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Abstract

Background: Medical referral notes are essential for smooth patient care transitions between healthcare
providers. Poorly organised or incomplete referrals can cause delays in treatment, miscommunication,
and risk to the patients. This clinical audit assessed the quality of medical referral notes at Bangladesh
Medical University (BMU) Hospital regarding their compliance with established standards.

Method: A cross-sectional study was carried out on 113 referral notes gathered from various depart-
ments in April 2025. Eight audit standards were adapted from BMU's existing referral notes. Trained
auditers collected the completed referral notes and extracted data from the notes.

Result: About seven in ten (71.7%) of referral notes had date and time written properly. Most referrals
(81.4%) were sent to faculty members, 65.5% having clear justification and 46.9% having full clinical
information. About six in ten (58.4%) responded timely with proper explanations (61.1%), and a follow-
up plan (65.5%). The study revealed considerable deficiencies. Overall, 46.9% of them met all required
standards.

Conclusion: More than half of the referral notes did not meet the required standards. We recommend
the introduction of an electronic referral system with a provision of periodic audits to maximise
healthcare quality.

Key messages

More than half of the referral notes at Bangladesh Medical University Hospital did not meet required stand-
ards, highlighting a large gap in medical referral documentation in Bangladesh’s top tertiary care hospital.
Response from the concerned clinicians also was inadequate. By introducing an electronic system for refer-
ral and periodic evaluation, Bangladesh Medical University can improve referral quality to improve patient
care.
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Introduction

Clinical audits are systematic reviews of clinical
practice aimed at assessing and enhancing the quality
of patient care by comparing current practices against
established standards [1]. Medical referral notes act as
a vital communication tool among healthcare
providers, ensuring continuity of care, accurate
diagnosis, and prompt treatment [2]. Poorly written
referral notes can cause delays in patient
management, miscommunication, and suboptimal
clinical outcomes [3]. Therefore, evaluating the
quality of referral documentation by the service
providers are crucial for improvements of healthcare.
The success of medical referrals depends on the
completeness, clarity, and relevance of the
information provided [4]. Studies have indicated that
incomplete or vague referral letters contribute to
diagnostic mistakes, unnecessary tests, and increased
healthcare costs [5,6].

A well-organised referral note should include
patient demographics, clinical history, examination
findings, provisional diagnosis, and clear referral
objectives [7]. However, audits across different
healthcare settings show significant variation in the
quality of referral documentation, with key elements
often missing [8]. In low- and middle-income
countries, these challenges are intensified by limited
resources, high patient volumes, and insufficient
training in medical documentation [9,10]. Even in
high-income settings, variability in referral quality
continues, emphasising the need for standardised
templates and ongoing professional training [11].
Clinical audits provide a systematic way to assess
compliance with best practices, pinpoint deficiencies,
and apply corrective measures. [12]. Previous studies
have demonstrated that audit-driven quality
improvement initiatives result in improved patient
outcomes and more efficient healthcare systems [13].

Anecdotal reports from clinicians at Bangladesh
Medical University (BMU) indicated frequent issues
with referral quality, such as missing information and
ambiguous instructions. This audit was initiated to
objectively examine the completeness and accuracy
of referral notes, identify common deficiencies, and
suggest evidence-based improvements.

Methods

This clinical audit was conducted on referral notes
written in April 2025. One hundred thirteen referral
notes were collected from the Medicine and Allied
departments and the Surgery and Allied departments
located in the blocks C and D. The inclusion criteria
were inter-departmental referrals. Duplicate referrals
were excluded.

Referral notes

BMU's existing referral note format was considered
the audit standards, having following eight indicators:
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Referral side

Referral date and time

The referral should specify the date and time it was
composed. Proper documentation ensures
accountability and facilitates tracking delays in
response. An absence of a clearly written referral date
and time makes it difficult to evaluate timelines.

Referral recipient

Specifies the recipient's designation (e.g., Faculty/
Medical Officer/Student) and helps to determine
whether the referral reached the appropriate level of
expertise.

Type of referral

There are two options: urgent and routine. Urgent
referral requires immediate attention within an hour
(e.g, life-threatening conditions). Routine referral can
be responded within 24 hours.

Clinical information

The referral format includes relevant history
(symptoms, duration, medical history, etc.), physical
findings (vitals, examination notes), and lab/imaging
results (if available) to support the referral.

Reason for referral

There is a large space for writing a clear justification
and expected action from the respondent. Explain
why the patient is referred (e.g, specialist opinion,
further tests), and what action is anticipated (e.g,
surgical assessment, diagnostic confirmation).

Referral respondent
This indicates who acknowledged or acted upon the
referral and helps evaluate whether the responder had
sufficient expertise.

Response side

Response date and time

The responding clinician should record the date and
time in the format.

Response duration

It was calculated by subtracting the response time for
the referral time. Perfect timing indication if the
response was within the expected timeframe (e.g.,
urgent < 1 hour, routine < 24 hours).

Response quality

A proper explanation includes assessment, treatment
plan, and a clear instruction.

Data collection and analysis

Data were extracted by trained auditors using a
standardised checklist. The auditors were physicians
who had completed structured training to understand
referral standards (e.g, required clinical elements,
urgency criteria), apply audit tools consistently (e.g.,
checklists), and reduce bias (e.g,, avoiding subjective
interpretations of "adequate" documentation). Auditor
training was conducted by the authors at the
Department of Internal Medicine of BMU covering
referral standard criteria defining a "complete" referral
(e.g., history, examination, labs), checklist utilisation,
and maintaining confidentiality and objectivity.
Descriptive statistics (numbers and  their
corresponding percents) were used to analyse
compliance.
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Results

In this clinical audit, we found that the 71.7% referral
notes had properly written referral dates and times.
The referrals were mostly (88.5%) sent to the faculty
members. Routine referrals (within 24 hours)
accounted for 73.5% of the instances. Fully
documented clinical information was present in
46.9% of cases. The reason for referral with a clear
justification was provided in 65.5% notes (Table 1).
Referrals were responded mostly by faculty
members (81.4%), with a perfect response time
(58.4%) and proper explanations (61.1%). There was
no date or time in case of 28.3% of the notes. In 55.8%
referral notes, response time and dates were not
written. Only 46.9% met all required standards.

Table 1 Clinical audit standard-based findings in referral
notes (n=113)

Clinical audit standards Number (%)
Referral side
Referral date and time written
Date and time 81(71.7)
Date only 28 (24.8)
No date and time 4(3.5)
Type of referral notes
Routine 83 (73.5)
Urgent 13 (12.4)
Not specified 5(4.4)
Clinical information written in referral notes
History 108 (95.6)
Physical examination 53 (46.9)
Lab investigation 79 (69.9)
Reason written in referral notes
Clearly 74 (65.5)
Unclearly 39 (34.5)
Type of respondent who responded to the referral notes
Faculty 92 (81.4)
Student 6 (5.3)
Not specified 11(9.8)
Response side
Response date and time
Date and time 50 (44.2)

Date 42(37.2)

No date and time 21(18.6)
Response duration

Perfect time 66 (58.4)

Delayed response 25(22.1)

Not responded 5(4.4)
Response with proper explanation

Written 69 (61.1)

Not written 44 (38.9)

In addition, we explored whether there was any
follow-up plan in the referral reply although it was not
in the list of the standards. Such a plan was mentioned
by 65.5% of the responding clinicians (Figure 1).
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Discussion

The audit revealed a large variability in referral
quality, with critical omissions that could impact
badly patient care. The absence of date and time,
incomplete clinical information, delayed response
time, lack of proper explanation, and lack of follow-up
plans were particularly concerning, as they may lead
to inappropriate and delayed management. Less than
half of referral notes met all required standards.

Not written
34.5%

Written
65.5%

Figure 1 Follow-up plan suggested by the responding clini-
cians

The BMU currently uses a paper-based referral
note. Transitioning to electronic systems for
documentation and referrals may enhance the quality
and legibility of medical notes, reduce errors and
improve compliance with standards. Our compliance
with proper date/time documentation, aligns closely
with the finding of Johnston et al (68%) [1]. Similarly
complete clinical information aligns almost exactly
with the findings of Pronovost et al. (47%) on the
adherence standards [14]. Our finding of 65.5%
referrals with clear justification remains below the
82% standard reported by Wright and colleagues [13].

Perfect response time in our analysis (58.4%) was
lower than that reported by others (61.1% - 78.0%)
[15,16]. Follow-up plan documentation (65.5%) failed
to reach the 80% standard demonstrated in Shojania
and Grimshaw's optimal practice model [17].

Most concerning was our finding that less than half
of referrals met all standards. This gap underscores
the need for systemic interventions like those
proposed by Dixon-Woods and Martin, whose
framework achieved 89% sustained improvement
through continuous quality monitoring [18].

Our results support WHO's recommendation for
standardized referral protocols in low-compliance
settings [19]. Moreover, this study supports global
efforts to strengthen healthcare systems through
ongoing quality improvement and patient-centred
care. Given the increasing focus on interdisciplinary
collaboration in modern healthcare, optimising
referral processes is essential for reducing errors and
enhancing clinical efficiency [20].

This study has limited generalisability as it was
done at Bangladesh's top academic hospital for a short
period. However, we presume the situation is similar
or even worse in other tertiary-level hospitals, such as
medical college hospitals and specialised institutes.
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Conclusion

The clinical audit identified large gaps in referral
documentation and processing, including incomplete
clinical information, delayed responses and lack of
follow-up plans. We recommend introduction of an
electronic system for referral notes with an alert
system, periodic training, and audits for maximizing
the benefits.

Acknowledgments

We are grateful to the authorities, employees, and staff of
various departments of Bangladesh Medical University for
their wholehearted cooperation. We acknowledge the use
of Grammarly to assist with English language editing,
improving sentence structure, grammar, and vocabulary
for greater clarity. We critically reviewed and revised all
generated suggestions to ensure the manuscript's
readability. We take full responsibility for the content of
this article.

Author contributions

Conception or design of the work; or the acquisition, analysis,
or interpretation of data for the work: KAA, MAKA. Drafting
the work or reviewing it critically for important intellectual
content: KAA, MAKA, KMM, AAF, MHHS, MMAB. Final
approval of the version to be published: KAA, MAKA, KMM,
AAF, MHHS, MMAB. Accountable for all aspects of the work
in ensuring that questions related to the accuracy or integrity
of any part of the work are appropriately investigated and
resolved: KAA, MAKA, KMM, AAF, MHHS, MMAB.

Conflict of interest
We do not have any conflict of interest.

Data availability statement

We confirm that the data supporting the findings of the
study will be shared upon reasonable request.

Supplementary file

Supplementary file 1: Bangladesh Medical University
Referral Notes format.

References

1. Johnston G, Crombie IK, Davies HT, Alder EM, Millard A.
Reviewing audit: barriers and facilitating factors for
effective clinical audit. Qual Health Care. 2000;9(1):23-
36. doi: https//doi.org/10.1136/qghc.9.1.23

2. O'Donnell CA. Variation in GP referral rates: what can we
learn from the literature? Fam Pract. 2000;17(6):462-
471. doi: https//doi.org/10.1093/fampra/17.6.462

3. AKkbari A, Mayhew A, Al-Alawi MA, et al. Interventions to
improve outpatient referrals from primary care to
secondary care. Cochrane Database Syst Rev. 2008;
(4):CD005471. doi: https//
doi.org/10.1002/14651858.CD005471.pub2

4. Newton J, Eccles M, Hutchinson A. Communication
between general practitioners and consultants: what
should their letters contain? BMJ. 1992;304(6830):821-
824. doi: https//doi.org/10.1136/bmj.304.6830.821

5. Kinchen KS, Cooper LA, Levine D, Wang NY, Powe NR.
Referral of patients to specialists: factors affecting choice
of specialist by primary care physicians. Ann Fam
Med. 2004;2(3):245-252. doi: https//doi.org/10.1370,
afm.68

6. Gandhi TK, Sittig DF, Franklin M, Sussman A]J, Fairchild
DG, Bates DW. Communication breakdown in the
outpatient referral process. J] Gen Intern Med. 2000;15

(9):626-631. doi: https//doi.org/10.1046/j.1525-
1497.2000.91119.x

BSMMUJ | doi: https://doi.org/10.3329/bsmmuj.v18i3.83627

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Jiwa M, Skinner P, Coker AO, Shaw L, Campbell MJ,
Thompson J. Implementing referral guidelines: lessons
from a negative outcome cluster randomised factorial
trial in general practice. BMC Fam Pract. 2006;7:65. doi:
https//doi.org/10.1186/1471-2296-7-65

Forrest CB, Glade GB, Baker AE, Bocian A, von Schrader
S, Starfield B. Coordination of specialty referrals and
physician satisfaction with referral care. Arch Pediatr
Adolesc Med. 2000;154(5):499-506. doi: https//
doi.org/10.1001/archpedi.154.5.499

Kinfu Y, Dal Poz MR, Mercer H, Evans DB. The health
worker shortage in Africa: are enough physicians and
nurses being trained? Bull World Health Organ. 2009;87
(3):225-230. doi: https//doi.org/10.2471/BLT.08.051599

Dussault G, Franceschini MC. Not enough there, too
many here: understanding geographical imbalances in
the distribution of the health workforce. Hum Resour
Health. 2006;4:12. doi: https//doi.org/10.1186/1478-
4491-4-12

Roland M, Rao SR, Sibbald B, Hann M, Harrison S, Walter
A, Guthrie B, Desroches C, Ferris TG, Campbell EG.
Professional values and reported behaviours of doctors
in the USA and UK: quantitative survey. BMJ Qual Saf.
2011 Jun;20(6):515-521. doi: https//doi.org/10.1136
bmijgs.2010.048173

Jamtvedt G, Young JM, Kristoffersen DT, O'Brien MA,
Oxman AD. Audit and feedback: effects on professional
practice and healthcare outcomes. Cochrane Database
Syst Rev. 2006;(2):CD000259. doi: https//
doi.org/10.1002/14651858.CD000259.pub2

Ivers N, Jamtvedt G, Flottorp S, Young JM, Odgaard-
Jensen ], French SD, O'Brien MA, Johansen M, Grimshaw
J, Oxman AD. Audit and feedback: effects on
professional practice and healthcare outcomes.
Cochrane Database Syst Rev. 2012 Jun 13;2012
(6):CD000259. doi: 10.1002/14651858.CD000259.pub3.
Update in: Cochrane Database Syst Rev. 2025 Mar
25;3:CD000259. doi: https//
doi.org/10.1002/14651858.CD000259.pub3

Pronovost PJ, Nolan T, Zeger S, Miller M, Rubin H. How
can clinicians measure safety and quality in acute care?
Lancet. 2004 Mar 27;363(9414):1061-1067. doi: https//
doi.org/10.1016/S0140-6736(04)15843-1

Wright J, Dugdale B, Hammond [, Jarman B, Neary M,
Newton D, Patterson C, Russon L, Stanley P, Stephens R,
Warren E. Learning from death: a hospital mortality
reduction programme. J R Soc Med. 2006 Jun;99(6):303-
308. doi: https//doi.org/10.1258/j1sm.99.6.303

Lau R, Stevenson F, Ong BN, Dziedzic K, Treweek S,
Eldridge S, Everitt H, Kennedy A, Qureshi N, Rogers A,
Peacock R, Murray E. Achieving change in primary care-
effectiveness of strategies for improving implementation
of complex interventions: systematic review of reviews.
BMJ] Open. 2015 Dec 23;5(12):e009993. doi: https//
doi.org/10.1136/bmjopen-2015-009993

Shojania KG, Grimshaw JM. Evidence-based quality
improvement: the state of the science. Health Aff.
2005;24(1):138-150. doi: https//doi.org/10.1377
hlthaff.24.1.138

Dixon-Woods M, Martin GP. Does quality improvement
improve quality? Future Hosp J. 2016;3(3):191-194. doi:
https//doi.org/10.7861/futurehosp.3-3-191

World Health Organisation. Quality and accreditation in
health care services: a global review. Geneva: WHO;
2003. Available at: https://iris.who.int,
handle/10665/68410

Bodenheimer T. Coordinating care—a perilous journey
through the health care system. N Engl ] Med. 2008;358
(10):1064-1071. doi: https//doi.org/10.1056
NE]Mhpr0706165

4ofy

/z9€ga:(€)g1iGzoz | |euinof AJsiaAlun |eIpa qinw yy1ays nypueqesueg | o Ja ¥y qeyy


https/doi.org/10.1136/qhc.9.1.23
https/doi.org/10.1093/fampra/17.6.462
ttps/doi.org/10.1002/14651858.CD005471.pub2
ttps/doi.org/10.1002/14651858.CD005471.pub2
https/doi.org/10.1136/bmj.304.6830.821
https/doi.org/10.1370/afm.68
https/doi.org/10.1370/afm.68
https/doi.org/10.1046/j.1525-1497.2000.91119.x
https/doi.org/10.1046/j.1525-1497.2000.91119.x
https/doi.org/10.1186/1471-2296-7-65
https/doi.org/10.1001/archpedi.154.5.499
https/doi.org/10.1001/archpedi.154.5.499
https/doi.org/10.2471/BLT.08.051599
https/doi.org/10.1186/1478-4491-4-12
https/doi.org/10.1186/1478-4491-4-12
https/doi.org/10.1136/bmjqs.2010.048173
https/doi.org/10.1136/bmjqs.2010.048173
https/doi.org/10.1002/14651858.CD000259.pub2
https/doi.org/10.1002/14651858.CD000259.pub2
https/doi.org/10.1002/14651858.CD000259.pub3
https/doi.org/10.1002/14651858.CD000259.pub3
https/doi.org/10.1016/S0140-6736(04)15843-1
https/doi.org/10.1016/S0140-6736(04)15843-1
https/doi.org/10.1258/jrsm.99.6.303
https/doi.org/10.1136/bmjopen-2015-009993
https/doi.org/10.1136/bmjopen-2015-009993
https/doi.org/10.1377/hlthaff.24.1.138
https/doi.org/10.1377/hlthaff.24.1.138
https/doi.org/10.7861/futurehosp.3-3-191
https://iris.who.int/handle/10665/68410
https://iris.who.int/handle/10665/68410
https/doi.org/10.1056/NEJMhpr0706165
https/doi.org/10.1056/NEJMhpr0706165

