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The Background

In the past, continuing medical education in Family Medicine is mainly conducted through conferences, seminars, lectures, workshops and journals.  Evidences have shown that although these types of passive educator-centered learning are good in assimilation of medical information and knowledge, they are ineffective in inducing changes in clinical behaviour among the learners
.  The trend for Quality Assurance nowadays is to put more emphasis on active learning with a learner-centered type of continuous professional development.   As a result, Clinical Audit is receiving increasing emphasis over the past years as a means of self directed learning
 and Quality management
.

In United Kingdom, the proposal of change in the General Practitioners' education format from the former "Postgraduate Education Allowance" (PGEA), which was mainly a quantitative exercise requiring an accumulation of 30 hours per year of education sessions, usually in the form of passive learning lectures or seminars, to the new "Practice Professional Development Plan" which is a qualitative exercise centering around needs assessment, clinical auditing and practice based learning, has been formally accepted by the Government in 1998
.

In Australia, the QA&A committee of the RACGP has declared that from the year 2002, it would no longer give credits towards its continuing medical education and quality assurance activities unless they are based on adult learning principles and designed to reflect evidence of what works and also unless they involve peer and self-review process.
Recently the Medical Council of Hong Kong has outlined its plan to implement “Good Medical Practice” & “Quality Assurance”.  Continuing Medical Education (CME) may be made mandatory and Continuous professional development (CPD) which includes Clinical Audit will be introduced.

INTRODUCTION TO CLINICAL AUDIT

The purpose of this article is to introduce to those colleagues, who are not too familiar with Clinical Audit and assist them to participate in the activity.

What is Clinical Audit?

It is the process of critically & systematically assessing our own professional activities with a commitment to improving personal performance and, ultimately, the quality and/or cost effectiveness of patient care.

How can we do it?

All you need is to go through the following steps:

1. Topic selection

2. Setting criteria & target standard

3. 1st data collection cycle

4. Analysis of the 1st data

5. Identifying weakness & implementing changes

6. 2nd data collection cycle

7. Analysis of the 2nd data to check for effectiveness of implemented changes

8. Report on the audit

This could be illustrated by quoting a simple example:

1. To perform a clinical audit on blood pressure measurement of patients attending your clinic.

2. Patients over age 35 should have their blood pressure measured and recorded at least once a year for health screening and the target standard should be 100% as this is a simple procedure with no added costs.

3. Search your records of the patients who attended your clinic last week.

4. Check the percentage of patients aged over 35 who had their blood pressure reading recorded in the past 12 months.

5. If it is far from 100%, think of positive ways to improve performance e.g. ask the clinic nurses to check the patient records for missing BP recordings before the consultation and remind you with coloured tags.

6. After 2 to 3 months, retrieve the patient records for the past week as in (3).

7. Recheck the percentage as in (4) for improvement.

8. Write a brief comment on the results and give possible explanations for unsatisfactory performance with further suggestions for improvement.

Any helpful suggestions?

Actually lots of things could be clinically audited including medical treatments and outcomes, or even practice management e.g. patient waiting time for consultation.  However the following points should be noted:

1. The topic selected should have significant bearings to patient care.

2. It should also be appropriate to your own practice situations e.g. it is a waste of resources doing an audit on management of diabetes if you have only a handful of diabetic patients under your care.

3. The criteria you choose and the standards you set should be evidence based.

4. Data collection and data analysis should be statistically sound.

5. A well-designed data collection sheet is essential.

6. Clinical audit is a teamwork exercise.  All staffs in the clinic should get involved and they should have adequate communication and sufficient feedback for better progress.

CLINICAL AUDIT AS CONTINUOUS PROFESSIONAL DEVELOPMENT 
How can doctors choose a Clinical Audit activity? 

There are 4 ready made clinical audit activities prepared by the QA&A committee on Referral Pattern, Investigation Pattern, Practice Visit and Antibiotics for URTIs.  Alternatively, individual doctor or group of doctors may design their own clinical audits that reflect their particular interests and practice situations.  Eli Lily Audit Protocols are also available as reference from the College Secretariat upon request.

Applying for the Clinic Audit Option points in the QA&CE Program 

Each Clinical Audit activity is allocated five credit points under the Professional Development Section of the QA&A requirements.  The activity must be completed with at least two data collection cycle before credit points are awarded.  Only those Clinical Audits that are designed to encourage an active role of the participants in the response phase are eligible for points. 
To apply for Clinical Audit points please note the following: 

1. An application form should be completed and forwarded to the QA&A committee prior to the beginning of your Clinical Audit activity and you will be assigned an audit reference number.  Forms are available from the College Secretariat.

2. An academic year starts in January or July of the year.  You must submit your final audit activity report to the QA & A committee by 31st October if you want your Audit points to be credited in the same academic year that starts in January.  However if you enroll in an academic year that starts in July, the deadline for submission of your final audit report will be on 30th April of the following year.  The reason for the deadline to be set on 31st October/30th April is to ensure that your clinical audit can be assessed before the end of the academic year.  Any Audit activity report approved by the QA & A Committee after the academic year-end will be accredited towards the following academic year.

3. Two copies of the audit activity report must be submitted to the QA&A committee.  Applicants are advised to keep the original copy of the audit for their own reference in the event of a request for resubmission.
4. Written work should be presented double spaced, with all pages numbered; the audit reference number should be at the top of each page
5. The submission must be anonymous showing the audit reference number only.  It should be typed in concise English and should normally be not Any Audit activity report approved by the QA & A Committee after the academic year-end will be accredited towards the following academic year.

6. More than 1000 words in length.  Figures and graphs may be used to demonstrate results and conclusions.  The work should be presented in a way that ensures all pages are firmly fixed in order.
7. The Audit activity and its report must meet a satisfactory standard before the 5 credit points can be allocated.  The QA & A Committee may ask for a resubmission or clarification of any Audit activity and/or report, which are not consistent with the Committee’s guidelines.  The QA & A Committee will only be too happy to assist you with any problem.
8. Applications not approved for point allocation will have the reasons for this clearly stated in the notification letter sent to you.   You may resubmit the audit report but the final submission should be at least eight weeks before the deadline.

THE CLINICAL AUDIT ASSESSMENT SCHEDULE

	Question
	Criterion
	Criterion Present

	Why was the audit done?
	Reason for Choice

Should be clearly defined and reflected in the title

Should indicate potential for change
	

	How was the audit done?
	Criteria Chosen

Should be relevant to the subject of the audit

Should be justified e.g. literature

Preparation and Planning

Should show appropriate teamwork and methodology in carrying out the audit

If standards are set, they should be appropriate and justified
	

	What was found?
	Interpretation of Data

Should use relevant data to allow appropriate conclusions to be drawn
	

	What next?
	Description on changes

Should show explicit details of proposed changes and their implementation

Should include review on results of the changes after such implementation

Should include a conclusion of the exercise and future direction after this audit
	


A satisfactory audit report should include all 5 criteria to pass

SELF AUDIT ON USE OF ANTIBIOTICS FOR URTIs

Needs for assessment

Doctors here in Hong Kong have been criticized for overuse of antibiotics for URTIs.  There are great variations among the use of antibiotics for treating URTIs.  Studies in other countries show that between 1/3 to 2/3 of children and adults consulting for colds or URTIs receive a script of antibiotics
,
.

Standards

URTI – This is defined according to the International Classification of Primary Care (ICPC) and ICHPPC-2-defined criteria with slight modification: i.e. any one symptom of running nose, nasal congestion, sore throat or cough of less than ten days duration, with or without a fever <39.40C, and with or without malaise.

There is not enough evidence of important benefit from the treatment of upper respiratory tract infections with antibiotics and there is a significant increase in adverse effects associated with antibiotic use
.

The absolute benefit of antibiotics for reducing complications of sore throat is small in settings where rheumatic fever is rare.  Antibiotics can shorten the duration of symptoms, but by a mean of only about half of one day at the time of maximal effect, and by about eight hours overall.  This must be weighted against possible adverse effect
.

Audit

Doctors conduct a prospective Audit of their patient with URTIs.  Data collected include:

1. Demographics

2. Diagnostic criteria

3. Antibiotics used

Response
Individual doctor then implements an action plan to reduce antibiotics prescription rate for URTIs.

Methodology

· An audit reference number will be allocated to the participant for confidentiality.

· Collect 100 cases of URTI.  Please exclude any cases with lower respiratory tract involvement.  You can fill in the reasons to use antibiotics such as purulent sputum, exudative tonsillitis, congested eardrum…etc.  

· Study the results and identify one’s own deficiencies such as antibiotics in more than 70% of patients, excessive use of broad-spectrum antibiotics …etc.

· You can send the 1st cycle data and the cumulative figures back to the QA&A committee (optional) before January or July depends on your academic year. However, no credit points will be awarded for sending back these 1st cycle data.  The QA&A committee will try to produce average figures from all the 1st cycle data collected and inform the results to those who has contributed by sending in their 1st cycle data before January or July depends on your academic year.

· Compare one’s own figures with the others’ if available.  

· Draw up action plan such as research and set up clinical guidelines for antibiotics, spend more time on educating patients, preparing clinic posters and leaflets… etc.

· Implement the action plan and collect another 100 cases of URTI, preferably in the second half of the year.

· Send both the 1st cycle data and 2nd cycle data back to the College together with the audit report and comments on behavioral changes, if any.

Audit reference number: _______________

DATA COLLECTION FORM 

Self Audit on the use of Antibiotics for URTIs

Data Cycle: 1st  / 2nd 

Demographics of Patient

	Age of Patient:
	
	Sex:
	Male
	
	Record No:
	

	
	
	
	Female
	
	Patient Initials
	


Diagnostic criteria

	running nose
	
	fever < 39.4oC
	

	nasal congestion
	
	
	

	sore throat
	
	malaise
	

	cough of less than ten days duration
	
	
	


Antibiotics used

	Penicillin V
	
	Cepalexin
	
	Tetracycline
	
	Septrin
	

	Ampicillin
	
	Cephradine
	
	Vibramycin
	
	
	

	Amoxycillin
	
	Cefaclor
	
	
	
	Ofloxacin
	

	Augmentin
	
	Cefuroxime
	
	Erythromycin
	
	Ciprofloxacin
	

	Cloxacillin
	
	Cefibuten
	
	Roxithromycin
	
	Pefloxacin
	

	
	
	Cefetamet
	
	Clarithromycin
	
	
	

	
	
	
	
	Azithromycin
	
	Metronidazole
	

	No antibiotic
	
	Injections
	
	Others


Reasons to use antibiotics (optional)  

______________________________________________________________

Comments

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Audit reference number: _______________

CUMMULATIVE FIGURES 

Self Audit on the use of Antibiotics for URTIs

Data Cycle: 1st  / 2nd 

Total number of patients:  100

Duration of the study:  From________________  to__________________

Demographics of Patient in %

	Age in years
	%
	Sex
	%

	0-4
	
	Male
	

	5-9
	
	
	

	10-14
	
	Female
	

	15-34
	
	
	

	35-54
	
	
	

	55-64
	
	
	

	>65
	
	
	


Diagnostic criteria in %

	running nose
	
	fever < 39.4oC
	

	nasal congestion
	
	
	

	sore throat
	
	malaise
	

	cough of less than ten days duration
	
	
	


Antibiotics used in %

	Penicillin V
	
	Cepalexin
	
	Tetracycline
	
	Septrin
	

	Ampicillin
	
	Cephradine
	
	Vibramycin
	
	
	

	Amoxycillin
	
	Cefaclor
	
	
	
	Ofloxacin
	

	Augmentin
	
	Cefuroxime
	
	Erythromycin
	
	Ciprofloxacin
	

	Cloxacillin
	
	Cefibuten
	
	Roxithromycin
	
	Pefloxacin
	

	
	
	Cefetamet
	
	Clarithromycin
	
	
	

	
	
	
	
	Azithromycin
	
	Metronidazole
	

	No antibiotic
	
	Injections
	
	Others


Comments

___________________________________________________________

___________________________________________________________

SELF AUDIT ON THE INVESTIGATION PATTERN

Concept 

· EXAMINE your own practice

· COMPARE with peers 

· Attempt to implement CHANGES

· ASSESS improvements

· CONTINUE the exercise

Examine 

· Type of the Investigation         

· Reason for the Investigation

· Behaviour of patients & yourself

· Whether it assists/affects your management

· Timing of follow up & actions taken
Improve by 

· comparing with others

· justifying your action

· looking for evidence-based rationale

· learning from peers & literature

· updating knowledge & filling in deficient areas
· educating patients
Methodology

Enroll with the College.   

1.
Record what you are doing in your practice over a 2 months period or up to 20 consecutive investigations.  This provides the survey groundwork for you to select your audit topic. 

2. You may then select a specific investigation that you want to examine & improve.


 e.g. 
MSU for UTI (see suggested format)




US for Hepatitis B carrier




Lumber XR for LBP




CBP for lethargy




TFT for palpitation

3. Alternatively, you may choose to continue the audit on your general investigation pattern.

4.
Collect the 1st cycle data for a period of one month or a minimum of 20 patients.
5.
Search literature for evidence on appropriateness of the focused investigation.

6.
Draw up an action plan & set up your own guideline/protocol.

7.
Implement changes to improve your practice

8. 
Monitor the progress by collecting the 2nd cycle data again for another one-month period for analysis.

9.
Summarize and comment on the whole project with a final report.

(i) What have I learnt from the search for evidence on this investigation?

(ii) What change I have made?

(iii) What will I do next? 

Audit reference number: _______________

DATA COLLECTION FORM 

Survey on the Investigation Pattern

Data collected over 2 months or up to 20 cases:  

Page:__________

Duration of the study: From ___________________ to ______________________

Total number of consultations within this period: _________________________

Total no. of investigations: ___  Ratio of investigations / consultations: 1/_____

	
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Date
	
	
	
	
	
	
	
	
	
	

	Record No:
	
	
	
	
	
	
	
	
	
	

	Patient Initial
	
	
	
	
	
	
	
	
	
	

	Provisional Diagnosis or Problems in a few words e.g.

Cough 3mths/  

Menorrhagia/ 

HB carrier/ 

Thyrotoxicosis FU
	
	
	
	
	
	
	
	
	
	

	Type of Ix

(Specify)
e.g. 

CXR/

U/S abd/

FBC/

HB serology


	X-rays


	
	
	
	
	
	
	
	
	
	

	
	U/S


	
	
	
	
	
	
	
	
	
	

	
	Lab tests


	
	
	
	
	
	
	
	
	
	

	
	Others


	
	
	
	
	
	
	
	
	
	

	Reason for Investigation

[Please (as appropriate]
	Diagnosis


	
	
	
	
	
	
	
	
	
	

	
	Confirmation


	
	
	
	
	
	
	
	
	
	

	
	Screening


	
	
	
	
	
	
	
	
	
	

	
	Reassurance


	
	
	
	
	
	
	
	
	
	

	
	Patient Request
	
	
	
	
	
	
	
	
	
	

	
	Others


	
	
	
	
	
	
	
	
	
	

	Cost $
	
	
	
	
	
	
	
	
	
	
	

	Cost borne by  [Please (]
	Patient
	
	
	
	
	
	
	
	
	
	

	
	Insurance Co
	
	
	
	
	
	
	
	
	
	

	
	Govt./ HA
	
	
	
	
	
	
	
	
	
	

	Follow up

 
	Called Back
	
	
	
	
	
	
	
	
	
	

	
	Scheduled
	
	
	
	
	
	
	
	
	
	

	
	Others 

(Specify)
	
	
	
	
	
	
	
	
	
	

	Is the result what you predicated/looked for [Y/N]
	
	
	
	
	
	
	
	
	
	

	Does it affect your management?   [Y/N]      
	
	
	
	
	
	
	
	
	
	

	With hindsight, do you think it was necessary?  [Y/N]
	
	
	
	
	
	
	
	
	
	


Audit reference number: _______________

CUMMULATIVE FIGURES 

Survey on the Investigation Pattern

Data Cycle: 1st / 2nd 

Duration of the study: From ___________________ to ______________________

Total number of consultations within this period: _________________________

Total number of investigations: ______  

Ratio of investigations / consultations: 1/_____

	
	Percentage %

	 Types of Investigation


	X-rays


	

	
	U/S


	

	
	Lab tests


	

	
	Others


	

	Reason for Investigation


	Diagnosis


	

	
	Confirmation


	

	
	Screening


	

	
	Reassurance


	

	
	Patient Request


	

	
	Others


	

	Cost borne by 


	Patient
	

	
	Insurance Co
	

	
	Govt./ HA
	

	Follow up

 
	Called Back
	

	
	Scheduled
	

	
	Others 
	

	Does it help in your judgment?   
	Yes
	

	
	No
	

	Does it affect your management?   
	Yes
	

	
	No
	

	Do you think it was necessary?  
	Yes
	

	
	No
	


Audit reference number:_________________

DATA COLLECTION FORM

Audit on MSU for UTI
Data cycle: 1st / 2nd





Page: ____________

Duration of the study: From ___________________ to _____________________

Total number of UTI consultations within this period: ______________________

	
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Date

Record No

Patient Initial

Age

Sex


	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Diagnostic Criteria [(/ (]
Dysuria

Urinary frequency

Haematuria

Duration of symptoms [no. of days]
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Treatment

Antibiotic prescribed [name]

Rx: Duration                [no. of days]
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	MSU

Pre-Rx

           [(/(]
Post-Rx

           [(/(]
Organism(s)

           [Name]
Count


          [eg104]
Sensitive to the antibiotic prescribed                          [Y/N]
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Does this investigation result affect your management?  [Y / N]
	
	
	
	
	
	
	
	
	
	


SELF AUDIT ON THE REFERRAL PATTERN

Needs for assessment

Family doctors should act as the ’gate keepers’.  In another word, we should minimize unnecessary referrals and refer those in need efficiently and appropriately.  By recording the referral pattern, we would have a clear picture of our clinical knowledge, competence in patient management, areas requiring improvement and even our patients’ demands.  We can learn from our referrals; be it the actual feedback from our specialist colleagues or the referral procedure itself and subsequently improve on our practice.

Methodology

· Enroll with the College for the audit.

· An audit reference number will be allocated to the participant for confidentiality.

· Collect the 1st cycle data for a minimum of 20 patient referrals, and then ‘respond’ by analyzing the data collected, commenting on yourself and implementing improvement.  

· Later, you have to ‘monitor the progress’ by collecting the 2nd cycle data for another minimum of 20 patient referrals.

· Summarize and comment on the whole project with a final report.

Evaluation

In the Data Collection Form: 

1. Number and date each referral.

2. Put down your patient’s initials for each referral for your own reference.

3. Put down the provisional diagnosis of each referral.

4. Put down the specialty or subject of referral 

5. Tick where the case is referred to,

 
'Priva/S’ for private specialists

'Govt/S' for government specialists
‘A/E’ for casualty referrals and 

‘Others’ for other referrals like referring to another family doctor. 

Referrals to paramedical services like physiotherapy or laboratory services are excluded. 

6. Tick the reason for each referral,

‘Dx P’ for problem with diagnosis,

‘Mx P’ for problem with management,

‘Others’ for other problems including psychosocial problems, e.g. at the patient’s request, for financial reasons, doctor being too busy or wouldn’t bother to take up the trouble, patient thinking that the hospital specialist is a more appropriate choice to give a comprehensive long term care for his chronic illness, etc..

7. Put down relevant comments, or your major concern about this referral.  This is important, as it forms the basis for ‘learning from the exercise’ and ‘making improvement’.  Don’t be afraid or feel ashamed to put down comments like:

· the patient has no confidence in me.

· I have no ECG machine in my clinic.

· the patient cannot afford to pay my ‘reasonable’ charge.

· I have no experience with psychiatry cases or hospice care.

· I disagree with the feedback from the specialist.

· my concern is that this is a case of acute appendicitis rather than gastroenteritis.

· there is no feedback at all from the specialist, hospital nor the patient!

If the space provided is not sufficient, put down your comments and your audit reference number on a separate sheet of paper and clip it together with the other data collection forms, or you can design your own data collection forms.  

Response

After recording data for a minimum of 20 patient referrals, you should review the data and consider the following:

a) What are the subjects or areas I am ‘weak’ at?  List them out yourself.  It can be due to insufficient clinical knowledge for diagnosis or treatment, e.g. various skin problems, ophthalmology problems or ENT problems.  It can be a problem with management, like poor relationship with specialists, lack of communication and follow up with the patient and her family, etc..

b) What have I learnt from all these referrals?  It can be actual feedback from specialists, or valuable experience you learnt from the referral procedures, like that the dermatologist I referred cases to is very irresponsible, or that the waiting queue is shorter in QEH etc..

c) Knowing my weak areas and having learnt lessons from all the referrals, how should I improve?  Consulting colleagues, reading up books or attending seminars are of course ways out, even simple things like asking your colleagues for a better dermatologist, considering buying an ECG or cryojet or asking your nurse to routinely follow up by phone each case of referral to casualty, are valuable steps to improve your practice.

Monitor progress

To complete the audit cycle, you have to repeat recording data for another minimum of 20 patient referrals and after that, hand in a Report together with the Data Collection Forms.  You can choose any time to start the second Data Collection so long as you can hand in the final report in time.  In this later part of the exercise, you should, if possible, exercise the experience or knowledge you learnt with the first part, and make improvement.

In the Report, you should comment on the following:

a) Your areas of strength and subjects of weakness

b) Things you learnt from the exercise

c) How does this exercise influence your way of practice, or how have you improved?

There is no definite format for the report but length is restricted to 1000 words. You should make it concise and easy to read and give examples as you write.

Audit reference number: _______________

DATA COLLECTION FORM 

Self Audit for the Referral Pattern

Data Cycle:  1st / 2nd 





Page:________ 

	
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Date
	
	
	
	
	
	
	
	
	
	

	Record No:
	
	
	
	
	
	
	
	
	
	

	Patient Initial
	
	
	
	
	
	
	
	
	
	

	Provisional Diagnosis or Problems in a few words 

e.g.

Cough 3mths/  

Menorrhagia/ 

HB carrier/ 

Thyrotoxicosis FU


	
	
	
	
	
	
	
	
	
	

	Specialty or Subject of referral 


	
	
	
	
	
	
	
	
	
	

	Referring to 
	Priva/S
	
	
	
	
	
	
	
	
	
	

	
	Govt/S 
	
	
	
	
	
	
	
	
	
	

	
	A/E
	
	
	
	
	
	
	
	
	
	

	
	Others
	
	
	
	
	
	
	
	
	
	

	Reasons of referral
	Dx P
	
	
	
	
	
	
	
	
	
	

	
	Mx P
	
	
	
	
	
	
	
	
	
	

	
	Others
	
	
	
	
	
	
	
	
	
	

	Comments


	
	
	
	
	
	
	
	
	
	
	


Audit reference number: _______________

CUMMULATIVE FIGURES 

Self Audit on the Referral Pattern 
Data Cycle: 1st / 2nd 

Duration of the study: From ___________________ to ____________________

Total number of consultations within this period: _________________________

Total number of referrals: 20

Ratio of number of referrals / number of consultations: 1/_____

	
	
	Percentage %

	Referring to 
	Private Specialists
	

	
	Government Specialists
	

	
	Accident & Emergency
	

	
	Others
	

	Reasons of referral
	Diagnostic Problems
	

	
	Management Problems
	

	
	Others
	

	Specialty of referral
	Medical
	

	
	Geriatrics
	

	
	Paediatrics
	

	
	Dermatology
	

	
	Psychiatry
	

	
	Surgery
	

	
	Orthopaedics
	

	
	O&G
	

	
	ENT
	

	
	Eyes
	

	
	
	

	
	
	

	
	
	


Comments

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

Self Audit on Practice Management 

(Waiting Time for Doctor Consultation)

STEP 1: NEEDS FOR ASSESSMENT

The waiting time for doctor consultation is an important indicator of the standard of Practice Management in a Primary Care Setting.  Unnecessary waiting and arguments on waiting matters are usual reasons for patients to complain about.  Improvement in this area can only be planned well after a careful evaluation of various factors operating.

STEP 2: IDENTIFY STANDARD

The elements indicating the standard include:

(1) Average length of waiting time,

(2) Percentage of prolonged waiting (e.g. >30mins),

(3) Percentage of satisfied and dissatisfied patients.

There is no absolute standard as different clinics have different booking routines, appointment systems and utilization rates.  The clinic’s present status is used as the baseline for setting the standard.

STEP 3: 1ST CYCLE DATA COLLECTION ANALYSIS

· Involve all Receptionists and Nurses.

· Ask all patients attended in the selected day to complete the questionnaires.   You may choose a crowded day, say Monday, if the utilisation rate of the clinic is not high in the other days of the week.
· Collect the questionnaires anonymously.
· Analyse the data using the data sheet on cumulative figures.

· Attend to the comments and suggestions on improvement given by the patients.

· Compare with peers if available.

· Comment on yourself and set target level of performance.

· Formulate intervention plan after discussion will all staffs.

STEP 4: IDENTIFY / IMPLEMENT CHANGE

Examples of interventions:

(1) Implement Phone-Booking System if not yet used

(2) Revise Booking System

e.g. New cases and check-ups are scheduled for longer consultation times.

(3) Encourage the Receptionists to act sincerely to the patients.  Set guidelines or use reward systems to enhance the communication between the patients and Receptionists.

(4) Attend to the needs of the patients during waiting.  Provide a relaxing environment. Magazines, TV, Videos and other pre-consultation activities can be considered. 

(5) Devise protocol to minimize errors in appointments.

STEP 5: MONITOR PROGRESS

· The timing of 2nd Cycle data depends on the type of interventions implemented, preferably in the second half of the year.

· Assess improvements.  Compare with the target level of performance.  Attend to the differences in the number of patients attended and the response rate of the questionnaire.

· Identify reasons for failure and further rooms of improvement.

· Summarize and comment on the whole project with a find report.

Questionnaire

To help improving our service to you, please kindly fill in the questionnaire about the waiting in the clinic, and return it to the collection box.

Your comments and suggestions would be appreciated. Thanks.

AGE: 






SEX:
M/F

Time spent in the clinic before doctor consultation: 

 minutes.
Satisfaction towards the waiting:


· Very satisfied

· Satisfied

· No comment

· Dissatisfied

· Very dissatisfied

Have you booked by the phone?

□
Yes



□
No

Any comments/suggestions for improvement:

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

Audit Reference Number:




CUMULATIVE FIGURES

Practice Management Audit –

on Waiting Time for Doctor Consultation
Data Cycle: 1st /2nd 
Date of Data Collection:





Total number of patients attended 







Response rate of the Questionnaire 






	
	
	Percentage %

	WAITING TIME
	<5mins.
	

	
	5-15mins.
	

	
	15-30mins.
	

	
	30-60mins.
	

	
	>60mins.
	

	SATISFACTION RATE
	Satisfied
	

	
	No comment
	

	
	Dissatisfied
	


Average waiting time:






Summary of patients’ comment and suggestions:

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

INTER-PRACTICE VISIT AS A CLINICAL AUDIT
Introduction 

Inter-practice visit is an on-site assessment of the structure, organization and management of a clinic practice.  It is a form of peer group assessment.  Inspection and recommendation from the peer group can improve the service.  The peer assessors can also see the practice of other doctors and learn from the experience.  

Principle

The aim of the inter-practice visit is to encourage member to review his own standard and make effort for improvement.  There is no absolute standard.   The doctor’s present status is used as the baseline.  The status of his/her practice should be upgraded after this activity.
Methodology

Three to four doctors interested in this inter-practice visit activity may form a group, among which inter-practice visits are arranged.  A doctor will pair up with another member to visit the third member of the group and in return will offer his/her clinic to be visited by two group members.  e.g. Doctor A and Doctor B will visit Doctor C; Doctors B and C will visit Doctor D… etc.  In return, Doctor A will be visited by either Doctors B and C or Doctor C and Doctor D and so on. 
Evaluation

A standard form will be used.  The "Practice Assessment Package" published by the College is the full assessment version and can be obtained separately from the College Secretariat.  A simplified version is enclosed here for those who want to try out the inter-practice visit before embarking onto the full assessment.  The visiting doctors will assess the clinic and the medical records using the standardized assessment form and will give relevant comments and suggestions by consensus at the end of the visit.

Response

The host doctor can then formulate his/her improvement plan from the suggestions and also from the observations he/she got from visiting other members' clinics.

Monitor progress 

A second visit will be arranged by same visiting doctors at a later date to assess improvement.  A copy of the completed assessment forms and the host report should be sent to the QA&A committee before the time limit for assessment.  

In the Report, you should comment on the following:

a. Your areas of strength and subjects of weakness

b. Things you learnt from the exercise

c. How does this exercise influence your way of practice, or how have you improved?

Audit reference number: _______________

ON SITE ASSESSMENT FORM 

Inter-Practice Visit
	
	Comments by Consensus

Good [G], 

Satisfactory [S]

Below standard [P]

Not available [N]

	
	1st Visit
	2nd Visit

	Date of visit
	
	

	Practice Layout and Facilities
	
	

	1. Facilities for the handicapped  
     (e.g. Can a wheelchair enter the consultation room)
	
	

	2. Cleanliness and tidiness
	
	

	3. Facilities of patient education 
      (e.g. Pamphlet, poster, notice, etc.)
	
	

	4. Weight & Stadiometer
	
	

	5. Adequate and comfortable sitting area

	
	

	6. Adequate partition for patient privacy
	
	

	7. Nurse uniform
	
	

	Instruments & Equipment
	
	

	8. Autoclave and sterilization equipments
	
	

	9. ECG in the clinic
	
	

	10. Peak flow meter/spirometer
	
	

	11. Nebulizer
	
	

	12. Standard visual & acuity chart
	
	

	13. Others
	
	

	Practice Organization
	
	

	14. Computerization
	
	

	15. Practice Manager
	
	

	16. Proper sharps disposal 
	
	

	Staff Management
	
	

	17. Staff meetings
	
	

	18. Written job description
	
	

	Crisis Management
	
	

	19. Written Practice Guidelines
	
	

	20. Updated emergency bag
	
	

	Database Management
	
	

	21. Efficient retrieval system (<2 minutes)
	
	

	22. Age-sex register
	
	

	23. Disease register
	
	

	24. Database security against assess by unauthorized persons
	
	

	25. Recall system
	
	

	Medical Records

(by retrieving at least 10 record cards/folders at random)
	
	

	26. Legible writing
	
	

	27. Complete personal information
	
	

	28. Past history/family history
	
	

	29. Smoking/drinking history
	
	

	30. Allergy history
	
	

	31. Drug history
	
	

	32. Immunization history
	
	

	33. Family pedigree
	
	

	34. Overall Content of Record
	
	

	35. Problem list
	
	

	36. Screening check list
	
	

	Drugs and Stock Management
	
	

	37. Drugs in adequate order
	
	

	38. Refrigerator
	
	

	39. Proper vaccine storage
	
	

	40. Expiratory date checks
	
	

	41. Standard drug labeling
	
	

	Dangerous Drugs Management
	
	

	42. Locked dangerous drugs
	
	

	43. Dangerous Drug log book
	
	


Comments by Visiting Doctors 
______________________________________________________________

______________________________________________________________

______________________________________________________________

______________________________________________________________

______________________________________________________________

______________________________________________________________

______________________________________________________________

First Visiting Doctor's Audit reference number: ____________________

Signature: ____________________________________________________
Second Visiting Doctor's Audit reference number: __________________

Signature: ____________________________________________________
You may add other items on a separate sheet if you like.
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