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ABSTRACT

Introduction: The utility of a histopathology report are highly dependent on the quality of clinical details provided to the pathologist. A complete
request form enables precise correlation between histo-morphological findings and the patient's clinical presentation. This enhances diagnostic
accuracy and minimizes the risk of misinterpretation. Materials And Methods: A retrospective study was conducted including all histopathology
request forms submitted in the department of Pathology during the year 2023 in a tertiary care teaching hospital in a rural area. Results: Among the
1096 forms collected, 4.5% did not have the name of the patient legibly written. Designation and department of the consultant signing the request
was missing in 95.1 %. Clinical findings was not entered in 51.8% of the forms. In 30.2% cases even the clinical diagnosis was found to be missing.
In 80.9% of cases, relevant investigation results like imaging reports was not entered. In 97.6% surgical findings or treatment details were not
provided. Most of the forms had only personal details and the nature of the specimen mentioned Conclusion: The gross shortcomings in provision
of information including patient identifiers, clinical findings and diagnostic details would lead to an incompetent result from the pathologist. This
study throws a light into the need for improved adherence to documentation standards. Addressing these issues periodically in an institution and
conducting training programs about standard guidelines are essential for improving the quality of reports.

KEYWORDS

Histopathology request form, Medical documentation, Clinical documentation, Clinical audit, Documentation errors

INTRODUCTION

Histopathological examination of specimens is not only an auxiliary
means of diagnosis, but also a useful method to assist clinicians with
appropriate therapy, proper prognosis prediction, and critical decisions
in patient management. (Santana & Ferreira, 2018) (Schettini et al.,
2012) (Oyedeji OA, Ogbenna AA, 2015) Histopathology request
forms are the main means of communication between the clinicians
and the pathologists and it includes patient demographics, clinical
findings, other investigation reports, the details of the specimens sent
and need(if any) for ancillary investigations. Each of the items in the
request form has its own critical role.(Sharif et al., 2007)(Leena Milind
Patwardhan Sunita Sharma, 2023)

The adequacy of clinical information such as clinical history and
differential diagnosis on the request forms can impact the
interpretation of the pathologist as well as the turn around time of the
results. The decisive nature of histopathology reporting thus
necessitates maintenance of a quality in the request forms.(Ali et al.,
2018) (Histopathology etal., 1993)

While histopathologists are expected to help clinicians make a
diagnosis in the most accurate way, it is on the part of clinicians to
provide them with adequate and pertinent clinical information.(R E
Nakleh, G Gephardt, 1999) (Mohanlal, 2022)Without a deep insight
into the patient's clinical information, a histopathologist is unable to
see the specimen from clinician's point of view. Therefore, the
histopathology report might fail to address the desired queries and fall
short of the clinician's expectation. Also, an inadequacy of the
provided clinical information may cause a delay in reporting time and
may lead to inaccurate diagnosis.(Jones etal., 2009)

Studies conducted in many tertiary care centers(Mamy Ngole et al.,
2024) show serious inadequacy of pathology request forms, especially
clinical descriptions. International studies show zero percent of
request forms showing all the required items duly filled. Among a
retrospective 3 month study, 12.5 % only showed details of
investigations duly filled. (Abbasi et al., 2023). While in a study
conducted as an annual audit in South India, 12.2 % alone showed
complete requisition forms. (Priyadharisini etal., 2019)

A teaching hospital is where the budding clinicians learn the protocols
to be followed in their future practice. Hence it was ideal to have an

audit done in such a setup to know regarding the quality of information
provided for a pathologist before a diagnosis is made.

MATERIALSAND METHODS

The primary objective of the study was to assess the quality of
information documented in histopathology request forms in tertiary
care teaching hospital of arural area. After deriving clearance from the
Institutional Research Committee and Institutional Human Ethics
Committee, a retrospective study was conducted including all
histopathology request forms submitted in the department of
pathology during the year 2023. The data collection was done in two
stages. Initially a general assessment of all the request forms was done
to look for the available data and the missing data. After which,
Inpatient or Outpatient records of 10% of haphazardly documented
request forms was perused from the medical records department for
critical analysis. All the details collected was entered into a preformed
data collection form. All the sociodemographic variables and
qualitative variables collected using the pre-formed data collection
form was entered in an excel spreadsheet and descriptive statistical
values were analyzed.

RESULTS

There were 1096 request forms sent in the year 2023 excluding the
cytopathology request forms (where only minimal details are expected
from the clinicians). Among the forms, 4.5%

(50) did not have the name of the patient legibly written. Designation
and department of the consultant signing the request was missing in
95.1% (1042).In 74 % of forms, patient id number was written without
specifying whether it was an Out-patient or an In-patient number.
Clinical findings which form an integral part of the form was kept
blank in 51.8% (568) of the forms. In 46%(504) it was filled but many
of the relevant findings were left out. In 30.2% (331)cases even the
clinical diagnosis was found to be missing. In 80.9% (887)of cases,
relevant investigation results like imaging reports was not entered. In
77.6% (850) of cases the need for any ancillary staining or further
enzyme histochemistry was not mentioned but had been demanded
when asked for in person. In 97.6% (1070) surgical findings or
treatment details were not provided. In 5 forms, the signature or seal of
the medical officer was found to be missing.

Table 1: Basic Patient Identification Details Entered In
Histopathology Request Form
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Name of |Legibly written |1046 Not legibly 49 (4.5%)
the patient (95.4%)  |written
Name of |Entered with 51 (4.7%) | Entered without| 1042(95.1
Doctor Designation and designation and|%)
Department Department

Patient Entered and 811 (74%)|Entered without|285
Identificati| complete mentioning (26%)
on number whether IP/OP

number

Clinical Diagnosis Report of
Findings spedimen other
investigations

Nature of

M Notentered M Entered

Chart 1: Clinical details entered in the Histopathology Request Form

Contact of medical officer

- 203
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420
Patient contact Number 673
i 16

Date of receiving
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Chart 2: Contact details of the patient and the treating doctor entered
in histopathology request form

CONCLUSION

According to the above analyzed data, it is evident that there are
significant deficiencies in the documentation quality. The gross
shortcomings in provision of information including patient identifiers,
clinical findings, diagnostic details, and consultant credentials
highlight a critical gap in documentation practices. These omissions
can lead to delays in processing, misinterpretations, and potential
compromises in patient care. The lack of surgical findings, ancillary
test requests, and relevant investigation results would lead to an
incompetent result from the pathologist. This study throws a light into
the need for improved adherence to documentation standards.
Addressing these issues periodically in institution, conducting training
programs about standard guidelines are essential for improving the
quality of reports. Clinician awareness and reinforced compliance
measures will be essential to enhance the quality and utility of
pathology request forms.

DISCUSSION

The substantial gaps analyzed in the documentation could negatively
impact diagnostic accuracy and patient care. This can cause diagnostic
delays and increased workload due to the need for follow-ups to clarify
missing details. The omission of ancillary test requests despite
frequent intimation indicates an inconsistency in procedural skills. The
lack of legibility in patient names and the omission of consultant
designation and department pose risks for misidentification.

A similar study in Sudan (Elhassan et al., 2024) on laboratory test
requests found that missing patient identifiers, illegible handwriting,
and absent clinician credentials were common issues in manual request
forms. This aligns with our findings, where 4.5% of forms had illegible
patient names, and 95.1% lacked consultant designation and
department details. A comparable study (Burton & Stephenson, 2001)
found that up to 40% of pathology requests lacked sufficient clinical
information, leading to suboptimal diagnostic interpretations.

Defined guidelines from the pathology department for accepting
specimens could rectify many of the inconsistencies. Periodical audit
of the request forms should also be done. If electronic request systems
are adopted with mandatory fields many of the missing information
can be reduced. Integration with hospital management systems can
ensure provision of details like patient identification and previous
investigation results. Clinicians and medical officers should undergo

regular training on the importance of comprehensive documentation.
Refresher programs should also be done periodically. By
implementing these policies, healthcare institutions can enhance the
efficiency and accuracy of pathology request processing, ultimately
improving diagnostic precision, patient safety, and overall healthcare
quality.
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