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Abstract 
 

         The aim of our study is to make an audit for 100 females delivered 

by C. Section at the department of Obstetrics and Gynecology Cairo 

University Kasr El-Einy Hospital,. so as to improve the quality of care 

and to drive continuous quality improvement. From our study we 

concluded that cesarean section was performed for women of different 

ages commonly between 18 –46 years. Most of the studied group were 

full term & completed 39 wks at the time of delivery. The most common 

indication of cesarean section in kasr el-eini hospital was previous 

cesarean section. Post operative stay was mainly between one to seven 

days .the residents were the main surgical staff who performed cesarean 

section & spinal anesthesia was the most common method of anesthesia 

used.                                                                              
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INTRODUCTION 

Audit is defined as 

"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. 

Clinical audit is an integral part of clinical governance and can 

be carried out by any practitioner involved in the treatment of 

patients. It is not restricted to the work of doctors. Clinical audit is 

principally the measurement of practice against agreed standards and 

implementing change to ensure that all patients receive care to the 

same standard (NICE, 2002) 

History of clinical audit 

Clinicians have always striven to provide a quality service to 

patients and continuously improve their practice. However, it wasn't 

until the 1970s that Royal Colleges started carrying out systematic 

audits on clinical practice. Medical audit was introduced in the 1989 

White Paper 'Working for Patients' which stated that systematic peer 

review of medical care should be part of the routine clinical practice 

of all doctors. It became clear in the 1990s that audit needed a multi-

disciplinary approach to succeed, and clinical audit soon included all 

healthcare professionals. The clinical effectiveness agenda was 

introduced in 1996 and it highlighted the importance of evidenced 

based standards as a basis of all audit topics (RACS, 1996). 
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Clinical governance was finally introduced in the 1997 White 

Paper 'The New NHS', this paper placed clinical audit at the heart of 

quality improvement. 

In February 2001, the Royal Australasian College of Surgeons 

(RACS) Professional Development and Standards Board (PDSB) 

elected to establish a Surgical Audit Task Force, to develop models 

of best practice for surgical audit (RACS, 2001). 

In 2006 the task force became a committee, reflecting the need 

for continued monitoring and review of standards for surgical audit 

and peer review. The committee aims to provide resources and tools 

to improve and support audit activities conducted by individual 

Fellows, specialty groups, hospitals and the wider Fellowship 

(RASC, 2006). 

This Surgical Audit and Peer Review Guide is another step 

forward in the process to upholding the College's vision to set and 

maintain the highest standards of surgical care. It is for the guidance 

of individual surgeons and hospital surgical units. This standard 

should encourage administrations to provide adequate resources for 

these important activities. 

This guide has been developed following extensive 

consultation with Fellows, including a series of workshops held at 

the RACS Annual Scientific Congress. Specialty Societies have also 

had the opportunity to comment on and provide constructive 

suggestions for the guide (RASC,2008) 
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Importance of clinical audit 

1-As surgical audit is a critical review of a personal, team or 

hospital's clinical work, it may be regarded as a cornerstone of 

professional development. Only by looking objectively at our own 

practice of surgery will we be able to compare our current 

proficiency and discover how to improve on this for the sake of our 

patients. Audit can help identify the difference between what 

surgeons' think they are doing and what they actually do (Chief 

Medical Officer accessed 2008). 

2- Local clinical interests:  

Historically, many audit projects have been undertaken as 

result of local clinical interests. This may reflect interest in a 

particular procedure by an individual or a group, or may reflect 

concern about specific outcomes for a particular operation 

(Drannove Det al 2003). 

3- Clinical incident reporting:  

The major "disciplines" that ensure high quality care and 

patient safety are clinical risk management and audit. Most health 

care organizations should have sophisticated systems in place to 

report and learn from adverse incidents and near misses. Reporting is 

usually voluntary and investigated according to a "fair and just 

culture" but it is unlikely that all incidents that occur reported. If an 

adverse incident is recorded, this identifies that it has occurred, but 

gives no indication of how often it has happened previously, and 
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only limited indication of the likelihood of recurrence. A mature 

organization should have clear links between risk reporting and 

audit, and choose topics for the latter based on data from the former 

(NHS 2008) 

4- Comply with regional or national initiatives:  

Increasingly, audits have been driven by organizations that 

exist outside a hospital. These may include audit led by professional 

societies, regulatory bodies, or regional& national quality 

improvement initiatives (Hanan et, al 1994) 

5-Inform patients about surgical results:  

Across the world, health care is becoming more patient 

focused. The modern health care consumer will sometimes look to 

choose their health care provider on the basis of that hospital or 

surgeon's outcomes and, even if patients are not choosing between 

different hospitals, recent,. data from the United kingdom suggests 

that patients are interested in outcomes of surgery by their doctors 

(Chief Medical Officer accessed, 2008) Patients' views should 

inform decisions about what to audit, and they may be interested in 

many areas which will be dependent on the planned operation but 

may include data on mortality, success rates, length of stay, and the 

incidence of postoperative infection and other complications. 

6-Drive continuous quality improvement:  

It has been shown quite clearly from cardiac surgery that 

structured data collection, analysis, and feedback to clinicians 


