Heresy: How audit can make care worse
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Also past/present me!
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How clinical audit started



Audit in 2002

Principles for Best Practice in
Clinical Audit

INHS

MNational Institute for
Clinical Excellence

| https://www.nice.org.uk/media/default/About/w
N o Kursing hat-we-do/Into-practice/principles-for-best-
sty o practice-in-clinical-audit.pdf

W Leicester

Radcdliffe Medical Press
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Stopping occasional surgery
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But since



What’s increased?

* Population (now 69 million)
* Multiple conditions

* Expectations

* Workforce vacancies



Too few training posts for resident doctors
Competition ratios of 5:1

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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Application forms: Audit & Q.I. section

Quality Improvement/Clinical Audit

* | was involved as Lead in ALL aspects of a surgically themed clinical audit or Ql 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.

| was involved as Lead in ALL aspects of a clinical audit or Ql project that has demonstrated change

(such as second cycle/ closed audit loop)

Contributor through multiple cycles

Involved in an audit/Ql

* None

Additional points

* for the presentation of the project

* Applicant presented both cycles of data or presented the intervention and change aspecf
project at a meeting

* Applicant presented one cycle of the project at a meeting
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The problems with audit projects
(especially if they add a prompt)



Time Allocation in Clinical Training (TACT): national study reveals Resident Doctors spend
four hours on admin for every hour with patients.

Time Spent on Different Tasks by Resident Doctors Patient-Facing Task Tracking:

Stopwatch 1 (Doctor-specific tasks): History taking, physical
examinations, counselling.
751 Stopwatch 2 (Non-doctor-specific tasks): Procedural tasks such as
cannulation, venepuncture, arterial blood gas sampling, surgery.

Non-Patient-Facing Task Tracking:

N
o

Stopwatch 3 (Doctor-specific tasks): Discussions with MDT,
referrals, prescribing, interpretation of investigations.

Time Spent (%)

Stopwatch 4 (Non-doctor-specific tasks): Administrative tasks
including documentation, discharge summaries; chasing
l investigation results.

N
(6]
(N1 J

Stopwatch 5: Other tasks; attending teaching sessions, taking
work breaks.

J T

Stopvs;atch 1 StopV\;atch 2 StopV\;atch 3 StopV\;atch 4 Stop\A;atch 5

Task
QJM, Volume 118, Issue 10, October 2025, Pages 753-759, https://doi.org/10.1093/gjmed/hcaf141 (’} OXFORD
The content of this slide may be subject to copyright: please see the slide notes for details. oivER STveRE °
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Doctors” Assistants (Band 3 or 4)

Brief report

@ Developing a ‘Doctors’ Assistant’ role to ease
pressure on doctors and improve patient flow in
acute NHS hospitals

I 2 o,
Scarlett McNally, " Jérg Huber Cllnlcal leadership team

Trauma & Orthopaedics, East ABSTRACT 4 F e
sussex Healthcare NHS Trust, Introduction The UK is short of doctors, whose Of the Yeal’ flnaIIStS 2 O 1 7

Eff,:zgwegg;m Sciences workloads have increased. The new role of Doctors’

University of Brighton, Brighton,  Assistant has been evaluated with the aim of address

OPEN ACCESS

UK workload and patient-flow issues. DR e
Methods Five Doctors’ Assistants were introduced : | P I LOT O F D O C TO R S g |

Correspondence to two busy acute hospitals, recruited from the healthca

Scarlett McNally, Trauma & assistant workforce. We devised a 2-week induction, A S S I S TA N TS ’

https://bmjleader.bm;. | |8
com/content/5/1/62 (

it 9%

e 44% doctors’ tir|ne onadmin
* 61% exception reports on tasks

e 84% tasks speed up patient flow

e Two-week training or Apprenticeship. Band 3 or 4.
Job Description on www.scarlettmcnally.co.uk

Band 3 Doctors’ Assistants
Tasks we CAN do include:
° Blood tests

. Cannulation (drips)

o Blood cultures

. Drafting discharge summaries
o Finding results

o Taking radiology requests

o Taking referral requests

o Making phone calls

o Writing in notes

o Preparing notes

) Writing ward round notes

o Dementia/VTE screening

o Blood glucose

o ECGs

o Giving information

o Chaperoning patients

o Helping patient comfort

o Encouraging Drs to take breaks
o 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



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

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

* Measuring slips, trips and falls

 Makes staff want to be risk averse

* Makes patients passive

< GHI]P GHDRESSEI]
L CE oG

ralysis
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Examples

e “Xray reviewed”
° IIN/AII

 VT.E. form

* Before surgery “any relatives had blood clots?”

* Discharge summaries take too long



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



What should we call
‘Tunior Doctors’?

Doctors can use “clinical judgement”

Report by Mrs Scarlett McNally

published April 2022

@scarettmenalty www.scarlettmcnally.co.uk



Over 50% of doctors are women



www.MedicalWomensFederation.org.uk
| was President of the Medical Women’s Federation



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

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

340,000

Gandar
@ Asian or Asia... S

®3lack or Blac...

164 167 https://www.medi

:C*: 0 calwomensfederat

R 110,259 ion.org.uk/news/w

® Unknown omen-doctors-

®\hite now-in-the-
majority-across-
the-uk

Female Male
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Expectations
Passivity
People are secretly waiting for him to come and give permission

)
.




Human factors causing errors



10
serious accidents
30
minor accidents
600
near misses
/ unsafe acts \

(Frank Bird development of the Heinrich Model)

The CORESS Approach to Supporting Patient Safety
https://coress.org.uk/the-coress-approach-to-supporting-patient-safety/

www.scarlettmcnally.co.uk scarlett.mcnally@nhs.net
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Reported frequency

500
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Financial year (F - full data, P - provisional)

== Retained foreign object post procedure
== \Wrong implant/prothesis
— Total Never Events

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/

Change to Never Event Change to Never Event
definitions 2015 definitions 2018

bbbkt

2012/13F 2013/14F 2014/15F 2015/16 F 2016/17 F 2017/18 F 2018/19 P 2019/20 P

Health Services Safety
Investigations Body

== Wrong site surgery
== Misplaced naso- or oro-gastric tube

www.scarlettmcen

Investigation report

Never events: analysis of HSIB’s
national investigations

Date Published:
20/04/2021
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NatSSIPs 2

e Organisational issues

Centre for

Perioperative Care
p e e 2-pager for surgeons and
anaesthetists (eg The count)

National Safety

Standards Consent, Procedural verification and Site marking
for Invasive H Team Brief
Procedures 2 N sign In
(NaTSSIPs) n Time Out
& Implant
ﬂ The count
Sign Out

B Debrief and Handover

https://cpoc.org.uk/quidelines-resources-quidelines/national-safety-
standards-invasive-procedures-natssips
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What causes failure?

* teamwork glitches,

e communication failures,

e cultural and hierarchal barriers

e fear of embarrassment of self or others;
e concern over being misjudged;

 fear of being wrong;

e fear of retribution;

* jeopardising an ongoing relationship;

e natural avoidance of conflict;

e 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



https://doi.org/10.1111/anae.14136

What is health?



Most healthcare isn’t linear

= Unintended consequences
= Natural history
= Other medical, life or social issues



o Reduction in risk with
. Treats?
DOSE = 150 minutes/week

Exercise: :
The miracle cure and Dementia 30% v
the role of the doctor
in promoting | stroke  EENIENEEY
Bowel cancer 40% v
Breast cancer 25% v
ronu 20 Type 2 Diabetes 30-80% v
Heart disease 30-80% v
I W (Lo e N I (-B up to 50% ¥
| was lead author of this: Lu ng diseases 30% v
https://www.aomrc.org.uk/wp- .
ccztnient/uploads/2016703/Exeprci Depre55|on 30% v
se the Miracle Cure 0215.pdf
Osteoporosis upto50% v
www.scarlettmcnally.co.uk scarlett.mcnally@nhs.net “ 30-50% ‘/
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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

Morbidity (number of chronic conditions) iy Age Group

No. of Conditions
=0

LD

"2

n3

na

Patients' (%)

us

) B O A O B S B O > S b D A O b x
'~ R SO N N < | SR I, R L . R o A SR SO s G ol
ST TS SS SISO ®

Age Group (years)

Barnett et al Lancet May 2012

www.scarlettmcnally.co.uk scarlett.mcnally@nhs.net
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Reduce complications of surgery

A teachable moment www.cpoc.org.uk/patients
e

10-15% of operations have a complication
. . https://doi.org/10.1093/ageing/afy110
 rail
. . . . https://pubmed.ncbi.nlm.nih.gov/23534776/

. . . www.cpoc.org.uk/cpoc-publishes-
30%-80% decrease with daily exercise ~ moiorevidence eviewmpac.
perioperative-care

e E PREHABILITATION
_FORPEOPLE
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Principles and guidance for prehabilitation
within the management and support of
people with cancer
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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

Centre for
Perioperative Care
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How to get change?

Society/
Governments/

Institutions

How



How does change happen?

Society/
Goverments/
Institutions
Data Risk
Why Stories Cost saving

P ra Ct i Ca I it i e S waterproof overtrousers,

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

Culture

Policies




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



Standardise + individualise

e Nurse-led

e Optimise
Sta n d d rd e Protocolise

e Bring steps earlier
pathway e Anticipate

Risk stratification

e Senior clinician
COm ple)( e Complex Op-tl-mlsatlor-\ / medication / treatment
e Shared Decision Making

Pre-Operative Assessment & Optimisation McNally et al, 2021
hitps://doi.org/10.12968/hmed.2021.0318



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

Learning from behavioural interventions



“I notice you're stressed, is there
anything the team can do to help?”

Witnessed unprofessiona|
behaviour? =

Take action £/% Association
))) DECLARE & - & :pf of Anaesthetists

Don't ignore DELEGATE -

discourteous behaviour, Use non- t's OK to ask someone else to

threatening words to calm the BeCO me ntervene. Escalate poor

situation, "I n you're stressed, team behaviour to a senior statt

is there anything we can do to an QCt'\/e member.

hcip7"

bystander
DISTRACT >> DELAY

Speak to the person who was

Interrupt and change the . . .
P J inappropriate afterwards, try

subject to alter the direction : <

’ ‘ something like "I think some of
the interaction. Retocus the i
: A our colleagues were upset by your
team on the task P e - '
woras/actions.

- >
, :

Ny Associat ‘
)y Misocasion #KnockitOut

v/ | \v of Anaesthetists
“»

@scarlettmcnally www.scarlettmcnally.co.uk



? N L British
EE ol #/ Orthopaedic
BRITISH ORTHORAEDIC TRAINEES ASSOCIATION l " A~ n -
= B / \ I B OT \

Recognise Bullying in
the WO rkp Ia ce. Work: Reputational

KNOW THE SIGNS, TAKE A STAND Rélated Attacks

Setting Unrealistic Deadlines Spreading Rumours or Gossip

Verbal & ISQ'qtion & Micromanaging Excessively Blaming Others Unfairly

Sabotaging Work Public Humiliation

Emotlonﬂ| EXC'USIO“ Undermining Authority

Insults or Name-calling Leaving Someone Out
Yelling or Aggressive Tone Withholding Information

Sarcfasm or B.e.lit.tlmg Remarks - lgnoring Contributions Threats & . " 4 -
Persistent Criticism DISCI‘IH‘IIndtlon

Intimidation

Physical Intimidation Targeting Protected Characteristics
Threats of Job Loss Stereotyping or Jokes
Retaliation

https://www.boa.ac.uk/resource/boda-
d nd—bOTO—IQ unc h—neW— OSTer—On— Bullying damages wellbeing and teamwork. It’s defined by its impact on the recipient, not the
. intent of the perpetrator. Recognising the signs helps us build respectful, supportive workplaces.
bullying.html
If you experience or witness bullying, please speak up and seek support.
Find out more at:
www.bota.org.uk/wellbeing-support-bullying
www.boa.ac.uk/wellbeing
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Dealing with poor behaviours

Disciplinary

“awareness”

intervention

vanderBilt “cup of coffee” conversations




How can we improve safety and systems



Let’s use audit time:

e To talk in teams

* To remove tick boxes

* To plan pathways

* To visit other NHS sites



What works

* Posters

* Protocols

* Policies

* Patient information
e Pathways



How can we do it differently?

Use the time

Work across departments and staff types
Reduce tick boxes

Acknowledge risk and who carries it

Ulogs YN =

Visit other sites



More about collisions



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

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 )

viap Satelie

47


http://www.crashmap.co.uk/

Action for the system:
Action for the driver: 20" 20’s Plenty

where people are

2(¥s Plenty for Us compaigns for 20mph as the default speed limit for
urban anc villzge streets where ceaple ive, work, shop, play =nd learn.
www,20splenty.org

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

www.scarlettmcnally.co.uk scarlett.mcnally@nhs.net 48
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Search “BMJ McNally” and a topic:

maternity, etc”

Audit
exercise
Traffic
Maternity
Bullying

= msss o

S’Elt%em. Butwe must leam to empower ?ﬁ;ﬁ:&%ﬁﬁﬁﬁ;ﬁﬁmm
potients o make healthier choices. Some will gyl to galvanise patients int =
changetheir behaviourata teachable Sinil
moment”: inmy case, ry GP told ven modes| .pm[endon of ﬂl.hea]th
me to go for a walk every day when would tangibly improve patients*

Twas deemed loo unwell for 4 livhes and avoi: unwarranted NHS
stem cell transplant, 1 built Pharmacy and care costs.
fitness with an electric l'»ke:l:-.:lw Scarett Mchally, professor, Ezstooune
became eligible, But action requires scarlettmenally@cantab.net
knowiedge and resourcps, Twitter @scadettmenally
mhlus: 8M) 2023,382:p1739
We should
empower and
educate the
millions of
people on NHS
waiting lists to
better prepare
for surgery

www.scarlettmcnally.co.uk scarlett.mcnally@nhs.net
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Summary:

e Audit projects can add tick boxes
e Team working is needed

* Usetime

* Work across staff groups

e Accept some risk

* Prof Scarlett McNally OBE

ah |- Cl
www.scarlettmcnally.co.uk : -:-'I:.;E'_l
[=]

e
< B
0
)

GP

2 www.medicalwomensfederation.org.uk
Eisy
o

%OERAT‘O“

y artices

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

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

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

e scarlett.mcnally@nhs.net


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