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INTRODUCTION AND BACKGROUND

This guidance pack deals with the submission process for clinical audit activities and explains the system of educational peer review developed and widely used in the west of Scotland.  There is much evidence to suggest that health care professionals and related staff can experience difficulty in understanding and properly applying clinical audit methods and so many require educational input in this area.  The purpose of peer review is to enable informed and experienced colleagues to judge the ‘quality’ of an audit submission with the help of a relevant peer review instrument.  Once this process is complete, the reviewers will provide educational advice and guidance on how the audit could be improved or made more effective, where this is deemed necessary. 

Two types of clinical audit submission will be possible.  The first is a criterion audit project that should have completed the audit cycle; the choice of audit will be the responsibility of the individual submitting the project.  The other type of audit is a significant event analysis.  It is recommended that the available guidance on applying and reporting both types of audit method in preparation for peer review is read over before submission.  This is available from the following sources:

GP Revalidation Toolkit

www.rcgp-scotland.org.uk/products/revalidation.asp
Ideas for Audit Booklet

www.nes.scot.nhs.uk/medicine/GP_CPD/West_Region/AUDIT/
email: june.morrison@nes.scot.nhs.uk   (telephone: 0141 223 1450)

Audit submissions will be subject to a fee for non-members of the NHS Education for Scotland / Primary Care Organisation Educational Partnership (£50 for Criterion Audit and £25 for SEA).  Members of the NES / PCO Educational Partnership will be entitled to submit an unlimited number of criterion audit projects or reports of significant event analyses for peer review at no additional cost.  The peer review model for clinical audit activity is open to all members of the general practice team.

All clinical audit submissions should be posted or emailed to:

Mrs June Morrison

NHS Education for Scotland

2 Central Quay

89 Hydepark Street

GLASGOW

G3 8BW

Telephone: 0141 223 1450

Email: june.morrison@nes.scot.nhs.uk
THE EDUCATIONAL PEER REVIEW MODEL IN WEST REGION

Please be assured that all clinical audit submissions are submitted in the strictest confidence.  On receipt, submissions are automatically screened for anonymity issues before being sent to two trained GPs, chosen from a group of 20, who will independently peer review each submission using an appropriate assessment instrument.  Both reviewers will provide constructive feedback on any areas of the audit submission they think could be improved, where this is deemed to be necessary.  This information is then collated and forwarded to the submitting doctor or member of the practice team for their consideration.  Improving both the audit submission and the educational understanding of the chosen audit method is the main purpose of peer review.  

Please note that GPs undertaking audit for the purposes of appraisal and revalidation may contact their local GP Associate Adviser for formative advice and feedback prior to submitting their chosen audit for peer review.

The names and contact details of GP Associate Advisers in the west of Scotland with a remit for continuing professional development can be found on the following website:

www.nes.scot.nhs.uk/medicine/GP_CPD/West_Region/Associate_Advisers
CRITERION AUDIT PROJECTS

An individual criterion audit cycle should contain the following report sections:

1.
Reason for choice of audit

This should show clearly why the audit was chosen and that as a result of this choice there is the potential for change which is relevant to the individual or the practice.

2.
Criteria set

The criteria that are being used to evaluate the current quality of care should be relevant to the subject being audited and their choice should be justified in some way, for example with reference to current literature.  Measuring too many criteria can lead to difficulties in implementing change and completing the audit.  A single criterion is acceptable.

3.
Standards set

The standard setting procedure should be outlined with realistic targets and a time scale towards the desired standard outlined, for example 30% peak flow is recorded in one year, 50% two years, 80% three years, standard 90% in five years.

4.
Preparation & Planning

Provide details of how data were collected and analysed, who was involved in the helping with the audit and what role these individuals played.  Evidence of teamwork is highly important in successful audits.  Audits carried out in isolation are much less likely to lead to change or be fully completed.

5.
Data collection (1)

Present data as whole numbers and percentages, where possible in a tabular or graphical format.  The first collection of data should be easily recognised and compared against the desired target or standard.

6.
Description of change

The description of the change discussed and agreed amongst the team and how this was implemented should be detailed.  An explicit example of the change that was implemented should be supplied, where this is feasible.  For example if a protocol or flow-chart in the notes was updated or developed, or a letter was sent to a specific group of patients inviting them for treatment.

7.
Data collection (2)

Present data as with Data collection (1).  A clear comparison with data collection (1) and the desired target and standard should also be made.

8.
Conclusions

These should reflect the lessons learned from the carrying out the audit cycle and future monitoring.  Also, if standards were not reached discuss how you intend to remedy this.

Information for submitting a criterion audit project for peer review:

1.
The subject of the audit is the choice and responsibility of the individual general practitioner.

2.
All projects should have completed one audit cycle.

3.
One audit cycle per submission per doctor or team member.

4.
Audits completed 12 months prior to submission are acceptable.

5.
The audit submission should be typed.
SIGNIFICANT EVENT ANALYSIS REPORTS

The second form of audit is a significant event analysis.  Such a significant event should be chosen for analysis because:

a) It has impacted on the quality or safety of patient care, or 

b) It is thought to be important in the life or conduct of the practice, or 

c) It may offer some insight into the care process or systems in the practice.

The discussion and analysis of the significant event should conducted in a non-threatening environment and is focused on reflective learning and taking action, where necessary.  All submitted significant event analyses will be treated in strictest confidence.  Please omit any identifiable information (names of individuals, surgeries, hospitals etc.) from event analysis reports in order to preserve anonymity.

Some examples of significant events are:

Communication e.g.
Communication delay


Lost communication


Failure to pass on information


Message not acted on


Wrong information given to patient


Information given to wrong patient


Acute Care e.g.
Collapse in surgery or house


Allergic reaction


Acute asthma


Suspected myocardial infarction


Suspected meningitis


Acute psychosis

Disease diagnosis e.g.
Missed diagnosis

& management
Delayed diagnosis


Wrong diagnosis


Poor disease control


Failure to follow-up



Pain control


Reflection – complex or interesting case

Organisation e.g.
Home visit accepted but not done


Letter received but not acted upon


Breach of confidentiality


Complaint about appointment system


Referral letter not sent


Any patient complaint


Upset staff

Investigations e.g.
Urgent referral not done

& results
Routine referral not done


Referral mix-up


Result not acted on


Result lost


Result mixed up


Result misfiled

A significant event analysis report should answer the following questions:

1. What happened?

A full description of the significant event details should be clearly presented.  This should emphasise the role of all individuals involved, including dates and times where relevant.  The impact or potential impact of the event on patient care or the conduct of the practice should also be outlined.

2. Why did it happen?

The main and underlying reasons for why the significant event occurred should be described in detail.  

3. What has been changed?

Was a change necessary?  If so, this should be described in detail and attached any paper evidence if at all feasible.  If not, the reason why no change was necessary should be discussed.

4. What has been learned?

What lessons have been learned from the event (e.g. personal or team)?  In this section, insight into why the event happened, its actual or potential impact for all concerned, and what the main learning points were should be discussed and documented.

PEER REVIEW  -  CITERION AUDIT SUBMISSION

Name: 


Practice:  


Date of 










submission: 

HB Cipher:



Title of Audit:

The feedback that you receive on your Criterion Audit report can also include the peer reviewers’ comments on whether your Audit is judged to be ‘satisfactory’ ‘or ‘unsatisfactory’ (see attached peer review feedback instrument).  Please indicate below if you wish to know this judgement.


Yes


No  

TITLE OF AUDIT

REASONS FOR CHOICE OF AUDIT

CRITERIA 

STANDARDS SET

PREPARATION & PLANNING

DATA COLLECTION (1)

DESCRIPTION OF CHANGE

DATA COLLECTION (2)

CONCLUSIONS

PEER ASSESSMENT INSTRUMENT

Criterion Audit

Reason for the Choice of Audit

	
1.
	The potential for change is described:
	1.

Very Poor
	2.

Poor
	3.

Fair
	4.

Good
	5.

Very 

Good


	6.

Excellent
	7.

Outstanding

	Comments:


	
	
	
	
	
	
	

	
2.
	The project is relevant to practice
	
	
	
	
	
	
	

	Comments:


	
	
	
	
	
	
	


Criterion or Criteria Chosen

	
3.
	Are relevant to the audit subject and justifiable e.g. current literature:
	1.

Very Poor
	2.

Poor
	3.

Fair
	4.

Good
	5.

Very 

Good


	6.

Excellent
	7.

Outstanding

	Comments:


	
	
	
	
	
	
	


Standards Set

	
4.
	A standard(s) is/are set with a suitable timescale
	1.

Very Poor
	2.

Poor
	3.

Fair
	4.

Good
	5.

Very 

Good


	6.

Excellent
	7.

Outstanding

	Comments:


	
	
	
	
	
	
	


Preparation and Planning

	
5.
	There is evidence of teamwork and adequate discussion where appropriate
	1.

Very Poor
	2.

Poor
	3.

Fair
	4.

Good
	5.

Very 

Good


	6.

Excellent
	7.

Outstanding

	Comments:


	
	
	
	
	
	
	


Data Collection (1)

	
6.
	Results are compared against standard(s) set
	1.

Very Poor
	2.

Poor
	3.

Fair
	4.

Good
	5.

Very 

Good


	6.

Excellent
	7.

Outstanding

	Comments:


	
	
	
	
	
	
	


Changes to be evaluated

	
7.
	An actual example of change(s) described
	1.

Very Poor
	2.

Poor
	3.

Fair
	4.

Good
	5.

Very 

Good


	6.

Excellent
	7.

Outstanding

	Comments:


	
	
	
	
	
	
	


Data Collection (2)

	
8.
	There is comparison with the first data collection and standard(s)
	1.

Very Poor
	2.

Poor
	3.

Fair
	4.

Good
	5.

Very 

Good


	6.

Excellent
	7.

Outstanding

	Comments:


	
	
	
	
	
	
	


Project Conclusions

	
9.
	There is a summary of the main issues learned
	1.

Very Poor
	2.

Poor
	3.

Fair
	4.

Good
	5.

Very 

Good


	6.

Excellent
	7.

Outstanding

	Comments:


	
	
	
	
	
	
	


Global Assessment of Criterion Audit

	
10.


	Please rate the audit project(s) overall


	1.

Very Poor
	2.

Poor
	3.

Fair
	4.

Good
	5.

Very 

Good


	6.

Excellent
	7.

Outstanding

	Comments:


	
	
	
	
	
	
	


Validation Judgement

	
For those doctors who wish feedback on whether their project is satisfactory or unsatisfactory, please indicate your judgement below.

                                                         Satisfactory                         Unsatisfactory




SIGNIFICANT EVENT ANALYSIS

Name:


Practice:



Date of 










submission:

HB Cipher:

Title of Significant Event Analysis:

The feedback that you receive on your SEA report can also include the peer reviewers’ comments on whether your SEA is judged to be ‘satisfactory’ ‘or ‘unsatisfactory’ (see attached peer review feedback instrument).  Please indicate below if you wish to know this judgement.


Yes


No  

DESCRIBE SIGNIFICANT EVENT

(Including the role of all individuals directly and indirectly involved, the setting for the event, and any impact or potential impact of the event that is relevant to patient care or the conduct of the practice)

WHY DID IT HAPPEN?

(Including description and discussion of the main and underlying reasons for the event occurring, where this is possible)

WHAT HAS THE PRACTICE CHANGED? (where relevant or feasible)

WHAT HAVE YOU LEARNED?

(Personal and team learning, where appropriate)

PEER ASSESSMENT INSTRUMENT

Significant Event Analysis

What happened?

	
1.


	The description of what actually happened:
	1.

Very

Poor
	2.

Poor
	3.

Fair
	4.

Good
	5.

Very 

Good


	6.

Excellent
	7.

Out

standing

	Comments:


	
	
	
	
	
	
	

	
2.
	The role(s) of all individual(s) involved in the events has been described:
	
	
	
	
	
	
	

	Comments:


	
	
	
	
	
	
	

	
3.
	The setting(s) where the event happened has been described:
	
	
	
	
	
	
	

	Comments:


	
	
	
	
	
	
	

	
	Not 

Approp.

	
4.
	The impact or potential impact of the event has been described:
	
	
	
	
	
	
	
	

	Comments:


	
	
	
	
	
	
	


Why did it happen?

	
5.
	The underlying reason(s) why the event happened has been described:
	1.

Very Poor
	2.

Poor
	3.

Fair
	4.

Good
	5.

Very 

Good


	6.

Excellent
	7.

Outstanding

	Comments:


	
	
	
	
	
	
	


Reflection and Learning

	
6.
	Reflection on the event has been demonstrated:
	1.

Very Poor
	2.

Poor
	3.

Fair
	4.

Good
	5.

Very 

Good


	6.

Excellent
	7.

Outstanding

	Comments:


	
	
	
	
	
	
	


	
7.
	Where possible, appropriate individual(s) have been involved in the analysis of the significant event:
	1.

Very Poor
	2.

Poor
	3.

Fair
	4.

Good
	5.

Very 

Good


	6.

Excellent
	7.

Outstanding

	Comments:


	
	
	
	
	
	
	

	
8.
	Learning from the event has been demonstrated:
	
	
	
	
	
	
	

	Comments:


	
	
	
	
	
	
	


Appropriate Action Taken

	
9.
	Appropriate action has been taken (where relevant or feasible):
	1.

Very Poor
	2.

Poor
	3.

Fair
	4.

Good
	5.

Very 

Good


	6.

Excellent
	7.

Outstanding

	Comments:


	
	
	
	
	
	
	


Please add any general comments

Global Rating Scale

	
10.


	Please rate the overall analysis of the significant event
	1.

Very Poor
	2.

Poor
	3.

Fair
	4.

Good
	5.

Very 

Good


	6.

Excellent
	7.

Outstanding


Validation Judgement

	
For those doctors who wish feedback on whether their project is satisfactory or unsatisfactory, please indicate your judgement below.

                                                           Satisfactory                     Unsatisfactory
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