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WHAT IS AN AUDIT?
• It is an 

• Unbiased,

• Systemic and 

• Critical Analysis OF

• Surgical care,

• Reviewed by peers,

• Compared to 

• Recognized standards 

• Explicit criteria



AIMS OF A SURGICAL AUDIT?

• Single out ways of  improving and maintaining the QUALITY of  care 
for patients.

• Assist in continuing education of  surgeons at all levels.

• Best utilization of  resources available for  the provision of  patient 
care. 

• Using the word “SELF” implies all of  this applied to you. 



WHY?

• It is a quality improvement exercise and a powerful educational tool.

• Leads to an improvement of  surgical practices by providing a direct 
feedback.

“This is where I can change myself  to 

provide better patient care and service”





A REALITY CHECK

• 30th October 1935, in Ohio.

• Model 299 being tested for the 
first time, with 5 of  the MOST 
EXPERIENCED PILOTS OF THE 
USA.

• Stalled and crashed, killing two 
of  five crew members. 

• The problem was “pilot error”.  





• Many of  the B-
17 Flying 
Fortresses  
were found to 
have flown at 
least 100 
missions and 
known as 
Century 
Bomber.



A SIMPLE CARD
MADE ALL THE 
DIFFERENCE!!!



2001

• Critical Care specialist Peter 
Pronovost, decided to give the 
doctors checklist a try. 

• Steps when putting in a central 
line-

1. Wash hands with soap.

2. Put on a mask, cap and sterile 
gown.

3. Prep the skin with chlorhexidine.

4. Sterile drapes. 

5. Sterile dressing over the 
insertion site. 



2002

• The ICU nurses were authorized to 
stop the doctors if  any step was 
skipped. 

• The results were collected for one 
year.

• The 10 day line infection went from 
11% to ZERO!!

• Saving 43 infections, 8 deaths &

• Two million dollars!!!!



DETROIT

Keystone Initiative -2006
Administrators  also involved in this exercise. Within 18 months the following were observed:-

❖Most hospitals cut their quarterly infection rate to 0%.
❖These ‘poor” hospitals outperformed 90% of hospitals USA-wide.
❖Saved an estimated $175,000,000/- in costs!!!!
❖Saved an estimated 1500 lives!!!!

Sinai-Grace Hospital Detroit Receiving Hospital





WHAT IS THE DIFFERENCE 
RESEARCH vs AUDIT?
• Does not necessarily increase the extent of  surgical knowledge. 

• The primary purpose not to promote scientific enquiry.

• Reviews the performance of  a surgical team, hospital or practice. 

• Large audit databases can be used to ratify or negate research  
hypothesis. 

• BUT

• Privacy must be maintained particularly if  multiple hospitals are 
contributing.

• Ethics committee permission a must. 



HOW TO RUN A SUCCESFUL AUDIT?

• Helps if   there is an ambience of  surgical audit in the hospital/team.

• Often seen as threatening/unnecessary. 

• Essential therefore to create an environment of  an educational 
input.

• NO BLAME GAME.

• Mesh collection of  date with usual ward work. SAVE TIME.

• Permission for date collection.

• Data collection must be supervised and verified.

• MUST “CLOSE THE LOOP”. Prove that implementing changes 
improves patient care. 

• Needs close communication with other disciplines and 
departments.

• Hospital administration must be made part of  the audit process. 



TYPES OF SURGICAL AUDIT

• Personal audit.

• Group/Speciality/Hospital audit.

• Clinical registry which has been peer reviewed.



TYPES OF SURGICAL AUDIT

• Should encompass your scope of  work, perhaps start with a 
procedure that is commonly done and then expand to infrequently 
done procedures.

• Total practice or workload audit involves all surgical procedures 
performed.

• Clinical unit audit encompasses all procedures that are done in that 
unit.

• Registries are usually maintained to provide a peer reviewed 
feedback on surgical practices for a particular aspect of  work. 
Powerful source of  data. 



CYCLE OF A SUCCESFUL  AUDIT

DETERMINE 
SCOPE

SELECTION OF 
STANDARDS

DATA 
COLLECT

ION

PRESENT 
FOR PEER 

REVIEW

MODIFY & 
MONITOR



SCOPE

• Should be clearly defined and achievable.

• Power(number) of  patients to be studied usually with the help of  a 
medical statistician or published literature. 

• Common areas:-

➢Length of  hospital stay.

➢30 day mortality.

➢Time on waiting list. 

➢Investigations advised.

➢Timing and use of  prophylactic antibiotics.

➢Patient satisfaction. 



STANDARDS

• Evidence based research and guidelines.

• Existing local guidelines.

• Data in that particular specialty group. 



COMPARING POST-OP COMPLICATIONS 
CLAVIEN-DINDO CLASSIFICATION



DATA COLLECTION

• Online systems

➢Full audit

➢Logbook tool





DATA LOSS



Conclusion

The current apps available 

in the market do not meet 

the requirements of  

Australian trainees. 

However, with the 

advancing technology and 

rapid progress of  smart 

phones and their apps, 

this is likely to change in 

the future. 







MORTALITY AND MORBIDITY MEET.



[Name of Presenter]

[Details of patient e.g. 
initials, hospital number 

etc.]

[Date of meeting]



Patient
A brief description of the patient’s relevant clinical history, including: 

 age

 date of admission

 co-morbidities

 previous investigations

 diagnosis

 the decision of the MDT (if applicable)

 confirmation of the treatment undertaken

 details and timing of adverse outcomes



Events
A summary of the events that occurred either pre-operatively, in theatre or 
post operatively that led to the adverse outcome:

 a decision to change a treatment plan

 changes in patient circumstances

It is also helpful to include appropriate data such as:

 vital signs measurements

 assessments on the ward

 imaging.



Analysis
Summary of the presenter’s analysis of the contributing factors that led to 
the adverse outcome. These should be categorised under headings such as 
the ones outlined below:

 Human factors

 Systems factors

 Patient factors



Analysis
A review of any relevant literature should be presented in order to provide 
context to the case summary. For example, this may include:

 a review of recurrence rates for oncology patients, 

 surgical excision margins

 the impact of co-morbidities on outcomes etc. 



Key learning points
The presenter should highlight what they consider to be key learning points 
from the summary of the case and literature reviewed for discussion. Such 
as:

 case selection

 patient pathways

 processes for escalating care of patients

 hand over processes



M&M MEET



ONLINE LOGBOOK- 
    CLOUD STORAGE/GOOGLE SHEET

LOGBOOK.xlsx


READING

• Surgical Audit Guide 2012 – Royal Australasian College of  Surgeons.

• https://www.rcseng.ac.uk/standards-and-research/gsp/morbidity-
and-mortality-meetings-tools-and-templates/
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