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Introduction
Comprehensive and accurate patient record-keeping is an important part of good medical and 
dental practice. Good record-keeping is a fundamental aspect of good clinical governance and an 
essential competency in the training of dental students and practising dental practitioners. 
Accurate dental records are important to be able to deliver quality patient care. These records 
play a significant role in teaching and enabling research. Clinical audits allow for quality assurance 
to take place in order to assess and maintain the quality of care that patients receive (Kinn 1997).

Accurate dental record-keeping is a legal requirement and aids forensic investigations when they 
are desired (Borrman et  al. 1995; Pullen & Loudon 2006). Patient records can be documented 
manually or electronically (Pullen & Loudon 2006) while utilising a computerised patient 
management system (Rothwell, Haglund & Morton 1989).

The Health Professions Council of South Africa (HPCSA) has developed guidelines on good 
record-keeping by medical and dental practitioners. Dental records should be kept for 6 years 
and, in the case of children, until the child is 25 years old. In South Africa, records in provincial 
hospitals and clinics should only be destroyed if authorised by the Deputy Director-General 
(Health Professions Council of South Africa 2019).

Medical and dental records are created by a practitioner at the time of consultation and clinical 
examination of a patient, as well as when documenting a medical or surgical procedure 
(De Klerk 1993).

Background: Good record-keeping is fundamental in clinical practice and essential for 
practising dental practitioners and those in training.

Aim: This study aimed to evaluate the level of compliance with clinical record-keeping by 
undergraduate dental students and staff at a university dental hospital.

Setting: The selected study setting was the Admissions and Emergency section at a university 
dental hospital.

Methods: A retrospective, cross-sectional review was undertaken of 257 clinical records. The 
CRABEL scoring system was used to evaluate 12 variables. The 12 variables included: patient 
name, patient hospital number, date of examination, patient main complaint, medical history, 
dental history, proposed treatment, proposed procedure for next visit, patient consent 
signature, treatment and treatment codes, student name and signature, clinical supervisor 
name and signature. STATA® 13 was used for descriptive analysis and all tests were conducted 
at 5% significance level.

Results: The median CRABEL score was 87 and interquartile range (IQR: 70–92). A CRABEL 
score of 100 was achieved by the students in the variable patient main complaint, indicating a 
100% compliance with this variable. Other variables such as signature of supervisors showed 
poor compliance. The CRABEL scores showed no statistically significant difference (p = 0.86) 
between the students and clinical supervisors.

Conclusion: The overall audit showed that there was poor compliance with record-keeping.

Contribution: The study highlights the importance of good record keepings so that key 
information can be accessed for proper diagnosis and treatment of the patient. An electronic 
filing system presents an alternative manner of documenting medical records. 
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Dental records usually comprise a detailed account of a 
patient’s personal details, medical and dental history, history 
of the illness, medical alerts, precautions and current 
treatment and medications. It also documents the clinical 
examination of the extra-oral and intra-oral dento-facial 
region, diagnosis, treatment plan, treatment procedures and 
management of a patient. Supplementary records may 
include intra-oral and extra-oral dental radiographs and 
clinical photographs (Charangowda 2010).

The CRABEL scoring system (an acronym from the authors 
CRAwford – BEresford – Lafferty), proposed in 2001, is a 
method for auditing medical records (Crawford, Beresford & 
Lafferty 2001). It ascribes a numerical score to assessments 
and evaluations can be made against a set of criteria based on 
the gold standard for medical- and surgical note-taking and 
record-keeping. The CRABEL scoring has four groupings: 
initial clerking, subsequent entries, consent and discharge 
letter. Appropriate boxes are marked according to the degree 
of compliance. Points are subtracted based on the quality of 
the medical notes and records. Other methods of auditing 
patient records that have been reported include, inter alia, 
the Adjusted Note Keeping and Legibility (ANKLe) score 
(Dexter, Hayashi & Tysome 2008) and the Surgical Tool for 
Auditing Records (STAR) (Tuffaha et al. 2012).

Jawaid et  al. (2013) used the CRABEL scoring at Dow 
University and reported a 71% compliance rate. They also 
observed the necessity for frequent audits to enhance and 
sustain the quality of records, especially in the training of 
junior doctors (Jawaid et  al. 2013). A South African study 
(Chamisa & Zulu 2007), conducted by the Department of 
Surgery at Prince Mshiyeni Memorial Hospital reported on 
the use of the CRABEL score to audit case notes. The study 
reported an 80% compliance rate for 16 out of 35 standards, 
and 100% was achieved for eight operation sheet standards, 
but a few items fell short of 80% compliance. These items 
were: patient’s name on every page (71%), hospital number 
on every page (50%), every entry timed (16%), clinician’s 
name printed on every note (8%), clinician’s designation on 
every entry (2%), an entry each weekday (77%), type of 
admission (9%), presenting complaint (61%), history of 
presenting complaint (65%), previous medical history (76%), 
drug history (47%), allergies (59%), social history (34%), 
family history (11%), each entry legible (65%) and 
anaesthetist’s name (69%). The recommendations from their 
results highlighted the importance of improved quality of 
note-taking as well as increased frequency of audits and the 
need for symposia with the medical staff team regarding the 
expected guidelines. Furthermore, legible and accurate note-
taking should be encouraged from an undergraduate training 
level (Chamisa & Zulu 2007).

A study was conducted at MEDUNSA Oral Health Centre, a 
dental teaching hospital in Gauteng, South Africa (Mthethwa & 
Matjila 2019), to evaluate missing or incomplete clinical 
records of repeat patients who were consulted during July 
2017. The study reported that 3.6% of records were fully 
completed, and 50% of the records were less than 80% 
completed (Mthethwa & Matjila 2019).

The purpose of this study was to assess the standards of 
record-keeping by the students and dentists at the university 
dental hospital using the CRABEL scoring method.

Methods and materials
Study design and setting
 A retrospective, cross-sectional study was conducted to 
evaluate the compliance with dental record-keeping from 
01  October 2018 to 30 September 2019. The selected study 
setting was the Admissions and Emergency section in a 
university dental hospital setting.

Study sample
A sample size calculation, using a 95% confidence interval 
with a 5% margin of error, estimated that 362 clinical records 
were required to conduct the study for the selected study 
period (Raosoft 2019). The records were selected using 
systematic sampling, starting with a random number. 
Numbers from 15 to 20 were mixed in a hat and a random 
number was selected for sampling. In this instance, number 
19 was selected and, from there, every 19th record was 
chosen until 362 records had been selected for evaluation.

Because of the poor filing system, 105 files could not be 
retrieved. Therefore, only 257 records were evaluated. 

Data collection
A scoring system for this audit was modified from the 
CRABEL scoring system by incorporating biographical 
information. The CRABEL scoring method was chosen for 
this study as it could easily be incorporated into the study 
setting when compared with other scoring methods such as 
ANKLe and STAR, which use clinical and surgical notes and 
scrutinise the legibility.

The first visit entry was examined in each set of records. The 
scoring system consists of 12 variables in clinical records 
including: patient name (5 points), patient hospital number 
(5 points), date of examination (5 points), patient main 
complaint (5 points), medical history (10 points), dental 
history (10 points), proposed treatment (10 points), proposed 
procedure for next visit (10 points), patient consent signature 
(10 points) treatment and treatment codes (10 points), student 
name and signature (10 points) and clinical supervisor (CS) 
name and signature (10 points). A total score of 100 points 
was calculated for the 12 variables, meaning that when the 12 
variables were added together, they amounted to the total 
score of 100. 

Points were deducted from the score for each entry when 
records were incomplete. The points deducted were 
standardised. For variables with a maximum of 5 points, 
3 points were subtracted if information was incomplete and 
all 5 points were subtracted if information was missing. 
Similarly, for variables with a maximum of 10 points, 5 points 
were subtracted if information was incomplete and all 
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10  points were subtracted if information was missing. For 
example, partially completed (PC) information in each 
variable with a maximum of 5 points was scored 2 out of 5. 
Partially complete information in each variable with a 
maximum of 10 points was scored 5 out of 10. In cases where 
records were signed but the signature was illegible, 5 points 
were deducted for the signature variable. 

The total score for CRABEL scoring system is 100. Because of 
the fact that the signature variable was scored 10 for students 
and 10 for supervisors a score of 20 points was allocated to a 
supervisor when they were not supervising a student so that 
the scoring still amounted to a CRABEL score of 100 for 
clinicians. Therefore, a score of 10 points was allocated to a 
supervisor when they were supervising a student (i.e. 10 for 
the student and 10 for the supervisor). This was to maintain 
the total CRABEL scoring of 100 for clinicians. The CRABEL 
score was then calculated by subtracting the total points for 
incomplete entries from 100 to give a final score for each 
record. Based on the findings of the study, recommendations 
were suggested.

Data analysis and statistics
A coding sheet was developed for data collection that 
facilitated analysis with STATA version 14 statistical 
software (STATA Corp 2015). The descriptive statistics with 
frequency, median and interquartile range (IQR) were 
calculated and presented as numbers and percentages. The 
Wilcoxon rank-sum test and the Fisher’s exact test were 
used  to analyse the CRABEL scores, with p-values of less 
than 0.05 considered statistically significant and 95% 
confidence intervals reported. One week after the first 
assessment, repeat measurements were conducted for 10% 
of the records that were randomly selected to determine 
intra-examiner reliability. CRABEL scores of these records 
were also assessed for the inter-examiner reliability.

Ethical considerations
The Human Research Ethics Committee of the University 
of  the Witwatersrand provided ethical approval M191133 
for the study. Confidentiality and anonymity is maintained 
throughout the study.

Results 
The evaluated records accounted for 71% of the estimated 
sample, which could be considered representative of the 
studied population. Of the 257 records, 30 were PC with no 
indication of the clinician, while 15 records had been signed 

by student (ST), and 212 records were signed by the CS. 
Table 1 shows the demographic characteristics of the sample.

The Wilcoxon rank-sum test was computed to compare the 
CRABEL scores between the ST and CS and showed no 
statistically significant difference (p = 0.86). Furthermore, 
the Fisher’s exact test was conducted (p ≥ 0.05), indicating 
that there was no statistical difference between the 
CRABEL scores for records taken by students and those 
taken by CSs.

Table 2 shows the percentage scores of the different groups 
(PC, ST and CS) on each of the CRABEL score variables. A 
CRABEL score of 100 indicates a 100% compliance with 
record-keeping.

The PC’s highest score was in the patient name variable 
(63.4%), and the lowest was in both student signature and 
clinician signature (0%). The ST scored highest in the patient 
main complaint variable (100%) and student signature (66.7%), 
compared with the CS with 97% on patient main complaint and 
2.4% on clinician signature. Full compliance overall (100%) 
was achieved only in the patient main complaint CRABEL 
variable by the ST, as shown in Table 2.

Inter- and intra-examiner reliability testing was conducted 
using 10% of the files 1 week after the initial records were 
audited. The inter-examiner reliability resulted in Cohen’s 
kappa coefficient of κ = 0.43 at 95% confidence level. 
According to Gisev, Bell and Chen (2013) and Landis and 
Koch (1977), this means that there was a moderate agreement 
between the examiners. The intra-examiner reliability testing 
resulted in κ = 0.68 at a 95% confidence level, meaning that 
there was substantial agreement for repeat measurements 
taken by PI.

Discussion
The CRABEL score is a short, simple and reproducible means 
of measuring and assessing the standard of record-keeping 
(Rai et al. 1991). Routine audits of patient records can help to 
advance the standard of record-keeping. Awareness among 

TABLE 1: Demographic characteristics of the sample.
Characteristics Sample size (n = 257) Percentage

Partially completed records 30 11.7
Student records 15 5.8
Clinical supervisor records 212 82.5
Total 257 100

Note: Median CRABEL = 87; Interquartile range = 70–92; Standard deviation =19.2.

TABLE 2: The percentages of the different groups that scored totals on the 
different CRABEL variables.
Variables PC (n = 30) 

(%)
ST (n = 15)

(%)
CS (n = 212)

(%)

Patient name 63.4 93.3 86.8
Patient hospital number 36.7 53.4 51.4
Date of examination 53.4 80.0 82.0
Patient main complaint 56.7 100.0 97.2
Medical history 36.7 93.3 76.7
Dental history 23.3 66.7 52.9
Proposed treatment 16.7 93.3 70.8
Proposed procedure for next visit 16.7 93.3 74.0
Patient’s consent signature 56.7 80.0 94.8
Teatment and treatment codes 10.0 66.7 94.8
Student’s signature 0.0 66.7 -
Clinical supervisor’s signature 0.0 2.4 38.7

PC, partially completed; ST, signed by student; CS, clinical supervisor.
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clinicians of upholding standards in their record-keeping is 
important. Our study examined only 257 of the originally 
proposed 362 files. This was because of the illegibility of the 
file number recorded in the patient administration book at 
the Admissions and Emergency (A&E) department, which 
resulted in 105 irretrievable files. Of the 257 retrieved files, 30 
files had no indication of the treating clinician.

The overall standard of record-keeping took into 
consideration the individual CRABEL variables, where ST 
scored an excellent 100% in recording of the main complaint, 
which shows that great care was taken for this variable. 
However, this group lacked most in recording the clinician 
signatures (2.4%). This may imply that students did not 
complete or present their files to the supervisors for their 
signatures, or it may simply reflect an error in supervision. 
With the PC group, the highest score was recorded for patient 
name, which is 63.4%, meaning that 36.6% of unsigned 
records were also devoid of patient names. For PC, the 
recording of the clinician signatures (0%) showed the poorest 
compliance. These files were PC but ‘no clinician signed’ was 
recorded at the end of the entry.

The HPCSA requires that the following minimum information 
should be available in a patient’s medical record (Health 
Professions Council of South Africa 2019; Medical Protection 
Society 2014):

•	 patient-specific identifiable details
•	 medical, dental, socioeconomic and psychological history 

of the patient, including allergies and habits
•	 the date of each consultation
•	 the examination of the patient’s illness
•	 the recommended treatment or management for the 

patient
•	 the prescribed medication and dosages
•	 if any, the specifics of a referrals to specialists
•	 any side effects from prior treatment or medication
•	 special investigation results (laboratory, radiology and so 

forth) and the patient’s indication of informed consent.

The 257 patient records were assessed using the CRABEL 
score and yielded results of a median score of 87 with the 
IQR being 70–92. This shows that the majority of the records 
were within the acceptable range for compliance. However, 
one should still strive to improve the standard to reach 
perfection.

A study by Ho et al. (2005) revealed that their first (of three) 
audits was the lowest, with greater improvement in the 
subsequent two audits. Myuran et al. (2017) had an electronic 
CRABEL score and found their results improved over 6 
months with monthly audits ranging from 89% to 94%. The 
majority of the records were PC. They illustrated partially 
complete patient names, partial entry of the date, incomplete 
patient main complaint, medical and dental history, 
incomplete entries of proposed treatment, treatment and 
procedures of next visit. The treatment codes were not always 
completed, there were partial signatures, or no signatures at all. 

Although all 12 of the variables were computed to calculate 
the CRABEL score, their medians were sub-optimal.

Medical and dental history provides information pertaining to 
previous illnesses, experiences, diagnoses and treatment that a 
patient may have undergone in order for the clinician to gain 
a holistic understanding of the patient (Mortazavi, Rahmani & 
Rahmani 2015). This is critical prior to deciding which 
procedure can be performed safely on a specific patient 
(Bernoni & Leeuw 2008; American Academy of Pediatric 
Dentistry, Council on Clinical Affairs 2012; Salem, Villagracia & 
Dignah 2015). The results from this study showed that 76.7% 
of the records did not record medical history and that 23.3% 
either had PC medical history or it was completely lacking. 
The dental history compliance results were 52.9%, meaning 
that 47.1% of the records were either partially complete or 
totally lacking in this respect. The deficiencies seen in this 
variable resulted from incomplete information being recorded 
in the medical or dental history or sections being left completely 
blank. As this section may result in life-threatening 
circumstances (e.g. allergies and conflicting medications being 
administered), all clinicians should improve on this. Dental 
history helps to communicate to the treating clinician whether 
the patient has experienced dental treatment previously. The 
clinician is able to implement the appropriate behaviour-
management techniques, ideally planning a long first 
appointment for first-time patients, whereas repeat patients 
may be given a standard appointment time.

Limitations of the study
This was a hospital-based study. The findings of this study 
therefore cannot be generalised. Furthermore, the sample 
size was reduced owing to poor record-keeping.

Recommendations
The following recommendations emerged from the study:

•	 An electronic data-capturing system is useful in the 
capturing and storage of data. Our study showed that a 
large number of files were irretrievable owing to 
illegibility and/or files that were lost. A study found 
that an electronic system for storing records is essential 
for consistency in noting the progress and information 
of a patient (Zegers et  al. 2011). An electronic filing 
system presents an alternative manner of documenting 
medical records. Clinicians should be conscious of the 
record capturing process that should be of the highest 
quality as it may suggest the level of care given (Pullen 
& Louden 2006).

•	 Having immediate access to key information, such 
as patients’ diagnoses, allergies, laboratory test results 
and medications, would improve the ability of caregivers 
to make sound clinical decisions in a timely manner.

Conclusion
The results from the present study showed that overall, there 
is a poor level of compliance with record-keeping standards. 

https://www.hsag.co.za


Page 5 of 5 Original Research

https://www.hsag.co.za Open Access

The CRABEL score is an appropriate instrument to measure 
compliance as it is efficient, consistent and can be duplicated 
in other departments.

Acknowledgements
Competing interests
The authors declare that they have no financial or personal 
relationship(s) that may have inappropriately influenced 
them in writing this article.

Authors’ contributions
M.A.L.M. contributed towards the conceptualisation, design, 
data collection and the draft of the article. K.T. contributed 
toward the data collection and editing of the article. P.H. 
contributed towards the conceptualisation, design and draft 
of the artilce.

Funding information
The research received no specific grant from any funding 
agency in the public, commercial or not for profit sectors.

Data availability
Data are available from the Human Research Ethics Committee 
(Medical) of the University of the Witwatersrand (contact via 
https://www.wits.ac.za/ethics/human-research-ethics-
committee-medical) for researchers who meet the criteria for 
access to confidential data.

Disclaimer
The views and opinions expressed in this article are those of 
the authors and do not necessarily reflect the official policy or 
position of any affiliated agency of the authors.

References
American Academy of Pediatric Dentistry. Council on Clinical Affairs, 2012, ‘Guideline 

on record-keeping’, Pediatric Dentistry 34(5), 181–188.

Bernoni, L. & Leeuw, W., 2008, ‘Maintaining proper dental records’, Dental Assistant 
77(3), 6.

Borrman, H., Dahlbom, U., Loyola, E. & Rene, N., 1995, ‘Quality evaluation of 10 years 
patient records in forensic odontology’, International Journal of Legal Medicine 
108, 100–104. https://doi.org/10.1007/BF01369914

Chamisa, I. & Zulu, B., 2007, ‘Setting the records straight: A prospective audit of the 
quality of case notes in a surgical department’, South African Journal of Surgery 
45(3), 92–94.

Charangowda, B., 2010, ‘Dental records: An overview’, Journal of Forensic Dental 
Science 2(1), 5. https://doi.org/10.4103/0974-2948.71050

Crawford, J., Beresford, T. & Lafferty, K., 2001, ‘The CRABEL score – A method for auditing 
medical records’, Annals of the Royal College of Surgeons of England 83(1), 65.

De Klerk, A., 1993, ‘The right of patients to have access to their medical records: The 
position in South African law’, Medicine and Law 12, 77.

Dexter, S.C., Hayashi, D. & Tysome, J.R., 2008, ‘The ANKLe score: An audit of 
otolaryngology emergency clinic record keeping’, Annals of the Royal College of 
Surgeons of England 90(3), 231–234. https://doi.org/10.1308/003588408X261537

Gisev, N., Bell, J.S. & Chen, T.F., 2013, ‘Interrater agreement and interrater reliability: 
Key concepts, approaches, and applications’, Research in Social and Administrative 
Pharmacy 9(3), 330–338. https://doi.org/10.1016/j.sapharm.2012.04.004

Health Professions Council of South Africa, 2019, ‘Ethical guidelines for good practice 
in the health care profession’, in HPCSA guidelines on the keeping of patient 
records, p. 164, Health Professions Council of South Africa.

Ho, M., Anderson, A., Nijjar A, Thomas, A., Goenka, A., Hossain, J. et al., 2005, ‘Use 
of  the CRABEL Score for improving surgical case-note quality’, Annals of the 
Royal  College of Surgeons of England 87(6), 454. https://doi.org/10.1308/​
003588405X60687

Jawaid, M., Bakhtiar, N., Khalique, A. & Masood, Z., 2013, ‘Quality of surgical case 
notes at Dow University Hospital according to modified ANKLe score’, Pakistan 
Journal of Medical Sciences 29(4), 1038. https://doi.org/10.12669/pjms.294.3813

Kinn, S., 1997, ‘The relationship between clinical audit and ethics’, Journal of Medical 
Ethics 23(4), 250–253. https://doi.org/10.1136/jme.23.4.250

Landis, J.R. & Koch, G.G., 1977, ‘The measurement of observer agreement for 
categorical data’, Biometrics 33(1), 159–174. https://doi.org/10.2307/2529310

Medical Protection Society, 2014, Medical records in South Africa – A medical protection 
guide, viewed 15 March 2020, from https://www.medicalprotection.org.

Mortazavi, H., Rahmani, A. & Rahmani, S., 2015, ‘Importance, advantages, and 
objectives of taking and recording patient’s medical history in dentistry’, 
International Journal of Medical Reviews 2(3), 287–290.

Mthethwa, S.R. & Matjila, S.A., 2019, ‘Missing or incomplete dental records: 
Prevalence at Medunsa Oral Health Centre’, South African Dental Journal 74(7), 
383–388. https://doi.org/10.17159/2519-0105/2019/v74no7a5

Myuran, T., Turner, O., Doostdar, B.B. & Lovett, B., 2017, ‘The e-CRABEL score: An 
updated method for auditing medical records’, BMJ Quality Improvement Reports 
6(1). https://doi.org/10.1136/bmjquality.u211253.w4529

Pullen, I. & Loudon, J., 2006, ‘Improving standards in clinical record-keeping’, Advances 
in Psychiatric Treatment 12(4), 280–286. https://doi.org/10.1192/apt.12.4.280

Rai, G., McInnes, E., Phongsathorn, V. & Sharland, D.E., 1991, ‘Medical audit of case notes 
on one to one basis’, Journal of the Royal College of Physicians London 25(4), 358.

Raosoft Inc., 2019, Sample size calculation, viewed 11 August 2019, from http://
raosoft.com/samplesize.html.

Rothwell, B.R., Haglund, W. & Morton, T.H., 1989, ‘Dental identification in serial 
homicides: The Green River Murders’, Journal of the American Dental Association 
119(3), 373–379. https://doi.org/10.14219/jada.archive.1989.0059

Salem, O.A., Villagracia, H.N. & Dignah, M.A., 2015, ‘Medical record audit in clinical 
nursing units in tertiary hospital’, Journal of Nursing and Health Sciences 4(6), 
27–33.

StataCorp LP, 2015, StataCorp Stata Statistical Software: Release 14, StataCorp LP, 
College Station, TX.

Tuffaha, H., Amer, T., Jayia, P., Bicknell, Rajaretnam, N. & Ziprin, P., 2012, ‘The STAR 
score: A method for auditing clinical records’, Annals of the Royal College of 
Surgeons of England 94(4), 235–239. https://doi.org/10.1308/003588412X1317​
1221499865

Zegers, M., De Bruijne, M.C., Spreeuwenberg, P., Wagner, C., Groenewegen, P.P. & 
Van  der Wal, G., 2011, ‘Quality of patient record keeping: An indicator of the 
quality of care?’, BMJ Quality & Safety 20(4), 314–318. https://doi.org/10.1136/
bmjqs.2009.038976

https://www.hsag.co.za
https://www.wits.ac.za/ethics/human-research-ethics-committee-medical
https://www.wits.ac.za/ethics/human-research-ethics-committee-medical
https://doi.org/10.1007/BF01369914
https://doi.org/10.4103/0974-2948.71050
https://doi.org/10.1308/003588408X261537
https://doi.org/10.1016/j.sapharm.2012.04.004
https://doi.org/10.1308/​003588405X60687
https://doi.org/10.1308/​003588405X60687
https://doi.org/10.12669/pjms.294.3813
https://doi.org/10.1136/jme.23.4.250
https://doi.org/10.2307/2529310
https://www.medicalprotection.org
https://doi.org/10.17159/2519-0105/2019/v74no7a5
https://doi.org/10.1136/bmjquality.u211253.w4529
https://doi.org/10.1192/apt.12.4.280
http://raosoft.com/samplesize.html
http://raosoft.com/samplesize.html
https://doi.org/10.14219/jada.archive.1989.0059
https://doi.org/10.1308/003588412X1317​1221499865
https://doi.org/10.1308/003588412X1317​1221499865
https://doi.org/10.1136/bmjqs.2009.038976
https://doi.org/10.1136/bmjqs.2009.038976

	Audit of dental record-keeping at a university dental hospital 
	Introduction
	Methods and materials
	Study design and setting
	Study sample
	Data collection
	Data analysis and statistics
	Ethical considerations

	Results
	Discussion
	Limitations of the study
	Recommendations
	Conclusion
	Acknowledgements
	Competing interests
	Authors’ contributions
	Funding information
	Data availability
	Disclaimer

	References
	Tables
	TABLE 1: Demographic characteristics of the sample.
	TABLE 2: The percentages of the different groups that scored totals on the different CRABEL variables. 



