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Objective Medical Record Review 

Medical records are critical documents  

 

Completeness, timeliness & legibility 

 

Facilitate continuity of care and communication among all those 

providing patient care services as well as allowing quality 

improvement activities to be performed 

 

Identify opportunities for improvement 



● Open Record Review 

Prospective review  

Usually done by staff  

Allows for immediate feedback to staff  

 

● Closed Record Review 

Retrospective Review 

Usually done by a multi-disciplinary team  

Data discussed in committees 

Type of Record Review 



Review Process 

• Review and evaluation includes records of active patients as well as records of 

discharged patients. 

• Scope:  inpatient areas, outpatient clinics and emergency room  

• A representative sample of records is included in the review process 

• Sample Size : 

 a. Open File Audit ( Inpatients) – Atleast 5-10 % of total admissions (after 48 

 hours of admission).  

 b. Closed Audit  – 100% of all inpatient discharges.  

 

• Monthly/Quarterly data monitoring and review of data. 

 



Team Members 

Medical Record Review is carried out by conducted by the medical staff, nursing staff, and 

other relevant clinical professionals who are authorized to make entries in the medical 

record or to manage medical records. 

 

• Doctor 

• Nurse 

• Physiotherapist 

• Dietician 



Medical Record Review Tool  

● Standard Patient Medical Record Review Tool based on policies 

● The form is intended to be used on an ongoing basis.  

● Identify potential discrepancies in documentation and areas for 

improvement. 

● Continuity of care delivery 

● To assure completeness, timeliness, legibility, use of abbreviations and 

symbols 

● Appropriateness of orders, tests, and treatments 

● Variance and outcome monitoring based on clinical paths or practice, 

guidelines 

● Adequacy of the medical record as a clinical, communicative record 



MEDICAL RECORD 

REVIEW TOOL 



Missing final diagnosis   

Recovery monitoring time 

lines  

Document corrections  

Drug orders – Administration Time 

lines  

Order frequency Vs Administration  

Critical Value reporting not 

done   

Plan of care,   Measurable goals 

and discharge planning 



Critical Value reporting not 

done   

Drug orders in running 

letters  
Plan of care,   Measurable goals 

and discharge planning 



Sample Data Analysis 

Results of the review process to be incorporated into the hospital’s quality improvement program  



Results of the review process to be incorporated into the 

hospital’s quality improvement program  
 

How is this data disseminated? 

 

Is the data used to evaluate the staff? 

Review The Record 

Collect and 

organize data 

Analyze the data 

and take action 

Discuss the data in 

the committees 



IF IT IS NOT DOCUMENTED, IT 

HASN’T BEEN DONE!! 


