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producing audit reports (and presenting data in a
digestible form), and help in the continued operation
and further development of the system is vital. The
district medical audit advisory committee must ensure
that this skill is available to every department and in
Brighton is provided by CASPE Research, who work
closely with doctors to ensure the continued operation
of the systems.

Conclusions
To attain the four levels of audit described here

requires the complete cooperation and support of all
doctors and managers. At its lowest level district audit
improves efficiency and communication and facilitates
teaching. But adequate time is required for the audit
process; time to allow clinicians the luxury of really
being able to think about the quality of care that
they provide; time that is at a premium in the
present overstretched NHS. In addition, for audit to
flourish, it is vital that the present crude measures of
the appropriateness of medical treatment are further

developed so that doctors have confidence in their use
as a basis for clinical decision making and will therefore
wish to employ them.

We thank Dr Jennifer Bennett, copsultant in public health
medicine, and Mr David Ingram, consultant ophthalmologist
(chairman of the district medical audit advisory committee),
for their comments.
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Correction
Occurrence screening as a method of audit
An editorial error occurred in this Audit in Person article by Dr J
Bennett and Mr K Walshe (12 May, p 1248). At the end of the
second paragraph of the section describing the pilot study the
study referred to is reference 16 and not reference 14 as published.

News and Information
People who die of strokes are an important source of

organs for donation. Consultants in the intensive care
unit at Exeter, which provides on average six donors a

year, realised that patients with strokes in the general wards
were not being considered for organ donation and drew up a
protocol setting out the criteria for potential donors, the
process ofconsultation among medical staff, and the approach
to relatives, who would need to consent, in particular, to
transferring the patient to intensive care for life support
(Lancet 1990;335:1133-5). Eight donors out of 11 possible
further donors were obtained; the procedure was readily
accepted by relatives and only two families refused. The
authors point out that such an increase in numbers would
more than double the national donor rate. But would the
health service be able to cope with the extra workload, to say
nothing of the expense?

Clinical practice based on the results of controlled trials
and consensus development may not be adequate
for every clinical problem. A panel of clinicians in

Trent concerned with managing patients with ischaemic heart
disease (Lancet 1990;335:1317-20) developed their own
measures of appropriateness by assembling all possible
hypothetical indications for coronary angiography and
coronary artery bypass surgery and rating them as appropriate,
equivocal, and inappropriate. They then applied the criteria
to a random selection of their own patients who had had one or
other of these procedures. The indications were considered
appropriate in 49% of 320 coronary angiographs and in 58% of
319 bypass operations, but 21% and 16% respectively were
thought to have been inappropriate. The authors emphasise
that this does not necessarily mean that the action taken at the
time was wrong, but it does seem as though prospective use of
the ratings, which can be applied to other conditions, might
help in the efficient use of restricted resources.

M ortality from gastrointestinal haemorrhage remains
,NY obstinately around 10%, and many attempts have

been made to improve on it. The latest attempt,
from Bath (Gut 1990;31:504-8), allocated patients to an
11 bed unit in a medical ward staffed by two physicians
and two surgeons with skills in gastroenterology and their
teams. Over 18 months 430 patients with significant bleeding
(70% aged over 60) were carefully monitored according to an
agreed protocol and submitted to early endoscopy. Operation
was carried out within 24 hours in patients who continued
bleeding (37) or rebled (18), 90% ofwhom were aged over 60.
The mortality was 3-7%: three patients were moribund on
admission; all except one were aged over 60; and most had
serious additional disease. A centralised policy for managing
gastrointestinal bleeding in a district general hospital proved
feasible, successful, and educational.

E ach general practitioner in the west midlands refers on
average 20 patients for non-urgent surgery a year.
When questioned about their preferences, most

general practitioners put local hospitals and local consultants
as their main choices, with only 21% seeking patients' views.
Selected practices in areas with long hospital waiting lists were
sent detailed information every month about waiting times
throughout the region (British J7ournal of General Practice
1990;40:186-9), and their referral patterns over a two year
period were compared with those of a group that did not
receive such information. About a third changed their referral
practice to take into account waiting lists, and just under a
third referred patients to hospitals outside their district.
Although most doctors said that they were prepared to discuss
the possibility of travelling with patients, only 5% actually did
so with over half their patients. When questioned, 38% of a
small group of patients still on the waiting list said that they
would be prepared to travel over 48 km (30 miles) if it meant
being seen earlier.
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New funding for medical audit-
Mrs Virginia Bottomley, Minister for
Health, recently announced that the
Department ofHealth is to fund medical
audit units, at the Royal College of
Physicians (London) and the Royal
College ofSurgeons (England), £150 000
a year each, for three years. The unit at
the Royal College of Physicians, led by
Dr Anthony Hopkins, will employ
two doctors jointly with two London
medical schools and support .taff. The
Royal College ofSurgeons has appointed
Mr Brendon Devlin as chairman of the

clinical audit and quality assurance
committee and will also employ a
behavioural scientist to examine changes
in practice after the medical audit is
introduced. The new initiative will
complement the ongoing work on the
Confidential Enquiry into Perioperative
Deaths. Both units will have broadly
similar terms of reference:
* Setting standards of quality of care
* Devising audit methods for different
health districts
* Devising and evaluating ways

of measuring the success of different
treatments
* Determining the best ways of chang-
ing professional behaviour and of taking
into account the result of audit.

Medical audit in the family practi-
tioner service-The government's
proposals for medical audit in the family
practitioner services (HC(FP)(90)8,
HC(90)15) being sent to every general
practitioner provide guidance on the
organisational structure for medical

BMJ VOLUME 301 21 JULY 1990 165

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

M
J: first published as 10.1136/bm

j.301.6744.165 on 21 July 1990. D
ow

nloaded from
 

http://www.bmj.com/

