[image: image1.png]EYHQIP

Healthcare Quality
Improvement Partnership






Template for Clinical Audit  

Report


Clinical audit tool to promote quality for better health services

Introduction


The Healthcare Quality Improvement Partnership (HQIP) is led by a consortium of the Academy of Medical Royal Colleges, the Royal College of Nursing and National Voices. Our purpose is to promote quality in healthcare, and in particular to increase the impact that clinical audit has on healthcare quality in England and Wales.

Clinical Audit may be defined as “a quality improvement process that seeks to improve patient care and outcomes through systematic review of care against explicit criteria and the implementation of change. Aspects of the structure, processes, and outcomes of care are selected and systematically evaluated against explicit criteria. Where indicated, changes are implemented at an individual, team, or service level and further monitoring is used to confirm improvement in healthcare delivery”.1
In order to facilitate this, HQIP have funded the development of a number of clinical audit  support tools to help local teams deliver local clinical audit activity. They are intended to be used as reference material or toolkits to help with the clinical audit process.

This document should be read in conjunction with the following:

•
the separate glossary provided

•
other relevant tools produced as part of this collection by HQIP.

Reference

1. National Institute for Clinical Excellence. Principles for Best Practice in Clinical Audit. Abingdon: Radcliffe Medical Press; 2002, p. 1. 
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Executive summary


An executive summary is not required for all projects but can be a useful way, either as part of the full report or a stand-alone document, of presenting the relevant data in a quick and easy to read manner for a chief executive, medical director, director of nursing, operational manager, practice manager, etc.  This will help the reader to identify whether they need to read the full report.

The executive summary should include a summarised version of the background and rationale to the project, the main aims and objectives, key findings and recommendations and should be written after the clinical audit report has been completed.
Background/rationale

Briefly describe the reasons for undertaking this clinical audit.

E.g.
The existence of evidence of a potential quality problem in the topic area.


The area has been the subject of recent clinical incidents.

Aims/objectives

What will the audit tell us? Specify the main objectives in undertaking this piece of work. These should be identified from the outset of the clinical audit.

E.g.
To ensure that births after a previous caesarean section are managed in accordance with the national guideline.


To ensure that the removal of wisdom teeth is undertaken as per NICE guidance.

Key findings

The key below can be adapted to suit your particular project i.e. it may be agreed that only the areas achieving the 90% threshold or above should be coloured green. A decision as to the appropriate thresholds for your clinical audit should be agreed by the multi-disciplinary team. This decision should be made following identification of the clinical guidance/evidence base to be measured against. The “traffic light” colour scheme is a simple way to inform the reader of areas of good practice and areas for improvement.

	Key:
	Adherence 

> 80%
	
	Adherence 60% – 79%
	
	Adherence    

< 59%


The table below provides space for each standard to be listed along with the “N” or “n” and the relevant results. If the project is a re-audit extra columns can be added to allow for a comparison to the previous year(s). A column could also be added to compare a particular department with the trust as a whole. Rows can be added for further explanation of the data if this is necessary. Arrows can also be used to indicate areas where adherence to the standards has increased, decreased or remained the same.

If your findings do not fit into a tabular format as below, this section could include the key observations in bullet point format.

	No.
	Standard
	N

2008
	Compliance 2007
	Compliance 2008
	/

	1. 
	All patients should be admitted within 2 hours
	90
	70%
	80%
	

	2. 
	All patients should receive drug A unless they are contraindicated to or already receiving it
	70
	92%
	98%
	

	All patients should receive the following observations:
	N

2008
	Compliance 2007
	Compliance 2008
	

	3. 
	Blood pressure
	90
	74%
	50%
	

	4. 
	Pulse
	90
	36%
	75%
	

	5. 
	Oxygen saturations
	90
	25%
	25%
	

	6. 
	Temperature
	90
	77%
	92%
	


Recommendations

Recommendations should be made and based on the clinical audit findings.

Incorporate SMART (Specific Measurable Achievable Realistic Timely) principles in all recommendations.

All recommendations in the clinical audit report should be numbered and mirrored in the Action Plan.

E.g.
1.
By 31st May 2008, the lead consultant for fractured neck of femur will have updated the local guidelines for the management of fractured neck of femur patients to include standards for the transfer of patients from the Emergency Department to the Orthopaedic Ward within 2 hours of arrival.

Clinical audit report


This document is to be used both as the guidance notes and as the report template.  Once the guidance notes have been read, delete the text and insert your clinical audit report information.

Project title

Specify title followed by project number (if used) in brackets. The title should be no more than two sentences and should clearly and concisely state the focus of the project. 

Where applicable the following should be included in the title:

· Re-audit should be included in the title

· Whether the clinical audit has been undertaken on a national, regional or local basis.

E.g.
Re-audit of the recognition of and response to acute illness in adults in hospital according to NICE Clinical Guideline 50 (Project 199).

E.g.
Regional audit of breast cancer follow-up in accordance with the cancer network guideline (Project 299).

Division/type of organisation

Detail division here (if used).

E.g.
Medicine & Emergency/General Surgery/Substance Misuse/Mental Health/Primary Care/Ambulance Trust
Specialty/service/operational area (locality)

Detail specialty/service here

E.g.
Paediatrics/Dietetics/Renal Medicine/Health Visiting/Therapy/Community Nursing/


Gerontology/Young Persons/Crisis Resolution and Home Treatment Team/Adult/


Dentistry/General Practice/Herefordshire, Shropshire and Worcestershire/Islington

Disciplines involved

Detail healthcare professionals (type involved).  Include all involved. 

E.g.
Medics, Physiotherapists, Occupational Therapists, Nurses, Dentists, Psychiatrists

Project lead

The full name, title and base of the designated project lead (the person with overall responsibility for the project).

E.g.
Mr F Bloggs, Consultant Cardiothoracic Surgeon, St Elsewhere University Hospital


Dr N Simpson, Senior Partner, Park Surgery, Wykley, Coventry

Other staff members involved

List full names and titles of those involved and state their involvement in the clinical audit e.g. data collection, presentation etc.

E.g.
Dr R Falls, F2 – data collection, presentation and report writing


Mr K Franks, Consultant General Surgeon – advisory


Sr T Rolls, Community Midwife – proforma design

Background/rationale 

Briefly describe the reasons for undertaking this clinical audit.

E.g.
The existence of evidence of a potential quality problem in the topic area.


The area has been the subject of recent clinical incidents.


Following a previous audit, actions were implemented to improve practice and a re-audit is now required.


An audit is required to ensure adherence to new clinical guidelines following their implementation.

Aim

State what you need the audit to tell you/what you hope to identify. The aim is the goal you wish the audit to achieve.

E.g.
Is a particular practice safe?


Has the recent change in practice improved compliance with the evidence base?


Is a particular practice compliant with NICE guidance?

Objectives

Identify how you will conduct the audit project to address the aim. Objectives should be identified from the outset of the clinical audit project and SMART; specific, measurable, achievable, realistic and timely.

E.g.
To ensure that subsequent births after a previous caesarean section are managed in accordance with the national guideline.


To ensure that patients with type II diabetes are assessed for the prevention and management of foot problems.


To ensure that the removal of wisdom teeth is undertaken as per NICE guidance.

Standards/guidelines/evidence base

What standards and guidelines have you compared practice against? What criteria have been used? Please specify the full title, reference and source of the criteria.

E.g.
Royal College of Obstetricians and Gynaecologists (RCOG) (February 2007).  Green-top Guideline No. 45: Birth after previous caesarean birth


St Elsewhere NHS Trust (January 2008). Guideline for the prevention and management of foot problems in patients with type II diabetes


NICE (March 2000).  Clinical Guideline 1: Guidance on the extraction of wisdom teeth

Sample 

Which patients are you identifying and from which time period has the sample been selected?  

E.g.
All patients with post-partum haemorrhage (PPH) during the 3 month period from 1st May 2008 to 31st July 2008 were included in the audit.


All diabetes patients in a 1 year period from 1st January to 31st December 2008 were included in the audit.

Specify the total sample size/population and detail how you achieved the sample selected for clinical audit purposes (methods) and include justification for your sample size e.g. inclusion/exclusion, random sample, stratified sample etc.

E.g.
There were a total of 1158 deliveries during this period and 146 (12.6%) cases of PPH. The health records of 138/146 applicable patients were reviewed as 8 sets of health records could not be reviewed due to them being in use for other clinical purposes during the data collection period, thus N=138.


143 wisdom teeth removals were identified from 1st January to 31st December 2008.  Information on 105/143 cases was needed in order to achieve 95% confidence in a result +/-5%, thus N=105.

Describe how you identified your sample; this could be via clinic codes, ICD10 codes, OPCS4 codes, registers (e.g. theatre logs), computer records, prospectively at an appointment, upon presentation etc.

E.g.
Patients with a primary diagnosis of stroke were identified using ICD10 codes I61, I63 or I64.


All patients who attended clinic 9 from 1st May 2008 to 31st May 2008.


All caesarean section patients identified from theatre logs from 1st May 2008 to 31st May 2008.


All diabetes patients were identified from GP computer records from 1st January to 31st December 2008.

Data source

Which data are utilised in the clinical audit? 

E.g.
health records, x-ray reports, clinical management system, patient survey, observational, etc.

Audit type

Specify if your clinical audit is criterion, indicator-based, patient survey, etc.

If you are unsure of the audit type please contact your local clinical audit/governance department.

Methodology – including data collection methods

Where applicable specify if the clinical audit is national, regional, local, etc.

Describe how the clinical audit was undertaken, this should be written in narrative format (including bullet points where required) and the following should be considered:

· establishing the project team (the grades and disciplines of the staff who provided advice and relevant expertise when planning the clinical audit, frequency of meetings etc).
· developing and piloting a data collection tool (this can be included in an appendix)
· data collection

· how data were obtained e.g:

· from the drug kardex/partogram/ambulance sheets/GP computer system, patient health records

· prospectively/retrospectively 

· who collected the data e.g. practice nurse, F2, paramedic etc

· where were the data collected e.g. on the ward, in clinic, in theatre etc

· data validation – were the data validated if so explain how this was completed and by whom e.g. the first 10% of the patient sample was double reviewed by a consultant and by an F2 and the results were compared before continuing with data collection.

•
data analysis
· 
detail the packages used, e.g. SPSS, MS Excel, MS Access.

· 
you may wish to include whether the data analysis was validated and by whom e.g. in order to validate the data a draft set of findings were produced and checked/randomly checked by a second facilitator for accuracy.

· report writing (detail who completed the report including their job title e.g. Mr R Singh, Clinical Audit Facilitator, Mr J Lowe, Community Pharmacist, Mrs B Wise, Occupational Therapist etc).

· presentation (include the date, the meeting title where the presentation took place and the presenter).

Remember, each aspect of the methodology should detail the member(s) of staff responsible.

The description of the methodology should be sufficient to allow the clinical audit to be replicated by someone who had no previous involvement or knowledge of it.
Caveat

Occasionally there may be caveats which are required to explain some of the data. This section should contain an explanation of any factors the reader should be aware of which may affect the results. These are factors which have usually been discovered during/following data collection.

E.g.
A valid consent form should be present in all cases. 50/500 (10%) cases did not contain a consent form, therefore these cases are excluded from the total sample for the standards relating to consent forms. The finding that 10% of cases did not contain a consent form would be reported. 

E.g.
Consent is often wrongly equated with a patient’s signature on a consent form. A signature on a form is evidence that consent has been given but is not proof of valid consent.

E.g.
In cases where the relevant information had not been documented on the proforma this was taken to be non-compliance to the standard.

Findings

Initially state your “N” number; N represents the total number of cases identified as the representative sample for inclusion in the clinical audit.

E.g.
50 cases were identified for inclusion in the audit of thromboprophylaxis, thus N=50.

Fluctuating N:  Please note that the N may fluctuate, which can be shown by using “n”.  

E.g.
Standard: All patients should receive drug A.


Exceptions: Patient has a contraindication to drug A or is already prescribed it.


Note: 5 cases were exceptions. (In 3 cases patients were already prescribed drug A and in 2 cases there was a contraindication to drug A.) Thus either subtract the 5 cases that were exceptions from the total number of cases (therefore, the n will be 45) or include the cases that are exceptions because they represent clinically acceptable care (therefore, the N will remain at 50).

The standards used in the clinical audit should be highlighted in bold. Compliance against the standard should be detailed below to include the number and percentage compliance with further explanation of non-compliance below this where required.

E.g.
Standard: All diabetic patients must have an annual review (N=125).


Exceptions: None.


Compliance: 120/125 (96%) diabetic patients had an annual review. 


Non-compliance: In 4/125 (3%) cases patients were offered an annual review on 2 occasions but, on both occasions, did not attend. In 1/125 (1%) case there was no record that an annual review had been offered.

Present data in table format where possible (this is usually sufficient for most clinical audits).

E.g. 
Standard: The following signs should be recorded on admission (N=51):

	Criteria
	Adherence

	
	n
	(%)

	Heart rate
	50
	(98%)

	Respiratory rate
	50
	(98%)

	Temperature
	48
	(94%)

	Blood pressure
	45
	(88%)


Be selective with the use of charts, remembering to use the most appropriate method to present the data e.g. pie charts to show proportions and bar charts for easy comparison between different areas/time periods.

Individual clinicians/sites/practices/wards should not be identified within the report, when presenting this data the following format should be used:

Clinician A

Clinician B etc

If required, individuals could be informed of only their own identifier (e.g. clinician A/Site A) before or after the presentation.  

Patient identifiable data e.g. surname, date of birth, NHS number, hospital number etc should never be included in a clinical audit report, please refer to Caldicott Principles 2 and 3.  

For further information on information governance please refer to An Information Governance Guide for Clinical Audit available from HQIP.
Observations
What overall observations can be drawn from your findings?  Detail any key themes arising from the analysis of data or any other data/information gained as part of the audit process (use bullet points). Ensure your observations are supported by the project findings and include the key points (this section of the report is more likely to be read than any other).  Definitions of good practice and areas of practice requiring improvement should be determined by the project team (if used).

E.g.
Areas of good practice:

· All asthmatic patients were given a yearly review.

· 90% of people with schizophrenia had their physical health monitored by a GP or primary healthcare professional at least once a year.


Areas for improvement:

· Only 50% of patients with schizophrenia had documentation to confirm they were routinely monitored for coexisting conditions.

· The doctor’s signature was present on the consent form in only 75% of cases.

Presentation/Discussion

Include information on where and when the project was presented and the discussion following the presentation (this can simply be copied from the minutes of the relevant meeting).

E.g.
The audit was presented at the Cardiology Clinical Audit Meeting on 29th February 2008 and the following discussion and observations were made:

Recommendations

Recommendations should be made and based on the clinical audit findings and any other relevant finding identified during the course of undertaking the clinical audit project.

E.g.
An audit of consent in radiology identified a process where consent forms were scanned onto a system; some staff were not scanning the whole consent form.

Incorporate SMART (Specific Measurable Achievable Realistic Timely) principles in all recommendations.
All recommendations in the clinical audit report should be numbered and mirrored in the action plan.

E.g.
1. 
By 31st May 2008, the lead consultant for fractured neck of femur will have updated the local guidelines for the management of fracture neck of femur patients to include standards for the transfer of patients from the Emergency Department to the Orthopaedic Ward within 2 hours of arrival.

Learning points

Include any learning points identified related to the audit methodology and process of the clinical audit which may need to be addressed/considered before undertaking a 
re-audit.

E.g.
difficulties with identifying the patient sample, required updates to the proforma

References

•
Where applicable detail any references (e.g. references quoted in the Background/ 
rationale section) in Harvard format (the author-date system whereby the list is arranged 
alphabetically by author’s surname/organisation name followed by the date of publication).  

E.g.
NICE (March 2009). Clinical Guideline 82: Core interventions in the treatment and management of schizophrenia in primary and secondary care (update).

· Do not detail any references already detailed in the Standards/guidelines/evidence base section.  

· References to previous audit reports should also be included here.

E.g.
St Elsewhere Primary Care Trust (January 2008). Audit of asthma management in paediatrics (Project number 111).


Clinical Audit Action Plan

	Project title
	Ensure this is exactly the same as the title detailed on the front cover and page 2 of the report.


	Action plan lead
	Name:
	Title:
	Contact:


Ensure that the recommendations detailed in the action plan mirror those recorded in the “Recommendations” section of the report.  The “Actions required” should specifically state what needs to be done to achieve the recommendation.  All updates to the action plan should be included in the “Comments” section.

	Recommendation
	Actions required (specify “None”, if none required) 
	Action by date
	Person responsible 

(Name and grade)
	Comments/action status

(Provide examples of action in progress, changes in practices, problems encountered in facilitating change, reasons why recommendation has not been actioned etc)
	Change stage

(see Key)



	7. Need to incorporate the standard for transfer of patients with fractured neck of femur from ED to ward within 2 hours within the local guideline
	Update the local patient management guideline for fractured neck of femur to include standards for the transfer of patients from the Emergency Department to the Orthopaedic Ward within 2 hours of arrival.


	31st May 2008
	Mr R Riding, 

Lead Consultant for Fractured Neck of Femur
	29th May 2008 – Mr R Riding forwarded the updated local guideline to the Clinical Audit Department as evidence that the action has been completed.
	3

	
	Replace previous version of guideline with updated version on the Trust electronic guideline system.


	5th June 2009
	Mrs A Smith,

Clinical Guidelines Administrator
	4th June 2009 – Awaiting Mr M Singh, Clinical Director, sign-off.  On annual leave until 10 June 2009
	2



	8. 
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Lisa Cummins and Linda Belgrove


University Hospital Coventry








KEY (Change status)


1	Recommendation agreed but not yet actioned


2	Action in progress


3	Recommendation fully implemented


4	Recommendation never actioned (please state reasons)


5	Other (please provide supporting information)
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