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How clinical audit started
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Audit in 2002

https://www.nice.org.uk/media/default/About/w
hat-we-do/Into-practice/principles-for-best-
practice-in-clinical-audit.pdf  
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Stopping occasional surgery

• Funnel plots

• GIRFT
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But since
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What’s increased?

• Population (now 69 million)

• Multiple conditions

• Expectations

• Workforce vacancies
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NHS England Workforce Training and Education. Competition ratios 2025. https://medical.hee.nhs.uk/medical-
training-recruitment/medical-specialty-training/competition-ratios/2025-competition-ratios 
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Too few training posts for resident doctors
Competition ratios of 5:1
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Quality Improvement/Clinical Audit
• I was involved as Lead in ALL aspects of a surgically themed clinical audit or QI project that has

• demonstrated change (such as second cycle/closed audit loop)
• (planning, data collection, data analysis, implementing change and involvement in at least two cycles)
• A proper change or improvement methodology was followed.
• The project must be surgically themed.

• I was involved as Lead in ALL aspects of a clinical audit or QI project that has demonstrated change 
(such as second cycle/ closed audit loop)

• Contributor through multiple cycles
• Involved in an audit/QI
• None
Additional points 
• for the presentation of the project
• Applicant presented both cycles of data or presented the intervention and change aspects of a 

project at a meeting 
• Applicant presented one cycle of the project at a meeting  

https://medical.hee.nhs.uk/medical-training-recruitment/medical-specialty-
training/surgery/core-surgery/core-surgical-training-portfolio-guidance-for-candidates 

Application forms: Audit & Q.I. section
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The problems with audit projects
(especially if they add a prompt)
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QJM, Volume 118, Issue 10, October 2025, Pages 753–759, https://doi.org/10.1093/qjmed/hcaf141

The content of this slide may be subject to copyright: please see the slide notes for details.

Time Allocation in Clinical Training (TACT): national study reveals Resident Doctors spend 

four hours on admin for every hour with patients. 

Patient-Facing Task Tracking:

    Stopwatch 1 (Doctor-specific tasks): History taking, physical 

examinations, counselling.

    Stopwatch 2 (Non-doctor-specific tasks): Procedural tasks such as 

cannulation, venepuncture, arterial blood gas sampling, surgery.

Non-Patient-Facing Task Tracking:

    Stopwatch 3 (Doctor-specific tasks): Discussions with MDT, 

referrals, prescribing, interpretation of investigations.

    Stopwatch 4 (Non-doctor-specific tasks): Administrative tasks 

including documentation, discharge summaries; chasing 

investigation results.

    Stopwatch 5: Other tasks; attending teaching sessions, taking 

work breaks.

https://doi.org/10.1093/qjmed/hcaf141


Doctors’ Assistants (Band 3 or 4)
Band 3 Doctors’ Assistants

Tasks we CAN do include:

• Blood tests

• Cannulation (drips)

• Blood cultures

• Drafting discharge summaries

• Finding results

• Taking radiology requests

• Taking referral requests

• Making phone calls

• Writing in notes

• Preparing notes

• Writing ward round notes

• Dementia/VTE screening

• Blood glucose

• ECGs

• Giving information

• Chaperoning patients

• Helping patient comfort

• Encouraging Drs to take breaks

• Allow Drs to get to education

Tasks we cannot do:

NO medication

NO prescribing

NO requesting Xrays or scans

NO operating

CANNOT make Medical decisions

• 44% doctors’ time on admin
• 61% exception reports on tasks
• 84% tasks speed up patient flow
• Two-week training or Apprenticeship. Band 3 or 4.
Job Description on www.scarlettmcnally.co.uk

https://bmjleader.bmj.
com/content/5/1/62 

http://www.scarlettmcnally.co.uk/
https://bmjleader.bmj.com/content/5/1/62
https://bmjleader.bmj.com/content/5/1/62


Scarlett McNally: My trust has shown how doctors’ assistants can help 
support clinicians. BMJ 2024; 384:q19 
https://doi.org/10.1136/bmj.q19 
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Passive

• Measuring slips, trips and falls
• Makes staff want to be risk averse

• Makes patients passive
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Examples

• “Xray reviewed”
• “N/A”

• V.T.E. form
• Before surgery “any relatives had blood clots?”

• Discharge summaries take too long
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The premise is wrong

• We don’t do things badly because we are stupid

• We are short of time

• Every extra prompt takes time

• Hindsight is too harsh

• Shame

• Perfect is not possible
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Doctors can use “clinical judgement”

@scarlettmcnally www.scarlettmcnally.co.uk



Over 50% of doctors are women
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www.MedicalWomensFederation.org.uk

I was President of the Medical Women’s Federation

http://www.medicalwomensfederation.org.uk/


Over 50% of doctors are women 
Only 20% are white men

https://www.medi
calwomensfederat
ion.org.uk/news/w
omen-doctors-
now-in-the-
majority-across-
the-uk 
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Expectations
Passivity
People are secretly waiting for him to come and give permission



Human factors causing errors
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The CORESS Approach to Supporting Patient Safety  
https://coress.org.uk/the-coress-approach-to-supporting-patient-safety/ 
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HSSIB. Investigation report Never events: analysis of 
HSIB’s national investigations. 20 April 2021. 
https://www.hssib.org.uk/patient-safety-
investigations/never-events-analysis-of-hsibs-national-
investigations/investigation-report/pdf/ 
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https://cpoc.org.uk/guidelines-resources-guidelines/national-safety-

standards-invasive-procedures-natssips 

1 Consent, Procedural verification and Site marking 

2 Team Brief
3 Sign In
4 Time Out
5 Implant
6 The count
7 Sign Out
8 Debrief and Handover

NatSSIPs 2
• Organisational issues

• 2-pager for surgeons and 
anaesthetists (eg The count)
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What causes failure?
• teamwork glitches,

• communication failures,

• cultural and hierarchal barriers

• fear of embarrassment of self or others;

• concern over being misjudged;

• fear of being wrong;

• fear of retribution;

• jeopardising an ongoing relationship;

• natural avoidance of conflict;

• and concern for reputation 

• Jones CPL, Fawker-Corbett J, Groom P, Morton B, Lister C, Mercer SJ. Human factors in preventing 
complications in anaesthesia: a systematic review. Anaesthesia. Volume73, Issue S1 Special Issue: 
Complications. January 2018. Pages 12-24. First published: 03 January 2018 
https://doi.org/10.1111/anae.14136 
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What is health?
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Most healthcare isn’t linear

Problem Test Diagnosis Operation Get better

▪ Unintended consequences

▪ Natural history

▪ Other medical, life or social issues
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Reduction in risk with

DOSE = 150 minutes/week
Treats?

Dementia 30% ✓

Stroke 30% ✓

Bowel cancer 40% ✓

Breast cancer 25% ✓

Type 2 Diabetes 30-80% ✓

Heart disease 30-80% ✓

High Blood Pressure up to 50% ✓

Lung diseases 30% ✓

Depression 30% ✓

Osteoporosis up to 50% ✓

Falls 30-50% ✓
www.scarlettmcnally.co.uk scarlett.mcnally@nhs.net

I was lead author of this:
https://www.aomrc.org.uk/wp-
content/uploads/2016/03/Exerci
se_the_Miracle_Cure_0215.pdf  
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50% at age 60 have multiple medical conditions
24% of adults have 2+ conditions
10 years’ early with socio-economic deprivation
27% of adults do no exercise at all
47% of operations are in over 65s

Barnett et al Lancet May 2012
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Reduce complications of surgery
A teachable moment www.cpoc.org.uk/patients  

10-15% of operations have a complication

x5 if frail
https://doi.org/10.1093/ageing/afy110 

x4 if physically inactive
https://pubmed.ncbi.nlm.nih.gov/23534776/ 

30%-80% decrease with daily exercise
www.cpoc.org.uk/cpoc-publishes-

major-evidence-review-impact-

perioperative-care 

@scarlettmcnally www.scarlettmcnally.co.uk
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Joe Wicks videos
www.cpoc.org.uk 

https://www.c
poc.org.uk/ne
ws/joe-wicks-
helps-people-
get-fit-surgery 

http://www.cpoc.org.uk/
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How to get change?

Individual
Society/

Governments/
Institutions

Why

How



How does change happen?

Individual
Society/

Goverments/
Institutions

Why
Data

Stories
Risk

Cost saving

How
Practicalities waterproof overtrousers,

cycle parking, bus time apps, safe cycle routes, etc)

Culture
Policies



How to share risk and improve care
(good team working)
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Standardise + individualise

• Nurse-led

• Optimise

• Protocolise

• Bring steps earlier

• Anticipate

• Risk stratification

Standard

pathway

• Senior clinician

• Complex optimisation / medication / treatment

• Shared Decision Making
Complex

Pre-Operative Assessment & Optimisation McNally et al, 2021 

https://doi.org/10.12968/hmed.2021.0318 

https://doi.org/10.12968/hmed.2021.0318


Learning from behavioural interventions
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“I notice you’re stressed, is there 
anything the team can do to help?”

@scarlettmcnally www.scarlettmcnally.co.uk



BOA + BOTA

https://www.boa.ac.uk/resource/boa-

and-bota-launch-new-poster-on-

bullying.html 
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Dealing with poor behaviours

Disciplinary

“awareness”

intervention

vanderBilt “cup of coffee” conversations



How can we improve safety and systems
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Let’s use audit time:

• To talk in teams

• To remove tick boxes

• To plan pathways

• To visit other NHS sites

www.scarlettmcnally.co.uk scarlett.mcnally@nhs.net 43



What works

• Posters

• Protocols

• Policies

• Patient information

• Pathways
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How can we do it differently?

1. Use the time

2. Work across departments and staff types

3. Reduce tick boxes

4. Acknowledge risk and who carries it

5. Visit other sites

www.scarlettmcnally.co.uk scarlett.mcnally@nhs.net 45



More about collisions
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In Lovely Eastbourne:
      142 Pedestrian casualties hit by car in 5 years

www.scarlettmcnally.co.uk scarlett.mcnally@nhs.net 47

• We accept 150,000 road casualties per year, G.B.
• including 1600 deaths & 28,000 seriously injured
• (Insert any place to www.crashmap.co.uk )

http://www.crashmap.co.uk/
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Action for the system:
Action for the driver:

DRIVERS:
• If you cannot give 1.5 metres (5 feet) DO NOT OVERTAKE

CYCLING:
• ride in the centre of the lane in slower-moving traffic and  

approaching to junctions or road narrowings

https://www.gov.uk/government/news/the-highway-code-8-
changes-you-need-to-know-from-29-january-2022 
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Search “BMJ McNally” and a topic:
maternity, etc” 
• Audit

• exercise

• Traffic 

• Maternity

• Bullying
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Summary: www.scarlettmcnally.co.uk 

 

 

 
 

 www.medicalwomensfederation.org.uk 

 

  
My articles 

 

 

 

 

 

www.cpoc.org.uk 

• Audit projects can add tick boxes

• Team working is needed

• Use time 

• Work across staff groups

• Accept some risk

• Prof Scarlett McNally OBE

• BMJ columnist https://www.bmj.com/search/advanced/mcnally 

• Centre for Perioperative Care (www.cpoc.org.uk)

• scarlett.mcnally@nhs.net

http://www.cpoc.org.uk/
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