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1 DOCUMENT SUMMARY / PROJECT / INTRODUCTION 

This document outlines the Clinical Audit & Effectiveness Policy for County Durham 
and Darlington NHS Foundation Trust (CDDFT). Please read in conjunction with the 
Trust’s Clinical Audit Strategy (Corp/STRAT/0002).  
 
The policy describes the vision for implementation and development of Clinical Audit 
within the Trust’s governance framework. As an organisation committed to 
excellence, this policy incorporates the values and beliefs to ensure that clinical 
professionals are involved in the system for prioritising, conduction, reporting and 
acting on clinical audits, thus ensuring delivery of effective care. The organisation will 
make improvements via the action plan process, details can be found in section 9.5. 
 
It is accepted that Clinical Audit has a role in enabling staff to improve both the 
quality and effectiveness of services and has become a key mechanism within the 
Trust’s governance process.  
 
Healthcare professionals are expected to participate in clinical audit and 
effectiveness.  In addition, the Health and Social Care act 2008 (Regulated Activities) 
Regulations 2014 and CQC (Registration) Regulations 2009 (Part 4) states that 
“Providers must have systems and processes such as regular audits of the services 
provided and must address, monitor and improve the quality and safety of the 
services”. Where possible they should include the experience of people who use the 
services.    

2 PURPOSE 

The purpose of the Trust Clinical Audit and Effectiveness Policy is to provide a 
context and framework for the delivery of Clinical Audit within County Durham and 
Darlington NHS Foundation Trust.  
 
The Clinical Audit Team will inform the Trust of the performance of clinical audit 
activity and its outcomes.  

3 SCOPE 

The policy applies to all clinical audit activity within the Trust and should be used by 
staff identified with carrying out, supervising, monitoring and implementing actions 
from clinical audits. 
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4 DUTIES 

4.1 Assurance, Risk and Compliance Directorate 

The Senior Associate Director of Assurance and Compliance (SADAC), supported by 
the Head of Assurance and Compliance (HAC) will have overall responsibility for the 
establishment and maintenance of the clinical audit framework within the Trust, 
including the Clinical Audit Strategy and the Clinical Audit and Effectiveness Policy, 
and for the performance of the corporate Clinical Audit Team 

4.2 Trust Board Audit Committee 

The Trust Board Audit Committee is responsible for seeking assurance, on behalf of 
the Board, in respect of the Trust’s overall system of risk management, control and 
governance, of which clinical audit arrangements are an important component. To 
discharge this responsibility the Committee will need to: review the level of assurance 
to be provided by clinical audit plans, seek high-level assurance as to their delivery; 
understand the significant outcomes from clinical audit work and seek high-level 
assurance as to the sufficiency and effectiveness of actions being taken to realise 
any necessary improvements in clinical practice identified.  

In doing so, the Trust Board Audit Committee may request the attendance of, and 
information from, the Chair of the Operational Governance Committee, the SADAC or 
HAC or others involved in the delivery of clinical audit within the Trust.  

In addition, the Trust Board Audit Committee may commission assessments of the 
Trust’s clinical audit arrangements from the Trust’s internal auditors – the Department 
of Health recommends an annual internal audit review.   

4.3 Quality and Healthcare Governance Committee 

The Quality and Healthcare Governance Committee has responsibility, delegated by 
the Board, for seeking assurance on the implementation of the Trust’s Quality 
Strategy (including the annual Quality Account priorities) and on the safety and 
reliability of policies and procedures for delivering healthcare, including the Trust’s 
clinical practice. Clinical audit programmes constitute a significant source of such 
assurance.  
 
In line with this overall responsibility the Committee is responsible therefore for 
seeking assurance, on behalf of the Board, on the quality of clinical audit plans (at 
Care Group and Trust level), their delivery in practice and the action taken in 
response to any shortcomings in clinical practice and / or risks highlighted through 
clinical audit work. The Committee will require reporting on these matters in Care 
Groups’ integrated governance reports and in quarterly reports from the Clinical Audit 
Team, triangulating the information in both reports. The Committee will also rely on 
the work of the Operational Governance Committee in reviewing the detail of plans, 
delivery and outcomes 
 



Clinical Audit and Effectiveness Policy 

 

POL/N&Q/0025 Version 4.3 7 

4.4 Operational Governance Committee 

The Operational Governance Committee has overall responsibility for co-ordinating 
the Trust’s clinical audit programme, ensuring it meets both national and local 
priorities.   The Committee is responsible for: 
 

 monitoring the progress against the Trust’s clinical audit programme and the 
outcomes of completed audits, ensuring that progress is sufficient, there is 
justification for any audits which are delayed, postponed to future years or 
abandoned and that actions requiring support from beyond the service – and 
their host Care Group – are escalated for trust-wide support where necessary. 

 Monitoring the implementation of the Trust’s clinical audit strategy 

 Monitoring of the follow through of action plans from completed audits, and 
similar reviews (eg confidential enquiries) ensuring in particular, the 
completion of actions to address shortcomings rated a high risk by clinicians. 

 
The Committee will report to the Quality and Healthcare Governance Committee.  
 

4.5 Director of Nursing and Medical Director 

The Director of Nursing and the Medical Director will be responsible for contributing 
to the identification of Trust-wide priorities for clinical audit work as part of the annual 
planning process and for satisfying themselves that proposed clinical audit work will 
provide sufficient coverage of their priorities. In addition, they are also responsible for 
ensuring that the clinical audit framework meets any professional and / or related 
regulatory requirements for nursing and medical staff within the Trust and for 
requiring and approving changes to the framework to enact such guidelines where 
necessary. 

The Nursing and Medical Directors have responsibility on behalf of the Board for 
ensuring that systems and processes are in place to enable statutory statements 
concerning national audit requirements to be made as part of the Trust’s Annual 
Quality Account.  

The Medical Director, supported by the Human Resources and Organisation 
Development Directorate, is also responsible for implementing effective frameworks 
to ensure that participation in, and learning from, clinical audit are reflected in medical 
staff appraisal and revalidation.  

Both Directors are expected to champion clinical audit and support raising of 
awareness of clinical audit with nursing and medical staff respectively through their 
senior teams. 
 

4.6 The Care Group 

All Care Groups should have a named Clinical Audit Lead (and deputy), who have 
the drive and enthusiasm for clinical audit subjects to make the role a success and 
represent their area on all clinical audit and effectiveness matters.  
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4.7 Care Group Leadership 

Care Group Clinical Directors will identify and approve priorities for clinical audit work 

at Care Group level. They will be responsible for approving the clinical audit plans for 

their Care Groups, and effectively for sponsoring their completion, including ensuring 

that they are fully and appropriately resourced and clinicians are provided with the 

time and support required to complete audits assigned to them. This responsibility 

also extends to: 

 

 Supporting Clinical Leads / Directors at specialty level in ensuring that 

sufficient time and focus is given to reviewing clinical audit outcomes and 

agreeing action plans within clinical teams.  

 Holding auditors and clinical teams to account for delivery of planned audits, 
the timely review of outcomes and agreement of actions within clinical teams, 
and the follow through of those actions. 
 

In practice, Care Group Clinical Directors will receive support from, and delegate 

much of the day to day work involved to the Care Group Clinical Audit Leads who, in 

turn, will be proactively supported by the Clinical Audit Facilitator and others in the 

central Clinical Audit Team.  

 

Clinical Directors will be responsible for identifying priorities for the specialties under 

their control, with input from their clinical teams, for potential inclusion within the Care 

Group’s annual plan and will be expected to participate in discussions on the content 

of plans and prioritisation of potential audits.  

 

Care Group Governance Leads will be responsible for ensuring that progress against 

clinical audit plans, audit outcomes, action plans and the follow through of actions is 

covered effectively within the Care Group governance structure.  

Associate Chief Operating Officers and Heads of Service will be expected to support 

their clinical colleagues in discharging the responsibilities noted above.  

4.8 Care Group Audit Leads 

Care Group Audit Leads will work in partnership with the Clinical Audit Facilitator for 
their Care Group and will be responsible for carrying out the day to day work 
necessary to enable the Care Group Clinical Director to discharge their 
responsibilities set out in 4.7 above, including: 
 

 Raising awareness and understanding of clinical audit among their clinical 
colleagues and, in particular, junior doctors at Care Group and specialty 
levels; 

 Advising colleagues undertaking or supervising audits on the Trust’s clinical 
audit process and ensuring (with support from the Clinical Audit Facilitator) 
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that audits are registered and the required outputs (including the report and 
action plan) are provided to the Clinical Audit Team; 

 Signing off clinical audit projects that are outside of the Care Group Forward 
Plan; 

 Monitoring the progress of audits within the Care Group’s clinical audit 
programme, investigating and advising the Care Group Leadership and the 
Clinical Audit Team of any issues including the extent of any likely delays; 

 Championing the implementation of clinical audit in line with the strategy and 
this policy, within the Care Group, following up on any quality issues with 
colleagues to ensure learning and improvement. One particular area of focus 
should be the review of outcomes, agreement and follow through of actions; 

 Ensuring that ‘clinical audit days’ take place and coaching and supporting 
clinical colleagues in running them; and 

 Seeking training and support from Care Group Leadership and / or the Clinical 
Audit Team to fulfill the above role. 

 

4.9 Auditor: assigned to a clinical audit on the Care Group core programme 

(Forward Plan) 

The auditor is a key role which requires working closely with (where appropriate) their 
audit supervisor and the clinical audit facilitator assigned to the audit project.  The 
registration form for an audit project on the forward plan will not need sign off by the 
Care Group Clinical Audit Lead. 
 
The auditor will need to ensure that the audit is planned and timescales are set in 
advance of the audit commencing.  Key milestones should be agreed to ensure that 
the project remains on target and that the data entered can be validated prior to 
submission to an external body.  Further details on the process is available at 9.2. 
 
The outcomes of the clinical audit should be reviewed and risk assessed according to 
the process in section 9.2.  The resulting report and action plan will be discussed at 
the designated speciality meeting to ensure agreement on the identified actions.  
Details on how the Trust makes improvements are available in section 9.5. 
 
The outcomes of the clinical audit and any concerns regarding delays will be reported 
by the Clinical Audit Team to the Operational Governance Committee for resolution 
or escalation to Quality and Healthcare Governance Committee.   
 
 

4.10 Auditor: assigned to local audit not on the Care Group Forward Plan 

The auditor will be responsible for registering the audit project (see section 9.1).   
 
Care Groups will have discretion to support their clinicians in undertaking audits 
outside of the core programme, where these are requested due to clinician interest or 
in support of training requirements. These audits will be registered and the Clinical 
Audit Team will process any updates on their progress received from the Care 
Groups and run automated reports to support Care Groups in monitoring their 
completion. Tools already in place (such as the existing ‘toolbox’ audit templates) will 
be made available to the Care Groups where these would be useful. However, the 
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Clinical Audit team will not actively track the progress of such audits and will no 
longer carry out progress chasing for, and will no longer escalate delays in respect of, 
audits outside of the core programmes, in keeping with the principle that such audits 
are undertaken at the Care Group’s discretion. Should junior doctors move on in their 
rotation, without having completed an audit, the Care Group will be free to abandon 
the audit at that point. 

The registration form for an audit project outside of the forward plan will require sign 
off by the Care Group Clinical Audit Lead. 
 
Any significant findings from completed audits – for example, any non-compliance 
with mandatory recommendations (such as those from NICE) – will, however, be 
notified to the relevant Clinical Audit Facilitator, by the Care Group. This will help to 
ensure that any such findings are included in reports to the Operational Governance 
Committee and Quality and Healthcare Governance Committee. 

4.11 Audit Supervisor 

The audit supervisor will support the auditor with the process described in Section 9 
(Stages of Clinical Audit).   
 
The supervisor will be responsible for setting key milestones (where they have not 
already been agreed) and ensuring adherence to the definitive timescale; they will 
ensure the data is validated and is consistently collected across the speciality.  They 
will need to take action to address any issues which may arise during the project, eg 
running behind schedule.  They will also lead on the review of the findings, risk 
assessment, development of the action plan and its implementation. 
 
The audit supervisor will be responsible for ensuring that the organisation makes 
improvements as a result of clinical audit as detailed in Section 9.5. 
 

4.12 Clinical Audit Team 

Members of the Clinical Audit Team (Clinical Audit Facilitators supported by others in 

the team) will be responsible for providing proactive support to the Care Groups, 

working closely with auditors and audit supervisors in developing the scope of the 

audits, reviewing findings, supporting the production of reports and action plans, and 

facilitating oversight of delivery within Care Group governance meetings.  

The Clinical Audit Team will be responsible for co-ordinating the production of annual 

clinical audit forward plans for each Care Group and, where necessary for cross-

cutting audits, corporate plans. 

 

The Clinical Audit Team will request all audits being undertaken within Care Groups 

(whether within or outside of the core programme) are registered and will monitor the 

progress of all audits within core programmes, providing Care Groups with regular 

reports on progress to support the work of Clinical Audit Leads and review of clinical 

audit progress within Care Group governance structures. 
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The Clinical Audit Team will be responsible for coaching and training auditors and 

supervisors within Care Groups and will develop and maintain template documents 

and other tools to support delivery of the clinical audit process.  

 

The Clinical Audit Team will be responsible for providing the Head of Assurance and 

Compliance with complete, reliable and accurate information on progress against 

plans, audit outcomes and key actions to allow quarterly reports to the Operational 

Governance Committee, Quality and Healthcare Governance Committee and Trust 

Board Audit Committee.  

4.13 Clinical Audit Facilitator 

Clinical Audit Facilitators will be expected to work with Care Group auditors and 

supervisors (on Care Group clinical audit forward programmes) in developing the 

scope and methodology for individual audits, and in reviewing audit outcomes and 

developing action plans. They will also attend relevant governance meetings when 

outcomes are discussed and action plans agreed. More active participation within the 

process will allow them to act as a ‘critical friend’ helping to assure compliance with 

the Trust’s clinical audit process and improve quality as an audit progresses and 

assisting in developing skills within Care Groups. 

 

The Clinical Audit team will also look to support the delivery of plans by providing an 

online training package, for clinicians, covering Principles of Good Practice for 

Clinical Audit and on reporting and action planning in particular. 

5 WHAT IS CLINICAL AUDIT AND EFFECTIVENESS? 

5.1 Clinical Audit  

Clinical audit is the component of Clinical Governance that offers the greatest 
potential to assess the quality of care routinely provided to our patients” (definition 
endorsed by NICE). Clinical audit is a quality improvement process that seeks to 
improve patient care and outcomes through a systematic review of care against 
explicit criteria and the implementation of change. Aspects of the structure, 
processes and outcomes of care are selected and systematically evaluated against 
explicit criteria. Where indicated, changes are implemented at an individual, team, or 
service level and further monitoring is used to confirm improvements in healthcare 
delivery.   
 
The Trust supports the view that whilst Clinical Audit is fundamentally a quality 
improvement process, it also plays an important role in providing assurances about 
the quality of services.  

5.2 Clinical Effectiveness  

Clinical Effectiveness is one of the elements of clinical governance and is about 
doing the right thing in the right way to achieve the right goals. Clinical effectiveness 
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can be used as a collective term to describe a number of methodologies involved 
with the achievement of quality of care. These include audit, research and 
development, education and training, continuous quality improvement, integrated 
care pathways and clinical guidelines which have as their focus the measuring, 
monitoring and improving of health care.  

5.3 Not all things are Clinical Audit 

Clinical Audit is fundamentally a quality improvement process, rather than data 
analysis (although data analysis is a crucial part of the audit cycle). Within the clinical 
audit cycle there are stages which follow a systematic process of identifying 
compliance with best practice. It is recognised that not all activity undertaken in the 
name of clinical audit conforms to the definitions given above.  
 
 
Service Evaluation 
 
There are many different approaches to service evaluation. Whichever method is 
used, the process should provide practical information which helps to inform the 
future development of a service. Clinical audit may be one activity which takes place 
during a service evaluation, alongside other activities such as routine data gathering, 
incident reporting, and interviews with staff and service users. In order to conduct an 
evaluation, services need to consider their aims, objectives and then identify their key 
evaluation questions.  
 
Research 
 
The boundary between what is legitimate research and what is clinical audit activity is 
not always easy to identify, however, pre-audit must not be allowed to become a 
backdoor route to undertaking research (thereby avoiding Local Research Ethics 
Committee and Trust Research and Development processes).  

6 ETHICAL AND DATA PROTECTION RESPONSIBILITIES 

 All audits must be informed by due consideration of ethical and data protection 
responsibilities towards participants and patients.  

 Where patients are involved in audit, the advice of the Local Research Ethics 
Committee may be sought.  

 Consent and confidentiality issues will be specifically addressed in all audit work.  

 Appropriate use and protection of patient data is paramount and its timely and 
secure disposal must be implemented.  

7 COLLABORATION AND PARTNERSHIP 

The audit programme will dovetail, wherever possible with local and regional 
initiatives.  
 
Audit work with adjacent Commissioning Care Groups, and other Trusts will be 
encouraged where the service can identify benefits to patient care.  
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8 PROCESS FOR SETTING PRIORITIES FOR CLINICAL AUDIT 

PROGRAMMES 

8.1 Agreeing an annual programme of activity  

The Care Group forward plans should be realistic on what can be delivered and are 
aligned to genuine priorities at the Corporate and Care Group level, and are 
designed to secure engagement with the clinical audit agenda at specialty level. 
Plans need to be achievable, taking account of the capacity within Care Groups – 
both to undertake clinical audit work, and to report and oversee it within their 
governance processes. 
 
The planning process will combine: 

1. A ‘top down’ process to identify Trust-wide priorities for clinical audit reflecting: 

 Mandatory national audits; 

 Assurance needs in respect of the Trust’s Quality Strategy and Quality 
Accounts; 

 Key clinical risks (including themes in incidents, complaints, claims and 
/ or inquests) monitored by the Nursing and Medical Directors and 
Quality and Healthcare Governance Committee; 

 Assurance needs in respect of the implementation of actions agreed 
with third parties, for example in response to Rule 43 reports from the 
Coroner or in response to peer reviews, Royal College or regulatory 
reviews; and 

 Assurance in respect of on-going compliance with regulations and 
guidelines (in particular NICE). 

2. A similar ‘top down’ process to identify priorities within each Care Group, 
where these are not already addressed by audits identified in 1 above.  

3. Bottom up planning within each specialty to ensure that some local priorities 
are reflected in the plan and there is broad representation from specialties 
within the annual clinical audit programme. 

8.2 Clinical Audit Priorities 

PRIORITY CATEGORY 

Priority status Example 

External “must do” National Clinical Audit and Patient Outcomes Programme 

(see appendix B), Care Quality Commission, CQUIN, 

MONITOR request, National Confidential Enquiries, 

National Institute of Health & Clinical Excellence 

implementation, NPSA alert, National Trust Quality 

Accounts, Health Quality Service. 

Internal “must do” Serious Untoward Incidents, Clinical Risk Issues, 

Complaints, Trust Priority, PPI initiative priorities. 
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Care Group Priorities National audits not part of NCAPOP, local audits agreed by 

Care Group as priority Care Group issue as identified by 

appropriate Royal College. 

 

NON PRIORITY CATEGORIES  

Priority status Example 

Clinician interest (not 

actively supported) 

Where a proposal does not fall into any of the above 

categories and no Trust and/or Care Group benefit can be 

clearly demonstrated, the audit will not be actively 

supported. However audit tools, advice and expertise via e-

mail, telephone, and 1-to-1 interaction will be available. 

 

JUNIOR DOCTOR INVOLVEMENT IN CLINICAL AUDIT  

Priority status Example 

Junior Doctors (F1 & 

F2) (not actively 

supported unless 

chosen within identified 

core subjects)  

A core of subjects will be identified and used as a pool of 

audit topics. This will enable year on year results to be 

collated and a full audit cycle to be undertaken. Changes to 

the core audit programme will be advised to the CAET prior 

to the commencement of each financial year so that CAE 

staff are aware. 

Year on year evidence will enable the Trust/Care 

Group/Service to demonstrate if change to practice has 

been effective (or not) 

To ensure audit reflects current need/practice a 2 yearly 

review of core subjects will be undertaken. 
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9 STAGES OF CLINICAL AUDIT 

9.1 Process for Audit: Registration and Planning Process 

  Registration form completed by auditor (found on the Clinical 
Audit intranet site) and submitted to the Clinical Audit 
Department  

Audit Admin receives registration form and registers on the PPI 

system and reference number generated. 

Fast track for 

students: toolbox 

offered 

Check undertaken by Audit Admin that junior doctor is not 
undertaking another audit and recorded on PPI system. 
 
If another audit is being undertaken – contact via email Care 
Group Clinical Audit Lead for prioritisation of projects. Response 
from Care Group Clinical Audit Lead added to PPI 

Audit Admin confirms receipt of registration form and sends 

confirmation to the audit lead and supervisor enclosing role 

description for both. 

Checklist on PPI completed by Audit Admin and registration 

form saved to PPI system. 

Audit Manager reviews audit registration to establish planning 

activity has been undertaken. 

 Planning and standard demonstrated: 

 Care Group Audit Lead signed to confirm audit project (not 
required if audit project is part of the forward plan) 

 Audit priority identified 

 Level of support identified 

 Aim/objectives identified 

 Scope defined 

 Key milestones (start and finish date as a minimum) identified 

 Audit tool (if appropriate) agreed by supervisor 

Audit standards met and 

facilitator identified (PPI 

system updated accordingly) 

Gaps in standards communicated  

to the audit lead 

Follow up communication sent 

Final request for information  
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Gaps in information received.  

Details uploaded into PPI system 

Gaps in information received.  

Details uploaded to PPI system 

No details received and audit 

cancelled.  Details uploaded to PPI 

system. 
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9.2 9.2 National Clinical Audit Process 
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A member of the Clinical Audit Team will be aligned to the audit and will contact the Audit Lead 

to register the project (see section 9.1) on the Trust Clinical Audit Database and with the 

national body. 

As the clinical audit is recorded on the Care Group’s Forward Plan, this will not require CG 

Clinical Audit Lead approval.  Support from the Clinical Audit Team will have been agreed as 

part of the Forward Plan development. 

 Clinical Audit/Audit Lead will schedule a meeting with the team involved in the audit project to 

agree roles of team members, confirm timeframe, agree thresholds for compliance if not 

available and agree future meetings dates.  An audit plan will be developed from this process. 

 
If required – the Audit Lead should complete the organisational element of the audit ensuring 

that the data has been validated and signed off on behalf of CDDFT.  This should be a senior 

member of staff with an overview of the service being audited eg Clinical Lead, Clinical 

Governance Lead or the Clinical Audit Lead. 

 Identify patient cohort (provided by either Clinical Audit or Information Department).  Clinicians 

commence collection of the data. 

Validation - review data collection at an early stage.  This is to ensure the audit questions are 

answered correctly and consistently.  It will also identify errors or omissions. The Audit Lead 

should complete this with facilitation from the Clinical Audit Team member assigned to the 

audit. 

Some audits have an inter-rater data tool (available on national website) which can be used.  It 

is good practice that another auditor other than the one collecting the information checks the 

data using this tool.  

 

 

Clinical Audit will contact the Audit Lead to ensure the data collection is on target to deliver a 

suitable sample during the audit process. 

 Clinicians Enter data on web tool – continue to identify errors/omissions/inconsistencies. 

 Validation: in the majority of case some form of snap shot (according to size of sample) 

validation should take place.  A meeting should be scheduled by the Audit Lead to internally 

validate the data prior to submission to the national body.  If any negative outcomes identified 

these should be discussed at a governance forum for onward escalation. 

 

 

The audit data should be signed off by either Clinical Lead, Clinical Governance Lead or the 

Clinical Audit Lead and data submitted. 

 Clinical Audit Team will contact the Audit Lead to arrange a meeting to discuss the findings.  

The outcomes will be recorded and actions risk rated on the action plan.  

 The Audit Lead to submit the audit findings to a specialty meeting to discuss with colleagues 

the data, the high risk actions to finalise the action plan. 

 

 

Once the Specialty Meeting has been held the Audit Lead should communicate findings and 

action plan at the relevant Care Group Governance Meeting. 
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9.3 Process for disseminating audit results/reports 

The audit findings must be disseminated to all those involved in the audit project. 
Audit projects should be presented and reviewed at Care Groups/Speciality clinical 
audit meetings as an oral presentation or a written report (a copy of the minutes of 
these meetings should be available if requested by the Clinical Audit Team).  
 
A successful audit in one area may be transferrable to other parts of the organisation.  
Outcomes of audits will be made available via the Clinical Audit intranet site.   
 
Publication of finalised clinical audit results where learning can be shared outside the 
Trust, for example at appropriate conferences and in relevant journals are 
encouraged.  Authority must be obtained by the clinical audit lead and all the clinical 
audit stakeholders and the Clinical Governance Department should be made aware. 
 

9.4 Format of all audit reports 

Audit reports should conform to a set format.  The Trust has two formats either a full 
report or a ‘Clinical Audit Summary Form and Action Plan’ template which is available 
on the Clinical Audit intranet site. 
 
Full Report 
 

 Background; 

 aims and objectives 

 methodology; 

 results; 

 conclusions; and 

 recommendations 
 

An action plan should be developed to ensure improvements.   However, where an 
audit shows that standards are being met or guidance followed there should be an 
explicit statement saying ‘no further action required’ in the summary report and the 
reason given for no re-audit. 
 

9.5 Action plans and process of making improvements  

Action plans for Clinical Audits on the Care Group Forward Plans 

Guidance and assistance on identifying significant outcomes from clinical audits will 

be provided by the Clinical Audit Team.  A meeting will be arranged with the Audit 

Lead to review the audit findings to identify the significant risk of any non-compliance 

with standards found by the audit. Risk should be assessed using the Trust’s 5 x 5 

risk assessment matrix, for each area of non-compliance. 

  

Full details on the risk assessment process is available at appendix 1. 
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Once the risk assessment has been completed and the action plan developed, the 

audit lead will be responsible for obtaining sign off at a specialty meeting prior to 

finalisation of the action plan.  The Operational Governance Committee will receive a 

report of the outcomes of the audit and details of the actions to be taken. 

 

Local Audits 

The Trust will adopt the following process for local clinical audits projects.  The 
implementation of the actions will not be monitored by the Clinical Audit Team.   
 
 

 
 

 
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

  

Non-compliant with audited 

standards 

Compliant with standards 

Consider potential 

future re-audit 

date? 

PPI database updated 
‘compliant with standards’ 
and no further action 
required. 

Audit Closed on PPI 
system 

Action plan produced using the 
template provided on the Clinical 
Audit Intranet Site 

Action plans should be specific, 
measurable and achievable with 
clear implementation targets.   

The action plan should be 
approved by the Audit Supervisor 
(and by a multidisciplinary team) 

Action plan received 
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The Clinical Audit Facilitator 

should ensure any significant 

findings which may pose a risk to 

the Trust’s compliance with 

external standards should be 

included in reports to the 

Operational Governance 

Committee 

 

Audit Report or Summary report produced 

PPI System updated and entry 

closed 
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9.6 Ensuring action plans on the Care Group Forward Plans are implemented 

The process below will be adopted to ensure action plans developed for Clinical 

Audit Projects recorded on the Care Group Forward Plans implemented. 

 

 

 

 

 

 

 

 

 

 

 

9.7 Re-auditing 

Re-audits are required to measure the effectiveness of any changes in practice 
against the standards being audited.  
 
The timing of the re-audit must be indicated on the action plan.  This will enable the 
CAET to set a reminder in the PPI system so that an email can be sent to the 
supervisor at the due date. 
 
The Clinical Audit Team will support forward planning of re-audits but it is the 
responsibility of all health care professionals who undertake clinical audit activity to 
ensure that this process is followed to ensure effective quality audits are produced.  
 

10 REPORTING 

Care Groups will report on the delivery of their clinical audit programme within their 
Integrated Governance Reports to the Quality and Healthcare Governance 
Committee covering progress against plan, significant audit outcomes (both positive 
and those highlighting opportunities to improve clinical practice) and actions agreed. 
The Clinical Audit Team will provide quarterly reports of the progress against plans 
by Care Groups and headline outcomes for each audit. Each significant audit 
outcome (whether positive or highlighting opportunities to improve) will be highlighted 

1 The Clinical 
Audit Team, on 
receipt of the 
action plan, 
should 
individually 
record each  
action and its 
expected 
implementation 
date into the 
PPI system.   

 

2 The Audit Supervisor 
should confirm that the 
actions are implemented 
once there designated 
timescale has passed.   The 
Clinical Audit Team will 
request this confirmation 
once the action deadlines 
are reached.  

  

The Audit Supervisor will be 
asked to sign off the action 
plan to confirm when all 
actions have been 
implemented (an email will 
be accepted as an 
alternative). 

3 The Clinical Audit 
Team will record 
the date closed on 
PPI once 
confirmation that all 
actions are 
completed.(May 
exclude aspirational 
actions) 
 
The re-audit date 
should be entered into 
the PPI system so that 
a reminder can be sent 
to the Supervisor. 

 



Clinical Audit and Effectiveness Policy 

 

POL/N&Q/0025 Version 4.3 20 

together with a summary of the action plan. The Committee will be able to triangulate 
reporting from the Care Groups with reporting by the Clinical Audit team 
 
The Trust Board Audit Committee will receive a summary of the annual clinical audit 
programme each year, together with the quarterly reports from the Clinical Audit 
Team in order to understand (and as appropriate challenge) the level of assurance 
which the Trust plans to obtain from clinical audit activity and how far such assurance 
is being obtained in practice. 

Work will also be undertaken to prioritise actions agreed as a result of clinical audits 
and to record, track and report on the status of higher priority actions. The Clinical 
Audit Team will develop a system to capture such actions and to alert Care Groups 
before they fall due, with subsequent reporting on them to the relevant Care Group 
governance forum. Headline information will be included in the quarterly reports to 
the Operational Governance Committee and Quality and Healthcare Governance 
Committee from the Clinical Audit Team.  

11 RECOGNITION OF PARTICIPATION 

All staff who successfully complete and audit project and provide the CAET with 
evidence that demonstrates completion (audit report) will receive a ‘Certificate of 
Participation’ on request. 

12 TRAINING AND EDUCATION 

Attendance at Essential Training is recorded by People and Organisational 
Development (P&OD) and entered onto the Trust Training Management System, 
OLM. Monitoring of non-attendance will be in line with the Training Needs Analysis, 
Monitoring and Evaluation Policy and carried out by P&OD. Please refer to this policy 
for detailed information. 

13 DEFINITIONS 

SADAC - Senior Associate Director of Assurance and Compliance 

HAC  - Head of Assurance and Compliance 

14 DISSEMINATION ARRANGEMENTS 

The policy will be circulated to Care Clinical Audit Leads for onward distribution.  The 

Clinical Audit Facilitators will have a role in promoting the policy requirements at 

Specialty Governance meetings. 
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15 MONITORING 

15.1 Compliance and Effectiveness Monitoring  

Monitoring Criterion  

Who will perform the 
monitoring? 

Clinical Audit Team  
 

What are you 
monitoring? 

Process for disseminating audit results 
Process for making improvements, inc action plan 
monitoring and re-auditing. 

When will the 
monitoring be 
performed? 

Quarterly  

How are you going to 
monitor? 

Quarterly reports to Operational Governance  
Committee will receive reports on the forward plan 
implementation 
 

What will happen if any 
shortfalls are 
identified? 

The Operational Governance Committee will receive 
information on any shortfalls either via the quarterly 
reports or by exception.  Minutes of the Operational 
Governance Committee will be submitted to Quality 
and Healthcare Governance Committee along with 
any exception reporting. 

Where will the results 
of the monitoring be 
reported? 

The Operational Governance Committee will 
monitor results but in some situations escalation to 
the Quality and Healthcare Governance Committee 
may be required. 

How will the resulting 
action plan be 
progressed and 
monitored? 

The Care Groups will be responsible for progression 
of the action plans with results being monitored by 
the Operational Governance Committee.   
 
Minutes of the Operational Governance Committee 
will be submitted to Quality and Healthcare 
Governance Committee along with any exception 
reporting. 
 

How will learning take 
place?  

Audit reports regarding clinical audit process will be 
shared with the Care Groups, the Clinical Audit 
Intranet site and newsletters. 

 

In addition to the above, attendance at Essential Training is recorded by People and 

Organisational Development (P&OD) and entered onto the Trust Training 

Management System, OLM. Monitoring of non-attendance will be in line with the 

Training Needs Analysis, Monitoring and Evaluation Policy and carried out by P&OD. 

Please refer to this policy for detailed information. 
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16 REFERENCES 

 The Health and Social Care act 2008 (Regulated Activities) Regulations 2014  

 CQC (Registration) Regulations 2009 (Part 4) 

 

17 ASSOCIATED DOCUMENTATION 

This policy refers to the following CDDFT Trust policies and procedures: 

 Policy for Policies 

 Clinical Audit Strategy 

 Standard Operating Procedures for specific tasks 

18 APPENDICES 

Appendix 1 – Using Risk Assessment in Clinical Audit 
Appendix 2 – Equality Analysis/Impact Assessment  
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APPENDIX 1 

USING RISK ASSESSMENT IN CLINICAL AUDIT 

 

Guidance on identifying significant outcomes from clinical audits, agreed with the Clinical 

Audit and Quality and Healthcare Governance Committees, requires the use of risk 

assessment to identify the significant risk of any non-compliance with standards found by 

the audit. This document sets out guidance and tables to assist clinical auditors in 

performing risk assessment.  

 

Guidance on the requirements for risk assessment when evaluating audit findings is 

reproduced below and the subsequent pages include more general guidance on the risk 

assessment process.  

 

Assessing the risk associated with non-compliance 

 

Risk should be assessed using the Trust’s 5 x 5 risk assessment matrix, for each area of 

non-compliance. When considering the impact of non-compliance, the key impacts to be 

considered are patient harm, patient experience or poor outcomes (e.g. life expectancy 

shorter than it should be if best practice followed, or quality of life impaired compared to 

a best practice outcome). However, there are additional impacts, as indicated, for the 

following: 

 

 NICE – Commissioners expect compliance and non-compliance is a contractual 

issue. Commissioners have established a joint NICE compliance monitoring group 

hence non-compliance would need to be reported to them.  

 SeQHIS – The Trust has given undertakings to commissioners that it does comply 

with standards specified by SeQHIS or will do within given timeframes. Non-

compliance (when compliance has been declared) or which indicates the expected 

trajectory cannot be achieved is reportable. 

 Other regulatory standards or standards specified by licensing networks / bodies – 

need to consider the risk to continuation of our licence or participation if the non-

compliance is not fixed.  

  

 When considering the likelihood associated with the risk it is important to consider the 

likelihood of the risk being sustained for any length of time i.e. if something is easily 

fixable within a short time period the likelihood should not be set at a high number just 

because it is likely tomorrow. Therefore it is important to know the reason for non-

compliance, to understand what is involved in addressing it e.g: 

 

- our policies and laid down practices are compliant but we don’t always follow them; 

- we don’t follow them due to capacity issues (staff, equipment, environment); 

- our policies and procedures are not standard resulting in variation in practice so 

some clinicians comply and others don’t; 

- we are not up to date with required practice. 

 

The first of these, and potentially the third and fourth might be easily fixable.  

 

Assessment 

Having identified a failure to comply with required practice, and having understood and 

assessed the risk it is possible to identify audits which point to non-compliance resulting 
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in risks with scores of 12 (high amber) or above (red). Any such outcome would be 

significant. 

Overall risk matrix  

  
Likelihood  

Consequence  

score  
1  2  3  4  5  

  
Rare  Unlikely  Possible  Likely  

Almost 

certain  

5 

Catastrophic  
5  10  15  20  25  

4 Major  4  8  12  16  20  

3 Moderate  3  6  9  12  15  

2 Minor  2  4  6  8  10  

1 Negligible  1  2  3  4  5  
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Guidance on risk assessment - introduction 

 

The following tables have been taken from guidance on risk management issued by the 

former National Patient Safety Agency, with some minor adaptations. They are designed to 

assist managers in: 

 

1. Identifying the potential impacts of a risk. 
2. Assessing the severity of those impacts with reasonable objectivity; and 
3. Assessing the likelihood that the risk will materialise.  

 

How to use the tables 

 

Consider the impacts which could REALISTICALLY arise should the risk materialise, 

considering ALL relevant domains in Table 1. Then assess the severity of each impact 

separately, using the examples and guidelines in each column.   

 

Then consider the likelihood of each of the impacts you have identified above, using Table 2.  

 

Bearing in mind that you will only be considering realistic scenarios, the scores to be 

included in the risk register will be those for the highest scoring risk (when combining 

likelihood and impact) i.e. default to the worst case.  

 

For example, if the Trust identifies a risk of being unable to implement a particular care 

pathway, which has been recommended by NICE to improve patient safety and outcomes 

there could be a number of impacts, including: 

 

 Increased length of stay for patients or shortcomings in care leading to long-term 
effects, compared to patients seen in line with the recommended pathway (Domain 
1). 

 Reduced clinical effectiveness ranging to non-compliance with national standards 
(Domain 2). 

 Breach of guidance resulting in criticism, or enforcement action (Domain 4). 

 Adverse media coverage (Domain 5). 

 Financial loss due to contractual penalties, if attached to pathway compliance 
(Domain 7).  

 

Each of these impacts should be assessed separately, along with the associated likelihood 

using Table 2. Assume that the resulting assessments are scored as follows: 

 

 Likelihood Severity 

Increased LOS / long-term effects 3 3 

Reduced clinical effectiveness / non-

compliance with standards 

3 3 

Breach of guidance – criticism and action 3 4 

Adverse media coverage 2 3 

Financial loss  2 4 

  

The third impact is the one which dictates the scores for the risk register, as highlighted.  
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In rare circumstances it is actually possible that the highest scoring risk (in combination) 

exceeds that which has the highest severity. In such cases, the entries in the risk register 

should still be the scores for the highest scoring risk NOT the highest severity alone and 

NOT the individually highest likelihood and severity (as they will be unrelated and not 

reflected in a realistic scenario). For example, if the resulting assessments for the above risk 

were as follows, the risk register entry would remain as highlighted despite the second 

impact having a severity of 5 (as the likelihood of the second scenario is 2 and the overall 

score of 10 lower). 

 Likelihood Severity 

Increased LOS / long-term effects 3 3 

Reduced clinical effectiveness / non-

compliance with standards 

2 5 

Breach of guidance – criticism and action 3 4 

Adverse media coverage 2 3 

Financial loss  2 4 

 

Considering frequent and likely low-level risks 

 

Some risks, such as prescribing errors, will be expected to materialise in a busy healthcare 

environment. In such cases it is tempting to score both the likelihood and severity as high 

because: 

 

 The chance of an individual error may well be high; and 

 It is conceivable that such an error could result in major harm or death. 
 

However, it is important to realistically assess the risk reflecting actual experience to date 

and any objective data available. Typically, in such scenarios, experience and data suggests 

that errors resulting in major harm and / or death are rare but errors with more minor impacts 

are more likely. It would therefore be misleading to assess the risk of an individual error 

resulting in major harm or death as high, potentially resulting in: 

 

 A false reflection of the Trust against its peer group; 

 Suggestions to regulators and others who review risk registers that the Trust has a 
greater problem than it does, in fact, have;  

 Initiation of a major programme of work to reduce the risk which is not commensurate 
with the actual level of risk, deflecting effort from the management of other more 
genuinely significant risks; or 

 A risk which is, in reality, managed by controls, but which remains on the risk register 
indefinitely because there is no way to reduce it further.  

 

In considering such scenarios, it is suggested that the risk owner considers the likelihood of 

each level of harm (near miss, minor, moderate, major, death) separately. 

 Likelihood Severity 

Near miss (no harm) 4 1 

Minor harm 4 2 

Moderate harm 3 3 

Major harm 2 4 

Death 1 5 
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If the causes of the risk, and mitigations, are likely to be the same for each type of harm, it is 

suggested that the entry in the risk register is assessed using the highest scoring risk – the 

risk of moderate harm in the above table. In some cases the likelihood of death may be 

scored higher after taking account of experience and objective data (2 or 3) as per Table 2 

below. If so, then that risk would be the one captured in the risk register scoring.  

 

Where the causes of the risk differ for different levels of harm, and require different 

mitigations, it is perfectly valid to capture two or more risks to the risk register (but only to 

reflect the different causes and management actions needed, there is no need to add extra 

entries to risk registers which do not, in reality, trigger additional management action).  

 

Using data and experience in risk assessment 

 

The above scenario illustrates the importance of using data and experience, where available, 

to reduce subjectivity in risk assessment. In the absence of recourse to data and experience, 

risk assessment can be overly influenced by the fear that “it might happen”. Risk 

management is ultimately about targeting scarce resources effectively to seek to prevent 

significant problems arising. There will always be an element of ‘best guess’ involved 

because risk assessment involves uncertainty by definition. Using data – for example, data 

showing what others have experienced if we do not have any available internally – can help 

to inform such guess work and so help to ensure that resources are directed towards the 

most significant, realistic risks.  

 

As the financial services industry is fond of saying, past performance is no guarantee for the 

future, so relying on historical data and experience is not fool-proof. It is likely that there will 

be occasions when a risk, considered unlikely using such data, materialises more quickly or 

with greater impact than was expected. This does not automatically mean that the risk 

management process failed, or that the risk owner did not do their job properly. It may be that 

the assessment was justified given the evidence available and, in the round, resulted in 

resources being allocated to the most realistic and significant risks at the time. Organisations 

with mature risk management accept that this may happen and develop both early warning 

systems and their internal resilience to deal with such events in an agile and effective 

manner. And they learn from them.  

 

Risk owners are therefore asked not to make snap ‘it might happen’ judgments without 

seeking objective data or considering experience within the Trust or elsewhere first. There is 

a real possibility that where such judgments are made, the number of amber or red-rated 

risks proliferates to the point where it is not possible to allocate resources sensibly to those 

significant risks which might realistically materialise. Moreover, it can result in risks which 

remain on the risk registers for long times because it is not possible to mitigate them all and, 

although there is no evidence that they could realistically happen they ‘might happen’. 
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Table 1 Consequence Score (Severity) 
 

Consequence score (severity levels) and examples of descriptors  

 1  2  3  4  5  

Domains  Negligible  Minor  Moderate  Major  Catastrophic  

Impact on the 
safety of 
patients, staff 
or public 
(physical/psyc
hological 
harm)  

Minimal injury 
requiring no/minimal 
intervention or 
treatment.  
 
No time off work 

Minor injury or 
illness, requiring 
minor intervention  
 
Requiring time off 
work for >3 days  
 
Increase in length 
of hospital stay by 
1-3 days  

Moderate injury  
requiring professional 
intervention  
 
Requiring time off 
work for 4-14 days  
 
Increase in length of 
hospital stay by 4-15 
days  
 
RIDDOR/agency 
reportable incident  
 
An event which 
impacts on a small 
number of patients  

Major injury leading 
to long-term 
incapacity/disability  
 
Requiring time off 
work for >14 days  
 
Increase in length of 
hospital stay by >15 
days  
 
Mismanagement of 
patient care with 
long-term effects  

Incident leading  
to death  
 
Multiple 
permanent injuries 
or irreversible 
health effects 
  
An event which 
impacts on a large 
number of patients  

Quality/compla
ints/audit  

Peripheral element 
of treatment or 
service suboptimal  
 
Informal 
complaint/inquiry  

Overall treatment 
or service 
suboptimal  
 
Formal complaint 
(stage 1)  
 
Local resolution  
 
Single failure to 
meet internal 
standards  
 
Minor implications 
for patient safety if 
unresolved  
 
Reduced 
performance rating 
if unresolved  

Treatment or service 
has significantly 
reduced effectiveness  
 
Formal complaint 
(stage 2) complaint  
 
Local resolution (with 
potential to go to 
independent review)  
 
Repeated failure to 
meet internal 
standards  
 
Major patient safety 
implications if findings 
are not acted on  

Non-compliance 
with national 
standards with 
significant risk to 
patients if 
unresolved  
 
Multiple complaints/ 
independent review  
 
Low performance 
rating  
 
Critical report  

Totally 
unacceptable level 
or quality of 
treatment/service  
 
Gross failure of 
patient safety if 
findings not acted 
on  
 
Inquest/ombudsm
an inquiry  
 
Gross failure to 
meet national 
standards  

Human 
resources/ 
organisational 
development/s
taffing/ 
competence  

Short-term low 
staffing level that 
temporarily reduces 
service quality (< 1 
day)  

Low staffing level 
that reduces the 
service quality  

Late delivery of key 
objective/ service due 
to lack of staff  
 
Unsafe staffing level 
or competence (>1 
day)  
 
Low staff morale  
 
Poor staff attendance 
for mandatory/key 
training  

Uncertain delivery of 
key objective/service 
due to lack of staff  
 
Unsafe staffing level 
or competence (>5 
days)  
 
Loss of key staff  
 
Very low staff 
morale  
 
No staff attending 
mandatory/ key 
training  

Non-delivery of 
key 
objective/service 
due to lack of staff  
 
Ongoing unsafe 
staffing levels or 
competence  
 
Loss of several 
key staff  
 
No staff attending 
mandatory training 
/key training on an 
ongoing basis  

Statutory duty/ 

inspections  

No or minimal 

impact or breach of 

guidance/ statutory 

duty  

Breach of statutory 

legislation  

 

Reduced 

performance rating 

if unresolved  

Single breach in 

statutory duty  

 

Challenging external 

recommendations/ 

improvement notice  

Enforcement action  

 

Multiple breaches in 

statutory duty  

 

Improvement 

notices  

 

Low performance 

rating  

 

Critical report  

Multiple breaches 

in statutory duty  

 

Prosecution  

 

Complete systems 

change required  

 

Zero performance 

rating  

 

Severely critical 

report  
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Adverse 
publicity/ 
reputation  

Rumours  
 

Potential for public 
concern  

Local media 
coverage –  
short-term 
reduction in public 
confidence  
 
Elements of public 
expectation not 
being met  

Local media coverage 
– 
long-term reduction in 
public confidence  

National media 
coverage with <3 
days service well 
below reasonable 
public expectation  

National media 
coverage with >3 
days service well 
below reasonable 
public expectation. 
MP concerned 
(questions in the 
House)  
 
Total loss of public 
confidence  

Business 
objectives/ 
projects  

Insignificant cost 
increase/ schedule 
slippage  

<5 per cent over 
project budget  
 
Schedule slippage  

5–10 per cent over 
project budget  
 
Schedule slippage  

Non-compliance 
with national 10–25 
per cent over project 
budget  
 
Schedule slippage  
 
Key objectives not 
met  

Incident leading 
>25 per cent over 
project budget  
 
Schedule slippage  
 
Key objectives not 
met  

Finance 
including 
claims  

Small loss Risk of 
claim remote  

Claim or other loss 
less than £10,000  

Claim(s) or other loss 
between £10,000 and 
£100,000  

Claim(s) or other 
loss between 
£100,000 and £1 
million 
 
Purchasers failing to 
pay on time  

Non-delivery of 
key objective/ 
Loss of >1 per 
cent of budget  
 
Failure to meet 
specification/ 
slippage  
 
Loss of contract / 
payment by results  
 
Claim(s)or other 
loss  >£1 million  

Service/busine
ss interruption 
Environmental 
impact  

Loss/interruption of 
>1 hour  
 
Minimal or no impact 
on the environment  

Loss/interruption 
of >8 hours 
  
Minor impact on 
environment  

Loss/interruption of >1 
day  
 
Moderate impact on 
environment  

Loss/interruption of 
>1 week  
 
Major impact on 
environment  

Permanent loss of 
service or facility  
 
Catastrophic 
impact on 
environment  

 

Table 2:  Likelihood Score 

 
Likelihood 
score  

1  2  3  4  5  

Descriptor  Rare  Unlikely  Possible  Likely  Almost certain  

Frequency  
How often might 
it/does it 
happen  
 
 

This will probably 
never happen/recur  
 

Do not expect it to 
happen/recur but it 
is possible it may 
do so 
 
 

Might happen or recur 
occasionally 
 

Will probably 
happen/recur but it 
is not a persisting 
issue 

Will undoubtedly 
happen/recur, 
possibly frequently 
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APPENDIX 2 

Equality Analysis / Impact 
Assessment 
 
 

               

       Full Assessment Form          v2/2011 

 
 
 
 
 
 
 

Care Group/Department:  
 Assurance Risk and Compliance 

   

Title of policy, procedure, decision,  
project, function or service: 

 Clinical Audit and Effectiveness Policy 

   

Lead person responsible: 
 

 Head of Assurance and Compliance 

   

People involved with completing  
this: 
 

 Head of Assurance and Compliance 
Audit Manager 
Senior Clinical Audit Lead 

 
 
 
 
 

Type of policy, procedure, decision, project, function or service: 
 
Existing   
 
New/proposed   

 
Changed   
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       Step 1 – Scoping your analysis         

 
 
 

What is the aim of your policy, procedure, project, decision, function or service and 
how does it relate to equality? 
 

The policy describes the vision for implementing and documenting clinical audit and 
effectiveness within the Trust’s framework of governance. 

 

Who is the policy, procedure, project, decision, function or service going to benefit 
and how? 
 

Provide advice and direct the staff on the audit function. 
 
 

 

What outcomes do you want to achieve? 
 

Audits are carried out according to Trust policy. 

 
 
What barriers are there to achieving these outcomes? 
 

Staff awareness and implementation of the policy 

 
 
How will you put your policy, procedure, project, decision, function or service into 
practice? 
 

Awareness raising when audits are planned and registered. 

 
 
Does this policy link, align or conflict with any other policy, procedure, project, 
decision, function or service?  
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No 

 
 
 
 
 
 

 
 
 
 

               

       Step 2 – Collecting your information    

 
 

 

What existing information / data do you have? 
 

Audits are being undertaken across the Trust. 

 

Who have you consulted with? 
 

Policy is existing and care group clinical leads are aware of the policy and need for 
implementation. 

 

What are the gaps and how do you plan to collect what is missing?  
 

Lack of awareness with Junior doctors on rotation.. 

 
 

 

               

       Step 3 – What is the impact?    

 
 

 
Using the information from Step 2 explain if there is an impact or potential for impact 
on staff or people in the community with characteristics protected under the Equality 
Act 2010?  
 
 
Ethnicity or Race 
 

Audit should not affect these factors. 

 

Sex/Gender  
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Audit should not affect these factors. 

 
 
 
Age 
 

Audit should not affect these factors. 

 
 
 
 
Disability 
 

Audit should not affect these factors. 

 

Religion or Belief 
 

Audit should not affect these factors. 

 

Sexual Orientation 
 

Audit should not affect these factors. 

 

Marriage and Civil Partnership 
 

Audit should not affect these factors. 

 

Pregnancy and Maternity 
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Audit should not affect these factors. 

 

Gender Reassignment 
 

Audit should not affect these factors. 

 

Other socially excluded groups or communities e.g. rural community, socially 
excluded, carers, areas of deprivation, low literacy skills 
 

Audit should not affect these factors. 

 
 
 
 

               

       Step 4 – What are the differences?       

 

 
 
Are any groups affected in a different way to others as a result of the policy, 
procedure, project, decision, function or service? 
 

No 

 
Does your policy, procedure, project, decision, function or service discriminate 
against anyone with characteristics protected under the Equality Act? 
 
 
Yes  No   
 
 
If yes, explain the justification for this.  If it cannot be justified, how are you going to 
change it to remove or mitigate the affect? 
 

Click here to enter text. 
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       Step 5 – Make a decision based on steps 2 - 4  

 
 
 
 
 
 

If you are in a position to introduce the policy, procedure, project, decision, function 
or service? Clearly show how this has been decided. 

The policy has been in existence since 2009 

 

If you are in a position to introduce the policy, procedure, project, decision, function 
or service, but still have information to collect, changes to make or actions to 
complete to ensure all people affected have been covered please list: 
 

NA 

 

How are you going to monitor this policy, procedure, project or service, how often and 
who will be responsible? 
 

Monitoring as described in section 13. 

 
 
 

               

       Step 6 – Completion and central collation  
 

 

 
Once completed this Equality Analysis form must be attached to any documentation 
to which it relates and must be forwarded to Jillian Wilkins, Equality and Diversity 

Lead. jillian.wilkins@cddft.nhs.uk 
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