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EDITORIAL 

,. On 1st January 1988 the first National Confidential 
Enquiry into Perioperative Deaths (NCEPOD) 
commenced. This collaborative study, on behalf of the 
Royal Colleges of Surgeons of England, Pathologists, 
Anaesthetists, Obstetricians and Gynaecologists, the 

• Faculty of Community Medicine of the Royal Colleges 
of Physicians, the Association of Anaesthetists and the 
Association of Surgeons, aims to enquire into clinical 
practice and to identify remediable factors in the 
practice of anaesthesia and surgery. The enquiry will 
investigate deaths which occur in hospital within 30 days 

• of any surgical or gynaecological operation. Details of 
each case will be passed to the enquiry in confidence and 
it is to be hoped that eventually a series of reports will be 
issued highlighting which avoidable factors contribute to 
the perioperative death rate. 

• As a form of clinical audit the NCEPOD has a close 
parallel in the National Confidential Enquiry into 
Maternal Deaths which has undoubtedly helped to 

, improve standards in obstetrics over the last 35 years. If 
the NCEPOD adopts the same format, their reports will 
categorize causes of death and then analyse the 

• contributory factors for each case within each category. 
Where appropriate, recommendation for improving 
,clinical practice may be made. Such a form of clinical 
audit is entirely laudable. The bare bones of the raw data 
are clothed with sufficient detail to enable ready 

• understanding by clinicians. Individuals are free (and 
have an obligation) to draw conclusions and introduce 
changes to their own practice. Continuing audit leads to 
improved understanding, better practice and greater 
safety. If only the raw data were published no such 
informed improvement would be possible. 

• These are only two examples of clinical audit. 
Recently initiatives have also been taken by the Royal 
Colleges of Physicians, Pathologists, Radiologists and 
Anaesthetists. The recent white paper makes it quite 
clear that there is a desire for some measure of Quality 

.. Assurance (the abbreviation QA will not be acceptable 
in the Armed Services) and obviously Audit is here to 
stay. The skeletal outline proposed by the White Paperl, 
however, needs considerable 'fleshing out' before 
becoming a useful guide. 

• Audit comes in many forms. Medical Audit is the 
assessment of performance of the whole health care 
delivery system and embraces both Clinical Audit, the 
assessment of what doctors do and Management Audit. 
Aspects of Clinical Audit also overlap with Management 
Audit. The essence of Audit, however, remains the 

• same and involves comparison of performance, either 
with oneself in another time period, or with others at the 
same time. Clinical Audit may involve monitoring the 
INPUT to the service, for instance resources utilised, 
the proportion spent on drugs, instruments or hotel 
care. It may monitor the PROCESS, that is the way in 

• which the service is provided. Parameters such as 

waItmg time for outpatient appointments, delay in 
routine admission, time taken for operations or total 
hospital stay can be collected for individual clinicians 
and for individual procedures. Finally, and for most 
clinicians, most importantly, it may monitor 
OUTCOME. For surgical specialities this may be fairly 
easy but it is much more difficult to define in the medical 
specialities. There are, however, adequate statistical 
models working in the United States where commercial 
pressures make Audit essential. 

In many states of America the process has been taken 
even further and individual performance is audited. A 
surgeon may find that he is only permitted to carry out 
certain procedures because his personal performance in 
others has been shown to be below par. The logical 
conclusion of Audit has been reached in many states 
with a requirement for re-certification of doctors at 
regular intervals. Many see this as a threat but if we 
honestly believe that our patients always get the best 
treatment from each of us, and if personal Audit is 
carried out by our professional peers, as is already the 
case for General Practitioner trainers, then what have 
we to fear? 

Management of health care resources also requires 
adequate audit procedures to ensure proper control and 
development of services. As financial accountability is 
devolved to lower level health management units it 
becomes more and more important that individuals 
holding accountability are provided with good quality 
statistics on which to base their decisions. However, 
understanding statistics demands an understanding of 
how those statistics were obtained, how they were 
processed and the limitation of the methods used. It is 
just as important to be able to identify an invalid 
conclusion or assumption as it is to recognise a valid one. 
H is also important to understand how statistics may be 
manipulated to support a particular viewpoint. 
Although the Royal Colleges and many health 
authorities now recognise the need for clinicians to have 
some training in management techniques, appropriate 
courses are few and usually over-subscribed. Ignorance 
and misunderstanding therefore persists, and will persist 
for some time. Clinicians fail to appreciate the statistics 
collected by management will be interpreted from a 
management viewpoint, whilst managers fail to 
understand that clinicians may manipulate their practice 
to produce apparently desirable statistics without 
producing any improvement in the services provided. 

The essential problem is that there is little agreement 
between the two sides over which statistics to collect and 
how to collect them. Data collection systems must be 
designed for the processes which it is required to audit. 
Clearly the requirements of different specialities, 
individuals and indeed hospitals will not be the same. 
Audit must have a defined purpose; there must be 
effective control and validation of the data; standards 
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must be set by those best qualified to set them and must 
then be agreed by all involved; the methods used to 
collect and process the data must be sound; resources 
must be allocated, the most important of which is time; 
records must be kept and finally, the quality assurance 
loop must be closed by review of the data and action to 
rectify failings discovered. Simple 'performance 
indicators' such as average bed state or case throughput 
have been so roundly and obviously discredited that no 
further consideration is necessary. That is not to say that 
they mean nothing, merely that they do not mean what 
they are often taken to mean. Similarly, there is 
evidence from the United States that over simplistic 
financial constraints lead to a deterioration in the quality 
of the service offered. More complicated indicators of 
performance are therefore required but, before these 
can be agreed, it is necessary to agree on what it is we 
want to measure. Efficiency in the field of health care 
provision is a very complex concept. An advance in 
treatment may make it possible to treat larger numbers. 
Although the cost of individual treatments may be 
reduced, the overall cost may be increased. If working 
practices change to allow more patients to be treated by 
fewer staff and fewer beds, the overall cost may still be 
higher. In both these examples there is an undoubted 
increase in efficiency but no overall saving of money. 
There are many other factors which should also be 

considered as contributory to the overall efficiency of 
health care provision; social factors, time off work, time 
spent travelling to and from hospital, effect on. 
employability, effect on other benefits paid, 'quality of 
life'; all these, and more, can be allocated a financial 
value which must be taken into account. When, as is 
usual, financial resources are finite, then compromises 
have to be made. Such compromises must be identified • 
and agreed before attempting to measure performance 
rather than subsequently. 

Clearly much remains to be done before there is 
general agreement on what contributes and how to 
measure adequate performance from both the clinical 
and managerial standpoint, but that should not deter us • 
from making the effort. In the meantime, however, it is 
likely to be much easier to agree on what is not good 
practice and what is inefficient. If the NCEPOD allows 
advance along that path then at least some progress will 
have been made. Whatever the results of that enquiry, • 
however, pressure from the Royal Colleges will ensure 
that those of us who wish to train junior staff, whatever 
our specialty, will be auditing our practice in the very 
near future. 
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