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All clinicians are accountable for
what they do and must ensure that
they have the right skills and com-
petences to deliver care safely;
continuous professional develop-
ment therefore needs to help staff
maintain their skills and acquire new
ones. The requirement that all staff
(including consultants) in the NHS
are appraised has put this process on
a more formal footing. Self-regulation
of doctors is also taking a new direc-
tion with the implementation of the
revalidation process, in which doc-
tors are required to provide a ‘folder’

with information on performance
and regular appraisal. In this issue
of CGB, key changes in the General
Medical Council’s fitness-to-practise
procedures are outlined. Appraisal
in primary care and the use of 360°
appraisal also feature, as well as a
range of articles on clinical govern-
ance issues. In future issues of CGB
we would like to deal with infection
control, out-of-hours services and
extended roles; we look forward to
receiving your contributions on any
of these topics, as well as any relating
to quality of care.

The General Medical Council
reforms: making fitness to
practise fit for practice

Professor Sir Graeme Catto

President of the General Medical Council, Regent’s Place, 350 Euston Road,
London NW1 3]N, email reform@gmc-uk.org

The General Medical Council (GMC)
is in the process of implementing the
most comprehensive and extensive
reform of medical regulation in nearly
150 years, in order to deliver and
safeguard the highest standards of
medical ethics, education and prac-
tice in the interest of patients, the
public and the profession. We have
consulted extensively with both the
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medical profession and the public on
our fitness-to-practise procedures,
and we have worked hard to ensure
the reformed procedures reflect their
views.

The reformed procedures

Following a review of the GMC’s pro-
cedures governing fitness to practise,
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a new process has been implemented
from 1 November 2004. The most
significant changes are:

B The procedures will be divided
into two stages — investigation and
adjudication.

B The procedures will look at a
doctor’s fitness to practise in the
round.

B There will no longer be separate
streams for health, performance
and conduct.

B There will be a new measure —
warnings.

B There will be a new test.

The review identified an oppor-
tunity to streamline the procedures
in order to provide a more efficient,
transparent and independent
examination of a doctor’s fitness
to practise. The changes started in
May 2004 with the introduction of a
revised disclosure procedure, which
allows for more communication with
the doctor’s employers. Complaints
are now disclosed to the doctor’s
employer at an earlier stage in the
process, establishing a two-way flow
of information to determine the right
course of action. This provides both
the GMC and the employer with a
clearer overall view of the doctor’s
fitness to practise, and provides back-
ground information that previously
was not often available.

Investigation

There will be a single investigation
process, involving a single test. The
majority of case-work decisions will
be taken by case examiners or the
Registrar of the GMC. In cases where
there is a clear need to protect the
public interest, the case examiners
will be able to refer a doctor to an
interim orders panel (IOP). The IOP
will consider whether it is appropriate
to impose an interim order to restrict
or suspend the doctor’s right to
practise, pending a full investigation.

The case examiners will determine
at the conclusion of the investigation
whether a doctor should be referred
to a panel for a full hearing regarding
fitness to practise. In doing so they
will apply the following test:

The Investigation Committee or

case examiner must have in mind

the GMC’s duty to act in the public
interest, which includes the protection
of patients and maintaining public
confidence in the profession, in con-
sidering whether there is a realistic

prospect of establishing that a doc-
tor’s fitness to practise is impaired to
a degree justifying action on registra-
tion.

Warning

The new procedures allow the GMC
to issue a warning in those cases that
are not considered serious enough

to justify restricting the doctor’s
registration, but nevertheless require
a formal response from the GMC in
the interests of maintaining good
professional standards and public
confidence in doctors. A warning
may be issued at either the investiga-
tion or the adjudication stage when:

B there has been a significant depar-
ture from the guidance set out in
Good Medical Practice"; or

M a performance assessment has
indicated a significant cause for
concern.

Adjudication

Another important change means
that panels will be responsible for
hearing all cases that are referred
for adjudication. As part of the
separation of functions between
governance and adjudication, GMC
members will not sit on these panels.
Instead, independent panellists who
are appointed following a rigorous
assessment and training process will
be responsible for hearing cases. The

panels will consider the doctor’s
fitness to practise in the round,
applying the following test:

Do the findings we have made show
that the doctor’s fitness to practise is
impaired to a degree justifying action
on registration?

Where a panel finds that action on
a doctor’s registration is justified, it
will have the following options:

M erasure;

M suspension;

B conditional registration;
B undertakings.

Where a panel finds that a
doctor’s fitness to practise is not
impaired, it will have the option of
issuing a warning, which will have the
same effect as a warning issued at the
investigation stage.

Conclusion

The new procedures are designed

to form part of an effective and dis-
tinct wider framework for protecting
patients, including measures taken by
the NHS and other employers.

The latest information about our
reforms can be found on our website,
www.gmc-uk.org/cg, or by subscribing
to receive the GMC e-Bulletin, by
emailing reform@gmc-uk.org.
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360° feedback: how do perceptions of doctors’
attributes compare?
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B Doctors are increasingly interested
in their working relationships with
patients and colleagues. 360° feed-
back gives insight into these.

W This study analysed the views of
nearly 4000 patients and 3000
colleagues on doctor performance.

B Patients’ and colleagues’ views
appear to be more positive than
doctors’ views of themselves.

Background

The introduction of NHS appraisal
for doctors and the General Medical
Council’s proposal for revalidation
require doctors to provide evidence
of their working relationships with
patients and colleagues. 360° feed-
back asks a range of people who have
contact with an individual to com-
ment on that person’s performance. It
can be used alongside other measure-
ments, such as assessment, employee
surveys, performance appraisals and
coaching. It combines the different
strengths of these tools by assessing
against specified competencies,
drawing on more than one source of
feedback and increasing self-
awareness'. Work by Ramsey et al.”
shows that peer review of hospital
physicians by questionnaires is
feasible. However, Fletcher et al.’
warn that simply collecting feedback
from several respondents does not
make their observations more
accurate than those of one indi-
vidual; validity and reliability are
important.

Development of the
feedback tool

The 360° tool used in this study was
developed with the Scottish Council
for Postgraduate Medical and Dental
Education, and was tested in general
practices on Tayside. Focus groups
were held to advise on the design

of the questionnaire, at Trafford
General Hospital and Kidderminster
Hospital (now part of Worcestershire
NHS Trust). Statistical tests on the
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data collected with the tool since its
development in 1998 show its high
degree of reliability and good face
and content validity®.

The tool enables doctors to collect
information from their patients and
colleagues via two separate question-
naires. Respondents are asked to rate
on a scale how important a skill or
attribute is, and how well the doctor
performs in this area.

The patient questionnaire com-
prises 15 items covering the doctors’
interaction with patients. Examples
are:

B The doctor gives me enough time.

B The doctor explains if there are
any risks to the treatment.

B The doctor finds out what I might
be worried about.

The colleague questionnaire
contains 37 items in groups based on
headings from the General Medical
Council’s Good Medical Practice’
(technical skills, interpersonal skills,
team skills, and education and
research). Examples are:

B The doctor gives appropriate infor-
mation to patients and relatives.

B The doctor supports colleagues
when needed.

B The doctor communicates effec-
tively with all staff.

Doctors also complete a self-
assessment questionnaire.

A study of 360° feedback

We have analysed feedback given by
3867 patients and 2894 colleagues on
279 doctors working in hospitals and
general practice.

Doctors’ views of themselves
compared with those of patients
and colleagues

Doctors consistently scored them-
selves much lower on average on all
attributes than their patients and
colleagues scored them. To assess the
differences between groups, t-tests
were used. The variance in means
between the groups (i.e. between
patients and doctors or between
colleagues and doctors) was signifi-
cantly greater than the variance
within each group. This indicates
that the variance in doctor compared
with patient or colleague scores is
not due to random error. If the
doctors had scored themselves higher
than their raters had done, it would
raise concerns regarding their self-
awareness.

Box 1. Most important areas for colleagues and doctors

Both colleagues and doctors rated the following items on the colleague
questionnaire to be the most important:

e The doctor is clinically safe and competent.
o The doctor maintains confidentiality.
o The doctor acts appropriately in emergency situations.

o The doctor listens to me.

Box 2. Most important areas for patients and doctors

Both patients and doctors rated the following items on the patient
questionnaire to be the most important:

o The doctor speaks in a way that I can understand.

o The doctor tells me what she/he is going to do.

Vol. 5, No. 4
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The process was
valuable for my
development

The feedback was
consistent with other
feedback | have received

| would recommend
this feedback process
to a colleague

(e.g. in my appraisal)

Figure 1. Percentage of respondents (doctors) providing positive feedback in three

areas on the use of the study tool (n = 52).

Box 1 lists the items that col-
leagues identified as the most
important. These were also the areas
in which the doctors performed best
according to their colleagues, which
is good news for doctors.

Communication is the most
important aspect to patients in their
interaction with their doctor (Box
2); on average the doctors performed
very well here. More attention may
need to be focused on listening to
patients, as here performance was
slightly lower than on the other
two items relating to communica-
tion. This feedback emphasises the
importance of communication in the
patient—doctor relationship.

Feedback on the study
method from doctors

The tool was evaluated by asking
users for feedback. Of the 52 who
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responded, all found the process was
easily managed, did not take too
long and was cost-effective. They
would recommend it to a colleague
(Figure 1). Reports received by the
doctors were well presented, easy to

interpret and covered relevant topics.

Comments included ‘excellent’,
‘very reassuring’ and ‘solved a great
headache’. These positive findings
fit with those of Geake and Gray® on
people’s experiences of using 360°

feedback.

Conclusion

The doctors in this study under-
estimated themselves compared with
how their patients and colleagues
perceived their performance. How-
ever, it must be stressed that doctors
using 360° feedback are likely to be
enthusiasts and may not be repre-
sentative of the profession as a whole.
At a time when increasing emphasis
is being placed on doctors to provide
evidence of patient and colleague
relationships, 360° feedback is an
easy means of acquiring that informa-
tion from a number of sources.
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Appraisal and revalidation:

how bmjlearning.com has helped

Kieran Walsh

Editorial Registrar, bmjlearning, BM] Knowledge, BMA House, Tavistock Square, London WCI1H 92JR, email kmwalsh@bmjgroup.com

W Primary care professionals can use
a learning website to assess their
training needs.

B An assessment of learning needs is
the first step in learning.

W The ability to make a personal and
professional development plan
online helps users plan and record
their learning; it can also ultimately
help in the revalidation process.

B Any e-learning site must be secure
so that users can be reassured that
confidentiality is maintained at all
times.

Appraisal and revalidation for health
professionals will start formally in
2005. However, doctors have been
collecting information to inform this
process for over a year now. There
were concerns that appraisal and
revalidation would be used to judge
and possibly condemn performance,
and also that health professionals
would not engage in the process.
Many worried that the primary aims of
encouraging personal and professional
development would be lost'.

Against this background, the
BM] started to think about learning.
In November 2003 it launched
bmjlearning.com — an online resource
to help primary care professionals
with their appraisal and revalidation.
The idea was that if professionals
have access to learning resources
based on the best available evidence,
they will be able to improve quality
of care. If they could record their
learning systematically, they would
feel more confident about appraisal.
We have learned a great deal from
setting up the website.

When choosing a learning website,
primary care professionals place high
value on:

B confidentiality;

B the ability to access learning needs
assessment tools;

M the ability to make a personal and
professional development plan
online;

M the availability of independent
evidence-based learning resources.
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Aims and objectives of
bmjlearning.com

The broad aims of bmjlearning.com
were to set up a learning website to
help health professional with their
learning and as a result to improve
the care that patients receive.

The specific objectives of
bmjlearning.com were to set up a
website that would:

M engage users in the process of
appraisal and revalidation;

B be confidential;

M provide users with the tools with
which to assess their learning
needs;

M enable users to make a personal
and professional development
plan;

M give concrete examples to users
of the professional standards they
should aim to achieve;

M provide independent evidence-
based learning resources;

B tell users about courses and con-
ferences that are going on near
them;

M reduce the paper mountain of
forms.

Engaging users in the process of
appraisal and revalidation

Since November 2003, 19,700 users
have registered with the website. The
number of newly registered users con-
tinues to increase at a rate of about
30 per day.

The feedback has been over-
whelmingly positive and there has
been a large amount of it (at the time
of writing 9074 individual pieces of
feedback to the site). Unlike other
sites, we do not insist that our users
give feedback but we do encourage
them to do so. Our user groups have
told us that they would like to be able
to give unstructured feedback — to
say whatever they want, in whatever
way they want to. Our support team
capture all the feedback and publish
it on the site as long as it does not
libel anyone or give dangerous
advice.

Vol. 5, No. 4

We evaluate all the feedback and
use it to inform further commis-
sioning. We use it to decide what our
users want to learn about and in what
format they would like the material
to be provided. To this extent we
have successfully engaged users in the
process of appraisal and revalidation.

One of the unexpected features
of bmjlearning.com is the large
number of overseas users. We have
users from all continents and from
126 different countries. This inter-
nationalism has enriched the site as
different users have given their own
national and cultural perspectives
on medical and ethical dilemmas.
Another unexpected benefit is that
practice nurses and managers are
using the site. They also enrich the
site by offering their interdisciplinary
perspectives. We are currently
working on the site to make it more
welcoming to interdisciplinary users.

The content and nature
of the website

Confidentiality

We have been able to guarantee
users of the confidentiality of the
site, although they can of course
show their appraisers their plan and
record it if they want. Users can thus
be honest about their learning needs
and their plans. We use passwords to
ensure that no one else can see their
needs or plans. The passwords are
highly secure: the chance of someone
correctly guessing one is less than one
in two billion.

Learning-needs assessment tools
We provide the seven main types

of learning needs assessment tools
online’. Examples of these include
doctors’ educational needs, patients’
unmet needs and 360° appraisals
(Box 1 shows how this is done online
in the case of the last). We advise
users that there is no definitive needs
assessment tool and that they should
try more than one. We advise that
different types of tool (ideally some
subjective and objective ones) would



How to start

organisations.
Collating the replies

Consider these questions:

o What key points have arisen?
o Are there any patterns?
e How do you feel about the feedback?

e Do you think the feedback is fair?

personal development plan?

Box 1. Learning need assessment: 360° appraisal

Peer review involves getting feedback on your work from your colleagues. In
a 360° review you get feedback from all the people you have contact with at
work. It is a good way to get insight into how you work and behave. You may
feel awkward, but many people find it a positive experience.

By having a full circle of mostly anonymised feedback, the results are more
valid and representative of the experiences of everyone you work with.

You can use the feedback to identify your learning needs.

Aim to get feedback from 5 to 11 people. Approach a mixture of colleagues,
not just those you know well or are comfortable working with. Include a wide
range of staff, such as junior and senior colleagues, and peers from other

Once all the forms have come back, you can start looking at the feedback.

o How does it compare with how you see yourself?

e Does it ring true or are you surprised with the replies?
o What areas do you want to discuss at your appraisal and include in your

give a better overall picture of knowl-
edge gaps. Learners can thus move
seamlessly from assessing their needs
to planning their learning.

Personal and professional
development plan

We set up a personal and professional
development plan on the site so that
users can state their learning needs
and how they plan to achieve them.
Users can add learning resources

to their plan, and when they have
achieved their learning goals they can
close this aspect of the plan.

Concrete examples of professional
standards

We explain to users that appraisal

is based on the seven headings set
out in Good Medical Practice’, which
are divided into 18 subcategories by
the Royal College of General Practi-
tioners (RCGP)*. We explain to users
how the RCGP defines an excellent
doctor and an unacceptable one, and
give concrete examples of excellent
and unacceptable practice.

Learning resources
There are 103 learning modules on
the site. All of them are independent

of commercial funding. Where pos-
sible, the learning modules are based
on:

B clinical evidence;

B clinical quality indicators in the
new general medical services con-
tract’;

W guidelines from the National
Institute for Clinical Excellence
(NICE);

B the national service frameworks.

We offer different types of learning
module — some that will suit users
who enjoy reflective learning and
some for users who want hard facts.
Some modules are very interactive
and have multimedia features but
others are quite simple and easy
to use. The variation in style and
content of the learning resources has
enabled us to attract many users.

Courses and conferences guide
Most people do not want to do all
their learning online. In view of this
we built a guide so that users would
be able to find out what learning
events are going on near them. We
have an average of 200 learning
events on the site.
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Reducing the mountain of paper
forms

Users can assess their learning needs,
plan their learning and then learn
online. They can keep an entirely
electronic record of all of this.

Feedback and review

We have received a lot of feedback
from our users stating that they
have learned new knowledge, skills
or attitudes as a result of using our
modules and that what they have
learned has changed their practice.
Many users asked us for an additional
feature whereby they can record
how their learning has changed
their practice, and so we added this
feature.

We ask patients to review learning
modules to ensure that they deal with
issues that are important to patients.
We ask primary care professionals
to review modules to check that
they use language that is used and
understood in primary care. We also
ask specialists to review modules
to ensure that they cover common
errors that are made in treating cer-
tain diseases.

Lessons learnt

We have learned many lessons but
the most important one is to base the
site around the needs of patients and
learners and their communities — so
far this has been a successful guiding
principle®.
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Investigating services for palliative care
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M Health and social care professionals
represent a vital source of infor-
mation in relation to problems in
the delivery of services. They can
also indicate ways in which services
might be improved.

M Focus groups provide a means of
rapidly obtaining this information.
The interactive and dynamic nature
of discussions forces participants
collectively to address issues which
might cross disciplinary and agency
boundaries.

M This leads to a more comprehensive
understanding of current services
and facilitates a needs-driven,
patient-focused approach to service
development.

M A key problem exposed in this
study of palliative care was inade-
quate coordination of care between
professionals and settings. Another
was the avoidable use of acute and
hospice beds, which was linked to
delays in assessment, difficulties
in accessing equipment and inade-
quate out-of-hours care. Crucially,
such problems were seen as having
an adverse effect on service users’
experiences of care.

Background

The National Institute for Clinical
Excellence (NICE) has now intro-
duced guidance on the development
and improvement of services for
those individuals with cancer who
require palliative care'. The produc-
tion of this guidance was a response
to concerns about palliative care
services and an awareness that across
the country there were variations

in the ways in which services were
delivered”.

Independent of this guidance,
health and social care professionals
covering the population served by
Central Cheshire Primary Care Trust
(PCT) were aware that there might
be a need to improve the delivery of
local services for palliative care. How-
ever, although some concerns about
current services had been expressed
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(e.g. the possible avoidable use of
acute and hospice beds) and some
options for service developments
had been proposed (e.g. an expanded
use of care homes), staff were aware
that they needed a better and more
comprehensive understanding of
both the nature and likely causes of
any problems that were affecting the
delivery of care. They would then
be better placed to ensure that any
developments in local services that
were introduced were targeting local
needs and problems, regardless of
whether or not these developments
were driven by national guidance or
local lobbying.

Hence, the overall aims of the
project described here were:

B to undertake a baseline appraisal
of the nature, efficiency and
adequacy of existing services
for palliative care, from the
perspective of both a user and
professional;

M to obtain an initial assessment
of how any problems which were
affecting the current delivery of
care might be tackled.

Methods

Focus groups with health and social
care professionals responsible for

delivering services for palliative care
were seen as the best way of quickly

obtaining a broad understanding of
current problems and potential ways
forward. The choice of method was
also influenced by the resources and
time available for the study.

From May through to July 2003,
five focus groups were undertaken
with staff responsible for delivering
care in:

M patients’ homes (two focus groups
with staff subdivided according to
whether they provided care in the
north or south of the PCT);

M the acute trust;

M the local hospice;

B local care homes.

Box 1 lists the topics that were
discussed. In the absence of direct
contact with service users, focus
group facilitators stressed that staff
should act as ‘advocates’ for service
users.

Results

Around 12 professionals participated
in each focus group. Table 1 sum-
marises the key themes that emerged
during discussions. Many themes
were common to all groups and so
might be regarded as ‘whole system’
concerns. The issues highlighted were
seen as having an adverse effect on
the efficient and appropriate delivery
of services. For example, delays in

service geographically remote).

appropriate, use of services.

Box 1. Topics addressed during focus group discussions

o The types of palliative care needs that they aim to meet.

o The extent to which there is avoidable use of existing services (e.g. patient
care needs could be met in another setting) and the causes of avoidable use.

e The extent to which there is limited access to, or under-utilisation of,
appropriate care options (e.g. lack of capacity, shortage of skilled staff,

o The nature and scale of any unmet need for care (e.g. characteristics of
individuals for whom access could be improved).

o Possible strategies/service options for reducing avoidable, and increasing

o The extent to which existing (or proposed) service options meet (would
meet) patient and carer assessments of the care and services that they need.
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Hospice

Delays and repetition
in the completion of
multidisciplinary health
assessments

Difficulties in obtaining
equipment for care at
home

Problems in accessing
services out of hours

Inadequate funding for
social care at home

Table 1. Perceived problems affecting current services, by care setting

Acute hospital

Delays and repetition
in the completion of
multidisciplinary health
assessments

Difficulties in obtaining
equipment for care at
home

Problems in accessing
services and avoidable
acute admissions out of
hours

Inadequate funding for
social care at home

Care home

Delays and repetition
in the completion of
multidisciplinary health
assessments

Difficulties in obtaining
equipment for care at
home

Problems in accessing
services and avoidable
acute admissions out of
hours

Patients’ home

Delays and repetition
in the completion of
multidisciplinary health
assessments

Difficulties in obtaining
equipment for care at
home

Problems in accessing
services and avoidable
acute admissions out of
hours

Inadequate funding for
social care at home

assessment processes, and difficulties
to extend patients’ stay in acute and were raised.
hospice beds. In addition, inadequate

out-of-hours care was seen as a cause Discussion

experiences of care. The quotes in
in accessing equipment, were thought ~ Box 2 illustrate the concerns that

of avoidable acute admissions. Pos-
sibly of greater importance, however,
was the view that such service prob-
lems were adversely affecting users’

The focus group approach pro-

vided a rapid means of obtaining a
‘whole systems’ assessment of prob-

adversely affecting users’ experiences of care

Delays in multidisciplinary health assessments
It [the assessment process] is supposed to take three working days ... it
has been up to six weeks ... the [patient’s] condition may have changed, so

with their friends ... they are stuck in care with people dying around them.
Repetition in assessment processes

then social services come in and they have to go through it all again.
Difficulties accessing equipment for home care

A woman ... was actually desperate to come home for her birthday ... [but]
delivery [of a hospital bed] was delayed ... and she actually died before she
was able to get home.

Problems with care out of hours

family not coping possibly [and thinks] ‘right, we’ll get them back into hos-
pital’.

Inadequate funding for social care at home
put in if people go home ... £68.25 doesn’t go very far.

Inadequate awareness of service options

He [the patient’s husband] firmly believed that there was going to be this
24-hour service because of the way it is explained by the people who aren’t
familiar with the services ... it’s the way they [the patients] interpret things
and doctors are well known for not being careful when they explain these
things.

Box 2. Ways in which current problems were described as

whereas before they may have been able to get back out to a more normal life

I think it is difficult for the patients who have to go through it all with us and

The locum comes out who doesn’t know the patient, sees someone distressed,

The frustration I have is that we are limited in terms of what support we can
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Inadequate user and
professional awareness
of service options

lems that were seen as affecting the
delivery of palliative care services. A
large number of staff, from differing
professions, agencies and settings,
participated in the exercise and they
welcomed the opportunity to con-
tribute to the potential development
of services in this way. Moreover,
the format of focus group discussions
forced professionals jointly to address
issues that crossed disciplinary and
agency boundaries and, as a result, a
more comprehensive understanding
of current services and service prob-
lems was obtained. The views of
service users were not obtained
directly; these will need to be ascer-
tained in our on-going work in this
area.

The results of such a study might
reinforce existing concerns about
services. In this case, prior concerns
about the avoidable use of acute
and hospice beds were confirmed:
the main causes of this problem
were seen as delays in assessment
processes, poor access to equipment,
and inadequate out-of-hours services.
The results were also in keeping with
the issues highlighted in the current
NICE guidance: for example, the
need to improve the coordination of
care between professionals and across
agencies and settings'.

The results can also increase
the commitment of staff to the
introduction of measures to tackle
current problems. Box 3 lists some
of the ways in which focus group
participants thought current services
could be improved. NICE guidance
offers further suggestions. These
inputs are now being used by local
professionals responsible for the
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Box 3. Suggested ways of improving current services

o Full implementation of the ‘care pathway’ approach to delivering care
during the final stages of life.

o Greater use of multi-agency and multidisciplinary case conferences.
o Earlier identification of patient preferences about care.

o Earlier planning for hospital discharge.

o Improved information for patients about current services.

o Implementation of the single assessment process.

o Introduction of multi-agency and multidisciplinary sessions to raise aware-
ness and provide education.

able bed use caused by delays in
assessments and in accessing equip-

development and implementation
of action plans to tackle current

problems. ment.
Finally, targeted audits would
help to quantify the scale of prob- Conclusion

lems highlighted by focus group
analysis. Participants suggested the
use of audits to quantify the avoid-

This study allowed the adoption
of a needs-driven, patient-focused

approach to service development.
To complete the audit cycle, future
studies will be required to evaluate
the effects of those service changes
that are implemented. These studies
should aim to incorporate direct
inputs from service users.

References

1 National Institute for Clinical Excellence.
Guidance on Cancer Services. Improving
Supportive and Palliative Care for Adults
with Cancer: The Manual. London: NICE,
2004. Available at www.nice.org.uk/pdf/
supppalldraftmanual.pdf

2 Department of Health. The NHS Cancer
Plan. London: DoH, 2001. Available
at www.doh.gov.uk/cancer/
cancerplan.htm

Integrating qualitative and quantitative
principles in audit: from theory to practice
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B Audit projects can effectively com-
bine qualitative and quantitative
components.

M If audits are to be the structural and
functional cornerstone of clinical
governance, they should address
clinically relevant topics (as in this
audit — determinants of violence by
patients in psychiatric wards).

M Multidisciplinary staff input in both
the conceptualisation and conduct
of audits provides an invaluable
opportunity for mutual learning and
professional development.

Audit is at the heart of clinical
governance. It is a process that is
aimed at improving the quality of
patient care'. Despite this ideo-
logical emphasis on quality, audits
often focus on quantitative aspects
of the structure, process or outcome
of patient care and can be primarily
number-crunching exercises. The
audit reported here illustrates how
qualitative and quantitative aspects
can be effectively combined within a
clinically relevant context.
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Violence is commoner among
people with psychiatric disorders
than in the general population and
is naturally a matter of concern to
professionals and carers, as well
as clients themselves and wider
society””. Violence can be defined as:

a situation in which a mental health
service user is either actively vio-
lent (e.g. attacking others, breaking
objects) or on the brink of being so
(i.e. violence is imminent).*

Various studies have highlighted the
role of the physical environment

of psychiatric wards (such as over-
crowding and low autonomy) and
the social organisation as potentially
important mediating factors in vio-
lence by inpatients™’.

Method

We audited 28 physical environ-
mental characteristics of 11 inpatient
units at the Queen Elizabeth Psychi-
atric Hospital in south Birmingham:
four general adult wards, three old
age wards and four specialist wards —
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an intensive care unit (ICU), a
deaf unit, an eating disorders unit,
and a mother and baby unit. The
selection of the 28 environmental
characteristics (see legend to Figure
2) was based on those used by

the Royal College of Psychiatrists’
national audit, conducted in

1998*. They covered, for example,
cleanliness, lighting, space, privacy,
ventilation, noise, smoking and non-
smoking areas, exits, alarms and
temperature.

The method of audit is outlined in
Figure 1. Two teams conducted the
audit, by completing a questionnaire
that presented the 28 standards.
Team A comprised a staff nurse,

a nursing assistant and a patient;
they subjectively assessed whether
the 28 standards had been met.
Team B comprised two doctors; they
objectively assessed whether the
standards had been met according

to the criteria set out by the Royal
College of Psychiatrists*. Raters could
also record comments and opinions
on the questionnaire, from which the



Checklist based on Royal College of
Psychiatrists’ national audit

Y

28 standards

11 wards rated

/ N

Team A — Team B —
Subjective ratings Objective ratings
Staff nurse Two doctors
Nursing assistant
Patient

Rated by each as met/not met
separately and then consensus
reached

Y

Results analysed
qualitatively and quantitatively

Figure 1. Method of audit.
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qualitative data were extracted. Team
members made separate ratings and
then agreed a consensus rating.

We used the Formic program for
analysis of results. This software facili-
tates the accurate capture of large
amounts of data and the efficient
transfer of information from forms to
computer systems.

Results

Qualitative results

The specialist wards and old age
wards were cleaner and friendlier
than the general adult wards. General
adult wards were the least clean,
while two of the specialist units

(the deaf unit and the mother and
baby unit) were the cleanest. One
staff nurse on a general adult ward
described it as ‘smelly, unfriendly and
poorly designed’.

The ICU had unimpeded sight
lines, whereas on the other wards the
exit and entrance could not be seen
from the nursing office. None of the
wards had a specified reception area.
The open-plan design of one of the
three old age wards and of the ICU
gave a perception of space. Except for
the ICU, none of the other wards had
an allocated safe area for severely dis-
turbed people. On most of the wards,
sleeping and day areas were separate.
However, none of the wards had
single-sex day areas and there was
inadequate quiet space for staff and
patients — particularly in the general
adult wards.

There was gross inadequacy in the
provision of privacy for patients. The
only ward to provide all single rooms
was the mother and baby unit. One
patient on that unit described it as
‘home away from home’. Quiet rooms
and activity rooms were also often
used for ward rounds and staff hand-
overs. Few wards provided locked
wardrobes for the storage of personal
belongings.

Quantitative results

Across all 11 wards the proportions
of the subjective ratings of team A
(i.e. 33 ratings for each of the 28
standards) that indicated that the
standards had been met were highest
for the following:

M separate sleeping and day area
(98%);

B non-smoking areas (90%);

W access to external space (90%).

They were lowest for:
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Figure 2. Comparison of subjective (team A, three raters) and objective (team B, two
raters) results: percentage of ratings across all 11 wards that indicated the standard
had been met. Standards: 1, cleanliness; 2, friendly; 3, natural daylight; 4, perception
of space; 5, separate sleeping and day area; 6, non-smoking area; 7, access to external
space; 8, unimpeded sight lines; 9, well planned reception area; 10, separate areas for
patients with police escort; 11, single-sex and mixed-sex areas; 12, adequate privacy;
13, separate ‘safe area’; 14, ventilation; 15, noise levels; 16, overcrowding; 17, quiet
areas; 18, smoke rooms; 19, activity areas; 20, single bedrooms; 21, safety of belong-
ings; 22, appropriateness of ward design; 23, staff privacy; 24, exit within sight; 25,
accessible alarms; 26, accessible doors; 27, safety of objects; 28, temperature control.

W well planned reception area
(29%);

M separate areas for patients with
police escort (19%);

M single- and mixed-sex areas (16%).

According to the doctors’
consensus rating (i.e. the objective
assessment), eight of the 11 wards
were clean, nine were friendly, eight
smelled pleasant, six had adequate
natural daylight, six had fresh air and
adequate ventilation, nine gave the
perception of spaciousness and eight
had well controlled noise levels.

A comparison of the subjective
ratings and objective ratings for each
standard (pooled results from all
wards, team members’ separate rat-
ings) is depicted in Figure 2.

Recommendations for change

Failure to meet a standard was most
often the result of poor design and
lack of space. It was suggested that
the answer to most of the problems
would not be to build new wards, but
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rather to implement simple and prac-
tical solutions. Many of these could
be addressed cost-effectively. For
example, different wards were found
to need different levels of cleaning,
and some required only air fresheners
and more ventilation.

It was suggested that wards should
provide mobile phones that could
be given to patients for telephone
calls when they required privacy.
To address the common problem of
lack of rooms, minor restructuring or
redesigning was recommended (e.g.
the use of room dividers). To enhance
sight lines, the use of CCTV cameras,
more internal windows in offices and
an open-plan design were suggested.
Security of personal belongings could
be ensured by providing wardrobes
with locks.

Clinical implications and
relevance

On the whole, it was felt that if some
of these relatively inexpensive recom-
mendations were to be implemented,

Vol. 5, No. 4

the number of violent incidents
would be reduced. Clinical audits like
this have a key role to play within

the framework of clinical governance
in improving clinical practice and
reducing the likelihood of undesirable
and adverse effects of treatment and
care.

Such multidisciplinary clinical
audits with clinically relevant impli-
cations should help bridge the gap
between audit and clinical practice.
As supported by the findings of the
present audit, further emphasis needs
to be given to simple and practical
ways of altering the ward environ-
ment, which will help reduce violent
incidents in psychiatric wards.

Further developments

We are planning a re-audit to look for
sustained gains and, in conjunction,
any reduction in recorded violent
incidents. We are also considering
training more multidisciplinary staff
and encouraging them to participate
in a range of audit projects, again
with an emphasis as much on quality
as on quantity.

Conclusions

Equal emphasis was given to qualita-
tive and quantitative aspects of the
present audit, and we demonstrated
the principles and usefulness of doing
s0. Such audits can yield important
findings with clinical implications for
improving the quality of patient care.
If, as intended, audits are to form the
cornerstone of clinical governance,
they need to integrate qualitative and
quantitative elements.
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M Quality standards can be agreed
and processes can be developed
locally to facilitate continuous
improvement of the patient experi-
ence.

M The production of appropriate
indicators based on local expert
opinion will aid compliance with
the indicators.

Background

A great deal of emphasis has been
placed on quality in the NHS.
Clinical governance seeks to ensure
that standards are met and that pro-
cesses are in place for continuous
quality improvement. The emphasis
is increasingly on measuring the per-
formance of trusts in this regard.
However, this is possible only when
standards are precisely described in
measurable terms. The use of accept-
able indicators of quality based on
expert opinion or evidence will
enable quality improvement in NHS
trusts to be measured. In addition,
allowing professionals to choose the
measures that are meaningful will aid
their compliance with the process.

Furthermore, appropriate indi-
cators of quality are required to
overcome inconsistencies in practice
and to maintain effective monitoring
of performance. Since there are no
recognised indicators for improving
the quality of the patient experience,
many organisations remain in a state
of trial and error. Although clinical
governance leads are engaged and
inspired, they find it a challenge to
implement standards'.

The standards of quality to be
measured in NHS trusts are set down
in the Standards for Better Health
document introduced by the Depart-
ment of Health in July 2004*. The
Department allows local discretion
in the selection of relevant indicators
to achieve these standards, until the
Healthcare Commission produces
criteria for the core and develop-
mental standards.

12

To provide a focus for clinical
governance and to monitor per-
formance, a reporting framework
was produced by the South West
Peninsula Strategic Health Authority.
It is suitable for all NHS organisa-
tions and is comprehensive while
allowing for local flexibility. The
main headings for each section of the
framework were adapted to follow the
minimum expectations outlined in
Standards for Better Health. Thus, the
framework sets minimum standards
to ensure all patients receive similar
levels of care.

Methods

The perception and measurement
of quality are subjective concepts
that need to be operationalised to
be meaningful. Therefore indicators
were chosen as a method of ensuring
that quality standards are met; also
required was a simple means of
monitoring these indicators to ensure
the standards are attained and quality
is improved incrementally over time.
In order to achieve this, a con-
sensus was sought, through two
focus groups with representation
from local trusts’ clinical governance
‘experts’. These sought to determine
appropriate indicators, particularly
ones relating to improving the
patient experience. The discussions
were audio-taped, transcribed and
analysed for key themes. The findings
were compared with performance
assessment templates used nationally.

Results and discussion

Principal themes and comments from
the focus groups, as well as a review
of the nationally used templates,
enabled the selection of 16 indica-
tors to be incorporated within the
South West Peninsula Performance
assessment framework, along with a
traffic light system of measurement
to assess quality improvement. Also,
to ensure the indicators chosen were
meaningful and useful, they were sup-
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ported by evidence of their relevance
to the improvement of quality of care
and integrated with other quality
initiatives to promote coordination.
It was important to show that process
and outcome had been considered
when deciding on indicators.

Three examples of indicators used
within the framework are given below:

B Indicator 4. Analyse trends
resulting from data collected over
the past 12 months.

B Indicator 5. Identify the top three
issues relating to patient experi-
ence highlighted from the trend
analysis.

B Indicator 6. Undertake a risk
assessment of the top three issues
highlighted to produce at least one
organisational priority area.

The indicators are evaluated
using the traffic light system’. This
system of monitoring is well known
within the NHS, and performance
in other areas of the trust’s activities
is monitored using it, through the
annual accountability agreement.
Leads wished to continue with a
system they were familiar with and
that was meaningful within the
context of the organisation.

Engaging the leads encouraged
local ownership and achieved a
consensus on a direction for quality
improvement. This was particularly
important to overcome the vulner-
ability felt by some trusts when
performance data were compared
with those of other trusts.
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