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Clinical Audit Annual Activity Report 2014/15 
 
This report provides details of the process adopted to develop the Care Group 
Clinical Audit Forward Plans for 2014/15, the details of those national audits and 
confidential enquiries in which the Trust participated as well as a sample of the 
reported outcomes from the audits. 
 
Clinical Audit Strategy 
 

April 2014 saw the introduction of the Trust Clinical Audit Strategy.  The overall aim 
of the Strategy is to improve and embed effective clinical audit across the 
organisation and in so doing to: 

 support the development and delivery of the Trust’s clinical and quality 
strategies by fostering a culture and discipline of quality improvement in 
clinical practice, based on reliable, evidence-based assessment of our 
effectiveness; and 

 to provide robust assurance to internal and external stakeholders on 
standards of, and continuous improvement in, clinical practice. 

Clinical Audit Strategy - Specific Objectives 

The specific objectives of the clinical audit strategy are to: 

 Identify and provide for the needs of all key stakeholders through the 
development and delivery of annual clinical audit plans.  

 Ensure that clinical audit plans serve the requirements of the national clinical 
audit programme, whilst reflecting corporate and local (Care Group and 
specialty level) priorities, and providing proportionate assurance in respect of 
clinical risks, regulatory compliance and third party expectations. 

 Ensure that clinical audit plans are realistic and achievable, and can be 
proactively and fully supported within Care Groups and specialties and by the 
corporate Clinical Audit Team. Ultimately, the aim will be to deliver the clinical 
audit programme within year, with any carry forward minimised in line with 
accepted good practice.  

 Engage Clinical Leaders, and the clinical community more generally within the 
Trust, more fully with the clinical audit programme.   

 Strengthen governance over the delivery of the clinical audit programme, 
within Care Groups, and through the Clinical Audit Committee and the Quality 
and Healthcare Governance Committee.  

 Improve the quality and follow through of action plans, and the evidence of 
improvement through re-audit within Care Groups and at Trust-level.   
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 Strengthen the reporting of clinical audit outcomes, key actions, action 
progress and resulting improvements in clinical practice within Care Groups 
and at a Trust-level. 

 Support the training needs of junior doctors and the revalidation needs of 
consultants, strengthening their understanding of the audit process and 
encouraging them to work together in small teams to increase the efficiency 
and effectiveness of the audit process.  

 Fully address shortcomings in the clinical audit process highlighted in reports 
from Internal Audit and other reviewers, resulting in positive recognition for the 
Trust’s clinical audit arrangements in regulatory inspections and in Internal 
Audit and similar reviews in future. 

 Ensure that the Clinical Audit Team, and Clinical Audit Leads within the Care 
Groups, have the training, development, tools and techniques needed to 
implement this strategy.   

Care Group Clinical Audit Forward Plan Development 

The Care Group Clinical Audit Forward plans for 2014/15 followed the new process 
with the Corporate Clinical Audit Facilitator aligned to the Care Group identifying:  

 national audit priorities (with details confirming whether participation in the 
audit was mandatory or optional, and funding arrangements); 

 details of audit projects which required re-audit; 

 details of NICE guidance;  

 details of safety issues eg serious incidents which may require audit; and  

 in addition views from the Executive Medical Director and Executive Director 
of Nursing were sought on any areas for audit.  

Each Care Group specialty was allocated a minimum of two slots for audits to be 
supported by the Corporate Clinical Audit Team1 on their forward plan and support 
for the audit would be provided by the Corporate Clinical Audit Team.   

The Clinical Audit Team attended meetings with the Care Groups to refine and agree 
their forward plans and final approved was provided by Quality and Healthcare 
Governance.  The details of the number of audits each Care Group had on their 
forward plans and the end of year position is outlined below. 

                                                           
1
 With provision for further local audit to be undertaken, controlled within the specialty and Care 

Group, to support training needs or support matters of local interest.  
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Care Group Clinical Audit Forward Plan Activity 2014/15 – end of year (March 
2015) position 

 Care 
Closer to 

Home 

Acute and 
Long Term 
Conditions 

Surgery and 
Diagnostics 

Total 

 
2014/15 

 

 
2014/15 

 
2014/15 

 
2014/15 

Number of audits on  
forward plan 

 
29 

 
83 

 
39 

 
151 

Not Started  
(due to national 
timetable) 

 
2 

 
12 

 
6 

 
20 

Ongoing  
(due to national 
timetable) 

 
4 

 
34 

 
14 

 
55 

Data collection 
complete/submitted 
(awaiting national 
report) 

 
7 

 
6 

 
2 

 
17 

Audit complete 
 (inc. action plan and 
sign off) 

 
6 

 
7 

 
14 

 
25 

Behind Schedule 
 

7 
 

14 
 

2 
 

20 

Abandoned 
  

 
3 

 
10 

 
1 

 
14 

 
 
Participation in Clinical Audits and National Confidential Enquiries 
 
During 2014/15 there were 35 national clinical audits and 4 national confidential 
enquiries which were eligible to the services County Durham and Darlington NHS 
Foundation Trust provides.  The Trust participated in all of the projects. 
 
The details of the national clinical audits and national confidential enquiries are 
available at Appendix A.  The data is taken from the Trust Quality Accounts and 
therefore reflects the end of year position (March 2015).  However, we can confirm 
that data was fully collected and submitted by the deadline for those audits running 
beyond 31 March 2015. 
 
Clinical Audit Outcomes 

A new process of identifying significant outcomes from clinical audits was 
implemented.  This required of the use of risk assessment to identify any significant 
risk of any non-compliance with standards found by the audit. 
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When considering the impact of non-compliance, the key areas considered were 

patient harm, patient experience or poor outcomes (e.g. life expectancy shorter than 

it should be if best practice followed, or quality of life impaired compared to a best 

practice outcome). However, additional impacts such as non-compliance with NICE, 

SeQHIS and other regulatory standards or risk to continuation of the Trust’s licence 

agreements were also considered. 

The Corporate Clinical Audit Facilitator aligned to support the clinical audit project 

met with the specialty audit lead to review the audit findings, carry out the risk 

assessment and develop an action plan.  The action plan was subsequently 

submitted to the service specialty meeting for review and agreed the actions to 

ensure full clinical engagement. 

 

This new way of working enabled the Trust to clearly articulate and report the 

outcomes of clinical audit activity. Examples of the outcomes are identified in this 

section. 
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Care Closer to Home 
 
 

The overall clinical audit activity (April 2014 and March 2015) for the Care Group is outlined below. 
 

Audit Title 
 
Compliant 

 
Improvements 
Required 

 
Action Plan In 
place 

Epilepsy 12 (Round 2), University Hospital of North Durham     

Epilepsy 12 (Round 2), University Darlington Memorial Hospital     

National Audit of Intermediate Care 2014    

National Neonatal Audit Programme 2013.    

National Paediatric Diabetes Audit 12/13    

National Diabetes in Pregnancy 2013    
 

 
A sample of completed audits is outlined below, the details include areas of non-compliance with significant and/or priority 
actions, high risk areas and areas of good practice. 
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Epilepsy 12 (Round 2), University Hospital of North Durham  
 

Areas of Good Practice 

Children with epilepsy who are commenced on AED’s with input by a consultant paediatrician with expertise in epilepsies by 
one year (100%) 
Children with epilepsy who are commenced on AED’s referred for input by an epilepsy specialist nurse by one year (100%) 
Children with descriptions of general examination (100%) 
Children with descriptions of episode (100%) 
Children with epilepsy with seizure classification by one year (100%) 
Children with epilepsy with epilepsy syndrome or category identifiers by one year (100%) 
Children diagnosed with epilepsy who still had that diagnosis by one year (100%) 

Standards affected and reason for 
non-compliance 

High risk issues  
(if any) 

Actions  
Note: Red indicates significant risks 

NICE CG 137 Children, young people 
and adults requiring MRI should have 
the test performed soon.  
 
Radiology resource and easy access 
to anaesthesia for particularly you 
children requiring an MRI at UHND. 

Not all children with a defined 
indication for an MRI had an MRI 
by one year. 

This issue of access to emergency MRIs had 
already been entered on the Care Closer to 
Home Risk Register and actions had been 
undertaken to address this. With contingency 
plans now in place and working this risk was 
recently removed from the register. Implemented 
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Standards affected and reason for 
non-compliance 

High risk issues  
(if any) 

Actions  
Note: Red indicates significant risks 

NICE CG 137 Poor documenting of 
children three years and over 
descriptions of emotional and 
behavioural problems. 
 

 To encourage the use of aide memoire in clinic   
 

NICE CG 137 All children with epilepsy 
should be referred for input by an 
epilepsy specialist nurse within one 
year. 
 
Existing epilepsy specialist nurse has 
an unsustainable workload. 
 

 Job plan of existing epilepsy specialist nurse to 
be reviewed to determine if any less essential 
work can be removed. 
 

 New Epilepsy nurses training to be fully 
completed.  
 
 

NICE CG 137 Poor level of 
documented evidence of 
communication regarding water safety 
 

 To encourage the use of aide memoire in clinic  
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Epilepsy 12 (Round 2), Darlington Memorial Hospital 

Areas of Good Practice 

 
None specifically highlighted 

Standards affected and reason for 
non-compliance 

High risk issues  
(if any) 
 

Actions  
Note: Red indicates significant risks 
  

Assessment and classification - 40%. 

Benchmarked vs national best 85%. 

% of children with descriptions of 

episode (80%). 

% of children with descriptions of 

frequency(60%). 

% of children with descriptions of 

neurological examination (60%). 

 

 Raise at SAGE / Re- distribute PENNEC 

documentation to all staff / wards. Implemented 
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National Audit of Intermediate Care 2014 

Areas of Good Practice 

None specifically highlighted 

Audit 
Standards affected and reason for 
non-compliance 

High risk issues  
(if any) 
 

Actions  
Note: Red indicates significant risks 
  

Nationally the average time from 
referral to admission is 2.6 days 
(County Durham was 3 days). 
 

Average time assessment to admission 
into an IC bed is 1.4 days (County 
Durham was 2 days). 

New commissioning 
arrangements required as 
currently the only beds accessible 
are to be decommissioned by 
DCC in March 2014. 

 

To develop a business case and implementation 

plan to ensure there are beds available and of 

sufficient number to facilitate timely hospital 

discharges and prevent inappropriate hospital 

admissions. Implemented 

 

Designated GP cover in place in over 
50% of IC services nationally with 
some having consultant geriatrician 
support. 
 
Patients either retain their own GP or 
are temporarily registered with a local 
GP if admitted to an IC bed out of 
area. In the North only they have 
access to a ‘GP-led assessment clinic 
(COPE/OPAS). 
 
 

GP support essential county-
wide to support IC services.  
 

Admissions and re-admissions to 
hospitals may increase if 
adequate medical support is not 
available. 

Work with North Durham and DDES 
commissioning groups to ensure GP support is 
in place to support IC County-wide. 
 
Outcome – GPs in Dales did not have capacity 
to support temporary registered patients, only 
their own ‘known’ patients. Implemented 
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Audit 
Standards affected and reason for 
non-compliance 

High risk issues  
(if any) 
 

Actions  
Note: Red indicates significant risks 
  

Patients reported in the audit that they 

weren’t fully involved in their care. 

 Patient held records to be used for the benefit of 
both patients and involved staff: these will be 
discussed agreed and signed by the patient. 
Implemented 
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National Neonatal Audit Programme 2013  

Areas of Good Practice 

 

DMH 100%  babies <29 weeks gestation had their temperature taken within 1 hour after birth 

Standards affected and reason for 
non-compliance 

High risk issues  
(if any) 

Actions  
Note: Red indicates significant risk 

DMH 95% (21/22) and UHND 96% 
(24/25) eligible babies received ROP 
screening within the time windows for 
first screening recommended in the 
guidelines.  Cover from Ophthalmology 
not sufficient to achieve NNAP 100% 
standard. 
 

ROP screening within the time 
windows for first screening 
recommended in the guidelines. 

Develop a new referral form. 
Locums to cover from Ophthalmology 

 
Risk was registered. 
 
Implemented 

UHND babies <29 weeks gestation 
had their temperature taken within 1 hr 
after birth 65%. One baby receiving 
resuscitation and therefore 
temperature could not be taken.  Not 
high risk area therefore no key action.  

 Re-affirm the need take temperature within 1hr 
with staff. Implemented 
 
 

DMH 81% (50/62) and UHND 84% 
(54/64) mothers who deliver babies 
between 24+0 and 34+6 weeks 
gestation given any dose of antenatal 
steroids.  Antenatal steroids given by 
colleagues in obstetrics. 

 Communicate results to colleagues in Obstetrics 
who administer antenatal steroids to achieve 
85% NNAP standard. Implemented 
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Standards affected and reason for 
non-compliance 

High risk issues  
(if any) 

Actions  
Note: Red indicates significant risk 

UHND outlier 0 babies of <33 weeks 
gestation at birth were receiving any of 
their own mother’s milk at discharge to 
home.  Some mothers are transferred 
to Newcastle and consequently UHND 
staff have no input into whether they 
breast feed at discharge.  Audit to be 
undertaken to determine the reasons 
for non-compliance. 
 

 Undertake an audit/case review of patients to 
identify themes and causes as to why mothers 
are not breast feeding before discharge home. 
Implemented 
 
 
 

DMH 92% (123/133) and UHND 83% 
(119/143) parents had a documented 
consultation by a senior member of the 
neonatal team within 24 hours of 
admission (Standard 100%) No 
specific reason given for non-
compliance. 
 

 Present this and other results at SAGE meeting. 
Implemented 
 
 

Poor recording of 2 year follow up 
data. 
 

 To develop a system and ensure effective 
participation of community paediatric staff. 
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National Paediatric Diabetes Audit 2012/13  

Areas of Good Practice 

Mean HbA1c outcome results are close to national and regional results. 
 
HbA1C stability with the expansion of our service to include up to 19 year old is in itself an improvement as this age group 
nationally has a higher HbA1c control 
 

Audit 
Standards affected and reason for 
non-compliance 

High risk issues  
(if any) 
 

Actions  
Note: Red indicates significant risks 
  

Static Median HbA1c  with High 
percentage of CYP with High HbA1c > 
80% (national trend) 
 

 High HbA1c policy. Implemented 
 
 

Outliers with Poor recording of 
individual care processes.  Lack of 
adequate admin support to input data 
into twinkle database 

 Periodical review of outcome (internal audit 
shared with network) 

 

 Twinkle training updates planned. Implemented 
 
 

 Designated trained admin staff is needed 
(Update to the business case) 
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National Diabetes in Pregnancy Audit (NDIP)  

Areas of Good Practice 

Despite seeking further action in line with best practice, for some of the standards listed below the Trust was performing better than the England and 
Wales (E&W) average 

Standards affected and reason for non-
compliance 

High risk issues  
(if any) 
 

Actions  
Note: Red indicates significant risks 
  

The percentage of women in the North East 
Region in the audit using folic acid supplement 
5mg prior to pregnancy is 44.8% Type 1 and  
33.3 Type 2; is above the E&W percentage of 
42.6% and 24.7%. 

  Letter to be sent to the Commissioners to encourage 
the use folic acid in the pre-conception care of women 
with diabetes. 

 Discuss pre-conception care at CAG meeting. 

 Better education  

 On-going pre-conception clinic but uptake/referrals to 
be increasing in pre-conception care. 

 

The percentage of women in the North East 
Region in the audit with an HbA1c 

measurement of <43 mmol/mol in the first 
trimester is 6.3% Type 1 and  19.5% Type 2; is 
above the E&W percentage of 5.1% and 
18.5%. 
 

  Letter to be sent to the Commissioners to encourage 
women to control HbA1c <43 mmol/mol in first trimester. 

 Discuss pre-conception care at CAG meeting. 

 Better education  

 On-going pre-conception clinic but uptake/referrals to 
be increasing in primary care. 
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Standards affected and reason for non-
compliance 

High risk issues  
(if any) 
 

Actions  
Note: Red indicates significant risks 
  

The percentage of women in the North East 
Region in the audit that are prepared for 
pregnancy is lower in 16.4% Type 1 than the 
E&W percentage of 18.4% (NPID define 
adequately prepared for pregnancy as taking 
folic acid prior to pregnancy  and having a first 
trimester HbA1c  less than 53mmol/mol ). 
 

  Letter to be sent to the Commissioners to encourage 
women to be adequately prepared for pregnancy. 

 Discuss at pre-conception care at CAG meeting. 

 Better education. 

 On-going pre-conception clinic but uptake/referrals to 
be increasing in pre-conception care. 

 Incorporate education at transition clinic. 
 

 

The percentage of women in the North East 
Region in the audit with Type 1, whose first 
contact with the antenatal team was between 
4-7 wks was 41.4%  compared to E&W 
percentage of 49.4% 
 

  Community midwife lead to be informed re referral to 
specialist antenatal team asap. 

 GP education to refer women with diabetes to the next 
antenatal clinic. 

 Letter to be sent to the GPs to refer women with 
diabetes to the next antenatal clinic once pregnant. 

 Information leaflet to be devised to encourage women 
with diabetes once pregnant to contact GP immediately 
in order they are referred to the antenatal specialist 
team as quickly as possible. 
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Acute and Long Term Conditions 
 

 

The overall clinical audit activity (April 2014 and March 2015) for the Care Group is outlined below. 
 

Audit Title 
 
Compliant 

 
Improvements 
Required 

 
Action Plan In 
place 

CEM Severe Sepsis and Septic Shock, University of North Durham 
   

CEM Severe Sepsis and Septic Shock, Darlington Memorial 
Hospital 

   

College of Emergency Medicine- Asthma (Children), Darlington 
Memorial Hospital 

   

College of Emergency Medicine- Paracetamol Overdose (Adults), 
Darlington Memorial Hospital 

   

National IBD Biological Therapies Audit 2013, University Hospital 
of North Durham 

   

National Audit of the Organisation of Adult IBD Services 2013, 
Darlington Memorial Hospital 

   

National Audit of the Organisation of Adult IBD Services 2013, 
University Hospital of North Durham 
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A sample of completed audits is outlined below, the details include areas of non-compliance with significant and/or priority 
actions, high risk areas and areas of good practice. 
 

CEM Severe Sepsis and Septic Shock, University of North Durham 
 

Areas of Good Practice 

 
Lactate was measured for all patients. 
Almost all patients received IV fluids before leaving ED. 
 

Standards affected and reason for 
non-compliance 

High risk issues  
(if any) 
 

Actions  
Note: Red indicates significant risks 
  

Sepsis bundle form  Emphasize importance of completing form and 
scanning onto ED system. Implemented 

Recording of vital signs 
 

 Emphasize importance of completing vital signs. 
Implemented 

Delay in BM monitoring 
 

 BM should be done as part of initial vital signs. 
Will be included in action 2. Implemented 

Recording of the urine output in ED  Discussion among members to create awareness 
of importance.  Implemented 
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Severe Sepsis and Septic Shock, Darlington Memorial Hospital  

Areas of Good Practice 

100% of vital signs were fully measured and recorded in the ED as per CEM standard 100%. 
90% of patients had their first intravenous crystalloid fluid bolus before leaving ED. DMH site in the upper quartile of site results 
(CEM standard 100%) 
96% of patients had their serum lactate measured before leaving the ED. DMH site in the upper quartile of site results (CEM 
standard 100%) 
96% of patients had antibiotics administered before leaving the ED. (CEM standard 100%) 
 

Standards affected and reason for 
non-compliance 

High risk issues  
(if any) 
 

Actions  
Note: Red indicates significant risks 
  

36% of patients vital signs were fully 
measured and recorded <=15 mins of 
arrival (CEM standard 100%).  Errors 
in the capture of data by nurses onto 
Symphony System from paper inability 
to alter default time entries made 
recorded delays longer than staff 
consider them to have been in 
practice.  

 Nurses to ensure that the times for the 
measuring and recording of vital signs are 
accurately recorded onto Symphony from paper 
record following training on Symphony to amend 
default time settings when the data is entered 
retrospectively. Implemented 
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Standards affected and reason for 
non-compliance 

High risk issues  
(if any) 
 

Actions  
Note: Red indicates significant risks 
  

28% of patients capillary blood glucose 
was measured and recorded within 15-
20 mins of arrival. (CEM standard 
100%). Errors in the capture of data by 
nurses onto Symphony System from 
paper inability to alter default time 
entries made recorded delays longer 
than staff consider them to have been 
in practice.   

 Nurses to ensure that the times for the 
measuring and recording of capillary blood 
glucose is accurately recorded onto Symphony 
from paper record, following training on 
Symphony to amend default time settings when 
the data is entered retrospectively. Implemented 

76% of patients capillary blood glucose 
was measured and recorded on arrival. 
(CEM standard 100%) Documentation 
of capillary blood glucose by nursing 
staff not contemporaneous onto 
Symphony.   

 Nurses to ensure that the times for the 
measuring and recording of capillary blood 
glucose is accurately recorded onto Symphony 
from paper record, following training on 
Symphony to amend default time settings when 
the data is entered retrospectively. Implemented 

8% of patients had antibiotics 
administered within 1 hour of arrival at 
ED. (CEM standard 50%). Junior 
doctors wait for the return of blood 
cultures before starting antibiotics 

 Train doctors to administer antibiotics within 1 hr 
of arrival to meet the CEM standard of 50%.  
Implemented 
 

56% of patients had their urine output 
measurements instituted. Poor 
documentation of urine outpatient 
measurements by nursing staff. 
 

 To instruct nurses to monitor urine output. 
Implemented 
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Standards affected and reason for 
non-compliance 

High risk issues  
(if any) 
 

Actions  
Note: Red indicates significant risks 
  

48% of patients had high flow oxygen 
initiated before leaving ED, unless 
there was a documented reason to the 
contrary. (CEM standard 100%).  
Nursing staff do not document all the 
reasons for not initiating high flow 
oxygen. 

 Train nurses to ensure that any reasons for not 
initiating high flow oxygen are recorded onto 
Symphony. Implemented 

 

 



 

22 
 

College of Emergency Medicine- Asthma (Children), Darlington Memorial Hospital 
 

Areas of Good Practice 

 
Patient’s vital signs measured and recorded in the ED within 15mins ALL above national medium. 
 

Standards affected and reason for 
non-compliance 

High risk issues  
(if any) 
 

Actions  
Note: Red indicates significant risks 
  

Patient’s vital signs measured and 
recorded in the ED – all below 100% 
standard. 
 
Beta 2 agonist (+/- ipratropium) given 
by spacer or nebuliser in the ED – 
below 100% standard. 
 
IV hydrocortisone or oral prednisone 
given in the ED – below 100% 
standard. 
 
Discharge prescription for oral 
prednisolone given. – below 90% 
standard. 
 

 It is noted that obtaining some vital signs for 
small children, in particular peak flow 
measurements, can be very difficult. 
However, it is proposed that consultation with 
paediatric colleagues be sort to improving the 
issue.  
 
Cooperative working with the Paediatrics 
department to assess improving ways of works. 
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College of Emergency Medicine- Paracetamol Overdose (Adults), Darlington Memorial Hospital 
 

Areas of Good Practice 

 
Out of the 14 treatment measures, DMH scored favourably compared to the median (or above) with the national results. 
 
 
 

Audit 
Standards affected and reason for 
non-compliance 

High risk issues  
(if any) 
 

Actions  
Note: Red indicates significant risks 
  

Patients receiving NAC within 8 hours 
of ingestion – 58% (Std 100%) 
 

 Training to be emphasized for SHO’s and at 
induction to reiterate the importance. Results of 
this audit to inform training. Implemented  

 

Compliance with MHRA guidance – 
73% (Std 100%) 
 

 It is thought that this particular result is due to a 
misunderstanding of the use of the two new 
patient information systems (see report). 
Although not compliant with the standard, other 
results in the audit suggest completion of the 
data to fault rather than actual result. Training to 
correct as needed. Implemented 
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National IBD Biological Therapies Audit 2013, University Hospital of North Durham 
 

Areas of Good Practice 

None specifically noted. 

Standards affected and reason for 
non-compliance 

High risk issues  
(if any) 
 

Actions  
Note: Red indicates significant risks 
  

All Biologics patients are reviewed in a 
timely manner, every 3 months, with 
annual assessment of disease activity 
to justify continuation of treatment.  
Lack of IBD Specialist nurse cover has 
meant that pathway not adhered to.  
0.6 WTE now appointed at UHND and 
presently being trained. 
 

 Planned appointment of IBD nurse 
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National Audit of the Organisation of Adult IBD Services 2013, Darlington Memorial Hospital 
 

Areas of Good Practice 

 
Specialist review (face to face) for relapsed patients is available within five working days. 
 

Standards affected and reason for 
non-compliance 

High risk issues  
(if any) 
 

Actions  
Note: Red indicates significant risks 
  

Only 1 wte IBD specialist nurse at 
DMH (IBD Standard A1 (1.5 whole-
time equivalent IBD nurse per 250,000 
population).   
 

 A business case has been drawn up and 
submitted.  
 

MDT meetings do not include all 
members of the team as listed in (IBD 
Standard A1 (not supported by either 
Radiologist or Pathologist)   
 

 MDT to be supported at each meeting by a 
Radiologist and Pathologist.  

 

Toilet facilities to be provided as 
outlined in IBD in in (IBD Standard A8 
(min of 1 toilet for three beds). 
 

 No current feasibility due to estates constraints. 
 

IBD service should maintain a local 
register of all patients diagnosed with 
IBD – IBD Standard E1 

 

 Investigating Gainshare (register) from Biologics 
Therapy. 

 
 

http://www.ibdstandards.org.uk/uploaded_files/IBDstandards.pdf#page=14
http://www.ibdstandards.org.uk/uploaded_files/IBDstandards.pdf#page=14
http://www.ibdstandards.org.uk/uploaded_files/IBDstandards.pdf#page=14
http://www.ibdstandards.org.uk/uploaded_files/IBDstandards.pdf#page=16
http://www.ibdstandards.org.uk/uploaded_files/IBDstandards.pdf#page=21
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National Audit of the Organisation of Adult IBD Services 2013, University Hospital of North Durham 
 

Areas of Good Practice 

None specifically noted. 

Standards affected and reason for 
non-compliance 

High risk issues  
(if any) 
 

Actions  
Note: Red indicates significant risks 
  

Only 0.6 wte  IBD specialist nurse at 
UHND (IBD Standard A1 (1.5 whole-
time equivalent IBD nurse per 250,000 
population). 

 A business case has been drawn up and 
submitted.  

The national IBD standards require 
0.5WTE admin support for IBD 
services at Durham. 

 

 Needs dedicated IBD admin support 

 

Lack of dedicated dietetics support. 
IBD services should be staffed in line 
with IBD standard A1 (at least 0.5 WTE 
dietician allocated to gastroenterology). 

 To put forward business case to support IBD 
services 

 

No access to clinical psychology or a 
counsellor currently.  The national IBD 
standards recommend that IBD 
patients should have access to clinical 
psychology or a counsellor with a 
specialist interest in IBD. This is 
lacking at Durham. 

 Need discussion for service development with 
commissioners 

http://www.ibdstandards.org.uk/uploaded_files/IBDstandards.pdf#page=14
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Surgery & Diagnostics 

 

 

The overall clinical audit activity (April 2014 and March 2015) for the Care Group is outlined below. 
 

Audit Title 
 
Compliant 

 
Improvements 
Required 

 
Action Plan In place 

Audit of NICE Re-call Guidelines 
 

   

Extraction of wisdom teeth 
 

   

2014 Audit Of Patient Information And Consent  

 

   

Adherence To Glaucoma NICE Guidelines During Initial 

Assessment And Management Of Patients Referred As Glaucoma 

Suspect 

   

IPG 147 Breast reconstruction using Lipomodelling after Breast 
Cancer 

   

Sedation in Children and Young People 
   

CG3 Preoperative testing    

Audit of Pain Relief in Fracture Neck of Femur 
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Multicentre audit of Quinsies    

WHO Checklist 
   

Audit of 30 day return to theatre in NOF# patients    

Delirium screening in ICU 
   

ESCP Plan – European Snapshot Audit Right  
Hemicolectomy/Ileo-Caecal Resection 

   

Dynamic Hip Screw Position on X-ray    

 
A sample of completed audits is outlined below, the details include areas of non-compliance with significant and/or priority 
actions, high risk areas and areas of good practice. 
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Audit of NICE Re-call Guidelines 
 

Areas of Good Practice 

Majority of patients allocated recall (74%). Of these 74% the majority of these patients allocated a recommended recall 
interval.  

Many clinicians recording factors important in determining risk. 
 
 

Audit 
Standards affected and reason for 
non-compliance 

High risk issues  
(if any) 
 

Actions  
Note: Red indicates significant risks 
  

Not all patients allocated a recall 
interval. 

No patients allocated caries risk, 
period risk or oral cancer risk. 

 

 All clinicians within the CDS need to allocate a 
recall to patients and identify their disease risk, 
placing both of these in the notes. A proforma 
(either stamp/sticker) is to be produced to be 
placed in the notes at the end of each patient 
exam. This proforma will require the clinician to 
state caries, periodontal and oral cancer 
disease risk on a scale of high, medium or low. 
The proforma will also require a recall interval 
in months. Implemented. 

A Re-audit will take place in 12-18 months 
time. Although results indicate non-compliance, 
the audit will require enough patients on recall 
to have visited the service prior to re-audit. 
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Delirium Screening in ITU 
 

Areas of Good Practice 

 
Large improvement following implementation of Action Plan from previous audit. 
 
 

Standards affected and reason for 
non-compliance 

High risk issues  
(if any) 
 

Actions  
Note: Red indicates significant risks 
  

Incomplete use of daily sedation 
screening. 
 
Incomplete CAM ICU screening. 
 

 Education – Add to medical and nursing 
education programmes. 

CAMICU not done at admission.  Add prompt to admission documents. 
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Appendix A 
 

Details of the national clinical audits and national confidential enquiries are contained 
within the table below alongside the number of cases submitted to each audit or 
enquiry as a percentage of the number of registered cases required by the terms of 
that audit or enquiry. 
 

National Audit/National 

Confidential Enquiry 

Title 

Applicable 

to Trust 

Services 

Participation Data 

collection 

completed 

Apr 14 – Mar 

15 

% cases 

submitted 

Women’s and Children’s Health 

Maternal, infant and 
newborn programme 
(MBRRACE-UK)* 
(Also known as Maternal, 
Newborn and Infant 
Clinical Outcome review 
Programme) 
*This programme was 
previously also listed as 
Perinatal Mortality (In 
2010/11, 2011/12 quality 
accounts) 

  On-going 100%  

Neonatal intensive and 
special care(NNAP) -  

   *99.9% 

Fitting Child (care 
provided in Emergency 
Departments (College of 
Emergency Medicine) –  ) 

   **100% 

Epilepsy 12 Round 2 
(Childhood epilepsy) 
(RCPCH National 
Childhood Epilepsy Audit) 
–   

   ***N/A 

Paediatric  intensive care  
(PICANet) 

X    

* Missing 1 transitional care baby. 
** Data for all the eligible patients identified during the audit period was submitted. 
*** Royal College of Paediatrics and Child Health determined which children were 

included. 

http://www.rcpch.ac.uk/Research/ce/Clinical-Audit/NNAP
http://www.collemergencymed.ac.uk/Shop-Floor/Clinical%20Audit/Current%20Audits/default.asp
http://www.collemergencymed.ac.uk/Shop-Floor/Clinical%20Audit/Current%20Audits/default.asp
http://www.rcpch.ac.uk/Research/CE/Clinical-Audit/National-Epilepsy-Audit
http://www.rcpch.ac.uk/Research/CE/Clinical-Audit/National-Epilepsy-Audit
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National Audit/ 
National Confidential 
Enquiry Title 

Applicable 
to Trust 
Services 

Participation Data 
collection 
completed 

Apr 14 – Mar 
15 

% cases 
submitted 

Acute Care 

Adult Community 
Acquired Pneumonia 
(British Thoracic 
Society) 

  Data 
collection 

closes 
31/5/15  
(Data 

submitted) 

*100% 

Pleural procedures 
audit  (British Thoracic 
Society 

   **100% 

Adult critical care (Case 
Mix Programme) –  

  Ongoing data 
collection 

Final quarter 
to be 

submitted 
(Data 

submitted) 

100% 
 

National emergency 
laparotomy audit 
(NELA) 

  On-going 
Data for Year 

1 locked 
1/12/14 

N/A 

Hip, knee ankle, 
shoulder elbow  
replacements (National 
Joint Registry) 

  On-going 
 

77% 

Severe trauma (Trauma 
and Audit Research 
Network TARN)  

  On-going. 
Data still 

being 
collected 

53.5% 
(54.6% as 
at 28/7/15)  

* Where the number of patients was in excess of 100 a min of 30 was required for 
each site. 

** All patients that fitted the BTS eligibility criteria were included in the audit. 
 
 
 
 
 
 
 
 

http://www.brit-thoracic.org.uk/audit-tools.aspx
http://www.brit-thoracic.org.uk/audit-tools.aspx
http://www.brit-thoracic.org.uk/audit-tools.aspx
http://www.brit-thoracic.org.uk/audit-tools.aspx
https://www.icnarc.org/CMS/DisplayContent.aspx?root=CMP&AspxAutoDetectCookieSupport=1
http://www.nela.org.uk/
http://www.njrcentre.org.uk/njrcentre/default.aspx
http://www.njrcentre.org.uk/njrcentre/default.aspx
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National Audit/ 
National Confidential 
Enquiry Title 

Applicable 
to Trust 
Services 

Participation Data 
collection 
completed 

Apr 14 – Mar 
15 

% cases 
submitted 

Long Term Conditions  
 

Chronic Obstructive 
Pulmonary Disease 
(COPD)  Audit 
Programme 
Chronic Obstructive 
Pulmonary Disease  
Secondary audit . 
 

   67% 

Chronic Obstructive 
Pulmonary Disease 
(COPD)  Audit 
Programme 
Chronic Obstructive 
Pulmonary Disease 
Pulmonary 
Rehabilitation audit. 
 

  Data 
collection to 

be completed 
by mid July 

2015 
(Data 

submitted) 

*100% 

Diabetes (National 
Adult Diabetes Audit) 

   100% of 
cases on 
System 
One and 

databases  
to be sent 
27/5/15 

Diabetes (RCPH 
National Paediatric 
Diabetes Audit) 

   100% 
cases on 
database 

sent 

National Pregnancy in 
Diabetes (NPID) 

  On-going 
Data already 
collected for 
the Northern 
Diabetes in 
Pregnancy 
Audit and 

data will be 
transferred by 

RMSO  

100% of 
cases 

submitted 
via NorDIP 

when 
transferred 
to NPID. 

National Diabetes 
Footcare  

  First data 
collection to 

N/A 

http://www.rcplondon.ac.uk/projects/national-copd-audit-programme-starting-2013
http://www.rcplondon.ac.uk/projects/national-copd-audit-programme-starting-2013
http://www.ic.nhs.uk/services/national-clinical-audit-support-programme-ncasp/diabetes
http://www.ic.nhs.uk/services/national-clinical-audit-support-programme-ncasp/diabetes
http://www.ic.nhs.uk/services/national-clinical-audit-support-programme-ncasp/audit-reports/diabetes
http://www.ic.nhs.uk/services/national-clinical-audit-support-programme-ncasp/audit-reports/diabetes
http://www.ic.nhs.uk/services/national-clinical-audit-support-programme-ncasp/audit-reports/diabetes
http://www.hscic.gov.uk/npid
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be completed 
by July 2015 
for reporting.  

Data 
submission 

deadline 
31/7/15.  

(Data 
submitted) 

UK IBD Audit (National 
IBD Audit) 

  Continuous 
data 

collection for 
Biological 
Therapies 

element only 
in 2014/15 

N/A 

Rheumatoid and early 
inflammatory arthritis 
(new NCAPOP audit) 

  On-going N/A 

Renal replacement 
therapy (Renal 
Registry) 

X    

Chronic Kidney Disease 
in  Primary Care  

X    

* Data submitted on all those patients that provided signed consent. 

National Audit/ National 
Confidential Enquiry 
Title 

Applicable 
to Trust 
Services 

Participation Data 
collection 
completed 
Apr 14 – 
Mar 15 

% cases 
submitted 

Mental Health Conditions 

Mental Health (care 
provided in Emergency) 
(College of Emergency 
Medicine) –   

 
 
 
 

 
 
 
 

 
 

*100% 
 
 

Prescribing in mental 
health services (POMH) 

X    

Mental Health 
programme: 
National Confidential 
Inquiry into Suicide and 
Homicide for people with 
mental illness(NCISH) 

X    

* The max of 50 patients required from each acute site was submitted.  
 

http://www.rcplondon.ac.uk/clinical-standards/ceeu/Current-work/IBD/Pages/Overview.aspx
http://www.rcplondon.ac.uk/clinical-standards/ceeu/Current-work/IBD/Pages/Overview.aspx
http://www.collemergencymed.ac.uk/Shop-Floor/Clinical%20Audit/Current%20Audits/default.asp
http://www.collemergencymed.ac.uk/Shop-Floor/Clinical%20Audit/Current%20Audits/default.asp
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National Audit/ 
National Confidential 
Enquiry Title 

Applicable 
to Trust 
Services 

Participation Data 
collection 
completed 

Apr 14 – Mar 
15 

% cases 
submitted 

Older People 

Falls and Fragility 
Fractures Audit 
Programme (FFFAP): 
 
Hip fracture (National 
Hip Fracture Database) 
 

 
 
 
 
 

 

 
 
 
 
 

 

 
 
 
 
 

 

 
 
 

100% 
Data 

validated 
up to Feb 

2015 
(Data now 
validated 

to 31/3/15)  

Sentinel Stroke National 
Audit Programme 
(SSNAP) 
The programme 
combines the previously 
listed: 
Sentinel Stroke Audit  
and Stroke 
Improvement National 
Audit Project  

  On-going 90%+ case 
ascertainm

ent 
reported 

for the first 
two 

quarters 
14/15  
(90%+ 
case 

ascertainm
ent 

reported 
for all 

quarters of 
14/15) 

Older people – care in 
emergency 
departments (College of 
Emergency Medicine) - 

   *100% 

* The max of 100 patients required from each acute site was submitted. 
 

National Audit/ National 
Confidential Enquiry Title 

Applicabl
e to Trust 
Services 

Participati
on 

Data 
collection 
completed 

Apr 14 – Mar 
15 

% cases 
submitted 

Heart 

Acute Coronary Syndrome 
or Acute Myocardial 

  On-going Data to be 
submitted 

http://www.rcplondon.ac.uk/projects/falls-and-fragility-fracture-audit-programme-fffap-2013
http://www.nhfd.co.uk/
http://www.nhfd.co.uk/
http://www.collemergencymed.ac.uk/Shop-Floor/Clinical%20Audit/Current%20Audits/default.asp
http://www.collemergencymed.ac.uk/Shop-Floor/Clinical%20Audit/Current%20Audits/default.asp
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Infarction & other ACS 
(MINAP)  

31/05/201
5  

(Data 
submitted) 

National Adult Cardiac 
Surgery Audit (Adult 
Cardiac Surgery) 

X    

Cardiac Arrhythmia (HRM)   On-going 100% 

Congenital Heart Disease 
(Paediatric Cardiac 
Surgery) (CHD) 

X    

Coronary angioplasty 
(NICOR Adult cardiac 
interventions audit) 

X    

Heart failure (Heart Failure 
Audit) 

  On-going Data to be 
submitted  

1/6/15 
(Required 
minimum 
of 75% 

cases for 
UHND and 

DMH 
exceeded 
(94% and 

85%) 

Cardiac arrest (National 
Cardiac Arrest Audit) 

   100% 

National Vascular Registry 
(elements will included CIA 
Carotid Interventions Audit, 
National Vascular 
Database, AAA, peripheral 
vascular surgery/VSGBI 
Vascular Surgery Database. 

  On-going 100%  

Pulmonary Hypertension 
Audit  

X    

 

National Audit/ National 
Confidential Enquiry Title 

Applicabl
e to Trust 
Services 

Participati
on 

Data 
collection 
completed 

Apr 14 – Mar 
15 

% cases 
submitted 

Cancer 

Lung cancer (National Lung 
Cancer Audit) 

  * 100% 

Bowel cancer (National   ** 100% 

http://www.rcplondon.ac.uk/CLINICAL-STANDARDS/ORGANISATION/PARTNERSHIP/Pages/MINAP-.aspx
http://www.ucl.ac.uk/nicor/audits/adultcardiac
http://www.ucl.ac.uk/nicor/audits/adultcardiac
http://www.ucl.ac.uk/nicor/audits/cardiacrhythmmanagement
http://www.ucl.ac.uk/nicor/audits/congenital
http://www.ucl.ac.uk/nicor/audits/congenital
http://www.ucl.ac.uk/nicor/audits/adultpercutaneous
http://www.ucl.ac.uk/nicor/audits/adultpercutaneous
http://www.ic.nhs.uk/services/national-clinical-audit-support-programme-ncasp/heart-disease/heart-failure
http://www.ic.nhs.uk/services/national-clinical-audit-support-programme-ncasp/heart-disease/heart-failure
https://www.icnarc.org/CMS/DisplayContent.aspx?root=RESEARCH
https://www.icnarc.org/CMS/DisplayContent.aspx?root=RESEARCH
http://www.rcplondon.ac.uk/resources/national-lung-cancer-audit
http://www.rcplondon.ac.uk/resources/national-lung-cancer-audit
http://www.nbocap.org.uk/
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Bowel Cancer Audit 
Programme) 

Head & neck cancer 
(DAHNO) 

  *** 100% 

Oesophago-gastric cancer  
(National O-G Cancer 
Audit) 

  **** 100% 

Prostate cancer  (National 
Prostate Cancer Audit) 

  On-going 
New audit 
data for all 

patients to be 
extracted 

after 31/3/15 
(No specific 
extraction 

date 
mentioned)  

100% 

* Data collection deadline in 2014/15 for patients covering period Jan – Dec 2013 
** Data collection deadline in 2014/15 for patients covering period 1st Apr 2013 – 31st 
Mar 2014 
*** Data collection deadline in 2014/15 for patients covering period 1st Nov 2013 – 
31st Oct 2014 
**** Data collection deadline in 2014/15 for patients covering period 1st Apr 2013 – 
31st Mar 2014 

http://www.nbocap.org.uk/
http://www.nbocap.org.uk/
http://www.ic.nhs.uk/services/national-clinical-audit-support-programme-ncasp/cancer/head-and-neck
http://www.ic.nhs.uk/services/national-clinical-audit-support-programme-ncasp/cancer/oesophago-gastric/what-does-it-measure-and-how-does-it-work
http://www.ic.nhs.uk/services/national-clinical-audit-support-programme-ncasp/cancer/oesophago-gastric/what-does-it-measure-and-how-does-it-work
http://www.npca.org.uk/
http://www.npca.org.uk/
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National Audit/ National 
Confidential Enquiry Title 

Applicabl
e to Trust 
Services 

Participati
on 

Data 
collection 
completed 

Apr 14 – Mar 
15 

% cases 
submitted 

Other 

Elective surgery (National 
PROMs Programme) 

  N/A N/A 
  

National Audit of 
Intermediate Care. (NAIC) 

   100% 

  

National Audit/ National 
Confidential Enquiry Title 

Applicabl
e to Trust 
Services 

Participati
on 

Data 
collection 
completed 

Apr 14 – Mar 
15 

% cases 
submitted 

Blood transfusion and Transplant 

Audit of Patient Information  
and Consent (National 
Comparative Audit of Blood 
Transfusion) 

   *100% 
 

National Confidential 
Enquiries  

    

Amputation of lower limb 
study  

   100% 

Gastrointestinal 
Haemorrhage Study 

   100% 

Sepsis Study     100% 

Tracheostomy Care    87% 

* All patients for whom a transfusion was raised and were not confused. 
 
 

http://www.ic.nhs.uk/services/patient-reported-outcomes-measures-proms
http://www.ic.nhs.uk/services/patient-reported-outcomes-measures-proms
http://www.nhsbenchmarking.nhs.uk/partnership-projects/National-Audit-of-Intermediate-Care.php
http://hospital.blood.co.uk/safe_use/clinical_audit/National_Comparative/index.asp
http://hospital.blood.co.uk/safe_use/clinical_audit/National_Comparative/index.asp
http://hospital.blood.co.uk/safe_use/clinical_audit/National_Comparative/index.asp

