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ABSTRACT
Introduction: Clinical audits serve as an important method to assess compliance with healthcare standards and promote quality improvement.

Objective: To identify gaps in documentation practices an audit was conducted to assess the completeness of inpatient medical records at a teaching
hospital in Lahore, Pakistan.

Methodology: This cross-sectional audit employed a standardized checklist, based on guidelines of Islamabad Healthcare Regulatory Authority, Punjab
Healthcare Commission and Royal College of Surgeons of England. All medical records from Department of Medicine (April to June 2025) were
reviewed. Out of 141 retrieved files, 122 were analyzed (19 excluded due to damage/missing data). Data analysis was conducted using SPSS v23.

Results: Overall documentation completeness across all assessed items was 80.9% (95% CI: 79.7-82.1%). Basic demographics (name, age, gender,
registration number) were fully documented. Address (90.9%), contact numbers (84.4%), presenting complaints (98.3%) and history of present illness
(94.2%) were well documented. Occupation (18.8%) and weight (19.6%) were poorly recorded. Medication and family histories appeared in 78.6% and
93.4%. Psychiatric (6.5%), sexual (21.3%), and gynecological (10.6%) histories were rarely recorded. Diet/appetite (86%), travel (19.6%), and
vaccination (28.6%) were inconsistently noted. Vital and focused examinations were complete, while other system examinations were documented in
86.8%. Admission summaries (92.6%), problem lists (95.9%), and final diagnoses (98.3%) were mostly complete. Medications and follow-up plans were
consistently documented; procedures/interventions appeared in 87.7%.

Conclusion: While documentation was strong in several areas, key gaps remain in patient history and auxiliary data, requiring ongoing efforts to improve
clinical record-keeping standards.
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INTRODUCTION

Medical records have important clinical and legal uses. They
track patients' interactions with healthcare services and help
healthcare providers communicate, which keeps patient care
smooth in hospitals and communities.!?> Good documentation is
crucial during handovers because messy poor-quality or
incomplete notes cause delays and mistakes.>* Records that are
well kept make sure patient care is thorough, offer legal
protection and are used a lot in research, planning and boosting
quality in health care. Accurate clinical documentation is key to
effective patient care and enables clear communication among
healthcare teams, patients and their families. Furthermore,
medical records hold growing importance in legal contexts, often
serving as evidence in disputes long after care has been
provided.>* Incomplete or inaccurate notes can compromise this
legal protection. Additionally, these records support audits and
research, forming a core component of clinical governance and
performance monitoring. Taken together, these roles highlight
the critical need to maintain thorough and high-quality
documentation across all healthcare settings.

To recognize deficiencies in the documentation practices, a
clinical audit was conducted to evaluate quality of inpatient
medical records at our hospital. Clinical audits have been
established as a helpful tool to ensure adherence with standards,
thereby aiding improvements of healthcare services.>® The focus
of this audit was on assessing the completeness of inpatient
medical records to identify critical areas for improvement and
implement targeted interventions. Accurate and comprehensive
inpatient medical records documentation is vital to prevent
medical errors, enhance patient safety and maintain continuity of
care. Inaccurate or incomplete medical records may result in
medication errors, disease complications and compromised
outcomes. Therefore, the rationale underpinning this audit was
transforming inpatient medical record documentation from a
potential vulnerability into a fundamental pillar of patient-
oriented care and clinical excellence. In order to detect any
shortcomings in the existing process of documentation, it became
necessary to undertake this study for evaluating the completeness
of medical records in hospitals. The objective was to bring out
the inadequacies in the documentation process that might affect
the quality of care and safety as well as the legal aspects of
medicine. Hence, this study was designed as an observational
cross-sectional audit assessing completeness of inpatient medical
records to identify areas for improvement.

METHODOLOGY

This study was conducted in the Department of Medicine at
Chaudhary Muhammad Akram Teaching and Research Hospital,
Azra Naheed Medical College, Superior University, Lahore,
Pakistan. This study employed an observational cross-sectional
audit design to assess the thoroughness and completeness of
inpatient medical record documentation. Medical files that were
incomplete due to missing or physically damaged inpatient notes
and ICU files were excluded from the analysis. Ethical approval
for this study was obtained from the Institutional Ethical Review
Committee of Azra Naheed Medical College, Superior
University, Lahore, Pakistan, prior to the initiation of data
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collection (Ref No. ANMC/IRB/2025/022 dated April 30, 2025).
The research was conducted in accordance with the ethical
principles of the Declaration of Helsinki (1964), as amended in
2000. Strict measures were implemented to ensure patient
confidentiality and data privacy. No identifiable patient
information was included in the analysis, and all procedures
complied with recognized ethical standards for healthcare
research.

A standardized evaluation checklist was employed to assess the
completeness of different elements within the inpatient medical
records, developed and previously used by Awad et al.,” based on
Royal College of Surgeons of England guidelines.® The checklist
also aligned with Islamabad Healthcare Regulatory Authority
(IHRA) and Punjab Healthcare Commission (PHC) standards.*!?
Data extraction was performed by a single trained reviewer under
supervision of the principal investigator. The reviewer was
oriented to the checklist and trained on standardized definitions
for each item to minimize subjectivity. No formal inter-rater
reliability testing (e.g., Cohen’s kappa) was performed.

The checklist comprised 43 items, divided into eight sections
including: personal data, history, clinical examination,
investigations, diagnosis, management, admission and discharge,
and legibility.” Each parameter was assessed for every inpatient
record and categorized as either “documented” or ‘“not
documented”. The personal data section consisted of eight items:
patient name, age, gender, occupation, weight, address,
registration/ID number and contact number. The history section
included 14 items covering presenting complaints, history of
present illness, systemic review, past medical history, medication
history and family history. Social history was divided into habits
(smoking, alcohol, addictions) and impact of illness (monetary
loss, relationship breakdown, job loss). Additional history
elements included psychiatric, sexual, gynecological, dietary and
appetite, travel and vaccination history. The clinical examination
section captured documentation of vitals, relevant/focused
system examination and examination of other systems. The
investigations section comprised required tests, test results and
the flow charting of these results. The diagnosis domain included
admission summary, provisional diagnosis, problem list and final
diagnosis. The management section covered medication
prescriptions, interventions or procedures, follow-up instructions
and other patient care instructions such as dietary advice, sexual
care, bed rest and movement restrictions. In the admission and
discharge section, four items were assessed: date of admission,
type of discharge, date of discharge and presence of a discharge
note/slip. Lastly, the legibility that
documentation was readable and that the attending doctor's

section ensured

details were recorded.

This study reviewed all medical records of Department of
Medicine from April 2025 to June 2025, employing a total
population sampling of medical records within the specified
timeframe. Each admission episode was treated as a separate
record; therefore, readmissions of the same patient during the
study period were counted independently, as documentation is
generated per admission encounter. A total of 141 inpatient files
were retrieved; however, 19 files were excluded due to missing
or damaged inpatient notes, as illustrated in Figure 1.
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Accordingly, this study encompassed a sample of 122 inpatient meeting the documentation criteria by the total number of records
medical records. The exact number of files in each exclusion (n = 122) included in the study. Domain-level completeness was
category (missing versus damaged) was not recorded separately calculated by averaging the percentage completeness of items
at the time of data collection. Although exclusion of missing or within each predefined domain. Overall completeness was
damaged files may introduce minimal selection bias, the calculated as the mean percentage across all 43 checklist items.
proportion excluded (19/141; 13.5%) was relatively small and Ninety-five percent confidence intervals (Cls) for proportions
unlikely to significantly affect the overall findings. were calculated using the standard formula for the binomial

distribution. All analyses were purely descriptive as the study
was designed as a descriptive assessment of documentation
completeness rather than a hypothesis-testing analysis.

Data were analyzed using SPSS version 23, with percentage
completeness calculated for each checklist parameter. This
percentage was obtained by dividing the number of records

Total in-patient

Total medical files Missing or damaged records included in the
evaluated: in-patient notes: i
- - study:
141 19 122
Figure 1: Medical data inclusion process
RESULTS results and provisional diagnoses (100%), but flow charts were

present in only a third of records (35.2%) as shown in Table 2.
Admission summaries, problem lists and final diagnoses were
largely complete (>92%). Medication prescriptions and follow-
up instructions were fully documented while interventions, other
patient instructions and type of discharge showed slightly lower
completeness. All notes were legible and included detailed notes

Core personal identifiers and clinical examination were well-
documented whereas occupation, weight and elements of social
and contextual history including psychiatric, sexual,
gynecological, travel, and vaccination histories were frequently
missing as presented in Table 1. Investigations and core

diagnostic elements were well-documented, including tests, of attending doctor.

Table 1: Completeness of inpatient medical records: documentation of demographic data, history and clinical examination of patients (n=122)

Domain Checklist Items Audit Completeness
n (%)
Personal Identifier/Patient Code 122 (100%)
Age 122 (100%)
Gender 122 (100%)
. Occupation 23 (18.8%)
Demographic data Weight 24 (19.6%)
Address 111 (90.9%)
Registration/ID Number 122 (100%)
Contact Number 103 (84.4%)
Presenting Complaints 120 (98.3%)
History of Present Illness 115 (94.2%)
Systemic Review 122 (100%)
Past Medical History 122 (100%)
Medication History 96 (78.6%)
Family History 114 (93.4%)
Social History — Habits: addictions, smoking, alcohol, etc. 107 (87.7%)
History Section Social History - Impact of disease: monetary loss, break up
. . . 57 (46.7%)
of relationship, loss of job, etc.
Psychiatric History 08 (6.5%)
Sexual History 26 (21.3%)
Gynecological History 13 (10.6%)
Dietary and Appetite History 105 (86.0%)
Travel History 24 (19.6%)
Vaccination History 35 (28.6%)
Clinical Examination Vitals 122 (100%)
Focus/Relevant System Examination 122 (100%)
Other Systems Examination 106 (86.8%)
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Table 2: Completeness of inpatient medical records: documentation of investigations, diagnosis, management and discharge (n=122)

Domain

Investigations

Diagnosis

Management

Admission and Discharge

Legibility of Notes

Checklist Items Audit Completeness
n (%)

Required Tests 122 (100%)
Test Results 122 (100%)
Flow Chart of Results 43 (35.2%)
Admission Summary 113 (92.6%)
Provisional Diagnosis 122 (100%)
Problem List 117 (95.9%)
Final Diagnosis 120 (98.3%)
Medication Prescription 122 (100%)
Interventions and Procedures 101 (87.7%)
Follow-up Instructions 122 (100%)
Patient instructions otlller. than follow up: dietary advice, 108 (88.5%)
sexual care, bed rest, limited movements, etc.

Date of Admission 118 (96.7%)
Date of Discharge 122 (100%)
Type of Discharge 106 (86.8%)
Discharge Note/Slip 119 (97.5%)
The notes are legible 122 (100%)
Attending doctor details are written 122 (100%)

When analyzed at the domain level, documentation completeness
was highest for legibility (100%; 95% CI: 98.5-100%), diagnosis
(96.7%; 95% CI: 94.8-97.9%), clinical examination (95.6%;
95% CI: 93.9-97.0%), and admission & discharge (95.3%; 95%
CI: 93.0-96.8%). Management completeness was 94.1% (95%
CL: 91.7-95.9%), and investigations and personal data were
78.4% (95% CI: 74.8-81.6%) and 76.7% (95% CI: 74.1-79.3%),
respectively. The History domain had the lowest completeness at
62.3% (95% CIL: 60.1-64.5%). Overall, documentation
completeness across all assessed items was 80.9% (95% CI:
79.7-82.1%).

DISCUSSION

The present study of 122 inpatient medical records revealed high
overall compliance in documenting core clinical elements such
as personal identifiers, history of illness, clinical examination,
investigations and diagnosis. Documentation was complete for
patient identifiers/code, age, gender, registration number, vitals,
focused examinations and key diagnostic elements in all records.
This reflects strong adherence to basic documentation standards.
However, certain areas demonstrated significant gaps. Social
history related to the impact of disease, psychiatric history, sexual
and gynecological histories, and vaccination and travel histories
were poorly documented. These omissions may reflect
discomfort, time constraints or lack of perceived relevance by
clinicians, but they represent missed opportunities for holistic
care. Similarly, documentation of patient weight and occupation
was notably low, which can affect risk assessments and treatment
decisions. A helpful tool for continuity of care, flow charts
summarizing test results were underutilized, appearing in only
35.2% of the inpatient records. Despite these gaps, management
plans and follow-up instructions were well-documented and all
records met standards for legibility and inclusion of attending
doctor details.

V12 | N2 | April - June | 2026

80

A few other audits in Pakistan have highlighted the need for
systemic changes in medical documentation practices.l11:12
These findings are echoed in this study, suggesting that poor
documentation is a widespread issue rather than an isolated
occurrence. Lorenzetti et al. highlighted audit/feedback, regular
reminders, templates and multi-faceted education as effective
strategies to improve clinical documentation, especially where
electronic medical records (EMRs) are lacking.!® Similar audits
have found active approaches including audit/feedback and
templates to be more effective than passive ones such as printed
materials in engaging clinicians.!®!%!5 Callen et al. also
emphasized the importance of adaptability, system integration
and stakeholder buy-in for successful implementation.'® While
many hospitals now use EMRs with clear benefits,'”!'® paper-
based documentation remains common in numerous hospitals,
underscoring the relevance of this study.

The results of the current study indicate that while the core
clinical documentation is strong, more attention is needed in
psychosocial, lifestyle and contextual areas of patient care.
Targeted training and checklists integrated into electronic records
may improve completeness in these domains.'”?° The lack of
completeness in this study may be attributed to various factors.
These include a poorly designed inpatient medical records
proforma, absence of a structured training program on medical
documentation and time constraints in busy hospital
environments. The low documentation rate for travel,
vaccination, psychiatric and sexual histories, and flow charts of
results could reflect either a lack of awareness regarding the
importance of recording these interventions or inconsistent
clinical practice. Notably, patient occupation and weight, which
are the most basic and fundamental element of any medical
record, were often neglected in this study, which is unacceptable
from both clinical and ethical standpoints. To address these gaps,
revising the inpatient medical records template in line with
established guidelines, conducting regular training sessions for
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healthcare staff and instituting periodic internal audits are
recommended. Additionally, the use of EMRs with mandatory
fields for critical items may also improve compliance.

The shortcomings noted in documentation in some of the areas
including psychosocial, lifestyle, and contextual history taking
(psychiatric, sexual, gynecological, travel, and vaccination
history), in addition to other basic variables such as occupation
and body mass, could be a result of a combination of both
physician-related and systemic issues. As far as physicians are
concerned, the lack of sufficient time to take patients' histories in
crowded wards could mean that acute health issues need to be
addressed first.?!?> The reluctance to obtain sensitive personal
data owing to personal embarrassment or unawareness of their
importance in diagnosis and treatment, alongside variations in
individuals' documentation habits, are other possible reasons for
such inconsistencies. From a systems perspective, workflow
inefficiencies are important contributors to poor documentation.
Patient overload, crowding in wards, and restricted consultation
times could all lead to reduced possibilities for conducting
elaborate clerking sessions.?>?3 The lack of systematic admission
forms which require mandatory filling of particular history taking
sections could ease documentation omissions. Poor staffing,
especially in terms of junior doctors, could hinder proper
documentation procedures. Insufficient training during medical
school education on how to conduct effective medical records is
another contributory factor to such gaps.?*?*

It is recommended that periodic training sessions for healthcare
practitioners on the significance of comprehensive
documentation should be conducted to increase their
understanding and consistency in maintaining proper records.
Regularly scheduled closed-loop clinical audits must be
performed to track improvements and sustain changes in medical
record-keeping. Implementation of standardized admission and
clerking checklists according to established guidelines from
around the world could prevent gaps in clinical documentation.
Improving documentation through quality improvement
programs is important to ensure patient safety and continuity of
care, among other benefits

LIMITATIONS

There are certain limitations which should be acknowledged. The
major limitation was that being a single center study, it limits the
generalizability of the findings to other clinical settings. The
relatively short data collection period may have limited the ability
to capture broader trends or variations in documentation practices
over time. Although the reviewer was trained and supervised, no
formal inter-rater reliability testing was performed, which
represents a major limitation. Reliance on a single auditor may
introduce measurement bias, and limits the reproducibility,
objectivity and internal validity of the findings. Future research
should consider including more than one independent rater while
conducting an inter-rater reliability analysis such as Cohen’s
Kappa. Furthermore, the checklist, while based on established
guidelines, was not formally validated in Pakistani setting.
Finally, ICU, damaged or missing records were excluded and
readmissions were not separately analyzed which could
potentially introduce selection bias. Despite these limitations, the
study provides valuable insight into documentation completeness
and highlights areas for quality improvement.

CONCLUSION

While most components of inpatient medical records were well-
documented in this study, major deficiencies persist in certain
areas critical to patient safety and quality care. Continued efforts,
targeted interventions and possibly systemic changes are needed
to further uphold and enhance documentation practices, thereby
supporting better clinical care and medico-legal standards.

FUTURE RECOMMENDATIONS

Future research should explore integrating mandatory fields into
electronic health records or other systemic solutions to improve
compliance. Based on findings of this study, ongoing monitoring
of documentation is recommended, with targeted efforts to
improve documentation practices. Implementing more
comprehensive training for healthcare professionals on detailed
documentation could help address these deficiencies. To sustain
and further improve documentation standards, periodic audits
and re-audits should be conducted after implementing targeted
interventions, such as staff training, revised record templates or
electronic medical record integration. This will help monitor
progress over time and ensure continuous quality improvement
in inpatient documentation practices.
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