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Abstract. – OBJECTIVE: Clinical audits en-
able a more responsible and patient-centric 
healthcare paradigm by comparing patient care 
processes to self-defined standard norms. The 
current study is a descriptive prospective ob-
servational analysis performed on data extract-
ed from in-patient active audit files from a mul-
tispecialty hospital based in Delhi NCR, India. 
The files were reviewed to find out if the current 
documentation technique adhered to the ac-
creditation board’s audit guidelines.

MATERIALS AND METHODS: A random sam-
ple of 325 files among all inpatient medical re-
cords from the selected wards of the hospital 
was analyzed in accordance with standard pro-
tocols. The information gathered was primary in 
nature with 15-20 files being audited from differ-
ent wards daily based on fulfillment of Nation-
al Accreditation Board of Hospitals (NABH) cri-
terion.

RESULTS: Active audit data collection was 
lacking in many criteria like desired outcomes 
(25.2%) and others. Educating clinical staff 
about the necessity of accurate form recording 
and hospital-wide consistency of medical re-
cord keeping, providing summary of admission 
and discharge is vital. Utmost care should have 
been taken to ensure that hospital medical re-
cords are maintained in a systemic and scien-
tific manner. 

CONCLUSIONS: There is an acute need for 
proper documentation to improve the quality. 
Active audits of this nature should be made reg-
ular to improve the standard of care over time.
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Introduction

“Audit” is a Latin word, and the verb audio 
(‘hear’) indicates both active listening and the 

action of investigation and interrogation of the 
judiciary. Transferred to the English vocabulary, 
“audit” takes on a meaning of “an official in-
spection of an organization’s accounts, typically 
by an independent body”1. A clinical audit is a 
quality improvement cycle that involves compa-
ring the effectiveness of healthcare to agree-upon 
and demonstrate high-quality standards, then, 
taking steps to bring practice in line with the-
se standards to enhance care quality and health 
outcomes2. The aim of such an audit is continuo-
us improvement of the quality of care through a 
systematic and critical review of current practice 
against explicit criteria and the implementation of 
changes if necessary. The audit is a regular mul-
tidisciplinary activity by which all participants of 
health care, including doctors, nurses, and other 
health professionals, carry out a systematic re-
view of their own practices for the amelioration of 
the system and improving the quality ultimately. 
In previously reported studies2,3, it was suggested 
that in hospitals and health care systems, costs 
can be significantly reduced by using health in-
formatics software for the maintenance of hospi-
tal data collected over long periods of time. The 
judicious use of statistical tools along with such 
advanced technology of big data management and 
proper training can also help in clinical audit and 
its expected deliveries, benefitting patients, hospi-
tals, and eventually the entire healthcare system3.

Clinical audits aim at improving clinical practi-
ce standards where different aspects of patient 
care are compared to expected standards, and im-
provements are made as needed at the individual, 
team, or service level. The results of the re-audit 
can then be utilized to confirm that the modifi-
cations were successful. Likewise, an active au-
dit is the activity of review when conducted on a 
continuous and regular basis of in-patients who 
have not been discharged yet. A series of clinical 
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studies4-7 have emphasized the usage of clinical 
audits in a variety of different clinical specialties. 
Health care systems from developing countries 
have more serious problems of maintaining qua-
lity and mostly rely on the well-known “learning 
by doing” mechanism, which leads to a positive 
correlation between patient volume and outcome 
quality.

The present study has been aimed to determine 
whether the current documentation technique of 
the multispecialty hospital is in compliance with 
the facilities and regulatory body’s (National Ac-
creditation Board of Hospitals (NABH) policies. 
The specific objectives were to identify the exi-
sting gaps as well as to determine the non-com-
pliance rate of the documentation in the active 
in-patient files. This would help in identifying 
and measuring the areas of risk, as well as to im-
prove the quality of care to patients by analyzing 
the shortcomings so as to make recommendations 
for feasible fixes.

Materials and Methods

The present study was an observational pro-
spective descriptive study based on the evaluation 
of the existing data for the period June to August 
2021, sought from a 300 bedded multispecial-
ty hospital of Delhi NCR India, name and place 
withheld due to privacy request. All necessary 
permissions with the concerned authorities were 
taken prior to the analysis. The random sampling 
method was used to determine the sample size 
using statistical power of 80%, an effect size of 
0.20, and a level of significance set at 0.05 with a 
minimum sample size of 300 files was found. 

In this study, a sample size of 325 files was 
analyzed to determine the responses. A standar-
dized quantitative tool (checklist) was used in 
which indications were noted down. The checklist 
included the admission information (date of ad-
mission and serial number), demographics (age, 
sex, and patient number), history, examination, 
investigations, diagnosis, and treatment, atten-
ding doctor, procedures, day-by-day summary, 
and follow-up were all evaluated for complete-
ness of documentation. The primary data source 
involved 15-30 existing files of IPD patients to be 
audited from various wards of the multispecialty 
hospital, particularly the general wards, general 
medicine, general surgery, pediatrics, etc., based 
on compliance with NABH standard criteria using 
the audit checklist and other forms. To determi-

ne non-compliance, random files from various 
wards were thoroughly examined and compared 
to a checklist based on several quality indicators 
as defined by NABH standards. 

Different doctors’ non-compliance was highli-
ghted, and then, measured during the three-mon-
th audit. Likewise, a comparison of different doc-
tors was made to determine which doctors had the 
highest level of non-compliance with reference to 
a specific indicator. Finally, an analysis was per-
formed, and tables/graphs were created to show a 
visual comparison so that corrective action could 
be taken. Apart from the primary data, secondary 
data from the various hospital policies documen-
ts in various departments were also evaluated for 
comparison. Most of the information was col-
lected through observations. Both types of ob-
servations –participative and non-participative – 
were used in learning the function and working 
of various departments.

Results 

In the assessment of the in-patient active file 
audit, we used certain important parameters of 
NABH standards from the checklist and determi-
ned the percentage of various outcome measures. 
Seven quality parameters were used for the analy-
sis. They were non-documentation of the clinical 
outcomes, absence of doctor’s signature in the 
consent form, absence of patient’s signature in 
the consent form, absence of mention of the date, 
absence of mention of consent risks to the patient, 
use of error-prone abbreviations in the medication 
charts and medication charts, neither signed by 
the attending staff nor stamped. 

With reference to the first parameter, i.e., de-
sired clinical outcomes not documented, it was 
observed that out of the 206 files randomly eva-
luated, 53 among them lacked the same (25.72%) 
(Figure 1A). On further assessment, it was found 
that 25 files from the general medicine, 12 in ge-
neral wards, 11 in obstetrics and gynecology, 4 
from general surgery, and 1 from the pediatrics 
department had a deficiency in outcome repor-
ting, respectively (Figure 1A). With respect to 
the second parameter, i.e., absence of doctor’s 
and patient’s signature in the consent form, it was 
observed that 15.5% and 12% of the files did not 
have the signature of doctors and patients in the 
consent form respectively (Figure 1B and 1C). 
The third parameter was about evaluating for the 
absence of date/s in the consent form, and it was 
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Figure 1. A, Percentage of non-documented desired outcomes. B, Percentage of Doctor’s signature (not present) in the consent form. C, Percentage of patient’s signature (not 
present) in the consent form. D, Percentage of dates (not present) in the consent form of the audited files. *Abbreviations. (GM – General Medicine; GW – General Ward; OC – 
Obstetrics & Gynecology; GS – General Surgery; P – Pediatrics).
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found that a meager 3% (5/164) files did not have 
the dates of the consent mentioned (Figure 1D). In 
the assessment of the next category, as shown in 
Figure 2, the first parameter was calculating the 
percentage for reporting of associated risks in the 
consent forms of the audited files; it was observed 
that in 18% of the files, the risks were not men-
tioned (Figure 2A). Similarly, on assessment for 
the absence of signature or stamping in the medi-
cation charts, it was found that in 17% of the au-
dited files, medication charts were neither signed 
nor stamped (Figure 2B). The next parameter was 
regarding the assessment of abbreviations in the 
medication charts, and it was found that 18% of 
the audited files used error-prone abbreviations 
in the medication charts (Figure 2C). Finally, the 
composite score for all the parameters was calcu-
lated to assess the percentage of non-complian-
ce to the NABH standards, and it was found that 
14% of the files audited were deficient in fulfilling 
the set standards. The non-compliance ranged 
from moderate to severe in all ranges based on 
checklist analysis (Table I).

Discussion

Active audit data collection is a very import
ant tool in the evaluation of the quality asses-

sment of the in-patient care delivery in hospitals. 
In the current study, in the hospital under asses-
sment, it was found that the criteria as per the Na-
tional Accreditation Board of Hospitals (NABH) 
were deficient in many files for the various pa-
rameters, including desired outcomes, doctor’s 
and patient’s signature, consent form not filled, 
error-prone abbreviations used, medicines not 
written in capital letters, etc. Assessment of the 
first parameter showed that in 25.72% of the files, 
documentation of the outcome measures was not 
reported, which could affect the delivery of the 
services adversely (Figure 1A).

In an earlier study conducted by Singh et al8, it 
was found that in a multispecialty hospital, out of 
the several wards – like the medical, gynecology, 
obstetrics, surgical, pediatrics, and psychiatry – 
gynecology and pediatric wards were not found 
appropriate and up to date. There was clearly a 
large discrepancy between the standard of re-
cord-keeping in various departments, mostly due 
to avoidable errors, made in sheer carelessness 
and casual approach. It has also been noted by 
Robertson et al9 and Walker et al10 that in sur-
veyed hospitals, it is a common feature that the 

interns/residents are mainly responsible for filling 
in the in-patient records, which are not sincere in 
their duties, resulting in errors and deficiencies. 
They should be taught how to adequately fill in 
the records in a scientific manner, which must be 
monitored by weekly checks of the medical re-
cords by consultants to assure that they are being 
completed. 

The findings of the present analysis also suggest 
a similar situation where carelessness by most of 
the staff leads to such lapses in medical records 
and audits (Figure 1B, Figure 2A, 2B and 2C). 
With no serious monitoring being followed, these 
resulted in audit lapses of callous nature, violating 
the NABH guidelines, ultimately affecting the ef-
ficiency of the health care system. With proper 
training judicious and honest use of audit infor-
mation, the stakeholders of the health care system 
can make improvements in health care delivery, 
benefitting both the government and the patients 
by the synergistic use of health information sy-
stem-generated data. As medical records form a 
very important and critical document in any ho-
spital, they are vital for legal purposes, as well as 
for future planning of the hospital medical care 
system.

Utmost care should have been taken to ensure 
that all hospital medical records are maintained in 
a systemic and scientific manner, using some of 
the state-of-the-art technologies which are easily 
available. This was totally wanting in the present 
random sampling of the audit files. The impor-
tance of the medical records should have also 
been communicated to all the concerned staff. No 
periodic audits of the medical records were done 
by the senior staff, which could have helped to 
determine the possible deficiency in keeping re-
cords. The hospital was found to have been facing 
certain problems like not having clear objectives 
and planning, lack of clarity on the methods of re-
cord-keeping coupled with lack of organizational 
support, which acted as possible challenges for 
lapses in clinical audit causing common discre-
pancies. 

In this regard, it was stated that the health 
care industry gradually generated large amount 
of complex and diverse data, such as record ke-
eping, compliance, and regulatory requirements 
of clinical audit in the absence of proper infra-
structure and management, is not done properly 
for the benefit of the patients. It was suggested 
by some authors3 that expenditures can be signi-
ficantly lowered by employing proper health in-
formatics software whereby statistical techniques 
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Figure 2. A, Percentage of consent risks (not mentioned). B, Percentage of medication charts (not signed or stamped). C, Percentage of medication charts with error prone 
abbreviations in the audited files. *Abbreviations. (GM – General Medicine; GW – General Ward; OC – Obstetrics & Gynecology; GS – General Surgery; P – Pediatrics).
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could be judiciously used for the management of 
big data suggesting appropriate predictive models 
and training which could benefit everyone inclu-
ding patients, hospitals, system making it a su-
stainable3.

Recently, Hill et al11 have compiled a review on 
the applications of continuous quality improve-
ment (CQI), a tool often used in industrial and ma-
nufacturing sectors, in the health care settings too. 
In the present study, this concept was not found 
to be used, as evident from several discrepancies 
observed in the clinical audit analysis of the fi-
les randomly checked from the hospital records 
under investigation. This may be probably due to 
the limited success of CQI, as several uncertain-
ties remain to its effectiveness, given the complex 
and diverse nature of health systems prevailing in 
hospitals of a developing country. Or secondly, it 
may be due to lack of infrastructure, inadequate 
manpower, and management-related issues. Data 
of the present study are well supported by the 
above facts that, due to these challenges, most ho-
spitals may not implement the concept of quality 
control or any tool to remove errors and mistakes, 
which get slowly compounded. 

Some of the limitations of the study observed 
while conducting the study were that the quality 
of the data available could be improved, enga-
gement with clinicians was not optimal, skills 
and training of the stakeholders was not up to 
the mark, feedback was not provided, as well as 
strategies to translate findings into process qua-
lity improvement. It is recommended here that 
instead of wholly depending upon this old con-
cept of CQI, in the clinical audits and removing 
their discrepancies, a mixed approach as conve-
nient to the hospitals or health care system may 
be used, such as lean management, six sigma, 
Plan-Do-Study-Act cycles, and root cause analy-
sis as stated by Rubenstein et al12. On the other 
hand, according to Baker et al13 scientific evi-

dence does not provide clear support about the 
real effectiveness of clinical audits. There could 
be a starting point to design studies and analy-
ses to validate clinical audits in different ope-
rating contexts. Similar conflicting evidence on 
the effectiveness of clinical audit has been pro-
vided earlier by Grimshaw et al14. Thus, in view 
of these citations, we have to deal with caution 
on the applications and effectiveness of clinical 
audits15. It appears that any audit does have an 
impact on maintaining quality through its main 
purpose of official inspection. The aim of such 
an audit is continuous improvement of the qua-
lity of care through a systematic and critical re-
view of current practice against explicit criteria 
and the implementation of changes if necessary.

Conclusions

Clinical audits enable a more responsible and 
patient-centric healthcare paradigm by compa-
ring patient care processes to self-defined stan-
dard norms. They also provide essential input to 
medical practitioners, hospital administrators, 
and policymakers. Educating clinical staff about 
the necessity of accurate form recording and ho-
spital-wide consistency of medical record provi-
ding a summary of admission and discharge is 
vital. Utmost care should be taken to ensure that 
the hospital medical records are maintained in a 
systemic and scientific manner; the use of techno-
logical methods soft wares can be of great help in 
removing errors. The importance of correct me-
dical record-keeping must regularly be exercised 
and communicated as well to all the concerned 
staff, monitored by senior consultants to avoid 
lapses. This can help to determine the possible 
deficiency in keeping records and rectify them 
beforehand, instead of getting piled up and being 
pointed out by clinical audits.

Table I. Percentage of non-compliance to the NABH standards.

 Sl.NO Standards Non_compliance

1 Desired outcomes not documented 25.72%
2 Doctor’s sign. Not present in the consent form 15.5%
3 Patient’s signature is not present in the consent form 12%
4 Date not mentioned in the consent form 3%
5 Risks not mentioned in the consent form 18%
6 Medication charts with error-prone abbreviations. 18%
7 Medication charts without capital letters. 3.7%
8 Medication charts are not signed and stamped. 17%
Total   14%
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