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ABSTRACT 

 It is very important for the treating doctor to properly communicate and document patient records under 

his/her care and give the records to the patients when necessary. It is important for the doctors and medical 

establishments to properly maintain the records of patients for many reasons. It will help them in the scientific 

evaluation of their patient profile, helping in analyzing the treatment results, and to plan treatment protocols. It 

also helps in planning governmental strategies for future medical care. Moreover, it shows the previous 

treatment done and what to be done in the present setting similarly, issue of alleged medical negligence or 

insurance claims can easily be done with proper record. A cross sectional study was conducted among patient 

in different department of the hospital both inpatient and outpatient department (IPD/OPD) a questionnaire was 

administered to the selected respondent. Educating of patient was regularly done at OPD, medical record 

department as well as Radiology department. Result: Out of 1000 respondents 455(45.5) who do not keep their 

medical records after educating them and enlightenment on the proper management of medical records rose to 

871 (87.1). Persistent and regular education and enlightenment of patient yielding positive changes in the 

attitude toward medical record keeping among patient. 

Keywords: Educating Patients, Impact Assessment, Medical Records Storage, Science 

Communication 

 

I. INTRODUCTION 

It is very important for the treating doctor to communicate and properly document patient records under his care 

and give the records to the patients when necessary. Good clinical records are a prerequisite of delivering high-

quality, evidence-based healthcare, particularly where a number of different clinicians are contributing 
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simultaneously to patient care. Unless everyone involved in clinical management has access to the information 

they require, duplication of work, delays and mistakes are inevitable. Records may be held electronically or 

manually, or a mixture of both. 

  Similarly, for continuity of care for patients is to be assured, it is vital to keep good medical records, whether 

they are handwritten or electronic. Health professionals and others are able to use adequate medical records to 

reconstruct the essential parts of each patient contact, without the need to refer to memory. When medical notes 

are sufficiently comprehensive, it is easier for health professionals to carry on where a colleague left off. 

The need for continuity of care for the patient is the main reason to maintain medical records. However, medical 

personnel may also advise their retention in case the patient may come back for follow up or pursues a claim 

after a workplace injury or road traffic accident. Health professionals also find good medical records vital for 

defending a complaint or clinical negligence claim, given the insight that they provide into the clinical judgment 

that was exercised at the time. In general, if records are adequate enough for continuity of care, they will also 

suffice for legal use. (1). 

 Most patient attending NIMS university hospital Jaipur do not keep their records accordingly, it becomes 

difficult for medical personnel to deliver health care services effectively, that usually affect the outcome of care, 

that is white some do not find relief or stay longer in the hospital than expected, this kind of cases mostly 

observed in internal medicine, family medicine, gynaecology and obstetrics care   in diseases like hypertension, 

chronic diabetics, intestinal lung disease etc. 

However, the study intend to educate and enlightened patient attending NIMS hospital and assess the impact of 

educating them on the importance of keeping medical records of their illness especially when there is need for 

follow up or future illness. No any studies related to personal records keeping have ever done by any researcher 

in the hospital, considering it importance to health care that made me to carry out this research. To enlighten and 

educate patient on relevance of keeping medical record of treatment in order to provide better diagnosis and 

treatment in the hospital. 

 

II. METHODOLOGY 

A stratified sampling techniques was done in selecting the patient attending inpatient and outpatient Department 

(IPD/OPD) of NIMS university hospital from January, 2017 to September, 2017.  

2.1 Inclusion Criteria: 1) All patient age ten years and above 

2) All patients who are on the first visit (New patient)  

3) Some selected patient in IPD and those who come for follow up in any department of the hospital. 

2.2 Exclusion Criteria: 1) Patient who came for a visit are not included 

2) Patient who are not given consent for the study 

 A questionnaire was administered to the selected respondent after educating and enlightens them on the 

importance of keeping personal medical records. 

On the first visit as well as follow up, all the presented primary data were collected from the participant. 

At the subsequent visit of enrolment in the study and practices of storage of health records were enlightened and 

assessed simultaneously.  



 

91 | P a g e  

 

Similarly, during any visit the selected patient were re-educated and enlightened again regardless of their 

practices on personal records keeping. 

 At the final visit to the selected patients the relevance and importance of personal record keeping was viewed 

by assessing their practices on important medical documents like radiological investigations(X-rays, ultra-

Sonography, CT scan, lab result, pathological investigations like echocardiogram, electrocardiogram. 

 

III. THE DIFFERENT CATEGORIES OF MEDICAL RECORDS: 

I. Certain records must be given to the patient as a matter of right. Discharge summary, referral notes, and 

death summary in case of natural death are important documents for the patient. Hence, these have to be 

given without charge for all including patients who leave against medical advice. The hospital bill cannot 

be tied up with these sensitive documents that are necessary for continuing patient care. Thus, the above 

documents cannot be legally refused even when the hospital bill has not been paid. 

II. Certain records may be issued after the patient or authorized attendant fulfils the due requirements as 

stipulated by a hospital. This requires a formal application to the hospital requesting for the records. It is 

necessary that the hospital bills are cleared and the necessary processing fee has been paid. The documents 

in this group include copies of inpatient files, records of diagnostic tests, operation notes, videos, medical 

certificates, and duplicate copies for lost documents. It is important that the duplicate copies should be 

marked appropriately. It is not unusual for an unscrupulous patient to use it for multiple insurance claims 

without the knowledge of the doctor. 

III. Certain records cannot be given to patients without the direction of the Court. The outpatient file, inpatient 

file, and files of medico-legal cases including autopsy reports cannot be handed over to the patient or 

relatives without the direction of the Court. But if these medico-legal cases are being referred to another 

center for management, copies of records could be given. However, X-rays are given only after a written 

undertaking by the patient or relatives that these will be produced in the Court as and when required. 

 

IV. FINDINGS  

The study was done in a prospective manner in order to assess the knowledge and level of awareness of patients 

attending NIMS university hospital and the impact of coming to hospital with all relevant medical records at the 

time of hospital visit(s).Similarly, to assess the impact of educating and enlightened them.  

Moreover, their perception on the uses of medical records. At the first visit to the patient 1200 patients were 

enrolled from various unit, sections and department at different days that we visited a particular unit or 

department of the hospital. But only one thousand (1000) were able to be completed with, these patients were 

enlightened and educated at various visit to the hospital especially base on the appointments with their doctors, 

these patients were also evaluated base on their demographic profile. 

Out of 1000 patients only 455(45.5) had their previous records preserved in a good practices of maintaining 

health records. After continuous counselling and educating all the selected patient for the research, we recorded 

a significant changes  at the end of any enlightenment contact with the patient up to the time that it rose to 871 

(87.1).  Conversely,  test for differences was done in proportions, change in their attitude toward medical 

records and carrying time for consultation was found to be at significant( P< 0.001) Therefore, there was 
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significant increase in practice of medical record keeping among patient attending NIMS  hospital as a result of 

education and enlightment. 

       Table One (1) Demographic and Result for Educating and Enlightened Patient Attending 

NIMS Hospital on Personal Records Storage. 

Age group (in years) Male 

 

Female 

 

Total 

 

Preservation of records by Patients                                 

p value 

    First Visit of 

Educating 

Them 

Second Visit of 

Educating Them 

0.01 

Teenagers(10-18) 108(10.8) 115 (11.5) 223(22.3) 455(45.5) 871 (87.1) 223 (22.3) 

Adults   (19-49) 285 (28.5) 308 (38.5) 593 (59.3) 364(36.4) 538(53.8) 593 (59.3) 

Middle age   (50-69) 60(6) 52 (5.2) 112(11.2) 467(46.7) 631 (63.1) 112 (11.2) 

Elderly         (70+) 44 (4.4) 28 (2.8) 72 (7.2) 507(50.7) 743(74.3) 72 (7.2) 

Source of referral       

Self-referral and family 

referral 

260 (26) 162 (16.2) 422 (42.2) 378(37.8) 497 (49.7) 1623 (94) 

Other medical specialties 91 (9.1) 59 (5.9) 150 (15) 235(23.5) 362 (36.2) 59 (3) 

Emergency department 3 (0.3) 0 0 46(4.6) 71 (7.1) 3(0.3) 

Internal Medicine 

Department 

57 (5.7) 40 (4.0) 97 (9.7) 246(24.6) 387 (38.7) 9 (2) 

Laboratory  Department 8 (0.8) 8 (0.8) 16 (0.5) 204(20.4) 342(34.2) 8 (0.5) 

Occupation       

Housewife 65 (24) 9 (0.5) 9 (0.5) 236(23.6) 447 (44.7) 9 (0.5) 

Student 300 (11) 158 (9) 158 (9) 207(20.7) 242 (24.2) 158 (9) 

Businessmen 431 (16) 299 (17) 299 (17) 136(13.6) 202 (20.2) 299 (17) 

Private worker 189 (14) 126 (22) 386 (22) 87(8.7) 103 (10.3) 386 (22) 

Retired (Pensioner) 36 (9) 46 (12) (12) 28(2.8) 32 (3.2) 204 (12) 

Unemployed 207 (16) 187 (25) 428 (25) 74(7.4) 108 (10.8) 428 (25) 

Others 38 (3.8) 27 (2.7) 27 (2.7) 32(3.2) 48 (4.8) 

 

48 (4.8) 

 

 

Table Two (2) Questions and Responses of Patient who do not store their Medical Records 

Responses Number of Patients  

(n= 500) 

Percentage 

Storage not needed as disease cured 

completely 

118 11.8 

Lost their records 156 15.6 

Used for house hold purpose like cleaning dust  62 6.2 

Do not care/ not  necessary 85 8.5 

Give records to children for playing 38 3.8 

Put them in dustbin/Damage or throw 19 1.9 

Making decorative items 65 6.5 

At what time you dispose   
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After the death of patient 68 6.8 

After disease cured   

After the first treatment  134 13.4 

After the Ex-ray 73 7.3 

Got old on its own 78 7.8 

Unarranged/ Incomplete records 136 13.6 

How do you keep them   

Prescription file 80 8.0 

Carry bag made of polythene, paper or cotton 146 14.6 

Without file or bag 209 20.9 

   

Table Three (3) Questions and Responses of Patient who store their Medical Records 

Responses Number of Patients  

(n= 500) 

Percentage 

How did you keep the record   

Flat 187 18.7 

Folded 132 13.2 

Do not care 14 1.4 

Where do YOU keep records   

Hanging on wall 221 22.1 

Hanging on window or door 301 30.1 

On flat surface without cover 38 3.8 

In cupboard, drawer, box or suit case 250 25.0 

Do children reach record   

Yes 45 4.5 

No 291 29.1 

How do you bring them to doctor   

Properly arranged(with respect to date, in one 

place or file or complete records) 

258 25.8 

   

 

Base on the data presented it shows a significant increase in all the patients when compared with time that they 

were not enlightened and educated on proper record keeping. ( The Table 1) shows that proper knowledge on 

the importance of medical record keeping in all persons regardless of gender, occupation and in IPD/OPD, 

however, significant increase is seen among married person compared to unmarried person (Table 1). 

Thus, educating them is targeted among general public with improve proper medical record by patient and 

medical personnel which will lead to delivery of effective health care service delivery in the entire health sector. 
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Moreover, table two (2) and table three (3) shows questions and answers given by the selected patient attending 

NIMS university hospital. 

Discussion: The essence of every medical record keeping is to manage Patient profile, helping in analyzing the 

treatment results, and to plan treatment protocols. It also helps in planning governmental strategies for future 

medical care. Moreover, is of equal importance to see the previous treatment done and what to be done in the 

present or future occurrence of a disease or illness of patient. 

Educating and enlightenment of patient has been done in IPD/OPD through audio visual aids such as 

microphone, Motivation (individual and group) regular group health education and enlightenment of patients, 

patient relatives. In the study of Mashofee, it was mentioned that in 52.2% of the records the principles of 

documentation have not been considered (2). In a study by Babaee, registering the contents of admission sheets, 

of the mainsheets of records, was evaluated with the score 32.7% in teaching hospital, 32.2% private and 29.4% 

in social security hospitals. And all are resulted to poor personal record keeping as a result of ignorance by most 

of the participant. This is in line with our findings as 112(11.2) are ignorant about record keeping (3) Similarly, 

In Sayf Rabiee research results showed that 88% of history sheet and 61% of progress note are not signed by 

intern or residents (2). In Mahjoob research the average documentation of medical records in history sheet 38% 

and in all evaluation are not good or in poor level and the patient given in its poor situation they did not keep it 

in a proper way, this tally with our findings as in (Table three above) which   gave questions and responses of 

the patient who are keeping their personal records. (4). In Esmaieli article mentioned that the documentation of 

history sheet by intern, residents and stager student are in “average “, “average” and poor level, and in progress 

note all group are in poor level of documentation and in summary sheet residents and stager student have a good 

performance this is also in line with our finding   242 (24.2) it was found that student have good medical record 

habit base on the knowledge they acquired and knowing the importance of keeping medical records. (5). In 

Tavakoli’s study 56% of respondent that the poor supervision of attendant on performance of interns and 

residents is the cause of poor documentation. This finding is contrary with our findings because most of the 

patients said that no one had ever supervise them or ask them on how they keep their medical records talk less of 

supervising them.(6). In Rashida’s study final diagnoses and any procedures that performed for patient were not 

recorded in admission sheet, while have been taken many procedure and recorded in other forms (7). This is also 

contrary to our finding as patients said that all diagnosis are recorded in their admission sheet and most of what 

has been done to them were given a copy for reference purposes. 

Base on the final assessment it was discover that the selected patient were taught the proper method of health 

records storage, so that the records cannot be damaged and as improper medical records lead to longer duration 

in hospital. 
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Educating Patient in OPD NIMS Hospital 

 

Individual and Group Motivation on Personal Record Keeping 

 

Staff at Medical Record Department Documenting Patients Records 
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Some Selected Patient at Radiology Department  

 

Some Selected Community Medicine Department  
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Some Selected Patient at Inpatient (IPD) Department  

 

V. CONCLUSION 

 With regular education and enlightenment of patient, made them to realise the importance of personal record 

keeping. That resulted to improved diagnosis, management of patient and prognosis of any case. As the selected 

patients were assessed and there was significant changes on the medical record keeping among patient attending 

NIMS university hospital.  
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