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Medical documentation in a busy UK teaching
hospital eye casualty-is there room for
improvement?
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The medical documentation surrounding adverse incidents is one of the first things to be
reviewed. We set out to assess the quality of Medical Documentation in our Eye Casualty.
A retrospective manual analysis of patient paper records was undertaken. The notes were
randomly selected and evaluated using set of criteria compiled from a combination of
NHSLA and NICE1 guidelines.
We found the standard of documentation was comparable to that of the previous audit
cycle (P=0.03619). The expected standard was met for all elements of the guidelines and
there were improvements in some areas. Overall the standard of documentation within Eye
Casualty compared favourably to the expected standard. Methods of improving quality
include increased education at local teaching and trainee inductions and in our unit this
seemed to have a positive effect on maintaining a high standard.
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Introduction
When adverse events occur, documentation surrounding the incident
is one of the first things to be reviewed. As a result the UK NHS Litigation
Authority1 (NHS LA) and National Institute for Health Care and Excellence1
(NICE) produced a set of guidelines for the expected standard of Medical
Documentation.
As part of the Ophthalmology team we set out to assess the quality of
Medical Documentation in our Eye Casualty. This is something that has been
audited in the department previously. Following on from the audit there has
been a big push to increase awareness of the need for robust documentation,
which has taken place at the induction of new junior doctors and Consultants
as well as at Grand Round teaching.

Methods
The audit took the form of a retrospective manual analysis of patient paper
records, there were no electronic paper records used in Eye Casualty at the
time of the audit. Consent was gained from the departmental audit lead and
no ethical approval was required prior to commencing the audit. The inclusion
criteria were the patient being seen in Eye Casualty within a set two month
period between 1st July 2016 and 1st October 2016. The notes were randomly
selected and evaluated using set of criteria compiled from a combination of
NHSLA and NICE1 guidelines seen in Table 1.
Table 1 Criteria for evaluating the standard of medical documentation

t-test. We found the standard of documentation was comparable to that of
the previous audit cycle (P=0.03619). In some areas such as documenting
intraocular pressure and dilating where appropriate there was an improvement
(Table 2). The expected standard was met for all elements of the guidelines.
Table 2 Comparison of RCOphth expected guidelines to 1st and 2nd audit
cycle results
Criteria

Expected
standard

Aug 2014
(n=20)

Jan 2016
(n=20)

Notes should be dated

100%

100%

100%

Notes should be signed and
have identifiable name

100%

100%

100%

Notes should contain a
diagnosis (or differential)

100%

100%

100%

Notes should contain a
management plan

100%

100%

100%

Intraocular pressure should be
measured where appropriate

80%

30%

90%

Patients should be dilated
where appropriate

80%

50%

72%

Discussion
As clinicians medical documentation is one of the first things to suffer
when we become stressed or busy. However it forms the foundation of a
medico-legal defence. The mantra “if it isn’t documented, it didn’t happen”
should always be in the forefront of the mind of a clinician.

1

Notes should be dated

2

Notes should be signed and have identifiable name

3

Notes should contain a diagnosis (or differential)

Conclusion

4

Notes should contain a management plan

5

Intraocular pressure should be measured where appropriate

6

Patients should be dilated where appropriate

Overall the standard of documentation within Eye Casualty compared
favourably to the expected standard. This study highlights the benefit of
improving the quality of medical documentation by having increased education
at local teaching and trainee inductions. This study agrees with other studies
that show that improved education improves medical documentation standard
and doctor’s performance.2 A pro forma specifically designed for clerking Eye
Casualty patients should also be introduced as a useful aide-memoire for the
busy Eye Casualty setting to ensure that standards are maintained.

Results
The data set was tested for normality using Kolmogorov-Smirnoff testing
and the current and previous audit cycles were compared using the paired

Submit Manuscript | http://medcraveonline.com

MOJ Anat & Physiol. 2018;5(3):209‒210.

209

© 2018 Ridyard. This is an open access article distributed under the terms of the Creative Commons Attribution License, which
permits unrestricted use, distribution, and build upon your work non-commercially.

Medical documentation in a busy UK teaching hospital eye casualty-is there room for improvement?

Acknowledgements
None.

Conflict of interest
This author has no conflict of interest to disclose.

Copyright:
©2018 Ridyard

210

References
1. Gov.uk. NHS Litigation Authority–GOV.UK. 2018.
2. Mann R, Williams J. Standards in medical record keeping. Clin Med
(Lond). 2003;3(4):329–332.

Citation: Ridyard EJ. Medical documentation in a busy UK teaching hospital eye casualty-is there room for improvement? MOJ Anat & Physiol.
2018;5(3):209‒210. DOI: 10.15406/mojap.2018.05.00193

