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Audit points, dataset and methodology in quality standards in Dermatology

Coordinated by Dr David de Berker (Chair, Health Informatics sub-committee), with contributions from leads of all current BAD guidelines
Please forward any queries to the BAD Clinical Standards Manager, Dr M. Firouz Mohd Mustapa, at firouz@bad.org.uk 
Introduction and Methodology

The BAD has commissioned a group of members to define a minimum dataset in Dermatology that can be used to characterise the quality of a service and be a tool for comparison between services. This has been divided into quantitative and qualitative measures. This document concerns itself with defining the quantitative measures.
In 2010, the government published its vision for the NHS “Transparency in Outcomes – a Framework for the NHS”. This proposed that ‘Process Measures’ should be replaced by ‘Outcome Measures’ forming an NHS Outcome Framework with 5 domains: 
1. Preventing people from dying prematurely
2. Enhancing quality of life for people with long-term conditions
3. Helping people recover from episodes of ill health or following injury
4. Ensuring people have a positive experience of care
5. Treating and caring for people in a safe environment and protecting them from avoidable harm
The quantitative measures were mapped to these 5 domains.
Method

The BAD has worked with members over the last 16 years to produce evidence-based clinical guidelines. One of the elements in these guidelines is a set of audit points. These recommended audit points have been used as the basis for creating the quantitative minimum dataset. Lead authors of each of the BAD guidelines (http://www.bad.org.uk//site/622/default.aspx) were asked to work with their author group to define the 3-5 audit points they would use as quality indicators in relation to the topic of the guideline. They were asked to outline the data item in 3 forms:

1. General outline and definition.

2. Exact term(s).

3. Methodology for seeking this data item such that audit data can be comparable between services.

Results

All authors responded. Their contributions provided between 3 and 5 audit points with data items and method for their collection in 27 areas of Dermatology. These areas are those defined within the published and draft BAD clinical guidelines.
For each dataset slight alterations were made to some proposals where there was apparent ambiguity or lack of clarity about the methodology of data collection. In most areas the methodology attempts to attribute data to the clinician seeing the patient, or the consultant in charge of the team as well as the service in general. This aspect of the process is seen as a useful tool for measuring and improving one’s own practice. It should also help in identifying systemic areas for improvement where individual practice is not a significant factor.
Undertaking local audits

The BAD is providing Excel templates with drop down fields for use as data collection proformas for each of the audits. This will increase the consistency of data collection between institutions and increase the likelihood of meaningful comparisons and benchmarking. It will facilitate data management and interpretation. The package means that Dermatology services will be able to pick any one of 27 areas of audit and choose to undertake an “off the shelf audit”. The package will contain:

· A national evidence-based clinical guideline as reference standard

· A nationally agreed set of audit points with methodology

· A data collection proforma

This format will diminish the amount of work required to set up a local quality audit in any of the specified areas and will represent a package that is easy to use for junior doctors and special module medical students working with Dermatology departments. In some instances it will also enable quality benchmarking with intermediate or primary care Dermatology services.

Interaction between MDS, Guideline group, Dermatology Curriculum and Audit group

At present this draft dataset does not cover all areas of Dermatology as not all areas are covered by current BAD clinical guidelines. There is potential for interaction between the BAD Therapy & Guidelines sub-committee, minimum dataset group and those writing the curriculum for training in Dermatology to define areas of further development. The dataset is also a starting point for facilitating audits as outlined by the BAD audit group.
Future electronic patient development

To make best use of the 26 datasets, it is necessary that the data to be measured is recorded within the patient record or other system holding patient data, such as waiting times in a patient administration system. Most Dermatology departments are still reliant on paper records and limited searchable histopathology and other results databases. One bonus of this project is to provide Dermatology departments with some core data items that should be made available in any electronic patient record of the future. 

Basic Dermatology Database

For any data set to be meaningful, it is necessary to be able to find the patients to whom the dataset applies. Their main clinical label for identification is their diagnosis. This means that a diagnostic index is the single most central requirement of an audit process in a department. The diagnostic index needs to have certain characteristics:

1. Easy to enter data

2. Understood and used universally in order that significant cases are not omitted. Cases that are difficult to code or managed in circumstances where coding falls down are likely to have specific risks attached to their care.
3. Standardised in order that the terms are recognisable across institutions

4. Searchable with ease by those using the diagnostic index

5. Have regular data quality checks

Where audit applies to specific drugs or procedures, systems have to be in place for the identification of all patients treated with these modalities. The quality and safety of a clinical environment is likely to be greatly increased if the 2 following quality indicators apply:

Qualitative

There is a prospective system in place for the identification of all patients according to their diagnosis, investigations undertaken, medications and procedures undergone. These features need to be linked directly to the patient identifier within the same searchable system such that they can be assessed as a single record.

Quantitative

The service is able to identify the last consecutive 50 patients in each of the following diagnostic, investigation, treatment or procedure categories:

Acitretin

Alopecia areata

Azathioprine

Basal cell carcinoma

Biologics

Bowen’s disease 

Bullous pemphigoid 

Ciclosporin

Contact allergy

Cutaneous lymphoma

Hydroxychloroquine 

Isotretinoin

Lichen sclerosus

Malignant melanoma

Narrow band UVB service

Pemphigus vulgaris

Phototherapy facilities and policies

Phototherapy service

Photodynamic therapy

Squamous cell carcinoma

Stevens-Johnson syndrome and toxic epidermal necrolysis

Systemic PUVA service

Tinea capitis

Topical PUVA

Urticaria

Viral warts

Vitiligo

Alopecia areata 
	Guidelines for the management of Alopecia Areata 

AG Messenger, J McKillop, P Farrant, AJ McDonagh and M Sladden, BJD, Vol. 166, No. 5, May 2012 (p916-926)

	Dataset correspondent
	Andrew Messenger

	Comments
	The guideline was written in 2003 and is currently under review for updating. The audit points are based on the original document, but are not within the original document.

	Audit points
	

	Point 1
	

	description
	Documented clinical history should contain information on age at onset, history or remissions, other diseases including thyroid disease and treatments tried to date. The severity and type of alopecia (patchy, total, universal or ophiasis) and the presence of nail changes should be recorded.

	data items
	1. Duration of present episode

2. History of previous episodes

3. Other systemic conditions

4. Treatments to date

5. Disease severity and pattern

6. Nail appearance

	collection methodology
	Case note review based on 20 consecutive AA cases within the previous 5 years.

	Royal College of Physician Domains
	1, 3, 4

	Point 2
	

	description
	Clinical note should record the outcome of the consultation, whether treatment was instituted and information on the disease provided.

	data items
	1. Documentation of treatment offered, strength and its duration

2. Documentation of information provided to inform patient of the disease

	collection methodology
	Case note review based on 20 consecutive AA cases within the previous 5 years.

	Royal College of Physician Domains
	1, 3, 4

	Point 3
	

	description
	Information should be provided for specific treatments, e.g. contact immunotherapy, PUVA and systemic steroids, including those requiring patient consent, e.g. diphencyprone.

	data items
	1. Documentation of information provided 

· to inform patient of the treatment

· to enable informed consent where appropriate

	collection methodology
	Case note review based on 20 consecutive AA cases within the previous 5 years.

	Royal College of Physician Domains
	1, 3, 4
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