
-r - S

these functions-the formative and the summative-
will be enhanced by the use of a structured method of
analysing practice audits.
The group itself needs to work according to audit

principles; we are using our own cycle (introduction/
choosing the topic; methods/observing practice; dis-
cussion/evaluation of data). The group also needs to
plan and set targets, and again formal evaluation of the
audit cycle helps this process.
Planning-In Oxfordshire we have devised a three

pronged approach. Firstly, to help practices with their
own audits and with implementing small problem
solving audits. Secondly, to develop district criteria for
assessing major areas of care which many practices are
reviewing, such as diabetes, preventive procedures,
and access. Thirdly, to develop one or two "off the
peg" audits with full guidelines for those who wish to
do them or are trying to get started. In each case the
quality of the audits performed will be assessed using
the coding system.

Setting targets-Using the criteria for assessment
(box 2) our aim is (a) to encourage practices to set
themselves the target that every audit will include code
V (implementing change and planning care) and, when
possible, code II (agreeing criteria for further assess-
ment) and (b) to achieve the following levels of audit in
Oxfordshire by March 1992: 50% of practices doing

Analysis ofaudits in 80 practices in Oxfordshire. Figures are numbers (percentages)

Level of audit

Full Partial Potential Planning None Total

All current audits 39 (38) 16 (16) 29 (28) 18 (18) Not 102
applicable

Practices' best current audit 25 (31) 7 (9) 14 (17) 6 (8) 28 (35) 80
Practices' besteveraudit 32(40) 17(21) 11(14) 3(4) 17(21) 80

full or partial audit; 25% of practices doing potential
audit; and half of the remainder planning audit.

In conclusion, the development of a coding system
for the audit cycle and the definition of criteria for the
completeness of audits enabled the medical audit
advisory group to set target standards for its activity.
We believe that this goes some way to resolving the
paradox described in the introduction. We can also use
the same system in helping individual practices to
improve the completeness of their audits.
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Medical audit: the Spanish experience

Rosa Suniol, R Delgado, A Esteban

The population of Spain is 37-6 million with a high
urban population. In 1985 general mortality was 8 0%,
among the lowest in Europe, infant mortality was
8-5/1000 live births, and life expectancy at birth was
72 5 years for males and 78-6 for females.' Spain has a
mixed public and private health care system, in which
the public side predominates. On average 69% of
hospital beds are in the public sector. Until 1986 the
health system was based on a national health insurance
system covering 95% of the population and supported
by contributions from employers and employees.
Management services was centralised through an insti-
tute called INSALUD. The health insurance system
owned hospitals and ambulatory care facilities and also
had contract services with other public and private
hospitals. Since 1979 the total number of hospital
beds (4-8/1000 population) has not increased, and
the pattern of morbidity among hospital patients
resembles that in other developed countries.

Public sector hospitals are organised into five
sections with the same level of responsibility (medical,
nursing, administration, hotel services, and staff) and
are headed by a general manager, who may or may not
be a physician. Physicians are represented profession-
ally by the medical colleges, and specialist associations
(for example, surgeons, internists, etc) also play an
important part in medical opinion.

The Health Act of 1986 established a universal,
decentralised, public health care system based on a
national health service to provide integrated health
services for the whole population; since then has begun
the process of transforming the previous system into
the new national health service. The new health service
has a higher proportion of general tax revenue' and
represents an important change to the previous system
in that full management power is being transferred to
autonomous communities. This process started in
1981, and at present 57% of the population is cared for
under transferred management. Also, primary health
care will be the basis of the new system and ambulatory
care facilities are being converted into new primary
health care centres which are better staffed and more
oriented towards prevention and the community.
Such changes are not always easy to carry out
because previous organisational systems coexist with
new developments. After a parliamentary request an
independent committee was formed to determine the
changes necessary in organisation.

External audit: accreditation systems
The first accreditation system in Spain was

developed in Catalonia in 1981, a region with a high
proportion of private beds. Developed by the autono-
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mous government in consensus with scientific societies
to achieve certain criteria in the hospitals, the system
represented a fundamental change in hospital organisa-
tion. During the first year of operation 146 hospitals
were inspected, of which 89 received accreditation,
representing 18 624 beds at different levels (80% of the
total beds in Catalonia).'

Accreditation by independent professional organisa-
tions, as exists in some other countries, is being
considered, but in the present circumstances would
not influence health market economics. Since 1988
there has been a central accreditation system for
teaching in hospitals and primary health care. This
system does not have direct financial implications
for the centres but adds prestige and resources to
encourage a higher level of quality. In the first two
years all teaching hospitals were audited, and in 1989 a
special programme was established to audit teaching
units (including primary health care units).4

Internal audit: hospitals and primary health care
Audit programmes were first promoted at the start of

the '80s, initially by hospital medical directors, as
a means of serving as hospital management tools
(providing information other than activity figures) and
of detecting and solving major problems. Clinical
committees were functioning in some centres at that
time but without established methodology. Their
organisation was therefore modified to give them a
monitoring function of providing information permit-
ting a comprehensive view of the hospital. To achieve
this change the objectives of each committee were
redesigned, e:xplicit criteria were drawn up, all results
were incorporated into a quality assurance dossier,
which was periodically circulated to all heads of
services, and a progranmne coordinator was appointed
to provide methodological support.5

Audit programmes have an advisory function for the
hospital medical director. Participation of physicians
in the programmes is voluntary and rotational;
between 15% and 30% of staff in each hospital usually
participate at one time, and physicians do not receive
special payment for their participation.
The presidents of each committee, the medical

Avenida Gaudi, Barcelona

Common topics of hospital medical audit
in Spain

Medical records

Tissue committee

Tumours committee

Therapeutics committee

Mortality committee

Infection committee

Resource utilisation

-patients' records
-discharge letters
-informed consent
-unexpected

reinterventions
-white appendicectomies
-utilisation of blood
-delays between diagnosis
and treatment

-accomplishment of
protocol

-patients' non-attendance
at follow up

-follow pharmaceutical
formulary

-pain management after
surgery

-review of prescriptions
-necropsy rates
-symptom control
-avoidable problems in
dying patients

-infection rate
-prophylactic use of

antibiotics
-surgical infection
-use of statistical tests
-readmissions in one and

six months
-delays in radiology
departments

-priorities in waiting lists

director, and the programme coordinator constitute a
general quality assurance committee to determine the
annual objectives and to follow up the problem solving
process.

Audit programmes usually cover the following:
* Process and results of care
* Resource utilisation review
* Risk management
* Patients' opinion.

The box shows the most common topics of hospital
medical audit.

In 1984 legislation about hospital structure and
organisation made care assessment systems mandatory
in all Spanish hospitals. Clinical committees are the
foundation of these systems; subsequently the General
Health Act 1986 made assessment of care mandatory
in all health centres. Quality assurance programmes
have since become increasingly routine within hospital
structure, and some 50-60 hospitals now have well
developed programmes. Programmes for audit of
nursing in hospitals developed later. In fact, although
the act made inclusion of nurses on clinical committees
mandatory, most hospitals have tended to develop
specific programmes for assessment of nursing care.
Some work, however, is conducted on a multidiscip-
linary basis, and nurses and nursing directors have
joined the general quality assurance committee.
One of the most common problems studied by

nursing audit programmes has been that of nursing
records. Topics related to patient risk have also
received greater attention (patient falls, thrombo-
phlebitis, bedsores, etc), though other aspects of care
(patient reception, information, etc) are also being
considered.
One important aspect of audit programmes has

been the incorporation of patients' suggestions and
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complaints as a main source of detecting problems of
health care. Patients' opinions are collected and coded
through the users' attention services, present in all
Spanish hospitals since 1984, and the information is
transferred to audit programmes. This is a specific
experiment of the Spanish health system, and most
agree that it is a good way of assuring patients' rights
and preventing malpractice claims.

In primary health care quality assurance pro-
grammes were established with the changes in the
structure of primary health centres. Professionals in
these centres now have a longer working day, which
enables them to conduct assessments. Between 1987
and 1989 the Ministry of Health made a considerable
effort to provide professionals in primary health care
with training in quality assurance to enable them to
conduct audit programmes. To date some 30-40% of
remodelled primary health care centres have developed
at least an audit study, and since 1990 monitoring
systems are being implemented.
The Spanish Society for Quality Assurance in

Health Care was founded in 1984. One of the few
genuinely multidisciplinary scientific societies in
Spain, bringing together doctors, nurses, patient repre-
sentatives, health economists, administrators, and
health promoters, it has held eight national conven-
tions and issues a quarterly journal.

Current developments and problems
Most audit programmes introduced into hospitals

have been based on analysis by clinical committees,
mainly dealing with problems affecting many patients
and resolving severe organisational problems as well
as developing, implementing, and evaluating an
appreciable number of protocols. Nevertheless, the
increasing focus on patient outcome and the decentrali-
sation of management in hospitals have generated
interest in developing departmental programmes, and
since 1987 these have been developed, although there
is considerable variation in the range of departmental
experience. In nursing audit programmes have been
attempted at ward level as this seems the only way to
involve all three nursing shifts. In the near future two
levels of audit programmes may coexist, one at an
institutional level and another at departmental or ward
level.

In general, participation of professionals has not
been a major problem as the system as designed
supposes rotational and voluntary participation, which
have not been difficult to achieve. Managers have
accepted the predominant role of professionals and
have sometimes used relevant legislation to argue for
the necessity of starting quality assurance programmes
in certain establishments. Unfortunately, support so
far from the professional colleges has been poor,
although in some cases promotional courses or talks
have been organised. The reception has been much
more favourable in scientific societies and many now
have quality assurance sections.
A crucial aspect of the quality assurance pro-

grammes is their influence on clinical practice by
integration of their recommendations into hospital
management. In some programmes, however, this has
not been achieved: managers have not always fulfilled
their task of incorporating the recommendations into
the decision making process, which is still centralised,
and in some cases medical and nursing staff have not
been given enough information on assessment out-
comes and completing the audit cycle has not been
possible.
Managers are increasingly interested in imple-

menting and developing quality assurance pro-
grammes, and implementing quality circles has been

attempted in a few hospitals. However, a new problem
is arising. Professionals realise the change that this new
managerial approach represents for quality assurance
programmes and there is some doubt about how new
developments will be accepted.

Perhaps one of the major problems has been in
developing the necessary methods in each hospital to
enable assessments to be conducted. The system as
presently designed requires integration of the informa-
tion generated, which is difficult to accomplish without
a full time person in every hospital. Currently, about
15-20 full time audit coordinators are employed for this
task, usually a physician or a nurse with a clinical
background.
Another problem has been the paucity of databases.

In many cases the development of quality assurance
programmes and the computerisation of hospitals have
been the driving forces behind the formation of
hospital databases. There is still a long way to go,
however, before interconnected information systems
whose content is valid and reliable are achieved.

Additionally, it has not been easy for professionals to
accept patients' right to complain and to include these
complaints with other problems requiring examination
and solution. Though Spain does not have a high
number of malpractice suits in absolute terms, they
have been increasing appreciably recently, and,
though users' attention services are well established,
there is still some professional resistance towards
accepting patients' views.

Future prospects
Audit has not been implemented in all institutions in

Spain, and we seem to be in the phase of developing
audit programmes throughout the country. Fortu-
nately, the government has opted for setting up a
legal framework, without imposing a single quality
assurance system, thus enabling each establishment to
develop the programme it considers best suited to its
needs. We hope that the administration will resist the
temptation to set up centralised mandatory pro-
grammes that would probably destroy professional
support. Also to date quality assurance coordinators
have come from clinical practice. There is the risk
of creating a "new inspectorate" if we attempt to
implement quality assurance programmes too quickly.
The medical colleges have not yet taken a firm position
on the participation of physicians, and their relations
with the government over quality assurance are not
clear. It is to be hoped that in the debate between the
government and the professions the development of
quality assurance ceases to be used to protect interests
and becomes a measure of improvement in health care.

In 1990 the Spanish Society of Quality Assurance
and the Society of Health Economics set up the Avedis
Donabedian Foundation, a non-profitable institution
created to solve methodological problems and to
support health centres.

Finally, two fundamental issues remain: the role of
patients and relatives in assessing quality of care,
which opens up debate on quality of life and treatment
alternatives, and the role of quality assurance in a more
decentralised management system. Spain must join
other industrialised countries in this debate.
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