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Abstract

Background: Documentation is the process of recording
of all aspects of Patient care, management including the results
of the initial examination, diagnosis, prognosis, plan of
treatment, interventions, response to interventions, changes
in Patient relative to the interventions, re-examination, and
discharge.

Aim of Study: The current study examined the quality
level of clinical record and documentation of pediatric phys-
iotherapy departments at teaching hospitals and institutes
according to the criteria of the Physical Therapy Chartered
Society Standards to determine points of documentation
lacking and work on solving them to improve the quality of
record and documentation in medical institutions.

Material and Methods: This study was carried as Cross-
sectional study at teaching hospitals and institutes for 310
patient record files which were selected randomly from
Elmatarya Teaching Hospital (100) The National Institute of
Neuromotor system (100), Faculty of physical therapy outpa-
tient clinic (100) and Elsahel Teaching Hospital (10). Assess-
ment of the quality of patient record files was carried out by
using of the standardized patient record audit approved by
the Chartered Society Standards. To describe, assess and
report the quality of the working system.

Results: There are statistically significant differences
among the teaching hospitals and institute in the Assessment,
Examination, Analysis, Implementation, Transfer of care
discharge, Documentation and Patient record conform to the
following requirements axes, however there is critical lacking
in the axis of documentation of informed consent, evaluation
and treatment planning. There is no information technology
system for the patient record files at all Teaching Hospitals
and Institute.

Conclusion: Using of the standardized patient record are
not implemented in the included the Egyptian Pediatric Phys-
ical Therapy Departments at Teaching Hospitals and Institute.
There is no using of electronic medical records.
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Introduction

PATIENTS' records are among the most basic of
clinical tools and are involved in almost every
consultation. They are there to give a clear and
accurate picture of the care and treatment of patients
and to assist in making sure that they receive the
best possible clinical care [1]. Medical records are
used for reporting the activity of hospital services,
monitoring the performance of hospitals, and re-
search to improve the quality of doctors' practice
and hospital services grows, with ever increasing
expectations and costs of medical care [2]. The
quality assurance audit tool has been developed to
facilitate the comparison of physiotherapy service
delivery with that presented in the quality assurance
standards to identify whether the actual standard
has been met [3].

Patients and Methods

The current study took place from July 2016
to July 2017. The total number of patients' record
randomly selected in all the teaching hospitals and
institutes was 310 patient record files which were
distributed as follows: El-Matarya Teaching Hos-
pital, The National Institute of Neuromotor system,
Faculty of physical therapy outpatient clinic and
Elsahel Teaching Hospital.

Assessment of documentation of patient record
files were measured by comparing it with chartered
society standards of physical therapy documentation
and record using record audit tool. The current
study adopts record improvement process which
is documentation analysis to identify what gaps,
if any exist between the actual and desired docu-
mentation of the record file.

Study design: Cross-sectional study at teaching
hospitals and institutes.
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Selection criteria:
A- In respect of hospitals and medical institutes:

Three teaching hospitals and one medical insti-
tutein Cairo and Giza governorates were selected
to represent sample namely:

In Cairo governorate: El-Sahel Teaching Hos-
pital and Elmatarya Teaching Hospital.

In Giza governorate: The National Institute of
Nervous System and The Teaching Outpatient
Clinic of the Faculty of Physical Therapy Cairo
University.

These hospitals and institute were selected as
they represent the majority of teaching hospitals
and institute in both governorates which contain
pediatric physical therapy departments.

B- In respect of patients records sample:

Selection of patients' records depended on the
following criteria:

- A random selection of patients records was
designed.

- At least, there were 12 documented visits for
each patient at selected hospitals or institute.

- The selection of patients' record included only
outpatient records.

- Both genders were included.

- Number of patient record files in each institution
must not be less than 70% of the total number
of files.

Sdlected patients' records:

The total number of patients record selected
in the selected teaching hospitals and institutes
was 310 patient record files as:

- 100 patient record file from El-Matarya Teaching
Hospital which represents 85% of the total
number of the patient files.

- 100 patient record file from the National Institute
of Nervous System which represents 80% of the
total number of the patient files.

- 100 patient record file from Outpatient Clinic at
Faculty of Physical Therapy Cairo University
which represents 70% of the total number of the
patient files.

- 10 patient record file from El-Sahel Teaching
Hospital which represents 100% of the total
number of the patient files.

I nstrumentation:

The current study included measuring of the
quality of the patients record files according to
the patient record audit approved by the Chartered
Society Standards.

Informed consent:

Assessment : (The patient's perceptions of their
needs, the patient's expectations demographic
details, presenting condition/problems, past medical
history, Current medication/treatment, contraindi-
cations/precautions/allergies, social and family
history/life style, Relevant investigation).

Examination: (Observation, use of specific
assessment tool s/techniques, pal pation/handlingthe
result of the outcome measurement is recorded at
the end of the episode of care).

Analysis. (Identified needs/problems, Subjective
markers being identified, and a clinical diagnosis).

Treatment plan: (Time scales for implementa-
tion/ review, goal outcome measures, the identifi-
cation of those who will deliver the plan).

Implementation: (Interventions are implemented
according to the treatment plan, all advice/inf-
ormation given to the patient is recorded, thereis
arecord of equipment loaned and issued to the
patient).

Evaluation: (The treatment plan isreviewed at
each session, subjective markers are reviewed at
each session, objective markers are reviewed at
each session, All changes, subjective and objective,
are documented, Any changes to the treatment plan
are documented, Outcome is measured at the end
of the treatment program).

Transfer of care/discharge: (Arrangements for
transfer of care/discharge are record in the patient's
record, When transferred, information is relayed
to those involved in their on-going care, Discharge
summary is sent in keeping with agreed local
policy).

Documentation: (Patient records are started at
the time of the initial contact, Patient records are
written immediately after the contact with the
physiotherapist or before the end of the day of the
contact, Patient records are cotemporaneous).

Patient record conform the requirements: (Con-
cise, Legible, logical sequence, dated, signed after
each entry/attendance, name is printed after each
entry/attendance, no correction fluid is used, written
in permanent photocopy able ink, errors crossed
with asingleline, errorsinitialed, each side of
each page is numbered, patient's name, either date
of birth, hospital number, number are recorded on
each page, abbreviations are contained within a
locally agreed glossary, written records, computer
records, audio tapes, emails, Faxes, video tapes,
photographs).
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Analyze the data:

When processing the data items that include
'not applicable' responses in these cases the per-
centages should be calculated on the responses
excluding the not applicable Measured in points.

Satistical analysis:

After collecting data, they were coded and
transformed in to specialy designed format to be
suitable for computer processing.

The following statistically measures that will
be used:

Descriptive statistics:
- The one-way analysis of variance (ANOVA).
- Theleast significant difference (LSD) analysis.

Results

Analysis of patient record filesin EI-Matarya
Teaching Hospital results revealed satisfaction of
35.5% of the assessment axis, 25% of examination
axis, 53% of analysis axis, 33% of implementation
axis, 33%of transfer of care axis and 66% of doc-
umentation axis in respect of items within different
axes, 64% of patient record requirements.

Analysis of patient record filesin the National
Institute of Neuromotor System results revealed
satisfaction of 33% of the assessment axis, 75%o0f
examination axis, 66% of analysis axis, 33% of
implementation axis, 33% of transfer of care axis
and 66% of documentation, 57% of patient record
requirements.

Analysis of patient record filesin the Outpatient
Clinic at the Faculty of Physical Therapy Cairo
University represents satisfaction of 44% of the
assessment axis, 68.7% of examination axis, 66%
of analysis axis, 65% of implementation axis, 66%
of transfer of care axis and 65% of documentation
axis, 52% of patient record requirements.

Analysis of patient record files at El-Sahel
Teaching Hospital represents satisfaction of 11%
of the assessment, 33% of analysis and 66% of
documentation axes, 14% of patient record require-
ments.

The results of the table indicate the mean and
the standard deviation of the hospitals and the total
number of them in the questionnaire and the total
value of the questionnaire:

- The table also indicates that the Informed Consent

axis was the overall search sample response not
applicable.
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- The responses to the sample were not applicable
on the axis of Implementation which states Out-
come is measured at the end of the treatment
program from the axis of Evaluation.

- The responses to the search sample were not
applicable on the axis of Documentation and
Axis of Patient records conform to the following
requirement.

The results of the table indicate that there are
statistically significant differences among the hos-
pitalsin the "Assessment, Examination, Analysis,
Implementation, Transfer of care discharge, Doc-
umentation, Patient record conform to the following
requirements” axis.

The results of the table indicate that there are
statistically significant differences among the hos-
pitalsin the total value.

The table also shows that there are not statisti-
cally significant differences among the sample
hospitalsin “Informed consent, Treatment planning,
evaluation and There is evidence that patient
records are retained securely “axis.

Focus group result: That at the National Heart
Institute department of physical therapy in the
institute is concerned only with adult cases and
pediatric cases are assessed and treated by physica
medicine department so we couldn't make evalua-
tion for record files at the institute. The physical
therapists reported that an access of the physical
therapist for the same patient is difficult due to
lack of systematic approach of the patients moni-
toring system and due to lack of physical therapists
number in relation to the number of patients.

Table (1): Patient record files according to their gender.

El-Matarya Institute Faculty Elsahel Total

Male 53 57 56 5 171
Female 47 43 44 5 139

90
80
70
60

Patient number

ly 2y 3y 4y Sy 6y 7y 8y 9y 10y 11y 12y
Patient age
Fig. (1): Patient record files according to cases age .
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Table (2): Patient record files which assessed in the study and Table (3): The percentage of satisfaction on audit tool's axes.
its classification according to diagnosis of casesin
different teaching hospitals and institutes. El-Matarya Institute Faculty El-Sahel
National 0% 0% 0% 0%
El- ingtitute of Faculty of El- Informed consent ( () ( o
Matarya nervous  PrySical oy Totdl Assessment 35.5%  33% 43% 11%
system  therapy Examination 25% 75%  687% 0%
cp 57 73 ” 8 512 Analysis 53% 67%  66% 33%
Erb's palsy 6 3 7 2 18 Treatment planning 0% 0% 0% 0%
Down's 8 8 7 — 23 Implementation 33% 33%  65% 0%
syndrome Evaluation 0% 0% 0% 0%
Spinabefida 1 L 4 - 6 Transfer of 33% 3B% 6% 0%
Torticollis 1 3 2 - 6 '
care/discharge
syndrome A
Myopathy 2 1 1 - 4 Documentation 66% 66%  66% 66%
Orthopedic 29 1 5 - 45 Patient record re- 64% 57%  52% 14%
Total 100 100 100 10 310 quirements

Table (4): The mean value and standard deviation for each axis in different hospital s according to patient record.

El-Matarya Institute Faculty El-Sahel Total
N=100 N=100 N=100 N=10 N=310
Std. Std. Std. Std. Std.
Mean Deviation Mean Deviation Mean Deviation Mean Deviation Mean Deviation

Informed consent  0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000

Assessment 12.200 0.402 12.000 0.000 12.890 0.665 10.000 0.000 12.287 0.714
Examination 4.090 0.288 6.990 0.100 6.650 1.009 4.000 0.000 5.848 1.448
Analysis 4.600 0.492 5.000 0.000 5.000 0.000 4.000 0.000  4.839 0.368

Treatment planning  3.000 0.000 3.000 0.000 3.000 0.000 3.000 0.000 3.000 0.000
Implementation 4.000 0.000 4.000 0.000 4.960 0.197 3.000 0.000 4.277 0.516
Evaluation 5.000 0.000 5.000 0.000 5.000 0.000 5.000 0.000 5.000 0.000

Transfer of care 4.000 0.000 4.000 0.000 5.000 0.953 3.000 0.000 4.290 0.750
discharge

Documentation 5.000 0.000 4.830 0.378 4.950 0.297 5.000 0.000 4.929 0.281

Patient record 21.000 0.000 20.000 0.000 18.940 0.814 18.000  0.000 19.916 111
conform to
the following
requirements

Thereisevidence  8.000 0.000 8.000 0.000 8.000 0.000 8.000 0.000 8.000 0.000
that patient
records are
retained
securely

Total 70.890 0.827 72.820 0.411 74.390 2.025 63.000  0.000 72.387 2.554
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Table (5): Correlation between hospitals in different axes according to patient's record.

. Sum of Mean Square .
Axis Squares df (point) F Sig.
Informed consent:
Between Groups 0.000 3 0.000 - NS
Within Groups 0.000 306 0.000
Total 0.000 309

Assessment:
Between Groups 97.658 3 32.553 166.602* S
Within Groups 59.790 306 0.195
Total 157.448 309

Examination:
Between Groups 537.944 3 179.315 499.139* S
Within Groups 109.930 306 .359
Total 647.874 309

Analysis:
Between Groups 17.935 3 5.978 76.226* S
Within Groups 24.000 306 .078
Total 41.935 309

Treatment planning:
Between Groups 0.000 3 0.000 - NS
Within Groups 0.000 306 0.000
Total 0.000 309

Implementation:
Between Groups 78.302 3 26.101 2079.895* S
Within Groups 3.840 306 0.013
Totd 82.142 309

Evaluation:
Between Groups 0.000 3 0.000 - NS
Within Groups 0.000 306 0.000
Total 0.000 309

Transfer of care discharge:
Between Groups 83.871 3 27.957 95.054* S
Within Groups 90.000 306 0.294
Total 173.871 309

Documentation:
Between Groups 1579 3 0.526 7.044* S
Within Groups 22.860 306 0.075
Totd 24.439 309

Patient record conform to

the following requirements:
Between Groups 250.179 3 83.393 388.761* S
Within Groups 65.640 306 215
Total 315.819 309

Thereis evidence that patient

records are retained securely:
Between Groups 0.000 3 0.000 - NS
Within Groups 0.000 306 0.000
Total 0.000 309

Total:
Between Groups 1525.208 3 508.403 317.272* S
Within Groups 490.340 306 1.602
Total 2015.548 309

(9 : Significant difference.
(NS): Non-significant difference.
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Table (6): Comparison among different hospital in different axes according to patient's record.

M Groups

Dependent Variable ean

P (Point) Institute Faculty El-Sahel

Assessment:
El-Matarya 12.200 0.20000* 0.69000* 2.20000*
Institute 12.000 0.89000* 2.00000*
Faculty 12.890 2.89000*
El-Sahel 10.000

Examination:
El-Matarya 4.090 2.90000* 2.56000% 0.09000
Institute 6.990 0.34000* 2.99000*
Faculty 6.650 2.65000*
El-Sahel 4.000

Analysis:
El-Matarya 4.600 0.40000* 0.40000* 0.60000*
Institute 5.000 0.00000 1.00000*
Faculty 5.000 1.00000*
El-Sahel 4.000

I mplementation:
El-Matarya 4.000 0.00000 0.96000* 1.00000*
Institute 4.000 0.96000* 1.00000*
Faculty 4.960 1.96000*
El-Sahel 3.000

Transfer of care

discharge:
El-Matarya 4.000 0.00000 1.00000* 1.00000*
Institute 4.000 1.00000* 1.00000*
Faculty 5.000 2.00000*
El-Sahel 3.000

Documentation:
El-Matarya 5.000 0.17000* 0.05000 0.00000
Institute 4.830 0.12000* 0.17000*
Faculty 4,950 0.05000
El-Sahel 5.000

Patient record con-

formto the follow-

ing requirements:
El-Matarya 21.000 1.00000* 2.06000* 3.00000*
Institute 20.000 1.06000* 2.00000*
Faculty 18.940 0.94000*
El-Sahel 18.000

Total:
El-Matarya 70.890 1.93000* 3.50000* 7.89000*
Institute 72.820 1.57000* 9.82000*
Faculty 74.390 11.39000*
El-Sahel 63.000

Discussion According to the results of this study the med-

According to the results of this study the med-
ical recordsin El-Matarya Teaching Hospital, The
National Institute of Neuromotor System, Outpa-
tient Clinic at Faculty of Physical Therapy Cairo
University and El-Sahel Teaching Hospital are
lacking of Informed consent documentation because
these hospitals and institutions lack an approved
policy that authorize a patient informed consent
before starting of treatment.

ical recordsin El-Matarya Teaching Hospital, The
National Institute of Neuromotor System, Outpa-
tient Clinic at Faculty of Physical Therapy Cairo
University and Elsahel Teaching Hospital are lack-
ing of Informed consent documentation because
these hospitals and institutions lack an approved
policy that authorize a patient informed consent
before starting of treatment. Informed consent
should beinvolved in medical care, having access
to new treatments that are not currently available,
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receiving care from expertsin the field, contributing
to the advancement of medical research and scien-
tific knowledge [4].

The results of this study mentioned that the
mean values of the axis of assessment documen-
tation for EI-Matarya Teaching Hospital, The Na-
tional Institute of Neuromotor system, Outpatient
Clinic at Faculty of Physical Therapy Cairo Uni-
versity and Elsahel Teaching Hospital were 12.200,
12.000, 12.890 and 10.000 point respectively;
which indicated that the higher value is for the
Outpatient Clinic of the Faculty of Physical Therapy
Cairo University and the least value is for Elsahel
Teaching Hospital. The documentation of each
patient encounter should include physical exami-
nation findings and prior diagnostic test results [5].
Medical record documentation must accurately
report all pertinent facts, findings, and observations.
(6]

In respect of the axis of examination documen-
tation the mean values for EI-Matarya Teaching
Hospital, The National Institute of Neuromotor
System, Outpatient Clinic at faculty of Physical
Therapy Cairo University and El-Sahel Teaching
Hospital were 4.090, 6.990, 6.650 and 4.000 point
which indicate that the higher value isfor The
National Institute of Neuromotor system and the
least value is for El-Sahel Teaching Hospital.
Record must include anything that the patient might
say to describe their condition or any observations
about the patient's condition [7]. The recorder
should avoid using words such as 'appears or
'seems’ and should write all observationsin a
descriptive manner [8].

The results of this study mentioned that the
mean values of the axis of analysis documentation
the mean value for El-Matarya Teaching Hospital,
The National Institute of Neuromotor system Out-
patient Clinic at faculty of Physical Therapy Cairo
University and El-Sahel Teaching Hospital were
4.600, 5.000, 5.000 and 4.000 point Which indicate
that the higher value is for the outpatient clinic of
the Faculty of Physical Therapy Cairo University
and the least is for El-Sahel Teaching Hospital.
The documentation of each patient encounter should
include diagnosis, legible identity of the observer,
clinical impression, Past and present diagnoses
should be accessible to the treating and/or consult-
ing physician, reason for the encounter [5]. Medical
record documentation must include appropriate
diagnosis for the service provided [6].

The result of this study the medical record in
all places are lacking of Treatment planning docu-
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mentation which include Time scales for imple-
mentation/review, goal outcome measures and the
identification of those who will deliver the plan.
However, Every entry in the medical record should
be dated, timed, legible and signed by the person
making the entry. Identify the most senior health-
care professional present (who is responsible for
decision making) at the time the entry is made [9].
Documentation must be presented in alogical and
sequential manner [10].

The results of this study mentioned that the
mean values of the axis of Implementation docu-
mentation the mean value for, El-Matarya Teaching
Hospital, The National Institute of Neuromotor
system, Outpatient Clinic at Faculty of Physical
Therapy Cairo University and El-Sahel Teaching
Hospital were 4.000, 4.000, 4.960 and 3.000 Which
indicate that the higher value is for Outpatient
Clinic at Faculty of Physical Therapy Cairo Uni-
versity and the least value is for El-Sahel Teaching
Hospital. Interventions must be record in a manner
that demonstrates the care of the patient, the benefit
of these interventions, showing why such interven-
tions were necessary, what was done and the out-
come for the patient/client [11]. The record must
include all problems experienced by the patient,
interventions are implemented and their outcome.
[12].

The result of this study the medical record in
all places are lacking of documentation of any
changes to the treatment plan, the treatment plan
reviewing, subjective markers reviewing and ob-
jective markers reviewing, the patient's progress,
response to and changes in treatment, and revision
of diagnosis documentation [5] . Documentation
should demonstrate that the problem has been re-
evaluated and further solutions were sought [12].

The results of this study mentioned that the
mean values of the axis of Transfer of care/disc-
harge documentation the mean value for Elmatarya
Teaching Hospital, The National Institute of Neu-
romotor system, Outpatient Clinic at faculty of
Physical Therapy Cairo University and El-Sahel
Teaching Hospital were 4.000, 4.000, 5.000 and
3.000 point Which indicate that the higher value
isfor the outpatient clinic of the Faculty of Physical
Therapy Cairo University and the least value is
for El-Sahel Teaching Hospital. The discharge
record/discharge summary should be commenced
at the time a patient is admitted to hospital [9].

The results of this study mentioned that the
mean values of the axis of documentation the mean
value for El-Matarya Teaching Hospital, The Na-
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tional Institute of Neuromotor system, Outpatient

Clinic at faculty of Physical Therapy Cairo Uni-
versity and El-Sahel Teaching Hospital were 5.000,
4.830, 4.950 and 5.000 Which indicate that the
higher value is for ElI-Matarya Teaching hospital

and the least value isfor The National Institute of
Neuromotor system. Documentation should be
written as events occur to ensure that all documen-

tation is an accurate reflection of the patient's
condition and care, the record should events as
they occur. If recorder waits until the end of work-

ing day to document the day's events, it can be
difficult to recreate an accurate sequence of events.

Documenting events as they occur guarantees that
important information about the patient's condition

and care is not forgotten if subsequent events take
place[13].

The results of this study mentioned that the
mean values of the axis of Patient record conform
to the following requirements the mean value for
El-Matarya Teaching Hospital, The National Insti-
tute of Neuromotor system, Outpatient Clinic at
faculty of Physical Therapy Cairo University and
Elsahel Teaching Hospital were 21.000, 20.000,
18.940 and 18.000 point Which indicate that the
higher value is for El-Matarya Teaching hospital
and the least value is for El-Sahel Teaching Hos-
pital. Every entry in the medical record should be
dated, timed, legible and signed by the person
making the entry, [9] and record should be complete,
legible, [5] clear and concise so that it is an effective
communication tool. One method of ensuring this
clarity isto document information that is not found
in other entries of the health-care record and which
indicates that the patient's condition and their care
has not changed [14] .

The results of this study mentioned that the
mean value of the axis of total results the mean
value for, EI-Matarya Teaching Hospital, The Na-
tional Institute of Neuromotor system Outpatient
Clinic at Faculty of Physical Therapy Cairo Uni-
versity and El-Sahel Teaching Hospital were
70.890, 72.820, 74.390 and 63.000 Which indicate
that the higher value is for the outpatient clinic of
the Faculty of Physical Therapy Cairo University
and the least value is for El-Sahel Teaching Hos-
pital.

The highest results for the outpatient clinic of
the Faculty of Physical Therapy Cairo University
was attributed to high scoresin the axis of assess-
ment, analysis, implementation and transfer of
card/discharge.

The patient's complete medical record should
be available at al times during their stay at hospital
[9] . On the contrary the medical records of the
patient not available at El-Sahel Teaching Hospital
however a monitoring card was available with each
patient during his visit to the hospital.

The results of the present study indicate lacking
of electronicin all places. However, the electronic
health record should facilitate thoughtful review
of previously documented clinical information.
Ready review of prior relevant information, such
as longitudinal history and care plans as well as
prior physical examination findings, may be valu-
able in improving the completeness of documen-
tation as well as establishing context. Asvaue-
based care and accountable care models grow, the
primary purpose of the electronic health record
should remain the facilitation of seamless patient
care to improve outcomes while contributing to
data collection that supports necessary analyses
[15] . Electronic health record is, the issues ad-
dressed could reasonably apply to any future tech-
nology-enabled system of clinical documentation
[16] and are now widespread in the healthcare in-
dustry [17] . Electronic health record facilitate more
efficient documentation collection and storage,
promote patient safety and quality initiatives by
allowing widespread access to health information,
and allow for transaction of claims datafor profes-
sional and hospital billing.

Conclusion:

The majority of Egyptian pediatric physical
therapists at teaching hospitals document patients
findings without the use of standard tools, thereis
no use for electronic medical records at the physical
therapy departments included in the present study.
There is no systematic way to document medical
records in teaching hospitals.
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