
 

Southside Endoscopy Centre 
 

Topic: Medical Record Audit 
Conducted by:  Clinical Coder 
 
Dates Audited: 3/11/25    -   3/12/25    
 
Audit Carried Out: 22/3/26    -    30/3/26 
 
No of Medical Records:  100 
No of Anaesthetic Records:  200 
 
Criteria: 

 Results Notes 

1. Identification data to be included on the front cover of the medical record 

Name; DOB etc 0/100  

Medicare no; health fund no. 0/100  

Referring doctor; date of referral 0/100  

2. Allergies 

Allergies completed and sticker 0/100 
 

 

3.  Consent forms 

Procedure consent – signed, dated 
and witnessed 

0/100  

Time out Stamped on Procedure  
Consent Form  

0/100  

All questions ticked ‘Yes’ on consent 
form   

0/100  

Time Out Stamp initialed by Nurse  0/100  

Patient Label initialed by patient 0/100  

Informed financial consent – 
completed, signed and dated 

0/100  

Use of personal information consent 

Completed, signed and dated 
0/100  

Next of Kin   0/100  

4.  Patient health status and history 

Completed and signed 0/100  

Referral present and signed 0/100  



 

Colonoscopy preparation checklist 
completed and signed and dated if 
relevant 

1/100 
 
 

UR  31576 1/12 – a couple of questions missed 

Medication Instructions (RN to 
complete) 

6/100 UR  126329 24/11 – no date or initial 
UR  94413 26/11 – no date or initial 
UR  110153 27/11 – prep unspecified, no date or initial 
UR  104746 1/12 – no initial 
UR  37547 1/12 – prep unspecified 
UR  73565 2/12 – no initial 

5.  Procedure, recovery and discharge dates and times 

Date of admission 0/100  

Time of admission 0/100  

Time procedure commenced 0/100  

Time in recovery 0/100  

Time of discharge 0/100  

 

6.  Anaesthetic record 

Anaesthesia Discussion  
Procedure Risks and Outcomes  

0/200 
 

 

Procedure record – sedation drugs 
recorded 

0/200 
 

 

Procedure record – BP, PR and SaO2 0/200 
 

 

Procedure record – ASA score 2/200 
 

UR  12075 6/11 
UR  124778 14/11 

Procedure record – IV, oxygen, 
position 

17/200 
 
 

IV  UR 109406 6/11; UR 53096 6/11; UR 126472 6/11; 
UR 126341 10/11; UR 126460 10/11; UR 77117 8/12; 
UR 107106 13/11; UR 40456 20/11; UR 97118 27/11; 
UR 121793 27/11 
Oxygen  UR 97277 6/11; UR 79062 11/11; UR 102073 
13/11 
IV, Oxygen & Pos  UR 93104 10/11; UR 126496 28/11; 
UR 126554 28/11 
Pos  UR 120909 2/12 

Procedure record – anaesthetist’s 
signature 

1/200 
 

UR  94664 11/11 

Post Anaesthetic Care (page 2) 
Clinical Handover Received Initialed  

2/200 
 

UR  126455 12/11 
UR  126278 12/11 
 

Vital Signs Record completed  0/200  
 

7.  Nursing actions (recovery) 

Stage 1 recovery checklist and 
initialed 

2/100 UR  95101 20/11 – not completed 
UR  126507 1/12 – not completed 

8. Diagnostic finding record  

Procedure report completed and 
accurate 

0/100 
 

 



 

Withdrawal time at least 6 minutes 
(colonoscopy) 

0/100  

Bowel prep type and degree of bowel 
cleansing recorded 
 

0/100  

Report signed 
 

0/100 
 

 

Anaesthetic drugs recorded and 
match what is recorded on 
anaesthetic record 

1/100 UR  126511 26/11 

Recall/s recorded correctly in Med Dir 2/100 UR  126513 20/11 – letter says colon but entry says 
colon/endo 
UR  35771 25/11 – Repeat colon entered but not repeat 
endo for gastric intestinal metaplasia on biopsy (check 
with Dr Miros) 

9.  Scope identification and cleaning 

Scope identified 1/100 
 

UR  107801 20/11 – not scanned 

Disinfection/Rinsing record present 1/100 
 

UR  107801 20/11 – not scanned 

Cleaning operator initialled 
 

1/100 
 

UR  107801 20/11 – not scanned 

Checked by initialled  3/100 UR  107801 20/11 – not scanned 
UR  24372 20/11 
UR  126484 2/12 – on endo 

10.  Clinical Pathway 

Pre-admission  (all sections complete) 2/100 UR  107801 20/11 – not scanned 
UR  104601 1/12 – one box missed 

Infectious screening – actioned with 
initials/cross 

3/100 UR  107801 20/11 – not scanned 
UR  98883 26/11 
UR  104601 1/12 
 

Pre-operative (all sections complete) 
 

1/100  UR  107801 20/11 – not scanned 
 

Risk Rating for Pressure Injuries 
completed.  

1/100 UR  107801 20/11 – not scanned 
 

Falls Risk Rating – 
High/Moderate/Low (on Clinical 
Pathways)  

1/100 UR  107801 20/11 – not scanned 
 

Post-operative 3/100 UR  107801 20/11 – not scanned 
UR  126407 26/11 
UR  126507 1/12 

 
 
 
 
 



 

 

11. HANDOVER  

3 areas of handover completed:  
Pre-admission , Pre-Operative, Post 
Operative (all on Clinical Pathways 
form) 

1/100 UR  107801 20/11 – not scanned 

 
 

12. Discharge Checklist 

Checklist completed and signed 
IF APPLICABLE: Written information 
has been given re: starting 
medications (i.e. plavix/Warfarin) 

0/100  
 
 
 
 Discharge instructions signed by 

patient  
0/100 

 

13.  Complete episode scanned into Medical Director 

Check all documents for the episode 
have been scanned. 

• Admission Forms and Use of 
Personal Information Consent 
 

• Colonoscopy Cleaning Record 
(plus dockets) 

 
4 page perforated document: 

• Anaesthetic Record 

• Vital Signs 

• Recovery 
 
 
 

• Clinical Pathway  
 

• Referral  
 

• Procedure Consent Form  
 

• Financial Consent Form 
 

• Recovery Record Checklist  
 

• Discharge Instruction  
  

• Miscellaneous Documents 
pertaining to episode. 

 
 

0/100 
 
 

1/100 
 
 
 

0/100 
0/100 
0/100 

 
 
 

1/100 
 

0/100 
 

0/100 
 

0/100 
 

0/100 
 

0/100 
 
 

0/100 

 
 
 
 
 
UR  107801 20/11 
 
 
 
 
 
 
 
 
 
UR  107801 20/11 

 


