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FOREWORD

These Clinical Outcome Indicators were produced by a Working Group of
the Clinical Resource and Audit Group chaired by Dr Dorothy Moir,
Director of Public Health for Lanarkshire Health Board. @ They are
derived from information collected routinely by the Registrar General
and the Information and Statistics Division of the Common Services
Agency and ISD staff played a key role in assisting the Working Group.
The 7 Indicators in Group A compare the populations of the 15 Health
Boards; the 7 Indicators in Groupr B compare the average outcomes of
patients treated by over 20 NHS Trusts and Directly Managed Units,
most of them general hospitals; and the 3 Indicators in Group C
compare average mortality rates after discharge from 29 psychiatric
hospitals and units.

How each Health Board compares with its neighbours and how each Trust
compares  with its competitors will atiract considerable interest, not
least from the Boards and Trusts themselves. That is indeed why these
Clinical Outcome Indicators are being published in this format. It is
essential, though, that everyone - paricularly people who have
recently been, or may soon be, treated in one of the hospitals
involved - should understand the limitations of these comparisons.
They do not constitute "league tables" and are not comparable to the
information in the recently published "Patients’ Charter : Raising the
Standards in  Scotland". Comparisons of waiting times for
outpatient appointments or for admission to hospital, or cancellation
rates for planned admissions, provide both patients and general
practitioners with valuable information about the relative
performance, and relative attractions, of different hospitals.

These 17 Clinical Outcome Indicators do not provide comparable
information, either about the efficacy of the treatment provided for
particular  conditions in  different  hospitals or about the
effectiveness of the services provided for the inhabitants of the
different Health Boards by the NHS as a whole. This is because
differences in clinical outcome - in mortality after a heart attack or
a stroke, for example - are just as likely to be due to differences in
the patients themselves as they are to be due to differences in the
quality and efficacy of the treatment they received. @ Even though
differences in age and sex have been allowed for, the patients
attending  different hospitals may differ considerably in a variety of
other ways which affect how well they respond to treatment,
particularly if they are drawn from neighbourhoods with very different
social and economic characteristics. Patients may differ, for
example, in the length of time they have been ill before consulting
their  general practitioner or being referred for treatment, or in the
extent to which they have other complicating conditions like diabetes
or high blood pressure. There may also be unrecognised differences in
the diagnostic criteria used by the staff of different hospitals, or
in the extent to which they treat patients with comparatively mild
conditions. Mild illnesses always tend to have a better outcome than
more serious onege
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For all these reasons, it would be wrong to conclude from any of these
Clinical Outcome Indicators that one hospital provides better
treatment than another, or that one Health Board's patients receive
better care than those of its neighbours, or even that they did so in
the period to which the indicators relate (mainly 1990-93). If one
really wished to find out which of two hospitals provided better
treatment for a particular condition it would be necessary to carry
out a ‘“controlled clinical trial". This would involve allocating
patients randomly to each hospital in turn to ensure that the two were
treating comparable populations, and in most circumstances this would
be both impracticable and unethical.

These comparisons of the positions of different Health Boards and NHS
Trusts on these 17 Clinical Outcome Indicators are being disseminated
throughout the NHS in Scotland, not to enable general practitioners or
the general public to decide which localities and hospitals provide
the most expert care but to help raise overall standards of care. |If
an individual NHS Trust appears to fare badly on a particular
indicator we expect that the clinicians concerned will immediately
review their treatment of that condition to find out whether it s
unusual or incomplete in any way, and why others appear to be getting
more satisfactory results. We also expect that the Health Boards and
Fundholding GPs purchasing treatment from that Trust will have
questions to ask, and that those questions will often lead to an
agreement between purchaser and provider that a clinical audit focused
on the condition in question should be carried out to try to identify
the likely cause of the disparity. |If there appear to be substantial
differences in outcome for the treatment of a particular condition
which involve several hospitals we  also expect the clinicians
concerned to discuss the issue amongst themselves, and perhaps to
mount a Scotland-wide audit. Indeed this is already happening in a
number of areas.

In time these Clinical Outcome Indicators will be updated by CRAG and
republished. Other indicators may also be added to the portfolio. In
the meantime, | and the members of Dr Moir's Working Group trust that
the information in this volume will provide food for thought, and for
action, for both the purchasers and the providers of healthcare. It
should not, though, be used either by the general public or by general
practitioners as a basis for inappropriate and premature conclusions
about which Health Boards and hospitals provide the best healthcare.
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INTRODUCTION

1

1.2

In December 1992 the Clinical Outcomes Working Group
recommended action in relation to reporting the quality of
care and clinical outcomes. This was drawn to the attention
of the service in MEL(1992)87 for inclusion in service
contracts for 1993-94. The action required related to three
main areas of activity:

(i) the qualty and completeness of the clinical
information supplied to ISD which forms the basis of
the current reporting;

(ii) specific outcome measures in selected clinical areas;
and

(i) action in relation to new clinical data collections
associated with national clinical audit systems and
national guidelines for clinical practice.

Interest has tended to centre on specific outcome measures
but all three areas of activity are equally important to
continued development in this area. The Working Group's
original report of December 1992 fully described the
background to this work. It remains relevant to discussion
and to further development and is reproduced at Annex 3. |t
has been agreed, however, that use of the term “outcome
indicators” is more appropriate than "outcome measures” and
this new term will be used in the current report.

SPECIFIC CLINICAL OUTCOME INDICATORS

2.1

This report describes work that has taken place over the last
12 months in each of the three areas of activity. It gives
updated results, at individual hospital level, for the five
clinical outcome indicators reported in the June 1993 Report
(MEL(1993)93) at health board level. It also extends the
range of indicators to include stroke and mental health and
indicators of population health status reported at health
board level. The relevant tables and graphs for health
boards and hospitals in Scotiand providing services are
presented in the technical annex to this report. These are
accompanied by general notes on the derivation of each
indicator  including the period of coverage, standardisation,
confidence intervals and data sources. Each  specific
indicator is accompanied by exact definitions of the period
covered, case selection and outcome event in question.



2.2

2.3

2.4

Each individual indicator is also accompanied by a discussion
of technical issues relevant to the interpretation of the
data. Variations may arise from the relative quality and
completeness of the data supplied for the Scottish Morbidity
Record (SMR), local case mix, geographic variations in
disease and other factors. The commentary is based on
continued investigation of the data.

Mortality after acute myocardial infarction is the measure
that has been most fully investigated so far. Discussions
have been held with clinical staff, and doctors in public
health medicine in the Scottish Office Home and Health
Department and in the University of Edinburgh have carried
the work forward. This work has been submitted for
publication. This is the sort of discussion that the Working
Group is seeking to promote for each indicator identified, in
order to gain the fullest understanding of the use of such
indicators and secure agreement from all interested parties
about their robustness and validity, and their relevance to
improving the quality of care for patients.

It is emphasised that no direct inferences can be made on the
basis of the information provided about the quality of care
in different health boards or hospitals. The am is to
concentrate discussion on the possible reasons for variations
in order to promote the investigation of the underlying
causes and to secure improved quality of reporting in future,
thereby to contribute to raising the standards of health care
across Scotland.

QUALITY OF CLINICAL INFORMATION

3.

The indicators reported, at present, at hospital level are
all based on SMR data held centrally by ISD and on deaths
data from the Registrar General. The first of the Working
Group's original recommendations in 1992 to be included in
contracts for 1993-84 was that a structured review should be
carried out of the quality of the clinical information
provided to ISD. The target was set at 90% accuracy and
completeness of coding to be achieved by the end of the first
year.  Discussions have shown that in many areas that audit
of data quality may not yet have been completed. Health
Boards are being asked, through their Directors of Public
Health, to review the position and to request the results of
this audit in the hospitals in their area, and to report back
to the CRAG Secretariat and ISD on the results of this review
and any associated action taken or proposed. The need for
any further central initiatives will then be considered. To
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assist in this process, the joint CRAG-ISD report "Precise
Clinical Summaries: the source of high quality SMR data”,
first published in 1990, and which will remain relevant until
1996, is available from the CRAG Secretariat. Hospitals may
seek assistance in this exercise from the Quality Assurance
Branch of ISD.

CLINICAL AUDIT DATABASES AND RELATED ACTIVITY

4.

The third element of the original recommendations concerned
clinical information databases and other related activity and
gave notice of CRAG-sponsored developments in this area which
boards should prepare to adopt. Four of these are now in
place or about to become available on a national basis, and
details are set out below.

Scottish Audit of Surgical Mortality

4.1

This audit includes perioperative deaths in all of the main
surgical  sub-specialties with the intention of involving all
surgeons and all anaesthetists working in those fields. It
corresponds to the National Confidential Enquiry into
Perioperative Deaths (NCEPOD) in England and became
operational on a consistent basis across Scotland on 1
January 1994. The audit is led jointly by the Royal College
of Surgeons of Edinburgh, the Royal College of Physicians and
Surgeons of Glasgow and the Royal College of Anaesthetists.
All contracts for surgical services should now provide the
necessary local support to enable this audit to proceed. The
major part of the funding relates to the organisation at
regional level and is provided at present by CRAG.
Discussions will be initiated about possible mechanisms for
transferring these costs to contract funding.

Scottish Intensive Care Society Audit

4.2 All intensive therapy units in Scotland have been equipped by

CRAG with hardware and software to enable systematic clinical
audit to take place on the basis of the APACHE 3 predictive
scoring system. The major part of the cost of this system is
borne at present by CRAG but associated local costs should be
identified in discussion between providers and purchasers and
appropriately reflected in contracts.



Scottish Trauma Audit

43 In Accident and Emergency Medicine the system developed in
four hospitals on a pilot basis by the Scottish Trauma Audit
Group, in collaboration with the international Major Trauma
Outcomes Study, is being considered for release to A&E
Departments which regularly treat major trauma patients. The
first phase of this work was reported at a major conference
in November 1994 and discussion about extending this audit

has been initiated.

ENT Services

4.4 Tonsillectomy was the subject of the first Scottish national
clinical audit in otolaryngology. The results of this audit
will assist in the definition of the core data to be
collected by all ENT units.

THE 1994 REPORT

5. Although Scotland is making good progress in the development
and use of outcome indicators largely because of the clinical
information  that is available through the national data sets
and data linkage, the work is still at a very early stage.
The quality and completeness of recording of the clinical
information on which the indicators are based requires
further improvement. Case mix, severity and other variables
must be taken into account in comparing one hospital's data
with another. The emphasis at present therefore must be on
continuing development through detailed local discussions
between clinicians, medical managers and other professional
staff so that the material can be presented in a form that is
accepted and can be used with confidence by every interested
group. For these reasons, a ‘health warning’ has to
accompany the interpretation and use of each clinical
indicator.

THE CONTINUING DEVELOPMENT PROGRAMME
DEVELOPMENT OF THE CURRENT CLINICAL OUTCOME INDICATORS

6.1 Directors of Public Health are being asked to initiate
discussions on the development of the current clinical
outcome indicators with local clinicians and professional
bodies (for example, Area Clinical Audit Committees, Area
Medical Committees and other professional advisory
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committees). This will provide insight into the nature and
uses of the existing indicators and may enable further
standardisation.

6.2 Health Boards are being asked to report back, through
Directors of Public Health, on other outcome indicators in
use or under consideration locally, for possible wider use.
Comparative outcome indicators are at their most useful when
used to identify possible areas of improvement within
individual departments or hospitals, but the use of outcome
indicators  should also improve the quality of clinical data
and the quality of clinical and management decisions.

6.3 This report includes for the first time indicators for stroke
and mental illness as well as selected indicators of
population health status by health board. This extends the
number of specialies and care sectors involved in the
exercise and introduces indicators of the joint impact of
primary, secondary and community care as well as services
provided by health boards, including health education,
screening and immunisation programmes. It is intended to use
this wider coverage to enhance the general debate.

6.4 The degree to which the outcome indicators based upon linkage
between hospital and death records are up-to-date is limited
by the frequency of linkage. This is currently annual.
However, quarerly linkage will be implemented from mid-1995
allowing more up-to-date outcome indicators to be calculated.

FUTURE DEVELOPMENT OF CLINICAL OUTCOME INDICATORS

7.1 Work is in hand to identify clinical outcome indicators
suitable for a range of different purposes, and to set in
motion the data collection required to support them where
that is required. Clinical outcome indicators will continue
to be explored for a wider range of specialties, using SMR
data and data linkage. The intention is to try, at the same
time, to select indicators that are clearly relevant to the
decisions  people, including professional staff and patients
and carers, have to make.

7.2 The current indicators include some based on relevant end
points other than simple morality. These include discharge
home, readmission rates and reoperation rates. This
principle of relevance to the patient's interest will be
developed in further work.



7.3

7.4

7.5

Clinical guidelines are, at present, under development by the
Scottish  Intercollegiate  Guidelines ~ Network (SIGN)  in
association with CRAG under the criteria agreed by SIGN and
CRAG based on the 1993 CRAG report "Clinical Guidelines”. It
is intended that guidelines for possible adoption nationally
should include outcome indicators by which the particular
episode of treatment should be examined and will specify the
core data that should be collected to enable these outcomes
to be reported on a consistent basis.

The Scottish Needs Assessment Programme (SNAP) has been asked
to specify in each of its reports the outcome indicators
necessary to identify whether need is being met.

Other types of clinical indicators are under review. These
include:

process measures and other proxy measures, which can with
confidence attribute a specific outcome to a specific
intervention, may be acceptable in some conditions as a
proxy for actual outcome,;

tracer conditions common to an identified group  of
providers are being investigated as general indicators of
quality of care. Definitive work is about to stat in
hospital acquired infection and  pressure area care.
Measures of success in post-operative pain relief or pain
control in certain chronic conditions may also be
feasible. These measures will depend on new data
collections for which definitions and other conventions of
reporting must be agreed at the outset;

sentinel events (critical incidents) are rarely occurring
events all of which should be investigated for the lessons
they may hold for future clinical and general management.
Deaths from acute asthma are an example of a current audit
of this kind, which is relevant in general practice as
well as in hospital. Another example is perioperative
deaths which are now reviewed individually through the
Scoftish Audit of Surgical Mortality on a consistent basis
throughout the country. Sentinel events may, however,
have greater relevance to on-going audit and to improving
overall performance than to clinical outcomes as such.

OUTCOMES IN CHRONIC DISEASE AND COMMUNITY CARE

8.1

QOutcome indicators in chronic disease, geriatric care and
rehabilitation are  particularly difficult, because the
desired outcome may be maintenance of competence for example
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8.2

in the activities of daily living, or prevention of deterior-
ation.  General health status  assessment together with
disease specific outcome assessment may be possible in this
and other clinical contexts where it has been proved to be
valid.  Sequential assessment with the same tool for example
the Barthel Index is feasible but interpretation of changes
is problematic. Work is planned with the WHO-sponsored
European programme to develop outcomes in geriatric care.
The Scottish component will involve geriatric care with
occupational therapy in hospital and in the community.

In chronic disease and community care the attainment of the
goals set out in the care plan may be a possible outcome
indicator. The evaluation of goal attainment tends to be
based on practitioner assessment and remains largely
subjective. The usefulness of indicators derived in this way
in a wider context is not yet clear. The Health Systems
Division is working with healthcare professionals in the
community services on the further development of a core
community data set which should assist this process (see
paragraph 10 below).

ASSOCIATED DEVELOPMENTS

g2

9.2

Comparisons of outcome indicators on a national basis are
likely to be reported increasingly from national audit
systems developed through CRAG. Clinical areas where such
work is underway include obstetrics and gynaecology,
otolaryngology, intensive therapy, vascular  surgery,
paediatric heart disease, and the breast and cervical cancer
screening programmes.

Clinical guidelines are being developed under the direction
of SIGN for deep vein thrombosis and palliative radiotherapy
for some forms of Ilung cancer. A data set related to
diabetic patients will be available soon. This is in
response to MEL(1993)156. A further 12 national guidelines
are in preparation through SIGN. All national guidelines
will include a section on clinical audit and outcomes. The
minimum core data and reporting will be specified and will
include key indicators of risk and of severity of the disease
on presentation. Both of these elements are confounding
factors in all comparative analyses of outcomes and are among
the most difficult to record and to standardise. All
protocols for local practice which are developed from
national  guidelines will be expected to provide for clinical
audit of local practice.



9.3 Predictive scoring systems based on risk assessment are
already in use. The APACHE 3 system is used in the Scottish
Intensive Care Society audit; the TRISS system is used in
the Scottish Trauma Audit Group's audit of outcomes for major
trauma; and the CRIB predictive scoring system for low birth
weight babies has been developed with joint funding from
research sources and from CRAG. All such systems will have a
major impact on the ability of clinicians to audit outcomes
accurately and on a consistent basis that will allow
comparison  with standards set in clinical protocols and with
other practitioners’ performance. They are an important
factor in international collaborative audit.

NATIONAL DATA SETS - FUTURE DEVELOPMENTS

10. In the longer term changes in the methods of collecting
national data sets will open up new opportunities for
reporting clinical outcomes. These include:

Core patient profile information in Scoftish  hospitals
(COPPISH). This is a reorganisation of the existing data
sets which will provide space for specialty and condition
specific data for clinical audit and outcomes reporting
from 1996 onwards. Work is being initiated to involve
clinicians in defining the necessary data sets.

Core community data set programme. The Effective
Purchasing and Providing in the Community project (EPPIC)
is currently working on the inclusion of data on outcomes
and quality in its development of service profiles.

Cancer registration. This will in future include more
information which will enhance the capacity to report
outcomes on a comparable basis

OTHER RELATED DEVELOPMENTS

11. Inthe longer term:

resource management and clinical information systems more
generally will make clinical information increasingly
accessible for audit purposes. CRAG is currently
supporting two pilot sites developing the linkage between
resource management and audit;

the  electronic patient record will eventually provide the
structure for implementing local protocols; and

-8-





































































































































































If any provider would like to see their results standardised for prior and
comorbidity and deprivation category, or restricted to first heart attacks, 1SD
wil! be happy to provide the figures,

A possible confounding factor has been suggested whereby those units which
are more successful in getting more serious cases to hospital might have this
success reflected in higher mortality rates - the so called 'fast ambulance' effect.
It is not possible to test this effect at provider level since a precisely defined
population denominator is required. However an initial analysis was possible at
Health Board level. An estimate of the total number of AMIs was obtained by
adding together a) deaths with principal cause of death of AMI for those cases
not admitted to hospital and b) admissions to hospital with principal diagnosis
of AMI. Thus it was possible to calculate the proportion of all AMI cases
admitted to hospital. By comparing this proportion with the 30 day mortality
rate it was possible to test the fast ambulance hypothesis. In fact those Health
Boards which admitted to hospital the highest proportion of AMIs were also
those with the lowest mortality rates i.e. data demonstrated the reverse of the
fast ambulance effect.

It has been possible to explore the above possible confounding factors on the
basis of administrative data. However a further factor may be involved which
cannot be explored in this way. This involves different admission or diagnostic
thresholds for acute myocardial infarction. Indirect evidence suggests that it is
possible that some units admit higher proportions of relatively mild or
borderline AMI cases. This will obviously give rise to lower mortality. Other
units may have relatively high thresholds for admission or coding of acute
myocardial infarction so that only relatively more serious cases with poorer
prognosis are admitted. This issue is recommended as a primary focus for
further research.

The analyses reported above have been carried out by statisticians at ISD and
by public health medicine specialists in the Scottish Office Home and Health
Department and at the University of Edinburgh. Their report has been
submitted for publication. This work in particular has been illuminated by the
feedback from individual clinicians in relating the outcome indicators to their
experience.

A further phase of analysis will explore the influence of aspects of service
organisation on clinical outcome for AMI, for example in terms of the influence
of the presence or absence of a cardiology department or the organisation of
intensive therapy services.

A number of hospitals are using a process measure as an indicator of quality of
care and as a proxy for outcome, namely “door to needle time” for the
administration of thrombolytic therapy. This is a simple indicator likely to be
derived from normal clinical records which is appropriate for universal
adoption.

2.18
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National Health Service in Scotland
Management Executive

INFORMATION SERVICE
25 DEC 1994

Dear Colleague Wellcome Centre for Medical Science

CLINICAL OUTCOME INDICATORS

Summary

1. Health Boards were invited, in MEL(1992)87, to
include in contracts for 1993/94, and subsequently,
the clinical outcome indicators recommended by the
Clinical Outcomes Working Group of CRAG, and to
take certain other action in relation to the
management of clinical information. The results
for 5 of the specific indicators recommended were
published, at Health Board level, in June 1993
along with MEL(1993)93. The attached report
updates these 5 indicators which are now presented
for each NHS Trust providing services in the
relevant specialties. To these have been added

12 further indicators including 7 in public health
medicine and 3 in psychiatry.

Action

Variations between hospitals

2 No direct inferences can be drawn about the
guality of clinical care in different hospitals or
health board areas on the basis of the information
provided. This is because these clinical outcome
indicators do not provide directly comparable
information either about the efficacy of treatment
for a particular condition in different hospitals or
about the effectiveness of services provided for the
inhabitants of different health board areas.
Variations in clinical outcome may be due to the
relative quality and completeness of the data
supplied by hospitals and health boards to ISD for
the Scottish Morbidity Record (SMR), local case
mix, geographic variations in disease,
socio-economic and other factors. The indicators
are being published now with the specific aim of
stimulating local discussion about the possible
reasons for any apparent variation so that this may
be investigated and appropriate action taken; for
example by setting in train a clinical audit to
identify the likely cause of the disparity.
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Edinburgh EH1 3DG
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Addressees:
Far ion:

General Managers and
Directors of Public
Health, Health Boards

GP Fundholders

Chief Ewecutives, or
Chief Executives
designate of NHS
Trusts and Medical
Directors

Unit General Managers
and Medical Directors

Enquiries to:

Mrs Eilean Barnwell
Clinical Resource and
Audit Group

Room 212

St Andrew's House
EDINBURGH

EH1 3DG

Tel: 031-244-2235

Dr Steve Kendrick
15D

Trinity Park House
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July 1990 to June 1993

Proportion of patients discharged home within 56 days of emergency admission from
home with stroke.

Figure 14
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CLINICAL OUTCOME MEASURES

1!

Introduction

1.1 In late Spring 1992 a Working Group to determine clinical
outcomes for inclusion in contracts from April 1993 was set up under
the NHS Purchasers' Forum. At the same time CRAG, which had
considered clinical outcomes in 1989 in a Werking Group under the
chairmanship of Professor Bryan Jennett and intermittently since that
time, returned to the subject and set up a working group to review
and to take forward work on clinical outcomes. This was to include
both clinical and public health interests and general as well as
clinical management. These two initiatives were amalgamated under
the chairmanship of Mr James Kyle, Chairman, Grampian Health
Board with support from the CRAG Secretariat and met twice, in
October and early December 1992.

Remit and Membership

2.1 The remit, confirmed at the Group's first meeting was:

to consider and advise Management Executive by December 1992
on a range of clinical outcomes suitable for inclusion in
contracts from April 1993; and to advise on ways of achieving
a better common understanding of the nature and use of clinical
outcome measures.

The work is in two distinet phases. This preliminary report
discharges the first of these and work will continue on Phase 2,
developing a strategy for reporting outcomes and for a better
common understanding about the whole area of quality of clinical
care, best use of resources and improving outcomes for patients.

2.2 The membership of the Group represents general management at
health board/purchaser and at unit/provider level; public health
medicine; clinical interests; nursing; general practice and the
patients' interests; research and clinical audit. The membership is
set out at Annex 1.

3.1



The Context In Which The Group's Initial Recommendations Are Made

Nature of Outcome Measures

3.1 The Group concluded that the main purpose of clinical outcome
measures is not to provide quantified and absolute scores but to set
the context for discussion between clinicians and management in
provider units and between providers and purchasers on clinical
outcomes and quality of care. The intention is to identify variations
in clinical outcomes; to stimulate discussion about their causes: and
to develop strategies for improvement. Only after thorough
examination and discussion will value judgements be possible and the
emphasis now is on generating critical and constructive dialogue.
Interpretation of data by gualified practitioners is fundamental to the
process along with detailed examination of the influence of
co-morbidity and risk factors affecting the quality of outcome that
can be achieved. The Group proposes further work in this area.

3.2 The Group has reviewed the range of data relevant to outcomes
which is readily available to all units. This is at present limited.
It was decided to keep the exercise simple and to tackle the easiest
areas first. Medical (as contrasted with surgical) treatment and
particularly the long-stay specialties and primary care present
complex problems because of the difficulty of recording appropriate
end points. The Group intends to continue work on these and to
encourage others to carry out relevant research and clinical audit.
Meantime the Group has concentrated on conditions, operations or
events that are important in terms of the numbers of people affected
and the level of resources committed to them and which relate to
different patient groups and specialties. These are in areas that
people will recognise as measuring and reporting things that are
relevant and important. They measure genuine health service
objectives.

Comparability

3.3 Recommendations are made about indicators that are available
for use now; for establishing baseline levels of performance against
which progress may be audited over the 3-year period of future

3.2



contracts; and for a start to be made on collecting clinical
management information on a consistent basis throughout the country
which will enable reporting by units on a fully comparable basis.
The aim is for continuous, good quality clinical data collection as
part of normal day-to-day clinical practice which may be examined
periodically for particular purposes or ad hoe reviews. Purchasers
will be assured of fully comparable reports from units which will
allow a better informed decision making process and better contracts
to be drawn up. Providers will benefit by being required to report
on a consistent basis and to the same standards by all their

purchasers.

Practical Applications

3.4 The Group's focus has been on the practical application of
clinical outcomes that managers can use, which are clinically relevant
and have the full support of the clinicians or staff involved. This
must be a joint enterprise with the common goal of better care for
patients. It is an enabling not a threatening exercise which will
involve a constructive dialogue between professional clinical staff and
managers, providing the evidence on which discussions with
purchasers may take place. (This subject is dealt with in some
detail in the CRAG report on The Interface Between Clinical Audit
and Management - to be published early in 1993.) Necessary
changes in professional practice or attitudes will be effected by
education, by peer example and pressure, by a clearer awareness on
the part of professional clinical staff of their individual personal
accountability and responsibility for quality of care; and by
incentives rather than by sanctions.

Clinical Audit and Quality of Care

3.5 The Group considered the distinction between indicators of
clinical outcome and indicators of the guality of clinical care. The
Group has concentrated meantime mainly on clinical outcomes but
stresses the importance of the association between clinical outcomes
and quality of clinical care as part of quality assurance as it is
developing more widely. Clinical audit, as clinical gquality assurance,
is of particular importance as the means of demonstrating the

3.3



interaction between the structure of a service; the resources used
by it; the processes used in treating patients; and the outcome of
treatment. It provides comparison between units; identifies areas
where improvements are needed; defines and tests better ways of
doing things; and provides the means of demonstrating that
improvements have been achieved. Clinical audit can identify areas
where research is needed and provides a means of implementing
research findings in practice. The contracting process provides the
mechanism where both audit and improvements in performance can be
built into normal day-to-day clinical practice. The potential benefits
for patients and for the better use of available resources are

considerable.

Clinical Guidelines

3.6 Good clinical practice, standards and outcome are a central
focus of clinical guidelines. These are the subject of a report by a
Working Group of CRAG which is to be published in January 1993.
Development of clinical guidelines is a priority area for CRAG, which
is working with the Scottish Royal Colleges, specialist societies and
groups of clinicians engaged in clinical audit projects funded by
CRAG. Several nationally funded projects have recently reported
with agreed guidelines, or are about to do so. Other projects have
already developed core data sets and structured reporting and
these, along with guidelines, will become increasingly available in
future. The Group recommends that health boards as purchasers
should now begin to include these in contracts, and to provide
resources to support their implementation, by requiring units to
collect core data on a nationally recommended basis and, from
national guidelines, to develop protocols for their own practice which
will reflect their own local circumstances, opportunities and
constraints. This process of implementation is described in
Annex 2.

Involvement of the Professions
3.7 Increasingly the emphasis is on the totality of care to which all
health care professionals contribute. The Group has consequently

identified clinical outcomes for specific conditions and individual
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patients without distinguishing between the different components of
care. Work will nevertheless continue to see if the distinctive
contributions of the different professions can usefully be separated
out for investigation and reporting.

Cutcome Measures

Clinical Information

4.1 The Group considered that the outcome measures to be
recommended in the first phase of its remit should be based on
clinical information generally available equally to all units. The
central data collections e.g. SMR1 records (on which contracts and
charging are already based) have been reviewed and are the basis of
the recommendations set out below. The central data collections will
by their nature always reflect a highly selected range of basic
information which will need to be supplemented at local level. The
quality as well as the nature of the clinical data available is relevant
to the selection of measures that the Group has been able to make;
it is consequently somewhat arbitrary. Coding of information is
particularly complex, and consequently not reliable at present, in
some conditions e.g. stroke. The Group's first recommendation
therefore is that professional clinical staff should critically review
the quality and completeness of their clinical records and secure
agreement about definitions and coding where this is still needed.
Clinicians will also be encouraged to make fuller use of available
codes on SMR1 to record, for example, the immediate outcome of a
single episode of care. ISD will be the lead interest in taking these
aspects forward in their joint programme of training conferences with
CRAG and in their other related activities.

4.2 Where information is already available, as in SMR1, work should
be set in hand now to systematise reporting on a consistent basis
among units; to establish systematic information collection where
that is not yet available on a consistent basis; to build that into
resource management; and to establish the baseline of current
performance against which future changes may be assessed. For the
measures recommended ISD will shortly provide health board
comparisons for the most recent relevant period available.
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Nature of Outcome Measures Recommended

4.3 The Group concluded that measures recommended must be
reliable, valid, robust and relevant to both provider unit managers,
purchasers and professional clinical staff. They should be simple to
understand and to apply. They should relate to important areas of
clinical care and should be sensitive to changes in structure
e.g. staff or equipment and to processes e.g. forms of clinical
treatment. The number of cases likely to occur in a single unit
influences the areas in which measures can be recommended. It is
intended that the development of appropriate outcome measures
should be actively encouraged in the context of clinical audit and
improvements in the guality of care.

4.4 Indicators should wherever possible be independent of, or
should be expressed in terms that allow for, complicating factors like
severity of disease, case mix, co-morbidity, age etc. This will not
be possible in the first group of indicators but is a later objective
which the Group will go on to address. If a proxy measure only
rather than a direct measure is available its wvalidity must be
properly established to ensure that it truly reflects the topic under
review. Again further work will be proposed in this area.
Wherever possible measures should be guantifiable but the Group
recognises the importance in relation to guality of care of a range of
indicators that cannot by their nature be guantified. Further work
will be done on these. They will include patient's perceptions of the

process of treatment and the outcome of care.

Record Linkage

4.5 Several of the measures recommended depend on ISD's system of
record linkage. This is available only in Scotland and it allows an
individual patient's separate episodes of in-patient care,
re-admissions, destination on discharge and ultimately death to be
linked continuously over time. Death may be followed up whether it
takes place in hospital, at home or elsewhere in the community.
Linkage within the SMR data sets and with certain external data sets
e.g. blood transfusion, reporting may be carried out on a quarterly
basis, if required. Linkage giving mortality will become available
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each year about October, when the Registrar General's records for
the previous calendar year are issued. This linkage facility will
allow the clinical history to be followed in future in a wide range of
conditions for which outcome measures will be developed later.
Reporting will be possible at all levels of aggregation including unit
and .nat_i{mal level. The Group recognises the relevance of the
period over which outcomes should be measured and the possible
limitations of mortality as a measure of outcome in many conditions.
Mortality does however offer an immediate start to be made and
refinement of measures will follow.

5. Clinical Outcome Measures for Contracts in April 1993

The Clinical Outcome Measures and other activity recommended as

appropriate for inclusion in contracts from April 1993 are:

2.1 General Recommendation

All units/trusts should carry out a systematic review of the accuracy
and completeness of clinical data collection, at a minimum in the
areas in which outcomes are specified below. (Assistance in this is
available from the Information and Statistics Division of CSA.)

The quality of data should be audited regularly thereafter with the
aim of achieving 90% accuracy and completeness of coding at the end
of year one. Monitoring should be carried out by the unit/trust
with sampling by purchasers.

ISD will provide regular reports on an agreed basis, with
baseline data for the measures proposed below being provided by
ISD, at health board level, in January 1933.

5.2 Specific Clinical Outcome Measures

fractured neck of femur

e deaths occurring within 30 days of admission as percentage of
all admissions
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= percentage discharged home within 2 months of emergency
admission from home

acute myocardial infarction
= deaths occurring within 30 days of admission as a percentage of
all admissions with acute MI

cholecystectomy
- deaths occurring within 30 days of operation as percentage of
all patients undergoing cholecystectomy

carcinoma of the colon
- deaths occurring within 30 days of operation as percentage of

all patients undergoing operation for carcinoma of colon

transurethal resection of the prostate
= percentage of re-operations within one year

medical emergency re-admissions
- percentage of re-admissions as emergencies within 28 days of

discharge
5.3 Clinical Audit Databases and Other Related Activity

All contracts which include the services set out below should include

the following provisions:

ENT Services Units/Trusts to collect the clinical data
recommended periodically by the Scottish National Audit
Subcommittee for Otolaryngology and participate in the audits
led by that group;

Intensive Therapy to initiate core data collection which will
shortly be recommended by CRAG. Units/Trusts should have a
policy or guidelines for admission and discharge of patients;

Coronary Care Units to initiate data collection which will shortly
be recommended by CRAG and have a policy or guidelines for
admission and discharge of patients;
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9. CRAG is the Scottish clearing house for guidelines and clinical
outcomes, and for core data sets. CRAG will promote their implementation
advising about new areas where systematic core data collection has been
identified and on areas that may be appropriate for specific investigation;

10. CRAG will promote the development of guidelines through the Royal
Colleges, educational organisations and other appropriate groups;

11. Data collection and data management will be the responsibility of
clinicians at unit/trust level as part of the clinical information component

of resource management;

12. Basic core data should enable area or national comparisons to be
made;

13. Standardised reporting to purchasers on a consistent basis from all
units or groups will allow consistent comparisons to be made between
units and at national/international level. For provider units standard
forms of reporting for different purchasers will simplify data collection
and processing;

14. CRAG will continue to sponsor the development of core data sets and
the methodology of clinical audit in different specialties and
circumstances. CRAG will have continuing responsibility for audit which
is most appropriately arranged on a national basis e.g. in highly
specialised areas with restricted numbers of practitioners and patients;

15. Clinical audit will be carried out at unit/trust and at area level and
will take different forms reflecting locally agreed priorities which are

recorded in contracts;

16. Clinical audit at local level will draw on and progressively absorb

approaches developed through central initiatives.
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