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EXECUTIVE SUMMARY
This document sets out the LTHT policy on use of clinical audit within the Trust and individual directorates. This policy takes account of a range of national guidance relating to clinical audit.
The Trust is committed to service improvement and acknowledges that systematic clinical audit has a crucial part in delivering the clinical quality agenda and providing assurance of quality improvement.
The policy sets out a framework, with clear roles and responsibilities, to ensure as a trust that:
· Clinicians systematically use clinical audit to provide assurance that their service meets specified standards and to improve patient outcomes.
· Results of clinical audits collectively provide assurance that the Trust meets national standards, and is delivering high quality care.
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1
 INTRODUCTION
This document sets out the LTHT policy on use of clinical audit within the Trust and individual directorates. This policy takes account of a range of guidance relating to clinical audit outcomes data (see references).
Clinical audit is an essential element in clinical governance, and an intrinsic tool in the drive towards quality improvement. As such, clinical audit is fundamental to the Trust’s strategic goal of achieving excellent clinical outcomes, and the Trust’s strategy for patient safety 
2
PURPOSE
The aim of this policy is to set out a framework, with clear roles and responsibilities, to ensure as a trust we meet our strategic outcomes for clinical audit, namely that:

· Clinicians systematically use clinical audit to provide assurance that their service meets specified standards and to improve patient outcomes.
· Results of clinical audits collectively provide assurance that the Trust meets national requirements for clinical audit, and is delivering high quality care.
This policy should be read in conjunction with the publication, “Principles of Best Practice in Clinical Audit” (NICE, 2002).
Failure to follow this policy could result in the instigation of disciplinary procedures.
3
DEFINITIONS

Clinical Audit
“Clinical audit is 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.” (NICE, 2002)

4
POLICY EFFECT

The Trust will have a prioritised annual clinical audit programme, including mandated audits for the forthcoming year.
The annual clinical audit programme will support the provision of assurance against national standards including Standards for Better Health and CNST.
All clinical specialties will have annual clinical audit programmes reflecting Trust, directorate and specialty priorities, endorsed by the divisional clinical governance committee. These programmes will have sufficient flexibility to incorporate urgent service priorities mid year.
All clinical professionals will actively participate in high quality, planned, clinical audit. All such staff will have appropriate time, knowledge, skills and support to conduct clinical audit.
Formal training on clinical audit will be provided
Clinical audit should, wherever practical, be multi-professional.

All planned and completed audits will be recorded on the Clinical Audit Database, including recommendations and resulting service improvements. Specified audits will be written up in the form of an audit report.
The Trust will participate in all relevant national audits.
Clinical audit activity and quality will be the subject of formal review at all levels.

Clinical audit will be used to drive service improvement and service redesign.

Clinical audit will be routinely used to provide assurance on quality of services.

5
DUTIES WITHIN THE ORGANISATION
5.1 Trust Board
The Trust Board has a responsibility to assure itself that the clinical services provided by the Trust are of an appropriately high quality. The Board, or relevant sub-committee, will receive quarterly reports on audit activity and subsequent actions taken, and on reviews of clinical outcomes.
5.2      Medical Director  

The Medical Director carries overall responsibility for the following arrangements for clinical audit: 

· Ensuring that the Trust has a prioritised annual Clinical Audit Programme.

· Assuring the quality of clinical audit carried out across the Trust.

· Ensuring training is available for individuals to do clinical audit.

· Maintaining a web based clinical audit toolkit that individuals can access for self help in developing and conducting clinical audit projects

· Managing the Trust’s Clinical Audit Database. 

· Producing quarterly and annual reports of audit activity and outcomes for performance review and assurance.

· Disseminating good practice emerging from audit.
· Promoting the Trust’s involvement in National Clinical Audits.

· Collating quarterly reports on progress against action plans developed to meet recommendations from national audits.
· Assisting in the prioritisation of audit activity, advising on the design, execution and management of directorate audits, and conducting pan trust audits where appropriate.
· Co-ordinating an annual review of Clinical Audit informing the following year’s audit programme, and producing an Annual Clinical Audit Report.

· Ensuring that robust arrangements are in place for mortality and morbidity review.
5.3     Director of Informatics

The Director of Informatics will work with the Medical Director providing analytical support for corporate review of clinical audit, and developing and maintaining systems and processes for feeding audit data into appraisal and re-accreditation processes. These processes will also underpin clinical governance.
5.4
Divisional General Managers
The Divisional General Managers will be accountable for clinical audit within their divisions, and will:
i) performance manage the delivery of specialty & directorate audit programmes, through routine performance management reviews and through clinical governance committees, ensuring that Trust priorities are appropriately addressed,
ii) review outcomes of clinical audit through the above mechanisms, and

iii) ensure that clinical audit programmes are responsive to requirements arising from incidents, complaints, and risk assessments. 
5.5 Divisional Medical Managers and Divisional Nurses 
Divisional Medical Managers and Divisional Nurses will support the DGMs in delivery of the above, and provide professional leadership for clinical audit in their divisions.
5.6 Directorate Manager

The Directorate Manager will be responsible for the performance management of clinical audit in the directorate, and for ensuring that the clinical audit programme is part of the business planning cycle for the directorate so that audit activity reflects the directorate priorities.
Clinical Audit should be regarded as an integral part of clinical activity and time should be explicitly allocated to allow audit to be carried out, and for staff to attend multidisciplinary meetings.

5.6  Clinical Director

The Clinical Director will be the lead for all arrangements set out in this policy. They will:

· identify specialty leads for audit
· agree the prioritisation of clinical audit as part of the specialty clinical audit programme with the Clinical Audit Lead and Matron
· ensure that Trust priorities are included in the specialty annual clinical audit programme

· drive the participation in relevant national audits
· review the progress and outcomes of the clinical audit  programme through quarterly reports for each. 
· ensure all specialties  hold regular reviews of mortality and morbidity,
The Clinical Director will support medical staff engaged in clinical audit, ensuring that staff have allocated time to conduct clinical audit, and to attend multidisciplinary audit meetings.

5.7 Matron

The Matrons will contribute to the prioritisation of clinical audits as part of the clinical audit programme with the Clinical Director and Clinical Audit Lead. The Matrons will support nursing staff engaged in clinical audit, ensuring that staff have allocated time to conduct clinical audit, and to attend multidisciplinary audit meetings.
5.8 Clinical Audit Lead
The Clinical Audit Lead for each specialty will be responsible for the quality of clinical audit in that area. They will:
· Champion participation in high quality clinical audit. 
· Co-ordinate the development of a specialty annual audit programme, ensuring that it addresses both corporate and local priorities and that there is sufficient flexibility within the programme to address topics that arise between planning cycles.

· Ensure that individual clinical audit projects are conducted to the highest standard as outlined in Appendix B and covered in depth in Principles for Best Practice in Clinical Audit (NICE, 2002).

· Advise and support their colleagues and junior staff on clinical audit.
· Ensure all audits are presented within the speciality for discussion on the results and recommended service changes, and appropriate leads allocated for implementing recommendations.
· Ensure that all clinical audits are reported onto the Trust database, including the audit plans, findings, resulting service improvements and a planned date for re-audit, where appropriate.
·  Ensure an audit report is written for all completed audits specified in the annual corporate programme.
· Share learning from clinical audits in their speciality, and highlight to the directorate or Quality Improvement Team for wider dissemination as appropriate.
· Ensure there are regular multidisciplinary meetings to discuss audit projects, with records of attendance, topics considered and actions agreed (with responsibility for action).
5.9 Healthcare Professionals

All healthcare professionals should be involved in clinical audit, as part of their specialty clinical audit programme. They should ensure they access appropriate training. Any healthcare professional who considers there may be an ethical issue with an audit should discuss this with the Clinical Audit Lead, Matron or Clinical Director.

5.10  Internal Audit 

Internal Audit will be responsible for auditing the quality and effectiveness of Clinical Audit activity within the Trust.

5.11
Committees
The Trust Clinical Governance Committee will agree annual priorities for Clinical Audit, and oversee the delivery of this Policy.

6
PRIORITISATION OF WORK
Core Standard C5d in the Standards for Better Health, monitored by the Healthcare Commission, requires healthcare organisations to ensure clinicians are involved in prioritising, conducting, reporting and acting on regular clinical audits, and that clinicians participate in regular reviews of the effectiveness of clinical services through evaluation, audit or research.

7  
RESPONSIBILITY FOR DOCUMENT DEVELOPMENT
This document was developed by the Quality Improvement Manager in conjunction with the Deputy Medical Director responsible for clinical audit.

8
EQUALITY IMPACT ASSESSMENT

The Leeds Teaching Hospitals Trust is committed to ensuring that the way that we provide services and the way we recruit and treat staff reflect individual needs, promote equality and does not discriminate unfairly against any particular individual or group. The equality Impact assessment for this policy can be seen in appendix C.
9
IDENTIFICATION OF STAKEHOLDERS
The stakeholders are the Trust Board, Senior Management, Medical Directors, Deputy Medical Directors, Corporate Nursing Team, Informatics, the Quality Improvement Team, Divisional General Managers, Divisional Medical Managers, Divisional Nurse Managers, Directorate Managers, Clinical Directors, Clinical Audit Leads, Matrons and Healthcare professionals across the Trust who are involved in conducting clinical audit.

10
CONSULTATION AND COMMUNICATION WITH STAKEHOLDERS
This policy has been reviewed by the Clinical Governance Committee, and comments sought through divisional management teams. All comments received have been addressed in the Policy.
11
POLICY APPROVAL AND RATIFICATION 
This policy will be approved by the Senior Management Team.

12
PROCESS FOR REVIEW/REVISION
This policy will be reviewed in April 2010.

13
COMMUNICATION AND DISSEMINATION

This policy will be emailed directly to the Stakeholders, and posted on the Trust Intranet site under Policies. There will also be a link from the Clinical Audit section of the Quality website and from Leeds Health Pathways.

14
IMPLEMENTATION
This policy will be implemented immediately. The reporting process will begin in February 2009 and be continued on a quarterly / annual basis as set out in the policy.

15
MONITORING COMPLIANCE AND EFFECTIVENESS 

This policy will be monitored through Directorate and Divisional performance management processes and the Trust and directorate clinical governance committees.

A report on compliance with the policy will comprise part of the annual review of Clinical Audit.

16
STANDARDS / KEY PERFORMANCE INDICATORS
There will be annual audit priorities agreed for the Trust.
All clinical specialties will have audit programmes in place annually reflecting Trust and directorate priorities.
Mandatory audits will be completed in all specialties.
Audit findings and service improvements will be recorded on the database for all audits.
Audit reports will be produced for all completed audits.
Clinical audit and indicators will be discussed at directorate clinical governance meetings.
Delivery and attendance at clinical audit training sessions will be recorded.
Clinical audit will be included in KSFs for all clinical professionals.
Appropriate support provided for staff - specialties will be expected to demonstrate the framework within which audit is conducted.
17
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Appendix A
1. Preparing for Audit

Informing Service Practice.  Clinical audit projects should reflect the clinical needs of the Trust, potential for impact on patient care and health outcomes, the interests of staff and users of the Trust and national, regional and local requirements.

Fostering Collaboration and Partnerships.  Wherever appropriate, clinical audit projects should integrate with national, regional and local initiatives.  Audit projects involving partner organisations such as PCTs and Ambulance Trusts should be encouraged, where whole system improvement could benefit patient care.

Engagement with Key Stakeholders.  During the planning of clinical audit projects efforts should be taken to identify and engage as many of the key stakeholders as possible; this may involve crossing boundaries between professions, specialities and organisations.  Clearly, patients are also key stakeholders and should be involved in audit projects where appropriate.

Education and Training. Involvement in clinical audit projects should be encouraged throughout the Trust; training needs should be addressed during the planning stage.  Clinical audit projects foster reflective practice and should be seen as contributing to continuing professional development.

Ethical Responsibility.  Consent and confidentiality issues should be considered during the planning of all audit projects.  The collection and storage of data should be conducted in accordance with the Trust’s data protection policy.

2. Selecting Criteria

Criteria. Clinical audit can include the assessment of a process and /or outcomes of care, depending on the topic and objectives of the audit. Explicit, evidence based, criteria should be used wherever possible.
3. Measuring Performance

Ensuring Quality in Audit.  Audit projects should ensure efficient collection and analysis of data.  The data collected and used in audit projects should be valid, reliable and robust.  The analysis and subsequent reporting of audit projects should be made on time and to an acceptable standard.

Dissemination of Findings.  A permanent record of the audit including planned actions and outcomes should be kept so that examples of good practice may be shared locally, regionally and nationally.

4. Making Improvements

Audit Reports.  Audit reports should be written up in sufficient detail to allow the reader to ascertain how the audit was conducted; to assess the validity of the results; how these will be used to improve existing practices and procedures, and whether there are plans to re-audit. (guidance on minimum content to be provided).
5. Sustaining Improvements

Re-audit. Service improvements implemented as a result of clinical audit should be re-audited to evaluate their effectiveness and sustainability
Appendix B - Equality and Diversity Checklist 
	1. Screening

	How relevant is this policy and its associated procedures to promoting equality and human rights and to eliminating discrimination? (indicate in boxes below)

	
	Not relevant
	 Partly relevant (say which parts)
	Very relevant

	Race/ethnic group:
	   √
	
	

	Disability
:
	   √
	
	

	Gender including transsexuals:
	   √
	
	

	Age:
	   √
	
	

	Sexual Orientation:
	   √
	
	

	Religion:
	   √
	
	

	Human Rights

	   √
	
	

	Carers or other group  (please state)
	   √
	
	

	

	2. Assessing Impact ( To be completed where the policy and associated procedures has been determined as relevant in the screening process)

	Please specify, in the rows below, anything that you have included in this policy and its associated procedures to ensure that  equality is promoted and that  no one will be unlawfully disadvantaged (discriminated against) as a result of this policy

	

	Race/ethnic group:
	

	Disability:
	

	Gender:
	

	Age:
	

	Sexual Orientation:
	

	Religion:
	

	Human Rights
	

	Carers or other group (please state):
	


Appendix C - Checklist for the Review and Approval of Policy
	
	Title of document being reviewed:
	Yes/No/
Unsure
	Comments

	1.
	Title
	
	

	
	Is the title clear and unambiguous? Is it positively named in respect of the behaviour, actions, established position it seeks to achieve?
	Yes
	

	
	Is it clear whether the document is a policy, guideline, protocol or standard?
	Yes
	

	2.
	Rationale
	
	

	
	Are reasons for development of the document stated?
	Yes
	

	3.
	Development Process
	
	

	
	Is the method described in brief?
	Yes
	

	
	Are people involved in the development identified?
	Yes
	

	
	Do you feel a reasonable attempt has been made to ensure relevant expertise has been used?
	Yes
	

	
	Is there evidence of consultation with stakeholders and users?
	Yes
	

	4.
	Content
	
	

	
	Is the objective of the document clear?
	Yes
	

	
	Is the target population clear and unambiguous?
	Yes
	

	
	Are the intended outcomes described? 
	Yes
	

	
	Are the statements clear and unambiguous?
	Yes
	

	5.
	Evidence Base
	
	

	
	Is the type of evidence to support the document identified explicitly?
	Yes
	

	
	Are key references cited?
	Yes
	

	
	Are the references cited in full?
	Yes
	

	
	Are supporting documents referenced?
	Yes
	

	6.
	Approval
	
	

	
	Does the document identify which committee/group will approve it? 
	Yes
	

	
	If appropriate have the joint Human Resources/staff side committee (or equivalent) approved the document?


	N/A
	

	7.
	Dissemination and Implementation
	
	

	
	Is there a communications plan to identify how this will be done?
	Yes
	

	
	Does the implementation plan include the necessary training/support to ensure compliance?
	 Yes
	

	8.
	Document Control
	
	

	
	Does the document identify where it will be held?
	Yes
	

	
	Have archiving arrangements for superseded documents been addressed?
	Yes
	They will be stored by the Quality Improvement Team

	9.
	Process to Monitor Compliance and Effectiveness
	
	

	
	Are there measurable standards or KPIs to support the monitoring of compliance with and effectiveness of the document?
	Yes
	

	
	Is there a plan to review or audit compliance with the document?
	Yes
	

	10.
	Review Date
	
	

	
	Is the review date identified?
	Yes
	

	
	Is the frequency of review identified?  If so is it acceptable?
	Yes
	

	11.
	Overall Responsibility for the Document
	
	

	
	Is it clear who will be responsible for co-ordinating the dissemination, implementation and review of the document?
	Yes
	


	Individual Approval

	If you are happy to approve this document, please sign and date it and forward to the chair of the committee/group where it will receive final approval.

	Name
	
	Date
	

	Signature
	

	Committee Approval

	If the committee is happy to approve this document, please sign and date it and forward copies to the person with responsibility for disseminating and implementing the document and the person who is responsible for maintaining the organisation’s database of approved documents.

	Name
	
	Date
	

	Signature
	


Appendix D - Plans for Dissemination and Communication of Policy
	Title of document:
	CLINICAL AUDIT POLICY



	Date finalised:
	March 2009
	Dissemination lead:
Print name and contact details
	Angela Legge,

Deputy Quality Improvement Manager

	Previous document already being used?
	Yes  
(Please delete as appropriate)
	
	

	If yes, in what format and where?
	On Policies section of Intranet

	Proposed action to retrieve out-of-date copies of the document:
	Email

It is unlikely there are many paper copies of the previous document

	To be disseminated to:
	How will it be disseminated, who will do it and when?
	Paper
or
Electronic
	Comments

	All stakeholders
	Email
	Electronic
	

	
	
	
	


Dissemination Record - to be used once document is approved.

	Date put on register / library of policies
	
	Date due to be reviewed
	


	Disseminated to: (either directly or via meetings, etc)
	Format (i.e. paper or electronic)
	Date Disseminated
	No. of Copies Sent
	Contact Details / Comments

	
	
	
	
	


Communication of Policy – outline plan

	Objectives of communications plan

The outcomes that are required for those affected by the policy to:

i) To ensure all stakeholders are aware of the revised policy

ii) To ensure stakeholders are aware of the key changes in the document

iii) For all those with an identified role to be clear as to what that involves.

	Key messages

The Clinical Audit Policy has been revised in line with new national initiatives to reinvigorate clinical audit.
The Trust’s strategic aims and high level outcomes will be explained, in practical terms.

	Target Audience

SMT

Clinical Governance Committee

Divisional Management

Directorate Managers

Clinical Directors

Matrons

Clinical Audit Leads

Healthcare professionals



	Stakeholders 

Divisional Management

Directorate Managers

Clinical Directors

Matrons

Clinical Audit Leads

Healthcare professionals



	Timing

This policy will be communicated to all stakeholders following ratification of the policy by SMT.

	Channels/mechanisms
The policy will be sent by email, and will go on the Trust Intranet site.

	Table of activity

Please see above.



































� To comply with human rights legislation a policy or function must, where possible, promote (in addition to equality), dignity, respect, fairness and autonomy


� How relevant is this policy and its associated procedures to promoting equality and human rights and to eliminating discrimination? (indicate in boxes below)
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