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ABSTRACT

The aim of maintaining the medical records is to meet the legal, training, research, and treatment requirements. Accordingly, a question
arises that to what extent the medical records at teaching hospitals can meet the multiple needs of clients. In other words, what kinds of
objectives are mostly intended with the medical records? In order to answer the question, a study was conducted to evaluate the different
applications of medical records of hospitalized patients. 400 medical records of patients who were admitted in hospitals affiliated to Semnan
University of medical sciences have been evaluated in 2016. A checklist was developed by the authors, after reviewing related literatures.
The results showed that 55% of medical records of patients who were admitted in internal medicine ward have used for legal purposes
and20% of medical records of patients who were admitted in psychiatrist ward have used for therapeutic purposes. The finding showed that
the medical records were more used for legal purposes. The results showed that the medical records of hospitalized patients are used for
various purposes. The nature of hospitalization wards, duration of patient stay, and type of services offered to patients affect the amount and
usage type of the records.

INTRODUCTION

Medical records are valuable documents that are arranged and maintained for continued patient care,
training, research, legal issues, hospital statistics, and evaluation of care and services provided to patients
KEY WORDS by physicians and other health care providers [1, 2]. The accumulation of information in the medical
Appl[COfionl Patient records will increase the quality of care [3]. Medical records department having clinical records can be a
ngcdr'“?%fgs‘;%l major source of information for patient care, qualitative research, training, research, and management
planning. The accurate and appropriate use of medical records reduces reworking, the time, and the cost
consumed [4]. Convenient collection, accurate record, correct application of capabilities at medical
records department, and rapid recovery provide an efficient approach to be applied by managers,
researchers, physicians, and other providers of health services [5]. The basic features to be considered
when using medical records are completeness, accuracy, and quality of data listed in the medical record
[6]. Different tools are employed in hospital promotion plans in order to evaluate the method of encoding
diagnosis and the quality of patient care. One of these tools is the use of medical records of patients [7].
Nowadays, the medical record is not only a means of communication for all people involved in the
treatment, but also reflects the quality of care and treatment of patients [8].

Access to accurate and up-to-date medical information is a determining factor in implementation and
Received: 30 Jul 2016 development of research as well as proper use of environmental technology products for the treatment of
Accepted: 15 Oct 2016 patients. Limited access to important data of patients may retard and/or even hinder the research process
Published: 30 Oct 2016 [9]. In a study, Safdari et al. found that a considerable amount of nursing sheet information was used to
accelerate the cure in 52.5 percent of cases. In addition, the use of medical records was 54 percent in
response to legal issues [10]. Rangraz Jeddi et al. investigated the use of medical records in Iran and
showed that more than 50 percent of medical records information was used in legal issues, most which in
were associated with surgery, specialized wards, and emergency room [11].

The aim of maintaining the records is to meet the legal, training, research, and treatment requirements.
Accordingly, a question arises that to what extent the medical records at the affiliated hospitals of Semnan
University of Medical Sciences can meet the multiple needs of clients. In other words, what kinds of
objectives are mostly intended with the medical records? In order to answer the question, a study was
conducted to evaluate the different applications of medical records of hospitalized patients.

METHODS

400 medical records of patients who were admitted in hospitals affiliated to Semnan University of medical
sciences in Iran have been evaluated. The research was conducted from July 2016 to November 2016. A
checklist was developed by the authors, after reviewing related literatures [10-12]. The checklist consisted
of 50 questions in four sections. The first section included 14 items and focused on kinds of hospital
*C°"95P§;‘£i'|19 Author wards. The second section comprised 19 items and contained types of patient’s reports. The third section
mkqhouei@ydhoo.com consisted 7 items and measured the reasons of the use of patient’s reports. The fourth part included 10
items and was related to kinds of the units requesting patient’s reports. The primary check list was
reviewed for content validity and evaluated by experts in relation to the simplicity and clarity of questions,
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and the relationship between questions. Next, further revisions were made and some statements were
rephrased. Lastly, the final version of the checklist was used. Frequency and percentage was calculated by
descriptive statistics. Ethics approval was obtained from the Semnan University of Medical Ethics
Committee (IR.SEMUMS.REC. 1394.229).

RESULTS

The results showed that 55% of medical records of patients who were admitted in internal medicine ward
have used for legal purposes, 20% of medical records of patients who were admitted in Psychiatrist ward
have used for therapeutic purposes, 5% of medical records of patients who were admitted in psychiatry
and post catheterization wards have used for research purposes and 60% of medical records of patients
who were admitted in eye ward have used for administrative aims [Table 1].

Table 1: The use of patients' medical records for different purposes among clinical departments
Reason to use

Administrative Research Therapeutic  Legal Total
Internal medicine 0’;‘ ég ; 171 gg ?g
0
Emergency N 22 0 3 20 45
% 49 0 7 44 11.25
ccu N 12 0 6 13 31
% 38 0 19 41 7.75
ICU N 29 1 8 24 62
% 47 2 13 38 15.5
Chemotherapy 50 écl) ‘11 133 371 522;
Surgery N 29 2 13 34 78
% 37 3 17 43 19.5
POST CCU N 9 0 0 12 21
% 42 0 0 54 5.25
Post catheterization ;‘ 375 é 120 ég 250
0
N 25 0 7 9 41
Ophthalmology - — 60 0 17 21| 10.25
Psychiatrist N 7 1 4 8 20
% 35 5 20 40 5

The results showed that the medical records were more used for legal purposes [Fig. 1].

® Administrative

139

The findings indicated that admission and summary sheet, record summary sheet (100%) and emergency
sheet (86.8%) have more used than other records. Patient education sheet (1%) had the least use among
patient’s medical records [Fig. 2].
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DISCUSSION

This study was performed to evaluate the use of medical records of hospitalized patients.The findings
suggest that most of the medical records studied were used in legal and administrative cases each with
170 cases and 42.5 percent with the least amount of 7 (1.75%) usage in the training-research area. This
findings are inconsistent with other studies [13, 14]; however, the differences are justifiable given the
differences in the research populations studied. Regarding the high research uses of records, it can be
stated that research information is often extracted through archival records; moreover, any survey needs a
dozen of cases that raises the frequency of medical records usage.

Furthermore, concerning the frequency of medical records usage depending on the application and the
specialized sector in the research population [15], the results of this study showed the highest usage at
the male surgical ward with 78 cases (19.5%) and also at the Internal medicine ward with 60 cases (15%),
but the lowest use was observed at the post catheterization and psychiatrist wards with 20 cases (5%).
The high levels of records available at the specialized surgical ward, including orthopedic, urology, and
neurosurgery are mainly due to the fact that orthopedic, urology, and neurosurgery wards need longer
treatment periods leading to increased use of the records. Therefore, it is recommended that necessary
measures be taken to familiarize students with the importance and roles of the recordsin promotion of
their scientific levels. In addition, the use of medical records will not be finished after 10-15 years but legal
and administrative cases will make most use of them [16].

Considering the fact that correct documentation makes medical records a primary tool for evaluating the
performances and health-treatment cares with an important role in legal and medical studies, hospitals
should seek to identify factors influencing the improvement of documentation quality in order to enhance
the strength of clinical records’ accountability in legal medical cares. The study by Jeddi also showed that
more than 50 percent of medical records information was used in legal cases [11]. The finding shows that
the admission and summary sheets, among all medical records of hospitalized patients, are used more
than the other ones for different purposes. The greater use of these sheets seems to be because of the
fact that they are among the main sheets in patients’ records, which must be attached for any use of the
records.

The results showed that the records of hospitalized patients are used for various purposes. The nature of
hospitalization wards, duration of patient stay, and type of services offered to patients affect the amount
and usage type of the records. Our findings demonstrated that the patients’ medical records are mostly
used in the surgical ward compared to the other clinical wards. The results also denote that the sheets of
medical records are not equally applied with some sheets used far more than others. The results of this
study should be interpreted with caution because the study was conducted using a researcher made
check list method and potential problems, such as, poor understanding of questions and probably bias
answer threaten the results of the study, that is resolved with regard to questionnaire validity and
reliability. Also, non-generalizable results of the study because of being done in a city, is of the other
limitations of this study. But, however, the study results were in line with other studies in this field.
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