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Abstract

National Clinical Audit (NCA) data are collected from all
National Health Service providers in the UK, to measure the
quality of care and stimulate quality improvement initatives. As
part of a larger study we explored how NHS providers currently
collect NCA data and the resources involved. Study results
highlight a dependence on manual data entry and use of
professional resources, which could be improved by exploring
how routine clinical data could be captured more effectively.
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Introduction

In the UK, there are over 100 National Clinical Audits (NCAs)
that are either centrally developed and managed through the
National Clinical Audit and Patient Outcomes Programme
(NCAPOP) or by independent professional organisations. The
aim of the NCAs is to provide data for measuring the quality of
care provided by National Health Service (NHS) providers, as
well as stimulating quality improvement (QI) initiatives [1].
There is evidence that NCAs have led to improvements in the
quality of patient care [2]. However there have also been reports
of variation in how NHS Trusts engage with the NCA data, with
reports of a lack of resources and variations in data quality
impacting on their value as feedback on performance [3].

We are currently undertaking a study to develop and evaluate
QualDash, an interactive web-based quality dashboard that
supports clinical teams, quality subcommittees, and NHS Trust
Boards to understand and make use of NCA data. This poster
reports a subset of the findings from Phase 1 of the study,
focusing on how NCA data are currently collected across NHS
Trusts, and the resources involved. It then reflects on the
implications of these findings, in terms of the utility of using
electronic health record data for capturing NCA and other audit
data.

Methods

The study focuses on two NCAs; the Myocardial Infarction
National Audit Project (MINAP) and the Paediatric Intensive
Care Audit Network (PICANet), with evaluation of cardiology
departments and Paediatric Intensive Care Units (PICUs).
MINAP provides data on the management of ST-elevation

myocardial infarction (STEMI) and non-ST segement elevation
myocardial infarction (NSTEMI), compared to national and
international standards to participating hospitals and ambulance
services. PICANet records admission details and treatment
provided to all critically ill children in PICUs.

A total of 5 NHS Trusts (providers) participated in the first
phase of the study; all 5 take part in MINAP and 3 of the 5 have
PICUs and also take part in PICANet. The number of staff at
each site varied from 20,000 (site 4) to 8,000 (sites 2 and 3),
and patients seen per year from 700,000 (site 3) to 1.5 million
(sites 1 and 4). Semi-structured interviews were conducted with
54 individuals across the NHS Trusts and the wider NHS
organisational regional structure, including NCA leads,
members of NHS Trust quality and safety committees, Trust
Boards, and clinical commissioning groups (CCGs). CCGs are
the statutory NHS bodies responsible for planning and
commissioning health care services in localities in England.

Interviews focused on participants’ role and their experience of,
and involvement with, NCAs. We also explored what data were
collected for each NCA, how data are captured and how they
are used in the NHS Trust and by whom. All interviews were
audio-recorded, transcribed and entered into a qualitative
software program (NVivo 10) for indexing. Interview data were
analysed using framework analysis. After familiarisation with
the data, a thematic framework was developed to index the data
before interpretation of key themes.

Results

Interview data were collected between November 2017 and
June 2018. Participants, 30 of whom were female and 24 male,
worked in both clinical and non-clinical roles. Twenty-eight of
the participants were clinicians (14 doctors/surgeons and 14
nurses), 22 had non-clinical managerial or support roles
(including senior managers who were members of Trust Boards
and quality and safety committees; some of these participants
had clinical backgrounds and some did not), and 4 participants
worked within CCGs. An overview of the key results are
summarised in Table 1.

Resources used to support NCA data collection, entry,
submission, validation

There was considerable variation in the resources used by each
site to support the various NCAs, both within NHS Trusts and
across Trusts. For MINAP, 3 of the sites had designated
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clinicians who were responsible for data collection, entry,
submission, and validation. This varied from having a full-time
nurse with overall responsibility for collection and evaluation
of data (Site 1) to having nurses collecting data alongside their
clinical responsibilities (Sites 2 and 3). Site 4 had mixed usage
of non-clinical and clinical resources, with a non-clinical
primary PCI project assistant collecting data for STEMI
patients and 2 acute chest pain specialists collecting and
entering data for NSTEMI patients. Site 5 used non-clinical
personnel to collect and enter MINAP data, employing a non-
clinical cardiology information analyst, assisted by another
team member.

The picture for PICANet across the 3 NHS Trusts that
participated in this NCA was different. In all three of the sites
clinicians initially fill out the PICANet forms, with non-clinical
staff (database managers, audit-coordinators and audit clerk)
then collating and checking the information, identifying
missing and inaccurate data.

Table 1 — How NCA data are captured

MINAP PICANet
Resources
Clinical Full-time nurse (site  Clinicians fill out
1) the form (sites 1, 4,
Nurse + clinical 5)
resp (sites 2, 3)
Specialist nurse
(site 4)
Non-Clinical ~ Project assistant Database manager,
(site 4) audit
Information analyst  coordinator/clerk —
(site 5) (sites 1, 4, 5)
Systems
Database Sites 1,2,4,5 Sites 1, 4
Excel Site 1 Sites 1, 4
Directly into Site 3 Site 5
portal

Systems for data collection, and entry

Similarly, there was considerable variation in the systems’ NHS
Trusts used to collect and enter the data into the NCA web
portals. For MINAP, all of the sites apart from Site 3, had some
form of in-house database that was also used to record data (Site
1 also used Microsoft Excel spreadsheets) before uploading to
the web portal. Site 3 was the only site to enter data directly into
the web portal. All sites relied on manual data entry by an
individual into the database/web portal.

For PICANet two sites used in-house databases/spreadsheets
for data collection that were then uploaded to the web portal. At
site 5, data were copied and pasted from the Trust’s patient data
management system directly into the PICANet online portal
retrospectively after a patient’s discharge.

Use of NCA data

The way in which NCA data were captured by NHS Trusts
affected how they were used. Issues raised included the
accuracy of the data (with some Trusts highlighting concerns
about data reliability) and timeliness. The way NCA data were

both collected by Trusts (sometimes retrospectively) and then
reported by suppliers (often yearly) meant that data were
considered by some Trusts to be out-of-date and not useful to
inform practice.

Conclusions

There is variation in how NHS Trusts capture NCA data, with
organisations dedicating expensive resources (such as highly
trained professionals, like nurses) to ensure data are collected,
uploaded, and checked for reliability. All of the NHS Trusts in
our study collected data manually, with some automating the
uploading process to web portals. With the growing
implementation of electronic health records in the NHS,
emphasis should be given to how to more effectively use
routine data for data capture. Considering the burden of NCA
data collection and processing in the NHS (over 100 NCAs
currently), this could free valuable professional resource for
care elsewhere in the healthcare system.
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