Impact of electronic anaesthetic charts on accuracy and ease of access for patient records. 
 
Sandwell and West Birmingham Hospital NHS Trust introduced anaesthetic electronic patient record (EPR) from September 2021. The record allows drug doses, anaesthetic technique, airway management details and any other anaesthetic procedures performed to be recorded in a standardised electronic format. Real time observations are also recorded via electronic interface between the EPR and the observations monitor. 
We conducted an audit of anaesthetic records before and after introduction of the EPR with AAGBI record keeping guidelines as the standard. We found significant improvement in accuracy, ease of access of previous charts and overall quality of the anaesthetic record. 
 
Method 

 Initial audit (May 2021) 
We randomly selected records of 60 patients who had undergone anaesthesia at the trust with the aim to examine their scanned-in anaesthetic paper chart on the trust electronic system. On the charts available, we noted how well observations were recorded (printed/ handwritten/ unavailable), name of anaesthetist and surgeon, details of airway management, overall legibility of records, and documented completion of recovery handover. 
 
Re-audit (December 2021) 
We randomly selected 60 patient records on the newly introduced EPR. Information recorded here was compared with the earlier audit. 
 
Results

We found significant overall improvement in record keeping after the introduction of the EPR. 
100% of EPR charts were available Vs 80% scanned-in paper charts. Other findings include observations 100% vs 90%, airway management 100% vs 76%, anaesthetist name 100% vs 95%, overall legibility 100% vs 90% and documented recovery handover 100% vs 80% respectively. 
 
Discussion

We found that our EPR satisfies the current AAGBI guidelines recommending “automated electronic anaesthetic record systems, with an accurate summary of information provided by all monitoring devices. These should be integrated into the hospital’s electronic health record system”.
Our EPR is user-friendly as it pre-populates the most common anaesthetic procedures for the anaesthetist. Most records are made by a single mouse click (e.g., grade of intubation). It is time efficient as it automatically uploads key information such as names of clinicians involved, patient and surgery details. A drug formulary is available in the search field and allows drugs names and doses administered to be recorded easily. This minimises documentation errors by producing a highly legible, good quality document.
Dedicated computer terminals are available at the point of care. The automatic digital interface between observation monitor and the computer allows real time electronic recording of observation values with minimal input from the anaesthetist. 
The department provided extensive training before the roll-out and continued to support staff subsequently. 
Methods of training included face to face tutorials, WhatsApp support network and laminated “how to use” guides attached to each computer terminal. 
 


