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running computerised information systems will have
rapid access to data analysed in a fashion suitable for
audit.'5 Some regional funding will be used to help
more firms install such systems. Clinical audit,
however, is not entirely dependent on computers and
computerised databases; implementing those audit
methods not dependent on computers -audit involving
patients' records, some form of incident audit, etc-
should not be delayed.

Confidentiality-Information about patients used in
audit must protect their confidentialityrand that of the
professionals. The district committee has drafted
guidelines on confidentiality. A consistent policy on
confidentiality across the district is vital, particularly
when audit activities cross boundaries between special-
ties or professional disciplines. The same principles are
involved in patient confidentiality as in the clinical
conferences that form part ofany academic programme.
The matter becomes more complex if professionals
other than doctors are involved in audit. It will be
important to secure a commitment from all those
concerned not to discuss the content of an audit
meeting elsewhere. Unless an explicit and convincing
case can be made for including details that identify a
patient in verbal or written presentations, they should
be excluded. Protecting the confidentiality of the
professionals will probably prove difficult in some
types of audit-for example, when one consultant
reviews the clinical records of another consultant's
patient or when reviewing patients who have been in
hospital longer than three months. Nevertheless, this
type of audit can be successful, provided that the
necessary atmosphere of trust and collaboration is
fostered. Some types of audit are more likely to
precipitate interpersonal conflict than others. What

should happen if audit discloses problems or deficien-
cies in an individual doctor's practice? The person
performing the audit is responsible for feedback to the
individual clinician and to the person to whom he or
she is professionally responsible (for example, the
consultant in the case of junior staff). Only when
evidence exists of persistent problems or deficiencies in
practice, despite such feedback, should others such as
the district committee become involved. In the case of
consultants the committee must consider what action
should be suggested. The district committee's repre-
sentative will be able to let you see the guidelines on
confidentiality.

We thank cqlleagues ofthe district audit advisory committee
for their support and guidance; this paper is submitted with
their approval.
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News and Information

Two independent assessors thought that 15-20% of
admissions to paediatric wards in an inner city district
were unnecessary (Postgraduate Medical Journal

1991;67:50-4). They could not agree, however, about 18% of
the 620 admissions, which suggests that many were doctor
rather than illness dependent. Local guidelines might help to
alter doctors' prejudices as well as preventing much emotional
distress and saving money.

hen 768 patients were questioned about their views
on general practice provision those who were elderly
or in poor health were likely to value early referral for

a second opinion, an attentive doctor and kindly staff, routine
home visits, and freedom in prescribing. Younger and
healthier patients emphasised the importance ofregular check
ups, screening, and health promotion (British Journal of
General Practice 1991 ;41:6-8). Hardly surprising perhaps, but
the new contract rewards prevention and health promotion
with extra money; practices could recruit "healthy" patients
to the detriment of sick and elderly patients.

T wo expert clinical coders and four members of the
surgical staff recorded diagnoses and operations in
50 patients who had undergone plastic surgery (British

Journal of Plastic Surgery 1991;44:62-4). With the Inter-
national Classification of Diseases (ICD) and Office of
Population Census Studies (OPCS 4)-the standard systems
for generating Hospital Activity Analysis data-agreement
on one code in each category was no more than 60%; when
three or more codes were needed there was no agreement.
Alternative coding systems are available and should be
evaluated.

wenty one hospital pathology departments that took
part in a pilot accreditation visit by the Royal College
of Pathologists (BMJ 1990;300:653) were inspected

a year later to see whether recommendations had been

implemented (7ournal of Clinical Pathology 1991;44:172-3).
The process of review had itself brought about improvements
in 18 departments, but in some laboratories cash rather than
peer review was thought to be the only answer to deficien-
cies.

P acemakers, bypass surgery, and thrombolytic treatment
make cardiology an expensive specialty. In the United
States it has not been possible to reduce demand

appreciably by pointing to clinical trials and consensus
conferences indicating that up to a third of procedures are
inappropriate, by showing wide regional variations, or by
requiring prior approval for Medicare payment (Journal ofthe
Amenrcan Medical Association 1991;265:482-5). If the
profession cannot regulate practice by peer review govern-
ments will be forced to ration services.

Wr hen the skull radiographs of 822 patients at
Moorfields Eye Hospital were reviewed 86% were
normal and a further 13% showed abnormalities

which did not contribute to clinical management (Journal of
the Royal Society of Medicine 1991;84:76-80). Even when
unequivocal findings were present, other imaging techniques
would have been more appropriate; and in some cases reliance
on a normal radiograph might have been potentially
dangerous. In the author's words, "No patient's treatment
would have been adversely affected if none of the skull
radiographs had been obtained."

A monthly audit of all aspects ofwork in a histopathology
laboratory showed that, although standards were
generally high, there were deficiencies in description of

microscopic and macroscopic appearances, careless coding,
and delays in completing reports (7ournal ofClinical Pathology
1991;44:10-6). Improvements were shown after a few months,
and the considerable time devoted to monitoring was thought
to be worth while and educational.
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In its first year the breast screening unit in Stoke on Trent
reached 72% of the target population (Postgraduate
Medical J7ournal 1991 ;67:36-8). Nearly 10 000 women

were screened, about 600 recalled, and 166 referred to a
surgeon. The pick up was 64 cancers (6-6 per 1000 women),

and three further patients were identified from hospital
records (false negatives). Problems were encountered with
collecting data by computer, but the workload of the
additional biopsies was easily accommodated by the consultant
surgeon.

DIARY
4 July

London: Royal College of Physicians
conference. "Audit in practice. Some
reports from those who have tried it."
£50.00 fellows and collegiate
members, £13.00 retired fellows or

members and students (dinner £28.75
including VAT); £55.00 other
applicants (dinner £29.90 including
VAT)). Contact Ms Gillian Andrew,
conference secretary, 11 St Andrews
Place, Regents Park, London NWI
4LE.

Audit Funding 1991-2, England-
Details of central allocations to English
regions and special health authorities
for medical audit in hospital and com-

munity health services (EL (91) 32)
were released on 4 March. Of the total
£48-8m, £10-3m will be earmarked for
central development (including funds
for the royal colleges); the remaining
£26 9m "non-recurring" revenue and
£11 7m capital will be allocated accord-
ing to numbers of consultants (table).

Allocation of funds for medical audit in
hospital and community health services,
1991-2

Region or special Capital Revenue
health authority (£000s) (£000s)

Northern 791 1823
Yorkshire 841 1939
Trent 1029 2 375
East Anglian 487 1121
North West Thames 755 1 738
North East Thames 1043 2 406
South East Thames 957 2 206
South West Thames 675 1 511
Wessex 566 1307
Oxford 658 1018
South Western 700 1 614
West Midlands 1220 2 814
Mersey 572 1319
North Western 1 046 2 415
Special health

authorities 320 752

Total 11660 26 858

The same amounts as last year (up to
£24m uprated for inflation) will be
released immediately. Capital allo-
cations will be made directly to trusts
after discussion between the regions
and the Department of Health.
The additional money will be released

to regions and special health authorities
only after the department receives a

satisfactory account of spending and
how their plans for 1990-1 have been
fulfilled. A plan for 1991-2 is also
required to identify:

* Assurance that all doctors and den-
tists are involved in effective medical
audit locally, regionally, or nationally
* Appropriate funding to postgraduate
deans for postgraduate and continuing
education related to audit
* Active collaborative audit with
community services and general practice
* Measurement of effectiveness,
appropriateness, and outcome of inter-
ventions
* Evidence that audit improves quality
of service
* Linking of medical audit with other
quality initiatives.

Send three copies of annual reports and
any inquiries about the letter to
Mr Clive Marritt, Department of
Health, Room 31 1A, Richmond House,
79 Whitehall, London SWIA 2NS
(tel 071 210 5856).

King's Fund comment

* Compared with last year's allocation,

which required a structure for audit to
be set up, this letter seeks evidence of
appropriateness and effectiveness of
medical interventions and of medical
audit and emphasises the need to link
audit activity and funding with post-
graduate education
* The term "non-recurring revenue" is
a reminder that earmarked funding for
audit will cease after 1992-3; thereafter,
audit should be budgeted for within
general overheads
* The Department ofHealth is expected
to consult regions within two weeks
over capital allocations to trusts.

The Royal College of Obstetricians
and Gynaecologists' medical audit
unit (BM_J 17 November, p 1141) issued
in February the first of a proposed series
of bulletins. As well as collaborating
with other groups to develop methods
for audit of complex topics, the unit
intends to:

* Set up a database of successful audit
protocols
* Define measures of case mix and
outcome

* Issue guidelines for review of records
* List procedures of proved effective-
ness

* Advise on use of computers.

Two proposals for national audit are

being supported-audit of recurring
genetic disorders and of eclampsia.
Details from Dr Michael Maresh,
Director, Medical Audit Unit, St Mary's
Hospital, Whitworth Park, Manchester
M13 OJH (tel 061 276 6562; fax 061 224
0957).

Primary care development, England-
The Department of Health is giving
£1 5m for medical audit in primary
health care. All regional health authori-
ties in England have been asked to
submit brief proposals for projects
within practices and primary health
care teams. Projects will be chosen to
avoid duplication and to maximise
opportunities to share experiences, and
each region will receive a reasonable
share of the available money. Appli-
cations from regions will be directed
through regional directors of public
health. The procedure will be as quick
and simple as possible, and the first
projects will be selected and announced
by 1 April.

Reports
Liverpool medical audit advisory
group report-Momentum towards
medical audit in general practice is
gathering pace; medical audit advisory
groups (MAAGs) are being set up by all
family health services authorities and
will soon be meeting to discuss their ap-
proach to ensuring that all general

practitioners are participating in medical
audit by April 1992. Liverpool was one

of four family health services authority
areas selected to pilot medical audit in
general practice. The report of its
medical audit advisory group, aimed
primarily at group chairman and mem-
bers and audit facilitators, gives a
detailed account of its approach and
covers issues such as membership of the
group, interface with the family health
services authority, confidentiality,
facilitation of audit, the formation of
local audit groups, and educational
activities. Medical Audit Advisory Group
- One Year's Expenrence ofa PilotProject
in Liverpool from Maxine Haddleton,
Liverpool MAAG, PO Box 121, Refuge
Assurance House, Lord Street, Liver-
pool (tel 051 709 0802), price £3.00.

Guidelines on confidentiality-
CASPE (Clinical Accountability,
Service Planning and Evaluation)
Research and Brighton District Health
Authority (supported by South East
Thames Regional Health Authority)
have recently cooperated to develop and
produce guidelines on confidentiality in
medical audit. Their booklet is intended
to give practical help to clinicians and
managers on computers and confiden-
tiality, disclosure to patients, rights of
access to audit information, and other
steps to ensure confidentiality. Copies
from the Department of Public Health,
Brighton Health Authority, Brighton
General Hospital, Elm Grove, Brighton
BN2 3EW (tel 0273 696011 ext 3096/
3971; fax 0273 697671), price £2.00 per
copy (£1.50 for orders for 10 copies or

more), including postage and packing.
Cheques must be sent with order.

New reports
A Preliminary Analysis of Variations in

Discharge Rates in Scotland by Mandy
Ryan, published by the Health Eco-
nomics Research Unit, University of
Aberdeen. (HERU discussion paper
03/91.)

The Influence of General Practitioners'
Perceptions of Drug Costs on their Pre-
scrnbing by Mandy Ryan, Brian Tule,
Christine Bond, and Ross Taylor,
published by the Health Economics
Research Unit, University of Aberdeen.
(HERU discussion paper 01/91.) Both
from Mrs D Ellis, HERU, University of
Aberdeen, Medical School, Foresterhill,
Aberdeen AB9 2ZD, price £4.00 per
copy (£3.00 for remittance with order;
cheques payable to the University of
Aberdeen).

Itemsfor possible inclusion in the news and
information section to the programme
manager, Medical Audit Programme,
King's Fund Centre, 126 Albert Street,
London NWI 7NF (tel 071 267 611 1;fax
071 267 6108).
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