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

	Name of lead author/

participants
	(To be inserted)



	Specialty
	Haematology

	Title
	An audit of compliance with key aspects of BCSH guidelines on diagnosis, investigation and management of chronic lymphocytic leukaemia

	Background
	The BCSH has published guidance on the diagnosis, investigation and management of patients with chronic lymphocytic leukaemia. This includes guidance on obtaining a diagnosis and management. This audit will review compliance with key areas of the guideline.

	Aim and objectives
	1. To review whether essential diagnostic investigations have been done.
2. To review whether appropriate pre-treatment work up has been undertaken.
3. To review whether patients are being offered appropriate treatment.

	Standards and criteria
	Criteria range: 100%, or if not achieved, there is documentation in the case notes that explains the variance.

Diagnostic work up

· Investigation of asymptomatic stage A patients at diagnosis should include: FBC, reticulocyte count, direct antiglobulin test (DAT), immunophenotype, routine biochemistry and serum immunoglobulins. 

· Patients should be screened for TP53 deletion pre-treatment and prior to 
re-treatment.
· Patients receiving intensive chemo- or immuno-therapy should be screened for hepatitis B and C. 

· Patients having intensive chemotherapy or chemo-immunotherapy should have baseline CT.
Specific treatment

· Treatment of early stage disease is not currently indicated. Patients starting treatment should fulfil the criteria for active disease (see Table V of guideline),
· FCR is recommended as initial therapy for previously untreated fit patients, outside clinical trials,
· Outside of a trial, options for patients unfit for FCR include chlorambucil or bendamustine. 
· Patients relapsing >2 years after FC, FCR or similar regimens, who have not acquired a TP53 abnormality, remain fit enough for fludarabine-based treatment, and in whom there is a clinical indication for treatment, should receive FCR.

· For management of high risk CLL (defined as having a TP53 defect and/or failing fludarabine combination therapy within two years) input from a centre with a specialist interest in CLL is recommended, and treatment should ideally be delivered as part of a clinical trial. Outside of trials, alemtuzumab in combination with pulsed high dose glucocorticoid is the treatment of choice. Allogeneic stem-cell transplantation should be considered as consolidation for fit patients with high-risk CLL. 

Supportive care
· Immunoglobulin replacement should be considered for patients with low serum IgG level, and a previous major or recurrent minor bacterial infections despite optimal anti-bacterial prophylaxis. Effectiveness of immunoglobulin replacement, and need for continued treatment should be reviewed regularly. 

· Vaccination against Streptococcus pneumoniae (using a conjugate vaccine) and Haemophilus influenzae type B is recommended at diagnosis. 

· Annual vaccination against seasonal influenza and novel strains is recommended. Live vaccines such as polio, H. zoster and yellow fever should be avoided. 

	Method


	Sample selection: all patients diagnosed in the preceding 12 months, or 
re-treated in the preceding 12 months.
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 the standards:

% compliance

Essential investigations

Immunophenotyping consistent with CLL
DAT, reticulocyte count
Immunoglobulins

Hep B and C screening if requiring treatment

TP53 deletion screening if requiring treatment

Baseline CT for patients having chemo-immunotherapy
Appropriate specific treatment 
Early stage – observation only
Patient starting treatment fulfils criteria?
Younger, fitter patients FCR or appropriate clinical trial?
Older, less fit patients – bendamustine, chlorambucil (possibly with anti CD20 antibody), modified FCR or appropriate clinical trial?
High risk CLL managed appropriately?
Patients relapsing >2 years after FC, FCR or similar who have not acquired a TP53 abnormality, remain fit enough and who require treatment should receive FCR.

Appropriate supportive care
Consider Immunoglobulin replacement therapy in patients with low serum IgG with a previous major or recurrent minor bacterial infection despite optimal anti-bacterial prophylaxis.

Patients receiving IVIG should be reviewed regularly to evaluate effectiveness and continued need for treatment. 
Vaccination against Streptococcus pneumoniae (using a conjugate vaccine) and Haemophilus influenzae type B recommended at diagnosis.



	Conclusion
	(To be completed by the author)

	Recommen-dations 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 time frame.

Some suggestions:

· Highlight areas of practice that are different

· Present findings 

(To be completed by the author – attached action plan proforma)

	Re-audit date
	(To be completed by the author)

	Reference
	Oscier D, Dearden C, Eren E, Fegan C, Follows G, Hillmen P et al. Guidelines on the diagnosis, investigation and management of chronic lymphocytic leukaemia. Br J Haematol 2012;159:541–564. Doi: 10.1111/bjh.12067. 


Data collection proforma for patients for the acute graft-versus-host disease
Audit reviewing practice 
Patient name:
Hospital number:

Date of birth: 
	 
	1 

Yes
Yes 
	2 
No
 
	3   If ‘No’, was there documentation to explain the variance? 
Yes/No plus free-text comment
	4   Compliant with guideline based on ‘Yes’ from column 1 or an appropriate explanation from column 3. Yes/No

	Immunophenotyping consistent with CLL
	
	
	
	

	DAT, reticulocyte count checked
	
	
	
	

	Immunoglobulins checked
	
	
	
	

	Hep B and C screening if requiring treatment
	
	
	
	

	TP53 deletion screening if requiring treatment
	
	
	
	

	Patient starting treatment fulfil criteria (table V)
	
	
	
	

	Younger, fitter patients FCR or appropriate clinical trial
	
	
	
	

	Older, less fit patients – bendamustine, chlorambucil, or appropriate 
clinical trial
	
	
	
	

	High risk CLL managed appropriately?
	
	
	
	

	Patients relapsing >2 years after FC, FCR or similar who have not acquired a TP53 abnormality, remain fit enough and require treatment, receive FCR
	
	
	
	

	Documented consideration of Immunoglobulin replacement for patients with a low serum IgG level who have had a previous major or recurrent minor bacterial infection despite optimal anti-bacterial prophylaxis?
	
	
	
	

	For patients having IVIG, effectiveness and need for continued treatment reviewed?
	
	
	
	

	Vaccination against Streptococcus pneumoniae (using a conjugate vaccine) and Haemophilus influenzae type B documented?
	
	
	
	

	Immunophenotyping consistent with CLL
	
	
	
	

	DAT, reticulocyte count checked
	
	
	
	


	Audit action plan:  

An audit of compliance with the BCSH/BSBMT guidelines on the diagnosis and management of acute graft-versus-host disease

	Audit recommendation
	Objective
	Action
	Time scale
	Barriers and constraints
	Outcome
	Monitoring
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