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1. Introduction

Objective: To determine the quality of operative notes in orthopaedic surgery procedures. 
Background:  As University of Abuja Teaching Hospital Gwagwalada transforms from a 

specialist hospital to a tertiary institution there is the need to improve our practice to conform 

to standard practice and develop a centre for research and teaching. Our hypothesis is that the 

present method of operative note documentation is inadequate and that the quality of note 

written by operating surgeons would be better compare to that of the assistants. Materials and 

Methods: An audit of 120 consecutive orthopaedic surgery operation notes was assessed using 

Royal College of Surgeons of England (RCSE) guideline. The quality of our notes was compared 

to the established standard; also the quality of notes by the operating surgeons was compared 

to his assistants. The data was analyzed with SPSS 17.0. Results: Of the 120 operative notes 

reviewed, 86(71.7%) were written by the assistants, and 34(28.3%) by the operating 

surgeons. The majority of the note did not conform to that in the RCSE guideline. The quality of 

documented notes by the operating surgeon was higher in parameter such as the surgeon's 

name, procedure performed, type of incision, operative findings, closure technique, suture 

used, post operative instructions, post operative fluid management, thrombo-prophylaxis and 

nurse instruction compared to that taken by his assistants and these were statistically 

significant (p<0.001). Conclusion: This study identifies areas of improvements in our operative 

notes. Introduction of proforma and supervision of the assistants by the operating surgeons 

would improve documentation following surgery.

Operation notes are important parts of a patient's medical 

records [1]. Operative note as a continuum of the documentation of 

the patients' care included information on procedure performed 

and the objective findings of the pathology being treated. Mostly 

notes written by junior members of the scrubbed team were 

hurriedly done and included abbreviations. The problems of 

abbreviation in operative notes have been documented [2-3].

As health insurance gradually supports our healthcare delivery 

system, the importance of operative notes would come to fore in 

quality assurance, cost control and lawsuits. The need to 

standardize our operative note as noted in a study[4] to reappraise 

the guidelines developed by the Royal College of Surgeons of 

England [5] (RCSE) would help our practice. Our hypothesis is that 

proforma based operative note will demonstrate significant 

improvements in data collection following orthopaedic surgery 

and that the quality of note written by the operating surgeon 

would be better compared to that of the assistants.
There are many studies [6-16], on this subject but literature search 

did not reveal any from Nigeria at the commencement of this study. 

This descriptive study would compare operative notes following 
orthopaedic surgical procedures at the University of Abuja 

Teaching Hospital Gwagwalada to the standard set by the RCSE
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This study was conducted at the University of Abuja Teaching 

Hospital Gwagwalada in September 2010 using a predesigned 

proforma according to standards prescribed by Royal College of 

Surgeon of England (RCSE) to obtain data from operative notes 

for all orthopaedic procedures done. One hundred and twenty 

consecutive operative notes were retrieved and reviewed 

retrospectively by the first author to determine if it conformed to 

the guidelines set by the Royal College of Surgeons. The data 

reviewed was also used to compare the quality of notes taken by 

the  operat ing  surgeon to  that  of  h is  ass istants .

Data was retrieved by the proforma as described by Khan et al 

[12]. This included presence or absence of information regarding 

patients' data, date and time of surgery, surgeon's name, 

assistant's name, procedure done, type of incision made, suture 

material used, operative diagnosis, preoperative findings, 

complications during the procedure (if any), details of tissue 

removed, closure technique, type of sutures used in closure, 

estimated blood loss, post operative instructions including oral 

intake, intravenous fluids, analgesia, antibiotics and instructions 

for the nursing staff. 

Data was analyzed with Fisher's Exact Test and paired t-test 

where appropriate using Statistical Package for Social Sciences 

(SPSS) 17.0 where the p-value<0.05 was significant.

Of the 120 cases reviewed, 86(71.7%) operative notes were 

written by the assistant, while the other 34(28.3%) operative 

notes were written by the operating surgeon.  Table 1 shows the 

value and percentages for the operating surgeon and his 

assistant and the p-value of the operation note that did not have 

the required input or data recorded. 

Patients' names were missing in 26(21.7%) case notes, 

93(77.5%) had date of surgery written on them and none had the 

time of surgery recorded. Post surgical notes had the name of 

operating surgeon, assistant and the operative procedure carried 

out in 88(73.3%) cases. The type of incision made was 

mentioned in 67(55.8%) of the notes and 49(40.8%) did not 

mention the suturing material used. 

In 36(30%) of the case notes operative diagnosis was not 

mentioned, 73(60.8%) cases mentioned incision type, while the 

details of operative findings were missing in 69(57.5%), and 

3(2.5%) of the case notes reported intra-operative 

complications. In all the notes reviewed details of tissue removed 

was not mentioned while 28(23.3%) stated closure techniques 

and mentioned the suture used in closure. The post operative 

instructions were written on 88(73.3%) of the notes and 

84(70%) had instructions for intravenous fluids. Post operative 

antibiotic were prescribed in 83(69.2%) cases, 34(28.3%) had 

post operative thrombo-prophylasis, post operative analgesics 

was documented in 88(73.3%) of the cases, while 78(65%) of the 

post operative notes had no instructions for the nursing staff.

The operation notes reviewed provided a good spectrum as 

the types of operation and the experience of the surgeon writing 

the operation note [16]. Complete and accurate documentation 

would provide data for continue patients' care, form a basis for 

audit and provide data for research which would improve 

healthcare delivery system especially in a resource challenged 

country like Nigeria. 

In our study, operative notes documentation leaves much to be 

desire due to missing of important information which has been 

shown in many studies [ 3-4, 7-9, 12-16],  reviewed. Hence, this 

study has brought to fore the inadequacies of our operative notes. 

Many studies [5,9,11]  have shown the benefit of using a standard 

proforma based on The Royal College of Surgeons of England 

guidelines to improve accuracy and completeness of operation 

notes.

In this study, all the operation notes were hand written.  This 

was also the findings of Morgan et al [14]. All the notes reviewed 

did not show the time of surgery, this is in consonant with the 

findings of Khan et al [12] that emphasized the medico-legal 

importance of this fact. In the overall notes, the missing data was 

as noted in other works [7-9, 11-16]. In our study, areas in which 

2. Materials and Methods

3. Results
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Characteristics

Table 1: Value and percentage of the operation notes without required 
data point recorded including the p-value.

4. Discussion

(%)

Operating 
surgeon

Assistant 
surgeon

p value

Date

Patient name

Surgeon name

Assistant name(s)

Time of surgery

Diagnosis

Procedure performed

Operative findings

Incision

Complications

Tissue removed

Closure technique

Suture used

Post-op instruction

Post-op fluid

Antibiotics

Thrombo-prophylaxis

Nurses instructions

7/34(20.6%)

4/34(11.8%)

3/34(8.8%)

8/34(23.5%)

34/34(100%)

6/34(17.6%)

2/34(5.9%)

9/34(26.5%)

3/34(8.8%)

32/34(94.1%)

23/23(100%)

6/34(17.6%)

6/34(17.6%)

3/34(8.8%)

2/34(5.9%).

7/34(20.6%)

4/34(11.8%)

8/34(23.5%)

20/86(23.3%)

22/86(25.6%)

29/86(33.7%)

24/86(27.9%)

86/86(100%)

30/86(34.9%)

30/86(34.9%)

60/86(69.8%)

50/86(58.1%)

85/86(98.8%)

67/67(100%)

86/86(100%)

86/86(100%)

29/86(33.7%)

34/86(39.5%)

30/86(34.9%)

82/86(95.4%)

70/86(81.4%)

0.321

0.423

<0.001

0.761

0.112

0.341

<0.001

<0.001

<0.001

0.452

0.112

<0.001

<0.001

<0.001

<0.001

0.243

<0.001

<0.001
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standard could be improved by the  assistant surgeons is in the 

documentation of surgeon's name, procedure performed, type of 

incision, operative findings, closure technique, suture used, post 

operative instructions, post operative fluid management, thrombo-

prophylaxis and nurse instruction. This has been documented in 

studies by Ghosh [16] who noted the need for improvement in some 

of the parameter highlighted in operation notes.

With increase involvement of health insurance in our healthcare 

delivery, potential weaknesses in our operation notes which is a 

legal tender need to be identified and rectified. The use of 

standardized operation note sheet with heading and specified space 

for documentation act as aide- memoires [12]. This aide-memoires 

and proforma based documenting system has been shown to 

improve the quality of documentation [7-9,11-12,14-16].

The use of computerized operation notes [10] compared to hand 

written has demonstrated superior quality, but its use in resource 

challenge country like Nigeria where there is no constant power 

supply would not be appropriate.

This study shows that our operative notes do not contain 

essential information to standardize patient care and provide data 

for research. It also showed that note taken by the operating 

surgeon is better than that of his assistants. Effort should be made 

by most senior colleagues to cross check documentation after 

surgical procedures and an appropriate proforma should be 

redesign to capture important data. 

5. Conclusion
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