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INTRODUCTION 

Disease registries help to provide information regarding 

components of epidemiology of diseases. Such registers 

provides electronic or manual information of patients 

with a specific chronic disease or condition, their socio 

demographic details, laboratory data, and medical history, 

amongst others.
1
 Registries play a critical and important 

role in chronic care models including diabetes 

management.
2-4

 Registries also help to improve the 

adherence of clinicians to patients‟ treatment guidelines 

or plan as well as provide a system for patient follow-up.
5
 

One of the aims of diabetes registry is to improve quality 

of diabetes care through innovative research and this 

includes an estimation of probabilities of e.g., diabetes 

complications including cardiovascular disease, end-stage 

renal disease and death.
6
 

ABSTRACT 

 

Background: Disease registries help to provide quality healthcare, including chronic care. As part of ongoing 

bringing research in diabetes to global environments and systems 2 project in Delta State, Nigeria; a preliminary 

concern is completeness of clinical assessments and data collection that would enable patients‟ follow-up. The aim of 

this piece of work is to investigate if data collected for local diabetes registry is complete and sufficient to provide 

better understanding of the disease epidemiology and treatment follow-up.  

Methods: This was a purposive medical records audit at public secondary level hospital that followed initial 

development of diabetes register at the Catholic Hospital, Abbi with 44 pieces of clinical and demographic 

information. At the public hospitals, 93 patients‟ medical records were audited and the data were entered into the 

register and evaluated, descriptively.  

Results: The results show that about 52% of the 44 itemized information were collected, of which completeness of 

data/documentation was as low as 3% in some items. Blood pressure assessment was done on 70% of patients and 

16% of patients had diabetes complications. Lifestyle regimen monitoring was not documented. Neither incidence nor 

morbidity and mortality rate could be definitively ascertained.  

Conclusions: Quality of clinical data documentation was poor. This study contributes a measure of community needs 

assessment for professional development training on diabetes.  
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There are three tier of public health facilities in Nigeria 

including primary, secondary and tertiary. These are 

typically managed by the local, State and Federal 

government, respectively.
7
 The quality of primary 

healthcare services is quite poor, the secondary facilities 

(Central or General hospitals) are situated at local 

governments‟ suburban towns.
8
 Diabetes services would 

ideally be expected to be available at the secondary health 

facilities. However, it is general knowledge that specialist 

Endocrinologist are in short supply.
9,10

 Hence, a potential 

rationale for research study is „whether there is a register 

for diabetes care including patient‟s information that 

would enable sustainable public health and preventive 

activities.  

A casual analysis and questioning of healthcare 

professionals infers that a diabetes registry was 

established by the Delta State Hospital Management 

Board in General Hospital Obiaruku in 1990. However, 

there is no assurance of existing register for the follow up 

from the Medical Records department. Thus, assuming 

that the DM registry exists, the research rationales 

constituting specific objectives for this study are if data 

documented in the record: is sufficient to assist in 

understanding the burden of the disease better, is 

complete with respect to all aspects of the disease 

including the types of treatment and can be used for the 

sustainable public health and preventive activities  

Null hypothesis 

Averaged proportion of necessary clinical information 

being collected and documented i.e., available are not 

different from what is left uncollected/unavailable. 

METHODS 

Research design 

Medical records audit were done according to published 

method.
11

 The study was designed to develop a diabetes 

register from the medical record using the out-patient 

department and admission register. 

Setting 

Government owned General Hospital Obiaruku, which 

services Ukwani Local Government Area (LGA) of Delta 

State. Obiaruku is headquarter of Ukwani LGA, which is 

one of 25 in Delta State, Nigeria. One of the neighbouring 

communities is Amai, which is the host community of 

Public and Community Health department of Novena 

University. 

Data collection 

This involved development of diabetes registers with 

simultaneous audit of medical records during October 

2017 to February 2019. First, at the Catholic Hospital 

Abbi (CHA), the Australian diabetes register proforma 

was adopted and edited to develop Excel sheet on 

computer; with proposal for 44 pieces of clinical and 

demographic information. The editing of involved 

clinicians in one of the secondary health facilities. 

Afterwards, agenda for this study at General Hospital 

Obiaruku – i.e., audit of the medical records to determine 

which of the 44-items of data were recorded on the 

patient‟s file.  

Selection criteria 

Patients (n=93) indicated to living with diabetes in the 

medical records were included. The data were entered 

into the register and evaluated, descriptively. 

Statistics 

For objectives, absolute and/or relative frequencies were 

determined (i) the available register was reviewed if it 

contained information of persons living with diabetes, 

only. Age and gender distribution were also evaluated, 

(ii) the 44 pieces of information were earmarked to be 

checked in terms of „if‟, and „how much‟ were collected. 

Simple t-test was used to assess the hypothesis whether 

averaged proportion of available information was more 

than what was unavailable, (iii) adjunct to completeness 

of data collection, contact details that facilitate „follow 

up‟ were critically evaluated i.e., frequencies/levels of 

completeness of contact details and (iv) review was to 

determine type of diabetes diagnosed and incidence of 

yearly diagnosis. 

RESULTS 

For research question 1: ‘Is there a local diabetes 

registry with data sufficient to assist in understanding 

the epidemiology of the disease better?’  

The first observation was that the diabetes registry did not 

exist. The existing document presumed to be diabetes 

registry was the outpatient records that contained 

searchable diabetes cases among other health issues. 

Second observation was that age and gender information 

were incomplete and 13/93 cases missing gender 

information were also missing data on age (Table 1). 

Among the 80 cases with these demographic information, 

women made up a higher proportion (60%) of the 

diabetes population and also appeared to be on about 10 

years older than the male subgroup (Figure 1). 

Table 1: Distribution of patients by gender. 

 
N Available Age range 

Females 48 9 39–89  

Males 32 5 39–70  

Missing 13 
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Figure 1: Descriptive comparison of gender 

distribution and highest age range. 

On research question 2: ‘Are Data collected from local 

diabetes patients complete with respect to all aspects of 

the disease including the different types of treatment?’  

It was observed that out of the 44 pieces of information 

earmarked, 21/44 (≈48%) were not documented. All the 

undocumented information are grouped into four (Figure 

2). Among the 23 pieces of information collected, only 

the names and home addresses were documented for all 

the patients. Others had varying degrees of completeness 

(Table 2). Further evaluation show that even among the 

pieces of information collected, the average amount 

available data was significantly less than the unavailable 

proportion (Figure 3). 

 

Figure 2: List of data that was not documented in the 

accessed records. 

 

Figure 3: Proportion of the 23 pieces of information 

available vs. unavailable (p<0.00001). 

Table 2: Amount of data collected for the various 

clinical information (n=93). 

Information Available Unavailable 

Other illness 8 85 

Medications 9 84 

RBS 12 81 

DOB 14 79 

Height 15 78 

Weight 15 78 

BMI 15 78 

FBS 19 74 

Occupation 22 71 

Religion 22 71 

Name 23 70 

Phone # 23 70 

Relationship 23 70 

Marital status 23 70 

SBP 44 49 

DBP 44 49 

Phone# 50 43 

Id# 60 33 

Entry & follow-up 70 23 

Sex 80 13 

 

Fig 4: Proportion of cases without MRN and/or phone 

in cohort (n=93). 

On question 3 that is adjunct to the second objective: 

‘Can data collected by local diabetes registries be used 

for the sustainable follow up, which will help the 

clinicians to take decisions on the modality of 

treatment?’  

Initial results presented on Figure 1 showed that 

documentation of „next appointment date‟ was missing on 

all patients. For the purpose of this adjunct objective, 

critical evaluation of data unavailability shows 

proportions of missing contact and demographic 

information (Table 3); as well as is the distribution of 

60/93 cases that do not have MRN and/or phone numbers 

(Figure 4). Also, further results show that (Figure 5): (i) 

85/93 (91%) cases were missing information on „other 

illness‟. Among this subpopulation, 26/85 were without 

associated MRN, out of which 14/26 (54%) do not have 

phone number to enable recall or tracking, (ii) on BMI 

information, 26/78 had no MRN, out of which 10/26 
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(38%) were without phone details for recall (iii) on blood 

glucose level, 21/63 did not have MRN, out of which 

6/21 (29%) were without phone contact and (iv) on blood 

pressure, 11 /49 did not have MRN and 6/11 (55%) were 

without phone contact. 

Table 3: Frequencies of unavailable contact details and results requiring follow-up. 

Info Unavailable Comment 

MRN 35% 10/33 did not have entry/diagnosis date 

Phone# 46% 16/43 did not have MRN including 3 without entry dates 

Relationship 75% 
13/23 without MRN; but 2/13 did not have phone numbers; 20/70 does not 

have MRN to recall 

DOB 85% 42/79 did not have phone numbers including the 16/43 without MRN 

Gender 14% All are part of 79 with no age info  

Occupation 76% 
None had BMI measures; 42/71 did not have phone numbers including the 

13/42 without MRN 

 

Figure 5: Percentage unavailable MRN and/or phone among cases without clinical information.

On objective 4: ‘What is the incidence (new entries) rate 

of diabetes mellitus?’  

30/93 cases had blood glucose results comprising FBS 

(n=12), RBS (n=19), including one who had both FBS 

and RBS results. Among these, none had information on 

type of diabetes diagnosed and 2/30 was not associated 

with entry date. Thus, only „n=28‟ could be included for 

assessment. The results show that only 1/28 was entered 

in 2015 while 17/28 were entered in 2018 (Table 4), 

which is an increase in the entries (Figure 6).  

Table 4: Frequency distribution of blood glucose 

result entries by year (n=28). 

 
N Frequency (%) 

2015 1 3.6 

2016 2 7.1 

2017 8 28.6 

2018 17 60.7 

 

Figure 6: Sharp gradient increase in the record entries 

(n=28). 

DISCUSSION 

This study set out to assess the presumed existence of 

diabetes register, with a view to describe demographic 
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and clinical characteristics of patients; and if data 

collected from local diabetes patients (1) was complete 

with respect to all aspects of the disease including the 

different types of treatment; (2) can be used for the 

sustainable public health and preventive activities i.e., 

follow up including patient‟s recall by the hospital staff; 

and (3) was sufficient to determine incidence rate of 

diabetes mellitus in the community. 

On the first objective 

It was observed that there was a higher proportion of 

women (60%) constituting the diabetes population in the 

community by comparison with males (Figure 1). This is 

in agreement with other studies that have reported more 

women in their cross-sectional cohort.
12,13

 It is 

noteworthy from a meta-analysis report that prevalence 

among gender groups between different African 

regions.
13,14

 Therefore, one significance of this 

observation is contribution of epidemiological data from a 

rural region in Nigeria. 

On the second rationale of study 

The results identify areas of missing documentation and 

point to professional development need for healthcare 

staff. While this report indicates poor documentation as a 

factor of the system, it is imperative to note that the staff 

of medical records is only custodians of the data. The 

actual collection of data is done by staff in the in-patient, 

out-patient, laboratory and triage departments. This 

follows international opinion that the clinicians are the 

people to help when patients‟ information are incomplete 

or conflicting.
6
 Therefore, the necessary educational need 

of professional development is for the healthcare 

professionals in these other departments that collect the 

data. Medical records staffs are important in facilitating 

follow-ups i.e., when patients visit the hospital: medical 

record numbers (MRN) is used to trace the record file. 

Otherwise, a new one may be created and old records lost 

– previous clinicians‟ decision is not followed up and if 

patient fails clinical appointment: healthcare staff 

designated in public hospitals does not visit patients‟ 

homes and at best, phone numbers are used to recall 

patient. 

In this study, „35% of cases in the accessed documents 

had no associating MRN, which represents the proportion 

of patients that were attended to without recourse to the 

Medical Records department‟. Further, 46% did not have 

phone numbers out of which 16/43 was without MRN 

(Table 3). Altogether, 60% of the participants did not 

have either MRN and/or phone numbers to facilitate 

recovery of patient‟s data during hospital visit (Figure 4). 

This demonstrates that even from this public health 

research evaluation, the patients had no medical records 

identity to trace other existing records, and could not be 

reached by phone. Such findings mitigate any attempts of 

follow-up. 

Two points of observation are worthy of discuss as field 

notes. First, it is expected that occupation is a determinant 

of physical activity and obesity, which constitutes part of 

diabetes self-management to control blood glucose and 

pressure levels.
15,16

 In this study, 76% of cases were 

without information about their occupation (Table 3). 

While 84% were missing data on BMI measures, 33% 

had no MRN of which 38% were without phone details 

for recall, possibly demonstrating demonstrates that (i) if 

the 78-patients came back to hospital, 33% old records 

would not be traceable and (ii) if there were to be a 

delegated Medical Records staff to recall patients, 38% 

could not be reached by phone (Figure 5). 

Second, bias in the diagnosis of T2DM is known to exist, 

especially with the discussion around medicinal treatment 

for prediabetes.
17-19

 However, the extent or incidence of 

T2DM diagnosis is unknown in government owned 

secondary health facilities, especially in suburban 

communities of low-mid income countries such as 

Obiaruku in Delta State, Nigeria. Hence, this finding of 

the second study objective contributes empirical 

additional data. For instance, it has been reported or 

implied that prevalence of hypertension among diabetes is 

higher among women; but another report from Nigeria 

indicates it may be higher in men.
12,13,20

 The significance 

of considering age is important since it constitutes a non-

modifiable mechanism of cause and complication as an 

independent risk factor for prevalence of hypertension 

i.e., high blood pressure increases with age.
21,22

 

On the third objective that borders on question of 

incidence  

The rate of diabetes mellitus (new entries), the result 

show 100% non-documentation of date of diagnosis. 

Going by the date of record entries onto the document, a 

very sharp gradient is observed (Figure 6). It is inferred 

that a definitive assessment of incidence cannot be 

performed with the limited or dearth of information. This 

further highlights a gap in knowledge, attitude and 

practice vis-à-vis emphasizes the professional 

development need of the various healthcare personnel to 

improve on data collection.  

CONCLUSION  

Contrary to the perception expressed by the healthcare 

workers, there is no DM register in the hospital. What is 

in existence is the normal medical record files of some 

DM patients‟ bio-data showing incomplete information. 

The available records do not give enough insight on the 

management of DM in the General hospital. Perhaps, it 

needs to be determined if development of diabetes 

register in the hospital will contribute to the healthcare 

providers‟ awareness and management of DM. 
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