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ABSTRACT
Background/Objectives: Discharge summary is an essential documentation tool in the patients’ health
records that recapitulate the very essence of seeking care. It is the most versatile communication tool in
the patients’ health records. The quality of documentation in the discharge summaries is waning and
there are recorded cases of gross under-utilization of the summaries, illegible documentation and
recurrent record deficiencies in the patients’ health records. Design/Methods: The study was a
retrospective review of health records of inpatients discharged in the hospital between 1st January and
December 31st 2015. A health records review form adapted from WHO was used to assess the quality of
discharge summary. Results: Most of the inpatient health records were found without completed
discharge summary form, whereas the majority of these records were clinically coded. Conclusion: The
challenges of gross under-utilization of discharge summaries persists in the index hospital even after a
ten years gap of a data quality study in the hospital. Attitude of physicians toward clinical
documentation tends to threaten effective communication among care givers and as a result, may
negatively affect care process and service delivery to the teeming patients. The study therefore
recommends institutionalization of clinical documentation improvement program, training and retraining
of all healthcare providers on the imperatives of quality documentation.
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INTRODUCTION
A discharge summary (or clinical resume)

is the handover document that explains to the next
healthcare provider contributing to the care of a
patient, the reasons for the patient hospitalization,
treatments and services received in the hospital
and all information needed to pick up the care of
the patient quickly and effectively1. A hospital
discharge summary is a document prepared by the
attending physician (usually a junior physician) of
a hospitalized patient, which summarizes the
admitting diagnosis, the diagnostic procedure

performed, therapy received while hospitalized,
clinical course during hospitalization, prognosis
and plan of action upon the patients’ discharge,
with stated time to follow up2.

It must briefly contain reasons for
hospitalization, significant findings, procedures
and treatments provided, patients’ discharge
condition, patient and family instructions (as
appropriate) and the attending physician’s
signature3. The discharge summary is a universal
veritable tool that facilitates quality
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communication between care providers, enhances
clinical coding process and it is a concise
recapitulation of the patients’ course in the
hospital4.

Health records document the pertinent
facts of a patients’ life and health history,
including past and present illness (es) and
treatment(s) and they are the visible evidence of
the hospital’s clinical activities and
accomplishments5,6. Documentation in the patient
health records is an important legal and
professional requirement and an essential
responsibility of all healthcare providers. The
records form a key source of data for clinical care,
medical research, statistical reports and health
information systems. The purpose of keeping these
records is to ensure continuity of care and to share
relevant information with other members of the
multidisciplinary healthcare team5.

The information contained in the record is
essential, but the process of documenting it is
often considered a lesser priority by many
healthcare givers. The value of health records is
ultimately dependent on their completeness and
accuracy in providing patients’ health information.
Inadequate physician documentation may affect
the clinical coding process, accurate interpretation
of medical charts by coders and consequently, the
validity of administrative data5,7. Availability of
data has always been a challenging task for
healthcare system across the globe. For instance,
there is a preponderance of fragmented health data
in Nigeria and the world over and there exist
significant gaps in health data harmonization8,9.

Discharge summaries are among the most
important tools for transferring information from
hospital physicians to other physicians and a
means of communication between the physicians
and Health Information Management (HIM)
professionals in charge of clinical coding
processes and admission and discharge analysis. It
is prepared and permanently inserted into the
patients’ health records upon discharge of the
patient. For optimal care, the discharge summary
is transmitted on point-of-care and reviewed by

the next healthcare provider attending to the
patient2. Writing discharge summaries is
traditionally the task of junior physicians, learnt
either through formal or on-the-job training.

Documenting discharge summaries, like
every other clinical documentation component of
the patient’s health records, is often seen as a
lower priority for pressurized junior physicians,
who might not have had sufficient feedback and
supervision on how to produce high-quality
summaries1,10. Working with estimates has been
proven to have failed in tackling underlying health
problems therefore; timely and effective health
data quality is important to good healthcare
practices8. Communication in healthcare is very
essential and it is central to practicing medicine.
The discharge summary is a veritable tool for
ensuring seamless communication among care
givers; however, communication among
healthcare providers has been poor over time11. .

Poor communication in healthcare wastes
providers’ and patients’ time, threatens patients’
care, presumes avoidable errors and can lead to
injury and death11. The quality of discharge
summaries documentation is waning and there are
recorded cases of gross under-utilization of the
summaries, illegible documentation and recurrent
record deficiencies in the patients’ health records12.
This has led to poor intra- and inter-professional
communications, prolonged patient waiting time
due to inefficient information retrieval process,
provider’s man-hour loss, coding inaccuracy, and
difficulty in the continuity of care and it may lead
to preventable death. There is growing awareness
among physicians and other healthcare providers
on these inadequacies and attendant quests to
actually understand the contributory factors to the
documentation menace in the hospital.

The hospital is also working toward
migration from complete paper-based health
records onto electronic medical records therefore,
efforts need to be in place for clinical
documentation quality improvement in order to
avoid “garbage-in garbage-out” syndrome in the
full wake of electronic environment in the hospital.
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This study therefore sought to determine
availability and adequacy of discharge summaries
in the patients’ health records at Federal Medical
Centre, Bida, Nigeria.

.
METHODS

Study setting
This study was carried out at Federal

Medical Centre, Bida, a 350-bed federal tertiary
hospital located at the Efu Etsu Yisa ward of the
ancient Bida town in Niger State, North-Central,
Nigeria. Federal Medical Centre, Bida, which is an
offshoot of the Colonial Hospital built in 1937 and
later on transferred to Niger State, was established
in 1997 as a tertiary hospital owned by the Federal
Government of Nigeria. .

Study design
The study was a retrospective review of

health records of inpatients discharged in the
hospital between 1st January 2015 and December
31st 2015.

Study population (health records)
The patients’ health records considered

were discharged health records of the 11, 238
patients, who were admitted and discharged in the
hospital in the year 2015.

Sample size
From the 11, 238 inpatients’ health records

within the period, the sample size computed, using
the popular sample size calculator, Taro Yamane
was 386. The computation goes thus:

n =

N

(1+N(е)2)
Where:
n = sample size
N = population under study
е = margin error

n =
11, 238

(1+11, 238 (0.05)2)

n =
11, 238

(1+11, 238 (0.0025))

n =
11, 238

(1+28.095)

n =
11, 238

29.095

= 386.25
= 386 patients’ health records

Sampling techniques
For records selection, the study deployed

systematic sampling method, where nth term was
selected across the total records in the hospital
during the period under review. The regular
format for daily inpatient census, called Daily
Ward Statement form was used as the sample
frame as it contains hospital unit number (unique
identifier) and details of all admitted patients
within the period under review.

Data collection tools
The study used a 15-item Health Records

Review Form for the evaluation of discharge
summaries in the patients’ health records. The
instrument contains the six major cardinal points
of a standard discharge summary. These are
patient’s details, treatment and medication,
principal diagnosis, discharge plans, followup
details, physician’s details and dates of admission
and discharge.

Data analysis and management
The Statistical Product and Service

Solutions (SPSS) Version 21 was used to analyze
and compute the data. Descriptive analysis
featuring frequency distribution was performed.
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Inclusion and exclusion criteria
All health records of patients admitted in the
period under review were appropriate/eligible for
selection into the study.

Ethical considerations
The ethics approval to conduct this study

was obtained from the Health Research Ethics
Committee of Federal Medical Centre, Bida.
Considering the challenges in obtaining granular
informed consent from the patients, who are the
subjects of the records, a waiver from the
Committee was sought for informed consent.
Meanwhile, selected records were de-identified
such that no part of the individual or collective
records can be traced to the research. In other
words, any variable, data item or personal
identifiable information that can be easily traced
or linked to any of the subjects of the records was
avoided in order to ensure privacy and utmost
confidentiality.

RESULTS
. From Table 1, more (124, 50.8%) of the
patients’ health records reviewed were from the
Male Medical Ward (Ward II) as against the
Female Medical Ward (Ward I). Discharge
summary form was not inserted in more than half
of the records (129, 52.9%), patient name (207,
84.8%) as well as hospital number were not
documented in most of the patient s’ health
records.

Only few (28, 11.5%) of the records had
discharge summary completed, date of admission
stated; admitting ward stated; treatments and
medications stated, principal diagnosis
documented; followup details mentioned;
physician’s name and signature explicit; and date
of discharge stated. Discharge plan was clearly
documented on few occasions (29, 11.9%) and it
is evident that most of the records (234, 95.9%)
were clinically coded and code number assigned
accordingly.

Table 1: Documentation of discharge summary in the
records

Admitting ward N %

Ward I 120 49.2

Ward II 124 50.8

244

Yes % No %

Discharge summary inserted 115 47.1 129 52.9

Summary completed 28 11.5 216 88.5

Patient name entered 37 15.2 207 84.8

Hospital Number entered 31 12.7 213 87.3

Date of admission stated 28 11.5 216 88.5

Admitting ward stated 28 11.5 216 88.5

Medications given stated 28 11.5 216 88.5

Principal diagnosis documented 28 11.5 216 88.5

Discharge plans stated 29 11.9 215 88.1

Follow-up details documented 28 11.5 216 88.5

Physician name documented 28 11.5 216 88.5

Physician signed the summary 28 11.5 216 88.5

Date of the discharge stated 28 11.5 216 88.5

Patient's health records is coded 234 95.9 10 4.1

DISCUSSION
Our study of availability, adequacy and

correctness of discharge summaries has shown
that there has not been any improvement in
clinical documentation and health data quality at
Federal Medical Centre, Bida since 2012, the year
of publication of the first data quality study in the
hospital12. This is in congruence with the work of
Walraven et al., where the effects of discharge
summary on hospital readmission was assessed13.
The study, discovered low availability of this very
important document, whereas, reported that in few
instances, where the document was available, it
decreased the risks of readmission13.

Similarly, Were, et al., corroborated the
findings that the discharge summaries were found
not comprehensive enough to reflect tests with
pending results; that such deficiencies in
documentation could be owing to complex and
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systemic reasons and that it may not be due to
healthcare providers’ experience/skills/attitude,
patient characteristics or test characteristics13,14.

In the same way, Adeleke et al., revealed
gross under-utilization of discharge summaries,
whereas, reported that in few instances, where the
document was available, it was well documented12.
Were et al.. went further to advocate for an
improvement in incorporating pending results and
follow-up by healthcare providers into the
discharge summary14. In a related development, So,
et al. noted that poorly documented charts in the
patients’ health records compared to well-
documented charts thwarted the agreement
between chart review data and administrative data;
and negatively led to the mis-classification of
diagnosis as uncertain.

In a related development, junior residents
in a study of discharge summaries decried that
information contained in the discharge summaries
was not checked for accuracy before being sent to
other care providers in the system and that most
resident physicians were not adequately equipped
to complete discharge summaries15. Due to a lack
of or poorly written discharge summaries, there
was poor information exchange between care
providers contributing to the care of the same
patient, which may hinder continuity of care to the
patient13. Improved clinical documentation and
communication have been shown to result in
improved accuracy of measures of mortality,
injury severity, and co-morbidities16.

When health record is properly managed, it
transcends into good patients’ care management,
better health outcome and improved patient
satisfaction. It is the responsibility of all
healthcare providers to ensure the maintenance of
quality documentation in the discharge summaries
and the entire patients’ health records.

Limitations to the study

Not all the records enlisted in the sample
frame were reviewed due to non-availability of the
records on shelves as at the time of data
abstraction.

CONCLUSION
The challenges of gross under-utilization

of discharge summaries persists at Federal
Medical Centre, Bida even after a decade of
waiting post data quality study in the hospital.
Attitude of physicians toward clinical
documentation tends to threaten effective
communication among care givers and as a result,
may negatively affect care process and service
delivery to the teeming patients. .

Recommendations
1. Institutionalization of clinical documentation

improvement program has become necessary.
2. Training and retraining of all healthcare

providers on the beauty of quality
documentation.

3. There is need for a followup study of factors
contribution to poor attitude toward discharge
summary documentation in the hospital.
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