Appendix C: Audit tool template

Conducting an audit: 

· Bundle audit data are to be obtained by prospective (ongoing) chart audits. Possible data sources include the medical record (ED documentation, medication record, radiology documentation, and speech pathology documentation), radiology database, and speech pathology database.

· How often you audit the bundle in your ED, how many records you collect in each audit, and the time period of each audit is up to you and dependent on resources, but it should be representative of the total stroke and TIA admissions. As a guide 10-20% or a minimum of 15-20, of all stroke and TIA patients is reasonable, whichever number is greater. Smaller EDs may need to use a bigger percentage, or audit over a longer period, to gain meaningful results. Obviously, the bigger the sample size, the more reliable the data. A slightly bigger sample size for the initial, baseline audit is also recommended.

· Completion of the bundle requires that none of the elements were audited as no (‘N’). However, certain components can be audited as ‘not applicable’ (NA) or ‘contraindicated’ (CI), without that particular record being audited as incomplete.

· The audit process may vary considerably between institutions due to the nature of a care bundle. This means that care bundle audit data are not comparative between institutions. This does not mean that the results from your ED are unreliable. As long as all audits in your ED are conducted consistently, the data collected should be indicative of current practice in your ED.

· To conduct audits consistently, agreement will need to be reached on how records will be pulled from the records system, and what constitutes completion of each bundle component (a ‘Y’ response). This may vary slightly between institutions, depending on variables such as documentation standards and language differences.

· Your audit data can be used to demonstrate level of bundle completion, areas of the bundle where specific gaps in evidence-based practice may exist, and broad trends in bundle completion (and evidence-based practice) in your ED over the course of a number of audits.

Steps to conduct your bundle audit:

1. Decide on the frequency, time period, and number of records you need for each audit.

2. Alter the audit tool according to number of records selected (add or remove rows), and order in which components will be accessed during the audit (alter the order of columns).

3. Obtain the selected number of records with a stroke or TIA ED discharge diagnosis from the selected time period.

4. Fill in the audit tool using records, according to agreed process.

5. Conduct analysis as required.

6. Feed back audit results, data analysis and any conclusions to your team and broader ED staff via agreed channels.
Audit Form – NHMRC NICS Stroke and TIA Care Bundle
Project lead ……………………………………………..

Audit period …… / …… / ……   to   …… / …… / ……

	Date
	Patient ID
	Assessment
	Urgent CT/MRI
	Nil oral prior to BSS
	Immediate aspirin, following CT
	Physiological Monitoring
	ED LOS
	ED Discharge diagnosis
	Bundle Completed

	
	
	Stroke Screen
	ABCD2 for TIA
	
	
	
	Neuro
	BP
	Blood glucose
	Hydration
	
	
	

	
	
	Y / N
	Y (or NA) / N
	Y / N
	Y (or NA) / N
	Y (or CI) / N
	Y / N
	Y / N
	Y / N
	Y / N
	Hrs
	Stroke / TIA
	Y / N

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	# pts
	# Y
	#(Y+NA)
	# Y
	#(Y+NA)
	#(Y+CI)
	# Y
	# Y
	# Y
	# Y
	Median LOS
	# stroke

# TIA
	% complete


Feedback on this audit tool would be appreciated. Please forward comments to emergencycare@nhmrc.gov.au
