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Introducing the
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The Clinical Audit & Research team was established in the Midland Health
Board in September 2000.  The team is led by a Clinical Audit Officer and
presently four other research assistants are in post .  They are currently carrying
out a number of audit projects throughout the Midland Health Board and it is
envisaged that this support function will be expanded and will be a resource
assisting to ensure that patients receive the highest standards of care. Initially
the Department was funded by the Department of Public Health and Acute
Hospital Services (as part of the Clinicians in Management Initiative). In
addition, in 2001 funding has been allocated from the other care groups, e.g.
Older Persons Care Group, Mental Health Services, Health Promotion, Children
and Families, Persons with Disabilities and the GP unit in support of audit and
research.

Corporate Fitness
The Midland Health Board has just undergone structural change at Senior
Management level. In addition to Mr Denis Doherty (CEO) there will now be
five persons on the senior management team. Ms Mary Culliton is the newly
appointed Director of Corporate Fitness, a new function within the Board.
Clinical Audit and Research comes under the management of the Corporate
Fitness Function.

Corporate fitness is about assuring that people (staff and service users) are
valued.

Other functions liaising directly with the Director of Corporate Fitness include:
Freedom of Information
Continuous Quality Improvement
Communications
Library and Information
Internal Financial Audit
Risk Management
Comment, Enquiry, Complaint and Appeal.
Health Promoting Hospitals

Presently this team are devising their statement of intent for the Corporate
Fitness Service. Clinical Audit and Research team will play a key role in
Corporate Fitness by encouraging staff to get involved in quality improvement
projects, getting '‘buy-in'’, giving them a voice, two-way communication,
focussing on the positive, making a difference, both giving and receiving,
improving job / service satisfaction, supporting and building on goodwill.

Regional Clinical Audit Committee
A Regional Clinical Audit Committee (RCAC) has been established comprising
of staff members from Clinical Audit and staff representing their respective
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departments/specialties/care groups. A list of committee members is available
on request and representatives may change annually. The RCAC meets on a
monthly basis, ratifying proposals for clinical audit projects.  The RCAC has
discussed the formation of a web page for Clinical Audit  through www.mhb.ie
and has a newsletter in circulation throughout the Health Board.  The committee
has also developed an Audit Proposal form and guidelines for completion –
these are available in this pack.

Information Guide
This booklet has been developed as an introductory guide to the process of
Clinical Audit and aims to answer a number of frequently asked questions and
provide links to web sites, journals and books that may be of interest.  In
addition, if you have any further queries about the process of Clinical Audit,
quality standards or the work of the Clinical Audit & Research team, please
contact any of the members below: -

_______________________________

♦ Ms Majella Robinson  – Clinical Audit Officer
♦ Ms Claire Farrell – Clinical Audit Assistant
♦ Mrs. Emer McEvoy – Clinical Audit Facilitator
♦ Ms. Rosie Hassett - Clinical Audit Facilitator
♦ Ms. Kathleen Molloy – Researcher for Mental Health
♦ Ms.  Eileen Dunphy - Researcher for Primary Care
♦ Ms. Mary Brereton - Researcher for Children and Families
♦ Dr. Eileen Lane - Researcher for Health Promotion
♦ Ms Anna De Siún - Researcher for Older Persons

Clinical Audit Office, William Street, Tullamore, Co. Offaly.
Tel: (0506) 27924 Email: majella.robinson@mhb.ie

                     _______________________________



6

 

Audit: 
Frequently Asked 

Questions 



7

Q: What is the purpose of Clinical Audit?
The purpose of Clinical Audit is to identify opportunities to implement
improvements in the quality of clinical care, medical training and cost
effective use of resources.  It has formally been defined as: -

“The systematic review of the manner in which healthcare is provided –
from an individuals first contact with the service through to an
assessment of the outcome of care which he or she received.”

        Shaping a Healthier Future, DoH, (1994)

The process of clinical audit is often described as a cycle (as shown in
Figure 1 below).  A topic is chosen for audit and standards are set.  Data
is collected regarding current care, analysed and compared to the
identified standards.  Changes are then recommended to improve the
quality of care.  The extent to which these changes are implemented and
care is improved, are assessed in the next audit cycle by re-auditing.

      Select topic
                                                      Set Standards

    Collect Data

          Re-audit

       Change

                 Analyse Data

             Figure 1: The Audit Cycle

Q: Why is Clinical Audit Important?
♦ It ensures that patients are given the best possible care and provides

the public with confidence in the quality of services available.
♦ It supports health professionals to ensure that patients receive the best

possible care.
♦ It informs health service managers about the need for organisational

change, or new investment to support staff in their practise.
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Q: How are the agreed standards for care and service set for relevant
audit topics?
Agreed standards are statements of ideal care.  Audit compares what
actually happens to the agreed standards.  The standards are based on best
practice that can be determined from research findings published in
protocols, national and local guidelines, journal articles, Royal College
guidelines, local consensus and on-line databases.

Q: Which is better – multidisciplinary audit or a uniprofessional
approach?

The implementation of audit generally involves a team approach and is
often multidisciplinary in nature.  There are a number of benefits to this
approach:

♦ Professionals reflect upon the whole service provided from a range of
perspectives and tangible improvements to the quality of services have
been identified.

♦ Strength is developed within the team to work across professional and
staff boundaries.

♦ Confidence develops in the ability of the team to make
recommendations that lead to improvements in the quality of the
service.

♦ Substantial knowledge is gained about other disciplines and each
profession can ensure that they agree with each other about what they
are trying to achieve for their patients.

♦ Improved morale comes from feeling in control of the quality of
services being provided.

Whilst there are obvious benefits to multidisciplinary audit, it does not
mean that uniprofessional audit cannot be undertaken.  If a profession can
clearly identify their singular contribution to patient care then
uniprofessional audit is beneficial.

Q: Is Audit the same as Research?
Clinical audit and research have complementary roles to play in ensuring
clinical effectiveness and quality improvement but are not one and the
same.  The purpose of research has been described as “to add to a general
body of scientific knowledge which has universal application”, while the
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purpose of audit is to “enable practitioners to monitor and improve
practice in specific situations”.  Research determines what is the right
thing to do, whilst audit determines whether the right thing is actually
being done.  Table 1 below compares and contrasts research and audit.

♦ Research findings can inform the clinical audit process by providing
evidence for standards and criteria against which practise is measured.

♦ New research questions can emerge from clinical audit results.

♦ Research techniques are used in the clinical audit process.

♦ Research can be used to evaluate the audit process and the effect it has
on clinical practise and patient care.

Research Audit

Looks for new knowledge about
methods of care.

Reviews clinical care against pre-set
standards to identify opportunities for

improvement

May be a one off to establish what
the best practice is.

Is repeated to ensure effective change.

Conclusions can be generalised to a
range of settings

Results are specific to a particular
setting

Looks to add to current knowledge
base.

Applies existing knowledge

Table 1: The differences between research and audit

Q: What are the key elements for a successful or effective audit?
The 1994 publication ‘The evolution of clinical audit’ published by the
NHS states that an effective audit should be:
♦ Professionally led
♦ Seen as an education process
♦ Form a part of routine clinical practice
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♦ Based on the setting of standards
♦ Generate results that can be used to improve outcome of quality care.
♦ Involve management in both the process and outcome of audit
♦ Confidential at the individual patient/clinician level
♦ Informed by the views of patients/clients

Q: Are there different types of audit for different specialties within the
healthcare service?
Different types of audit are used across different specialties within the
healthcare system.

For example, a nursing audit deals with nursing issues, such as pressure
sore care, but can still be multidisciplinary in nature by involving a range
of professions within the audit e.g dieticians.

A medical audit deals with medical issues such as the outcome of major
surgery in the elderly.  Whilst this is obviously medically focused, there
are implications for other professions - nursing, occupational therapy and
physiotherapy departments and it is important that the multidisciplinary
nature of such studies is preserved even if the focus of the audit is
essentially medically based.

Q: What are the main procedures involved in an audit?
1. Choose the topic for audit
2. Define the audit objective
3. Nominate the audit leader – contact the Clinical Audit

Department
4. Carry out a literature search
5. Consider the design of the audit
6. Get the consent and involvement of all team members affected
7. Define the sample – inclusions and exclusions
8. Design data collection sheets
9. Collect and analyse the data
10. Present to groups, discuss and conclude
11. Make recommendations for change
12. Implement change
13. Re-audit after a period to check improvements
14. Evaluate the audit

And so the cycle continues…
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Q: Why should I get involved?
Audits aim to improve patient care by monitoring and raising standards of
service, they promote professional development through teamwork and
continued training and education.  Ultimately, audits allow you control
over the service you provide.

Q:  How can I get involved?
The Clinical Audit & Research team within the Midland Health Board are
always willing to discuss, with Health Board staff, any ideas for audits
within departments, specialties or Care Groups.  We are able to provide
Audit Proposal forms and Guidance Notes (Page 17).

The Department is also willing to answer any queries about audit and our
work within the Board.  Any member of the team can be contacted below:

Ms Majella Robinson  – Clinical Audit Officer
Ms Kim Heffernan    – Clinical Audit Assistant

Clinical Audit Office, William Street, Tullamore, Co. Offaly.
Tel: (0506) 27924
Email: majella.robinson@mhb.ie               

Dr. Samantha Touhey – Clinical Audit Facilitator
Ms Kathleen Molloy – Research Assistant
Ms Anna De Siún - Research Assistant

Address: As Above
Email:  samantha.touhey@mhb.ie                kathleen.molloy@mhb.ie
             anna.desiun@mhb.ie
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11 Steps To A Successful Audit

The audit cycle described on Page 5 can be further expanded into 11 steps as
shown in Figure 2 below.  Progressing through these steps will ensure that the
audit is as successful as possible.  This chapter examines the 11 steps and
illustrates them with an example of an audit currently in progress within the
Midland Health Board – Management of Peripheral Venous Cannulae.

Fig 2: 11 Steps to a Successful Audit
Taken From Sale D. (1996).

  “Quality Assurance for Nurses and Other Members of the Health Care Team”.

1. Win the support and commitment of colleagues.
Without the support of colleagues and their commitment to participate, any

audit will be difficult.  It is vital that all professionals involved in the subject of
audit are supportive and understand the aims of the audit and their role within it.
The management should also be involved in the audit process, which should
reflect the mission statement and objectives of the organisation they manage.

Example:
The audit investigating the Management of IV cannulae within the Midland
Health Board is fully supported by staff involved in the area.  The 1st Surgical
Meeting was well attended by all disciplines involved  - Surgical Consultant,
NCHD’s, Nurses, Clinical Audit Team and a Specialist from The Department of
Public Health.  The principle of audit itself is reflected in the Midland Health
Boards Mission Statement below – audit allows the Health Board to seek to
improve health and quality of life.

“The Midland Health Board exists to seek to improve the health and the quality
of life of the people living in counties Longford, Westmeath, Offaly and Laois
by:-

 promoting healthy lifestyles,
preventing, diagnosing and treating ill health,
caring for those suffering from long term illness and disabilities
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providing social services to individuals and families at risk.”

2. Decide on an area to audit.
Deciding on an area to audit depends on 2 things.  Firstly, if standards are

already being monitored and there is an obvious area where performance could
be improved then the decision as to what to audit is logical.  If, however,
standards have not been set then discussion will have to take place regarding the
following:

a. Are there different ways staff can work?
b. Are there delays in care provision?
c. Are there any complications in any areas for staff or patients?
d. Is equipment always used correctly?
e. Are the most suitably qualified people delivering the care?
f. Is clinical practice safe?
g. Would a change in resources improve the quality of care?

Areas of high volume, high risk, high cost are also areas for possible audit, as
are those advised by outside recommendations e.g. Patients Charter.

Example:
The Management of IV Cannulae Audit was proposed as a result of a Morbidity
and Mortality meeting during which the Surgical medical staff discussed the
subject of complications in patients in the surgical ward with IV Cannulae.
This proposal, among others e.g.DNA rates to the day ward, was then
considered for audit at the 1st Surgical Meeting in a multidisciplinary context.
The audit will investigate current procedures for the insertion of IV Cannulae
utilised by doctors on the surgical ward focusing on hand washing, swabbing,
disinfecting, documenting procedures used when the complication occurred etc.
It is hoped that the audit will decrease the incidence of infection and might
highlight other problems associated with the use of IV Cannulae in the general
surgical ward. The audit is therefore a high cost activity, with high risk and the
results will have an effect on provision of patient care.

3. Identify who will carry out the audit.
If there is a Clinical Audit unit within the organisation, it will probably assist

with all areas of the audit proposed.  Front-line staff may be required to assist
with the recording of data.  In cases where there is no support from a Clinical
Audit team, the staff in the department could all play a role, with an audit
manager who will oversee the audit.  Staff from various centres may need to be
involved e.g. Library, IT support, Administration etc.

Example
The recently established Clinical Audit team will co-ordinate the Audit -
Management of IV Cannulae.  Nursing staff and doctors are required to
complete questionnaires to facilitate data collection but the literature search,
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design of audit, analysis and reporting of results is the responsibility of the
Audit department.

4. Set the objectives for audit.
The objectives should be set and agreed by the audit group.  They must be

measurable and achievable and in line with the strategy and objectives for the
audit programme and the organisation as a whole.

Example:
The objectives for audit were finalised at the 1st Surgical Multidisciplinary
Team meeting and were set and agreed by all members at the meeting.  The
objectives are both measurable and achievable: -

a. To carry out a multidisciplinary audit of the General Surgical
Department to assess the current procedures utilised by the doctors
while inserting a cannula and to monitor the current rates of
occurrences of infection etc.  The audit will assess current practise by
nurses while connecting the giving set.  It will also monitor the steps
taken by both nurses and the doctors when a complication arises.

b. To decrease the occurrences of Cellulitis/Phlebitis/infection in
patients on the surgical ward with an IV cannula.

c. To determine if proper washing facilities are provided in all wards
and to assess if proper disinfection of hands is carried out before a
doctor inserts a cannula.  To determine if the doctors, while inserting
a cannula, use good sterile techniques.

d. To assess if adequate documentation is filled out by both the doctors
and the nurses to allow for total and accurate monitoring of the
cannulae and giving sets.

5. Develop standards to measure current performance.
If there are no existing standards then it is important to set and agree upon

these now.  Everyone must be consulted in the implementation of these
standards.  The standards should be broken down into measurable elements
known as audit criteria – these are the foundations around which to collect data.
Establishing a baseline is important to measure current standards.

Example:
The standards set for the Management of IV Cannulae were based on the
findings of a literature search and were agreed by all members of the
multidisciplinary team.
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a. There should be no occurrences of infection, Cellulitis, Phlebitis etc.
in patients who receive an IV Cannula in the surgical ward.

b. All details of giving sets should be documented (Date and Time etc).
c. Giving sets should be changed between 48 and 72 hours.

A pilot study was conducted over 3 days to establish current standards.

6. Collect data.
The method used to collect data will depend on the type of audit being

carried out.  Data can be sourced from patients notes, complaints reports,
observations, completion of questionnaires, face to face interview etc.
Discussion within the multidisciplinary team is vital to ensure that the best
method of data collection is used.  It is important to agree a suitable sample size
and carry out a pilot study to check the validity of the questionnaires and ensure
that everyone understands what is required of them.

Example:
In this audit, the doctors and nurses were asked to complete a questionnaire
dealing with issues such as the management of giving sets, observation of
complications, sterile technique etc. for each IV Cannula inserted.  The Clinical
Audit staff will also carry out an observation study of wash facilities in the
wards, siting the cannula, washing hands and general observation of sterile
technique.  The sample size agreed upon is 50 – 60.

A pilot study was carried out over 3 days.  4 doctors and 10 nurses completed
questionnaires during this time to assess the validity of the questionnaires.
Following the pilot study, some questions were made clearer and questions
were added e.g. Was the cannula labelled?

7. Review the results.
Once the data is collected it is time to review the results with analysis of

data. It is important to ensure that the data is fed back to the group at regular
meetings.

Example:
In the Management of IV Cannulae audit, the data will be analysed using SPSS
(Statistical Packages for Social Sciences) and Excel by the Clinical Audit
facilitator.  The results are fed back at monthly multidisciplinary team meetings.

8. Identify improvements.
Through the analysis of data and peer group discussion identify

improvements that need to be made.
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Example:
As mentioned in point 6, a pilot study was carried out and improvements were
made to the questionnaire.  It became apparent from the pilot study that
standards were not being met.  Doctors are not always washing their hands, the
trolley and tray are not always being used and some giving sets had no label on
them to indicate when they were last changed.  Obviously, these observations
give rise for improvements to be made.  The main audit may highlight areas
where new standards are recommended.

9. Develop an action plan.
The action plan should identify how the group intends to rectify any

problems the audit has identified.  The plan should specify the improvement to
be achieved, the actions required, the resources needed, how achievement can
be measured, the time scale for improvements and who is responsible.

Example:
The action plan was developed, based on the standard of IV Cannula insertion
outlined in the pilot study.

1. The main audit will commence on 20/3/01.
2. Medical staff and nurses will attend a training session to ensure that

they all complete the questionnaires in the same way.
3. Doctors and nurses are required to complete questionnaires.
4. A 2-week observation of IV Cannula procedure will commence in the

Surgical Ward – carried out by Clinical Audit staff.
5. A sample size of 50-60 will be collected and the results will be

analysed and reported back at monthly meetings.

10. Implement the action plan.
Once the action plan is developed, this must be implemented so that changes

can be reflected.  These changes may have to be modified again after a further
period of evaluation.

Example:
The action plan developed for this audit is ongoing at present and will be
reviewed at the next monthly meeting of the multidisciplinary Surgical Team.

11. Evaluate and report.
Once the group is confident that the standards are in place, changes have

been identified and measured to assure the group that the quality of care has
been improved and can be sustained, then the audit report can be prepared for
all those in the service and management.

Example:
The Clinical Audit facilitator will prepare the report based on the findings of
the audit and will present this to all involved.
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MIDLAND HEALTH BOARD.

                   SAMPLE AUDIT PROJECT PROPOSAL FORM.

Details:

YEAR:                                                 2001

SPECIALTY/DEPT:                          General Surgical

PROJECT ORIGINATOR/LEAD:   Multi-disciplinary General Surgery Team, GHT

SUB-COMMITTEE (Authors):        Dr. Chiang, Sr. Mary Dunne (ICU Ward Sister)

CONTACT E-MAIL/TEL.NO:          086 8298529 or ext. 6281

PROJECT TITLE:     Management of Peripheral Venous Cannulae

AUDIT TOPIC: The audit was proposed as a result of a Medical Morbidity and Mortality
meeting . The audit will investigate current procedures for the insertion of IV cannulae utilised
by doctors in the surgical ward, focussing on areas such as handwashing, handwashing facilities,
swabbing, disinfecting, documentating, procedures used when complications occurred etc. It is
hoped that the audit will function to decrease the occurance of infection in patients who receive
an IV cannulae and that it might highlight other problems associated with IV cannulae in the
general surgical ward.

Project source must be one or more of the following ( tick all that apply).

[üü ] High Cost Activity    [üü ] High Risk Activity  [üü ] High Volume Activity
[üü ] Based on evidence based healthcare and clinical effectiveness issues  (best practice)
[üü ] Local Initiative, which centres on processes that, may have a significant effect on
provision of patient care and/or outcome.
[ ] Re-Audit of previous project.

Each Project must satisfy all of the following:

[üü ] Meet Health Board’s and patients objectives and agenda for quality
[üü ] Be in the majority of cases multi-disciplinary
[üü ] Identify all potential members of the project group
[üü ] Have clinical and managerial support demonstrating commitment to give support
and willingness to implement any changes
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[üü ] Aims to be realistic and achievable within available department resources
[üü ] Have draft standards set prior to submission of the project for approval
[üü ] Demonstrate consideration about how patient care could be improved, what
deficiencies may be demonstrated and how they may be remedied.

Objectives of Audit:

1. Multidisciplinary audit of the General Surgical Department to assess the current
procedures utilised by the doctors while inserting a cannula and to monitor the current rates
of occurrences of infection etc. The audit will function to assess current practice by nurses
while connecting the giving set etc. It will also function to monitor the steps taken by both the
nurses and the doctors when a complication occurs.
2. To decrease the occurrence of cellulitis/Phlebitis/infection in patients in the surgical ward
with an IV cannula.
3. To determine if proper washing facilities are provided in all wards in the general surgical
ward and to assess if proper disinfection of hands is carried out before a doctor inserts a
cannula. To determine if the doctors, while inserting a cannula, use good sterile techniques.
4. To assess if adequate documentation is filled out by both the doctors and the nurses to allow
for total and accurate monitoring of the cannulae and giving sets.

Standards:

1.There should be no occurrences of infection, Cellulitis, Phlebitis etc. in patients who receive
an IV cannula in the surgical ward.

2. The cannulae should be labelled with date and time

3. All details of giving sets should be documented (Date and Time etc.)

4. Giving sets should be changed between 48-72 hours.
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Data Collection:

Method of data collection;
(a) Retrospective
(b) Prospective   ü
(c) Concurrent.

Proposed starting date:  February 2001

Sample Size: approx 50 samples

1st Audit Completed:

2nd Audit Completed:

Implementation of changes:

Participants:
Please give details of the healthcare professionals you would like involved in the audit
and whether or not they have been approached.

Surgical Consultants, Medical staff, Ward sisters in surgical wards, Infection Control Sister,
Specialist in Public Health Medicine.

Are there any Risk Management issues involved?  Yes [üü ] No [ ]

Report and Results:
Note to whom the report will be made available and how the results will be used. An
action plan must be developed within 30 days of the distribution of the final report.

Surgical Consultants, Medical staff, Ward sisters in surgical wards, Infection Control Sister,
Specialist in Public Health, Clinical Audit Officer.

Resources (Involvement or resources you require from the clinical audit team)

Project Management                                                  Yes üü   /No

Design and Methodology                                           Yes üü   /No

Literature Search                                                       Yes üü   /No

Data Collection                                                         Yes üü   /No

Data Analysis                                                            Yes üü   /No

Report                                                                       Yes üü   /No
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Proposal discussed by Clinical Audit Committee ( for resource Allocation)

Proposal       Accepted üü
                     Priority Weighting                          Start Now üü
                                                                           Next available time slot
                                                                          Specific Time………..

                      Rejected
                     Reason

Project Originator/Lead.

Proposal and its possible (clinical and managerial) implications have been discussed
with the relevant Specialty Co-ordinator, Divisional Nurse Manager, and Business
manager responsible for the speciality involved who undertake to support performance
of the audit and the implementation of any necessary changes identified by the audit.

Date Proposal Form Completed:  5th February 2001    …………………….
Signed………………………………………………..
Audit Facilitator……………………………………..



23

                          MIDLAND HEALTH BOARD.

                    AUDIT PROJECT PROPOSAL FORM.

Details:

YEAR:

SPECIALTY/DEPT/PROGRAMME OF CARE:

PROJECT ORIGINATOR/LEAD/AUTHOR:

SUB-COMMITTEE(AUTHORS):

CONTACT E-MAIL/TEL.NO:

PROJECT TITLE:

AUDIT TOPIC: (Please state why this topic was selected).

Project source must be one or more of the following ( tick all that apply).

[ ] High Cost Activity    [ ] High Risk Activity  [ ] High Volume Activity
[ ] Based on evidence based healthcare and clinical effectiveness issues  ( best practice)
[ ] Local Initiative, which centres on processes that, may have a significant effect on
provision of patient care and/or outcome.
[ ] Re-Audit of previous project.

Each Project must satisfy all of the following:

[ ] Meet Health Board’s and patients objectives and agenda for quality
[ ] Be in the majority of cases multi-disciplinary
[ ] Identify all potential members of the project group
[ ] Have clinical and managerial support demonstrating commitment to give support
and willingness to implement any changes
[ ] Aims to be realistic and achievable within available department resources
[ ] Have draft standards set prior to submission of the project for approval
[ ] Demonstrate consideration about how patient care could be improved, what
deficiencies may be demonstrated and how they may be remedied.
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Objectives of Audit:

1.

2.

3.

4.

Standards:

1.

2.

3.

4.
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Data Collection:

Method of data collection;
(d) Retrospective
(e) Prospective
(f) Concurrent.

Proposed starting date:

Sample Size:

1st Audit Completed:

2nd Audit Completed:

Implementation of changes:

Participants:

Please give details of the healthcare professionals you would like involved in the audit
and whether or not  they have been approached.

Are there any Risk Management issues involved?  Yes [ ] No [ ]

Report and Results:

Note to whom the report will be made available and how the results will be used. An
action plan must be developed within 30 days of the distribution of the final report.

Resources (Involvement or resources you require from the clinical audit team)

Project Management                                                  Yes/No

Design and Methodology                                           Yes/No

Literature Search                                                       Yes/No

Data Collection                                                         Yes/No

Data Analysis                                                            Yes/No

Report                                                                       Yes/No
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Proposal discussed by Clinical Audit Committee ( for resource Allocation)

Proposal       Accepted
                     Priority Weighting                          Start Now
                                                                           Next available time slot
                                                                          Specific Time………..

                      Rejected
                     Reason

Project Originator/Lead.

Proposal and its possible (clinical and managerial) implications have been discussed
with the relevant Specialty Co-ordinator, Divisional Nurse Manager, and Business
manager responsible for the specialty involved who undertake to support performance
of the audit and the implementation of any necessary changes identified by the audit.

Date Proposal Form Completed …………………….
Signed………………………………………………..
Audit Facilitator……………………………………..
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                        MIDLAND HEALTH BOARD.

     GUIDANCE NOTES ABOUT COMPLETING THE AUDIT PROPOSAL FORM.

These notes will help you plan the audit. They have been produced by the Clinical Audit
Department.

Section 1:
This provides detail for the audit department so that we can record the work in progress and
also who to contact.

Section 2.
The audit topic chosen should address important areas of practice or concerns about the
quality of care. Bear in mind that audit may highlight the need for changes in practice and
increased or re-allocated resources. This may need to be discussed with your line manager.

Objectives of Audit:
Objectives are set at the start of the audit and guide the audit design and measures used in the
audit. The staff who are likely to be affected by the audit must agree the objectives and be
involved in the plan for carrying out the audit. Objectives must be clearly defined, achievable
and focussed on achieving quality improvement. How will the improvement be achieved? It
is vital to consider early on in the project design rather than as an afterthought at the end.
Considering how change will potentially be achieved can effect the way a project is designed.
Clearly Stated Objectives Provide:
Ø A definition of the purpose and scope of the audit
Ø A shared understanding of what the group would like to achieve
Ø A basis for keeping the audit focussed
Ø A measure by which to judge success

Audit Objectives should include verbs which reflect an intent by the group
to change practice and achieve improvements where necessary.

Types of Objectives for Audit
Counting Comparing Changing

Weak Better Best
Determine the number
of……………………

Survey the incidence
of…………………..

Look at…………………

Examine the subject
of…………………..

Determine
if……………..standards or
guidelines are being met.

Indicate the level of
compliance
with………standards or
guidelines.

Assess the extent to which
current practice is consistent
with accepted good practice.

Increase the level of
compliance with standards or
guidelines.

Ensure that……….
Standards are being met.

Change practice if
standards/guidelines are not
currently met.

Reduce the level  of poor
outcomes for  patients
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STANDARDS:

Standards are statements of ideal care. Audit compares what actually happens to a standard.
They should be based on research findings wherever possible. Sources for them include
protocols, national and local guidelines, Royal College guidelines, the Cochrane Library,
research articles, Medline and local consensus. They are very closely linked to the audit
objectives.
Please be specific – list the actual standards to be applied, not just the name of the body who
produced them. Please enclose copies of the references where possible.

EXAMPLES OF AUDIT STANDARDS.

1. Pressure sore prevalence does exceed the national mean figure (100%).
2. All documents are written in black ink (100%)
3. Women having gynaecological surgery for cancer, receive anti-coagulant therapy

according to local protocol (100%)

DATA COLLECTION:

What data is required in order to satisfy the aims of the project e.g. sources of data, sample
size? Retrospective data is collected after the patients have completed their treatment/care.
Prospective data is collected on patients who will be receiving care in the future. Concurrent
data is collected while patients are receiving their treatment/care. Method of data collection
could include notes review, patient questionnaire and observation to measure current practice.
PARTICIPANTS:

Please give details of the healthcare professionals you would like involved in the audit and
note if they have been approached. Who will need to be involved? All those involved should
be informed. All those who will influence changes or whom changes will impact should be
willing participants.
REPORT AND RESULTS:

The clinical Audit Support team will produce a final document. Note to whom the report will
be made available and how the results will be used to improve patient care. A copy will be
sent to the Clinical Audit Committee even if their involvement was minimal. Audit results
will be reported to the audit professionals involved in the audit and these will be discussed at
specialty level.
RESOURCES:

Note involvement or resources that you require from the clinical audit team. The Clinical
Audit Committee will agree support after considering clinical priorities and Clinical Audit
Facilitator workload. Remember that the project may be rejected or delayed until resources
become available i.e. facilitators time.
ACTION PLAN:

The results of every audit will be discussed by the specialty. What objectives or standards
were not met? Identification of improvements required to achieve objectives and standards.
An action plan must be developed within 30 days of the distribution of the final report. Any
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problems in implementing the action plan should be reported to the Clinical Audit
Committee.
Unconnected problems identified as a result of audit may have serious consequences for the
hospital and it may as a result be possible to elicit wide support for achieving the necessary
changes. This could require presentations at other hospital committees and departments.
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Guidelines for Authorship.
Vancouver Group 1978.

(Reference Canadian Medical Association  1997; 156 (2): 270-7)

There are often a large number of people involved in Clinical Audit Projects.  This can lead
to questions regarding authorship of the final reports.  The Clinical Audit Department in the
Midland Health Board are following the Guidelines for Authorship listed below which all
professionals involved in audit projects will be made aware of when audit proposals are
accepted.

All persons designated as authors should qualify for authorship. Each author should have
participated sufficiently in the work to take public responsibility for its content.

     Authorship credit should be based on the substantial contributions to:
1. Either the conception and design, or the analysis and interpretation of data and to
2. Drafting the article or revising it critically for important intellectual content and on
3. Final approval of the version to be published.

All three conditions must be met. Participation solely in the acquisition of funding or the
collection of data does not justify authorship. General supervision of the research group is
not sufficient for authorship.  Any part of an article critical to its main conclusions must be
the responsibility of at least one author.

Editors may ask each author what they contributed: this information may be published.

The order of authorship should be a joint decision of the co-authors. Because is assigned in
different ways, its meaning cannot be inferred accurately unless it is stated by the authors.
Authors may wish to explain the order of authorship in the footnote. In deciding the order,
authors should be aware that many journals limit the numbers of authors listed in the table of
contents and the NLM lists in Medline 25 authors.
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Acute Hospital Services

Audits can be broken down under three headings: Structure (primarily
concerned with organisational issues), Process (concerned with all aspects of
the actual processing of the patient through the episode of healthcare, form the
initial assessment through discharge to end of follow up), Outcome
(measurement of the overall outcome for the patient e.g. increased mobility,
reduced pain, accurate diagnoses).

The following are some examples of audits presently running in the MHB.

Structure
1. Eye Department LWGH. Audit of waiting list and appointment management,

to reduce DNA rates to orthoptic clinic.
2. Physiotherapy Dept LWGH. Audit of DNA rates and causes for failure to

attend outpatient appointments.
3. Surgical Ward, GHT. Audit of facilities available for handwashing and trays

for siting of IV cannulae.

Process
1. Surgical Ward, GHT. Audit of process used in the management of IV

cannulae from a medical and nursing perspective.
2. Regional Orthopaedic Unit (ROU), GHT. Nursing audit of documentation on

the post-op patient.
3. Regional Orthopaedic Unit, GHT. Multidisciplinary audit examining reason

for delay to operation and reasons for delay in discharge in patients with
fracture neck of femur.

Outcome
1. ROU, GHT. Audit of mobility and quality of life on discharge of patients

treated surgically for fractured neck of femur,  where they are discharged to
and with what supports.

2. Radiology Dept, LWGH. Audit of outcomes for patients who have
undergone Barium Enema Examination, diagnosed with colon cancer.

3. Regional Laboratory Group. Audit of process and outcome for patients who
have undergone Fine Needle Aspiration (FNA) examinations.
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Primary Care – Monitoring Diabetes

Aim:

The audit was carried out as glycaemic control of patients was thought to be
unsatisfactory and important observations e.g. weight, smoking history and foot
examinations were not routinely carried out.  The audits of the care of patents
with diabetes in a general practice were intended to improve glycaemic control
and thereby reduce the risk of complications.

Procedure:

3 audits were carried out in a practice of 4500 patients.  47 patients were known
to have diabetes (1.1% of population); 12 patients who regularly attend a
consultant diabetes clinic were excluded.

Patients with diabetes were identified from the practice disease index and a
dedicated diabetic record card was placed into their notes.  The number of times
that indicators such as weight, blood pressure, urine etc was analysed, was
noted and compared throughout the 3 audits.

Changes Resulting From Audit:

The first audit in 1986 led to partners defining a protocol for the care of patients
and they agreed to see patients with diabetes during surgery sessions.

The second audit showed that the setting of standards and criteria developed
after the first audit did not significantly raise the standard of care – as measured
by the number of vital observations carried out at appointments.  This led to the
formation of a regular practice diabetes clinic and new protocol.

The third audit reviewed diabetic control of patients attending the diabetic clinic
and revealed a considerable improvement in recording.  Despite the
improvement in recording procedures and observations, there was not a
significant improvement in outcome measures such as weight and blood
pressure.  This led to the team taking a more aggressive approach towards
dietary advice, therapy and blood pressure control.  The impact of this is yet to
be revealed.

This case study was adapted from Irvine D. and Irvine S. (1991).  Making
Sense of Audit.  Radcliffe Medical Press, Oxford.
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Diabetic Structured-Care Project
Midland Health Board

Authors:
Brennan, C.  Department of Public Health, Midland Health Board.

De La Harpe, D.  Department of Public Health, Midland Health Board.

In 1996 the Midland Health Board set up a diabetes project to develop a model
of care for people with diabetes suitable for the Irish HealthCare Environment,
based on the St. Vincent’s Declaration and on best evidence.  The project aims
are to raise the overall standard of care for people with diabetes; to document
the barriers to implementing the model; to develop methods to evaluate the
effect of changed care processes on health outcomes for people with diabetes; to
document the costs of implementing the changes; and to maximise return per
unit of resource consumed.

During 1998 a pilot system of shared care, prioritising Type 2 Diabetes, was set
up.  Ten practices participated.  The provision of services to the practises by
nutritionists and chiropodists was agreed.  A baseline audit was undertaken in
1999 to give a clear picture of care processes and outcomes of care for patients.
The audit was linked to all of the initial aims of the diabetic project.  It draws on
published research against which to measure performance.  The findings are,
therefore, fundamental for future work on diabetes care.

With regard to recording blood pressure, HbAlc, cholesterol, creatinine,
smoking status, triglycerides and alcohol use, patients in the shared care scheme
had these recorded more frequently than those not in the scheme.  The
differences in proportions were most marked for smoking status (82% vs. 24%)
and alcohol use (61% vs. 11%).  A management plan was recorded for only
37% of patients in the scheme.  The rates of new macrovascular complications
varied by diabetes type and outcome.  The average HbAlc for all diabetics in the
sample was 7.0, there were significant differences in the level of glycaemic
control between Type 1 and Type 2 (p=0.03).  This can mostly be accounted for
in the difference in the percentage with good control for Type 1 64.8% vs. Type
2 39.5%.  Overall 83% had good or acceptable levels of HbAlc.

If the pilot project is reviewed strictly in terms of definitions of shared care, it is
clear the acute hospitals are not fully integrated into the process.  As part of the
audit individual practices were provided with their own practice findings.  This
allows each practice to compare their results with overall results from the other
pilot practices and against international benchmarks.  The audit process will
continue as part of the Diabetic process.
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Mental Health Services
The Department of Health and Children have produced a document “Guideline
on Good Practice and Quality Assurance in Mental Health Services.”  This
document stems from “Shaping A Healthier Future” which sets out the
Government’s HealthCare Strategy for the 90s.  The Strategy highlights that the
three underpinning considerations fundamental to the satisfactory delivery of
health care, including mental health care are: -

♦ Equity
♦ Quality of Service
♦ Accountability

The Guidelines issued for quality assurance in mental health services document
the minimum standards in a number of areas such as: -

♦ Patients Rights
♦ Inpatient Admission Procedures
♦ The use of ECT
♦ Seclusion and Restraint
♦ Discharge
♦ Catering
♦ Hospital Set-up
♦ Community Residences
♦ Out-patient Facilities
♦ Safety for staff
♦ Admin

The guidelines issued for these areas should be used as the set of standards
against which current practise can be measured through audit.  Using audit will
ensure that the Mental Health Service is of a high quality, that staff will be
accountable for the service they provide and that patients are treated equally.
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Elderly Care – Outcome of Major Surgery
Audit of Outcome of Major Surgery In The Elderly.

T. H. Walsh (1996).
Published in British Journal of Surgery 1996, 83, 92-97.

The clinical outcome of 152 patients aged 65 years or over who were referred to
the gastroenterology department of a UK hospital with gastrointestinal
malignancies and acute life-threatening abdominal conditions was audited.  Two
groups were considered – patients aged 65 – 79 years and those over 80 years.

The mortality rate within 30 days of surgery was 14% in both age groups,
although significantly fewer patients over 80 years were considered suitable for
surgery.  Morbidity after the operation and cost of treatment were not
significantly different between the 2 groups.  Two years after surgery 40% of
patients aged over 80 years and 58% of those aged 65 – 79 years were alive.
The quality of life in these survivors was good with 85% of the over 80s living
at home and 72% fit enough to undertake light work.

Since the alternative to surgery was almost certain death, these figures strongly
support the view that major surgery should not be withheld from the very
elderly on the basis of age alone.

The results of this audit can be used in a variety of ways – as a basis for
research, as evidence for setting standards in decision making factors for
operations among this age group and also as a baseline audit against which
future audit results can be compared.
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Nursing – Pressure Area Care

This case study of a nursing audit was adapted from Morrell, C and Harvey
G., (1999).  The Clinical Audit Handbook.  Bailliere Tindall, London, UK.

The development of a pressure sore increases hospital stay, increases discomfort
and distress for the patient and their family.  Once a pressure sore forms, there
is a high cost factor involved in its treatment and risk of litigation.

Nurses expressed concern over the provision of pressure-relieving devices for
“high-risk” patients and since evidence suggests that 95% of pressure sores are
preventable, a clinical audit group was formed for pressure area care.

A review of evidence was undertaken and pilot audit implemented which set the
baseline findings for the audit.  The main findings were that 50% of the patient
population were at risk of developing a pressure sore, a number of mattresses
were in poor condition and there was a lack of knowledge amongst ward staff
on areas relating to pressure area care equipment.

From this it was decided to find out how many of the hospital population
actually suffered from pressure sores, their risk score and the state of each
mattress in the hospital.

Other findings included the lack of lifting devices on the ward.  This prevented
patients from being turned regularly.  The pain caused by moving some patients
was too great to warrant them being turned frequently.

The audit committee has continued to meet and each year, the standards are
reviewed, re-audited and hospital wide plans have been produced to minimise
pressure sore development.  In 1992 the prevalence of pressure sores was 19%
of the population and in 1997 this had dropped to 3%.  This audit was obviously
a great success in reducing discomfort for the patient, reducing costs associated
with pressure sore development and will have boosted the morale of staff
involved in caring for patients.
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Multidisciplinary Audit
Most clinical audit projects are best addressed by a multi-disiplinary team
approach.  The audit described below also included a patient as a key member
of the multidisciplinary steering committee who was actively involved at all
stages of audit.  Involvement of patients can provide valuable insight to
clinicians into all aspects and management of a condition.

The Patient as the True Focus of an Interface Audit Project.
Jill Gladstone.  Adapted Morrell, C and Harvey G., (1999).  The Clinical
Audit Handbook.  Bailliere Tindall, London, UK.

Thyrotoxicosis is a common condition where there can be problems in diagnosis
and the provision of a good quality treatment.  This audit aimed to determine
whether:-

♦ Diagnosis of thyrotoxicosis was confirmed by biochemical results
♦ Medical treatment was continued for the recommended time of 12 months.
♦ Biochemical status was regularly monitored
♦ Referrals to endocrine specialists were seen within one month
♦ Patients felt sufficiently informed about their condition and its management.

Samples were identified through GPs and followed through Primary and
Secondary care.  Patient views were sought using a written questionnaire.

The audit showed variations in referrals and clinical management.  Delay in
diagnosis was a problem for several patients and there was a need for more
information about the condition.

From the audit emerged:-

♦ Presentation of findings at GP study day and educational meeting in
Secondary Care.

♦ Production of local guidelines for GPs
♦ Open Access thyroid clinic in secondary care.
♦ Improvements in patient information – patients given print out of

biochemical results
♦ Improved links within the team and between Primary and Secondary nurses

and doctors.
♦ Identification of research proposals.
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Internet Sites:

Bandolier: www.jr2.ox.ac.uk/bandolier/

OMNI:  www.omni.ac.uk

National Institute of Health  www.nih.gov

CDC  www.cdc.gov

Medline/Pubmed   www.nlm.nih.gov/

BMJ   www.bmj.com

Nursing Standard   www.nursing-standard.co.uk/

RCSI Library   www.rcsi.ie

Evidence Based Care home page   http://hiru.hirunet.mcmaster.ca/ebm/

NHS Centre for reviews and dissemination,   www.york.ac.uk/inst/crd/info.html

Nuffield Institute of Health   www.leeds.ac.uk/nuffield/

Sheffield Centre for Health and Research www.shef.ac.uk/uni/academic

UK Clearing House on Health Outcomes
www.leeds.ac.uk/nuffield/infoservices/UKCH/home.html

UK Cochrane Centre http://hiru.mcmaster.ca/cochrane/centres/UK/default.htm

Ambulance Services Website: www.asancep.org.uk

National Institute for Clinical Excellence: www.nice.org.uk
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Journals

The Midland Health Board library has a large number of journals available for
reference purposes and these can be photocopied on the library premises.  The
Library also operates an inter-library loan service where journal articles not in
stock can be ordered.  The list of Journals in stock is listed overleaf.

Books

These books are available within the MHB Clinical Audit Department and are
available for loan. Alternatively, contact your local librarian to order you a
copy.  The Chapter lists for the books listed below are available on the pages
that follow.

Baker, R., Hearnshaw, H., and Robertson, N.  Implementing Change With
Clinical Audit.

Buttery, Y., Walshe, K., Coles, J., and Bennett, J.  (1995).  Evaluating Medical
Audit: The Development of Audit.  Findings of a national survey of
healthcare provider units in England.

Gillies, A.  (1999).  Improving the Quality of Patient Care.  Wiley.  LOndon

Godwin, R., Lacey, G., and Manhire, A.  Clinical Audit in Radiology.  100+
Recipes.  Published by The Royal College of Radiologists.

Irvine D., and Irvine S., (1991). Making Sense of Audit.  Radcliffe Medical
Press Ltd.  Oxford, England.

Kogan, M., and Redfern, S. (1998).  Making Use of Clinical Audit.

Miles A., and Lugon, M.  (2000).  Effective Clinical Practice.  Blackwell
Science.

Morrell C., and Harvey G., (1999).  The Clinical Audit Handbook.  Bailliere
Tindall.  London, England.

Sale D.  (1996).  Quality Assurance for Nurses and Other Members of the
Health Care Team.  Macmillian Press.  London, England.


