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ABSTRACT

Introduction: Oral cancer discharge summaries are crucial for
delivering high-quality care and guiding future treatment planning
after surgical management. They summarise essential clinical
information required for follow-up, adjuvant therapy decisions,
and multidisciplinary coordination. However, incomplete or
inaccurate documentation can compromise patient safety and
continuity of care. While several studies have evaluated the
quality of clinical records, limited evidence specifically assesses
the completeness and accessibility of oral cancer discharge
summaries, highlighting the need for systematic evaluation.

Aim: To assess the completeness of oral cancer discharge
summaries using a standardised approach.

Materials and Methods: A retrospective clinical audit was
conducted on discharge summary reports of 93 oral cancer
patients who underwent surgical management between January
2023 and December 2023 at Saveetha Dental College and
Hospitals, Chennai, Tamil Nadu, India, using total enumerative
sampling of all eligible cases. Discharge summaries prepared in
the Department of Oral and Maxillofacial Surgery were evaluated
by investigators from the Department of Oral Pathology. A
scoring system was used to evaluate 28 parameters covering
key aspects of documentation, including patient identification
details, clinical history, treatment details, discharge information,
and Tumour Node Metastasis (TNM) staging. Each parameter
was assessed using a binary scoring system (1=documented,
O=missing) with a maximum score of 28. The availability of

discharge summaries in the Dental Information Archival System
(DIAS), the Institutional electronic health record system, was
also recorded to identify cases where discharge reports were
not uploaded to the online database. Descriptive statistics were
used for statistical analysis.

Results: Of the 93 patients who underwent surgical management
for oral cancer, 54 (568%) of discharge summaries were available
in the Institutional online DIAS, whereas 39 (42%) were not
uploaded to the online database and were analysed separately
as a measure of documentation availability. Among the available
discharge summaries (n=54), 19 cases (35.2%) achieved
complete documentation with a score of 28/28, while 17 cases
(81.5%) scored 27/28, indicating near-complete documentation.
The documentation completeness score among available
summaries ranged from 4-28, with a mean score of 24.83+5.85
and a median (interquartile range) score of 27 (25.75-28). The
most frequently omitted parameter was the departmental stamp
of the Institution, 23 cases (42.6%), followed by TNM staging,
which was missing in 22 cases (40.7%).

Conclusion: Complete and accessible documentation in oral
cancer discharge summaries is essential for ensuring patient
safety and effective healthcare delivery. Implementation
of standardised discharge summary templates, regular
documentation audits, and improved digital record management
may enhance the quality and availability of discharge
documentation.
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INTRODUCTION

Raising healthcare costs and increasing life expectancy have
placed increasing demand for improved healthcare [1]. Analysing
the appropriateness of hospital admission and length of stay has
been considered burdensome, as there was no standard reference
[2]. Evaluation of oral surgery case records is essential to ensure
high-quality patient care and efficient utilisation of the available
resources. Authentic documentation aided in patient safety and
informed managerial decisions, bringing to light their significant role
in the delivery of satisfactory healthcare [3]. Several authors reported
that insufficient data quality in clinical records may be suggestive of
below-average care and can be associated with detrimental patient
safety incidents, as incomplete, fragmented, or poorly integrated
health data may negatively influence clinical decision-making
and healthcare outcomes [3-6]. A systematic review claimed that
numerous countries raised concerns regarding incompleteness,
inaccuracy, and unreliability of records [7]. Based on evidence,
few reports accentuated that substandard record maintenance
could lead to severe consequences [8]. Safety checklists are being
employed in variable arenas outside of medicine, namely, the aviation
industry to help Institutionalise performance and minimise human
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factor-related errors [9]. Educational interventions were shown to
significantly improve documentation entered into medical records
[7]. Comprehensive discharge forms were observed to be crucial
for patient safety and continuity of care, particularly in the context of
surgical management of oral cancer patients.

Oral Squamous Cell Carcinoma (OSCC) requires particular attention
owing to the high caseload encountered in clinical practice in India,
largely attributed to the widespread habit of tobacco use and
smoking [10,11], along with the high mortality rate associated with
the disease, with nearly 50% of patients dying within five years, often
due to delayed diagnosis and presentation at advanced stages (Il
and IV) [12]. Emerging evidence indicated that microbial factors may
have also contributed to disease progression, potentially adversely
affecting survival outcomes [13]. In addition, the complexity of
tumour staging further complicated management because of rapid
disease progression and the need for timely surgical intervention
[13-16]. These factors necessitated precise and comprehensive
documentation of tumour characteristics, TNM staging, surgical
procedures, and treatment planning to ensure appropriate clinical
decision-making, continuity of care, and effective follow-up [11].
Since discharge summaries provided essential clinical information
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related to diagnosis, further treatment, and patient management,
their evaluation through clinical audit would provide an important
measure of the quality and completeness of medical documentation
[17].

Hospital care constituted a significant portion of healthcare costs,
and efficient record-keeping was vital to manage these expenses
effectively. Improved recording of hospital data led to enhanced
articulation between healthcare providers and could contribute to
better patient outcomes and more secure healthcare [18]. With
rising demands to enhance the quality of medical practice and
hospital services, alongside increasing expectations and costs of
healthcare, the emphasis on the organisation and content of clinical
records has become increasingly significant [19].

Despite the recognised importance of accurate clinical
documentation, several studies and clinical audits evaluating
oral cancer records have reported deficiencies in documentation
completeness and missing data across diagnostic and treatment
parameters, highlighting the need for systematic evaluation of
discharge summaries and case records to improve documentation
practices and patient care outcomes [3,8,18-20].

However, assessing the completeness of documentation is
challenging without a standardised criterion. Standardised
discharge summary guidelines have been recommended to
improve documentation quality, ensure continuity of care, and
enhance multidisciplinary communication in clinical practice
[21,22]. Standardised discharge summary guidelines, such as the
UK National Prescribing Centre minimum dataset and mandated
components by the Joint Commission, have emphasised the
importance of structured documentation to improve continuity of
care and communication between healthcare settings, although
audit-based evidence suggested that adherence to such
recommendations remains variable [23,24].

Building a competent and adaptable healthcare workforce is
essential for fostering a culture of safety within any healthcare
system [18] and enhancing the quality of care, including effective
clinical record management [18]. Hence, the study aimed to assess
the completeness of oral cancer discharge summaries through a
retrospective clinical audit. It was hypothesised that deficiencies
in documentation completeness would be identified in oral cancer
discharge summaries.

MATERIALS AND METHODS

This retrospective descriptive clinical audit with total enumerative
sampling (all eligible cases were included) was conducted to
evaluate the completeness of discharge summaries of patients who
underwent surgical management for oral cancer during January
2023 to December 2023 at Saveetha Dental College and Hospitals,
Chennai, Tamil Nadu, India. The year 2023 was selected to analyse
the most recent complete set of discharge records available in
the Institutional database at the time of data collection, ensuring
uniformity in electronic documentation practices. Data collection
and auditing of discharge summaries were conducted between
June 2024 and November 2024. The patients included in the study
were treated in the Department of Oral and Maxillofacial Surgery,
while the retrospective clinical audit and evaluation of discharge
summaries were conducted independently by investigators from
the Department of Oral Pathology. Ethical clearance was obtained
from the Institutional Human Ethical Committee (SDC-IHEC)
registered under the Government of India: IHEC/SDC/FACULTY/23/
OPATH/120 and is compliant with the requirements of International
Conference on Harmonisation guidelines related to Good Clinical
Practice.

Inclusion criteria: Patients of all age groups and genders who
were histopathologically diagnosed with oral cancer and underwent
surgical management in the Department of Oral and Maxillofacial
Surgery, between January and December 2023 were included
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in the study from the institutional online DIAS at the time of data
collection.

Exclusion criteria: Patients treated for non-malignant oral lesions or
patients who did not undergo surgical management for oral cancer
during the study period were excluded from the study.

Sample Size: As this was a retrospective clinical audit, all eligible
discharge summaries available during the study period of data
collection were included using total enumerative sampling. Therefore,
formal sample size calculation was not considered necessary.
Of the 93 patients who underwent surgical management for oral
cancer, 54 discharge summaries accessible in the institutional DIAS
were evaluated using total enumerative sampling. All patients were
treated in the Department of Oral and Maxillofacial Surgery, followed
by evaluation of the clinical audit in the Department of Oral and
Maxillofacial Pathology.

Study Procedure

Data source and data collection: Clinical data were retrieved from
the online DIAS of Saveetha Dental College and Hospitals. Discharge
summaries of eligible patients were reviewed for documentation
completeness. Records were considered eligible if a discharge
summary was available in the DIAS database containing the
institutional discharge summary template, irrespective of missing
individual parameters. Additionally, the presence or absence of
discharge summaries in the Institutional electronic database system
was recorded for all cases to identify cases that were not uploaded
to the system as a separate measure of documentation accessibility.
Documentation completeness and documentation availability were
treated as two distinct outcome measures. Completeness was
evaluated only for discharge summaries available in the DIAS
system (n=54), whereas availability was defined as the proportion
of total eligible cases in which discharge summaries were uploaded
to the institutional database (n=93). Other clinical documentation
related to surgical procedures was available in the DIAS system,
while only the discharge summaries were not accessible online for
certain cases.

Development of the evaluation checklist: The evaluation checklist
was developed based on key elements recommended for hospital
discharge summaries in previously published clinical audit and
quality-improvement studies [25-27] assessing the completeness
of discharge documentation and communication and was
subsequently adapted to correspond with the standard discharge
summary format utilised in the Department of Oral and Maxillofacial
Surgery. The parameters were modified to include oral oncology-
specific clinical details such as TNM staging, operation notes, and
surgical team documentation relevant to oral and maxillofacial
surgical practice. The checklist consisted of 28 parameters
covering patient identification details, clinical history, examination
findings, diagnosis, treatment details, discharge information, and
documentation authentication. The checklist was reviewed by
subject experts for content validity before implementation.

Discharge summary parameters: The parameters evaluated for
completeness of discharge documentation are summarised in [Table/
Fig-1]. TheInstitutional case record number and Inpatient Department
(IPD) number were recorded. Documentation parameters relating to
healthcare personnel included the name of the operating oral and
maxillofacial surgeon, the surgical fellow involved in the procedure,
and the postgraduate student participating in patient management
or discharge documentation.

The evaluation checklist consisted of 28 parameters categorised
into five domains: Patient identification, admission details, clinical
assessment and diagnosis, treatment details, and discharge
information and documentation. These parameters were assessed
using a binary scoring system to determine documentation
completeness in oral cancer discharge summaries.
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Clinical
assessment Discharge
Patient Admission and Treatment | information and
identification details diagnosis details documentation
1) Institutional | ) 5t of 9) Chief 19) 22) Discharge
case record o ; Treatment -
number admission complaint performed medications
2) Inpatient 10) History 20) .
Department 7)53323r;f of presenting Operation 29) aDcljsvti:::rge
(IPD) number illness notes
24) Name of
3) Patient 11) Past operating oral
name medical history and maxillofacial
surgeon
4) Age 12) Pgst dental 25) Syurgical
history fellow’s name
26) Name of
postgraduate
13) Past stu(jent iqvolved
surgical history in patient
management
or discharge
documentation
27) Signature
8) Date of 21) Course | of the operating
discharge 14) Personal in hospital surgeon or
history .
responsible
consultant
5) Gender
15) General
examination
findings
16) Local
examination 28)
findings Departmental
stamp of the
17) Final Institution
diagnosis
18) TNM
staging (if
applicable)

[Table/Fig-1]: Parameters used to evaluate completeness of discharge summary
documentation.

Data from the discharge summaries were manually entered into Microsoft Excel using the pre-
defined parameters to assess the completeness of documentation.

Scoring method: A binary scoring system was used to assess
the completeness of discharge summary documentation. Each
parameter was assigned a score of 1 if documented and O if
missing, with a maximum possible score of 28 per discharge
summary. This scoring system was implemented only for discharge
summaries available in the online portal. Cases in which discharge
summaries were not uploaded were excluded from completeness
scoring and analysed separately under document availability. The
scores were recorded in Microsoft Excel and subsequently analysed
using descriptive statistics.

Data were independently extracted by two Oral Pathology
investigators (postgraduate residents) using a predefined checklist.
The reviewers were trained by a senior faculty member before data
collection. A pilot assessment of 10 discharge summaries was
conducted to standardise the evaluation criteria. Discrepancies
between the investigators were resolved by consensus. Interobserver
agreement was assessed using Cohen’s kappa statistic.

STATISTICAL ANALYSIS

Statistical analysis was performed using IBM Statistical Package for
Social Sciences (SPSS) version 23.0. Descriptive statistics, including
mean, median, interquartile range, frequency, and percentage, were
used. Documentation completeness scores were summarised for
available discharge summaries (n=54), while availability was reported
as a proportion of total eligible cases (n=93).

RESULTS

Of the 93 patients who underwent surgical management for oral
cancer in 2023 in the Department of Oral and Maxillofacial Surgery,
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54 (58%) of discharge summaries were available in the online DIAS,
whereas 39 (42%) of discharge reports were available in departmental
records but had not been uploaded to the online database. These
findings reflect limitations in documentation accessibility rather than
completeness. Documentation completeness was assessed using
a structured scoring system adhering to a 28-parameter checklist.
When restricted to discharge summaries available in the online
system (n=54), the mean documentation score was 24.83+5.85.
The median (interquartile range) score was 27 (25.75-28), with
scores ranging from 4 to 28, indicating a high level of documentation
completeness among available records.

Discharge summary availability was 54 (58%), while 39 (42%)
were not uploaded to the online system and were excluded from
completeness analysis. These cases were reported separately as a
measure of documentation availability.

Distribution of Documentation Scores

The distribution of discharge summary scores is shown in [Table/
Fig-2]. Among available records (n=54), 19 discharge summaries
(85.2%) achieved the maximum score of 28/28, indicating complete
documentation of all evaluated parameters. Seventeen summaries
(81.5%) had only one missing parameter (score 27/28). A small
proportion of summaries had partial documentation, with five
cases scoring between 11-20 and three cases scoring between
1-10. Discharge summaries of 39 cases (42%) were not uploaded
to the online record system despite completion of the surgical
procedures.

(@) Tirmenss (b)

Distribution of documentation scores (n=54)

&

Number of summaries
3

Highest score: 28/28
Lowest score: 4

5
Mean = SD: 24.83 = 5.85 9 — "o
Median (IQR): 27 (25.75-28)

[Table/Fig-2]: (a) Availability of discharge summaries in the Institutional database
(n=93); (b) Distribution of documentation completeness scores among available

-
1

-20 27 (1 missing parameter) 28 (Complete)
Score category

discharge summaries (n=54) and Summary statistics of documentation scores.

Parameter-level Completeness

The completeness of individual documentation parameters was
further evaluated among the discharge summaries available in
the online system (n=54). Among the 28 assessed parameters,
administrative and authentication details were more frequently
missing compared to clinical documentation components.

The most frequently missing parameter was the departmental
stamp of the Institution, which was absent in 23 of the 54 evaluated
discharge summaries (42.6%), followed by TNM staging, which
was missing in 22 applicable cases. A detailed parameter-wise
documentation completeness analysis among the discharge
summaries available online (n=54) is presented in [Table/Fig-3].

Parameters Present (n=54) Missing (n=54)
Patient name 54 (100%) 0
Age 54 (100%) 0
Gender 54 (100%) 0
Date of admission 54 (100%) 0
Date of surgery 54 (100%) 0
Date of discharge 54 (100%) 0
Final diagnosis 54 (100%) 0
Treatment performed 54 (100%) 0
Chief complaint 54 (100%) 0
History of presenting illness 54 (100%) 0
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Past medical history 52 (96.3%) 2 (3.7%)
Past dental history 50 (92.6%) 4(7.4%)
Past surgical history 49 (90.7%) 5(9.3%)
Personal history 48 (88.9%) 6 (11.1%)
General examination findings 47 (87%) 7 (13%)
Local examination findings 46 (85.2%) 8 (14.8%)
TNM staging (applicable cases= 54) 32 (59.3%) 22 (40.7%)
Operation notes 54 (100%) 0
Course in hospital 54 (100%) 0
Discharge medications 54 (100%) 0
Discharge advice 54 (100%) 0
Operating surgeon name 52 (96.3%) 2 (3.7%)
Surgical fellow name 48 (88.9%) 6 (11.1%)
Postgraduate student name 45 (83.3%) 9 (16.7%)
Signature 42 (77.8%) 12 (22.2%)
Departmental stamp 31 (567.4%) 23 (42.6%)

[Table/Fig-3]: Parameter-wise documentation of completeness among discharge

summaries available online (n=54).

The five most frequently missing parameters were departmental
stamp 23 (42.6%), TNM staging expected to be documented in
all applicable OSCC cases 22/54 (40.7%), signature 12 (22.2%),
postgraduate student name 9 (16.7%), and local examination
findings 8 (14.8%) shown in [Table/Fig-3]. Although the majority of
available discharge summaries demonstrated good documentation
completeness, 39 (42%) of cases did not have discharge summaries
uploaded to the institutional online system.

Interobserver Agreement

The discharge summaries were independently evaluated by two
investigators and interobserver agreement was assessed using
Cohen’s kappa statistic. An excellent agreement was observed
(Cohen’s k=0.90).

DISCUSSION

The present clinical audit evaluated the completeness and
accessibility of discharge summaries of oral cancer patients who
underwent surgical management during 2023. Although a total of 93
surgical procedures were performed during the study period, only
54 discharge summaries were available in the Institutional online
database for evaluation at the time of data collection. This finding
highlighted a gap between clinical documentation and digital record
accessibility within the institutional system. While documentation
completeness was assessed for records available in the electronic
system, the absence of discharge summaries in the institutional
database reflected a limitation in documentation accessibility rather
than completeness. In the present workflow, electronic availability
is essential for continuity of care and multidisciplinary coordination;
therefore, lack of uploading may have limited the functional utility of
clinical records. Among the available discharge summaries, most
clinical parameters such as diagnosis, treatment performed, and
course in hospital were consistently documented, whereas certain
administrative authentication elements, including signatures and
departmental stamps, were more frequently missing. Similar findings
have been reported in previous clinical documentation audits where
administrative components such as authentication signatures,
stamps and identification details were among the most frequently
omitted elements despite adequate recording of clinical information
using structured scoring systems [3,27,28].

However, in the present study, TNM staging was missing in several
applicable cases. Accurate documentation of tumour staging
is clinically important because TNM staging guides prognosis
assessment, treatment planning, and follow-up management in oral
cancer patients. Early detection and screening of oral cancer also
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play a critical role in improving clinical outcomes, further emphasising
the need for comprehensive and well-documented clinical records
across all stages of patient care [29]. This observation highlighted
the importance of TNM staging as part of comprehensive discharge
summary documentation [27].

Sharifi S et al.,, found that documentation was sometimes
delayed due to time constraints and clinical tasks, which led to
less detailed and lower-quality records [8]. In the present study,
similar factors, such as heavy workload and late completion of
records, may have contributed to incomplete documentation and
delays in uploading discharge summaries. Failing to recognise
the significance of accurate documentation in minimising hospital
expenses and saving time was another factor affecting the quality
of record-keeping [30]. Albagmi S reported that inaccurate clinical
coding could have significant financial implications affecting
hospital reimbursement claims [30], highlighting the importance of
appropriate documentation and accessibility of clinical records. In
the present study (2023), 42% (39/93) of discharge summaries were
not available in the institutional online database, despite completion
of surgical procedures, indicating gaps in digital record accessibility.
Documentation completeness was therefore evaluated only among
available discharge summaries.

Although the available discharge summaries demonstrated
satisfactory documentation of most clinical parameters, the absence
of a considerable proportion of records in the institutional online
portal raised concerns regarding accessibility of patient information.
In oncology practice, discharge summaries often serve as essential
reference documents for subsequent treatment planning, follow-up
scheduling, and multidisciplinary decision-making [31]. Therefore,
the lack of timely availability of these records in digital hospital
systems may pose challenges in accessing previous treatment
details [32]. Incomplete or inaccessible discharge summaries may
therefore have implications for continuity of care, particularly in
oncology patients where accurate clinical documentation plays an
instrumental role in management and follow-up.

Esmaili A et al., reported that the Appropriateness Evaluation
Protocol (AEP) was a reliable and valid instrument for assessing
appropriateness of hospital admissions and days of care in Iran
[2]. Although the AEP primarily evaluated hospital admissions and
duration of care, it highlighted the importance of structured audit
frameworks for evaluating healthcare processes. In the present
study, a checklist-based evaluation system adapted from previously
published discharge documentation audits was used to assess the
completeness of discharge summaries [25-27].

Cheng P et al., investigated poor-quality documentation in a
Melbourne hospital and concluded that continuous improvement
in coding quality and routine internal clinical coding audits were
necessary [33]. Similar concerns were reflected in the present
clinical audit, which identified gaps in documentation accessibility.

From a pathology point of view, a study that was conducted by
Professor Peter Collignon’s group [34] showed that only 55% of
clinical documentation entries, including diagnostic and treatment-
related coding data, were appropriately coded within the hospital
information system. Similar inconsistencies in documentation
practices may have also contributed to the incomplete accessibility
of discharge summaries observed in the present study [34]. Hay P
et al., discussed the detrimental results that were consequences of
substandard report submissions and inaccurate disease diagnosis,
which were reflected in the data and led to inadequate finances.
It also affected policy decisions, raised issues with tracking
performance, and compromised trend data for national and
international surveillance [34]. Ramalingam K et al., reported that all
the clinical details were not obtained fully due to technical reasons
[35]. Comparable technical and administrative factors also influenced
the completeness and accessibility of discharge documentation
within institutional record systems of the present study.
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Krishnamohan N et al., stated that the establishment of surgical ward
round checklists immensely benefited the documentation of essential
aspects of patient assessment and care [9]. Use of ward round
checklist, stickers, or toolkits enhanced patient care and promoted
high-standard practice of medicine [36]. A study conducted by
Vahedi HS et al., showed that the documentation calibre was greatly
elevated after an educational workshop [7]. These findings indicated
that targeted training and standardised documentation formats
could significantly improve documentation practices, which may help
address the gaps in discharge summary accessibility identified in the
present audit. Khoshbaten ME and Entezari M in 2010 also showed
that a training workshop proved to be very useful for medical record
documentation [37]. The same result was observed in multiple
other studies [37-39]. Previous studies have also suggested that
structured documentation templates, periodic clinical documentation
audits, and targeted training programs for healthcare professionals
can significantly improve the completeness and accuracy of medical
records. Implementation of standardised discharge summary formats
may therefore help enhance documentation quality and improve
continuity of patient care. It should be noted that the present audit
primarily evaluated the completeness of documentation parameters
included in the institutional discharge summary template, many
of which represented administrative or authentication elements
such as signatures and departmental stamps. Although these
components were considered essential for medico-legal validity,
other clinically relevant aspects such as detailed follow-up planning,
clinical correlation, and documentation of informed consent were
not specifically assessed and should be considered in future
documentation audits.

Limitation(s)

The present study had certain limitations. Firstly, the audit was
conducted in a single tertiary care dental Institution, which may
have limited the generalisability of the findings to other healthcare
settings. Second, the study evaluated only the completeness of
documentation parameters using a binary scoring system and
did not assess the clinical accuracy of the recorded information.
Third, only discharge summaries available in the Institutional online
database were analysed in detail, while missing records could not be
evaluated for their documentation completeness. Future multicenter
studies including a wider range of oral and maxillofacial surgical
procedures may provide a broader understanding of discharge
documentation practices.

CONCLUSION(S)
Thisclinicalauditidentifiedgapsinbothaccessibilityandcompleteness
of oral cancer discharge summaries within the institutional online
database. In oncology care, incomplete or inaccessible discharge
documentation may affect continuity of care, treatment planning,
and follow-up. Strengthening digital record management through
standardised discharge summary templates, regular documentation
audits, and training of healthcare professionals may improve the
quality and accessibility of medical records. Future Institutional
audits should aim to achieve documentation completeness above
90%, similar to targets proposed in previous oncology record audits.
Further multicentre studies with larger sample sizes and detailed
parameter-wise evaluation are recommended to better understand
and improve discharge documentation practices.
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