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Audit and feedback
— Where did the
iInappropriate
mantra come
from?

The mystery behind ‘audit and feedback’

If you work at grass roots on developing methods
for designing, carrying out, reporting on and
teaching the clinical audit process, it is hard to
understand the academic world’s research and
publication about an activity they call ‘audit and
feedback’. Where did this ‘discipline’ called audit
and feedback come from? Why is feedback the
stage that naturally follows the ‘audit’ part of the
process? It is puzzling where this mantra emerged
from the history of clinical audit.

The first journal article on ‘medical audit’

The first published reference that described
a systematic process most of us today would
recognize as clinical audit was published in 1956
by Paul Lembcke. The article was called Medical
Auditing by Scientific Methods.” Lembcke
expanded on the history of medical audit in an
article published in 1967.2 What Lembcke meant
by scientific methods for audit included, for
example, identifying accurately the exact cases to
be included; sampling appropriately; abstracting
information from clinical records reliably; using
valid criteria to judge individual cases; comparing
the degree of compliance with criteria; setting
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The clinical audit process

p
Causes of the problems.
Improvements needed

standards through which performance can be
measured and compared; and reporting on
findings of the comparison with criteria for
individual doctors.!

Lembcke described presenting the data collected
from medical audits in his hospital to a joint
liaison committee representing the governing
board, medical staff and hospital managers. The
medical staff members of this committee met
with the doctors who were not performing in
accordance with the agreed standards to seek
their compliance with the audit criteria. People
could say that Lembcke provided ‘feedback’ to
doctors whose cases were included in an audit;
however, with the involvement of hospital trustees
and managers, it is likely that this form of feedback
wasn't just ‘feedback’: it delivered a clear message
that the hospital’s trustees and managers had an
expectation that doctors in their hospital would
deliver best clinical practice.

Externally conducted medical audit as the
original intention

Lembcke’s review of the history of medical
audit? explains how the ‘hospital standardization
programme’ was created by the American College
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of Surgeons in 1917. This program eventually led
to The Joint Commission, a national accreditation
organization for healthcare providers in the US.
The original intention of the standardization
programme was to have external auditors audit
‘professional care by the individual case method.""
This approach was prompted by Codman’s ‘end-
results’ system® in which Codman’s hospital
in Boston tracked every patient’s outcomes
by following patients for a long enough time
to determine if the treatment was effective. If
treatment was not effective, the hospital then
would try to find out how to prevent similar
failures in the future. Codman identified four
possible areas of responsibility for patients whose
outcome was not successful or was unsatisfactory:
(1) the physician or surgeon responsible for the
patient’s treatment, (2) the organization carrying
out the detail of the treatment, (3) the disease or
condition of the patient, and (4) the personal or
social conditions preventing the cooperation of
the patient.* In this very earliest description of a
method for evaluating the quality of medical care,
Codman did not limit the action to take on clinical
audit data to feedback to the practitioner.

Lembcke and others>® explained that the College
was unable to raise sufficient funding for such
an intensive programme, and so the hospital
standardization program was limited to setting
a standard, among four other standards, that
hospitals should have rules, regulations and
policies that specifically provide ... ‘that the staff
review and analyse at regular intervals their clinical
experience in the various departments of the
hospital, such as medicine, surgery, obstetric and
other specialties; the clinical records of patients,
free and pay, to be the basis for such review and
analyses."”

The bi-cycle model of medical audit

In his later article, Lembcke refers to others who
collected data about clinical practice. However,
the next major contribution to the ‘science’ of
audit was published by Brown and Fleisher in
1971,8 who described their experience with what
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they called the 'bi-cycle’ concept of audit. The bi-
cycle approach to audit included 12 steps; the first
eight steps included Lembcke’s steps in the audit
process, but with the involvement of the medical
staff on setting priorities for audit and more
reliance on the use of data in routinely maintained
databases on patient care. Where the Brown
and Fleisher process differs is at steps 9 and 10
which they defined as planning and carrying out
an educational programme based on the clinical
audit data.

However, when the authors described their
meaning of educational programme, they
acknowledge that some actions taken on audit
data, such as responding to referrals, were "not
classically educational but organizational.”® In
their explanation of the educational process, the
authors refer to analysing existing behaviours
of staff to identify why they don’t perform in
accordance with the audit criteria, for example,
lack of knowledge, need for improvement in
problem solving skills, new psychomotor skills or
attitudinal changes.®2 They referred to learning
experiences being provided for practitioners that
are based on meeting patient care needs, as
revealed by the audit process.? In other words,
even an ‘educational’ approach to acting on audit
data did not rely on feedback alone to achieve
change.

The formalizing of medical audit in US
accreditation

By this time in the US, the need to formalize
the audit process beyond expecting doctors to
review individual cases using patient records
was recognized by the Joint Commission on
Accreditation of Hospitals (JCAH, now The Joint
Commission). In December 1973, the JCAH Board
of Commissioners stated that it ‘considers the
quality of patient care to be the central purpose of
its entire accreditation process,” and it identified
five major measures it believed to be directly
contributory to the preservation and improvement
of the quality of patient care. One of the measures
referred to was ‘the retrospective review and
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evaluation of the quality of patient care through
a valid and reliable patient care evaluation
procedure."®

In April 1974, the JCAH added a new section
to the Accreditation Manual for Hospitals called
Quality of Professional Services, which essentially
was a description of the audit process largely
based on the principles first described by Lembcke,
with one important addition: ‘If analysis indicates
inappropriate patterns of patient care, action
must be taken to correct problems. Such action
should be specific to the problem and may include
educational or training programs, amended
policies or procedures, increased or realigned
staffing, provision of new equipment or facilities,
or adjustments in staff privileges.”” To make an
obvious point: The first published ‘standard’ on
the audit process did not limit action to ‘feedback’
and in fact acknowledged that organizational
changes, such as policies or procedures, staffing,
equipment, and changes to facilities could be
actions that are implemented as part of the audit
process.

JCAH also published practical guidance for doctors
and other healthcare professionals on the audit
process in a book called Performance Evaluation
Procedure for Auditing and Improvement Patient
Care (PEP) Primer." This guidebook advised that
after variations from established criteria are
reviewed by a peer group, the cause/s of any
variations that are not justified to peer satisfaction
are identified, and action is implemented on
the cause/s, with later repeat measurement to
determine if the action implemented has been
effective in achieving improved compliance with
the audit criteria. Once again, the US national
model for the clinical audit process was clear
about action on clinical audit findings not being
limited to ‘feedback’.

Research on the medical audit process

So why do academics and researchers continue
to perpetrate the model of ‘audit and feedback’,
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rather than represent the audit process as it was
described by a reputable national accreditation
body nearly 50 years ago? In 1984, a study by
Palmer et al of the implementation of the audit
process (called quality assurance) in eight general
medicine provider groups in two teaching hospitals
and six related health centres in Boston involved
over 300 doctors." Four types of actions were
implemented to achieve improvement: provider
feedback (six different approaches); changes
in protocols and policies; changes in follow-up
systems; and changes in a laboratory system.

Avyear later in 1985, Mitchell and Fowkes reviewed
the audit process, observing that audit is often
incomplete because no attempt is made to change
clinical practice.’”” They stated: ‘It is commonly
assumed that the information produced by audit
will naturally lead to change’ and they questioned
if “the evidence supports the assumption that the
provision of information on performance changes
clinical behaviour."®

The title ‘audit and feedback’ appears

A number of publications in the early 1990s,
however, used the title ‘audit and feedback’ to
report the experience of carrying out clinical audits
in various settings."°

The Palmer et al randomized controlled trial of the
audit process (again called quality assurance) in
16 ambulatory care practices drew the conclusion
that knowledge of clinical guidelines of a subject
of an audit or discussion of audit criteria were less
effective as actions than feedback to providers
of data on their performance. However, the
authors acknowledged that the audit data reveal
both practitioner variation from good practice,
addressed through feedback to practitioners,
and systems issues that cannot be addressed by
individual practitioners. In the trial, unimproved
tasks were associated with the perceived need for
delivery systems changes beyond the immediate
control of the individual practitioner.?%-2"
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Clinical audit as a quality improvement
process

A lot has happened since these initial studies
were published. In 2001, the National Institute
for Health and Care Excellence (NICE) in the
UK positioned clinical audit firmly as a quality
improvement process, defining clinical audit as
‘a quality improvement process that seeks to
improve patient care and outcomes through
systematic review of care against explicit measures
and the implementation of changes in practice
if needed.’? Following extensive review of the
evidence base, NICE did not limit actions from an
audit to feedback. In addition, by clearly placing
clinical audit in the quality improvement domain,
NICE set the expectation that principles of quality
improvement would be applied in the clinical audit
process, and action after data collection would not
be limited to feeding back data to practitioners
and expecting them to change. The NICE concept
of clinical audit as a quality improvement process
has been widely accepted in the UK and referred
to in other countries.

Quality improvement is a lot more than
feedback

In today's practice of quality improvement, no
proponents of the quality improvement process
in a healthcare setting would see the process as
being focused on giving feedback to practitioners.
The challenges relating to achieving sustained
improvements in the quality of patient care
are recognized by academics working on the
subject of quality improvement in healthcare;?3-?
however, their focus is far beyond exploring
different ways of giving feedback. ‘Improving
quality requires a broader perspective than a
model focused exclusively on decision-making
by individual clinicians at the point of care,” and
‘... typically draws on disciplines such as human
factors engineering, operations management and
behaviour economics.'?®

Much attention has been given to a ‘theory
of change for improvement’, which involves
identifying a range of types of changes that
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are needed to achieve the exact improvement
intended, that is, the level of compliance with
established criteria or standards used in a clinical
audit, for example.?3-26:3931 The theory of change
is more encompassing than a theory of feedback.
As many as 25 factors have been identified as
influencing the achievement of improvement
of the quality of patient care.3 The most
frequently referred to factors include: professional
acceptance of the need to change practice; social
influences, including from peers and peer groups;
organizational issues, including structural, staffing,
communication, educational, and systems changes
needed to achieve and sustain improvement; and

the role of financial and regulatory incentives.?
32-37

So, when quality improvement researchers
are telling us to make ‘a conceptual leap in
our understanding of how healthcare systems
respond’,?” why are there still academic researchers
focusing narrowly on mechanisms of feedback as
the action to take on audit findings?3*? It feels
as it the academics pursuing these directions
are entirely out of touch with what is actually
happening in the healthcare system.

A plea to academics to read each other’s work

At the grass roots of working in the healthcare
sector, we are being driven to try to understand and
apply ‘systems thinking’ to achieving substantial
and sustained improvements in the quality and
safety of patient care.® We are being driven to
understand human factors.** These perspectives
are clear: You can't achieve substantial and
sustained improvement in the quality or safety
of patient care by giving people feedback about
their performance and expecting compliance
with quality-of-care measures to automatically
change. We are being driven to see that today’s
healthcare services are limited and controlled by
organizational systems that are beyond the ability
of individual practitioners to change.

To continue to rely on telling practitioners to
improve through feedback seems out of touch
with our reality. Why don’t the academics involved
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read each other’s work, and also have some
knowledge of the history of the field in which they
are researching?
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