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Abstract

BACKGROUND: An assessment of the extent of Foundation Doctors’ involvement in clinical audit and actual or perceived barriers to their completion
within normal working hours.

METHOD: Questionnaire of 119 Foundation Doctors in a South East England Hospital NHS Trust, July 2008.

RESULTS: 92 of the 119 trainees responded (77.3%). The majority of F1 and F2 doctors had attempted 1-2 audits (73.7% and 65.7% respectively).
30.2% and 58.5% of all attempted audits were completed by F1s and F2s respectively. Thirty-three (57.9%) Fls and ten (28.6%) F2s failed to complete an
audit. Trainees disagreed that audits can be completed within working hours (mean score 2.1 on a scale of 1-5) and that they could undertake audits in
their areas of specialist interest (mean score 2.6).

CONCLUSIONS: A large number of Foundation Year doctors did not complete audits. Confusion as to the definition of “audit” and “completed audits”,
and a conflict of interests between the audit departments and trainees, were barriers to audit completion and satisfaction among trainees. Audit
departments, clinical leads and trainees need to work together to perform audits during working hours that are of clinical interest in order to improve
clinical standards and benefit patients, junior trainees and senior clinicians.

INTRODUCTION

The Foundation Programme'*3

is a 2-year, ubiquitous,
vocational curriculum undertaken by newly qualified doctors
wishing to proceed onto speciality training in the United
Kingdom (UK). Since 2006, Foundation Year Trainees in the
UK have been required to complete one clinical audit during
their two year programme. We review the practice of audit and
doctors’ attitudes to the difficulty in performing audits at a
National Health Service (NHS) hospital trust comprising three

hospital sites in the South East of England.

The Foundation Programme demands that Foundation Year
Trainees are able to consider the relevance of clinical audit and
describe the audit cycle with regard to developing patient care,
clinical governance and risk management. They are expected to
undertake a clinical audit and recognize how it relates to the
improving  clinical standards and addressing clinical

governance'.

Clinical audit can be defined as the process of reviewing the
delivery of care to identify deficiencies so that they may be
remedied’. Whilst it was initially used in assessing medical
practice against local standards, audit ‘has evolved conceptually
as a mechanism through which evidence-based guidelines can

be introduced into routine clinical practice”.

Apart from fulfilling the requirements of the syllabus, reasons
for audit include professional education and the opportunity to

6

improve patient care®. Barriers to audit might include:

disagreement amongst professionals as to what constitutes a
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good audit’; organisational impediments; and a lack of
6

resouces’.

This study therefore sets out to investigate the level of audit
activity in a hospital trust in South East England amongst all
Foundation Year Trainees. Importantly it will also assess
doctors’ attitudes and views towards the audit process and

perceived or actual barriers to their completion.
METHOD

Questionnaires were sent to all Foundation Year 1 (F1s = 63 in
total) and Foundation Year 2 (F2s = 56 in total) Trainees in the
trust (119 doctors). The study group involved trainees in the
Foundation Programme from 31°* July 2007 to 30* July 2008.
Doctors who had been transferred out of the trust were not
included in the study. There were no doctors who had
transferred into the trust and were in the Foundation

Programme.

A study representative at each of the 3 hospital sites was tasked
to distribute the questionnaires. Trainees were asked to
complete the questionnaires in an informal setting and to return
them directly to the site representative. The study environment
was variable, and questionnaires were distributed and
completed on the wards or at group teaching sessions.
Participants were given the choice of completing and
submitting their form immediately, or submitting it at a later
date. Data collection was commenced 11 months after the
trainees had commenced employment in the trust and

concluded after 2 weeks. This was invoked as many trainees
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were clearing annual-leave requirements towards the end of
their hospital posting, and the consensus that very few audits
would be officially completed at that stage of training in the

summer.

Questions were drawn from previous studies to the barriers to
audit in our Trust. In the first section of the questionnaire,
participants were asked about: “the number of all audits
attempted or applied for”; “the number of new audits
attempted or applied for”; “the number of audits completed
and presented so far”; and “the number of audits started but

never completed”.

The second part of the questionnaire assessed subjective
opinions on barriers to completing audits. Participants were
asked to rate the following 5 statements on a comparative scale
of 1-5 (1 being “strongly disagree” and 5 being “strongly
agree”): “The audit department is helpful in approving audits”;
“senior staff are helpful in involving me in audits”; “I can
complete audits within official working hours”; “most audit
opportunities are in my area of interest’; “most audit
opportunities are of clinical value”. Results were collated and
tabulated and presented at local meetings where feedback was

received.

RESULTS

Ninety-two out of a possible 119 (77.3%) Foundation Year
Trainees completed the questionnaire (57/63 - Fls, 35/56 -
F2s). There were 106 total attempts at audit for the F1 trainees
and 65 total attempts for the F2s. Most trainees had attempted
1 or 2 audits in their respective year (42 Fls at 73.7% and 23
F2s at 65.7%). 5 Fls (8.8%) and 3 F2s (8.6%) had neither
attempted nor applied for any audits. Ten Fls (17.5%) and 9
F2s (25.7%) had attempted more than 2 audits (Table 1).

Table 1: Number of audits attempted by trainees
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The results for the total number of completed audits (i.e. an
audit that included data collection, analysis and formal
presentation to the respective department) are summarized in
Table 2. For Fls, 32 out of a total 106 attempted audits were
completed (30.2%), this percentage rising for F2s (38/65;
58.5%). Thirty-three (57.9%) F1s and 10 F2s (28.6%) failed to
complete any audit, with a number able to complete one audit
presentation in the year: 18 F1s (31.6%) and 16 F2s (45.7%).

Table 2: Number of audits completed by trainees

Number | Fls F2s

of

complete | Number | Percentage | Number | Percentage
d audits (%) (%)

0 33 57.9 10 28.6

1 18 31.6 16 45.7

2 5 8.8 6 17.1

3 0 0 2 5.7

4 1 1.7 1 2.9

Total 57 100 35 100

With respect to new and original audits attempted by trainees,
this was achieved by 66.7% of F1s and 74.3% of F2s (Table 3).
There was no formal data on the number of audit loops being

closed.

Table 3: Number of new audits designed by trainees

Number | Fls F2

of new

audits Number | Percentage | Number | Percentage
attempted (%) (%)
or applied

for

0 19 33.3 9 25.7
1 25 43.9 19 54.3
2 9 15.8 3 8.6
3 1 1.75 2 5.7
4 1 1.75 2 5.7
5 2 3.5 0 0
Total 57 100 35 100

Number of | Fls F2s

all audits

applied for Percen Percen
oFr) P Number (Ojo)ce 8¢ | Number (Ojo)ce 1age
attempted

0 b) 8.8 3 8.6

1 21 36.8 17 48.6
2 21 36.8 6 17.1

3 3 5.3 3 8.6

4 2 3.5 5 14.3

5 4 7.0 0 0

6 1 1.8 0 0

7 0 0 1 2.8
Total 57 100 35 100
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With regard to barriers to completion of audits (Table 4),
results were notably equivocal for “helpfulness of the audit
department and senior staff” (both averaging 3.1 on the
comparative scale of 1-5), and “the clinical value of the audits
available” (mean score 3.2). The mean score for “completing
audits within official hours” was 2.1 with a similar trend
observed in “the audits available in an area of interest” (mean
score 2.6).
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Table 4: Trainees’ experiences with audit
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Statement Score§ Total responses
1 2 3 4 5
Audit department is helpful | Percentage % 9.1 12.5 44.3 22.7 11.4 100
Numbers 8 11 39 20 10 88
Mean score 0.1 0.3 1.3 0.9 0.6 3.1
Senior staff are helpful Percentage % 15.4 20.9 23.1 22.0 18.7 100
Numbers 14 19 21 20 17 91
Mean score 0.2 0.4 0.7 0.9 0.9 3.1
Audit completed in working | Percentage % 46.2 22.0 16.5 8.8 6.6 100
hours Numbers 42 20 15 8 6 91
Mean score 0.5 0.4 0.5 0.4 0.3 2.1
Audits in the area of interest | Percentage % 18.7 30.8 25.3 17.6 7.7 100
Numbers 17 28 23 16 7 91
Mean score 0.2 0.6 0.8 0.7 0.4 2.7
Audits have clinical value Percentage % 7.7 18.7 30.8 34.1 8.8 100
Numbers 7 17 28 31 8 91
Mean score 0.1 0.4 0.9 1.4 0.4 3.2
€Key: 1= strongly disagree; 2=disagree; 3 = equivocal; 4 = agree; 5 = strongly agree

NB: Some forms were incomplete, and therefore responses may not add up to 92.

CONCLUSIONS

Although audit is well established to be beneficial in improving

7, this study suggests that trainees under-

clinical practice
perform against the curriculum of the Foundation Programme.
Historically, the level of audit activity amongst doctors has been
low; for example, McCarthy (1997) demonstrated that whilst
doctors see the conceptual value of audit, approximately one-
third only had presented their data at a pertinent audit
meeting®. These results have been replicated in numerous other
studies”'®!!, We believe that this data-set is the first available
for junior trainees who have undertaken the Foundation
Programme curriculum, with a good response rate of 77.3%,
and incorporates the contractual pressures invoked by a
(EWTD)-compliant

European Working Time Directive

Rota'?13

While the results show that the majority of respondents (>90%)
had attempted an audit, most significantly the majority of
audits that were started were not completed. A large percentage
of F1s (57.9%) and F2s (28.6%) failed to complete an audit at
all. Similar numbers have been reported, even among senior
pediatric trainees at registrar level, where one study
demonstrated that whilst audit activity was above 90%, only
16% had completed the audit cycle'®. One possible explanation
is that many trainees appear to have a sub-optimal
comprehension about audit and its process. Our consensus was
that some trainees attempted audits that were too large or
unmanageable, or even of insufficient quality, in striving to
achieve a peer publication from their work. When realized that
the publication value is poor, or that the audit design is flawed,

many trainees lose interest and fail to complete.

Another concept highlighted by this study is confusion over the
definition of a “completed audit”. For consideration of
completion of an audit, a trainee has to demonstrate both the

ability to collect the data and present it to among his peers in a
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formal meeting. This generally amounts to completion of 5 out
of the 6 stages of the audit loop”. Surgical morbidity and
mortality presentations had been considered audit by some
trainees, as they were termed by the trust as a “surgical audit”.
However, the overall clinical consensus is that they are not audit
but formative educational meetings because no systemic local or
national standards were employed for comparison. This poor

understanding of audit has been well described previously'.

Potential barriers to the completion of audit include some of
the issues raised in this study. In this sample, doctors were
equivocal about whether the barrier was the audit department
or lack of senior support. This reflected the variability of
experience as well as the lack of teaching of the purpose and
methods of audit in the undergraduate curriculum. They were
also equivocal about the clinical value of audits they had
completed. By comparison, a study in Leeds showed that less
than half of the 232 respondents were aware of subsequent
change in clinical practice and 27% felt it was “a waste of
time”’. However this study did not focus on the junior doctor

in the beginnings of their postgraduate training.

Trainees felt that an additional barrier to audit completion
included difficulty in completing audits within their working
hours. All Foundation Year Trainees in the trust were working
to a EWTD-compliant Rota during the year, where trainees did
not exceed 48 hours a week of on-site hospital clinical duties.
Trainees also found it difficult to undertake audits in their area
of clinical interest. Although part of the reason is circumstantial
- the Foundation Year Programme mandates that trainees rotate
around various core specialties - this may also reflect a lack of
understanding of what the audit cycle actually incorporates, and
how it is not formal research in itself’. Approval of audit
studies was also thought to be problematic because such
meetings only took place monthly with a pre-determined
agenda, and consequently, this meant that approval might take

several months to obtain for trainees who would actually be
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based in the trust for no more than 12 months in 3 different

specialty departments.

There were a number of limitations of the study, one being the
small sample size. Secondly, in asking trainees to rate each of
the six statements from 1 to 5, trainees who did not complete
audits tended to score 3 (neither agree or disagree), and as the
results above show, they represented a considerable proportion.
A larger sample size and a semantic differential scale (rating
responses between 1 and 7) might have been more discerning.
The fact that some trainees may have included “audits” which
on reflection did not meet the criteria for inclusion was not
only interesting but may also have distorted results. Finally,
audits that involved joint effort among trainees, but were
presented only by one of them in the absence of the others were
still regarded by some trainees to be “completed and presented”

by all of them.

This study has highlighted a number of issues which need to be
addressed for clinical audits to be successfully completed during
the Foundation Programme. The authors believe that poor
completion rates are most probably the result of poor
understanding of audit. Potential solutions include teaching
medical students concepts of audit; giving structured teaching
carly in the Foundation Programme; instituting regular audit
meetings; incorporating audit as part of contracted working
hours; defining audit more clearly among trainees and clinical
staff and encouraging more cooperation and integrative liaison
with the audit department to process audit proposals quickly
and efficiently. Additionally, doctors’ contractual pay-bandings
should reflect any out-of-hours work undertaken on audits that

improve clinical governance for their Trusts.

However, in spite of all these considerations, we speculate that
because trainees are only in each post for no more than 4
months during their foundation years, and with the restriction
of working hours, the expectation of foundation year trainees to
have undertaken and properly understood an audit cycle,
implemented change and closed the audit loop is unrealistic. It
would be more helpful to the trusts and trainees for audits to be
part of the specialty training programme onwards, where
trainees stay in a department for a longer time even as they

move fI'OHl one team to another.

Further studies might consider in detail the difficulties in each
step of the audit cycle' and explore: Foundation Trainees’ use
of the audit department; guidance from senior members of staff;
and perceived benefits in clinical practice. Ultimately, audits
must implement change'” and all truly successful clinical audits

should aid in some way to achieving our fundamental goal in
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medicine; that being the best clinical practice and best quality

of care.
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