
C
linical audit has been part of the fabric of 
British hospital medical practice for the last 
20 years. In 1989 a Department of Health 
White Paper, ‘Working for Patients’, introduced 
medical audit. It was heavily promoted as 

part of clinical governance in 1998 by the then Chief 
Medical Officer, Professor Liam Donaldson (Scally and 
Donaldson, 1998), and enthusiastically adopted across 
the NHS. Audits were designed to implement the best 
available evidence by creating standards that clinicians 
would measure themselves against and improve on. Almost 
every hospital has a clinical audit department, designed to 
assist clinical staff conducting audits. Specialty societies 
all offer some form of audit and conducting audits is 
essential for career progression in almost all specialties. 
Most clinical guidelines offer audit standards as an aid 
to implementation. Regulators, such as the Care Quality 
Commission in England, use audit performance to 
inform their inspections. The inquiry by Robert Francis 
into failings of clinical care at Mid Staffordshire NHS 
Foundation Trust further mandated participation in 
clinical audit (Francis, 2013). 

Audits in emergency medicine
The Royal College of Emergency Medicine has run national 
audits annually for the last 12 years. Each year, three 
different presentations or conditions are selected, covering 
children, adults and older people. The audits are specifically 

aimed at common, important presentations and emphasize 
timelessness of care. Audit standards measure process (how 
quickly or efficiently do you give care?), structure (is the 
place you give care in good enough?) or outcome (does the 
care you give do what it is supposed to do?) (Donabedian, 
1966). The Royal College of Emergency Medicine audits 
benchmark participating centres. The clinical audits are 
designed to mainly identify process problems, but they 
also identify a small number of outcome and structural 
problems.

Participation is encouraged by regulators and 
supported by the Healthcare Quality Improvement 
Partnership, which means that hospitals have to submit 
audit results into their quality accounts each year. 
Almost all emergency departments in England, and most 
departments in the devolved nations, participate in this 
audit, usually submitting around 50 consecutive cases. 
This means that each audit comprises between 8000 and 
12 000 cases. 

What has audit achieved? 
So what has clinical audit achieved? Do audits lead to 
improvements in clinical care, and if not, why not? 
Are there more effective ways to improve care? Other 
developed countries outside the UK have very variable 
approaches to audit and few countries have the profusion 
of national audits that is seen in the UK (Avidan and 
Myles, 2018). 

Repeated Royal College of Emergency Medicine audits 
have shown mixed results in the effectiveness of clinical 
audit to improve care. Figure 1 shows that there has been 
little change, and recently a decline in the proportion 
of patients with fractured hips who are in severe pain 
receiving analgesia within 20 minutes of arrival. This is 
a fundamental standard for a common and predictable 
problem. Similar findings have been found in the 
provision of analgesia for children with severe pain (Figure 
2). Conversely, repeated audits of adult sepsis care have 
demonstrated a welcome increase in the proportion of 
patients that receive antibiotics in 1 hour from 27% in 
2011 to 44% in 2017. The findings from these large-scale 
audits, repeated over several years, imply that audit can 
be an expensive, ineffective and effortful way to improve 
clinical care. Audit has become an effective measurement 
tool to benchmark care against other units and provide 
detailed quality assurance information for regulators, 
although this was never the intention.
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ABSTRACT
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discusses why audit can be ineffective in improving care and makes proposals 
to remove these barriers. The article describes how quality improvement and 
improvement science may offer a better alternative to traditional audit. It 
describes how the Royal College of Emergency Medicine is the first specialty 
society to attempt a national quality improvement programme.
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Why might audits not lead to improvement?
The reasons for audit failing to be an effective improvement 
tool are multiple (Johnston et al, 2000a, b). Frequently 
participation in audit is delegated to temporary staff, such as 
doctors in training, whose ability to implement meaningful 
change is limited and time bound. The completion of an 
audit can become more important for career advancement 
than care advancement. A single individual in a team is 
often made responsible for all audit, limiting his/her 
chance to drive improvements. Conducting an audit is 
a time-consuming and demanding activity, and a lot of 
effort will be put into the initial data collection leaving 

little time to develop, carry out and re-audit an action 
plan. A national audit may struggle to get results back 
quickly, lessening the potential impact and enthusiasm for 
intervention. Hospitals are expected to carry out far too 
many audits, and this leads to most audits being entirely 
focused on the initial data collection phase. Senior doctors 
may have negative attitudes towards audit and feel that the 
time required for an audit may be better spent on other 
aspects of care. 

Fundamentally, far too much effort is put into the 
initial data collection and not enough into intervening. 
Frequently interventions are confined to teaching sessions 
of limited impact, or other easy to do but ineffective 
activities (Cafazzo and St-Cyr, 2012). Figure 3 shows the 
hierarchy of effectiveness of interventions used in health 
care; it can be seen that the most effective interventions are 
system based, while aiming for behaviour change, although 
safe, is less effective. 

Quality improvement is the way forward
Quality improvement and improvement science tries to 
tackle some of the difficulties of clinical audit. There is 
a welcome focus on a collective approach, emphasis on 
targeted data collection and rapid intervention, testing 
of interventions and clinical staff engagement. There is 
also a pragmatic recognition of the benefit of starting with 

Figure 1. Proportion and interquartile range of people with a 
fractured neck of femur in severe pain who receive analgesia 
within 20 minutes of arrival against the Royal College of 
Emergency Medicine standard of 50%. From Royal College of 
Emergency Medicine (2018a).
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Figure 2. Proportion and interquartile range of children in 
severe pain who receive analgesia within 30 minutes of arrival 
against the Royal College of Emergency Medicine standard of 
75%. From Royal College of Emergency Medicine (2018b).

%
 p

at
ie

nt
s

100

80

60

40

20

0

20
03

20
04

/6

20
07

20
08

20
09

/1
0

20
11

/1
2

20
17

/1
8

Figure 3. The hierarchy of intervention effectiveness.
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small projects and adapting solutions for local context. 
It is important to appreciate that quality improvement 
should not be seen as a ‘magic bullet’ – Dixon-Woods 
and Martin (2016) provided a pragmatic assessment of the 
potential problems and offered proposals to make quality 
improvement more effective. These proposals encourage 
structural reform, emphasize coordination of effort and 
resources, and objectivity about what interventions are 
effective. 

The Royal College of Emergency Medicine, along with 
other Royal colleges, has recognized that understanding 
quality improvement techniques is an important skill for 
consultant emergency physicians. Higher specialist trainees 
are expected to conduct a quality improvement project as 
part of the requirements of their exit exam. Introducing 
this has been disruptive both for trainees and trainers but 
should equip trainees to be more effective consultants in 
the future. 

Separate to this, the Royal College of Emergency 
Medicine audit programme is evolving into a national 
quality improvement programme. While the standards 
remain similar to previous national audits, there is less data 
entry, real-time national benchmarking and an increased 
emphasis on testing interventions, following the widely 
accepted Model for Improvement (NHS Improvement, 
2018). The Royal College of Emergency Medicine is the 
first specialty body to transform a national audit programme 
into a national quality improvement programme (Boyle et 
al, 2016). Although this change is likely to be disruptive, it 
would be unethical to continue with the audit programme 
in its current form.

Conclusions
It is time to critically consider whether the effort and 
expense expended on clinical audit is justified – experience 
over the last 10 years has shown that clinical audit does not 
automatically lead to better care. Quality improvement 
probably offers a better way to improve care.  BJHM
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KEY POINTS
■■ Clinical audit can be an ineffective way to improve care.  

■■ Quality improvement may offer a better way to improve care. 
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Quality improvement projects
Quality improvement in perioperative 
medicine: driving the revolution

Quality improvement methodology now 
forms a staple part of medical curricula, 
with teaching programmes and skills in high 
demand (Royal College of Anaesthetists, 
2010). The Academy of Medical Royal 
Colleges (2016) has mandated that quality 
improvement science underpins all levels of 
medical training. 

As a new and evolving field, perioperative 
medicine has already sought to put quality 
improvement at the heart of its mandate for 
improving patient care. This is evidenced in 
the joint consensus statement between the 
American Society for Enhanced Recovery 
and the Perioperative Quality Initiative 
published this year (Moonesinghe et al, 
2017). While perioperative medicine has 
the ability to embed quality improvement 
methodology at an early stage, in anaesthesia 
this process has developed over time. 

In 2000, the Royal College of Anaesthetists 
first attempted to standardize the process 
and output of local audit projects via the 
publication of Raising the Standard, a 
compendium of audit recipes for individual 
institutions (Royal College of Anaesthetists, 
2006). While this gave focus to topics of 
interest, processes and outcomes measured, 
the lack of a central repository for these results 
made it difficult to look across a larger scale. 
The ability to precisely identify, define and 
measure a problem is integral to the process of 
quality improvement. To enable this to take 
place individual institutional audit has evolved 
into the national audit project programme, 
coordinated by the National Clinical 
Audit and Patient Outcomes Programme, 
commissioned by the Healthcare Quality 
Improvement Partnership for NHS England. 

The Healthcare Quality Improvement 
Partnership maintains the National Audit 
Registry, currently comprising 32 separate 
topics (Healthcare Quality Improvement 
Partnership, 2017). 

Currently the success of national audit 
projects is determined by a combination of 
the driving force of the project organizers and 
the engagement of health-care professionals 
on the shop floor. Increasingly, however, 
participation in national audit projects is being 
prioritized by the Department of Health, by 
linking data collection to tariff payments 
and embedding national audit project results 
in policy documents such as The Five Year 
Forward View (NHS, 2014). Completeness 
of data collection is increasingly considered a 
quality metric and there is a suggestion from 
national audit projects that the simple act 
of collecting data may improve practice at 
a local level, potentially through a type of 
‘Hawthorne effect’ (Holden, 2001).

The combination of incentivized 
participation at an executive level and 
increased education and encouragement 
at a grassroots level means that not only is 
quality improvement open to all levels of 
health-care professional, it is increasingly 
seen as a responsibility of all members of 
the perioperative care team. 

Aims
This article presents an overview of three 
ongoing national quality improvement 
initiatives (Healthcare Quality Improvement 
Partnership-commissioned audit projects)
relevant to perioperative medicine. It describes 
the obstacles to implementation of effective 
quality improvement in clinical practice, the 
limitations of these initiatives and potential 
solutions. Finally, it highlights opportunities 
for health-care professionals to engage in and 
contribute to improvement science.

Audit projects
The National Emergency Laparotomy Audit
The National Emergency Laparotomy 
Audit (NELA) is an Healthcare Quality 
Improvement Partnership-commissioned 

ABSTRACT
Perioperative medicine and quality improvement are both emerging fields with the potential to 
contribute to safer and more reliable care for surgical patients. One key component has been 
the evolution of the national audit project programme. This article describes the current state of 
quality improvement within perioperative medicine, the evolution of the national audit project 
programme and the effects it has produced on the quality of patient care. The article also highlights 
opportunities for health-care professionals to engage with this innovative area of medicine.
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P
erioperative medicine and quality are 
terms which are intrinsically linked. 
The Royal College of Anaesthetists’ 
(2015) definition of perioperative 
medicine encompasses reducing 

variation in practice and improving patient 
outcomes. Combine this with the principles 
of safety, efficiency and equity, long implicit 
within the field of anaesthesia, and one arrives 
at the definition of quality improvement 
provided by the Health Foundation (2013). 
The synergy between the two concepts is clear. 
Perioperative medicine provides a structure for 
the care of patients through diagnosis, surgery 
and recovery, and quality metrics provide the 
analysis of how well these aims have been 
achieved. Thus quality improvement allows 
clinicians to measure and improve each facet 
of the patient journey, increasing safety and 
efficiency while limiting variation. 

Quality improvement has existed within 
health care for decades (Chassin and Loeb, 
2011), evolving from domains such as clinical 
governance, local audit, and mortality and 
morbidity meetings. Recently, efforts have 
been made to form these disparate and often 
ineffective tools into a coordinated approach.

638 British Journal of Hospital Medicine, November 2017, Vol 78, No 11

Quality Improvement

©
 2

01
6 

M
A 

H
ea

lth
ca

re
 L

td

HMED_2017_78_11_638_641.indd   638 31/10/2017   09:18

Communication between primary 
and secondary care

E
ffective communication between 
health-care professionals is vital for 
patient care and safety in the NHS 
(General Medical Council, 2013). 
On admission to hospital care is 
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transferred from primary to secondary care. 
Although hospital medical notes remain 
largely paper based, GP records are now 
electronic (Purves, 1996; Chan et al, 2008). 
Access to patient summaries from electronic 
systems, e.g. EMIS, provides vital background 
information, which is especially important 
to reduce error when a patient is unable to 
provide an accurate history. Despite access to 
these methods of communication, telephone 
conversations have remained an important 
method of communication between hospital 
staff and primary care.

Previous studies have shown hospital 
doctors have difficulty contacting GPs via 

telephone, and vice versa (Berendsen et al, 
2009; OnMedica, 2011). EMIS is now the 
most widely used GP system in England 
(EMIS, 2013) and is becoming accessible in 
hospitals. Connecting Care is an electronic 
shared record available in Bristol which 
enables health-care professionals to access 
a wide variety of information including 
past medical history, acute and repeat 
medical prescriptions, allergies and previous 
investigations. This quality improvement 
project assessed the ability to obtain this 
information from GPs via telephone and 
determine if access to Connecting Care 
for secondary care doctors would improve 
efficiency and ultimately patient care and 
safety. 

Methods
A prospective cross-sectional pilot study was 
conducted in a Yorkshire district hospital 
between January and March 2014. Thirty 
GPs were contacted to determine the time 
taken for secondary care doctors to contact 
GPs for information and their views on 
current communication to ascertain the 
benefit of conducting a further study in order 
to improve communication between primary 
and secondary care. 

A prospective cross-sectional study was 
subsequently conducted, with fifty GPs 
contacted between September 2015 and 
February 2016 as part of normal care. 
Outcome measures included date and time 
of the call, time taken for a receptionist 
to answer and whether the practice used 
an automated telephone triage. Transfer 
time to the patient’s usual or duty GP was 
documented. If a GP was unable to take 
a direct call, a message was left and time 
taken for the GP to return the call was 
recorded. To assess efficiency of access to 
electronic records, 100 patient records were 
accessed using Connecting Care between 
October 2015 and February 2016 instead 
of or before phoning GP surgeries. The date 
and time of record access, time taken to 
access information and whether the desired 
information was found were documented.

ABSTRACT
Background

Up to date patient data is a cornerstone of optimal safety and care, so admission to hospital 
requires transfer of data held in the community to secondary care. Despite the advent of electronic 
medical record systems such as Connecting Care and EMIS, the telephone remains the mainstay 
of communication. 

Methods

A prospective cross-sectional quality improvement project was conducted to assess the time 
taken in telephone communication between primary and secondary care doctors and determine 
if access to the electronic shared system, Connecting Care, would improve efficiency. As part of 
normal junior doctor activity, fifty GPs were contacted between September 2015 and February 
2016 to obtain medical data on patients admitted to UH Bristol. Time taken to contact each GP and 
the duration of the conversation was recorded. One hundred patient records were accessed using 
Connecting Care between October 2015 and February 2016 and the length of time taken to access 
information documented. 

Results

Out of 50 phone calls 27 resulted in direct transfer to a GP with time to transfer ranging from 
12 seconds to 19 minutes 51 seconds (mean 8 minutes 10 seconds, median 7 minutes 16 seconds). 
A total of 28 messages were left with the receptionist with 16/28 phone calls being returned and 
time taken for the call to be returned ranged from 34 minutes to 21 hours 3 minutes (mean 5 hours 
50 minutes 4 seconds, median 4 hours). Information was available for 88/100 patient records 
accessed using Connecting Care with a mean duration to access information required of 1 minute 
47 seconds. This was significantly shorter than the mean duration of conversation with GPs (4 minutes 
22 seconds), mean total duration of telephone call and mean total duration of time to achieve aim of 
call with GP practices of 13 minutes 18 seconds and 2 hours 14 minutes 11 seconds respectively.  

Conclusions

This study identifies areas of potential improvement in current methods of communication 
between primary and secondary care. Direct telephone contact will always have an important role 
in sharing information. However, access for secondary care doctors to electronic patient records, 
with patient consent and consideration for confidentiality, would improve efficiency and alleviate 
time pressures on both busy primary and secondary care doctors. This would have a positive 
impact on patient care and safety.
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Full details for submission are available from the BJHM website at www.magonlinelibrary.com/pb/assets/raw/qip_auth.pdf
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