How to use clinical audit forms

The purpose of forms relating to clinical audit

Standardized forms can be helpful for defining and explaining the clinical audit
process to clinical staff working in a healthcare organization. They also serve to
structure the systems to be used in an organization to carry out key stages related to
the clinical audit process, including getting support for a clinical audit or presenting
findings of a clinical audit.

Forms that may help to structure the way an individual clinical audit is carried out
follow. They are:

e a clinical audit proposal form

¢ a clinical audit data recording and collating form titled Clinical Audit Data Matrix
e a clinical audit abstract form titled Clinical Audit Case Abstract

e aclinical audit data presentation form.

The Clinical Audit Proposal form

The Clinical Audit Proposal form is a useful way to document the entire design for a
clinical audit, including the clinical audit measures. The form can be used to inform
others about the intended clinical audit and, where relevant, gain support from key
stakeholders to undertake the clinical audit.

A copy of the form is on the next two pages. Guidance for completing the form is
in the box on page 4.
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How to complete the Clinical Audit Proposal form

On the front of the form, enter the following information.

1. The name of the Directorate, specialty, department, service or team in which the
clinical audit is being carried out. If more than one group is involved, enter the names of
all groups.

2. The Clinical audit title — A useful way to express the title of a clinical audit is to
include the feature(s) of quality the audit is about, the subject of the audit and the
patients, events or situations the audit applies to. An example of a clinical
audit title is Appropriateness and effectiveness of the care provided to people with deep
vein thrombosis.

3. The Clinical audit objective(s) — Be sure the reason for carrying out the audit is clearly
stated including the intention for improving practice if the audit shows the need for
improvement. An example of a clinical audit objective is Determine if people with deep
vein thrombosis receive appropriate and effective care and change practice to increase
the appropriateness and effectiveness of care, if needed.

4. The Background to the clinical audit, that is, a brief explanation of the reason(s) the
subject was selected for audit and the reason(s), if not obvious, for the objective(s). The
explanation of the background can relate to:

e the need to confirm implementation of a national guideline

e the intention to measure actual practice that is related to a pattern of complaints
or adverse incidents, an identified risk issue or a problem in the day-to-day running
of a clinical service

e a clinical team working through a systematic process to select the highest priorities
for clinical audits and that this audit is a high priority.

5. The Stakeholders in the audit and their involvement in the audit. List those individuals
or groups who are involved in the subject of the audit or might be affected by the
findings of the audit, and tick the boxes to indicate how they will be involved in the
clinical audit process.

6. Ethics screening list — Use the questions to check if there could be any ethics issues
arising through carrying out the clinical audit. If any question is answered yes, the Clinical
Audit Proposal should be sent to the person or group in the organization who screens
possible ethics issues.

When the back and inside of the form is completed, submit it to the Clinical Director(s),
Department Head(s), Team Leader(s) or other individual(s) who is(are) responsible and
accountable for the care or service covered by the subject of the clinical audit. Ask the
individual(s) to review the proposal and the statement at the bottom of the cover page, and
sign the proposal.

Also submit the form to the Clinical Audit Lead, if there is one, for approval for the clinical
audit to proceed.

On the back of the form, enter the following information:

1. The Population description, that is, the group of patients, events, situations or cases
that will be included in and excluded from the audit. Note the patient ages if age is an
important consideration in the description of the population. Note the number of
patients, events, situations or cases that happen in a given time period, such as a year, 6

months, 1 month or 1 week.

® o o How to use clinical audit forms



How to complete the Clinical Audit Proposal form Guide

2.

8.

The Population or sample or time period for the clinical audit selected for the audit.
Identify the number of cases that make up the population. Describe how the population
or sample is to be selected for the clinical audit.

The Data collection strategy selected for the audit

The Data sources to be used for the audit

The Source or basis for the clinical audit measures to be used for the audit. Tick one or
more of the boxes to note the source.

The Work plan, namely, dates for the completion of major stages in the audit

The Help needed to carry out the clinical audit, if any, with a description of the
nature of the help needed

To whom copies of the Clinical audit proposal form are being sent.

On the inside of the form, enter the Clinical audit measures being used for the audit as follows.

The Evidence of quality of care or service is what you are looking for to tell you if quality
is being provided, that is, the minimum essential or most important evidence that would
satisfy you that quality care or service is being provided.

The Standard is how frequently you should find the evidence of quality, that is, the
percentage or proportion of cases for which you expect and accept compliance with the
evidence of quality of care or service, for quality improvement purposes. The standard
sets a define level or degree of compliance or non-compliance that will serve as a ‘trigger’
for more intensive analysis of the quality of care.

There are three types of standards:

* A screening standard is set at 100% (for things that should always happen for
patients) or 0% (for things that should never happen for patients) so that the data
collector(s) will automatically ‘flag’ every case that isn’t consistent with a clinical
audit measure for analysis by the clinical team. The purpose of the clinical analysis
is to determine if the case represents or doesn’t represent good care and if it doesn’t,
find out why good care was not provided and act to prevent such cases in the future.
A screening standard does not necessarily express a realistic standard for day-to-day
practice. However, it helps clinicians establish empirically safe standards for day-to-
day practice.

* An acceptable standard is the percentage cited in the literature or found as a bench-
mark in best practice services.

e A target standard is the percentage you are aiming to achieve.

Cases that are not consistent with a clinical audit measure that includes an acceptable
or a target standard are not flagged for individual case review.

An exception is a case or time the evidence might not be present but it would be
clinically justified, that is, a clinically acceptable reason or circumstance that would
account for not complying with the evidence of quality of care or service. If you use an
acceptable or a target standard, leave Exceptions blank.

Definitions and instructions for data collection specify how the evidence and
exceptions are defined for data collection purposes. Definitions include clear and
objective terms to be used to judge compliance with the evidence of quality of care or
any exceptions including synonyms or numerical values. Instructions specify the most
reliable data source for the evidence or any exceptions. They also provide directions
to the data collector(s) on how to make decisions on whether or not an individual
case is consistent with the evidence or any exceptions. Complete and accurate
definitions and instructions are essential to get reliable data, especially if more than one
person is involved in collecting data for an audit, and to ensure reliability in repeat
data collection.

How to use clinical audit forms ® @ @
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If you are including complications as Clinical Audit Measures,
model for expressing complications as clinical audit measures.

use the following

Complication expressed as a clinical audit measure

Name of Screening Critical management
complication standard (key actions to prevent,
recognize or treat)

Definitions and
instructions for
data collection

Enter the complications as clinical audit measures as follows.

How to develop a clinical audit measure for a complication

1. Use the name of the complication as the evidence of quality.

2. Use a screening standard of 0%, for audit purposes. This standard will enable you to

flag every case in which the complication occurred.

3. Substitute critical management for exceptions in the clinical audit measure model. For
critical management, list the evidence that would tell clinicians any of the following, as

applicable:

e Appropriate and effective action is being taken to prevent the complication, for

example, prophylaxis for deep vein thrombosis.

e Appropriate and effective action is being taken promptly when signs and symptoms
of'a complication are evident, for example, a culture and sensitivity is requested as soon
as the signs and symptoms of an infection are observed in a hospitalized patient.

e Appropriate and effective action is being taken to manage the complication when it

is diagnosed.

Include the few critical aspects of management, not everything that could be done for a

patient.

4. Clearly and completely define any terms and give instructions for data collection.

® o o How to use clinical audit forms



The data collection forms

The data collection forms are generic forms to document data collected for any
clinical audit. The forms use simple codes to stand for decisions on each case in the
audit as follows.

e |f the case is consistent with the evidence, use EV.

e If the case is not consistent with the evidence but is consistent with an exception,
use EX. If you have more than one exception for the same clinical audit measure,
you can letter each exception and also record the letter of the exception.

e |f the case is not consistent with either the evidence or any exception, use R for
review. The clinical team should consider these cases more carefully.

Copies of the two data collection forms are on the next page.

How to use clinical audit forms ® @ @

Copyright © Healthcare Quality Quest Ltd, 2008.



Case Abstract forms

it

ix and Clinical Audi

Data Matri

It

inical Audi

cl

(Ajuo uonesydwiod e 10j) INIWIDVNVIN TVILLIID 32w = WD ‘MIIATY seainbaa = 3 ‘NOLLIIDXT Ue 32w = X3 ‘IDNIAIAT W = AT

8007 ‘P11 153nD AleNY a1edylesH o

(Ajuo uonesidwios e 40j) SNOILYIIAIWOD 40 ¥IFWNN TV.LOL = dINOD [e30L
(Ajuo uonesydwiod e 10j) INFWIDVNVIN TVILLIMD 32w = WD ‘MIIATY seainbai = 3 ‘NOILdIDXT Ue 32w = X3 ‘IDNIAIAT W = AT

"8007 "P¥1 159D Auend aseduyijeaH ©

(N 10 A) isainseauw |le 32N

ON |e0L S9A [e3oL

s$930U 10123|0 eleq

(3uswabeuew [ean1d J0 Jaquinu (440 WD/X3 ‘A3)

Jaquinu ainseajy

Aunpy|

8pod uone’o]
9pO) [eUOISSaj0Id
19puab/aby

8pod ase)

dNod ¥ wWxa A3
lelol | bay | oW | 18I

sBuipuiy uonda|jod eyeq

sased Jo JaquinN

suondadxa pue) Ayjenb jo adusping aunseay uoisnag

ilva
300D 3IsVD

SIN3LI NOILYINHO4NI ¥3IHLO

1oarans

1OWvy1saVv 3ISvD 1ianv TvIINITD

3SVD Ad SONIANI

Il S1VLOL

ilva

XIHLVIN VIVA 11aNV TVIINI1D

1o3arans

8007 'P¥1 3sanD ANenD a1edyieaH © 1ybuAdod

® o o How to use clinical audit forms



The

The

Clinical Audit Data Matrix form

Clinical Audit Data Matrix is a paper spreadsheet. It is used to record data on

compliance with each clinical audit measure for all cases in the clinical audit, as a

data

collector is screening the data sources. The form enables easy tallying of clinical

audit findings.

Guidance for completing the form for each case in an audit is in the box.

How to complete the Clinical Audit Data Matrix form

For

10.

Under Measure number, enter the numbers of the clinical audit measures for the audit,
eg, 1,2, 3.

each case in the clinical audit, record the following in a column at the right of the form.

The case code number, which is a unique randomly assigned code number to ensure
confidentiality. A list of case code numbers and the actual cases to which they refer
should be kept in a secure place by the data collector in order to identify a patient, case,
event or situation, if needed and appropriate.

The patient age and gender, if appropriate for the audit design

The professional code, if appropriate for the audit design. The professional code used
should be a unique randomly assigned code number to ensure confidentiality. A list of
professional code numbers and the professionals to which they refer should be kept in a
secure place by the data collector to identify an individual professional, if needed and
appropriate.

The location code, if appropriate for the audit design. Locations can include clinics,
wards, departments, areas or practices. The location code used should be a unique
randomly assigned code number to ensure confidentiality. A list of location code
numbers and the locations to which they refer should be kept in a secure place by the
data collector to identify a location, if needed and appropriate.

The length of stay (LOS), if it is appropriate for the audit design.

The number of activities, eg, treatments, visits, or appointments, if appropriate for the
audit design.

There are blank spaces on the form to enter any other information needed such as day
of week.

Next to the appropriate measure number, your decision about the case based on review
of the data sources.

e Ifthe case is consistent with the evidence, enter EV.

e If the case is not consistent with the evidence but is consistent with an exception, enter
EX and the letter of the exception that is met when there is more than one exception.

e Ifthe case is not consistent with the measure, enter R for review.

e If the measure is a complication and the complication happened, if the case
has been managed according to agreed critical management, enter CM. If the
complication happened but it has not been managed according to the agreed
critical management, enter R.

In the Totals column, record the total number of cases included in the clinical audit.

How to use clinical audit forms ® @ @
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How to complete the Clinical Audit Data Matrix form

11.

12.

13.

14.

For each clinical audit measure in the audit from the Findings by case, count the following:
e the number of cases that met the evidence of quality of care or service

e the number of cases that met any exception(s)

* the number of cases requiring further review

e for any complication measure, the number of cases that met critical management.

Record the totals in the totals columns titled Met EV, Met EX/CM and Req R
respectively.

For exceptions, tally the total meeting all exceptions (A, B, C, etc) for a measure unless a
clinician or a team has asked for totals for each individual exception.

For each complication measure, determine how many complications occurred.

To determine the total number of cases in which a complication occurred, add the
number of cases that met all the critical management and the number of cases that
require review. Enter the number under Total COMP.

At the bottom of each column that represents a case in the audit, enter whether or not
each case met all the measures in the audit (Y for yes and N for no). At the left, enter the
number of cases that met all the measures in the Total Yes space and the number of
cases that did not meet all the measures in the Total No space. Use the totals to
calculate ‘all-or-none’ compliance with the measures.

® o o How to use clinical audit forms



The Clinical Audit Case Abstract form

The Clinical Audit Case Abstract is a single page that summarizes clinical audit
findings for a single case in the clinical audit. It is completed for an individual case in
the clinical audit only if the case does not meet any one of the clinical audit
measures when screening standards were used.

The form is the place to record the reason a case was judged not to be consistent
with a clinical audit measure and informs a clinician or a clinical team about each
case that is not consistent with any one of the clinical audit measures. The abstract
becomes the basis for review of the case by a clinician or a clinical team to determine
whether or not the care provided to the patient is acceptable or not. The value of the
form is that it holds all the information about how a patient’s care compares with all
the clinical audit measures and obviates the need for a clinician who is reviewing the
care to go through a patient’s record in detail.

Guidance for completing the form is in the box.

How to complete the Clinical Audit Case Abstract form

1. Before starting to retrieve data for a particular clinical audit, prepare a master copy of
the Clinical Audit Case Abstract form for the specific audit.

To prepare the master copy, copy from the Clinical Audit Measures form the following
information on to a single copy of the Clinical Audit Case Abstract:

* subject of the audit
* measure number
e evidence of quality and percentage (also include exceptions or critical management,

abbreviated if necessary).

2. Make some copies of the master copy so you have them when you find a case that
requires review.

3. Complete a Clinical Audit Case Abstract only when you find a case that does not meet
one or more measures (when the measure uses a screening standard of 100% or 0%).

4. Enter the case code number and any other information needed.
5. Enter the date on which the Clinical Audit Case Abstract form is completed.

6. Record the findings for each clinical audit measure in the column marked Decision using
the following abbreviations.

e Ifthe case is consistent with the evidence, enter EV.

e If the case is consistent with an exception, enter EX and the letter of the exception
that is met when there is more than one exception.

e If the case is not consistent with the measure, enter R for review.

e If the measure is a complication and the complication happened, if the case has been
managed according to agreed critical management, enter CM. If the complication happened
but it has not been managed according to the agreed critical management, enter R.

7. Ifthe case does not meet a clinical audit measure, ie, you entered R, in the data collector
notes column, document the reason(s) why or any other information that may be useful
to a clinician or a team when the preliminary findings are reviewed.

How to use clinical audit forms ® @ @
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The Clinical Audit Data Presentation form

The Clinical Audit Data Presentation form illustrates how the findings of clinical audit
can be presented for review. Any data collected about the ages and/or gender of
patients in the audit can be displayed on the front of the form, along with the
distribution of any other information collected such as lengths of stay, time from
referral to appointment, etc.

On the inside of the form, actual findings of compliance with the clinical audit
measures can be displayed along with any information learned about why an
individual case did not comply with an audit measure. On the right, notes can be
entered as to whether or not individual cases that varied from a clinical audit
measure are acceptable and the final compliance for each measure can be noted.
Rate-based measures can be further analysed on the back of the form.

A copy of the form follows and guidance for completing the form is in the box.

How to complete the Clinical Audit Data Presentation form

On the front of the form, enter the following information.

1. The Subject of the audit, the total Number of cases in the audit and the Date

2. If information about the Age or gender of patients in the audit was requested, display
this information in the table under Age/Gender Distribution. Determine the age ranges
to be included, eg, 21-30, 31-40, 41-50. Count the number of Males and Females in
each age group and record the Totals.

3. If Location information was requested, display this information in the table under
Location Distribution. Record the code number of each location, then the number of
cases for each code.

4. If Length of stay, treatment, visit or appointment times were requested, display this
information in the table under Activity Distribution. First establish ranges, for example,

of time, then record the Totals in each range, eg, under 5 days, 5-10 days, etc.

5. If any information items were requested, such as day of week treatment provided,
display the information under Information Items.

On the inside of the form, enter the following information:
1. The Subject of the audit, the total Number of cases in the audit and the Date

2. The Measure number and Evidence of quality (and exceptions or critical management
for complications) for each of the clinical audit measures

3. The Expected % of cases that would meet the Evidence or exception(s)
4. The Actual % of cases that met the Evidence of exceptions
5. Any notes made by the Data collector that would explain the findings

6. Whether or not (Yes or No) the cases that have not met the evidence of quality or
exception were determined to represent acceptable care and the Reason

7. Adjustments to the % because of Acceptable Variations.

® ® ©® How to use clinical audit forms



How to complete the Clinical Audit Data Presentation form

On the back of the form, enter the following information:
1. The Subject of the audit, the total Number of cases in the audit and the Date
2. For rate-based measures, display the rates under Rate Distribution

3. Whether or not (Yes or No) the rate is acceptable to the audit group and the Reason.

How to use clinical audit forms ® @ @
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Clinical Audit Data Presentation form
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How to calculate final compliance with clinical audit measures

When calculating final compliance with clinical audit measures, add the number of
cases meeting the evidence of quality and the number meeting exceptions, along
with any adjustments to the numbers following review. The formulas are in the box.

How to calculate final compliance with a clinical audit measure Formulas

Measure-by-measure compliance

from data collection from review

Number of Number Number of cases

cases meeting of cases determined as
Percen.tage the Evidence 4 meeting any + meeting the Evidence
compliance of quality Exception(s) of quality of care
with a clinical of care or any Exception(s)
audit measure = X100
following Number of cases to which the measure applies

review

Compliance for all measures

from data collection from review
Number of cases Number of case Number of cases
meeting the meeting any determined as meeting
Evidence of quality = Exception(s) for all the Evidence of quality o
of care for all the T~ the clinical audic |-+l care or any Exception(s)
clinical audit measures that for all the clinical
Percentage . .
. measures that applied to them audit measures that
compliance applied to them applied to them
with all clinical _ PP

dit = _ — X100
audit measures Number of cases to which at least one of the measures applied
following

review

How to use clinical audit forms ® @ @
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For a complication measure, use the formulas in the box on to determine final

compliance.

How to calculate final compliance for a complication measure

Formulas

Compliance with the entire measure

True rate of the occurrence of a complication

from data collection from review
Number of cases Number of Number of cases
meeting the Evidence cases meeting determined as
of quality of care the Critical § 4 f meeting the Evidence
(and 0% standard), ie, Management or Critical
Percer!tage ) a named complication Management
compliance with did not occur
a complication = X100
measure following Number of cases to which the measure applies
review

Number of cases in which Number of cases in which
a complication occurred a complication occurred
and the case met the and the case did not meet
Complication Critical Management Critical Management

rate . .
Number of cases to which the measure applies

X100

The true rate of a complication is unlikely to change following case review unless there

was an error in data collection.
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