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Abstract (300 word limit)
Statement of the Problem: Effective record-keeping is crucial in healthcare. This study aimed to assess and improve the quality of surgical records in the University Surgical Unit (USU) of the National Hospital of Sri Lanka (NHSL). This prospective, quantitative, descriptive study included a sample of 92 patient records in two cycles. Records were scored using the STAR system, consisting of 50 components across six domains. Interventions were implemented between cycles. Pre- and post-audit scores comparison was made between the cycles. Results: A significant increase in total score from a mean of 67.60 ±8.13 in first cycle to 78.04 ±7.25 second cycle was seen. All domains showed enhancement, with Subsequent Entries exhibiting the greatest increase (34.8%) and Anesthetic Records the least (3.31%). Discharge Summary domain achieved a near-perfect score of 94.44±56.14, though the diagnosis was documented in only 50% of records. Despite a 25.89% improvement, the Consent domain remained the lowest scoring. Paired sample t-test results demonstrated statistically significant increase in total score between first and second cycles (t=-5.535, p<0.001); Initial Clerking (t = -2.889, p = .006); Subsequent Entries (t= -7.509, p < .001); Operative Record (t = -3.102, p = .003); and Discharge Summary (t = -3.361, p = .002).

Discussions and conclusion: This study highlights the effectiveness of targeted interventions, including the use of templates and education, in improving the quality of surgical records. By implementing these recommendations, USU of NHSL can continue to enhance its surgical record documentation, ultimately improving patient care and safety.
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Notes/Comments:


This work enlightens the surgical fraternity on enhancing the surgical record keeping and widely applicable for centers across the world
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