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Clinical biochemistry audit template
	Date of completion 
	(To be inserted when completed)

	Name of lead author/

participants
	(To be inserted)



	Specialty
	Clinical biochemistry

	Title
	An audit of critical result communication. 

	Background
	The active communication of critical results is part of the overall responsibility for patient care of a clinical pathology service. Requestors have a responsibility to ensure contact details are clear. Local agreements must be in place to cover patient pathways defining critical results and providing clear lines of communication and failsafe systems. 

In 2010, The Royal College of Pathologists released guidance on which abnormal clinical biochemistry results regarded as critical should be communicated to the requesting clinician urgently (Primary Care). In addition, the RCPath has also issued draft recommendations for key performance indicators (KPIs) specifying that direct communication of critical results, such as those defined by RCPath, should become an auditable standard. These are likely to be finalised in 2013.

	Aim and objectives
	1. To review urgent results as outlined in the RCPath KPI guidance or equivalent document.
2. To review if these results have been actively communicated to the requesting clinician.

3. To review the time taken between these results being available to the laboratory and the time they were given to the requesting clinician. 

	Standards and criteria
	Criteria range: 100% of urgent results must be communicated within 2 hours of them being made available on the laboratory system 
(The RCPath key performance indicators have highlighted a target of 90% by April 2013 increasing to 97% by April 2014. These targets are subject to change.)
Laboratories must have clear documented guidelines on which urgent results MUST be communicated to the requesting clinician (including out of hours).
Laboratories must have a suitable method for recording the time the results are available.
Laboratories must have a suitable method for recording the time a phone call or other direct communication route took place.

Laboratories must have a suitable method for recording which urgent results have been communicated. 

Only critical results for new valid unexpected occurrences should be included in the analysis. 

	Method


	Sample selection:
Due to the nature of defining critical results being dependent not only on specific test selection with appropriate cut levels but also a reasonable level of discretion based on previous results or origin of patient, it is unlikely that a comprehensive IT based trawl of all such critical results will be possible, or at least manageable.
It is therefore suggested that sampling is used to randomly select results from a particular day or test group, the selection of which can be rotated on subsequent audits.

Data to be collected over a one-month period. An electronic inspection of the laboratory LIS should be performed to collect information on samples with results that fall out with the critical cut-off levels for particular analytes. A random sample of such requests should be scrutinised further to ascertain whether any critical result deviation was a first occurrence or not, thus defining if it should have been communicated urgently or not. This should be carried out for each of the critical result analytes as each monthly audit progresses. There should be an attempt to get through all the critical result analytes within a calendar year.
Information on time of result being available in the LIS should be recorded along with the time of urgent communication (if done at all). Only results for new valid occurrences should be included in the analysis. 

The % of results phoned within two hours for each analyte should be calculated (number of results phoned/total number of critical new occurance results)
Data to be collected on proforma (see below).

	Results
	(To be completed by the author)

The results of this audit show the following %compliance with these standards:

Date:
Number of critical results
% compliance

Investigations
Sodium

Potassium

Urea

Creatinine

Glucose

Adjusted calcium

Magnesium

Phosphate

AST

ALT

CK

Amylase

Carbamazepine

Digoxin

Theophylline

Phenytoin

Phenobarbitone

Lithium

Cortisol

Paracetamol

Salicylate

Ammonia

Commentary: Give details explaining any reason why results were not communicated within 2 hours. 

	Conclusion
	(To be completed by the author)



	Recommend-ations for improvement

Action plan
	Present the result with recommendations, actions, and responsibilities for action and a timescale for implementation. Assign a person/s responsible to do the work within a timeframe.

Some suggestions:

· Present findings
· Note if there are differences in time taken to call a result depending on the time of day or type of analyte.
· Focused audit may be required to investigate more closely particular analytes, times of day, particular days or specific staff members with poor records of communicating critical results.

(To be completed by the author)


	Re-audit date
	This audit should be on going on a monthly basis, but an audit summary should be produced on a six-monthly basis.

	Reference
	RCPath/CPA KPI on A&E turnaround – referenced when published.


Data collection proforma for communication of critical results
Audit reviewing practice 
Hospital/dept:

Date of audit:

	Investigations
	Number of new critical results 
	Number of new critical results communicated within 2 hours 
	%
	Compliance
(Y/N)

	Sodium
	
	
	
	

	Potassium
	
	
	
	

	Urea
	
	
	
	

	Creatinine
	
	
	
	

	Glucose
	
	
	
	

	Adjusted calcium
	
	
	
	

	Magnesium
	
	
	
	

	Phosphate
	
	
	
	

	AST
	
	
	
	

	ALT
	
	
	
	

	CK
	
	
	
	

	Amylase
	
	
	
	

	Carbamazepine
	
	
	
	

	Digoxin
	
	
	
	

	Theophylline
	
	
	
	

	Phenytoin
	
	
	
	

	Phenobarbitone
	
	
	
	

	Lithium
	
	
	
	

	Cortisol
	
	
	
	

	Paracetamol
	
	
	
	

	Salicylate
	
	
	
	

	Ammonia
	
	
	
	


	Audit action plan
An audit of critical result communication.

	Audit recommendation
	Objective
	Action
	Timescale
	Barriers and constraints
	Outcome
	Monitoring
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