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1. Introduction 

  
1.1. The Northern Devon Healthcare Trust (hereafter referred to as ‘the Trust’) is 

committed to the delivery of a robust, Trust-wide programme of clinical audit with the 
aim of: 
 

 providing assurance of compliance with clinical standards 

 identifying and minimising risk and inefficiencies, and, 

 improving the quality of patient care and outcomes 
 

1.2. Participation in national and local clinical audit is both a statutory and contractual 
requirement for healthcare providers. These requirements are listed below: 

 

 The NHS Standard Contracts for Acute Hospitals: The Trust must 
participate in the National Clinical Audit Patient Outcome Programme audits 
which are relevant to the services provided. 

 Care Quality Commission (CQC): The Trust must provide evidence of 
regularly assessing and monitoring the quality of the services provided. The 
Trust must use the findings from clinical and other audits to ensure that action 
is taken to protect people who use services from risks associated with unsafe 
care, treatment and support. The Trust must also ensure clinical staff are 
enabled to participate in clinical audit in order to satisfy the demands of 
relevant professional bodies (for example, for revalidation). Care Quality 
Commission 2010 

 Quality Report: Under the Health Act 2009, the Trust is required to produce 
an annual Quality Report, which must include information on participation in 
national and local clinical audits, and the actions which have been taken as a 
consequence to improve the services provided. 
 

1.3. Failure to comply with this policy could result in disciplinary action.  
 

2. Purpose 
 

2.1. The purpose of this policy is to set out a framework for the conduct of clinical audit 
within the Trust. It provides standards and guidance for all staff participating in 
clinical audit activities. It defines the Trust’s procedures and expectations for:  
 

 developing and approving the Trust-wide annual programme of clinical audit 
activity  

 developing and designing individual clinical audit projects  

 registering and approving clinical audit project proposals  

 developing action plans, risk-assessing areas of non-compliance and 
implementing changes in practice as the result of clinical audit projects  

 disseminating learning across the Trust  

 monitoring the completion of action plans and ensuring the completion of the 
clinical audit cycle through re-audit  

 the roles and responsibilities of all staff involved in clinical audit activity  

 the support available from the Clinical Audit Department  
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2.2. All clinical audit activity undertaken in the Trust must comply with the requirements of 
this policy. 

3. Definitions  

3.1. The Trust adheres to the definition of clinical audit set out in Principles for Best 
Practice in Clinical Audit (National Institute for Clinical Excellence, Commission for 
Health Improvement (2002): “Clinical Audit is a quality improvement process that 
seeks to improve patient care and outcomes through systematic review of care 
against explicit criteria and the implementation of change. Aspects of the structure, 
processes and outcomes of care are selected and systematically evaluated against 
explicit criteria. Where indicated, changes are implemented at an individual, team, or 
service level and further monitoring is used to confirm improvement in healthcare 
delivery”.     

The Trust supports the view that Clinical Audit is fundamentally a quality  
improvement process, rather than data collection per se (although data analysis is an  
essential element of the clinical audit cycle). Clinical Audit also plays an important  
role in providing assurances about the quality of services. Further working definitions  
of Clinical Audit, Research, Service Evaluation and Service Improvement activity,  
making clear the differences between these disciplines, is available on the Clinical 
Audit page on the Trust’s Intranet. 

Clinical Audit staff may occasionally facilitate non clinical audit activity, if skills and  
workload allow, however, the Clinical Audit Team’s priority must, by definition, be  
clinical audit. 
 

3.2. National Clinical Audit Patient Outcomes Programme (NCAPOP):  

The National Clinical Audit and Patient Outcomes Programme (NCAPOP) is a closely  
linked set of national clinical audit projects that collect data on compliance with  
evidence based standards, and provide local trusts with benchmarked reports on the  
compliance and performance. They also measure and report patient outcomes. The  
projects analyse data supplied by local clinicians centrally and feedback comparative  
findings to help participants identify necessary improvements for patients. The 
current National Clinical Audit list can be viewed on the Healthcare Quality 
Improvement Partnership website (2018).  
 

3.3. Annual Clinical Audit Programme 

The Clinical Audit Programme is a plan of all the clinical audit projects (including 
quality improvement and service evaluations) which have been committed to by each 
specialty/division on an annual basis. The purpose of the Programme is to provide 
strategic direction and focus for clinical audit activity throughout the Trust and to 
serve as a significant source of quality assurance. 

4. Duties and responsibilities of Staff 
 

4.1. The Chief Executive is responsible for the statutory duty of quality and takes overall 
responsibility for this policy. 
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4.2. The Medical Director provides strategic leadership for clinical audit within the Trust 
and has clear accountability at Executive Board level for clinical audit. The Medical 
Director chairs the Clinical Effectiveness Committee and assumes responsibility for 
actions needed, as indicated by clinical audit findings, which are outside the scope of 
authority of divisional management teams. 

4.3. The Clinical Audit Manager will be responsible for co- coordinating all aspects of 
Governance and leading on the Trust Clinical Audit Programme, providing strategic 
direction. They will be responsible for day-to-day operational matters in relation to 
delivery of the Clinical Audit Programme and line management of the Trust’s Clinical 
Audit team. 

4.4. Clinical Leads hold overall responsibility for all audit activity within their 
specialty/division/cluster but will delegate the audit role to an Audit Lead where 
appropriate. 

4.5. Audit Leads are responsible for:  

 the leadership of Speciality/Division annual clinical audit programmes and the 
development of clinical audit within Specialties/ Divisions based on priorities as a 
result of a risk-benefit analysis  

 ensuring the Trust participates in any applicable mandatory clinical audit relevant 
to the specialty  

 reviewing proposals for individual clinical audits; providing advice and 
amendments to the designs and measures as needed; and recognising and 
dealing with any ethical issues  

 ensuring that any specialties within the division not fulfilling their duties and 
responsibilities are monitored and followed up accordingly  

 effective communication between the Divisional/Specialty Governance 
Groups/Audit meetings and the Clinical Audit and Guidelines Group (CAGG), 
including the escalation of any risk issues arising from clinical audit activity within 
their areas to CAGG  

 

4.6. Clinical Audit Facilitators are responsible for: 

 Supporting Audit Leads to develop and actively monitor the Division's annual 
clinical audit programme, ensuring all local and national audits are registered with 
the Clinical Audit Department (CAD)  

 Encouraging the inclusion of clinical audit in Divisional/Specialty Governance 
Groups agendas  

 Supporting the Divisional Governance co-ordinators in developing risk 
assessments as necessary  

 Supporting the Trust’s Quality Account programme by acting as the divisional 
point of contact for progressing chasing of queries/ outstanding actions; ensuring 
these are brought to the attention of the Divisional Governance meetings; and 
that updates are forwarded in a timely manner to the CAD   

4.7. A Project Lead is the individual designated to take the lead for carrying out a specific 
clinical audit and is responsible for:   

 Ensuring the clinical audit cycle is fully completed in line with the requirements 
set out in this policy  
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 Completing the appropriate clinical audit documentation for the registration and 
reporting of audit activity  

 Ensuring any changes required arising out of clinical audit findings are 
undertaken in a timely manner, and that any difficulties which may prevent the 
action plan being achieved are flagged to the appropriate Audit Lead  

 Handing over the project to a colleague or the Audit Lead if they leave the 
specialty the clinical audit was started in (or the Trust) whilst the clinical audit is in 
progress and ensure the CAD is notified of the change  

 

4.8. All Clinicians have a duty to take part in regular and systematic audit and to 
respond constructively to the outcome of audit, in order to meet the requirements laid 
out in the General Medical Council’s Good Medical Practice guidance (General 
Medical Council, 2013). 

4.9. Clinical Effectiveness Committee (CEC):  

 Provides strategic direction for clinical audit in the Trust and reports to the 
Governance Committee and provides assurance that there is a robust 
programme of clinical audit activity in place across the Trust  

 Considers issues escalated from the Clinical Audit and Guidelines Group (CAGG) 
such as impediments to the successful completion of the Trust Clinical Audit 
Programme  

 Receives reports and action plans in relation to national mandatory clinical audits  
 

4.10. Clinical Audit and Guidelines Group (CAGG) oversees multi-disciplinary clinical 
audit activity across the Trust through the monitoring of the Trust annual clinical audit 
programme. Its role is to also ensure that clinical audits are prioritised, recorded, and 
professionally completed in accordance with the standards set out in this policy. It 
also acts as a forum for cross-division shared learning. 

4.11. Divisional Governance Groups (DGGs): 
 Review and agree the Trust Audit Programme twice yearly and agree the themes 

and priorities for audit for the Division  

 Undertake a quarterly review of the Division’s local audit programme and ensure 
that it is responsive to national, local and internal audit requirements  

 Share across the Division, and escalate via the Governance Assurance 
Framework, any areas of best practice or non-compliance which may affect more 
than one specialty/Division  

 Where key service issues are identified as part of the audit process, ensure there 
is a plan of action in place and where required, exceptions are escalated 
accordingly  
 

4.12. Specialty Governance Groups (SGGs) are responsible for: 

 Undertaking a quarterly review of the Specialty’s local audit programme and 
ensuring that it is responsive to national, local and internal audit requirements 
Where key service issues are identified as part of the audit process, ensure these 
are risk assessed and there is a plan of action in place, and where required 
exceptions are escalated accordingly Local ‘gatekeeping’ of audit and 
commissioning of Priority 2 audits (see section 6.2 for the prioritisation of audits) 
based upon areas of greatest risk as indicated by incidents, complaints, claims 
and National Institute for Clinical Excellence (NICE) compliance 
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 Ensuring that reports and action plans of Priority 1 and Priority 2 audits are 
presented to SGGs and where necessary, requesting a risk assessment to be 
completed  

 Agreeing the re-audit programme for all Priority 2 audits  

 Reporting by exception to the DGG any shared learning, areas of best practice or 
non-compliance which may affect more than one specialty  

 

4.13. Clinical Audit Department (CAD) 

The Clinical Audit Department supports and promotes the completion of Trust-wide, 
high quality, clinical audit activity and ensures the Trust meets all its regulatory 
requirements relating to clinical audit. This involves:  
 

 Ensuring that all National Audits on the Healthcare Quality Improvement 
Partnership (HQIP) Quality Account list relevant to the Trust are registered, 
undertaken and reported, providing support as required  

 Liaison with the Trust’s Commissioners to agree a programme of joint clinical 
audit activity on an annual basis  

 Ensuring that the clinical audit policy is kept up to date and monitoring 
compliance with the policy  

 Providing assurance reports on clinical audit for Trust committees.  

 Recording and monitoring all clinical audit activity taking place across the Trust 
and ensuring that the correct procedures are followed as set out in this policy  

 Providing evidence to Trust regulators around clinical audit for example to the 
CQC and for the Trust Annual Quality Account 

 
The CAD offers administrative and technical support to project leads for clinical audit; 
and includes:  
 

 providing 1:1 advice to project leads on all aspects of clinical audit design and 
conduct  

 signposting project leads to alternative information resources to obtain clinical 
audit standards and patient data sources  

 pulling patient case notes for the purposes of clinical audit for high priority audits; 
delivering notes to project leads; and returning notes to Health Records once 
data collection is complete.  

 for national audits on the HQIP Quality Account list assist with the registration of 
the Trust and undertaking data entry, submission and validation  

 providing support if needed in designing data collection tools  

 providing support if needed to project leads on how to undertake statistical 
analysis and the appropriate presentation of results  

 reviewing clinical audit reports and offering suggestions for improvements  

 supporting Audit Leads and project leads in developing action plans for areas of 
non-compliance identified through clinical audit  

 attending D/SGGs on a regular basis to provide expert advice on clinical audit  

 providing training workshops for specialty groups on the clinical audit process as 
requested  

 
This support is offered to all clinical staff subject to the staffing capacity within the 
CAD. Support will be focused on the national Priority 1 and Priority 2 audits 
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The CAD will monitor a number of key performance indicators (KPIs) to assess the 
efficiency of the service and of audit activity. 
 

5. Commitment to stakeholder engagement, collaboration and 
partnership 

5.1. Involving Patients and the Public Subsection 

The Trust promotes a commitment to the principle of involving patients/carers in the  
clinical audit process either indirectly through the use of patient surveys/  
questionnaires, or directly through participation of identified individuals on project  
steering groups or patient forums.  

5.2. Multi-disciplinary and Multi-professional Audit and Partnership Working with 
other Organisations  

 
Multi-disciplinary and cross-organisational workings are hallmarks of good clinical  
audit practice and the Trust encourages this approach when embarking on clinical  
audit. 

 
5.3. Involving Medical Students and F1/F2 Doctors  

All Foundation Programme doctors are expected to participate in supervised clinical 
audit of the standards and performance of the team they work in and take steps to 
remedy any deficiencies. They are expected to understand: the clinical audit cycle 
and its relevance to developing patient care; clinical governance and risk 
management; data sourced for clinical audit; data confidentiality; and the clinical 
audit cycle’s relationship to the improvement of clinical care. As junior doctors 
change teams regularly, the completion of the clinical audit is a team responsibility. 

6. Process for the development of the annual clinical audit 
programme  

6.1. The Trust-wide clinical audit programme will be developed on an annual basis by 
the Trust’s D/SGGs in collaboration with the CAD. The programme will be approved 
by CAGG and CEC at the beginning of each financial year. 

6.2. Prioritisation of clinical audits: 

 
 Priority 1 (P1) audits: mandatory nationals audits, HQIP Quality Account and 

NCAPOP audits, audits arising out of CQC recommendations and 
Commissioning for Quality and Innovation (CQUINs), and Commissioner 
requested local clinical audits. Confidential Enquiry into Patient Outcome and 
Death (NCEPOD). The CAD will populate the clinical audit programme for the 
forthcoming year with all P1 clinical audits. These should be agreed by the 
relevant D/SGGs and undertaken as a priority. CAD support available for P1 
audits  

 

 Priority 2 (P2) audits: Locally determined clinical audit priorities commissioned 
by SGGs (up to 3 per specialty per annum dependent on the size of the specialty 
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or audit). Clinical audit topics should be chosen to address risk issues, improve 
clinical care and patient experience, and reduce inefficiencies.  
Clinical audits to demonstrate compliance with national regulation/ guidance e.g. 
National Institute for Health and Care Excellence (NICE)  
Consideration may be given to other non-mandatory national clinical audits not 
on the HQIP National Clinical Audits list, however, CAD support may not be 
available depending on available resources.  

 

 Priority 3 (P3): other local clinical audits or projects not formally commissioned 
by the SGG. Any other projects should only be embarked upon if all the clinical 
audits on that specialty’s programme have been allocated/ completed. These 
projects will be reviewed by the QIA and CAD for appropriateness and support 
required before being registered on the Clinical Audit Programme.  

 
6.3. Additional clinical audits may be added to the programme throughout the year based 

on: 

 risk issues or incidents 

 patient complaints 

 identified deficiencies in care 

 mortality or morbidity statistics 

 requests from Trust Board/ Commissioners 
 

6.4. Clinical audit proposals received throughout the year which were not agreed as part 
of the annual programme will be required to clearly state the rationale for the topic 
selection before being approved. 

7. Process for undertaking a clinical audit project  
 

7.1. For flow charts describing the processes for undertaking P1 – P3 audits, please see 
Appendix 1. 
 

7.2. Approvals and Registration – all clinical audit activity taking place within the Trust 
must be registered on the Trust’s clinical audit programme. In order to register a 
clinical audit project the project lead must complete the Trust’s Clinical Audit 
Proposal Form template on Datix which can be accessed via the Clinical Audit page 
on BOB. 

 If a project lead is a junior doctor then the audit must be approved by their 
supervisor as well as the Audit Lead.  

 If a clinical audit project includes/ affects more than one speciality or division, 
then the appropriate approval should be sought from the relevant Audit 
Leads/SGG/DGG.  
 

7.3. By definition, clinical audit involves measuring clinical practice against predetermined 
standards of best practice. The Trust expects clinical standards to be presented in a 
format which conforms to ‘Principles for Best Practice in Clinical Audit’ (National 
Institute for Clinical Excellence, Commission for Health Improvement, 2002), 
including measurable criteria, and target percentage compliance. Data collection 
tools and copies or links to the relevant guidelines should be submitted as part of the 
registration process to ensure that they reflect the standards outlined within the 
policy/guidance being audited. 
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Wherever possible, clinical audit standards should be based on robust research 
evidence. 

Process-based clinical audit project proposals which do not make reference to 
standards will not be registered as clinical audit. 

7.4. Patient Case Note Pulling for Clinical Audit 

Requests for patient case note pulling for P1 and P2 audits only should be submitted 
to the CAD by email ndht.ClinicalAudit@nhs.net . Other requests will be considered 
on a case by case basis dependent on workload. Requests will only be considered 
for P1 and P2 audits which have been registered with the CAD.  
It is recommended that any project lead requesting more than 50 sets of case notes 
should pilot their data collection tool on the first 5 sets of case notes before additional 
case notes will be requested. Any requests to re-pull case notes which have already 
been viewed may be refused.  
Note pulling by CAD is only applicable to those notes in file or storage.  
Patient case notes can either be delivered to a suitable location on the main Trust 
site or viewed within the CAD. Patient case notes will be held for a period of 21 days 
within the CAD once pulled. If the project lead does not arrange to view the case 
notes within this period, despite reasonable attempts by the CAD to contact them, the 
case notes will be returned to store, notes will not be re-pulled unless there are 
exceptional circumstances. 

7.5. Data Protection 

All clinical audit activity must take account of the General Data Protection Regulation 
(GDPR) (Information Commissioner’s Office, (2018) and Caldicott Principles 
(Department of Health, The Caldicott Committee, 1997). This means, for example, 
that data should be:  
 

 Adequate, relevant and not excessive  

 Accurate  

 Processed for limited purposes  

 Held securely  

 Not kept for longer than is necessary  

 
All data collected for clinical audit purposes in the Trust will be anonymised through 
the use of randomly assigned codes at the time of data collection. No patient 
identifiable data will be reported for any clinical audit at any time. 
The Trust will maintain a central database containing details of all registered clinical 
audit activity. These records will be used for internal monitoring and assurance 
purposes, e.g. quarterly and annual programme reports. Access to the database is 
restricted to members of the CAD.  
Clinical audit practice must conform to the Trust’s policies regarding storage of data 
on removable devices, e.g. memory sticks. Please see the Information Governance 
Policy for more information.  
There may be occasions when the Trust engages individuals in its clinical audit 
activities who are not directly employed by the Trust, e.g. staff with honorary 
contracts, volunteers, patients and the public. Individuals who work with the Trust in 
these capacities will be required to sign a confidentiality agreement. 

7.6. Ethics 
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Clinical audit by definition does not require formal ethical approval from an Ethics 
Committee. However, clinical audit should be conducted within an ethical framework.  
Where an element of a clinical audit is identified as having ethical concerns, it is 
strongly recommended that this is either removed or undertaken in a different 
manner. Where an alternative method cannot be used, the clinical audit proposal will 
be submitted to the Medical Director for review and final approval.  
The process for determining choice of clinical audit projects, and the manner in which 
project patient samples are drawn up, should not inadvertently discriminate against 
any groups in society based on their race, disability, gender, age, sexual orientation, 
religion and belief. Any person who has concerns regarding the ethics of clinical audit 
activity within the Trust should refer them in the first instance to the Chair of the 
CAGG. 

7.7. Consent 

The Trust informs patients that their personal health information will be used for 
clinical audit and quality improvement purposes through reference to the subject in 
the patient information material about care in the Trust. The patient information 
material briefly describes the clinical audit process and its contribution to the quality 
and safety of patient care. Please see the Protection and Use of Patient Information. 

8. Reporting, dissemination of results and making 
improvements 

8.1. Presenting and reporting results 

For Flow chart depicting the reporting process for P1 – P3 audits, please see 
Appendix 1. 

A formal project report should be produced for all registered clinical audit projects; 
this is the responsibility of the project lead with advice from the CAD as required for 
P1 and P2. The latest report templates can be found on the clinical audit pages on 
the Trust’s intranet site.  
Clinical audit projects which are part of a programme of regular, on-going monitoring 
do not need to submit final reports in the Trust template whilst they remain ‘open’ on 
the clinical audit programme. However, it is expected that progress reports being 
submitted to Trust groups or committees reporting the outcomes of this monitoring 
and actions being implemented to improve patient care are copied to the CAD as 
evidence of quality improvement. 

8.2. Action plans 

Where the results of a clinical audit indicate the need for improvement, an action plan 
will be produced by the project lead. Action plans should state the agreed actions, 
the member/s of staff (NOT a committee/ group/Division) responsible for delivering 
each action, and the target date for completion in each instance. This information is 
entered on Datix to ensure appropriate follow up and completion.  
The D/SGG is responsible for reviewing and agreeing the action plan and ensuring 
that the actions are implemented in the given timeframes. Any changes to the agreed 
actions or timeframes should be authorised by the D/SGG. The possibility of re-audit 
should be considered as part of this process.  
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If there are resource implications for any of the actions these should be escalated 
and discussed at the relevant DGG. If there are any actions required which are 
beyond the scope of the clinical or divisional management team these should be 
escalated and discussed at the CEC. 

8.3. Risk assessments 

Where non-compliance with a clinical audit measure(s) is identified through clinical 
audit, the D/SGG must decide if a risk assessment is appropriate and commission as 
necessary.  
If the risk assessment gives a risk rating of 8 or above, the risk should be escalated 
to the relevant DGG and added to the Division Risk Register.  
If the risk assessment gives a risk rating of 15 or above, or is Trust-wide, the risk will 
be forwarded to the Safety and Risk Committee following the DGG to be added to the 
Corporate Risk Register in line with the Trust’s Risk Management Policy  
Any non-compliance with national clinical audits will be presented to the CEC for 
review and approval. 

8.4. Disseminating Clinical Audit results / reports and making improvements  

If the clinical audit project has Division or Trust-wide significance, the results will be 
discussed at the relevant DGG, group or committee to be shared with wider clinical / 
managerial teams.  
An Information bulletin/newsletter on clinical audits undertaken which are expected to 
be of interest to the wider clinical community will be produced by CAD on a 6 monthly 
basis. 

8.5. Re-audits 

Clinical audit projects with identified non-compliance should be re-audited once the 
actions on the action plan have been completed in order to confirm the improvements 
made in clinical care. If there are just one or two audit measures in a larger clinical 
audit which did not achieve full compliance, it is acceptable for just these measures 
to be re-audited. The clinical audit cycle is not complete until the re-audit has been 
undertaken. A list of clinical audits requiring re-audit will be provided by DGG/SGG. 

8.6. Training  

The CAD Facilitator is available to provide expert advice on all aspects of the clinical 
audit process. Training workshops for specialty groups (medical, nursing and Allied 
Health Professionals [AHPs]) on the clinical audit process will be arranged by the 
CAD on request. 

9. Process for monitoring compliance with effectiveness of the 
policy 
 

9.1. To evidence compliance with this policy, the following elements will be monitored: 
 
To evidence compliance 
with this policy, the 
following elements will be 
monitored: 

How will this be 
evidenced? 

Where will this be 
reported and by whom? 
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Ensure participation in all 
National Clinical Audits 
relevant to NDHCT 

Annual audit of Quality 
Accounts 

To Clinical Effectiveness 
Committee (by exception) 
by the DHoG 

All relevant National Clinical 
Audits are reported through 
CEC 

Audit of CEC minutes To the CAGG by Clinical 
Audit Facilitator 

Reports/presentations 
arising from audit activity 
are received by CAD 

Review of audits on Datix To DHoG by Clinical Audit 
Facilitator 

Assess source of note 
pulling requests & audit 
priority 

Review of requests To DHoG by Clinical Audit 
Facilitator 

 

10. Equality Impact Assessment  
 

10.1. The author must include the Equality Impact Assessment Table and identify whether 
the policy has a positive or negative impact on any of the groups listed.  The Author 
must make comment on how the policy makes this impact.  

 

Table 1: Equality impact Assessment 

Group 
Positive 
Impact 

Negative 
Impact 

No 
Impact 

Comment 

Age   x  

Disability   x  

Gender   x  

Gender Reassignment   x  

Human Rights (rights 
to privacy, dignity, 
liberty and non-
degrading treatment), 
marriage and civil 
partnership 

  x  

Pregnancy   x  

Maternity and 
Breastfeeding 

  x  

Race (ethnic origin)   x  

Religion (or belief)   x  

Sexual Orientation   x  
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12. Associated Documentation 

APPENDIX 1: CLINICAL AUDIT DEPARTMENT PROCESS FOR AUDITS  
 
P1: Quality Accounts, NCEPOD, NCAPOP, CQUINN, CQC & CCG  
P2: Non-mandatory National Audits, Divisional & Speciality Priority  
P3: Not commissioned by SGG, reviewed by QIA/CAD prior to registration 

 

 

 

 

 

 

 

 

Priority Audits (P1) Priority Audits (P2) 

 

National audit information announced 
DGG to decide on themes.  SGG to decide 

specialty audit priorities(max 3 per specialty)  
In addition to non mandatory National Audits 

CAD to establish project lead, add to 
database/audit programme 

Project lead submits project registration form 

CAD registers audit on Audit Programme 
what all information has been provided 

Register with the audit organiser, timetable 
for data collection, submission and validation 

 

CAD provide support if required, note pulling 
etc 

CAD provide support if required, note pulling 
& data entry 

Audit results/report presented to appropriate 
meeting – audit or SGG 

CAD check for report publication, send to Lead 
and Division for internal reporting to CEC 

Report & action plan to be presented at CEC.  
Follow up of action plan reported to CEC at a 

later date. 

If results are below average, or there are 
National recommendations then project lead 

to draw up action plan and risk assess if 
appropriate.  For review by SGG Report and action plan sent to CAD.  Audit 

programme updated, actions entered onto 
database.  Major issues to be reported up to DGG 

and to CEC 

Priority 3 Audits (Local audits) 

Local audits or projects not commissioned by SGG 


