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SUMMARY
Background. Since 1991, all general practices have been
encouraged to undertake clinical audit. Audit groups report
that participation is high, and some local surveys have
been undertaken, but no detailed national survey has been
reported.
Aim. To determine audit activities in general practices and
the perceptions of general practitioners (GPs) regarding the
future of clinical audit in primary care.
Method. A questionnaire on audit activities was sent to 707
practices from 18 medical audit advisory group areas. The
audit groups had been ranked by annual funding from 1992
to 1995. Six groups were selected at random from the top,
middle, and lowest thirds of this rank order.
Results. A total of 428 (60.5%) usable responses were
received. Overall, 346 (85%) responders reported 1257
audits from the previous year with a median of three audits
per practice. There was no correlation between the number
of audits reported and the funding per GP for the medical
audit advisory group. Of 997 audits described in detail,
changes were reported as 'not needed' in 220 (22%), 'not
made' in 142 (14%), 'made' in 439 (44%), and 'made and
remeasured' in 196 (20%). Thus, 635 (64%) audits were
reported to have led to changes. Some 853 (81%) of the
topics identified were on clinical care. Responders made
242 (42%) positive comments on the future of clinical
audit in primary care, and 152 (26%) negative views were
recorded.
Conclusion. The level of audit activity in general practice is
reasonably high, and most of the audits result in change.
The number of audits per practice seems to be independent
of the level of funding that the medical audit advisory
group has received. Although there is room for improve-
ment in the levels of effective audit activity in general prac-
tice, continued support by the professionally led audit
groups could enable all practices to undertake effective
audit that leads to improvement in patient care.
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Introduction
INCE 1991, all general practices have been encouraged to
undertake clinical audit. It is appropriate to assess the return

on investment of money and time in clinical audit." 2 However, it
is difficult to gather evidence about the impact of audit on the
quality of routine patient care.3 One important measure of the
effectiveness of audit is whether appropriate changes in care are
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made. Systematic reviews confirm that different methods of
implementing change can be effective.45 In general practice,
trials of some methods (for example, those involving facilitators
or outreach visits) have led to changes.6-8 Furthermore, evalua-
tions of audit in primary care indicate that levels of participation
have increased and that audit groups are exploring the use of a
wider range of implementation strategies.6'9

Surveys of medical audit advisory groups show that 86% of
practices are taking part in audit activities.'0"' However, the
number of audits undertaken by practices, the proportion fol-
lowed by appropriate improvements in care, and the perceptions
of general practitioners (GPs) on the future of audit are unclear.
A few local surveys of practices have been undertaken,'2-'4 but
some of these were only carried out very soon after the creation
of medical audit advisory groups or did not investigate the
improvements stimulated by the audits. In addition, audit activity
may be influenced by the amount of funding made available
locally. To assess the achievements of audit in general practice, a
national survey of practices is required.
As a result of a report on the future of clinical audit in prima-

ry health care'5 and new guidance from the Department of
Health,'6 medical audit advisory groups are currently adapting
their roles to meet the demands of the restructured health
authorities.'7 Evidence about the impact of audit is needed to
inform these developments at both local and national levels.
This study aimed to determine the level of audit activity in gen-
eral practice and the perceptions of GPs on the future of clinical
audit in primary care.

Method
Medical audit advisory groups (MAAGS) were ranked according
to their level of funding per GP, based on results from a prelimi-
nary survey. This survey asked all 104 MAAGs in England and
Wales for details of annual funding received from their local
health authority over the years 1992-95. A random sample of six
groups was selected from each of the top, middle, and lowest
thirds of the distribution of funding, giving a total sample of 18
(17%) medical audit advisory groups.
A questionnaire was devised, which asked GPs about the audit

activities in their practices and their attitudes to audit. The ques-
tionnaire was based on interviews with four GPs and was piloted
with 18 practices, one from each area in the sample.
The questionnaire asked for practice details and numbers of

individual practice-based or multipractice audits undertaken in
the past 12 months. Details of the topic and whether changes
were made and remeasured were requested for eight audits. Over
the lifetime of the MAAG, information was sought on changes in
the practice, changes in interest in audit, confidence in undertak-
ing audit, understanding of audit, quantity of audits, and effec-
tiveness of audit activity, followed by an open question on views
about the future of audit in general practice.
The questionnaire was addressed to the audit contact or senior

partner and sent to 40 practices, to allow for non-responses, in 16
of the 18 MAAG areas in the sample. The remaining two areas
had fewer than 40 practices, and so questionnaires were sent to
all practices. Up to two reminders were posted to non-respon-
ders. A further copy of the questionnaire was sent to the partners
of any remaining non-responders. Single-handed doctors and any
remaining non-responders were interviewed by telephone.
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Results
The initial questionnaire on levels of funding had 92 (91%)
responses. For each MAAG, the mean funding per GP over four
years ranged from £72.19 to £767.65. The lowest third of the
groups had funding of £215.76 or less, and the highest third had
funding of £356.49 or more. The 18 groups in the study sample
had funding per GP ranging from £128.57 to £767.65.
The questionnaire on audit activities was sent to 707 practices,

and 428 (60.5%) usable responses were received. A further 152
(21.5%) replied that they did not wish to respond, and 128 (18%)
did not respond. The mean list size of responding practices was
1984 per GP, which is higher than the national means of 1887 for
England and 1730 for Wales.'8 The number of fundholders was
143 (34%), with a 95% confidence interval of 29.4-38.4%,19
which is higher than the figure of 21% for practices in England
and Wales in 1995.20 The distribution of number of partners in
the sample was not significantly different from the national dis-
tribution (chi-square test,2' P > 0.1).
A total of 346 (85%) responders identified 1257 audits from

the previous year with a median value of three audits per practice
(interquartile range two to five). The number of audits reported
by fundholders was (just) not significantly different from that
reported by non-fundholders (Kruskal-Wallis H-test,2' P = 0.05).
The Spearman rank correlation22 between the total number of
audits reported and the funding per GP for the medical audit
advisory group was only 0.011 (P > 0.9).

Changes were classed as 'not needed' in 220 (22%) of the 997
audits for which this question was answered, 'not made' in 142
(14%), 'made' in 439 (44%), and 'made and remeasured' (com-
pleting the audit cycle) in 196 (20%). Thus, 635 (64%) of the
audits described were reported to have led to changes.
Responders describing four or more audits reported changes
made in 71% (n = 391), whereas those describing only one audit
reported changes made in 68% (n = 195). These rates were not
significantly different (chi-square test,2' P > 0.05).
The topics given in 1064 audits were classified into four of the

categories used by the Oxford MAAG.23 There were 853 (81%)
audits on clinical care (acute, chronic, and preventive care, pre-
scribing, referrals, investigations), 115 (11%) on access (appoint-
ments, premises, telephone, out of hours), 37 (4%) on communi-
cations (with patients, within practice, records), and 23 (2%) on
professional values (education, workload, finance). In addition,
25 (2%) were classified as audits undertaken across the interface
with secondary or community care and 11 (1%) were not classi-
fied.

Changes in attitudes to audit are shown in Table 1. The open
question inviting views on the future of audit in general practice
was answered by 369 (86%) responders, who made 577 com-
ments. A total of 242 (42%) comments expressed positive views;
for example, 'Audit is a good procedure and useful if not forced
upon us', and 'Audit is definitely the way forward'. There were
152 (26%) comments expressing negative views; for example,
'Audit is more difficult than I thought', 'I accept it as a necessary
evil', and 'Should be scrapped'. Twenty-four (<1%) responders
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said they had no views on the future of audit, and 126 responders
gave unclassifiable views; for example, 'Should be optional',
'Should be evaluated', and 'Needs more resources'.

Discussion
The responses from general practices showed that 85% of
responding practices carried out one or more audits in the year
before this survey, which confirmed the positive findings report-
ed by the Audit Commission."I The median number of audits
was three per year. Two-thirds of the audits were reported as
having led to change, and one-fifth of all audits as having com-
pleted the cycle and been remeasured.

However, these results were the self-reports of a sample of
practices that were more 'developed'24 than average. There were
more fundholding practices in this study than in the population of
practices in England and Wales, although the number of audits
was not higher for fundholders in our sample. The number of
active refusals to answer the questionnaire and the persistence
required to gather sufficient usable responses suggest that many
GPs do not regard their audit activity as a topic of great impor-
tance.25 Therefore, we must be cautious in concluding that the
results of these audit activities can be extrapolated to all general
practices. The data reported probably represent the upper end of
the distribution of audit activity in general practice.

It is encouraging to discover that, in 64% of audits, the partici-
pants reported that changes occurred as a result. The declared
purpose of audit is to make changes to improve care and these
results suggest that at least two-thirds of audits are having some
effect on care. It must, of course, be recognized that the social
desirability26 of reporting that one's audits lead to improvement
raises the need to confirm these results with more independent
data. The characteristics of practices that achieve effective
improvements could also be investigated.

In only 20% of audits was the cycle completed by remeasur-
ing, which suggests that this is not a priority for most people
undertaking audit and may not be seen as a good use of time and
resources. The definition of change was left to the responders
and may have included changes that were not measurable; for
example, perceived improvements in relationships or teamwork.
Unfortunately, lack of remeasurement means that the effective-
ness of audit is seldom assessable.
The audits were mostly on clinical topics, and few concerned

access or other aspects of care. This confirms the findings in
Oxfordshire.23 It is possible that the topics that came most easily
to mind for responding GPs were clinical and that audits on other
topics were omitted.

Understanding, interest, and confidence in audits, and the
number and effectiveness of audits were felt by nearly half the
responders to have improved during the life of the MAAG. This
suggests that attitudes to audit have become more positive, and
the levels of effective audit activity have increased, at least for
some GPs. The views expressed on the future of audit in general
practice were very mixed and may reflect the normal distribution
of attitudes to audit. Nevertheless, concerns were expressed

Table 1. Numbers (% of row total) of responses identifying each change in attitude in the practice since the creation of the MAAG.

Increased No change Decreased Total

Interest in audit 204 (49%) 187 (45%) 22 (5%) 413 (100%)
Confidence in undertaking audit 191 (46%) 209 (51%) 10 (2%) 412
Understanding of audit 208 (51%) 194 (47%) 9 (2%) 411
Quantity of audits 181 (44%) 212 (52%) 18 (4%) 411
Effectiveness of audits 162 (40%) 229 (56%) 14 (3%) 407
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about the time and resources needed to conduct audit in primary
care.

It can be concluded that the level of audit activity in general
practice is reasonably high, and higher than some may have
expected. The number of audits per practice seems to be inde-
pendent of the level of funding that the MAAG has received and
of whether the practice is fundholding. Although there is room
for improvement in the levels of effective audit activity in prima-
ry care, the views of GPs suggest that the support provided by
the professionally led MAAG has contributed to the development
of audit thus far. Continued support is required to enable all prac-
tices to undertake audit that leads to improvements in patient
care.
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Liverpool Paediatric Week
9-13 March 1998

Second national biennial meeting - Alder Hey -
Royal Liverpool Children's NHS Trust

Covering 18 topics throughout week. Sessions of particular
interest to GPs include Emergency care, cranio-facial & cleft
palate services, general & orthopaedic surgery, rheumatology,

cardiology, feeding disorders, genetics and respiratory.
Contact: Conference Office, Alder Hey Education Centre, Royal
Liverpool Children's NHS Trust, Eaton Road, Liverpool L12 2AP.

Tel: 0151 252 5218 Fax: 0151 252 5103

THE ELI LILLY NATIONAL CLINICAL AUDIT CENTRE

AUDIT PROTOCOLS FOR OSTEOPOROSIS
AND HEART FAILURE

Two new audit protocols have just been completed. The
Centre has a programme for the systematic development of
audit protocols for use by primary health care teams. The
protocols contain review criteria prioritised according to the
strength of evidence and impact on outcome. They are issued
to primary health care audit groups and may be obtained from
them or alternatively from the Lilly Audit Centre at cost (£8.50
without a binder and £10.00 with a binder).

Other topics already published include hypertension, angina,
gout and several others.

For further information and a full publications list please contact:

Dr Richard Baker, Eli Lilly National Clinical Audit Centre,
Department of General Practice and PrImary Health Care,
University of Lelcester, Lelcester General Hospital,
Gwendolen Road, Lelcester LE5 4PW.

Tel: 01 16 258 4873 Leicester
Fax: 0116 258 4982 _UniverSity
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