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Summary 
Standard medical note keeping is an important aspect of 
patient management , and the importance of completeness 
of patients* records cannot be overemphas ized , especially 
for the purpose of audi t ing, research, and medico-legal 
reasons. It is also an integral part of a good medical prac-
tice. However gross inadequacies a rc of ten noted. Th is 
may be partly due to the fact that until the recent past, 
cases of medical and profess ional ncgl igcncc were un-
common in our env i ronment . T h i s audit exercise was em-
barked upon to assess the s t andard in the depar tment us-
ing the CRABLE Scor ing sys tem wi th a view to s tandard-
izing and improving ou r pract ice. T h e result showed that 
the subsequent entry part of the medica l notes assessed 
was marginally the best wi th a score of 66 .5%. followed by 
initial entry which scored 6 5 . 3 % . w hile consent had a score 
of 57.8%. The w orst aspcct of the notes was the discharge 
summary w ith a mean score of 2 9 % . A total mean score of 
61.6% was achieved. Despite the limitations of the CRABEL 
Score such as the subject iv i ty of the assessment of the 
legibility of entries u n d e r subsequen t entries, and perhaps 
the need to adapt it to our local and pecul ia r environment , 
it is useful as a regular a u d i t i n g m e c h a n i s m to improve 
medical keeping. 
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Resume 
La protection du fichier s t andard est un aspcct important 
du management du pat ient et la documen ta t ion proprc ct 
nctte du fichier du pat ient lie pent pas e t re sous-estimcc. 
cspeciallement pour le but d"audi t , de recherche , ct des 
raisons medico-legales. C est aussi l ine par t ic important 
des pratiques de la b o n n e medic ine . Cepcndan t des g ran -
des f a u t e s s o n t t r c s s o u v e n t n o t c c s d a n s n o t r c 
c n v i r o n c m c n t . p e n t e t r e d u a la n c g l i g c n c c d e s 
proffesionels de sante. Cet te exerc ice d ' a u d i t ctait fai te to 
cvaluer le standard dans le depar te inenl utilisant le systemc 
dc score de C R A B B L E d a n s F o r d r c de s tandard i se r ct 
amcloirer nos pratiques. Lcs resu l tan ts montra icnt que les 
entrees daprcscva luces , c ta ient p lus mci l lcur margina lc-
rocnt avec un score de 6 6 . 5 % qu a Tinitial dc 65 .3%. alors 
que le consentemcnt avail un score dc 57 .8%. L aspect lc 
Plus mauvais des fichicrs ctait lc r e sume dc la dcchargc du 
patient avec un score moven dc 2 9 % . La movennc totalc 
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achcvcc dc 61.6%.Malgrc la limitation dc la siijcctix itc du 
systcme de score dc CRABLE pour reva lua t ion dc la 
lesibilite des entrees ct pent etre le besion dc 1 adaption en 
fonction des rcalitcs locale el cnvironcmcntalc rcgtilicre.I! 
est utile pour usage regulicr du mcchanismc d audit pour 
amcliorcr la protection des fichicrs mcdicaux. 

Introduction 
r h c art of medical note taking is highly essential in pa-
tients carc as history and clinical examination remain the 
most important skills for the doctor despite the emergence 
of modern diagnostic tests or procedures 111. The impor-
tance of completeness of patients' records cannot be o\ cr-
emphasized especially for the purpose of auditing, research, 
and medico-legal reasons. It is also a necessary ingredient 
of a good medical practice. 

It has been noted that doctors usually fail to docu-
ment important information in the patient's notes |2 -4 | 
The result of such omissions can be far-reaching as it may 
lead to. inadequate, inappropriate or wrong treatment, the 
consequences of w hich may sometimes be fatal. 

Adequate training and retraining of doctors in the 
art of good medical note taking and documentation should 
be the goal of a good health carc system. Where there are 
no standard proforma or protocols, there are usually gross 
errors or inadequacies in ihe standards of note keeping (5.6|. 
Il is therefore an essential part of a good medical practicc to 
periodically perform an audit of medical notes to ensure the 
maintenance of an optimum standard of note keeping. 

The CRABEL Score | 6 | developed by Crawford. 
Bcresford and Lafetty. provides such as a protocol for 
standard note keeping. It gives numerical score for the 
essential aspcct of medical records and allows compari-
son between units, firms, specialties and hospitals. This 
audit exercise was embarked upon to assess the standard 
of medical notes in the department using the CRABLE Scor-
ing system with a view to standardizing and improving it. 

Materials and method 
O n e hundred patients treated within a three year-period 
(2000-2002) in the department of oral and maxillofacial sur-
«crv under general anaesthesia whose medical records were 
available were selected. The records in each case note 
selected were assessed and graded using the CRABEL 
Scon « sss .cn, (Appendix 1). A total of >0 marks were 
5 m c . bcuve^n iniMal cn.r .cs <10 , n ^ s » sutecqucn cn-

n o i n a r k s ) consent (5 marks) and > marks were 
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Consent and Discharge letters had five items each with 
each item scoring a point and each omission resulting in 
the deduction of a point. 

Results 
The mean percentage score by initial clerking was 65.3% 
and the maximum scored by any note was 9. while the 
minimum was 4. 

Subsequent entries had a marginally higher mean 
score of 66.5%. with a maximum and minimum score per 
note of 30 and 10 respectivcly. Consent and Discharge 
both had a maximum score of 5 and minimum scores of 2 
and 0 respectively. The mean percentage score for con-
sent was however 57.8% while discharge was 29 (Tab 1). 
Details of notes showed that while patients* bio-data were 
usually almost always fully written, the admitting consultant's 
name and the time of clerking were often omitted. 

Table 1: CRABEL scores for 100 maxillofacial case notes 
at the University Teaching Hospital. Ibadan. 

Item Mean % Maximum Maximum 
score scorc/note scorc/note 

Initial 
Clerking 65.3 9 4 
Subsequent 
Entries 66.5 30 10 
Consent 57.8 5 2 
Discharge 29 5 0 
Mean Total 
Score = 61.64% 

In addition, while signature of the clinician tak-
ing notes was always at the end of each entry, the names 
and post were usually omitted. In consent documentation, 
clinician consistently failed to document risk and compli-
cations appropriate to each surgical procedures. 

Discussion 
Note keeping is an integral aspect of patient management; 
however, this all important matter is not usually given the 
attention and seriousness it deserves |5J. Dhariwal and 
Gibbons [7] found the CRABEL Score to be an objective, 
simple, quick and repeatable instrument for the purpose of 
regular auditing of medical note taking and consequently 
improving it. 

From the result obtained in this audit, the subse-
quent entry aspect was the best part of the entire records 
though marginally so. being only 1.2% ahead of initial 
clerking. The fact that clinicians consistently failed to docu-
ment risk of complications appropriate to the procedure 
while obtaining consent, though these could have been 
verbally communicated to the patient, may be due to the 

nature of design of the consent proforma forms currently 
in use in the hospital which docs not make provision for 
these items. It is however not only necessary to discuss 
the likely complications with the patient for an informed 
decision to be made, but very important for these to be 
fully documented for medicolegal reasons. 

We therefore recommend a redesigning of the 
current consent form to take care of the omissions. The 
discharge summaries were the most deficient with a mean 
score of 29% and in 20% of the notes audited, discharge 
summaries were missing. A mean total scorc of 61.6% 
achieved is considered rather low: this may not be uncon-
nected with the fact that there is no protocol or proforma 
for note taking in the department. 

Another possible factor in some of the gross in-
adequacies is the fact that junior members of the team arc 
often the ones charged with the responsibility of taking 
notes and due to the pressure of work, the more senior 
members of the team have not been providing adequate 
supervision. 

This audit exercise has pointed to the fact that 
there is need to make drastic changes to improve stan-
dards. In view of the various deficiencies detected, we 
recommend the provision of structured protocol for note 
keeping in the department which will help in standardizing 
entries into the patients' records. 

Conclusion 
Despite the limitations of the CRABEL scorc such as the 
subjectivity of the assessment of the legibility of entries 
under subsequent entries, and perhaps the need to adapt 
it to our local and peculiar environment, we rccommcnd 
the introduction of the CRABEL scoring s\ stem as a regu-
lar auditing mechanism to improve medical note keeping 
The importance of regular training and retraining of clini-
cians especially the junior doctors in the art of medical 
note taking cannot be over emphasized. 
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Appendix 1 CRABEL Score |6 | 
Initial clerking (lOpoints) 

• Patient's name (at the top of history 
sheet) 

• Patient's hospital number (at the top 
of history sheet) 

• Referral source (general practitioner 
dentist. A&E) 

• Admitting consultant 
• Date/Time of Clerking 
• Working diagnosis or differential 

diagnosis 



Medical record-keeping maxillofacial surgery 

• Management plan 
• Results of investigations 
• Signature of clinician at the end of 

clerking 
• Name, post and signature of clinician 

Subsequent entries (30 points) 
• Patient's name and number at the top 

of each history sheet 
• Date and time of each entry 
• Heading (ward round a n d consu l t an t ' s 

name) 
• Results (as documented in notes) 
• Notes should be legible 
• Signature, name, post and bleep 

number 
Consent (5 points) 

• Pa t ien t ' s n a m e at top of sheet 
• Hospital n u m b e r at top of sheet 
• Opera t ion in ful l w i thou t abbrevia t ion 
• Risk of c o m p l i c a t i o n s a p p r o p r i a t e to 

the p rocedure 
• S igna tu re s of c l in ic ian a n d pat ient or 

gua rd i an 
Discharge letters (5 points) 

• Pat ient"s de ta i l s ( n a m e a n d address) 
• A d m i s s i o n a n d d i s c h a r g e da tes 
• D iagnos i s a n d m a n a g e m e n t 
• M e d i c a t i o n on d i s c h a r g e 
• Follow tip p l a n s 
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