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PR.96 Clinical Audit Policy 

Document Summary 
Clinical audit is a quality improvement process that seeks to measure and improve patient 
care through systematic review and comparison with best practice standards, and is used to 
drive improvement to the services and care we provide. This policy aims to promote a 
seamless, collaborative approach to clinical audit that will enhance the quality of care given 
to patients and be of significant benefit to all services. In addition this policy sets out the 
responsibilities for all Service Lines to ensure that the Trust has an effective Clinical Audit 
Programme that can demonstrate the delivery of patient-centred and high quality care that 
corresponds with national and local priorities. 
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1 SCOPE 

This policy has been developed for all Trust staff but is directly applicable to:  

 Staff undertaking or involved in clinical audit, service evaluation or quality improvement 

projects 

 Service Line Clinical Directors/Managers 

 Clinical Governance and Service Line Audit Leads  

2 INTRODUCTION 

Clinical audit is a snapshot of clinical practice or process at a given time measured against a 
gold standard. 

It is a process cycle used to evidence compliance and promotes quality improvement 
processes leading to innovations in patient care and improved outcomes through systematic 
review. 

This policy sets out how clinical audit is undertaken in an open, efficient and robust way and 
explains the Trust focus on learning and improvement outcomes to ensure effective change 
can be implemented. 

Statutory and Mandatory requirements for clinical audit  

When carried out in accordance with best practice, clinical audit: 

• Improves the quality of care and patient outcomes 

• Provides assurance of compliance with clinical standards 

• Identifies and minimises risk, waste and inefficiencies 

Participation in both national and local clinical audit is a statutory and contractual requirement 
for healthcare providers. The NHS standard contract forms the agreement between 
commissioners and providers of NHS funded services, who must: 

• Participate in national clinical audits within the National Clinical Audit and Patient     

Outcomes Programme (NCAPOP) relevant to their services 

• Make national clinical audit data available to support publication of consultant-level 
activity and outcome statistics 

• Implement and/or respond to all relevant recommendations of any appropriate clinical 
audit. 

• Implement an ongoing, proportionate programme of clinical audit of their services in   
accordance with good practice 

• Provide to the co-ordinating commissioner, on request, the findings of any audits carried 
out, in particular locally-agreed requirements such as Commissioning for Quality and 
Innovation (CQUIN) audits. 
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In addition, the regulatory framework of the Care Quality Commission (CQC) requires 
registered healthcare providers to monitor the quality of their services. The CQC fundamental 
standards describe the care patients should expect, and provides prompts for providers to 
consider when aiming to meet requirements for governance and audit, set out in Regulation 
17: Good governance, of the Health and Social Care Act 2008 (Regulated Activities) 
Regulations 2014, whereby: 

“To meet this regulation, providers must have effective governance, including 
assurance and auditing systems or processes. These must assess, monitor and drive 
improvement in the quality and safety of the services provided, including the quality of 
the experience for people using the service. The systems and processes must also 
assess, monitor and mitigate any risks relating to the health, safety and welfare of 
people using services and others. Providers must continually evaluate and seek to 
improve their governance and auditing practice.” 

Providers must use the findings from clinical audits and other quality improvement initiatives, 
including those undertaken at a national level – such as National Confidential Enquiries into 
Patient Outcomes and Death (NCEPOD) and national service reviews – to ensure that action 
is taken to protect people who use services. They must also ensure healthcare professionals 
are enabled to participate in clinical audit in order to satisfy the demands of their relevant 
professional bodies (for example, for revalidation and professional development). 

Under the Health Act 2009, the Trust is required to produce an annual Quality Account which 
must include information on participation in national and local clinical audits, and the actions 
that have been taken as a consequence to improve the services provided. 

 

3 STATEMENT OF PURPOSE 

The purpose of this policy is to set out the rationale for clinical audit and provide a framework 
for such activity including standards, guidance and procedures as well as details of the support 
available from the Quality and Safety team. 

This policy aims to support a culture of best practice in the management and delivery of clinical 
audit, and to clarify the roles and responsibilities of all staff involved. 

The Trust considers that the prime responsibility for auditing clinical care lies with the clinicians 
who provide that care. It is committed to supporting clinicians who carry out clinical audit by 
providing advice from appropriately trained and experienced staff in the Quality and Safety 
team and training in clinical audit processes and practice. Appropriate advice and training will 
also be made available to non-clinical staff and patients who may be involved in clinical audit 
projects. 

 

4 DEFINITIONS 

NHS England defines clinical audit as “a way to find out if healthcare is being provided in line 
with standards and informs care providers and patients how their service is performing and 
where there could be improvements made. The aim is to allow quality improvement to take 
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place where it will be most helpful and will improve outcomes for patients. Clinical audits can 
look at care nationwide (national clinical audits) and local clinical audits can also be performed 
locally in trusts, hospitals or GP practices anywhere healthcare is provided.” 

National Institute for Health and Clinical Excellence (NICE) defines clinical audit: “A systematic 
'cycle'. It involves measuring care against specific criteria, taking action to improve it if 
necessary, and monitoring the process to sustain improvement. As the process continues, an 
even higher level of quality is achieved.” 

Glossary of Terms relating to Clinical Audit are listed in the glossary appendix 1. 

5 DUTIES 

Individuals: 

Chief Executive 

The Chief Executive is the Accountable Officer of the Trust and as such has overall 
accountability and responsibility for ensuring it meets its statutory and legal requirements and 
adheres to guidance issued by the Department of Health in respect of Clinical Governance. 

Medical Director 

The Medical Director has executive accountability for clinical effectiveness and is the 
Executive Lead for clinical audit.  The Medical Director’s responsibilities in respect of clinical 
audit is to ensure that Clinical Audit activity is appropriately implemented across the Trust and 
that the Trust Board is made aware of any issues that may impact upon the organisation’s 
ability to do so. 

Director of Nursing 

The Director of Nursing is responsible for organisational operational management of clinical 
services and the delivery of the Quality Strategy. The Director has executive responsibility for 
ensuring the Trust provides high quality care, which is supported by the effective 
implementation of clinical audit within Directorates. 

Associate Medical Director for Governance 

Associate Medical Director for Governance has delegated accountability for the 
implementation of this policy across the Trust and that the Director of Nursing and Medical 
Director are made aware of any issues that may impact upon the organisation’s ability to do 
so. 

Head of Governance 

Head of Governance is responsible for ensuring, through Clinical Quality Committee, check 
and challenge on clinical audit projects not progressing to timescales using information 
provided by the Quality and Safety team and areas of concern raised by the Clinical 
Effectiveness & Audit Committee. 

The Clinical Quality Improvement & CQUIN Manager 

The Clinical Quality Improvement & CQUIN manager has management responsibility for 
ensuring that this policy is implemented and has operational responsibility for clinical audit 
within the Trust. 
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Associate Medical Directors 

Associate Medical Directors are responsible for the local implementation of this policy within 
their respective areas and for ensuring that Clinical Audit Leads and Clinical Leads fulfil their 
responsibilities for the delivery and monitoring of their clinical audit programme. 

Specialty/Departmental Leads for Clinical Audit 

Specialty/Departmental Leads for Clinical Audit are responsible for ensuring the local 
implementation of this policy within the speciality/department for which they are lead.  They 
must ensure that all clinical audit activity goes through the Trust’s approval and registration 
process and complies with nationally accepted best practice in clinical audit.  This will ensure 
that all audits carried out are compliant under the Trust’s Policy and ultimately adheres to 
guidance issued by the Department of Health in respect of Clinical Governance.  They will 
also ensure that evidence of changes in practice, where required, is available and any areas 
of key issues or concerns are added to the risk register.   Audit Leads will support 
Divisions/teams/ with accessing clinical records required for audit purpose. 

Senior Managers/ Operational Managers 

Managers are responsible for ensuring that service development and delivery is underpinned 
by clinical audit and forms part of Continuing Professional Development. Further that 
assurance is provided that compliance with national guidance, internal policies and quality of 
patient care is supported by the use of clinical audit. Managers will support Divisions/teams/ 
with accessing clinical records required for audit purpose. 

Project Sponsors 

Each clinical audit project will have a named Project Sponsor, who is a senior member of staff 
such as Senior Sister, Consultant and Head of Department.  The Project Sponsor is 
responsible for: 

 Ensuring the project progresses through the audit cycle in a timely manner and 
taking appropriate action to ensure this is delivered in line with the timescales 
provided when registering the project 

 Sending a formal written audit report and action plan to the Clinical Quality 
Improvement Department 

 Implementation of the project action plan ensuring shared learning throughout all 
associated departments 

 Assigning the project to another project lead, in the eventuality of the initial lead 
leaving the Trust before completion of the project 

 Notifying the Specialty Lead for audit and the Clinical Quality Improvement 
Department if progress with the project is not being maintained and provide 
adjusted timescales for completion 

 Escalating immediately to the Directorate leads and Specialty Audit Lead any 
audits where it is considered that improvements cannot be achieved, or where 
planned actions cannot be implemented. 
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All Clinicians and Healthcare Professionals 

All clinicians and healthcare professionals are responsible for providing clinically effective care 
and treatment, which is supported through active participation in clinical audit and the 
implementation of improved practice as a result of learning.   

Committees, Groups & Departments: 

Clinical Quality Committee (CQC) 

The Clinical Quality Committee is a designated sub-Committee of the Trust Board.  The 
Clinical Quality Committee will be the group with overall responsibility for overseeing the 
Trust’s clinical audit activity. This will be through the receipt of quarterly reports of audit activity, 
including results of national clinical audits in which the Trust has participated and any resulting 
action plans. The Committee will also receive, for approval, the annual audit report.   

Clinical Effectiveness & Audit Committee (CEAC) 

The overall aim of the Clinical Effectiveness and Audit Committee is to provide assurance to 
the Clinical Quality Committee and Board that the Trust is meeting its contractual obligations 
and the expectations of external bodies such as the Care Quality Commission regarding audit 
structures, processes and controls.  In respect to clinical audit, the Committee will: 

 Develop the Trust’s annual clinical audit programme to ensure it reflects national 
and Trust objectives 

 Develop the Trust’s Clinical Audit Annual Report 

 Receive and review quarterly reports from the Quality and Safety team in relation 
to progress with approved clinical audit activity 

 Seek assurance that audit results are fed back to clinicians and directorates 

 Review national audit reports and proposed action plan to ensure that appropriate 
actions are being taken to improve the quality of patient care where required and 
that these actions lead to improvements 

 Receive for approval the Trust’s Annual Quality Account submission in respect to 
participation in clinical audit 

 Monitor that mechanisms are in place and implemented to provide Trust staff with 
access to the relevant skills and resources to enable them to carry out high quality 
clinical audit activity 

 Monitor that there is an effective strategy for patient and public involvement in 
clinical audit activity within the Trust 

 Provide quarterly updates on clinical audit activity within the Trust to the Clinical 
Quality Committee 

 

Directorates and Directorate Triumvirates 

The Triumvirate and their management/senior leadership teams have the responsibility for 
ensuring the process of audit is carried out in accordance to this policy and there is a robust 
governance structure to support audit and the subsequent learning.   
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The Quality and Safety team 

The Quality and Safety team form part of the Trust’s Quality and Safety Department.  The 
team are responsible for  

 Coordinating the specialty and Trust-wide Clinical Audit (national and local) 

programme including the audit approval process 

 Providing support and advice to relevant staff including escalating any issues 

identified through exception reporting   

 Maintaining the Clinical Audit database and National Audit spreadsheet, together 

with evidence to support Clinical Audit outcomes and improvements 

 Providing quarterly reports on the overall audit activity within the Trust to the 

Clinical Effectiveness & Audit Committee  

 In collaboration with Clinical Effectiveness & Audit Committee, produce an annual 

clinical audit report. 

 Provide training and development for Trust staff 

 

The Quality and Safety team are NOT responsible for providing clinical records for audit 

purposes however they are able to advise if there are alternatives to accessing clinical records. 

 

6 COMMITMENT TO STAKEHOLDER ENGAGEMENT, COLLABORATION AND 
PARTNERSHIP 

Multi-disciplinary and multi-professional audit, and partnership working with other 

organisations 

Multi-disciplinary and cross-organisational workings are hallmarks of good Clinical Audit 
practice. The Trust encourages Clinical Audit undertaken jointly across professions and 
across organisational boundaries. Partnership working with other local and regional 
organisations will be encouraged where improvements to the patient journey may be identified 
through shared Clinical Audit activity.  It is good Clinical Audit practice for representatives of 
all those affected by the audit to be included in the audit registration. 

Involving patients and the public 

The Trust promotes a commitment to the principle of involving patients/carers in the clinical 
audit process either indirectly through the use of patient surveys/questionnaires or directly 
through participation of identified individuals in relevant stages of a clinical audit project. 

Involving medical, nursing students, pre-registration pharmacists and Foundation 

Years 1/2 Doctors 

The Trust is committed to working collaboratively with local academic bodies.   

Foundation Years one and two doctors will be supported in undertaking clinical audit in line 
with the West Midlands Deanery requirements and the Trust’s processes.  The Trust’s 
programme of training for foundation doctors includes a session on clinical audit processes 
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within Wye Valley NHS Trusts and details of relevant audit projects in which foundation doctors 
can become involved are included.   

Involving Operational and Clinical Managers 

The Trust supports the involvement of operational and clinical managers in the audit 
programme and within individual clinical audit projects.  Where the anticipated outcome of a 
clinical audit project raises resource implications it is particularly important to involve 
managers at all stages of the project.  

Working with Commissioners 

Wye Valley NHS Trust welcomes and encourages commissioners to work collaboratively in 
determining programmes of audit activity.  Clinical audit projects required within the 
Commissioning for Quality and Innovation (CQUIN) programme will become priority projects 
for the Trust.  

 

7. CLINICAL AUDIT PROCESS 

The Trust supports the view that clinical audit is fundamentally a quality improvement process 
for patients, based on compliance with an approved clinical standard. The clinical audit 
process in the Trust follows the HQIP 4 stages of the clinical audit cycle: 

 

 

The key stages are: 

1. Identify a topic that it is important to audit. 

2. Establish the authoritative standards against which to audit. 

3. Develop audit criteria that will measure performance against the agreed standard. 

4. Collect and analyse data and report results. 

5. Reflect on results and agree and improvement plan. 
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6. Implement the improvement plan. 

7. Repeat the data collection to measure improvement.  

Clinical Audit Programme, including national and local audit 

The Trust’s Clinical Audit Programme will consist of both national and local audit projects.  It 
is to meet the Trust’s corporate requirements for assurance but must be owned by clinical 
services. 

Projects on the programme will be prioritised as Priority One (highest priority), Priority Two or 
Priority Three, as follows:  

Priority One Projects 

 National Clinical Audits included in the National Clinical Audit and Patient Outcome 

Programme 

 Audits required by external accreditation schemes Care Quality Commission (CQC 

requirements) 

 Commissioner priorities including national, regional and local Commissioning for 

Quality and Innovation (CQUIN) programmes  

 Audits which must be undertaken demonstrating compliance with regulatory 

requirements such as audits with the aim of providing evidence of the 

implementation of NICE guidance and other national guidance such as that coming 

from National Confidential Enquiries 

 

Priority Two Projects 

 Clinical Risk issues 

 Audits undertaken in response to serious untoward incidents or complaints 

 Organisational clinical and quality priorities 

 Priorities identified via patient and public involvement initiatives 

 

Priority Three Projects 

 Re-audits of projects where results have shown improvements are required  

 Audits against national guidance, not containing regulatory requirements 

 Where a change in practice has been made (service evaluation) 

 Trust policies requiring audit as a monitoring tool but do not have regulatory 

requirements 

 Projects for which no specific prompt has been identified, but which may 

demonstrate good practice or help uncover weaknesses 
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Establishment of the Clinical Audit Programme 

On an annual basis, the Trust will agree an appropriate planned programme of clinical audit 
activity. This will meet its corporate requirements for assurance, whilst reflecting and 
supporting the Trust Board objectives, however it will be ‘owned’ by the clinical services.  

 

The programme requires various levels of approval; 

 Local sections of the audit programme should be approved through the operational 

governance structure, with divisional governance forums having final sign off of all 

audit plans in their domain.  

 

 The above outlined mandatory requirements should be signed off by the Medical 

Director and Director Nursing or their nominated deputies. 

 

 The overall audit programme should be approved by the Clinical Effectiveness and 

Audit Committee on behalf of the Clinical Quality Committee.  

To facilitate this, each directorate Clinical Audit Lead, in consultation with colleagues, will use 
the “Prioritising the Trust Clinical Audit Programme” (7.1) to inform the development of its 
annual audit programme.  

 

This process enables the consideration of both ‘bottom up’ (via clinical staff/services, patients, 
etc.) and ‘top down’ (via Trust Board, committees, directorates or external/commissioner 
requirements) and the prioritisation of “must do” audits.  

Once approved by each Division as being robust, and supporting its assurance programme, 
the proposed Clinical Audit Programme will be presented to the Clinical Effectiveness and 
Audit Committee for approval.  Final ratification will be by the Clinical Quality Committee. 

Projects outside of the established Clinical Audit Programme 

Inevitably there will be audit projects identified outside of the Clinical Audit Programme 
process described, including national audits and clinician requested audits.  Each of these will 
be assessed according to its priority.  Priority one projects will be added to the existing audit 
programme.  Other projects will be considered for addition to the programme where 
directorates are progressing as planned with registered projects for that year. Where 
registered audits are not progressing as planned, further audits will not usually be approved 
and added to the programme for that year. 

System for approving and registering audit projects 

All clinical audit projects must be registered on the clinical audit database.  All projects on the 
Clinical Audit Programme will automatically be registered on the Trust’s audit database and 
all projects will be assigned a unique identifying number. 

Projects which are not on the programme and which do not fulfil the criteria of a priority one 
project will be required to go through the Trust’s audit proposal and approval process before 
the project can commence, in line with the criteria outlined in section 7.  A project proposal 
form (Appendix 2) which has been completed and signed by the relevant specialty/ 
departmental Lead, the project sponsor and the project lead will be sent to the Quality and 
Safety team.  The Team will log receipt of the form and ensure it contains all the required 
information such as reason for the project, standards to be applied, timescales for project 
completion. Forms with missing information/signatures or where there is concern about the 
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methods in the proposed project will be returned to the relevant project lead for additional 
information to be supplied.   

Forms which contain all the necessary information and comply with sound audit methods will 
be registered on the Trust audit database by Quality and Safety team if they meet the criteria 
outlined in section 7.  The project will be assigned a unique identifying number, which will be 
sent to the specialty lead, project sponsor and project lead (Audit Team) together with a copy 
of the Trust’s clinical audit report and action plan template. The Audit Team will complete the 
action plan with support, if required, and will update the Quality and Safety team regularly 
within agreed timeframes in accordance with the project’s assigned priority.   

Trust database of clinical audit projects 

Information provided on registration will be entered on to the Trust database of clinical audit 
projects, kept by the Quality and Safety team.  This database will be updated regularly by 
members of the Team with progress on individual projects and will be used to report to 
directorates and the Clinical Effectiveness & Audit Committee on the progress with clinical 
audit activity.  The database will also be used in the production of the annual audit report and 
for monitoring implementation of this policy.  

A RAG rating system will be used to report as follows: 

RAG 

rating Definition 

Red 

Abandoned 

Audits not completed within stated dates 

Audit not yet commenced exceeding planned start date 

Mandated audit not progressing to plan 

Local audit not progressing to plan 

No audit updates provided from Audit Lead despite requests 

Audit not progressing due to resources 

Amber 

 

Audit progressing but deadline will not be met, plan required 

Project on hold but a plan to progress is in place 

Report received but no action plan established 

Green 

Audit at data collection stage 

Data submitted awaiting National Report 

Registered but not yet due to commence at time of reporting 
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Registered but not yet due to commence at time of reporting 

Audit completed with action plan in place 

National Report published with lead for comment and exec summary 

Executive Summary and action plan where applicable with division for approval 

Blue 

Project completed with action plan in place 

Audit completed with all required actions taken 

National audit NOT APPLICABLE to WVT 

 

This will be included as exceptions in monthly reports to divisions. It is expected that Divisional 
Leads will act upon the report to support completion of audits.   

Ensuring that audits reflect approved standards 

By definition, clinical audit involves measuring against pre-determined standards of best 
practice.  A standard is an explicit statement of the quality of care to be assessed.  

Wherever best practice standards are available, these will be applied in audit of that topic.   

Audit standards set by NICE and by National Confidential Enquiries will be used in any audit 
of their guidance/reports. 

Project proposals will require details of the standards to be applied in the project, together with 
the origin of the standards. In addition, the proposal will specify the degree to which the 
standard should be met (target) and any valid reasons for non-compliance (exceptions).  
Where the standards have been taken from publications such as Royal College guidelines, a 
copy of the publication will be required.  

All standards set must be measured within the audit and explicitly reported against. Where 
targets for standards have been set the results must state whether or not the target level for 
each standard has been reached.  Project proposals which do not include standards will not 
be registered as clinical audit projects.  Audits of compliance with Trust documents such as 
policies, procedures and guidelines will require the inclusion of all standards set within the 
documents to be a valid audit of the total document.  Documents for which only some of the 
standards have been audited cannot be considered to have been audited.   

Disseminating Audit Results and Reports 

Audit results must be discussed and presented to those clinical groups and individuals whose 
practice has been included in the audit.  The Trust’s education and audit programme includes 
sessions for clinical audit results to be presented and discussed, however results can also be 
presented outside of this forum.  Clinicians leading on audit projects are advised to schedule 
a date for presenting the results in advance of the results being known, to prevent delays in 
presenting results.  The presentation of results must include the explicit measurement of 
standards and any targets set.   
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Following discussion of results, the audit project will be reported using the Trust’s template for 
clinical audit reports (Appendix 3).  This is available to download from the Trust’s intranet or 
is available on request from Quality and Safety team.  A copy of the report is to be sent to the 
relevant specialty audit lead(s) and to the Quality and Safety team.  

For national audits, the local lead will be required to produce a report giving local results 
compared with standards and with national results where all are available.  These will be 
included in quarterly reports to the Clinical Effectiveness & Audit Committee and Directorate 
governance groups. 

Any audit results which do not lead to a clinical audit report or any results which show 
improvement actions are required which do not lead to an action plan will be recorded as non-
progressing projects.  Non-progressing projects will be included in exception reporting as 
described above.  In this instance, risk assessment must be carried out and risk entered on 
risk register if required. 

Action Plans 

Where the audit has shown that improvements are required, an action plan which is SMART 
for achieving the required improvements must be developed and implemented.  

 

Development of the SMART action plan will include all relevant clinicians/clinical groups as 
well as clinical/ operational managers where relevant. An action plan template is available in 
Appendix 4.  Responsibility for ensuring that the actions are implemented within the stated 
timeframe sits with the Action Plan owner detailed within the report. However, the Clinical 
Audit Lead for the specialty has the overall responsibility for ensuring that actions resulting 
from recommendations are monitored to completion.   

All National Audit action plans should have formal sign off by the Senior Divisional Team and 
actions added to the divisional action tracker database by the governance and risk lead, for 
continued monitoring and collection of evidence.  The final approved summary and action plan 
is then to be sent to Clinical Effectiveness and Audit committee for information/discussion (see 
Appendix 5). 
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For any audits where it is considered that improvements cannot be achieved, or where 
planned actions cannot be implemented, these must be escalated immediately to the relevant 
specialty audit lead and clinical lead.  Where it is felt that these difficulties pose risks to patient 
care or to the Trust’s services it must be escalated immediately by the directorate lead to the 
Associate Medical Director for Governance and the Head of Governance. Risk assessment 
must be carried out and risk entered on risk register. 

Re-audit 

A decision on re-audit will be required for all audit projects and arrangements for re-audit is 
for inclusion in the audit report.   

Where results have shown that all standards have been met, depending on the subject, re-
audit may not be necessary or may be scheduled for 2-3 years after the original audit.   

Where results show that standards have not been met, a re-audit will be required.  The re-
audit will be after the implementation of action plans, allowing time for full implementation of 
any changes in practice.  The re-audit is, wherever possible, to reflect the original audit 
methods so that a valid comparison of results can be made.  Reports of re-audits must include 
a comparison of results achieved in the re-audit against those achieved in the previous audit.  

Re-audits will be subject to the same processes and reporting structures as original audits.   

The cycle of audit and re-audit should continue until standards are achieved. 

Security and Confidentiality of audit data and results 

All clinical audit activity in the Trust will take place in accordance with requirements of the Data 
Protection Act (1988) and the Caldicott Principles (1977).  Data within clinical audit projects 
must be 

- Adequate and relevant for the needs of the audit project but not excessive.  Data 
not for explicit use within the audit project is not to be collected. 

- Accurate 

- Processed for limited purposes 

- Held securely 

- Not kept for longer than is necessary for the audit 
 

Trust clinical audit activity is also required to conform to principles of confidentiality.  Clinical 
audit data are to be anonymised and no individual patients or clinicians should be able to be 
identified by the audit.  Patient identifiable data are not to be collected as part of the audit 
unless this is essential.  Audit data collection forms will never be stored in patient’s records 
and will be securely destroyed when the audit has been completed.  Electronic records of audit 
data will not include patient or clinician identifiable data and must always be held securely.  
Audit data will not be transferred using email addresses outside of the NHS secure system.  
Where patient identifiable electronic data is mandatory as part of a national or other external 
audit this will only be transferred via nhs.net.  

Results of audit projects will be treated sensitively and confidentially and staff are required to  
maintain these principles in respect to disclosure about discussions which take place when 
audit results are discussed, such as at audit meetings.  
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8 TRAINING AND DEVELOPMENT 

Overall organisational approach 

Training raises the profile of clinical audit and builds up capacity and capability of all those 
involved in clinical audit, thus acting as a driver for quality improvement.  There is no 
mandatory training associated with this policy. An individual’s training needs are identified 
within their annual appraisal or job plan. Training is available for staff involved in clinical audit 
activity.    

Clinical audit training can be provided in-house by the Trust’s Quality and Safety team.  The 
session “Introduction to Clinical Audit” covers the principles of clinical audit, stages of the 
clinical audit cycle, and processes to be followed in undertaking clinical audit at Wye Valley 
Trust.  Training sessions are open to all Trust staff.  For individual members of staff who are 
required to have active involvement in a clinical audit project, but have not received external 
or in-house clinical audit training, one to one advice and support is available from the Clinical 
Quality & Improvement team.  

Educational resources on clinical audit processes are available through the Health Care 
Quality Improvement Partnership website, at www.hqip.org.uk 

Employment and development of clinical audit staff 

The Trust will employ a team of suitably skilled clinical audit staff to monitor its programme of 
clinical audit activity.  The Trust will also ensure that staff have access to further relevant 
training in order to maintain and develop their knowledge and skills.  Clinical audit staff will be 
expected to participate in professional training and development activities including those 
organised by HQIP and the West Midlands Clinical Effectiveness and Audit Network, the 
regional network for staff primarily employed in clinical effectiveness and/or clinical audit roles 
in healthcare.   

9 MONITORING COMPLIANCE WITH THIS DOCUMENT 

The table below outlines the Trust’s monitoring arrangements for this document. 

 

Aspect of 
compliance 
or 
effectiveness 
being 
monitored  

Monitoring 
Method 

Individual 
responsible 
for the 
monitoring 

Frequency of 
the 
monitoring 
activity 

Group/ 
committee 
which will 
receive 
the 
findings / 
monitorin
g report 

Group / 
committee / 
individual 
responsible 
for ensuring 
that the 
actions are 
completed  

http://www.hqip.org.uk/
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Section 7 of the 
Policy, Clinical 
Audit 
procedures, will 
be monitored for 
compliance.  

Monitoring will 
involve the 
assessment of 
audit projects 
for compliance 
with each 
aspect of 
section 7.  
Projects to be 
included will 
be those 
which are on 
the clinical 
audit 
programme at 
the time of the 
monitoring 
process.   
The audit 
database will 
be used as the 
source of 
identifying 
audit projects 
and will 
provide the 
data for 
monitoring 
compliance.  
Where this is 
not available 
on the 
database, 
other sources 
such as audit 
proposal 
forms and 
audit reports 
and action 
plans will be 
used.  

Clinical Quality 
Improvement 
and CQUINs 
Manager 
 

For sections 7.2-
7.7 monitoring 
will be on-going 
as it is an 
inherent part of 
the Trust’s 
clinical audit 
structures and 
processes.   
For 7.1 details of 
meetings to set 
audit 
programme and 
resulting 
programme will 
be kept.  This 
will be reviewed 
to ensure that all 
specialties have 
been included.  
For section 7.8, 
security and 
anonymisation 
of data will be 
audited by a 
check of paper 
records and 
electronic 
records held 
against 
individual 
projects.  A 
sample of 
projects will be 
audited, to 
include all 
specialties.  An 
overview of the 
results of 
monitoring will 
be included in 
the annual audit 
report.  

On-going 
monitoring 
will form part 
of the 
monthly 
exclusion 
reports to 
Directorate 
Governance 
Groups and 
quarterly 
reports to 
Clinical 
Effectivenes
s Committee 
and Clinical 
Quality 
Committee.   
 

Clinical 
Effectiveness 
& Audit 
Committee, 
Associate 
Medical 
Director for 
Governance 
and Deputy 
Director for 
Quality 
Governance 
 

 

10 REFERENCES/BIBLIOGRAPHY 

1. Care Quality Commission (Accessed 2019) The Fundamental Standards. Care Quality 
Commission www  

2.  Healthcare Quality Improvement Partnership (2011) NEW Principles of Best Practice in 
Clinical Audit.  Second edition.  Oxford: Radcliffe Publishing Ltd. 

3. Healthcare Quality Improvement Partnership (2009). Criteria and Indicators of Best 
Practice in Clinical Audit. HQIP: London.  

4. NHS England (Accessed 2019) NHS Standard Contract  2019/20.  NHS England www. 



 

Clinical Audit Policy Approved August 2020 Page 19 of 28 

5. National Institute for Clinical Excellence (2002).  Principles of Best Practice in Clinical 
Audit.  Oxford: Radcliffe Medical Press Ltd.  

11 EQUALITY IMPACT ASSESSMENTS 

1  Name and Job Title of person completing 
assessment  

Sue Fenson, Clinical Quality 
Improvement and CQUINS 
Manager  

2  Name of service, policy or function being 
assessed  

Clinical Audit Policy  

3  What are the main objectives or aims of the 
service/policy/function?  

Expectations in relation to 
clinical audit programme  

4  Date   

 

Stage 1: Initial Screening 

5 What evidence is available to suggest that the proposed service/policy/function 
could have an impact on people from the protected characteristics? Document 
reasons, e.g. research, results of consultation, monitoring data and assess 
relevance as: Not relevant or Relevant Low/Medium/High 

Protected Characteristic Relevance Evidence 

A Race Not relevant 

B Religion/Spirituality Not relevant 

C Gender Not relevant 

D Disability Not relevant 

E Sexual Orientation Not relevant 

F Age Not relevant 

G Pregnancy/maternity Not relevant 

H Gender reassignment  Not relevant 

I Marriage and Civil Partnership Not relevant 

J Carers Not relevant 

If you assess the service/policy/function as not relevant, please proceed to section 11.  
If you assess the service/policy/function as relevant, continue to Stage 2, Full Equality 
Impact Assessment.  
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Stage 2: Full Equality Impact Assessment 

6 Are there service user, public or staff concerns that the proposed 
service/policy/function may be discriminatory, or have an adverse impact on 
people from the protected characteristics?  
 

A Public  

B Staff  

If there are no concerns proceed to section 11. 

If there are concerns, amend service/policy/function to mitigate adverse impact, consider 
actions to eliminate adverse impact, or justify adverse impact  

7 Can the adverse impact be justified 

 

8 What changes were made to the service/policy/function as result of information 
gathering?  
 

 

 

9 What arrangements will you put in place to monitor impact of the proposed 
service/policy/function on individuals from the protected characteristics?  
 

 

 

 

10 List below actions you will take to address any unjustified impact and promote 
equality of outcome for individuals from protected characteristics. Consider 
actions for any procedures, services, training and projects related to the 
service/policy/function which have the potential to promote equality.  
 

Action Lead Timescales 
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11 Review date  

I am satisfied that this service/policy/function has been successfully equality impact 
assessed.  
Date: 7th March 2019 
Author: Sue Fenson 

Please send the completed assessment for scrutiny to: Clinical Quality Improvement & 
CQUIN Manager, Trust HQ, County Hospital, Union Walk, Hereford.  HR1 2ER. 
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Appendix One 

Glossary of Terms 

Clinical audit  

Clinical audit is a quality improvement process that seeks to measure and improve patient 
care through systematic review and comparison with best practice standards.  It is used to 
drive improvement to the services and care we provide. 

CQC – Care Quality Commission.   
The CQC is an independent regulating body of health and social care in England. 
 
CQUIN – Commission for Quality and Innovation.   

A CQUIN is a financial payments framework which makes a proportion of providers’ income 
conditional on quality and innovation in indicator areas.    

HQIP – Healthcare Quality Improvement Partnership.   

HQIP is an organisation set up to re-invigorate clinical audit and improve quality in clinical 
care.  It is a consortium of the Academy of Medical Royal Colleges, the Royal College of 
Nursing and National Voices.  

NCEPOD - National Confidential Enquiries into Patient Outcomes and Death.   

NCEPOD is a charitable organisation who assists in maintaining and improving standards of 
care for adults and children for the benefit of the public by reviewing the management of 
patients by undertaking confidential surveys and research, by maintaining and improving the 
quality of patient care and by publishing and generally making available the results of such 
activities. 

NCAPOP - National Clinical Audit and Patient Outcomes Programme.   

NCAPOP is a set of national projects that present provider organisations with a common 
format to collect data for central analysis and provide feedback on comparative findings to 
help participants identify necessary improvements for patients.  

NHSLA – NHS Litigation Authority.   
The NHSLA is a Special Health Authority and is part of the NHS responsible for handling 
negligence claims made against NHS bodies in England.  
 
Quality Accounts.   
A Quality Account is a report published annually about the quality of services by an NHS 
healthcare provider. This provides a statement of the quality of services and care that have 
been provided in the previous year and the plans and objectives for ongoing delivery of high 
quality services into the year ahead. 
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Appendix Two 
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Appendix Three 

                                                                                                                                        

 

The Report and Action Plan (if an Action Plan is relevant) are to be sent to the Quality 
Improvement Department as soon as possible after they have been produced. 

 

 

 

 

Clinical Audit Project Report 

Project Title  

 

Specialties/Depts 
involved 

 

 

Project Sponsor  

 

Project Lead(s)  

 

Project Number   

 

Project Status   

 

Date of Report  

 

 

 

 

To access “Help-Notes” giving tips on how to complete the Audit Report and Action Plan 
Template please double-click on the link below.  If any other information is required 

please do not hesitate to contact the Quality Improvement Department on 01432 262088 / 
262089 

Report & Action Plan Help!!! 

file://///wvt-shared/data/Shared/Clinical%20Audit%20-%20Project/New%20Proposal%20form/Report%20and%20Action%20Plan/HELP%20PDF/Clinical%20Audit%20Report%20and%20Action%20Plan%20Help.pdf
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Introduction  

 

 

Audit Standards and Source  

 

 

Patients/Cases included in the audit 

 

 

Audit methods  

 

 

Summary of Results  

 

A.  Areas/aspects of care where standards have been met 

 

  B.  Areas/aspects of care where results have shown that improvements are required 

 

Conclusions  

 

Plans for re-audit 

 

APPENDICES  

 

1. ACTION PLAN – See below 
2. FULL RESULTS 
3. AUDIT PROFORMA/TOOL (Please delete if not applicable) 
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Appendix Four 

Clinical Audit Project – Action Plan 
The Action Plan must be updated as appropriate and in relation to the deadlines set. 

Title of project  

Project number  

 
     
  

Date Action Plan developed: 

Area for improvement Level 

of risk 

L/M/H 

Agreed Action Level of 

recommendation 

Individual, team 

directorate or 

organisation 

By whom By When Resources required 
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Appendix 5 

 


