71%

(No. of Full Compliance(5)- 6 % of Full Compliance- 14%




Time taken to Within 24 hours Within 48 hours More than or Afier 48

reach MRD hours

No. of Files



CONTINUES
\] TAT FOR FILES RECEIVED IN MRD (AFTER)

O

) 11 | .

Within 24 hours Within 48 hours More than or After 48 hours

Interpretation- After making some necessary changes in an existing process and
implementing some policies, 84 files reach to MRD within 24 hours of patient
discharge, 11 files reach within 48 hours and the no. of files reach to MRD in more

than 48 hours are only 5.




The average time of retrieving the medical record was 14 Min.




COMPLETE FILES INCOMPLETE FILES

NO. OF FILES




INCOMPLETE FILES
9%

CONTINUE..
\J NO. OF COMPLETE FILES BY NURSES (AFTER)

@  NO. OF COMPLETE FILES

i NO. OF INCOMPLETE

FILES

COMPLETE FILES
91%

Interpretation- The above pie-chart depicts that complete files are 91 and

incomplete files are only 9 as a result of changing the existing process and sending

files again to the nursing staff for completion which in turn leads to major

document compliance by nurses.




COMPLETE FILES BY INCOMPLETE FILES BY

DOCTORS DOCTORS
NO. OF FILES 84 16




DOCTORS (AFTER)

\> CONTINUE..
X DOCUMENT COMPLIANCE OF MEDICAL RECORDS BY

INCOMPLETE
O FILES, 16%

® COMPLETE FILES
®m INCOMPLETE FILES

COMPLETE FILES,
84%

Interpretation- The above pie-chart depicts that the no. of complete files are 84 and
only 16 files are incomplete out of 100 files in document compliance by doctors

after the formulation of policies and making required changes in the MRD of the

hospital.
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CATEGORY DOCUMENT COMPLIANCE DOCUMENT COMPLIANCE
BY NURSING STAFF BY NURSING STAFF

(BEFORE) (AFTER)
53 91

COMPLETE FILES

INCOMPLETE FILES

9

47



NO. OF COMPLETE FILES BY NURSES (BEFORE)
Vs. NO. OF COMPLETE FILES BY NURSES (AFTER)

100
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20 47
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BEFORE AFTER

B COMPLETE FILES INCOMPLETE FILES

Interpretation- This graph shows that before implementing new process in the MRD,
complete files by nurses are 53 whereas after implementation the number

increased to 91 and before implementing new process incomplete files are 47 and

after implementation it reduces to 9.



CATEGORY DOCUMENT COMPLIANCE DOCUMENT COMPLIANCE
"""" | BY DOCTORS(BEFORE) BY DOCTORS(AFTER)

COMPLETE FILES 42 84

INCOMPLETE FILES 58 16



NO. OF COMPLETE FILES BY DOCTORS (BEFORE)
Vs. NO. OF COMPLETE FILES BY DOCTORS (AFTER)

BEFORE AFTER
|

Interpretation- This graph shows that before implementing new process in the MRD,
no. of complete files by doctors are 42 whereas after implementation the number

/}increased to 84 and before implementing new process incomplete files by doctors

are 58 and after implementation it reduces to 16.



g and

imple r reduces to 14 min

after implementc ind infroducing tracer card in the

Medical Record Department of the hospital.

®* The no. of complete files by doctors and nurses are also increased after the

/3 change in the whole scenario.
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hen

record of the
> allowed to make

entries.

® The nursing staff w lation to make entries in the medical

record.

® No controlled access is there in the MRD earlier. Anyone can easily retrieve a

%

medical record.
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