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Introduction

 This project, undertaken as part of the Quality Department’s continuous

improvement initiative, focuses on auditing and enhancing documentation
compliance 1in accordance with the standards laid out by the National
Accreditation Board for Hospitals & Healthcare Providers (NABH).

The study was conducted 1in a phased manner with Phase I as the pre
intervention phase followed by the intervention phase and eventually the
phase III to evaluate the result of intervention.



Research Questions

What is the level of compliance in patient records at Medanta hospital, Gurgaon?
What are the gaps in patient record?

How to improve quality of documentation?

Objectives:

1. To review the NABH audit guidelines related to cross reference, medical and surgical
consent forms and critical alert value.

i1. To analyse/ calculate the level of compliance in patient record.

111. To conduct audit for patient record with special focus on consent documentation, cross
referencing and critical alert 1n a tertiary care hospital such as Medanta.

iv. To find out gaps in compliance with institutional and NABH documentation standards.

v. To suggest actionable recommendations for improving documentation compliance



Literature Review Highlights

1 2023: Electronic Health Records and Critical Alert Flagging: An ICU Audit from Haryana

Taneja et al. found 35% missed critical alert flags due to lack of EHR protocols.

2 2022: Audit of Surgical Consent Forms in Tertiary Care Settings: Exploring Gaps and Solutions

Sharma & Khurana noted 12% missing time/date stamps on consent forms.

3 2021: NABH Compliance Audit in Critical Care Units: Focus on Documentation Standards

Banerjee et al. reported 21% of consent forms lacked physician signatures.
4  2019: Audit of Clinical Documentation Accuracy in Inpatient Records at a Tertiary Hospital in Chennai
K. Shrinivas and M. Rajan. reported 24% Critical values were documented after one hour.

5 2018: Documentation of Cross-Reference and Interdepartmental Consultation in ICU: A Compliance Audit

6&%& et al. found 40% cross-referrals lacked specialist comments.



Methodology and Study Design

1 Study setting 2 Study Population

The study population comprised inpatient files from
the six departments which include Gastroenterology,
Cardiology. Urology. Nephrology, internal Medicine
and Respiratory and Sleep Medicine.

The study was conducted at Medanta — The Medicity,
Gurgaon, a quaternary care, NABH-accredited, multi-
specialty hospital in Haryana, India.

3 Duration of the Study 4 Study Approach

The data collection was done over a six-week period
from 11th April to 20th May The study adopted a quantitative research approach to

systematically assess the level of compliance in patient
records

5 Ethical Considerations
Informed consent, privacy confidentiality, and
anonymity



SAMPLE AND SAMPLING TECHNIQUES

Department Number of files reviewed
Pre-intervention Phase Post-intervention Phase
(April 11-25, 2025) (May 5-20, 2025)
Gastroenterology 18 18
Internal Medicine 17 17
Cardiology 18 18
Nephrology 17 17
Urology 17 17
Respiratory and Sleep Medicine 18 18
Total files 105 105




* Phase I (Pre Intervention Phase)

e Phase II (Intervention
Phase)

Phase 111 (Post
intervention phase)




The Gaps Identified

PEOPLE

| | PROCESS

workload inhibiting
the staff to focus
carefully on each of

High clinical

the document

Improper training of
staff regarding the

importance of

documentation

Inconsistent audits
and follow-up
mechanisms for
the important
documents

High tumover rate
of staff results 1in
difficulty to buiuld a
proper process

Limited time for
documentation
due to multiple

patient load in a

specific time.

Absence of real
time supervision
for proper
documentation

Non- compliance 1in
documentation of
cross consultation
form_ critical alert
form and consent

form

L ack of penalties

related to

noncomvliance

Unclear guidelines for
documentations

POLICY

I ENVIROMENT



Data Collection Tool

Two core mstruments were developed and validated under the study:

Audit Checklist

* Developed based on NABH documentation standards and hospital policies.
* Categories: Consent, Critical Alerts, Cross-Referencing.

* Marked for presence, completeness, and timeliness of documentation.

Data Collection Sheet

* Used to systematically enter compliance data from each file in a excel
sheet.

* Designed to support digital entry and statistical processing.
* Facilitated inter-departmental comparisons.



Key recommendations by the inhouse
experts/actions

1. Feedback sessions with departmental heads.

11. assigning nursing staff to each department to check npatient
file before sending it to the MRD department for proper
documentation.

111. Training the duty doctor to remind the consultant on their
daily rounds to properly fill the various documents.

1v. Regularly informing the quality champion of each doctor’s
team regarding the non-compliances seen 1n the files of
patient admitted under them.



RESULTS

Guidelines related to documentation of various Forms 1n patient files

Cross Consultation

Consent Critical Alert Value
Form
* The consultant addressing the e The consent should be written e A critical Value is notified by
re'qlzj-est;hould close ;h? reference in capital letters. the investigation machine in
mt ('jn t etl;marou: time ) e Surgical consent should take the laboratory.
€ date and time oOf request wit before any surgery by the e An automatic call goes to the
the purpose of consultation should tient or by the attendant if ti d Cent ;
e Gloemanied by ihe aemsuliE; patient or by the attendant i operation command Centre a
raising the reference. the patient is minor. 2000.
e The addressing physicians name, e Witness sign should be e OCCinforms the same to the
signature and employee id should mandatory if the attendant respective department within
be clearly visible. has given the consent with the 30 mins

proper reason for giving the
consent.



Pre intervention Phase

Medical Management Consent Cross Consultation Form



Surgical Consent Form Anaesthesia Consent Form



Intervention Phase

Anaesthesia Consent Form Surgical Consent Form Cross Consultation Form




Post Intervention Phase

Cross Consultation Form Anaesthesia Consent Form



Surgical Consent Form Medical Management Consent Form
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Percentage Change in compliance related to Surgical Consent Form Pre and Post
Intervention
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Change 1n Percentage of Compliance in relation to Anaesthesia Consent Form Pre and Post
Intervention
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Percentage Change in Compliance related to Cross Consultation Form Pre and Post
Intervention
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Percentage change in Compliance related to Critical Alert Value
Documentation Pre and Post Intervention
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Overall Compliance

* The overall Compliance improvement for each document

Surgical Consent Form 7.8%
Anasthesia Consent Form 4.4%
Cross Reference 9.22%
Medical Management Consent 9.5%

Critical Alert Value 0.4%



CONCLUSION

* Overall, the project successfully met its objectives by identifying
documentation gaps, implementing corrective strategies such as
staff re-training, real-time audits, and structured feedback loops,
and demonstrating measurable improvements in compliance rates

* The Overall compliance improvement Observed were summarized
as 7.8% for surgical consent form, 4.4% for Anasthesia Consent for,
9.22% for Cross reference consent.

* The findings support the continuation of regular audit cycles and
the integration of documentation compliance as a key
performance indicator in clinical governance frameworks.



THANK YOU
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