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ABSTRACT

Fever is a common presenting complaint in emergency departments and may
indicate infections ranging from mild illness to sepsis. Early antibiotic administration
is essential, with international guidelines recommending delivery within one hour of
clinical suspicion to improve outcomes. A second-cycle closed-loop clinical audit was
conducted in a high-volume tertiary care hospital to assess improvements in
timeliness of antibiotic administration. A total of 362 febrile patients were included.
Interventions after first cycle included staff training standardized fever protocols and
real-time monitoring systems. Key outcomes were adherence to one-hour antibiotic
benchmark and time intervals across care pathway. Adherence improved from 40%
to 75% (p < 0.001). Mean time from diagnosis to antibiotic administration decreased
from 95 minutes to 60 minutes while arrival-to-antibiotic time reduced by 41
minutes. Documentation improved and variability decreased. Gender-based
disparities were eliminated. However, 25% still experienced delays due to high
volume and workflow inefficiencies. System-level interventions significantly
improved compliance with time-sensitive guidelines. Persistent delays highlight need
for ongoing optimization and monitoring. Workflow redesign and rapid diagnostics
are required to eliminate delays and achieve compliance. Audit cycles in clinical
governance ensure efficiency and accountability in emergency care. This audit
confirms structured interventions improve timely antibiotic administration in febrile
patients and supports continuous quality improvement for guideline adherence.
Ongoing monitoring leadership engagement and resource optimization remain
essential to sustain gains and further reduce delays ensuring consistent high-quality
emergency care delivery aligned with international standards across all patient
groups consistently achieved.

ARTICLE INFO

Keywords: Fever, Antibiotic Timing,
Clinical Audit, Emergency Department,
Sepsis.

Correspondence to: Moiz Inam Khan,
DHQ Teaching Hospital, MTI, Dera Ismail
Khan, KP, Pakistan.

Email: inammoiz330@gmail.com

Declaration

Authors’ Contribution

All authors equally contributed to the study
and approved the final manuscript

Conflict of Interest: No conflict of interest.

Funding: No funding received by the
authors.

Article History

Received: 09-01-2026  Revised: 12-03-2026
Accepted: 20-03-2026  Published: 30-03-2026

INTRODUCTION

Fever has been identified as one of the most frequent
presenting complaints in emergency departments globally
and in many cases, it can be used as an early clinical sign of
intrinsic infection, whether it is self-limiting infection or
life-threatening sepsis [1]. Early recognition and
treatment of febrile patients, especially patients with an
identified suspected bacterial infection, is still a staple of
acute care medicine [2, 3, 4]. One of the most important
aspects of early management is the timely use of empirical
antibiotics, which has over time been linked to better
clinical outcomes, particularly in sepsis and septic shock
patients [5, 6, 7]. It has been established that the delay in
the delivery of antibiotics can significantly contribute to
morbidity and mortality and it is believed that an hourly
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delay in delivering the right antimicrobial therapy could
have a negative impact on survival [8, 9].

Global clinical practice guidelines reflect the acuity of
administration of antibiotics in the case of suspected
infection. National Institute of Health and Care Excellence
(NICE) has suggested intravenous antibiotics as a
treatment within an hour of clinical diagnosis of sepsis or
severe bacterial infection, which has become a widely used
benchmark of quality-of-care metric in emergency
departments [10, 11]. Equally, the Surviving Sepsis
Campaign recommends prompt goal-oriented treatment
and early administration of antibiotics is at the core of the
initial bundle of resuscitation [12, 13]. Even with these
well-developed recommendations, compliance to such
time-sensitive interventions is still optimal in most
healthcare systems, especially in the low- and middle-
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income nations where resource limitations, overcrowding,
and workflow inefficiencies are widespread.

High-volume tertiary care hospitals like Lady Reading
Hospital in Peshawar, Pakistan, have their own special
operational challenges that can lead to delays in the
provision of care. These are high turnover rates,
insufficient staffing, inconsistent clinical experience, and
poor standardization of care procedures [14, 15]. Febrile
patients in these environments can undergo delays in
various stages of the care pathway such as at triage, during
clinical evaluation, diagnostic investigation, and treatment
initiation [16, 17]. Besides, a lack of structured protocols
and real-time monitoring mechanisms may also contribute
to the worsening of such delays, resulting in inconsistent
practice patterns and poor patient outcomes [18].

It is acknowledged that clinical audits are a vital part
of clinical governance and continuous quality
improvement [19, 20]. Through a systematic comparison
of current practices to the set standards, audits help
healthcare facilities determine gaps in care, initiating
specific interventions and evaluate their outcomes via re-
audit cycles [21, 22]. A closed-loop audit model, especially,
is an effective mechanism to promote sustainable clinical
practice changes because it focuses on the learning
process and accountability. Clinical audits have been
effectively used in the context of infection management to
increase compliance with antibiotic timing instructions,
improve documentation, and optimize care pathways.

The preliminary phase of this clinical audit at Lady
Reading Hospital had shown that there is a lot of delay in
the administration of antibiotics to febrile patients; only
40% of patients were administered with antibiotics in the
recommended time of an hour and the mean delay
between diagnosis and the administration of antibiotics
was 95 minutes [23, 24]. These findings identified some
severe gaps in system-level processes and provider-level
practices. Subsequently, a set of specific interventions
were introduced such as organization of staff training
sessions, implementation of standardized fever work-up
plans, and creation of real-time monitoring and feedback
system designed to enhance the compliance with the
established guidelines.

Since emergency care is dynamic and compley, it is
crucial to consider not only the short-term effects of such
interventions but also their sustainability in the long-term.
The second round of this audit was thus geared towards
evaluating the feasibility of the gains made in the first
round being sustained and even optimized. Using a
systematic methodology and concentrating on the main
performance indicators, including the time to administer
the antibiotic and compliance with the one-hour rule, this
research is expected to present strong evidence regarding
the wusefulness of continuous quality improvement
initiatives in improving the process of managing febrile
patients.

Against this, the current research paper aims to add to
the existing literature on the topic of audit-related
enhancement in an acute care facility, especially in the
context of a resource-constrained environment. It focuses
on the significance of systemic methods of filling gaps in
clinical practice and points out the possibility of scaled-up
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interventions that can enhance patient outcomes and the
quality of healthcare delivery.

METHODOLOGY

The second-cycle clinical audit was done as a closed-loop
re-evaluation research to determine the sustainability and
efficacy of the earlier interventions implemented to
enhance the timeliness of antibiotic administration in
febrile patients who present to the Lady Reading Hospital
emergency department, Peshawar. This re-audit has been
planned based on the clinical governance and quality
improvement models, which is consistent with one hour
antibiotic administration guideline suggested by the
National Institute of Health and Care Excellence. An
observational design was used, which is retrospective-
prospective in nature, comprising of a consecutive sample
of more than 350 febrile patients presenting within the
identified audit period. Inclusion criteria included adult
and pediatric patients who had a documented fever or
clinical suspicion of infection that required antibiotic
therapy, and patients that had already received antibiotic
therapy before presentation or incomplete time records
were not included in the data to ensure integrity.

A pre-validated audit proforma was used to
standardize data collection to make comparisons with the
first audit cycle, which facilitated sound comparative
analysis. Major time measurements were time between
arrival of the patient and the initial clinical assessment of
the patient, time between clinical diagnosis of infection
and antibiotic prescription and time between antibiotic
prescription and administration. To reduce the bias in
documentation, these timestamps were obtained via
electronic medical records and supported by nursing
medication charts. Moreover, demographics of patients,
triage classification, and clinical severity measures were
noted so as to enable stratified subgroup analysis. The re-
audit particularly reviewed compliance to the one-hour
benchmark of antibiotic administration as the main
outcome measure and secondary outcomes were mean
time to antibiotic delivery and detection of residual
system-level delays.

The interventions introduced following the initial
audit cycle, including organized staff training, sharing of
standardized fever work-up protocols, visual aids in the
emergency department, and introducing real-time
monitoring and feedback systems, were retained during
the re-audit period. The process indicators that were used
to measure compliance with these interventions were
documentation completeness and protocol adherence
rates. Statistical analyses were performed to analyze the
data, descriptive and inferential statistics were used to
reflect the values of continuous variables (means and
standard deviations), and categorical variables
(proportions). The first and second audit cycles were
compared with each other to assess statistically and
clinically significant changes in practice, and subgroup
analysis was done according to gender and patient flow
dynamics.

Ethical considerations were handled in accordance
with the institutional audit policies and the formal consent
of the clinical audit committee of the hospital was made.
Anonymization of data was done to ensure patient
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confidentiality and no personal identifiers of the patients
were employed in the analysis. Since this study was a
clinical audit and not an interventional research, the need
to have individual informed consent was waived. The
validity of the longitudinal comparisons used to assess the
effectiveness and sustainability of quality improvement
interventions to improve timely antibiotic administration
was ensured by the methodological rigor of consistency in
data collection tools, outcome measures and audit
standards.

RESULTS

The second-cycle audit involved 362 febrile patients,
which is similar to the first cycle cohort (n=350) and
guarantees methodological consistency and validity to
longitudinal comparison. There were no statistically
significant age, gender distribution, and triage category
differences in the demographic distribution between the
two cycles hence confounding effects were minimized. All
key time variables were over 95% complete, which was an
indicator of a better documentation practice after the
introduction of standardized protocols and real-time
monitoring systems.

Primary Outcome: One-Hour
Antibiotic Administration.

The percentage of patients with the recommended one-
hour timeframe of receiving antibiotics as recommended
by the National Institute for Health and Care Excellence
improved significantly between the first audit cycle (40)
and the second audit cycle (75) (p < 0.001). This is an
absolute increase of 35 percentage points and relative
increase of 87.5, which means that there has been a
clinically and statistically significant increase in adherence
to guideline-based care.

Compliance with

Secondary Outcomes: Time Intervals in Care Delivery
Time between diagnosis to administration of antibiotics
also significantly decreased, reducing to 60 minutes in re-
audit, as compared to the first cycle of 95 minutes. Equally,
the duration between patient arrival and first clinical
examination increased marginally, which is an indication
of increased triage performance and prioritization of
patients with fevers.

Table 1
Comparison of Key Time Metrics Between Audit Cycles

First Second
Parameter Cycle Cycle
(n=350) (n=362)

Mean p-
Difference value

Time to initial
clinical
assessment
(minutes)

2810 228 -6 <0.01

Time from
diagnosis to
antibiotic
(minutes)

95+ 20 60 15 -35 <0.001

Total time from
arrival to
antibiotic
(minutes)

123 £25 82+18 -41 <0.001
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Table 2
Adherence to One-Hour Antibiotic Guideline
First Second
Outcome Measure Cycle Cycle Acl;ls:llluZe v:ﬁ;le
(%) (%) &
Antibiotics
administered 40 75 +35 <0.001
within 1 hour
Antibiotics
administered after 60 25 -35 <0.001
1 hour
Subgroup Analysis

The subgroup analysis based on gender revealed that the
difference in the first audit cycle, in which the delays in
male patients were slightly longer, was successfully
eradicated in the second cycle. The male and female
patients displayed equal improvements in adherence rates
and mean time to administer antibiotics, which means that
the interventions had an equal effect.

Table 3
Gender-Based Comparison of Antibiotic Timeliness
First Second Mean Time Me€$i’:‘ll)me
Gender Cycle<1 Cycle <1 (min) First
Hour (%) Hour (%) Cycle ST
Cycle

Male 38 74 98 61

Female 42 76 92 59
Figure 1

Gender-Based Comparison of Antibiotic
Timeliness
98 92
74 76
61 ( 59
38 42

FIRST CYCLE <1 SECOND CYCLE <1MEAN TIME (MIN)MEAN TIME (MIN)

HOUR (%) HOUR (%) FIRST CYCLE SECOND CYCLE

® Male ®Female

Process Improvement Indicators

Process-level assessment demonstrated significant
changes in adherence to standardized fever work-up
procedures, where documentation completeness in the
first cycle was about 70% as compared to over 93% in the
second cycle. The concept of real-time monitoring and
feedback was linked to lower variability in the time of
antibiotic administration, as the standard deviation in the
second cycle was smaller.

Residual Delays
Although it was generally improved, there was a group of
patients (25% of the total) who delayed over one hour.
Root cause analysis implied that such delays were mainly
linked with high influx of patients, waiting of ambiguous
cases to be confirmed in a laboratory, and in some cases,
the workflow was limited because of peak periods in the
emergency department.

In general, the second-cycle audit showed that process
and outcome measures significantly and persistently
improved, which proves the usefulness of specific
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interventions to improve the timely administration of
antibiotics in febrile patients.

DISCUSSION

This closed loop clinical audit, shows that there was a
significant and meaningful change in the timeliness of
antibiotic administration of febrile patients after the
introduction of focused, system-level interventions. The
rise in compliance to the one-hour mark of antibiotic
administration (40 to 75 percent in the first and re-audit,
respectively) not only indicates enhanced compliance with
international standards established by the National
Institute of Health and Care Excellence but also
demonstrates the efficacy of the organized quality
improvement measures within the context of the resource-
limited emergency department [11,23]. The reportedly
decreased mean time between diagnosis and delivery of
antibiotics (95 minutes to 60 minutes) also highlights the
operational effect of workflow optimization, staff
sensitization, and protocol-based care [14,18].

These results can be categorized within the
framework of the existing body of research on sepsis and
infection management, in which the prompt use of
antibiotics is closely linked to lower morbidity and
mortality rates [5,7]. The delay in delivery of antibiotics
has been associated with multiple times with negative
clinical outcomes, especially in suspected sepsis patients,
every hour of delay can greatly contribute to the risk of
developing severe sepsis or septic shock [8,15]. Here, the
gains identified in the second audit cycle would tend to
translate into real patient-level gains, but this study was
not powered to directly measure clinical outcomes, i. e.,
mortality or length of hospital stay. However, the
consistency of the process improvements with evidence-
based standards enhances external validity of these
findings [13].

One of the strengths of this audit is that it is closed-
loop, which made it possible to directly measure the
effectiveness of interventions and maintain a consistent
methodology in both cycles [19,21]. Multifaceted
interventions, such as staff training, standardized work-up
fever protocols, and real-time monitoring, seem to have
filled the knowledge gaps and inefficiencies of the system
[23]. Notably, the fact that the variability of antibiotic
administration time has decreased also indicates a better
reliability of care delivery processes, which is an
important indicator of high-quality healthcare systems.
There is also evidence of the absence of gender disparities
that were observed before, which means that the
interventions encouraged equal treatment, reducing the
unwanted biases in clinical prioritisation.

These improvements notwithstanding, a remaining
percentage (25) of the patients still reported delays longer
than the recommended one hour. This indicates the long-
term effects of structural and operational limitations
especially when the patient volume and overcrowding in
the emergency department are high [14]. The time delays
in diagnostic uncertainty and laboratory processing also
indicate that additional incorporation of rapid diagnostic
tools and point-of-care testing can improve the efficiency
of decision-making. Furthermore, real-time monitoring
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was found to be useful, but its sustainability might rely on
the further administrative assistance, resources allocation
and incorporation into the routine work in clinics.

The results of this audit are to be viewed in the
perspective of some limitations. Being a single-center
study in a high-volume tertiary care facility, there is a risk
of decreased external validity of findings to other settings,
especially primary or secondary care facilities. Moreover,
the observational design does not allow causal inference,
though the time-related correlation between interventions
and improvements is a strong reason to think that they are
effective. ~ Although data collection based on
documentation is better improved in the second cycle, it is
still prone to recording bias. Moreover, patient-centered
clinical outcomes are lacking, which restricts the capability
to directly relate the process improvements to health
outcomes.

Despite these shortcomings, this audit offers strong
evidence in favour of the importance of continuous quality
improvement efforts to improve adherence to time
sensitive clinical interventions [22,24]. The long-term
viability of these benefits will probably be based on
institutionalization of audit cycles, strengthening of staff
education, and using digital health solutions to track
performance in real-time. Further studies are needed to
broaden the evaluation scope to encompass clinical
outcome, cost-effectiveness, and multi center validation to
enhance the evidence base.

Summing up, the second-cycle audit proves that
timely administration of antibiotics in febrile patients can
be greatly enhanced through systematic, targeted
interventions. The results support the need to implement
audit-based quality improvement as a component of the
regular clinical practice to promote long-term
improvements in patient care and adherence to
international standards [13,24].

CONCLUSION

This closed-loop clinical audit shows that system-based
interventions can be very effective in enhancing the
promptness of antibiotics in the management of febrile
patients. The significant improvement in the compliance
with the one hour guideline and the decrease in treatment
delays is anindication of improved efficiency in emergency
care process. The use of standardized protocols, staff
training, and real-time monitoring helped in providing
care more consistently and equally. Nevertheless, the
constant delays among a group of patients indicate that
there are still certain difficulties related to overcrowding
and operational issues. To maintain these improvements,
it will be necessary to maintain institutional support,
regular re-audits, and consolidate of streamlined
workflows. The extension of such quality improvement
programs to other settings with similar resource
constraints can potentially result in a more extensive
improvement of patient outcomes. Altogether, the
inculcation of audit-based practices in regular clinical care
is still necessary to uphold high standards and provide
timely and evidence-based management of the febrile
patients.

Page | 120

Copyright © 2026. IJBR Published by 101 Research (Pt1)
£ This work is licensed under a Creative Commons Attribution 4.0 International License.



Khan, M. 1. et al.,

Clinical Audit on Fever Workup and Timeliness of Antibiotics...

REFERENCES

1.

10.

11.

IJBR Vol.4 Issue.3 2026

Alsabri, M., Onyejesi, C. D., Patel, A., Elewa, M., Abady, E. M.,
Mohunsing, R., Okolie, C.]., Zehra, S. A, & Lusinski, E. (2025).
Optimizing fever management in pediatric emergency
medicine: Pathophysiology, diagnostics, and evidence-based
strategies. International Journal of Emergency
Medicine, 18(1).
https://doi.org/10.1186/s12245-025-01014-y

Grundy, B.S., & Houpt, E.R. (2022). Opportunities and
challenges to accurate diagnosis and management of acute
febrile illness in adults and adolescents: A review. Acta
Tropica, 227,106286.
https://doi.org/10.1016/j.actatropica.2021.106286
Osborn, ], Roberts, T., Guillen, E,, Bernal, 0., Roddy, P,
Ongarello, S., Sprecher, A, Page, A, Ribeiro, I, Pirioy, E.,
Tamrat, A.,, De la Tour, R,, Rao, V. B,, Flevaud, L., Jensen, T.,
Mclver, L., Kelly,C, & Dittrich,S. (2020). Prioritising
pathogens for the management of severe febrile patients to
improve clinical care in low- and middle-income
countries. BMC Infectious Diseases, 20(1).
https://doi.org/10.1186/s12879-020-4834-1

Corsini, R,, Marini, G., Ottone, M., Rossi, P. G., Lattuada, I. M.,
Cocchi, V., Lucchesi, D. M., Cacciamani, B, Beneventi,S.,
Cantergiani, S, Romani, F., Simion, M., Russello, G, &
Mezzadri, S. (2025). Sepsis in the emergency department: A
dual challenge of early management and antimicrobial
stewardship. BMC Infectious Diseases, 25(1).
https://doi.org/10.1186/s12879-025-11947-7

Rothrock, S. G, Cassidy, D. D., Barneck, M., Schinkel, M.,
Guetschow, B, Myburgh, C, Nguyen, L, Earwood, R,
Nanayakkara, P. W., Nannan Panday, R.S., & Briscoe, J. G.
(2020). Outcome of immediate versus early antibiotics in
severe sepsis and septic shock: A systematic review and
meta-analysis. Annals of Emergency Medicine, 76(4), 427-
441.

https://doi.org/10.1016/j.annemergmed.2020.04.042
Niederman, M. S., Baron, R. M., Bouadma, L., Calandra, T.,
Daneman, N, DeWaele,]., Kollef, M.H.,, Lipman,]., &
Nair, G. B. (2021). Initial antimicrobial management of
sepsis. Critical Care, 25(1).
https://doi.org/10.1186/s13054-021-03736-w

Im, Y, Kang, D., Ko, R, Lee, Y.], Lim,S.Y., Park, S, Na,S.].,
Chung, C. R, Park, M. H,, Oh, D. K,, Lim, C,, Suh, G.Y,, Lim, C,,
Hong, S, Oh, D.K, Suh,G.Y., Jeon, K, Ko,R., & Moon,].Y.
(2022). Time-to-antibiotics and clinical outcomes in
patients with sepsis and septic shock: A prospective
nationwide multicenter cohort study. Critical Care, 26(1).
https://doi.org/10.1186/s13054-021-03883-0

Nauclér, P, Huttner, A, Van Werkhoven, C., Singer, M.,
Tattevin, P., Einav, S., & Tangdén, T. (2021). Impact of time
to antibiotic therapy on clinical outcome in patients with
bacterial infections in the emergency department:
Implications for antimicrobial stewardship. Clinical
Microbiology and Infection, 27(2), 175-181.
https://doi.org/10.1016/j.cmi.2020.02.032

Kollef, M. H., Shorr, A. F.,, Bassetti, M., Timsit, J., Micek, S. T.,
Michelson, A. P., & Garnacho-Montero, J. (2021). Timing of
antibiotic therapy in the ICU. Critical Care, 25(1).
https://doi.org/10.1186/s13054-021-03787-z

Weiss, S. L., Peters, M. ], Agus, M. S, Alhazzani, W.,
Choong, K, Flori, H.R,, Inwald, D. P,, Nadel, S.,
Nunnally, M. E,, Schlapbach, L. ]., Tasker, R. C,, Tissieres, P., &
Kissoon, N. (2020). Perspective of the surviving sepsis
campaign on the management of pediatric sepsis in the era
of coronavirus disease 2019* Pediatric Critical Care
Medicine, 21(11), e1031-e1037.

https://doi.org/10.1097 /pcc.0000000000002553

Van de Maat, J., Jonkman, H.,, Van de Voort, E., Mintegi, S.,
Gervaix, A., Bressan, S., Moll, H.,, & Oostenbrink, R. (2020).

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

Measuring vital signs in children with fever at the
emergency department: An observational study on
adherence to the NICE recommendations in
Europe. European Journal of Pediatrics, 179(7), 1097-1106.
https://doi.org/10.1007/s00431-020-03601-y
McCallum, A. D,, & Brent, A. J.
Sepsis. Medicine, 54(2), 124-129.
https://doi.org/10.1016/j.mpmed.2025.11.005
Evans, L., Rhodes, A. Alhazzani, W. Antonelli M,
Coopersmith, C. M., French, C,, ... & Levy, M. (2021). Surviving
sepsis campaign: international guidelines for management
of sepsis and septic shock 2021.Critical care
medicine, 49(11), e1063-e1143.
https://doi.org/10.1097/CCM.0000000000005337

Darraj, A., Hudays, A., Hazazi, A.,, Hobani, A., & Alghamdi, A.
(2023). The association between emergency department
overcrowding and delay in treatment: A systematic
review. Healthcare, 11(3), 385.
https://doi.org/10.3390/healthcare11030385

Taylor, S. P.,, Shah, M., Kowalkowski, M. A, Taylor, B, &
Chou, S. (2021). First-to-second antibiotic delay and hospital
mortality among emergency department patients with
suspected sepsis. The American Journal of Emergency
Medicine, 46, 20-22.
https://doi.org/10.1016/j.ajem.2021.02.059

Adhikari, B.,,  Shrestha, L,  Bajracharya, M.,  Aryal, N,
Rajbhandari, A, Maharjan, R.K, Das,S.K, Sapkota,].,
Tetteh, K. K, & Das,D. (2024). Triage practices for
emergency care delivery: A qualitative study among febrile
patients and healthcare workers in a tertiary care hospital in
Nepal. BMC Health Services Research, 24(1).
https://doi.org/10.1186/s12913-024-10663-3

Abebe, W., Bacha, T.,, Shane, A. L., & Berkowitz, T. (2021).
Triage guideline for immunocompromised children with
fever in an emergency centre in Ethiopia. African Journal of
Emergency Medicine, 11(1), 20-25.
https://doi.org/10.1016/j.afjem.2020.10.004

Thobaity, A. A. (2025). Identifying the main bottlenecks in
the workflow of Saudi Arabian emergency departments
(EDs). Journal of Nursing Management, 2025(1).
https://doi.org/10.1155/jonm /4239274

Dickerson, J. E. (2023). Clinical audit, quality improvement
and data quality. Anaesthesia & Intensive Care
Medicine, 24(8), 486-489.
https://doi.org/10.1016/j.mpaic.2023.05.005

Price, T, Tredinnick-Rowe, ], Walshe, K, Tazzyman, A.,
Ferguson, ], Boyd, A, Archer, ], & Bryce, M. (2020). Reviving
clinical governance? A qualitative study of the impact of
professional regulatory reform on clinical governance in
healthcare organisations in England. Health Policy, 124(4),
446-453.

https://doi.org/10.1016/j.healthpol.2020.01.004

Waris, B, Butt, N. I, Afzal, A,, & Khizar, 1. (2025). Audit and
re-audit of discharge summaries completeness: A strategy to
improve patient care quality. Pakistan Journal of Medical
Sciences, 41(10), 2831-2836.

https://doi.org/10.12669 /pjms.41.10.12224

Gebhardt, G., & De Waard, L. (2024). Audit as a tool for
improving obstetric care in low- and middle-income
countries. Best Practice & Research Clinical Obstetrics &
Gynaecology, 94, 102477.
https://doi.org/10.1016/j.bpobgyn.2024.102477
Schlaeffer-Yosef, T.,  Shafat, T,  Dreiher,]., Cohen,L,
Codish, S., Hadad, H., & Nesher, L. (2023). Beating the clock:
Reduced time to first antibiotic dose administration
following an audit and feedback intervention. International
Journal of Antimicrobial Agents, 62(1), 106832.
https://doi.org/10.1016/j.ijantimicag.2023.106832

(2026).

Page | 121

Copyright © 2026. IIBR Published by 101 Research ®t)
v This work is licensed under a Creative Commons Attribution 4.0 International License.


https://doi.org/10.1186/s12245-025-01014-y
https://doi.org/10.1016/j.actatropica.2021.106286
https://doi.org/10.1186/s12879-020-4834-1
https://doi.org/10.1186/s12879-025-11947-7
https://doi.org/10.1016/j.annemergmed.2020.04.042
https://doi.org/10.1186/s13054-021-03736-w
https://doi.org/10.1186/s13054-021-03883-0
https://doi.org/10.1016/j.cmi.2020.02.032
https://doi.org/10.1186/s13054-021-03787-z
https://doi.org/10.1097/pcc.0000000000002553
https://doi.org/10.1007/s00431-020-03601-y
https://doi.org/10.1016/j.mpmed.2025.11.005
https://doi.org/10.1097/CCM.0000000000005337
https://doi.org/10.3390/healthcare11030385
https://doi.org/10.1016/j.ajem.2021.02.059
https://doi.org/10.1186/s12913-024-10663-3
https://doi.org/10.1016/j.afjem.2020.10.004
https://doi.org/10.1155/jonm/4239274
https://doi.org/10.1016/j.mpaic.2023.05.005
https://doi.org/10.1016/j.healthpol.2020.01.004
https://doi.org/10.12669/pjms.41.10.12224
https://doi.org/10.1016/j.bpobgyn.2024.102477
https://doi.org/10.1016/j.ijantimicag.2023.106832

Khan, M. I. et al., Clinical Audit on Fever Workup and Timeliness of Antibiotics...

24. Cherian,]., Segal, ], Sharma,R, Zhang A, BassE, & https://doi.org/10.23970/ahrgepc mhs4sepsis
Rosen, M. (2024). Patient safety practices focused on sepsis
prediction and recognition.

Page | 122
IJBR Vol.4 Issue.3 2026 -Copyright © 2026. I1JBR Published by 101 Research Pt1d)
_ This work is licensed under a Creative Commons Attribution 4.0 International License.


https://doi.org/10.23970/ahrqepc_mhs4sepsis

