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Foreword
The first round of UK IBD audit took place in 2006 and demonstrated considerable variation in service
provision. Much has changed since this time. IBD services have seen substantial, real and sustainable
improvement and the UK IBD audit itself has undergone much change. While this has delivered higher
quality, it undoubtedly places additional pressures on the clinical teams who continue to collect and
submit the data. The future therefore brings challenges to deliver an effective, cost-efficient, relevant
and acceptable audit.
The first round of UK IBD audit, published in 2006, examined inpatient care of 40 people with
inflammatory bowel disease (IBD) at each site and the organisation and structure of IBD services.
Paediatric services were included in round 2, and biological therapies and inpatient experience were
added in round 3. Round 4 has seen substantial changes to methodology, with the prospective collection
of data for up to 50 patients per site with ulcerative colitis (UC) and the adoption of the IBD quality
improvement project (IBDQIP) tool for the assessment of organisation of services and to drive quality
improvement. We have assessed patient outcomes more thoroughly in terms of disease activity, quality
of life, patient-reported outcome measures and patient experience.
The progress of the UK IBD audit has been supported by the development of the service standards for
patients with IBD. This was led by the patient organisation Crohn’s and Colitis UK, and serves to
complement more recent service standards published by NICE.
However, there continue to be aspects of care that need improvement. It is clear, particularly from this
round, that this is true of some aspects of therapeutics. It is also important that we tackle areas that are
harder to change, for example the provision of dietitians and psychological support as well as addressing
aspects of care that have not previously been assessed, such as outpatient care and colon cancer
surveillance.
Further rounds of the UK IBD audit will continue to drive change. The challenge for the community is to
engage the support necessary to allow this to continue. We must think of smarter, more efficient ways
of working and it is vital to allow clinicians to help patients as efficiently as possible. Increased
engagement with patients is essential and adoption of new technologies, such as those being driven
forward by the IBD Registry, will support this process. It is also vital to put a greater emphasis on quality
improvement and the IBDQIP is an important step to help clinical teams implement change in what is
already a time-poor environment.
The single and most heartfelt thanks must go to the clinical teams, who continue to give their time
selflessly to enter data to the UK IBD audit.

Dr Ian Arnott
Clinical director, UK IBD audit
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Dr Michael Glynn
National clinical director, GI and liver diseases,
NHS England
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Executive summary
Background

Ulcerative colitis (UC) is the most common type of inflammatory bowel disease (IBD) in adults and,
although it is not as common as Crohn’s disease in children, it has the same clinical importance.
Paediatric UC is characterised by more extensive disease than is experienced by adults, and manifests
higher rates of acute severe colitis and colectomy.3,4 The main symptoms include abdominal pain,
bloody diarrhoea, fatigue, weight loss and rectal bleeding ‒ all of which can contribute to a poor quality
of life. Effective multidisciplinary care can offset relapse, prolong remission, treat complications and
improve quality of life.
Incidence continues to rise and is reported to be as high as 24.3 per 100,000 per year in Europe.
Reported prevalence is as high as 505 per 100,000 and this corresponds to 320,000 people in the UK
with a diagnosis of UC.5,6 Although it can develop at any age, the peak incidence is between the ages of
15 and 25 years, resulting in profound effects on education, work, social and family life. Recent evidence
suggests that the incidence continues to increase in children in the UK.7 The three-month, per-patient
cost for UC was calculated at £1211 in 2010, with the majority of this cost attributed to inpatient stays.8
The cause of UC is unknown.
This report examines the inpatient care provided to young people admitted to children’s hospitals in the
UK for treatment of UC between 1 January and 31 December 2013, building on the results from previous
rounds of audit.9 For the first time, a small number of questions also address the outpatient care
provided to each patient prior to their admission to hospital. The UK IBD audit provides the largest and
widest view of current practice of treatment for young people with UC in the UK. Through the collection
of these data, the audit seeks to improve all aspects of care for people with IBD. Reports due to be
published in September 2014 will address organisational aspects of care and biological therapies.

Key message

This work continued to be widely supported by the healthcare community, with 96% (24/25) of the
specialist paediatric centres in the UK participating. For the first time, participation in the audit was also
opened up to a number of smaller-volume paediatric services that may admit patients with UC, giving a
total of 32 sites in this round. As a result, this report encompasses the most comprehensive assessment
of paediatric UC care to date in the UK. The high rate of participation by paediatric gastroenterology
units moves us closer to achieving a truly universal view of the care for young people with UC. It reduces
the risk of bias and increases the probability of reflecting a real-life patient experience. However, the
total numbers of patients entered at many sites were small, emphasising the need for national data and
supportive guidelines. There were 298 admissions in total, with a median age of 13.5 years for patients
at admission, with an equal gender distribution and a predominance of a pancolitis.
Many useful clinical messages are apparent from this latest audit; notably, there are many chances to
intervene to prevent inpatient admission. This audit shows that 41% of inpatients had also been
admitted to hospital for UC within the previous 2 years, and recognises for the first time that 17% of
these patients were readmitted within 30 days. Also, 77% of patients were seen in outpatient clinics
before admission but only a minority had a treatment change at this visit. The significantly increased use
of the paediatric UC activity index (PUCAI) between rounds of audit demonstrates that by highlighting
these issues, clinical services can respond quickly to change clinical practice. The audit challenges the UK
paediatric gastroenterology group to continue to keep pace with the changing patient populations that
they face. It will require action from local teams and the British Society of Paediatric Gastroenterology,
Hepatology and Nutrition (BSPGHAN) in combination with partner organisations to meet this challenge
and to continue to show improvement in future rounds of audit.
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Key findings
1

41% (92/224) of patients had been admitted to hospital for UC in the 2 years prior to the audited
admission. 17% (16/92) of these patients were readmitted within 30 days. (National data Q2.2.2)
2 Recording of PUCAI score on day 1 among applicable emergency admissions increased significantly
from 23% (24/104) in round 3 to 55% (77/139) in round 4. Recording of this score on subsequent
days of an admission also increased. (Section 2, Table 2)
3 Screening rates for Clostridium difficile now match screening rates for standard stool culture more
closely; the importance of this is reflected by culture-positive rates of 2% and 8%, respectively.
(Section 2, Table 2)
4 Anti-TNFα is now the most common second-line medical therapy being used following nonresponse to corticosteroids (ciclosporin 47% / anti-TNFα 57%). Previously, in round 2 ciclosporin
was more commonly used (see previous report). (Section 2, Table 2)
5 Rates of major recognised complication remained static between rounds of audit, with toxic
megacolon reported in 1% (3/298) and thrombotic episode in 1% (3/298) of all admissions in round
4. (Full national data Q2.6.2 and Q3.1.2)
6 The most common indication for both elective and non-elective surgery was failure of medical
therapy (63% [22/35] and 74% [17/23], respectively). (National data Q4.1.3)
7 Pouch surgery continues to be uncommon in the paediatric population; only seven elective
procedures were recorded in this round of audit. (National data Q4.1.4)
8 Plans for maintenance anti-TNFα on discharge have more than doubled, from 6% (11/173) in round
3 to 14% (24/177) in round 4. (Section 2, Table 2)
9 In 77% (229/298) of admissions, the patient was seen in an outpatient clinic for review prior to
admission; more than half were seen within 1 month of admission to hospital (median 26 days,
interquartile range 7, 61 days). In cases where active disease was reported at the outpatient
appointment, 54% (56/103) were not admitted to hospital and did not have their treatment
changed at this time. (National data Q6.1.1 and Section 2, Table 3)
10 In 25% (74/298) of admissions, the patient had been prescribed steroids for longer than 3 months.
Steroid-sparing therapies had not been tried in 16% (12/74) of these admissions. (Section 2, Table 4
and National data Q6.2.2)
11 In 65% (190/292) of admissions the patient was anaemic (using World Health Organization (WHO)
definition).11 (Section2, Table5)
12 Where anaemia was attributed to iron deficiency, no treatment was received in 52% (89/171) of
admissions. (National data Q6.3.3)

Recommendations
1
2
3
4
5

6
7

8

All young people with UC should have their disease activity assessed (including use of PUCAI), and
treatment should be initiated or escalated in those with active disease during all points of clinical
interaction. Early intervention may prevent admission or reduce the need for surgery.
All patients with diarrhoea should have their stools sampled for both standard stool cultures and
Clostridium difficile toxin testing.
All patients should have nutritional assessment on admission.
All patients on steroids for longer than 3 months should be considered for steroid-sparing agents.
New therapies for paediatric UC should be actively investigated in high-quality clinical trials to
tackle the number of patients who need hospital admission, including those who require surgery
for failure of medical therapy. It is worthy of note that none of the patients in this category who
were included in this audit were recruited to a clinical trial.
Anaemia should be actively investigated, and the cause should be identified and treated
appropriately.
Further national audit in IBD should be commissioned.

© Healthcare Quality Improvement Partnership 2014

This action plan will enable you to take forward the recommendations of this national audit and allows for adaptation through the addition of further actions as
you feel appropriate for your own service. We would recommend the ‘resource’ section of the organisational audit web tool (www.ibdqip.co.uk) as being
particularly useful when considering the actions required below; here you can freely access guidelines, business cases and examples of best practice from around
the UK. You can download a copy of this action plan from the Royal College of Physicians (RCP) website: www.rcplondon.ac.uk/ibd.

National recommendation

Action required

Staff responsible

9

1

All young people with ulcerative
colitis (UC) should have their
disease activity assessed (including
use of PUCAI), and treatment
should be initiated or escalated in
those with active disease during all
points of clinical interaction. Early
intervention may prevent
admission or reduce the need for
surgery.

a)

use of accurate symptom assessment or
disease activity score (PUCAI) at all points
of clinical interaction, including daily
scoring for inpatients
b) implementation of a treatment pathway
that is readily available to aid timely
treatment decision-making
c) adoption of faecal calprotectin or other
biomarker to aid assessment of disease
activity in outpatients.

All healthcare professionals
responsible for treating people
with IBD

2

All patients with diarrhoea should
have their stools sampled for both
standard stool cultures and
Clostridium difficile toxin testing.

Ward staff
Consultant gastroenterologists
Hospital laboratory managers

3

All patients should have nutritional
assessment on admission.

4

All patients on steroids for longer
than 3 months should be
considered for steroid-sparing
agents.

d) Stool samples should be collected from all
patients with diarrhoea.
e) The importance of ruling out infection in
patients with UC should be discussed with
all laboratory managers.
f) 100% of inpatients with UC should have
their nutritional status assessed using a
recognised, validated tool.
g) Any patient on long-term steroids (>3
months) should be under regular review.
h) 100% of patients on steroids for longer than
3 months should be considered for a
steroid-sparing agent.

Ward staff
Consultant gastroenterologists
IBD nurses

Progress at your site

(include date of review, name of
individual responsible for action)
National clinical audit of inpatient care for young people with ulcerative colitis. UK IBD audit
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Implementing change: action plan

10

New therapies for paediatric UC
should be actively investigated in
high-quality clinical trials to tackle
the therapeutic gap.

i)

Patients should be encouraged to enrol
onto appropriate randomly controlled
clinical trials (RCTs) whenever possible.

6

Anaemia should be actively
investigated, and the cause should
be identified and treated
appropriately.

j)

7

Further national audit in IBD
should be commissioned.

l)

Local protocols should include the
assessment of haematinics for all anaemic
patients.
Treatment of underlying deficiency or
disease activity should be considered in all
anaemic patients.
Review of current IBD national audit and
consideration of the appropriate future
format should take place to address
deficient areas within 1 year.

8

ENTER THE LOCAL ACTIONS YOU
HAVE IDENTIFIED HERE

9

ENTER THE LOCAL ACTIONS YOU
HAVE IDENTIFIED HERE

k)

British Society of Paediatric
Gastroenterology, Hepatology and
Nutrition (BSPGHAN)
British Society of
Gastroenterology (BSG)
Local IBD teams
Consultant gastroenterologists
IBD nurses
GPs

National policymakers

National clinical audit of inpatient care for young people with ulcerative colitis. UK IBD audit
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1: Introduction and methodology
Introduction

Ulcerative colitis (UC) is a lifelong disease that follows an unpredictable relapsing and remitting course.
Twenty-five per cent of adults with UC will require a colectomy (a surgical procedure to remove all or
part of the colon) during their lifetime, with even higher rates reported in children. The main symptoms
of UC include pain in the abdomen, diarrhoea that is usually bloody, an overwhelming sense of fatigue,
weight loss and loss of appetite. Associated features such as arthritis, liver disease, an increased risk of
cancer and skin problems can also contribute to a poor quality of life. There are wide ranging effects on
psychological health, education and employment, family life, fertility and pregnancy. Effective
multidisciplinary care can attenuate relapse, prolong remission, treat complications and improve quality
of life.
This is the third time the UK IBD audit has reviewed paediatric inpatient care provision for people with
IBD. In previous rounds of audit both UC and Crohn’s disease admissions were audited; this is the first
time that the audit has focused on UC alone. The rationale for auditing UC was multifaceted and
included the following:
 The methodology from previous rounds was revised to include prospective case identification.
 Substantially more patients with UC were included to give a better reflection of activity at individual
sites.
 It was felt that collecting data on both conditions would place an unacceptable burden of data
collection on participating sites. Experience from previous rounds of audit showed admissions for
UC were easier to audit than admissions for Crohn’s disease.
 It was also acknowledged that due to national guidance and drug licensing in the UK, the biological
therapies element of the UK IBD audit would encompass more people with Crohn’s disease than
UC.

Aims of the inpatient care audit

The UK IBD audit seeks to improve the quality and safety of care for all IBD patients throughout the UK
by auditing individual patient care, the provision and organisation of IBD service resources and through
assessing inpatient experience and patient-reported outcome measures. This inpatient care audit is one
element of the wider UK IBD audit programme. Further information on the work of the UK IBD audit can
be found at www.rcplondon.ac.uk/ibd.
This national report of inpatient care enables participating sites to benchmark their performance against
national data. All data should be considered within the context of the actual number of admissions.

Methodology

Participating sites were asked to prospectively identify and audit up to 50 consecutive admissions of
young people with UC between 1 January and 31 December 2013. The primary reason for admission was
for the treatment of UC and each admission was longer than 24 hours. People admitted to any ward
within a hospital were included, as were those that were newly diagnosed with UC. Multiple admissions
of the same person could also be included and there were no age restrictions. It is important to note
that very few paediatric sites in the UK would reach 50 admissions for UC over the course of a year; for
these sites, this methodology encompassed 100% of their inpatient case load.
This report compiles the findings from all participating paediatric sites, a separate adult version of this
report has also been produced investigating the care of people admitted to adult services; this can be
accessed from the RCP website (www.rcplondon.ac.uk/ibd). Full and executive summary copies of all
national audit reports produced in previous rounds of audit can also be found here.
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Definition of a site

Lead clinicians were asked to collect data on the basis of a unified IBD service which would be registered
as a named ‘site’. This was typically a single hospital within a trust / health board; where an organisation
had more than one hospital offering independent IBD services, they entered data as separate ‘sites’.
Some organisations running a coordinated IBD service across several hospitals with the same staff,
participated in the audit as one trust / health board site.

Eligibility and participation

Sites were eligible to participate in the inpatient care audit if they routinely admit people with IBD.
There are 25 specialist paediatric centres in the UK, of these 24 (96%) participated. For the first time in
this round of the audit, centres admitting smaller numbers of paediatric patients with UC were also
invited to participate; of the additional 10 sites invited, eight participated giving a total of 32/35 (94%) of
all sites. The national results within this report are provided from the total of 32 participating sites.

Inclusion and exclusion criteria

The inclusion criteria were as follows.
 Admission occurred between 1 January 2013 and 31 December 2013.
 Admission was primarily for the treatment of UC.
 The length of stay was greater than 24 hours.
 People of any age were included.
 Multiple admissions of the same patient were included.
The exclusion criteria were as follows.
 People with UC but admitted primarily for the treatment of a different condition, eg a patient with
UC who was admitted for asthma.
 Patients with a duration of admission of less than 24 hours, eg day case procedures.

Denominators

Denominators throughout the results tables vary, depending upon the number of admissions to which
the data being analysed relate. For example, some analyses include only admissions for elective
(planned) surgery. Table 1 on p 14 provides an overview of the key denominators within this report.

The dataset and data collection tool

The main sections of the dataset included admission information, assessment of the extent of disease,
medical intervention, surgical intervention, discharge arrangements and outpatient care prior to
admission. The dataset for this round of the inpatient care audit is similar to those used in the preceding
rounds of audit, allowing for comparison of many findings over time. Minor amendments were made to
ensure the data items collected enabled comparison with the latest evidence and standards. The IBD
steering group tried to minimise any data collection burden at participating sites and agreed to shorten
the dataset in this round. As a result, a small number of questions were asked differently in this round of
audit and these findings cannot be directly compared over time. A copy of the audit tool can be
downloaded from https://audit.rcplondon.ac.uk/ibd2013.
Paediatric and adult datasets also differed slightly to reflect the differences in practice between adult
and paediatric services. Where numbering and lettering in the full data tables in Section 4 of this report
appear not to flow chronologically, this reflects the differences between the adult and paediatric
datasets.
Data were collected via a secure web-based data collection tool, or web tool. The web tool included
context-specific help to users, including definitions and clarification of questions. Internal logical data
checks and feedback enabled complete and accurate data to be collected. Security and confidentiality
were maintained through the use of site-specific codes and no patient-identifiable information was
12
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collected within the dataset. Sites accessed the datasets by using a unique login and password and data
could be saved during, as well as at the end of an input session. A telephone and email helpdesk was
provided by the UK IBD audit project team at the RCP.

Availability of results in the public domain

Full and executive summary copies of this report are available in the public domain via the RCP website
(www.rcplondon.ac.uk/ibd). The national report of results will be made available to the Department of
Health, Healthcare Improvement Scotland, NHS Wales Health and Social Care department and the
Department of Health, Social Services and Public Safety in Northern Ireland. A number of key indicators
for each of the 32 participating sites are published in the public domain in Section 5 of this report; these
findings are also available via www.data.gov.uk/ in line with the government’s transparency agenda.

Presentation of results

National results are presented as number and percentage for categorical data and as median and
interquartile range (IQR) for numerical data.
Section 2 presents a summary of key findings, including the following tables and figure:
Table 1: Denominators used in this report
Table 2: Key indicators between audit rounds 2, 3 and 4 for paediatric patients with UC
Table 3: Key indicators for paediatric patients with UC – round 4 results versus ‘your site’
Figure 1: Outcomes of treatment escalation in UC
Table 4: Comparative adult and paediatric data.
Section 3 provides a short description of the development of the UK IBD audit, and information about
sites that did not participate in this round of the IBD inpatient care audit.
Section 4 includes full national results for all data items collected. Question numbers are provided to
facilitate reference to the actual questions listed in the audit tools. Copies of the audit tools can be
accessed via https://audit.rcplondon.ac.uk/ibd2013 under the ‘supporting documentation’ menu
heading. Local results will be shown alongside the national-level data within individualised site reports,
in the ‘your site’ column.
Section 5 lists publically available data from each of the named 32 participating paediatric sites. This
also acts as a list of participating sites.
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2: Summary of key results
Understanding these results

Differences in the rounds of the UK IBD audit
It is important to note that across the rounds of the UK IBD audit, many hospitals have undergone
organisational change and will have taken part in differing formats, for example as a single site in one
round and a combined site in another. In rounds 2 and 3 sites collected data for both UC and Crohn’s
disease admissions; the numbers in Table 1 reflect only their UC data for accurate comparison. In round
2 sites were asked to audit 20 consecutive patients admitted in one year; if they did not admit 20
patients during that time period, they were asked to also include patients from the year prior to this.
Please note that the mention of rounds 1, 2, 3 and 4 within this report refers to rounds of the UK IBD
audit; paediatric services joined the UK IBD audit in round 2 and this represents the first period of data
collection for them.
Table 1 Denominators used in this report
This table is provided to help you understand the various denominators used throughout this report.
The number of patients eligible to be included in questions can depend on many factors, for example
their reason for admission or whether or not they underwent surgery.
Table 1
Round 2

Round 3

Round 4
First admission

All admissions

Total number of sites
20
23
32
32
Total number of
248
176
224
298
patients/admissions
Total number of patients per site
15
8
6
Not
Median (IQR)
(7,20)
(3,10)
(3,9)
applicable
Types of admission
Emergency admissions
167
113
147
186
Emergency admissions with
124
93
123
155
diarrhoea
Elective admissions
81
48
53
80
Elective admission for surgery
33
22
24
36
‘Other’ admissions
0
15
24
32
Other denominators
Was admitted for and
0
22
23
35
underwent surgery
Was not admitted primarily for
11
13
14
23
surgery and underwent surgery
- Definition of emergency admission = reason for admission was recorded as ‘emergency admission’ or
‘new diagnosis.
- Definition of elective admission = reason for admission was recorded as ‘planned/elective admission
for active UC’ or ‘elective admission for surgery’.
- Definition of admission with active UC = reason for admission was recorded as ‘emergency admission
for active UC’, ‘planned/elective admission for active UC’ or ‘new diagnosis’.
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Table 2 Key indicators between audit rounds 2, 3 and 4 for paediatric patients with UC
Table 2 shows national results from round 2 (2008‒10), 3 (2010‒12) and 4 (2012‒14) of the UK IBD audit
wherever directly comparable. These results were compiled using all data from all sites that participated
in each round. The numbers shown in the table indicate the percentage and number where the
response was ‘yes’ to each question. Categorical data are presented as median and IQR. Any statistically
significant trend across audit rounds 2, 3 and 4 is indicated by an asterisk (*) to the right of the ‘Round 4’
column.
Table 2
Round 2

Round 3

Round 4

1 Seen by a paediatric IBD nurse
during admission

65%
(108/167)

76%
(86/113)

72%
(106/147)

2 Stool samples sent for SSC and CDT

SSC:
56% (70/124)

SSC:
76% (70/92)

SSC:
69% (85/123)

CDT:
35% (44/124)
SSC:
3% (2/70)

CDT:
52% (48/93)
SSC:
1% (1/70)

CDT:
60% (74/123)*
SSC:
8% (7/85)

CDT:
5% (2/44)
2%
(5/215)
Not asked
27%
(3/11)

CDT:
0% (0/48)
10%
(15/154)
2%
(3/176)
46%a
(6/13)

CDT:
3% (2/74)
7%
(14/200)
1%
(3/224)
29%
(4/14)

27%
(9/33)

41%a
(9/22)

48%
11/23

Not asked

23%
(24/104)
65 (53,75)
6%
(11/173)

55%*
(77/139)
65 (55, 70)*
14%
(24/177)

(among emergency admissions)

(among emergency admissions where
the patient had diarrhoea)

3 Positive stool sample

4 Prophylactic heparin prescribed

(excludes elective surgical admissions)

5 Thrombotic episode recorded
during admission
Non6 Surgery undertaken
elective
laparoscopically
surgery
Elective
surgery

a

7 Recording of PUCAI score on day 1
in emergency admissionsb
8 Median (IQR) PUCAI score on dayb
9 Plan for maintenance anti-TNFα on
discharge

Not asked
Not asked

Restricted to first
admission per patient

Categories ‘transferred to site for surgery’ and ‘transferred to site for medical treatment’ have been combined in round 4. As a
result, those that transferred to the site for surgery in this analysis were included as a non-elective case to be consistent across
rounds.

b

Among admissions where recording the PUCAI score was applicable.
CDT = Clostridium difficile toxin; SSC = standard stool culture.
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Table 3 Key indicators for paediatric patients with UC – round 4 results
The results in Table 3 are the combined UK results of the 32 paediatric sites that participated in round 4
of the audit. This table contains results from questions where there is no comparative data. These are
the questions asked only in round 4 or those that have changed substantially across rounds of audit and
use data for all admissions not just the first admission for each patient as in Table 2 (aside from item 1).
The numbers shown in the table indicate the percentage and number where the response was ‘yes’ to
each question. The ‘your site’ column shows where individual sites will be able to view their local results
alongside the national data in their individualised site reports.
Table 3
Round 4
UK results
58%
(70/121)

1 Previous admission in the past 2 years

(among emergency and planned admissions for active UC
and restricted to first admission only)

2 Seen by a paediatric IBD nurse during admission

73%
(135/186)
SSC:
68% (106/155)

(among emergency admissions)

3 Stool samples sent for SSC and CDT

(among emergency admissions where the patient had
diarrhoea)

CDT:
61% (95/155)
SSC:
8% (9/106)

4 Positive stool sample

5 Nutritional screening during admissiona
6 Seen by a dietitian during admissiona
7 Prophylactic heparin prescribed
(excludes elective surgical admissions)
8 Surgery undertaken
laparoscopically

Round 4
Your site results

Non-elective
surgery
Elective surgery

9 Recording of PUCAI score on day 1 in emergency
admissions?a
10 Medication(s) not started or increased in the clinic
appointment prior to admission. Includes: 5-ASA,
steroid, topical or immunosuppressant therapy (among

CDT:
6% (6/95)
40%
(119/298)
50%
(141/282)
7%
(19/262)
26%
(6/23)
46%
16/35
55%
(95/172)
54%
(56/103)

admissions where the patient had active UC at their last
clinic appointment and were not admitted to hospital)
a
Excludes from the denominator admissions that were not applicable to the question.
CDT = Clostridium difficile toxin; SSC = standard stool culture.
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All patients

(excluding elective surgical
admissions)

N=262

Steroid = No
30% (79)

Steroids = Yes
70% (183)

Response = No
33% (61)

Response = Yes
67% (122)

Surgery
15% (9)

Ciclosporin / AntiTNFα
49% (30)

Other / Unknown
36% (22)

Ciclosporin
43% (13)

Anti-TNFα
53% (16)

Both treatments
3% (1)
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Figure 1 Outcomes of treatment escalation in UC
This figure outlines the progression of treatment received by all patients excluding those admitted for elective surgery (round 4 only).
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Table 4 Comparative adult and paediatric data
The table below depicts national-level data for the 190 adult sites and 32 paediatric sites that
participated in round 4 of the UK IBD audit. The numbers shown in the table indicate the percentage
and number where the response was ‘yes’ to each question. These data items were agreed by the IBD
programme steering group to be comparable for people with UC, irrespective of their age.
Table 4

1
2

3

4

5
6
7
8
9

Adult sites
N=4359
49% (1657/3410)

Seen by a paediatric IBD nurse during admission
(among emergency admissions)

Loose or bloody stools on admission (among admissions where the patient had diarrhoea)
1‒3
15% (389/2565)
26% (41/155)
4‒5
16% (419/2565)
23% (36/155)
>6
68% (1757/2565)
50% (78/155)
Stool samples sent for SSC and CDT
SSC:
SSC:
(among emergency admissions where the patient had
80% (2060/2565)
68% (106/155)
diarrhoea)
CDT:
CDT:
76% (1940/2565)
61% (95/155)
Positive stool samples
SSC:
SSC:
3% (57/2060)
8% (9/106)
CDT:
CDT:
4% (79/1940)
6% (6/95)
Nutritional screening during admission
82% (3566/4359)
40% (119/298)
Seen by a dietitian during admission
40% (1449/3635)
50% (141/282)
Prophylactic heparin prescribed
90% (3560/3952)
7% (19/262)
(Excludes elective surgical admissions)

Thrombotic episode recorded during admission
Second-line therapy offered during admission
(ciclosporin / anti-TNFα following failure of Corticosteroids)
10 Ciclosporin / anti-TNFα prescribed following failure to
respond to corticosteroids
11 Response to ciclosporin / anti-TNFα treatmenta

a

Paediatric sites
N=298
73% (135/186)

12 Prescribed steroids for longer than 3 months at any
time in the 12 months prior to admission
13 Bone protection prescribed when discharged home
on steroids
14 Anaemiab on admission:
female patients with anaemia
male patients with anaemia.

1% (46/4359)
64% (780/1226)

1% (3/298)
49% (30/61)

Ciclosporin:
22% (268/1226)
Anti-TNF:
42% (519/1226)
Ciclosporin:
73% (195/268)
Anti-TNF:
83% (432/519)
16% (684/4359)

Ciclosporin:
23% (14/61)
Anti-TNF:
28% (17/61)
Ciclosporin:
100% (14/14)
Anti-TNF:
82% (14/17)
25% (74/298)

74% (2553/3448)

32% (65/202)

49% (994/2013)
47% (1058/2275)

58% (83/144)
72% (107/148)

Response to treatment is defined as not having surgery and not having died during admission.
WHO thresholds were used to identify anaemic patients.
CDT = Clostridium difficile toxin; SSC = standard stool culture.
b
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3: The story of the UK IBD audit and non-participation
The UK IBD audit

The history of the UK IBD audit

The UK IBD audit began in 2006 and was the first truly national audit performed within
gastroenterology. It demonstrated a marked variation in the resources and quality of care provided to
people with IBD across the UK with particular deficits in some fundamental aspects of IBD care.
Following the first round, members of the UK IBD audit steering group met with representatives of the
BSPGHAN and it was agreed that paediatric gastroenterology would be included in the second round so
that the UK IBD audit would be a truly comprehensive audit encompassing people of all ages. The third
round of audit provided the first opportunity to compare paediatric inpatient care over time and the
first opportunity for both adult and paediatric services to directly compare their service provision to the
then newly published IBD service standards.
A paper,9 addressing the learning from the UC data collected in the previous two rounds of paediatric
audit, summarised the new learning that the audit had offered as below:
 Significant changes were demonstrated in UC care over a short period of time eg by increasing rates
of rescue therapy and stool cultures within a two-year period.
 PUCAI use was low in daily UC care outside North America.
 3% of patients had significant complications during their inpatient stay (toxic megacolon,
thrombosis).
 A significant number of operations (~40%) were being performed laparoscopically.
 Rates of second-line therapy following failure to respond to corticosteroids doubled between round
2 and round 3 from 26% (10/38) to 52% (17/33).

The current UK IBD audit

Since its inception the UK IBD audit has covered the following aspects of IBD care throughout the UK:
 the quality of inpatient care provided to people with IBD
 the organisation and provision of IBD services
 the treatment and management of people with IBD with biological therapies
 IBD inpatient experience
 a survey of primary care providers that treated people with IBD.
A new methodology for round 4
The methodology for collecting data for the inpatient care audit was revised in the current round to
include prospective identification of admissions. Sites were asked to register all admissions of people
with UC on the web tool at the time they were admitted to hospital. Patients were subsequently
excluded if they were discharged within 24 hours or found to not have UC upon further investigation.
This process continued until 50 admissions had been completed on the web tool or until 31 December
2013, whichever came first. Sites were given an additional 2 weeks after the data collection deadline to
finalise any outstanding cases before data were exported for analysis. For each admission, sites were
requested to provide the patient with an inpatient experience questionnaire on discharge; prospective
registration of admission on the web tool facilitated this process for the site. A separate report has been
compiled examining the experience of these patients during their admission to hospital; this can be
downloaded from the RCP website (www.rcplondon.ac.uk/ibd). Multiple admissions of the same
patient were included in the UK IBD audit for the first time to better reflect levels of inpatient activity
throughout the UK. Questions included within the dataset enabled identification of multiple admissions
of the same patient while maintaining patient anonymity; it was then possible for analyses to be
restricted to only the first admission whenever necessary.
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In June 2014, the inpatient care audit report is published alongside the national report of the inpatient
experience of people with UC. In September 2014, national reports of the organisation and provision of
IBD services and the treatment and management of people with IBD with biological therapies will also
be published. All reports will be available from the RCP website (www.rcplondon.ac.uk/ibd).

Implementing the recommendations of this report

A locally adaptable action plan and presentation slide-set accompany the publication of this report to
facilitate the implementation of the national recommendations; both can be downloaded from the RCP
website (www.rcplondon.ac.uk/ibd). The action plan can also be found on p 9 of this report. Each site
should reflect on their data and then implement an action plan to improve on areas as highlighted in the
audit report.

Non-participation

There was only one paediatric IBD specialist centre that did not participate in the round 4 inpatient care
audit. There are a variety of reasons that sites are sometimes unable / do not participate in this national
clinical audit. The UK IBD audit project team wrote to non-participating sites to assess the reason(s) for
non-participation; in this instance, the reason was reported as a staffing/resource issue.
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4: Full national results
Results for all UC admissions collected in round 4

Data were collected for 298 admissions for UC between 1 January and 31 December 2013. These data
were provided by 32 paediatric sites with a median of 6 admissions per site (IQR 4, 12). There was a
median of 6 patients per site (IQR 3, 9).
Pre-section patient demographics
What was the patient’s age at admission? (years)

National results

Your site results

%

N

%

N

Median

IQR

Median

IQR

%

n/N

Gender
Male
Female

13.5
%
51%
49%

SECTION 1: ADMISSION / MORTALTIY
1.1 Admission

National results

Your site results

1.1.2 What was the primary reason for admission?
a) Elective admission for established active UC
b) Emergency admission for established active UC
c) Transferred from another site for surgery or further
medical treatment
d) Elective admission for surgery
e) New diagnosis of UC
f) Other
1.2 Discharge / Mortality

%
15%
44%

%

1.2.1 Length of stay
a) Discharged home
Length of stay if discharged home (days)

%
99%

n/N
294/298

%

n/N

Median

IQR

Median

IQR

6
1%

3, 10
4/298

Median

IQR

Median

IQR

c) Deceased

7
0%

3, 12
0/298

NA

NA

SECTION 2: ASSESSING THE EXTENT OF UC
2.1 IBD team / ward

National results

Your site results

%

n/N

%

n/N

99%

294/298

Median

IQR

Median

IQR

0
%

0, 1
n/N

%

n/N

71%

211/298

Median

IQR

Median

IQR

1

0, 3

b) Transferred for surgery or further medical management
Length of stay if transferred (days)

2.1.1 When was the patient first seen by a member of the
IBD team?
Number of patients seen
Days from admission (if seen)
2.1.2 Was the patient seen by a paediatric IBD nurse during
admission?
Number of patients seen
Days from admission (if seen)
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11,15
n/N
151/298
147/298

n/N
44/298
131/298

5%
16/298
12%
36/298
18%
55/298
5%
16/298
National results

n/N

Your site results
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2.1.3 Was the patient transferred to a specialist paediatric
gastroenterology bed?
Number of patients transferred
Days from admission (if seen)
2.2

Patient history

2.2.1 What was the extent of the colitis?
a) Proctitis (E1)
b) Left sided (E2)
c) Extensive (E3)
d) Pan colitis (E4)
e) Unknown
2.2.2 Has the patient had previous admissions within the 2
years prior to this admission?
Number of first admissions when multiple admissions are
excluded
i Patients with a previous admission for UC in the 2 years
prior to the first audited admission
Median, IQR number of previous admissions

%

n/N

46%

138/298

Median

IQR

0
0, 0
National results
%
3%
18%
17%
51%
11%
%

n/N
8/298
54/298
52/298
151/298
33/298
n/N

75%

224/298

41%

92/224

Median

IQR

2
17%

ii In patients with a UC admission in the last 2 years:
patients with a related admission within the 30 days
prior to the first audited admission
2.3 Comorbidity
2.3.1 Did the patient have any significant comorbid disease?

1, 3
16/92

%

n/N

Median

IQR

Your site results
%

n/N

%

n/N

Median

IQR

National results

Your site results

%

%

n/N

n/N

(multiple options could be chosen)

a) None
82%
245/298
b) Cardiovascular disease
0.3%
1/298
c) Respiratory disease
4%
11/298
e) Diabetes
1%
4/298
f) IBD-related stroke
0%
0/298
g) IBD-related liver disease
7%
20/298
h) Active cancer
0.7%
2/298
i) Other
6%
17/298
Other included, most commonly: mental health conditions / autoimmune disease / neurological disorders /
musculoskeletal conditions.
2.4 Severity of disease
National results
Your site results
Section 2.4 excludes the 36 patients admitted for elective surgery (N=262).

2.4.1 How many loose or bloody stools were passed in the
first full day following admission?
Not applicable, patient had a stoma
Not documented
Where documented, how many loose or bloody stools:
No loose or bloody stools
1 or more loose or bloody stools

22

%

n/N

3%
15%

8/262
38/262

6%
94%

12/216
204/216

Median

IQR

5

3, 8

%

n/N

Median

IQR
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Number of loose or bloody stools, divided by Truelove and
Witts scoring method
1‒3
4‒5
>6
2.4.2 What was the highest temperature recorded during
the first full day following admission?
Temperature recorded
Temperature
Not documented
2.4.3 Was a stool sample sent for standard stool culture
(SSC)?

%

n/N

%

n/N

29%
22%
49%
%

59/204
45/204
100/204
n/N

%

n/N

92%

240/262

Median

IQR

Median

IQR

37
8%
%

36.8, 37.5
22/262
n/N

%

n/N

(in patients with 1 or more loose or bloody stools, see question 2.4.1. N=204)

Number sent

Days from admission until sample sent
Number of samples reported as positive
2.4.4 Was a stool sample sent for Clostridium difficile toxin
(CDT)?

64%

131/204

Median

IQR

Median

IQR

0
7%
%

0, 1
9/131
n/N

%

n/N

Median

IQR

(In patients with 1 or more loose or bloody stools, see question 2.4.1. N=204)

Number sent

55%

113/204

Median

IQR

Days from admission until sample sent
Number of samples reported as positive
2.6 Monitoring of colitis - Radiology

0
0, 1
6%
7/113
National results

2.6.1 Was a plain abdominal X-ray performed?
Yes
i
If yes, time from admission to request
Not recorded
ii Time from request to X-ray
Not recorded
iii Time from X-ray to report by radiologist
Not recorded
2.6.2 Was toxic megacolon present in the X-ray?
Yes
No
Not applicable
i
If yes, was a repeat X-ray, CT scan or MRI scan
performed?
Yes
SECTION 3: MEDICAL INTERVENTIONS
3.1 Venous thromboembolism

%
30%
0
6%
0
2%
0
4%
%
3%
97%

n/N
89/298
0, 2
5/89
0, 0
2/89
0,1
4/89
n/N
3/86
83/86
3

67%

2/3

National results

Your site results

3.1.1 Was the patient given prophylactic heparin?
Yes
No
Contraindicated
3.1.2 Did the patient have a thrombotic episode during this
admission?
Yes

%
12%
88%
0.7%
%

n/N
35/298
261/298
2/298
n/N

%

n/N

%

n/N

1%

3/298
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Your site results
%

n/N

%

n/N
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3.2

Weight assessment and dietetic support during
admission
3.2.1 Was nutritional risk assessment undertaken (eg
STAMP tool)?
Yes
3.2.2 Did a dietitian see the patient during admission?
Yes
No
Not applicable
3.2.3 Was the patient’s weight measured during admission?
Yes
i
If yes, what was the patients weight (kgs)

National results

Your site results

%

n/N

%

n/N

40%
%
50%
50%

%

n/N

%
95%

119/298
n/N
141/282
141/282
16
n/N
282/298

%

n/N

Median

IQR

Median

IQR

45

33, 53.1

3.3

National results

Your site results

%

%

Steroid therapy

3.3.1 Were corticosteroids prescribed during this
admission?

n/N

n/N

(excludes the 36 patients admitted for elective surgery and the 16 transferred from another site. N=246)

Yes
a) Time between admission and date prescribed (days)
Time between prescribed and initiated (days)
b) If yes, which were initially prescribed?
i
IV corticosteroids
ii Oral corticosteroids
c) Which type of steroid was prescribed?
i
Prednisolone
Median (IQR) dose
ii Budesonide
iii Hydrocortisone
Median (IQR) dose
iv Methylprednisolone
Median (IQR) dose
d) Was therapy increased during admission?
Number where therapy was increased
Time from steroid initiated to date increased (days)
3.4

Which other therapies were started during
admission?
3.4.1 Ciclosporin
Number who received ciclosporin therapy
i
Time between admission and starting treatment
(days)
3.4.2 Anti-TNFα therapy
Number who received anti-TNFα therapy
i
Time between admission and starting treatment

24

74%

183/246

Median

IQR

0
0

0, 1
0,0

75%
25%

138/183
45/183

27%
40
0%
20%
200
54%
60

49/183
25,40
0/183
36/183
100,400
98/183
45,62

8%

15/183

Median

IQR

2
1, 4
National results

Median

IQR

Median

IQR

Your site results

%
5%

n/N
16/298

%

n/N

Median

IQR

Median

IQR

2
%
9%

0, 5
n/N
27/298

%

n/N

Median

IQR

Median

IQR

4

1, 8
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3.4.3 Clinical trial or significant other medical therapies
Number who received other therapy or clinical trial
(multiple options may have been chosen)

Azathioprine
5-ASA
Topical
Antibiotics
Mycophenolate
Other
Number in a clinical trial
i
Time between admission and starting
treatment/trial
3.4.4 Was the decision to treat discussed at a
multidisciplinary team (MDT) meeting?
Number discussed: from all admissions in the audit
Number discussed: of those patients that received
treatment as outlined in items 3.4.1, 3.4.2 and 3.4.3 above
3.5 Response to treatment
3.5.1 PUCAI score on admission?
Number recorded
Median score
Not documented
Not applicable
3.5.2 PUCAI score on day 3?
Number recorded
Median score
Not documented
Not applicable
3.5.3 PUCAI score on day 5?
Number recorded
Median score
Not documented
Not applicable
3.5.4 PUCAI score on discharge?
Number recorded
Median score
Not documented
Not applicable
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%

n/N

%

n/N

15%
26%
28%
7%
26%
2%
20%
0%

46/298
12/46
13/46
3/46
12/46
1/46
9/46
0/46

Median

1
%

IQR

Median

IQR

0, 3
n/N

%

n/N

47%
62%

139/298
51/82

National results

Your site results

%
45%

n/N
135/298

%

n/N

Median

IQR

Median

IQR

60
38%
16%
%
38%

45, 70
114/298
49/298
n/N
112/298

%

n/N

Median

IQR

Median

IQR

35
40%
23%
%
29%

20, 60
118/298
68/298
n/N
85/298

%

n/N

Median

IQR

Median

IQR

30
36%
36%
%
35%

15, 50
107/298
106/298
n/N
104/298

%

n/N

Median

IQR

Median

IQR

15
41%
24%

7.5, 25
121/298
73/298
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SECTION 4: SURGICAL INTERVENTIONS
Results provided in section 4 are split by elective and emergency admissions based on the reason for
admission provided in Q1.1.2. Cases noted as transferred to another site for surgery or further medical
management (Q1.2.1) are excluded throughout.
4.1 Surgical therapy
Elective surgical
Non-elective surgical
admissions N=36
admissions N=258
4.1.1 Did the patient undergo surgery during this admission? %
n/N
%
n/N
Yes
97%
35/36
9%
23/258
i If yes, was the surgery done laparoscopically or laparoscopically assisted?
Yes
46%
16/35
26%
6/23
Median IQR
Median IQR
4.1.2 Time to surgery?
Time from admission to surgery
1
1, 1
7
2,11
4.1.3 What were the indications for this surgery?
%
n/N
%
n/N
(multiple options could be chosen)

a) Failure of medical therapy
b) Toxic megacolon
c) Bleeding
d) Obstruction
e) Completion proctectomy
f) Perforation
g) Abscess
h) Formation of ileostomy
i) Closure of stoma
j) Pouch
k) Other indication
4.1.4 Type of intervention
a) Subtotal colectomy
b) Protocolectomy
c) Proctectomy
d) Ileoanal pouch with stoma
e) Ileoanal pouch without stoma
f) Formation of ileostomy
g) Other
4.1.5 Was the patient seen by a stoma nurse during this
admission?
Number seen by stoma nurse

63%
0%
6%
6%
0%
0%
0%
9%
26%
3%
3%
%
60%
3%
0%
6%
14%
49%
17%
%

22/35
0/35
2/35
2/35
0/35
0/35
0/35
3/35
9/35
1/35
1/35
n/N
21/35
1/35
0/35
2/35
5/35
17/35
6/35
n/N

74%
9%
4%
9%
0%
4%
4%
9%
0%
0%
0%
%
83%
0%
0%
0%
0%
48%
17%
%

17/23
2/23
1/23
2/23
0/23
1/23
1/23
2/23
0/23
0/23
0/23
n/N
19/23
0/23
0/23
0/23
0/23
11/23
4/23
n/N

77%

27/35

87%

20/23

Median

IQR

Median

IQR

Time between admission and patient seen
4.2 Surgical complications

2
1, 5
National results

4.5
2.5,8
Your site results

4.2.1 Did the patient suffer any complications of their
surgery?

%

n/N

%

n/N

80%
0%
0%
0%
0%
6%
9%
0%
0%

28/35
0/35
0/35
0/35
0/35
2/35
3/35
0/35
0/35

74%
9%
4%
0%
9%
0%
0%
0%
0%

17/23
2/23
1/23
0/23
2/23
0/23
0/23
0/23
0/23

(multiple options could be chosen)

a)
b)
c)
d)
e)
f)
g)
h)
i)

26

No complications
Wound infection
Rectal stump complications
Intra-abdominal bleeding
Intra-abdominal sepsis
Anastomotic leakage
Stoma complications
Deep vein thrombosis (DVT)
Pulmonary embolism (PE)
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j)
k)
l)
m)
n)
o)

Small bowel obstruction
Ileus requiring parental nutrition
Cardiac
Respiratory
Clostridium difficile-associated diarrhea (CDAD)
Other complication

9%
0%
0%
0%
0%
3%

3/35
0/35
0/35
0/35
0/35
1/35

4%
4%
0%
0%
0%
17%

1/23
1/23
0/23
0/23
0/23
4/23

SECTION 5: DISCHARGE ARRANGEMENTS
Section 5 excludes all patients recorded as transferred out to another site or deceased in Q1.2.1 N=294
5.1 Discharge arrangements
National results
Your site results
5.1.1 If the patient was discharged on steroids, was bone
protection prescribed?
Yes
No
Not applicable
5.1.2 Was a steroid reduction programme stated on
discharge?
Yes
No
Not applicable
5.1.3 Was the patient on immunosuppressives on discharge,
or was there a clear plan to start?
Yes
No
Not applicable
i
If yes, please state which immunosuppressive
a) Ciclosporin
b) Methotrexate
c) 6MP
d) Azathioprine
e) Anti-TNFα
f) Other
5.1.4 Was there a plan for maintenance anti-TNFα on
discharge?
Yes
No
Not applicable
5.1.5 Was the plan for follow-up documented in the notes?
Yes
i
If yes, how was the follow-up specified?
a) By date
b) By duration
c) Not documented
Time from discharge to follow-up
Less than 1 month
1 to 3 months
3 to 6 months
6 to 12 months
More than 12 months
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%

n/N

%

n/N

32%
68%

65/202
137/202
92
n/N

%

n/N

169/202
25/202
84
n/N

%

n/N

%

n/N

%

n/N

%
84%
12%
%
54%
46%

140/259
119/259
35

12%
1%
8%
77%
14%
4%
%

17/140
2/140
11/140
108/140
20/140
6/140
n/N

16%
84%
%
93%

37/226
189/226
68
n/N
272/294

36%
58%
6%

99/272
157/272
16/272

75%
24%
1%
0%
0%

191/256
62/256
3/256
0/256
0/256
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SECTION 6: OUTPATIENT CARE PRIOR TO ADMISSION
6.1 Outpatient care prior to admission
6.1.1 What was the date of the last clinic review?
Number of patients seen prior to admission
Duration of appointment prior to admission (days)
From available data, 226 admissions

6.1.2 Was disease active at last outpatient review?
Yes
No
Not known
6.1.3 If yes, was the patient admitted to hospital at this
time?
Yes
No
6.1.4 If not admitted, was treatment changed?
i
5-ASA
Started / Increased
Stopped / Decreased
Not changed
Not applicable
ii Steroids
Started / Increased
Stopped / Decreased
Not changed
Not applicable
iii Topical
Started / Increased
Stopped / Decreased
Not changed
Not applicable
iv Immunosuppressant
Started / Increased
Stopped / Decreased
Not changed
Not applicable
6.2 Prolonged steroid use

National results

Your site results

%
77%

n/N
229/298

%

n/N

Median

IQR

Median

IQR

26
%
62%
33%
5%
%

7, 61
n/N
142/229
75/229
12/229
n/N

%

n/N

%

n/N

27%
73%
%

39/142
103/142
n/N

%

n/N

16%
4%
26%
6%

16/103
4/103
27/103
6/103

17%
9%
10%
16%

18/103
9/103
10/103
16/103

14%
1%
4%
33%

14/103
1/103
4/103
34/103

14%
14/103
0%
0/103
18%
19/103
19%
20/103
National results

Your site results

6.2.1 Has the patient been prescribed steroids for longer
%
n/N
%
n/N
than 3 months at any time during the past 12 months?
Yes
25%
74/298
6.2.2 Steroid-sparing strategies
%
n/N
%
n/N
i If the patient was prescribed steroids for longer than 3 months, what steroid-sparing strategies
were tried?
a) Thiopurine
61%
45/74
b) Methotrexate
12%
9/74
c) Anti-TNFα
34%
25/74
d) None
16%
12/74
e) 5-ASA
11%
8/74
f) Ciclosporin
7%
5/74
g) Mycophenolate
4%
3/74
28
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h) Tacrolimus
3%
2/74
i) Azathioprine
5%
4/74
j) Other
3%
2/74
ii What was the outcome of the steroid-sparing strategy? (excludes those that answered ‘none’ to Q6.2.2i)
a) Continuing therapy
73%
45/62
b) Stopped due to intolerance
5%
3/62
c) Stopped due to lack of effect
23%
14/62
6.3 Anaemia
National results
Your site results
6.3.1 What was the patient’s haemoglobin on admission?
Median haemoglobin on admission
Number not documented
6.3.2 If the patient was anaemic, how long prior to
admission was this known?
a) <3 months
b) <6 months
c) <12 months
d) >12 months
e) Not previously known to be anaemic
6.3.3 If iron-deficient, what treatment was provided?
Oral iron
IV iron
None
Not iron deficient
6.3.4 If treatment provided, did the patient respond?
Number of patients that responded to oral iron
Number of patients who did not respond to oral iron
Number of patients where response to oral iron was not
known
Number of patients who responded to IV iron
Number of patients who did not respond to IV iron
Number of patients where response to IV iron was not
known
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Median

IQR

Median

IQR

11
2%
%

9.45, 12.5
6/298
n/N

%

n/N

28%
11%
6%
8%
47%
%
26%
22%
52%

%

n/N

%
100%
0%
0%

80/288
33/288
17/288
23/288
135/288
n/N
45/171
37/171
89/171
116
n/N
45/45
0/45
0/45

%

n/N

100%
0%
0%

37/37
0/37
0/37
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The table in this section gives named site data in alphabetical order of the trust / health board of each participating site. These key indicators were agreed by the
IBD programme steering group as reflecting the areas of particular importance to people with IBD. The combined results for all 32 paediatric sites are shown for
comparison and this table also forms a list of participating sites. A site was considered as having participated if they entered the details of at least one admission
for UC during the year of data collection.
The results should be interpreted within the context of the fact that many sites admitted/entered a relatively small number of cases to the audit and therefore
percentages should be reviewed alongside actual numbers of cases submitted. To prevent the identification of individual patients, sites that entered the details
of fewer than six admissions will not have their data made available in the public domain, their results will appear as ‘N=<6’ and are listed separately following
this table.
Key indicators
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Number of
admissions
entered to the
UK IBD audit ‒
round 4

Seen by a paediatric
IBD nurse during
admission in patients
admitted as an
emergency

Recording of PUCAI
score on Day 1 of
emergency
admissions

Stool sample sent
for standard stool
culture (SSC),
where the patient
had diarrhoea

Stool sample sent for
Clostridium difficile
toxin (CDT), where
the patient had
diarrhoea

Nutritional screen
(risk assessment)
undertaken during
admission

Bone
protection
prescribed in
those
discharged
home on
steroids

Clear plan to follow
up the patient that
was recorded in
the notes at
discharge

298
Median = 6
IQR = 4, 12

Yes =
73%
(135/186)

Yes =
55%
(95/172)

Yes =
68%
(106/155)

Yes =
61%
(95/155)

Yes =
40%
(119/298)

Yes =
32%
(65/202)

Yes =
93%
(272/294)

88% (23/26)

60% (15/25)

32% (7/22)

23% (5/22)

14% (7/50)

16% (5/32)

92% (45/49)

83% (10/12)

0% (0/11)

88% (7/8)

88% (7/8)

27% (4/15)

100% (11/11) 100% (15/15)

Birmingham Children’s Hospital NHS Foundation Trust
Birmingham Children’s Hospital 16
100% (9/9)

100% (9/9)

100% (9/9)

100% (9/9)

94% (15/16)

0% (0/2)

100% (16/16)

Chelsea and Westminster Hospital NHS Foundation Trust
Chelsea and Westminster
17
73% (8/11)

40% (4/10)

70% (7/10)

50% (5/10)

0% (0/17)

71% (10/14)

94% (15/16)

UK results round 4

Alder Hey Children’s NHS Foundation Trust
Alder Hey Children’s Hospital
50

(PUCAI is a clinical
scoring system used to
determine when
SSC and CDT are tests to identify bacteria or
treatment should be
viruses that may be causing an infection.
escalated.)

Barts Health NHS Trust
Barts and The London Children’s 15
Hospital

Hospital, Children’s Services
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5: Individual site key indicator data – round 4

Number of
admissions
entered to the
UK IBD audit ‒
round 4

Seen by a paediatric
IBD nurse during
admission in patients
admitted as an
emergency

Recording of PUCAI
score on Day 1 of
emergency
admissions

Stool sample sent
for standard stool
culture (SSC),
where the patient
had diarrhoea

Stool sample sent for
Clostridium difficile
toxin (CDT), where
the patient had
diarrhoea

Nutritional screen
(risk assessment)
undertaken during
admission

Bone
protection
prescribed in
those
discharged
home on
steroids

Clear plan to follow
up the patient that
was recorded in
the notes at
discharge

298
Median = 6
IQR = 4, 12

Yes =
73%
(135/186)

Yes =
55%
(95/172)

Yes =
68%
(106/155)

Yes =
61%
(95/155)

Yes =
40%
(119/298)

Yes =
32%
(65/202)

Yes =
93%
(272/294)

Epsom and St Helier University Hospitals NHS Trust
Queen Mary’s Hospital for
6
0% (0/3)

0% (0/3)

N/A

N/A

0% (0/6)

33% (1/3)

80% (4/5)

King’s College Hospital NHS Foundation Trust
King’s College Hospital
11
86% (6/7)

0% (0/7)

67% (4/6)

50% (3/6)

27% (3/11)

100% (5/5)

60% (6/10)

Leeds Teaching Hospitals NHS Trust
Leeds General Infirmary
8

60% (3/5)

60% (3/5)

75% (3/4)

75% (3/4)

38% (3/8)

0% (0/7)

75% (6/8)

NHS Greater Glasgow and Clyde
Royal Hospital for Sick Children 16

100% (9/9)

60% (3/5)

86% (6/7)

57% (4/7)

88% (14/16)

0% (0/8)

75% (12/16)

100% (4/4)

100% (4/4)

100% (4/4)

100% (4/4)

100% (6/6)

100% (5/5)

100% (6/6)

Nottingham University Hospitals NHS Trust
Nottingham Children’s Hospital 6

40% (2/5)

40% (2/5)

80% (4/5)

80% (4/5)

17% (1/6)

20% (1/5)

100% (6/6)

Oxford University Hospitals NHS Trust
Children’s Hospital, The John
10

89% (8/9)

56% (5/9)

88% (7/8)

63% (5/8)

50% (5/10)

0% (0/8)

80% (8/10)

UK results round 4

Children

(Paediatric)

(Paediatric Gastro Unit)

(Yorkhill)

(PUCAI is a clinical
scoring system used to
determine when
SSC and CDT are tests to identify bacteria or
treatment should be
viruses that may be causing an infection.
escalated.)

NHS Lothian
Royal Hospital for Sick Children,
Edinburgh
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Radcliffe
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Key indicators

UK results round 4

Number of
admissions
entered to the
UK IBD audit ‒
round 4

Seen by a paediatric
IBD nurse during
admission in patients
admitted as an
emergency

Recording of PUCAI
score on Day 1 of
emergency
admissions

Stool sample sent
for standard stool
culture (SSC),
where the patient
had diarrhoea

Stool sample sent for
Clostridium difficile
toxin (CDT), where
the patient had
diarrhoea

Nutritional screen
(risk assessment)
undertaken during
admission

Bone
protection
prescribed in
those
discharged
home on
steroids

Clear plan to follow
up the patient that
was recorded in
the notes at
discharge

298
Median = 6
IQR = 4, 12

Yes =
73%
(135/186)

Yes =
55%
(95/172)

Yes =
68%
(106/155)

Yes =
61%
(95/155)

Yes =
40%
(119/298)

Yes =
32%
(65/202)

Yes =
93%
(272/294)

(PUCAI is a clinical
scoring system used to
determine when
SSC and CDT are tests to identify bacteria or
treatment should be
viruses that may be causing an infection.
escalated.)

Royal Free London NHS Foundation Trust
Royal Free Hospital, Centre for
6

100% (3/3)

100% (3/3)

100% (3/3)

100% (3/3)

0% (0/6)

100% (6/6)

100% (6/6)

St George’s Healthcare NHS Trust
St George’s Hospital (Paediatric 6

0% (0/5)

80% (4/5)

75% (3/4)

75% (3/4)

83% (5/6)

0% (0/5)

100% (6/6)

The Newcastle upon Tyne Hospitals NHS Foundation Trust
Royal Victoria Infirmary
36
53% (10/19)

89% (16/18)

80% (12/15)

73% (11/15)

47% (17/36)

7% (2/30)

92% (33/36)

University Hospital of North Staffordshire NHS Trust
City General Hospital, Stoke-on- 8
100% (5/5)

25% (1/4)

60% (3/5)

60% (3/5)

63% (5/8)

0% (0/6)

100% (8/8)

University Hospital Southampton NHS Foundation Trust
Southampton Children’s Hospital 14
83% (10/12)

40% (4/10)

44% (4/9)

44% (4/9)

14% (2/14)

40% (4/10)

100% (14/14)

University Hospitals of Bristol NHS Foundation Trust
Bristol Royal Hospital for Sick
11
100% (4/4)

50% (2/4)

75% (3/4)

50% (2/4)

73% (8/11)

33% (2/6)

100% (11/11)

University Hospitals of Leicester NHS Trust
Leicester Royal Infirmary
12

63% (5/8)

29% (2/7)

29% (2/7)

42% (5/12)

0% (0/6)

100% (12/12)

Paediatric Gastroenterology

Gastro Unit)
© Healthcare Quality Improvement Partnership 2014

Children’s Services

Trent (Paediatric)

Children

Children’s Hospital

0% (0/8)
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Key indicators

Trust / health board

Site

Abertawe Bro Morgannwg University Health Board
Belfast Health and Social Care Trust
Burton Hospitals NHS Foundation Trust

Morriston Hospital (Paediatric Gastroenterology)
Royal Belfast Hospital for Sick Children (RBHSC)
Queen’s Hospital, Burton (Paediatric)

Cambridge University Hospitals NHS Foundation Trust
Cardiff and Vale University Health Board
Central Manchester University Hospitals NHS Foundation
Trust
Great Ormond Street Hospital NHS Foundation Trust
Lewisham and Greenwich NHS Trust
Luton and Dunstable Hospital NHS Foundation Trust
Maidstone and Tunbridge Wells NHS Trust
NHS Grampian

Addenbrooke’s Hospital (Paediatric Gastro Unit)
The Noah’s Ark Children’s Hospital for Wales
Royal Manchester Children’s Hospital

Norfolk and Norwich University Hospital NHS Foundation
Trust
North Tees and Hartlepool NHS Foundation Trust
Royal Devon and Exeter NHS Foundation Trust
Sheffield Children’s NHS Foundation Trust

Number of
admissions
5
4
No applicable
admissions
5
2
1

Great Ormond Street Hospital
The Children’s Hospital Lewisham
Luton and Dunstable University Hospital (Paediatric)
The Tunbridge Wells Hospital (Paediatric)
North-East Scotland Paediatric Gastroenterology Network (Royal
Aberdeen Children’s Hospital, Tayside Children’s Hospital and
Raigmore Hospital combined)
Jenny Lind Children’s Hospital (Paediatric)

4
1
3
5
4

University Hospital of Hartlepool and University Hospital of North
Tees combined (Paediatric)
Royal Devon and Exeter Hospital (Paediatric)
Sheffield Children’s Hospital

1

2

4
3

33
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Sites with fewer than six admissions that participated in round 4
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Appendices
Appendix 1: A list of the acronyms used in this report
Anti-TNFα
BSG
BSPGHAN
CDT
CEEU
Hb
HQIP
IBD
IQR
IV
MDT
NHS
NCAPOP
NICE
PCSG
RCN
RCP
SSC
UC
5-ASA

34

Anti-tumour necrosis factor alpha
British Society of Gastroenterology
British Society of Paediatric Gastroenterology, Hepatology and Nutrition
Clostridium difficile toxin
Clinical Effectiveness and Evaluation Unit
Haemoglobin
Healthcare Quality Improvement Partnership
Inflammatory bowel disease
interquartile range
Intravenous
Multidisciplinary team
National Health Service
National Clinical Audit and Patient Outcomes Programme
National Institute for Health and Care Excellence
Primary Care Society for Gastroenterology
Royal College of Nursing
Royal College of Physicians
Standard stool culture
ulcerative colitis
5-aminosalicylic acid
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Appendix 2: Inpatient care audit governance
Audit governance

The UK IBD audit fourth round is guided by the multidisciplinary IBD programme steering group, which is
a collaborative partnership between gastroenterologists (the British Society of Gastroenterology),
colorectal surgeons (the Association of Coloproctology of Great Britain and Ireland), patients (Crohn’s
and Colitis UK), physicians (the Royal College of Physicians), nurses (the Royal College of Nursing),
pharmacists (the Royal Pharmaceutical Society), dietitians (the British Dietetic Association) together
with paediatric gastroenterologists (BSPGHAN).
The audit is commissioned by the Healthcare Quality Improvement Partnership (HQIP) as part of the
National Clinical Audit and Patient Outcomes Programme (NCAPOP). The audit is managed by the CEEU
at the RCP. Each hospital identified an overall clinical lead that was responsible for data collection and
entry for their IBD service. Data were collected by hospitals using a standardised method.
Any enquiries in relation to the work of the UK IBD audit can be directed to: ibd.audit@rcplondon.ac.uk

IBD programme steering group members

The names of members of the inpatient care audit subgroup are provided in bold. This is the group
tasked with leading this particular element of the UK IBD audit and contributed considerably to the
development of this element of work.
Association of Coloproctology of Great Britain and Ireland
Mr Omar Faiz, consultant colorectal surgeon, St Marks Hospital (from Dec 2012)
Mr Graeme Wilson, consultant colorectal surgeon, Western General Hospital, Edinburgh
British Dietetic Association
Ms Katie Keetarut, senior IBD dietitian, University College Hospital (from Mar 2012)
British Society of Gastroenterology
Dr Ian Arnott, Clinical director of the IBD programme, steering group and inpatients care subgroup
chair and consultant gastroenterologist, Western General Hospital, Edinburgh
Dr Stuart Bloom, consultant gastroenterologist, University College Hospital, London
Dr Keith Bodger, consultant physician and gastroenterologist, University Hospital Aintree, Liverpool
Dr Simon Campbell, consultant gastroenterologist, Manchester Royal Infirmary (from Jan 2014)
Dr Fraser Cummings, consultant gastroenterologist, University Hospital Southampton
Professor Chris Probert, consultant gastroenterologist, Royal Liverpool University Hospital
Dr Barney Hawthorne, consultant gastroenterologist, University Hospital of Wales
Mrs Chris Romaya, executive secretary, British Society of Gastroenterology, London
Dr Ian Shaw, IBD programme associate director and consultant gastroenterologist, Gloucestershire
Royal Hospital
Dr Graham Turner, consultant gastroenterologist, Royal Victoria Hospital, Belfast (from Dec 2012)
Dr Abraham Varghese, consultant gastroenterologist, Causeway Hospital, Coleraine
Professor John Williams, consultant gastroenterologist, Abertawe Bro Morgannwg University
Health Board, director of the Health Informatics Unit at the Royal College of Physicians
British Society of Paediatric Gastroenterology, Hepatology and Nutrition
Dr Charles Charlton, consultant paediatric gastroenterologist, Queens Medical Centre, Nottingham
(from Dec 2012)
Dr Sally Mitton, consultant paediatric gastroenterologist, St George’s Hospital, London
Dr Richard Russell, consultant paediatric gastroenterologist, Yorkhill Hospital, Glasgow
Crohn’s and Colitis UK (NACC)
Mr David Barker, chief executive (from Feb 2013)
Mr Peter Canham, patient involvement advisor
Ms Jackie Glatter, health service development adviser (from Jan 2014)
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Revd Ian Johnston, patient representative (from Dec 2012)
Primary Care Society for Gastroenterology
Dr Jamie Dalrymple, GP partner, Drayton and St Faiths medical practice (from Jan 2014)
Dr John O’Malley, medical director, Mastercall Healthcare, Stockport (until Dec 2013)
Royal College of Nursing Crohn’s and Colitis Special Interest Group
Ms Kay Crook, gastroenterology nurse specialist, Alder Hey Children’s Hospital, Liverpool
Ms Diane Hall, clinical nurse specialist, Heartlands Hospital, Birmingham (from Dec 2012)
Ms Veronica Hall, nurse consultant in gastroenterology, Royal Bolton Hospital (from Dec 2012)
Dr Karen Kemp, IBD clinical nurse specialist, Manchester Royal Infirmary
Royal College of Physicians
Ms Rhona Buckingham, operations director, Clinical Effectiveness and Evaluation Unit
Ms Hannah Evans, medical statistician, Clinical Standards Department (from Jan 2013)
Dr Emma Fernandez, project manager, IBDQIP (until Mar 2013)
Ms Kajal Mortier, project coordinator, IBD programme
Ms Susan Murray, programme manager, IBD programme (from Oct 2012)
Ms Aimee Protheroe, project manager, IBD programme
Dr Kevin Stewart, clinical director, Clinical Effectiveness and Evaluation Unit
Royal Pharmaceutical Society of Great Britain
Ms Anja St Clair-Jones, lead pharmacist - surgery and digestive diseases, Royal Sussex County
Hospital, Brighton
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