	AUDIT DESIGN – stage 2

	This form registers your audit project.



	Lead .............................................
	Sponsor…………………………
	Expected completion date 

	
	
	……/
	……/
	……/

	Note: A person of sufficient seniority and responsibility eg. head of department, consultant or senior nurse, should be nominated as sponsor if the nominated lead is none of these.



	Office use only:
	Registration date……………………….
	Registration no…………………………….

	Audit title:



	

	Objectives: What is this audit trying to achieve?  Try to use words expressing commitment to action in improving services.



	

	Rationale for the audit: Why was this subject chosen? Refer to any or all of criteria relating to Trust priorities, known or suspected problems, volume, risk, new practice, opportunity costs of inappropriate treatment.  Any ethical issues in carrying out the audit should be identified.  Are there likely to be resource implications and if so, how are they to be included in the business planning process?

	

	Source(s) of standards for the audit: Do national standards exist? Are audit indicators congruent with them (and if not, why not)?  Reference national, regional or evidence-based local guidelines or systematic reviews.

	

	Sample to be audited: BRIEF definition and justification of which patients are to be included, how they are to be identified, sample size, sampling framework (including time scale and start date).

	

	Data source(s): 

eg Patient records, databases (state which), prospective data collection forms, questionnaires.  How is confidentiality to be protected?

	

	Who is involved with the audit? 
Try to identify team members and how they are involved.  Describe them briefly by profession and grade as well as speciality (the team should include representatives of all departments, specialities, professions & wards which could be affected)

	

	Extra information to be collected (in addition to indicators listed overleaf)

	


INDICATOR DESIGN

	ASPECT OF CARE OR SERVICE
	TARGET %
	EXCEPTIONS
	DEFINITIONS/INSTRUCTIONS

	As an example: There is a record that discussion with relatives has taken place before a ‘DNAR’ decision was made.
	100%
	Patient does not wish discussion with relatives

No relatives available for discussion


	Check medical and nursing notes of patients who have a DNAR decision recorded



	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please send audit designs to the Governance Support Team
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