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ABSTRACT 

OBJECTIVE:  

This study employed a baseline internal audit design to assess completeness of operative notes documentation at a 

teaching hospital in Lahore Pakistan. 

METHODS:  

This observational cross-sectional retrospective audit study utilized a standardized checklist to assess completeness of 

operative notes, drawing on guidelines from the Islamabad Healthcare Regulatory Authority, Punjab Healthcare 

Commission and the Royal College of Surgeons, after ethical approval from Institutional Ethical Review Committee of 

Azra Naheed Medical College, Superior University Lahore Pakistan. The audit reviewed all medical records of 

Department of Surgery and allied specialties from April to June 2025. A total of 227 records were retrieved; however, 24 

records were excluded due to missing or damaged operative notes. The audit was conducted on 203 operative notes. 

The results were analyzed using SPSS version 23. 

RESULTS:  

A total of 203 records were assessed. Key findings included high compliance in date (191, 94.1%) and time of procedure 

(188, 92.6%) but patient identification was documented in only 28 (13.8%). Names of surgeon and assistant (203, 100%), 

operative finding (201, 99.0%), doctor signature (197, 97.0%), name of operative procedure (196, 96.6%), operative 

diagnosis (186, 91.6%) and details of tissue removed, added or altered (183, 90.1%) were reasonably well documented. 

There were gaps in type of elective/emergency procedure (54, 26.6%), prosthesis use (44, 21.9%), any extra procedure 

performed with reason (36, 17.7%), anticipated blood loss (32, 15.8%), complications encountered (19, 9.4%) and DVT 

prophylaxis (07, 3.4%). 

CONCLUSIONS:  

While some components of operative notes were well-documented, deficiencies persist in areas critical to patient safety 

and quality care. Continued measures such as revising the operative notes form, training sessions, regular audits and 

feedback are needed to uphold and enhance documentation practices. 
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INTRODUCTION 

Operative notes are vital records in any surgical unit and are the professional responsibility of the operating surgeon [1]. 

A well-documented note supports coordinated care by providing key details for the post-operative and critical care 

teams. These notes help guide essential decisions such as antibiotic use and thromboprophylaxis, which are often made 

by the surgeon during the procedure [2]. As such, the quality of operative documentation has a direct impact on 

patient outcomes and effective post-surgical management. Medical records serve both clinical and legal purposes, 

documenting the patient’s interaction with healthcare services, facilitating communication among providers and 

support continuity of care in both hospital and community settings [2,3]. Clear documentation becomes especially 

critical during handovers, where poor-quality notes can lead to delays and errors [3,4]. Properly maintained records help 

ensure comprehensive care, provide legal protection, and are often used in research, resource planning, and quality 

improvement.  

 

To recognize deficiencies in our documentation practices, we undertook a clinical audit to evaluate the quality of 

operative notes at our hospital. Clinical audits are a well-established tool for ensuring adherence to standards and 

driving improvements in healthcare delivery [5,6]. Our focus was on assessing the completeness of operative notes to 

identify critical areas for improvement and implement targeted interventions. Accurate and comprehensive operative 

notes documentation is essential for maintaining continuity of care, preventing medical errors and enhancing patient 

safety. Incomplete or inaccurate notes can lead to post-operative complications, medication errors and compromised 

patient outcomes. The rationale for our study was to transform operative notes documentation from a potential liability 

into a cornerstone of clinical excellence and patient-centered care. 

 

METHODOLOGY 

This observational cross-sectional retrospective audit study was conducted in the Department of Surgery and Allied 

Specialties at Chaudhary Muhammad Akram Teaching and Research Hospital, Azra Naheed Medical College, Superior 

University, Lahore, Pakistan. A baseline internal audit design was employed to evaluate the completeness of operative 

notes documentation. Medical records that were incomplete due to missing or physically damaged operative notes 

were excluded from the analysis. This study was conducted after ethical approval from Institutional Ethical Review 

Committee of Azra Naheed Medical College, Superior University Lahore Pakistan prior to data collection, approval 

certificate dated April 30th, 2025. The study adhered to the ethical principles outlined in the Declaration of Helsinki 

(1964), as revised in 2000. Patient confidentiality and data privacy were rigorously maintained throughout the audit. No 

patient-identifiable information was included in the analysis and all procedures conformed to established ethical 

standards for healthcare research. 

 

A standardized checklist was utilized to assess the completeness of various components of the operative notes, drawing 

on guidelines from both the Islamabad Healthcare Regulatory Authority (IHRA), Punjab Healthcare Commission (PHC) 

and the Royal College of Surgeons (RCS) [7,8,9]. The checklist consisted of 21 items, including patient identification, date 

and time of procedure, type of procedure (elective or emergency), names of the surgeon and assistant, name of the 

theater anesthetist, name of the operative procedure, type of incision, operative diagnosis, operative findings, any 

complications encountered, any additional procedure performed with reasons, identification of any prosthesis used 

along with serial numbers of implanted devices, details of tissue removed, added, or altered, details of the closure 

technique, anticipated blood loss, antibiotic prophylaxis, DVT prophylaxis, detailed post-operative care instructions, 

doctor's signature, and overall legibility of the documentation. Each item was evaluated as either ‘documented’ or ‘not 

documented’ for every operative note reviewed. 
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The audit reviewed all medical records of Department of Surgery and allied specialties from April 2025 to June 2025, 

employing a non-probability consecutive sampling technique. Operative notes within the study organization were 

mainly handwritten, with an operative note proforma available at the time of audit. The operative notes were written by 

the surgical residents under supervision of the consultant surgeons, in accordance with practices of the department. A 

total of 227 records were retrieved; however, 24 records were excluded due to missing or damaged operative notes, as 

illustrated in Figure 1. Consequently, the audit was conducted on a sample of 203 operative notes. The results were 

analyzed using SPSS version 23 by calculating the percentage completeness for each checklist item. This percentage 

was derived by dividing the number of operative notes that fulfilled the documentation criteria by the total number of 

records (203) included in the audit. Ninety-five percent confidence intervals (CIs) for proportions were calculated using 

the standard formula for the binomial distribution. All analyses were purely descriptive as the study was designed as a 

descriptive assessment of documentation completeness rather than a hypothesis-testing analysis. 

FIGURE 1: AUDIT INCLUSION PROCESS 

 

                 

 

RESULTS 

The audit included 203 operative notes and revealed varying levels of completeness as shown in Table 1. Key findings 

included high compliance in documenting date of procedure (191, 94.1%) and time of procedure (188, 92.6%) but 

patient identification was documented in only 28 (13.8%) of the cases. Other areas such as names of surgeon and 

assistant (203, 100%), operative finding (201, 99.0%), doctor signature (197, 97.0%), name of operative procedure (196, 

96.6%), operative diagnosis (186, 91.6%) and details of tissue removed, added or altered (183, 90.1%) were reasonably 

well documented.  

 

Moderate compliance was seen with type of incision (139, 68.5%), detailed post-operative care instructions (134, 66.0%), 

details of closure technique (111, 54.7%), antibiotic prophylaxis (94, 46.3%) and name of theater assistant (97, 47.8%). 

However, there were gaps in areas such as type of elective/emergency procedure (54, 26.6%), identification of any 

prosthesis used, including the serial numbers of prosthesis and other implanted devices (44, 21.9%), any extra procedure 

performed with reason (36, 17.7%), anticipated blood loss (32, 15.8%), complications encountered (19, 9.4%) and DVT 

prophylaxis (07, 3.4%). 

 

TABLE 1: RESULTS OF AUDIT FOR COMPLETENESS OF OPERATIVE NOTES (N=203) 

Checklist Item Audit Completeness 95% Confidence Interval 

Patient identification 28 (13.8%) 9.2 – 19.0 

Date of procedure 191 (94.1%) 90.4 – 96.7 

Time of procedure 188 (92.6%) 88.5 – 95.6 

Type of procedure (Elective/Emergency) 54 (26.6%) 20.7 –33.1 

Names of surgeon and assistant 203 (100%) 98.2 – 100 

Name of theater anesthetist 97 (47.8%) 41.0 – 54.6 

Name of the operative procedure 196 (96.6%) 93.1 – 98.5 

Type of incision 139 (68.5%) 61.6 – 74.7 

Total medical 
files evaluated:

227 

Missing  or 
damaged 

operative notes:

24

Total operative 
notes included in 

the audit: 

203
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Operative diagnosis 186 (91.6%) 87.2 – 94.9 

Operative finding 201 (99.0%) 96.5 – 99.9 

Complications encountered 19 (9.4%) 5.4 – 13.4 

Any extra procedure performed with reason 36 (17.7%) 12.8 – 22.6 

Identification of any prosthesis used, including the serial 

numbers of prosthesis and other implanted devices 

44 (21.9%) 16.2 – 27.2 

Details of tissue removed, added or altered 183 (90.1%) 85.9 – 93.3 

Details of closure technique 111 (54.7%) 47.9 – 61.5 

Anticipated blood loss 32 (15.8%) 11.0 – 20.6 

Antibiotic Prophylaxis 94 (46.3%) 39.5 – 53.1 

DVT prophylaxis 07 (3.4%) 0.9 – 6.0 

Detailed post-operative care instructions 134 (66.0%) 59.4 – 72.6 

Doctor signature 197 (97.0%) 94.1 – 98.9 

Legibility 187 (92.1%) 87.9 – 95.1 

 

DISCUSSION 

The present study aimed to evaluate the completeness of operative notes documentation by conducting an initial 

audit so that areas of improvements may be identified. The findings of this audit underscore significant variability in the 

quality and completeness of operative note documentation in a tertiary care teaching hospital. While some aspects, 

such as the names of the surgeon and assistant (100%), operative findings (99.0%), and doctor’s signature (97.0%), 

demonstrated high compliance, other essential components were notably underreported. Patient identification, for 

instance, was recorded in only 13.8% of the notes, raising serious concerns about common gaps in documentation that 

could impact clinical communication, traceability and medico-legal accountability. In Karachi Pakistan, Khan et al. 

carried out a comparable study to report that the operating surgeon’s name, the procedure performed and post-

operative instructions were documented in 99%, 99%, and 89% of cases, respectively [10]. 

 

Accurate and comprehensive operative notes serve as a critical communication tool between surgical teams, 

anesthetists, and post-operative care providers. This audit reveals that several key documentation areas are frequently 

overlooked, particularly those concerning risk mitigation such as DVT prophylaxis (3.4%) and documentation of 

complications (9.4%). Moderate compliance was observed in items like type of incision (68.5%) and post-operative care 

instructions (66.0%). While these figures are not alarmingly low, they still indicate room for improvement. A particularly 

concerning observation was the limited documentation of prosthesis details and serial numbers (21.9%), which is 

essential for patient safety, especially in the context of implant recalls or post-operative complications. Our results align 

with findings of previous studies which have reported similar deficiencies [11,12,13].  

 

The audit by Khalid et al. highlighted the need for systemic changes in surgical documentation practices in another 

teaching hospital from Lahore Pakistan [2]. These findings are echoed in our audit, suggesting that poor documentation 

is a widespread issue rather than an isolated occurrence. Lorenzetti et al. highlighted audit/feedback, regular 

reminders, templates and multi-faceted education as effective strategies to improve clinical documentation, especially 

where electronic medical records (EMRs) are lacking [14]. Similar audits outside the operative room setting have found 

active approaches including audit/feedback and templates to be more effective than passive ones such as printed 

materials in engaging clinicians [15,16,17]. Callen et al. also emphasized the importance of adaptability, system 

integration and stakeholder buy-in for successful implementation [18]. While many hospitals now use EMRs with clear 

benefits [19,20], paper-based documentation remains common in numerous hospitals, underscoring the relevance of 

our audit. 

 

The lack of completeness in certain areas may be attributed to several factors including system-related reasons. Firstly, 

the absence of a fully enforced structured operative note template with mandatory fields may allow omission of critical 
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clinical details such as patient identification, thromboprophylaxis and implant information. Secondly, since most of the 

operative notes were made by surgical residents, there could be an issue of them not being trained adequately on the 

medico-legal and other medical documentation aspects. Time pressure in the busy operating theaters could also add 

up to incomplete documentation, especially for items perceived as non-critical or routine. From a system perspective, 

reliance on handwritten documentation may also contribute to variability in completeness and legibility, limiting 

standardization and increasing the risk of omission errors [21,22]. It is also important to note that incomplete operative 

reports have serious medico-legal implications. In fact, the operative report is the legal document of the surgical 

operation; thus, lack of certain crucial information such as patient identification, intra-operative problems, prosthesis 

information and prophylaxis could put the health professionals in jeopardy, especially in the event of adverse events 

arising from the operation [23,24]. 

 

Furthermore, the lack of completeness in certain components of operative notes is likely multifactorial and reflects both 

individual and systemic challenges. Contributing factors include lack of proper attention to the process of documenting 

during the surgical training of residents, poor enforcement of documentation principles during practice and high 

workload burden in the operation theatres. Failure to use structured templates with compulsory items in documentation 

may also lead to incompleteness since the process was mostly handwritten. Inconsistency in the supervision and 

provision of feedback to junior surgical residents who are mainly in charge of documentation may also contribute to it. 

There is need to improve the documentation process through such methods as revision of operative note proformas, 

incorporation of mandatory fields for critical patient safety elements, structured training programs for surgical trainees, 

implementation of regular audit and feedback cycles within surgical departments. Additionally, the use of EMRs with 

mandatory fields for critical items may also improve compliance [25,26]. 

 

There are certain limitations which should be acknowledged. Since this study was based on a retrospective analysis of 

documented files, our findings would be limited by any inaccuracies in the documentation, thus creating an element of 

information bias. Furthermore, there was a risk of observer bias when extracting information from documents; however, 

the use of a standardized checklist mitigated variability. This audit was carried out in one teaching tertiary hospital, and 

thus the findings might not necessarily be generalized to other healthcare facilities that use a different documentation 

process or workflow. Also, the study could have suffered from temporal limitations due to the short data collection 

period, which may have limited the ability to capture broader trends or variations in documentation practices over 

time. Future efforts could explore integrating mandatory fields into electronic health records or other systemic solutions 

to improve compliance. Future research should explore these aspects and consider including a wider range of 

healthcare facilities. Based on our findings, ongoing monitoring of documentation is recommended, with targeted 

efforts to improve documentation practices. Implementing more comprehensive training for healthcare professionals on 

detailed documentation could help address these deficiencies. 

 

CONCLUSIONS 

While some components of operative notes were well-documented in our study, major deficiencies persist in areas 

critical to patient safety and quality care such as patient identification, thromboprophylaxis, antibiotic information and 

implants/prostheses documentation. There is need for certain measures to be put in place, which include revising the 

form used for documenting operative notes by making sure that there are fields which are mandatory to fill for critical 

items; training sessions for surgeons and their trainees to ensure that documentation standards are met; and regular 

audits and feedback to ensure compliance. Continued efforts, targeted interventions and possibly systemic changes 

are needed to uphold and further enhance documentation practices, thereby supporting better clinical care and 

medico-legal standards. 
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