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1 EXECUTIVE SUMMARY
1.1

Hospital Episode Statistics (HES) and the Patient Episode Database Wales (PEDW) are record
level databases which capture a range of administrative and clinical information about the
experiences of every patient who is admitted to hospital in England and Wales, either as a
day case or an inpatient. They were originally designed to monitor activity and health trends
across the service, and to allocate resources. For this reason they are most effective when
examined at an aggregate, national level.

1.2

The attachment of a consultant-identifier to every episode of patient care means there is
potential for examining the activity of individual consultant clinicians using these data. There
are however concerns about the validity of HES/PEDW at this level, especially from the
clinical perspective; and their ability to support wider uses has been questioned.

1.3

The data which populate HES will underpin payment by results in England: poor data quality
has been identified as one of the key risks for its successful implementation. A
comprehensive review of data quality by the Audit Commission highlighted a lack of clinical
understanding and engagement in the use and validation of hospital episode statistics as one
of the main reasons for poor data quality.

1.4

The Royal College of Physicians’ Information Laboratory (iLab) was established as a secure,
controlled environment in which hospital episode statistics (HES/PEDW) could be readily
accessed, analysed and shared with individual consultants from England and Wales. Visiting
physicians were supported in the interpretation of their activity data by an information
analyst and a clinician with experience of hospital medicine.

1.5

The iLab project aimed to engage physicians in identifying their information requirements for
consultant appraisal and revalidation; develop queries of HES/PEDW to address these; and
define the processes required to achieve this. In doing so, it aimed to increase interest in the
validity and uses of hospital episode statistics; highlight existing issues surrounding the
collection and validation of data; and explore how best to make this information available to
consultants.

1.6

The iLab project was subject to an independent cost-benefit analysis, which took the form of
a randomised study. Consultants were asked to obtain data concerning their clinical practice
in support of the appraisal process, either by using the iLab (intervention), or by whatever
means available to them (control). A third group of Scottish physicians were included for
comparison, and were asked to obtain their activity data using an existing web-enabled tool.

1.7

A total of 1331 consultant physicians from England, Wales and Scotland returned a
questionnaire which assessed current uses, validation and attitudes towards hospital episode
statistics. The demographic characteristics of these respondents suggested a representative
sample of UK physicians.

1.8

Approximately one-third of physicians had provided trust-held activity data in support of
their consultant appraisal. However, the large majority reported that they never or rarely
saw the results of coding for patients under their care. There was also little reported
interaction with information/coding staff.
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1.9

Eighty-one percent of physicians had either little or no confidence in the ability of centrally
held data to accurately reflect their clinical practice. Stated reasons for low levels of
confidence included unfamiliarity; poor quality; a lack of confidence in clinical coding;
misallocation of data to themselves or others; and limitations of the existing dataset.
Conversely, those who were more confident in the data’s ability to reflect their practice
reported higher levels of clinical engagement in its use and validation.

1.10 In allocating English and Welsh physicians to the experimental groups, 19% of those who
wished to participate were found to have very little or no activity data against their name on
HES/PEDW. Many of these consultants practised specialties where patient care was
conducted largely through outpatient work (e.g. rheumatology, dermatology, neurology) or
where activity information was held separately (e.g. genito-urinary medicine, palliative
care). When asked, most stated that they would like access to their data and to use it for a
range of purposes in addition to consultant appraisal.

1.11 Many physicians allocated to the control group did not succeed in obtaining the information
they sought, with most stating they would have valued support. Although physicians in the
intervention group found the face-to-face support of iLab staff to be useful, the majority
wished for more convenient access to their data, with support from local information
departments and iLab staff as and when required.

1.12 When compared with the control group, using the iLab to provide and explain analyses of
HES/PEDW data to consultants conferred many benefits. Physicians in the intervention group
subsequently reported significantly greater awareness of the data collection process;
willingness to contribute to data collection and validation locally; intentions to contact their
trust information department regarding their data; and likelihood of monitoring the quality
of consultant-level data in the future. These benefits were not seen with the electronic
provision of data without support (i.e. the Scottish consultants).

1.13 It was concluded that trust information departments with responsibility for collecting
consultant-level data should share this coded activity with consultants at a local level
(including data not currently submitted to HES/PEDW), and that physicians should be given
active support in looking at this information. Further work is needed to explore what support
information departments require in order to provide this.

1.14 A large number of data quality issues were raised by physicians attending the iLab. Some
problems reflected a lack of clinical engagement in information processes. For many of these
it was possible to work with consultants to find potential local solutions. However, a lot of
issues reflected limitations of HES/PEDW in their ability to reflect clinical practice,
especially in the light of the complexity of patient care and current working patterns.

1.15 Specific issues encountered, which called into question the validity of consultant-level
comparisons using HES/PEDW, included inaccuracies of the consultant code; widespread
inconsistency in the recording of specialty codes; under- and over-estimation of activity; the
difficulty in accurately assigning clinical activity to an individual clinician, the lack of
timeliness of fully operational data; and differences in administrative and clinical practices
between hospitals.

1.16 It was concluded that while HES/PEDW data may be useful for some consultants in supporting
local appraisal, it does not serve all physicians and cannot support the revalidation of an
individual’s fitness to practise. A review of these datasets is recommended to determine
whether changes are justified in order to better describe consultant-level activity and
performance.
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1.17 Analysis of iLab project costs suggests that to set up and provide a central facility to support
consultants in the analysis and interpretation of their activity data for one year would cost in
the region of £130,000. However, the time taken to obtain, prepare and present each
physician’s activity data by iLab staff in the study proved to be a limiting factor. These costs
would therefore provide access to face-to-face support for only limited numbers of
consultants.

1.18 The iLab project provides evidence for a missing link in the data quality chain. Without
clinician engagement and validation of HES/PEDW, its ability to support a wide variety of NHS
activities (including financial planning) is limited.

1.19 The iLab project has identified substantial clinical limitations in the current design of
hospital episode data. In attending to this problem in both the short and the longer term,
concurrent actions are required, firstly to improve the quality of data currently collected for
hospital episode statistics and secondly to develop new clinical information systems and
processes to provide clinically meaningful measures of activity and performance.

1.20 Full details of conclusions and recommendations from the evaluation of the iLab project can
be found in Section 6. Accompanying these are suggested actions for the RCP iLab; NHS trust
information and coding departments; consultant clinicians; the Departments of Health &
Social Care and their National IM&T Programmes; and the General Medical Council.
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2 INTRODUCTION
2.1 Background
There are concerns about the validity of centrally submitted hospital activity data (HES –
Hospital Episode Statistics, England; PEDW – Patient Episode Database, Wales), particularly from
the clinical perspective1. There is presently little clinical engagement in the data collection
process, which is responsible for many of the concerns regarding the clinical content of these
datasets. Over the years the uses of HES and PEDW have been widened from allocating resources
and service planning2, to monitoring performance3, informing clinical indicators4, and potentially
measuring the activity of individual clinicians for purposes of appraisal and revalidation5.
Poor data quality has been highlighted as one of the key risks for the successful implementation
of payment by results in England6. A comprehensive review of data quality in the NHS by the
Audit Commission outlined one of the main reasons for poor quality to be a lack of understanding
among frontline staff regarding the reasons for, and the benefits of the routine information
being collected7. They recommended that to improve data quality, more effort was needed to
involve clinical staff in validating and using hospital episode statistics. While clinicians can
request activity held in their name directly from HES/PEDW, the numbers to have done so in the
past are negligible8.
The Royal College of Physicians’ Information Laboratory (iLab) was established as a secure,
controlled environment in which hospital episode statistics (HES/PEDW) could be readily
accessed, analysed and shared with individual consultants from England and Wales. The process
is supported by experts with understanding of clinical practice in secondary care, the resulting
information flows and the resulting databases. Funding for Phase I of the iLab project was
supplied by the English Department of Health (DH) and the Welsh Assembly Government (WAG).
The facility is situated at the School of Medicine, University of Wales Swansea, with an
electronic link to the RCP in London.

2.2 Project objectives
The objectives for Phase I of the iLab project were:
To improve patient care and reduce risk by improving the quality of routinely collected clinical
data, through:
•
•
•
•
•

1

2
3
4

5

6
7

8

Increasing clinical interest in the validity and use of routine data
Supporting clinicians in their information needs
Highlighting existing issues surrounding the collection and clinical validation of routine
data at a local level.
Exploring how routine data can most effectively be made available to clinicians
Publicise lessons learned from the iLab pilot project to the wider community.

Williams JG, Mann RY. Hospital episode statistics: time for clinicians to get involved? Clinical Medicine
2002;2:34-7.
NHS Executive. Central data collections from the NHS. Leeds: NHS Executive HSC 1998/054, 1998.
Department of Health. The new NHS: modern, dependable. London: DH Cm3807, 1997.
NHS Executive. Improving 1998/99 HES data quality for clinical indicators and high level performance
indicators. Leeds: NHS Executive HSC 1999/161, 1999.
Bloor K, Maynard A. Consultants: managing them means measuring them. Health Services Journal
2002;112:10-11.
Audit Commission. Early lessons from payment by results. London: Audit Commission, 2005.
Audit Commission. Information and data quality in the NHS: key messages from the three years of
independent review. London: Audit Commission, 2004.
Personal communications, SD2HES section lead and Northgate Information Solutions staff, 2005. See
also Section 4.3.2 for further details
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To bring together physicians and information experts to:
•
•
•
•

Engage physicians in identifying information requirements to support consultant appraisal
and the revalidation process
Develop queries of HES/PEDW that address these information requirements
Define the processes involved in development and answering of these queries
Explore the most cost-effective means of access to HES/PEDW.

Day to day management of the iLab project was conducted using the PRINCE2 methodology of
project management9, tailored appropriately to the relatively small size of the project. The
initial business case, project deliverables and acceptance criteria as detailed in the project
initiation document can be found in Appendix 1.

2.3 Project evaluation and report
This project evaluation report addresses two components of the evaluation of iLab – that of the
setting up and running of the facility itself, and also of the cost-benefit analysis. It takes the
format of methods, results, discussion, conclusions and recommendations. Key results from the
independent cost-benefit analysis (available separately) will be described in Section 4.3 and
discussed in full. Since this analysis was commissioned and produced independently there is
considerable overlap between the format and content of the two reports. Outcomes as measured
against the project deliverables and project acceptance criteria are addressed in Appendix 1.
The iLab project Phase I was subject to rigorous, independent cost-benefit analysis, conducted
by experts in the field of health economics. This analysis took the form of a randomised study,
with participating consultants being asked to seek information to support appraisal &
revalidation either using the iLab (intervention group) or of their own accord (control group). A
second control group consisted of Scottish consultants, who were asked to seek such information
using the Electronic Scottish Consultant Review of Inpatient Statistics (eSCRIPS)10. Details of
methods are described in Section 3.
Regarding the terminology used in this report, unless stated otherwise the terms “consultant”,
“clinician”, “participant” and “physician” refer only to the consultant physicians involved in the
study. In particular, within the context of this report the use of the word “clinician” should not
be interpreted to include doctors working outside of the medical specialties (e.g. surgical
specialties, paediatrics, general practice, obstetrics etc.) or other health professionals working
in the hospital environment (e.g. nurses, physiotherapists, occupational therapists and other
allied health professionals). Similarly, unless stated otherwise the terms “data”, “activity data”,
“routine data”, “information” and “health information” refer solely to the centrally-held data
used for the purposes of this study, i.e. the Admitted Patient Care (APC) dataset which forms
Hospital Episode Statistics (HES) and the Patient Episode Database Wales (PEDW). However, it
should be borne in mind that such data exists as a mandated subset of information collected at a
local level using local Patient Administration or Hospital Information Systems (PAS/HIS) and
submitted centrally, after which it becomes a permanent record. As a result, clinicians’
exposure to and experiences of routine data outside of the study are likely to reflect both locally
and nationally held data. Accordingly, discussions of data quality for the most part can be
considered to reflect both local and national data.

9

Office of Government Commerce. Managing successful projects with PRINCE2. London: TSO, 2002.
eSCRIPS is an online tool available to all Scottish consultants with activity in NHS trusts, which was
established in July 2002 by the Information Services Division (ISD Scotland). It holds details of
inpatient and day case activity contained on the Scottish Morbidity Record file (SMR01), and enables
clinicians to perform a range of analyses on their own activity data, as well as comparisons with trust
and national averages. Further details can be found at:

10

http://www.isdscotland.org/isd/info3.jsp?pContentID=2340&p_applic=CCC&p_service=Content.show&
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3 METHODS
3.1 Set Up
The iLab facility was set up at the School of Medicine, University of Wales Swansea, in a secure
environment. Access to HES and PEDW data occurred at this location. However, to view the data
clinicians were invited to attend either in Swansea or at the Health Informatics Unit at the Royal
College of Physicians, London. The process of setting up the facility commenced in November
2003.
Staff involved in the day to day running of the iLab project included a clinical research fellow
with experience of acute hospital care (0.8 whole time equivalents) and an information analyst
with prior experience both of NHS information management and hospital episode statistics
(1.0wte). Both were based at the facility in Swansea. Clerical and administrative support was
provided in Swansea (0.5wte) and London (0.4wte). The project was managed by the clinical
research fellow, with direction from the development manager and the director of the RCP
Health Informatics Unit (HIU). A project board for Phase I consisted of representatives from the
Department of Health, Welsh Assembly Government, University of Wales Swansea and the
Healthcare Commission.
Direct interfaces with HES and PEDW to enable flexible querying of data were explored during
set up and the following solutions adopted:
Interface with HES
The Department of Health offer a web-enabled technical solution for non-Departmental users of
HES data which employs a Business Objects (BO) interface, sitting over an Oracle database,
deployed using a Citrix client. The establishment of this link required the following:
•
•
•
•

Setting up of a non-networked computer terminal, with independent internet access
Securing of the local environment using chip-embedded access cards on named basis
Installation of all necessary software and connection to server by external engineers
Application to the Security and Confidentiality Advisory Group (S&CAG) for access to HES
sensitive data items
Following successful set up of this link, the clinical research fellow and information analyst
attended a mandatory three day training course in the use of BO and HES. They also received
additional support and training from the SD2HES (Statistics Division) team regarding the use of
consultant-level data.
Interface with PEDW
At the time of set up there was no corresponding direct link to PEDW data. Such a link has since
been established, using BO software through a stand alone NHSNet link to Health Solution Wales
(HSW) in Cardiff. However, for the purposes of Phase I of the iLab project, extracts of data were
requested on a case by case basis and provided as an MS Access database on CD-ROM. Local
security arrangements for HES data were deemed acceptable for the use of PEDW data. Access
to data items was mediated through the submission of data request specification forms provided
by HSW.

3.2 Security and confidentiality
Security and confidentiality issues concerning the use of English and Welsh data were explored in
detail, and all access, presentation and storage of information was conducted in accordance with
the Data Protection Act, 1998. Both SD2HES and HSW stipulated levels of physical and technical
security which were upheld. Use of HES data required signed agreement to the principles set out
in the HES Protocol11.

11

Department of Health. The HES protocol: instructions for handling the data. London: SD2HES, August
2003 (v1.0).

iLab Ph1PCR v2.2
Date: 13/10/2006
Author: Giles P Croft

6

The majority of the work conducted by the iLab was concerned with consultant-level data, and
required no details of patient-level data. However, to facilitate the occasional need for a
participating consultant to further investigate individual episodes of care upon returning to their
trust, access to a unique hospital identifier was requested and granted by SD2HES and HSW.
Since no other patient details were included (i.e. names, DOB, residence) it was not possible for
iLab staff to identify individual patients from this information. Another sensitive data item
required for the work of the iLab was the consultant identifier. Each individual consultant in the
intervention group provided written consent for use of this identifier. During set up it was
envisaged that presentations may include analyses of referral by GP and access to this sensitive
data item was also granted. However, in practice this was not used. The principle of iLab staff
using such sensitive data items on a short term basis as an extension of permissions obtained
from the Patient Information Advisory Group (PIAG) for staff of SD2HES and HSW was discussed
with PIAG’s chairman and approved. Details of the proposed work of the iLab were also agreed
upon by the Royal College of Physicians Ethics Committee.
It was anticipated that offering iLab access only to those attending the Swansea facility in person
may significantly limit the number of willing participants, especially from England. A technical
solution for conducting iLab sessions remotely with consultants was found, by use of a passwordprotected, 128 bit SSL-encrypted web conferencing product12. However, in light of the proposed
content of consultant presentations (to include comparisons against colleagues for instance), it
was agreed that the environment into which they were being sent must be controlled by iLab
staff. For this reason the majority of English sessions were conducted through this web
conferencing link, being led by the staff in Swansea and viewed by consultants visiting the
Health Informatics Unit at the Royal College of Physicians, London with local assistance.
Communication during these remote sessions was by teleconference, with all involved parties (3)
using headsets for comfort. The geographical distribution of intervention group consultants
attending either Swansea or London can be seen in Figure 2, Section 4.2.
Upon completion of an iLab session, consultants were given a copy of the presentation (with all
consultant and hospital identifiable details anonymised), along with their raw activity data in MS
Excel format on a CD-ROM. All consultants were required to sign a declaration outlining
responsible use of HES/PEDW data and alerting them to the risks of patient identification
through the generation of small numbers. These declarations were developed with
confidentiality and security experts from SD2HES/HSW. An example of the iLab HES declaration
form can be found in Appendix 2.

3.3 Recruitment and randomisation
Participants for the randomised study of the iLab facility were recruited by invitation. Details of
all consultant physicians in England and Wales were supplied from the RCP database by the
college Medical Workforce Unit and sent a letter inviting them to participate in the evaluation of
a facility using routine data to inform consultant appraisal (see Appendix 3). Demographic
characteristics obtained for all consultants included:
•
•
•

•

gender – taken from a combination of RCP database and GMC website13
age - calculated as difference in years between DOB (taken from RCP database) to
official iLab launch date (23/07/04)
estimated shortest travel time to Swansea or London - the closest as calculated using AA
Route Planner14. Start postcode of base trust headquarters was obtained from a
combination of RCP database and details provided by consultants (the latter being used
as the gold standard). Trust headquarters postcodes were verified using National
Administrative Codes Service15).
medical specialty - as stated on RCP database

An initial questionnaire was sent with this letter of invitation, to ascertain baseline
characteristics concerning current sources and uses of routine data for appraisal, current levels
of involvement in its validation and levels of confidence in the ability of routine data to reflect
12
13
14
15

http://www.claripoint.com/public/products/vista_overview.php
https://webcache.gmc-uk.org/ods/home.do
http://www.theaa.com/travelwatch/planner_main.jsp
http://www.nhs.uk/nacs/data.aspx
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clinical activity (see Appendix 4). The questionnaire was designed by members of the RCP HIU in
conjunction with the independent evaluation team and validated through piloting with a small
‘development group’ of physicians (see Section 3.4). The signed return of this questionnaire
constituted a willingness to participate further in the study.
Consultants expressing an interest in participation were contacted by a ‘further info’ email
containing more details about the study and explaining that participation would involve the
randomisation into either intervention or control group (see Appendix 5). It was further outlined
that those assigned to the intervention group would be required to attend either Swansea or
London in order to engage with iLab staff, whereas the control group would be required to
perform an information gathering exercise from their locality without the assistance of iLab.
Consultants were advised that CPD points were available to participants in both arms of the
study. A simple positive response to this email constituted willingness to be randomised in the
study. Consultants who no longer wished to be involved were asked to communicate their
reasons via a brief email.
At the same time as inviting English & Welsh consultants to participate in the study, staff from
ISD Scotland were sending similar letters of invitation to Scottish consultant physicians regarding
their participation in the study (see Appendix 6). The principle aims were outlined and it was
explained that those interested in participating would be required to use eSCRIPS10 to gather
information in support of the appraisal process. They too were asked to complete a baseline
questionnaire about their use of and attitudes towards routine data, modified to reflect Scottish
information sources. All interested Scottish clinicians were included in the eSCRIPS control
group.
As responses from English & Welsh physicians were arriving, batches of fifty at a time were
randomised into either intervention or control group by the use of random number tables. A
rolling process of notification occurred in order to facilitate the process of coordinating visits for
consultants assigned to using the iLab. Those assigned to the control group were informed by an
email, to which was attached a brief outline of the information gathering task they were being
asked to perform (see Appendix 7). Scottish consultants in the eSCRIPS group were sent a similar
task description, edited to include details of how to access eSCRIPS and seek support as
necessary. The details of the task were designed to mirror the basic queries in development by
iLab staff at that time, without being overly prescriptive about how to obtain and present data.
It was made clear that the iLab did not wish to see the results of the task, but the potential
usefulness of the exercise and use of the data yielded to support the appraisal process was
highlighted once more. Consultants were given an initial time period of three months in which to
complete the task, although this was extended by a further three months later in the study.

3.4 Intervention
The initial development of queries to support the process of engaging clinicians was undertaken
by iLab staff and a group of 8 consultant physicians with an interest and experience in the
secondary uses of routine data. This development group was identified through existing college
networks and was used also to validate the initial baseline questionnaire. Each clinician
discussed their HES or PEDW data with iLab staff with a view to establishing a basic set of
queries for use in the randomised study to follow. Following each visit, members of the
development group were also asked to pilot and validate follow-up questionnaires in light of
their experience (see Section 3.5).
The process of engaging clinicians in the intervention group began by contacting each individual
prior to their visit. This was necessary to obtain permission to use their GMC number in order to
access data held in their name, and to outline principles of data usage within the study. Initial
work with the development group also highlighted the need to obtain details of local information
idiosyncrasies already known to clinicians, any areas of their workload they specifically wanted
to examine and the most appropriate peer group against which to benchmark their data. These
were ascertained through the use of a standard form (see Appendix 8), although this often
stimulated a more detailed discussion between iLab staff and clinicians prior to meeting in order
to maximise the usefulness of their session. Visits for the intervention group were conducted
between June 2004 and February 2005.
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HES/PEDW data were obtained for each individual using the methods described in Section 3.1.16
A standard set of queries were run in each case and through an iterative process of engaging
consultants from various clinical specialties more detailed, tailored analyses were in constant
development and use. A list of queries used can be found in Appendix 9. Each session was
conducted with a standard format, whether in Swansea or London, being based around a MS
PowerPoint presentation. Following introductions, a brief educational presentation was given,
outlining where routine data originates, how it makes its way to HES/PEDW, its subsequent uses
and how the iLab obtains the data. Opportunities for questions were given, with this initial
aspect of each session often generating useful discussion concerning general data quality issues.
The standard queries were then worked through one by one, with comment on each about
expected values, reasons for any discrepancies and local circumstances which may affect the
views on data. Throughout each session emphasis was placed on a two-way flow of information,
with consultants providing detailed knowledge of working practices, local staffing and
information processes, while iLab staff provided knowledge of the underlying national database
and wider contextual information such as coding practices, data quality initiatives and
implementation of national policies such as the use of healthcare resource groups (HRGs) for
payment by results. Wherever possible discrepancies in the data were examined in light of local
practice and local solutions sought.
As the number of physicians engaged in the intervention group increased and the clinician
perspective on HES/PEDW was repeatedly revisited, common themes concerning data quality
developed, presentations were refined and specialty-specific queries were developed.
Throughout each session the clinical research fellow documented the issues arising from the
data. This qualitative data was subsequently analysed and categorised (see Section 4.4), and
served as an aide memoire when outlining ‘take home messages’ for clinicians at the conclusion
of each session. Consultants were given a pseudonymised copy (i.e. all features enabling
identification of individual clinicians or localities were removed) of all slides to take away with
them after their session, as described in Section 3.2. No patient-identifiable details were used in
the study, other than hospital unit numbers requested by consultants who subsequently wished
to investigate specific data anomalies for patients under their care. As described above, these
hospital numbers did not enable iLab staff to identify individuals.

3.5 Evaluation
As previously outlined in Section 2.3, Phase I of the iLab project was subject to independent
evaluation by means of a randomised study, consultants being asked to obtain data concerning
their clinical practice, using the iLab (intervention) or by whatever means available to them
(control). A third group consisting of Scottish physicians was used as an additional comparator
since they had access to a web-enabled tool (eSCRIPS) for obtaining activity data. Although it
was not possible to compare costs and benefits directly, the similarity in concept was considered
strong enough to yield a useful clinical perspective on the utility of such a method of access for
the provision of data to support appraisal and revalidation.
Analysis of costs related to the one year period of the iLab project were calculated using the
value of resources used17, including the time commitment of all personnel contributing to the
project. Also included were staff development, training and travel costs, necessary hardware,
software, space utilisation and overheads. Physician costs were ascertained and the loss of time
for other activities while engaged in the project was considered (opportunity cost). However,
the potential use of train travel time for work and the fact that use of iLab could reduce the
time spent gleaning information on clinical activity potentially offsets this cost. Therefore total
time (travel + task) was ascertained from all three groups of participants and compared.
Quantitative and qualitative measures of the impact of the iLab were obtained from all three
groups, with a view to evaluating:

16

17

The most recent data available were obtained for visiting consultants, in most cases from the 2003/04
financial year. Retrospective data were obtained as far back as possible, with the earliest data present
from 1999/2000.
Drummond MF, O'Brien B, Stoddart GL & Torrance GW. Methods for economic evaluation of health care
programmes. Oxford: Oxford Medical Publications, 1997.
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•

Costs associated with various means of clinician engagement (i.e. visiting iLab in person,
teleconferencing, or web-based application such as eSCRIPS)
• Acceptability to staff and subjects of the various means of access
• Acceptance of the outputs as being relevant to appraisal and revalidation
• Measure of change in attitudes of consultants and an indication of the perceived impact
of iLab on local practices concerning routine data collection / validation.
Follow-up questionnaires were designed to obtain these measures, initially by RCP HIU staff and
the independent evaluation team. They were piloted, edited and validated during iLab sessions
held prior to the study proper with the development group of 8 consultant physicians. Examples
of the intervention and control group follow-up questionnaires can be found in Appendix 10.
Responses were invited largely on Likert-type scales, with free text clarification of some
answers. Inter-group variability for questions appearing on the baseline and follow-up
questionnaires was therefore calculated using the Mann-Whitney test for ordinal data. Withingroup variability for comparison of measures occurring before and after the intervention was
calculated using the Wilcoxon signed ranks test.
Qualitative data from each iLab session was recorded by the clinical research fellow, in order to
identify common themes (concepts) concerning the quality of routine data from a clinician
perspective. Resource limitations and confidentiality issues did not permit the recording of
sessions for later transcription and analysis. However, the detailed notes collected were
subsequently analysed and categorised18. For sake of clarity, concepts identified during analysis
were assigned where possible to categories previously described as pertaining to data quality (for
example accuracy, validity, completeness, timeliness). While these categories appear in
previously published works and unpublished local strategy documents a definitive consensus was
not apparent. Therefore a practical composite was used to reflect clinicians’ views. A summary
and description of the categories can be found in Section 4.4 and detailed analysis in Appendix
11.

4 RESULTS
The results which follow constitute the largest part of this project evaluation report. Section 4.1
focuses on the process of setting up the facility. Section 4.2 then describes the demographic
characteristics of consultants involved in the study, including specialty and geographic distribution,
and drop-out rates. Section 4.3 includes all the results from the independent cost-benefit analysis
and looks in detail at the responses obtained from the baseline (pre-intervention) and follow-up
(post-intervention) questionnaires from all three experimental groups, along with statistical analyses
of differences. Section 4.4 describes the categories of analysed qualitative data which was obtained
during consultant visits to the iLab. (These categories are expanded upon with detailed examples in
Appendix 11.) Finally, Section 4.5 presents questionnaire responses obtained from consultants who
were excluded from the study due to a lack of data held in their name on HES/PEDW.

4.1 Issues encountered during set up
The process of setting up the RCP iLab has been outlined in Section 3.1. The time taken between
the initial appointment of the clinical research fellow and the first clinician seen as part of the
intervention group was 8 months. Issues encountered during this period were documented
regularly in the project issue log. As well as initial problems with the recruitment and retention
of staff (both of which delayed project timescales and forced extension of the project life cycle)
some of these issues are worthy of specific mention as follows.
The setting up of direct links to HES and PEDW were both lengthy processes, due in part to the
technical solutions proposed involving stand alone terminals not accessible through existing
networks. The iLab facility was set up in a university environment, and it is conceivable that any
such subsequent facilities would also be set up in large institutions, host to existing networks and
security protocols.
18

Strauss A & Corbin J. Basics of qualitative research: techniques and procedures for developing grounded
theory (2nd Ed). London: Sage, 1998.
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In the case of HES access a unique, independent ADSL phone line needed to be physically
installed in the building, after which problems of compatibility and firewall access occurred, also
experienced by other non-DH users during set up. These, in conjunction with multiple attempts
at installing and connecting Citrix software by external contractors and gaining approval for
access to consultant-level data resulted in delays of approximately five months before iLab staff
were able to obtain HES data through the link. Mandatory training in the use of HES and Business
Objects (BO) is also subject to availability, and although courses are run regularly (monthly), the
connection needs to be established before places are reserved. Once the link was established, an
additional non-networked ADSL line needed to be installed at the Royal College of Physicians,
London to enable web-conferencing of iLab sessions.
For PEDW access via BO, a more long term solution was proposed in the shape of establishing an
NHSNet connection within the iLab, while requested extracts were sent on CD ROM in the short
term (a process which lessened the flexibility of data preparation and introduced risk of
inaccuracies and data not being sent in time to prepare for clinician sessions). The extension of
existing NHS network optical cabling from the nearby hospital site to the university required
involvement of officials at senior levels in both establishments, as well as the agreement of
security protocols by all parties involved, including HSW Cardiff. The additional cable required
physical establishment as well as secure, technical activation. The entire process, from
commencement of the iLab project to enabled remote access to PEDW through a BO link spanned
a period of 15 months.

4.2 Participants
Table 1: Demographic characteristics of consultant physicians
Group of Clinicians
ENGLAND & WALES
All physicians on RCP database
Physicians not invited (see text)
Invited physicians
No reply / not interested
Interested
‘Further info’ email sent
No longer interested
Still interested
Randomised
SCOTLAND
Invited physicians
No reply / not interested
Interested & included
STUDY GROUPS
Intervention
Returned questionnaire
Control
Returned questionnaire
eSCRIPS control
Returned questionnaire
Excluded (FCEs <80)
Returned questionnaire

N
6352
250
6102
4942
1160
798
452
346
250

M:F ratio
3.8
3.3
3.9
3.9
3.8
4.1
3.8
4.4
5.6

:
:
:
:
:
:
:
:
:

1
1
1
1
1
1
1
1
1

Mean age
(95% CI)
48.9
48.4
48.9
49.1
48.3
48.3
48.3
48.3
48.0

(0.19)
(1.04)
(0.19)
(0.21)
(0.40)
(0.49)
(0.68)
(0.71)
(0.80)

653
518
135

4.6 : 1
5.0 : 1
3.5 : 1

48.8 (0.60)
49.0 (0.68)
48.2 (1.27)

47
47
128
61
135
34
225
88

4.9
4.9
6.1
4.1
3.5
4.7
1.8
1.5

48.9
48.9
47.2
46.0
48.2
47.7
48.5
48.5

:
:
:
:
:
:
:
:

1
1
1
1
1
1
1
1

(1.99)
(1.99)
(1.06)
(1.50)
(1.27)
(2.91)
(0.94)
(1.53)

Mean travel
time
1h58
1h56
1h58
1h56
2h07
2h10
2h10
2h09
2h13
N/A
N/A
N/A
2h13
2h13
2h12
N/A
N/A
N/A
N/A
N/A

Through the RCP database a total of 6102 English and Welsh consultant physicians were invited
by letter to participate in the iLab project. An additional 250 consultants were identified whose
details were incomplete on the database; these incomplete fields were updated outside of
project timescales so this group of consultants was not contacted. Their demographic
characteristics did not differ from other participants (see Tables 1 & 2). From this cohort of 6102
a total of 1191 responded, of whom 1160 (19%) returned a completed baseline questionnaire and
wished to be included in the randomised study. Following contact of 798‡ of these by the ‘further
‡

The remaining 362 physicians returned their completed questionnaires either outside of project
timescales, or did not provide an email address.

iLab Ph1PCR v2.2
Date: 13/10/2006
Author: Giles P Croft

11

info’ email which outlined the project in more detail – specifically the need to attend Swansea
or London – 346 consultants (43% or 6% of the total invited) still wished to participate (see Figure
1c below). One hundred and forty-nine consultants responded to this email saying that they no
longer wished to participate. A summary of their categorised responses is outlined in Table 3. It
was assumed that the remaining 303 who did not respond also no longer wished to participate.
Table 2: Medical specialisation of physician groups (including male to female ratios)
Excluded
(responders)

Country groups19
Allergy
Audiological Medicine
Cardiology
Clinical Genetics
Clinical Neurophysiology
Clinical Pharmacology
Dermatology
Diabetes Mellitus
Endocrinology
Endocrinology & Diabetes
Gastroenterology
General (Internal) Medicine
Genito-Urinary Medicine
Geriatric Medicine
Haematology
HIV/AIDS
Homoeopathic Medicine
Immunology
Infection & Tropical Medicine
Infectious Diseases
Intensive Care Medicine
Medical Oncology
Metabolic Medicine
Neurology
Nuclear Medicine
Paediatric Cardiology
Palliative Medicine
Rehabilitation Medicine
Renal Medicine
Respiratory Medicine
Rheumatology
Stroke Medicine
Tropical Medicine
Unknown

EWS
2:1
1:1
13 : 1
1:1
7:1
9:1
2:1
6:1
11 : 1
6:1
10 : 1
7:1
2:1
3:1
2:1
2:1
2:0
4:1
11 : 1
7:1
7:1
4:1
3:1
8:1
2:1
6:1
1:1
3:1
9:1
7:1
3:1
0:1
11 : 1
2:1

EWS
20
29
631
92
67
53
389
123
60
291
580
397
232
883
550
24
2
50
11
72
34
156
18
361
46
55
201
112
253
526
419
1

Totals

7005

6755

2
17
12
3
17
5
11
27
3
5
39
16
1
2
1
3
6
1
10
3
14
4
9
22
17

17
†

3

S

EW
1
7
2
12
13

EW
1
3
1
6
2

7

1
3

2
2

41
1

10

3
5
1
39
5
8

3
2
1
13
2
4

1
4

3

1

6
6
1

4
9
1

17

6
5

14
3

6
4

1
2

†

Total
Excluded

†

EW

eSCRIPS

EW

†

Control

EWS
1
8
98
12
14
10
81
25
5
54
135
86
49
201
86
1
1
8
3
13
5
22
2
62
9
7
25
28
70
109
98
1

†

Baseline
responders

EW

Intervention

Not invited

Invited

M:F ratio (all
physicians)

Medical Specialty

1
2
1

2

3

1
2
6
2

1
5
6
2
1

47

61

2

15
8

6
2

1
1
1

17
11
5
3
21

11
3
3
1
11

34

225

88

2
250

1331

Numbers refer to clinicians returning follow-up questionnaires

Table 3: Reasons given for non-participation following ‘further details’ email
Reason given
Cannot commit time required
Cannot travel to Swansea/London
Other reason given
No reason given

English physicians (n=144)
57
56
17
23

Welsh physicians (n=5)

(39%)
(39%)
(12%)
(16%)

1
1
2
1

(20%)
(20%)
(40%)
(20%)

NB percentage totals may exceed 100 where consultants have provided more than one answer

19

Figures incorporating participants from: England (E), Wales (W) or Scotland (S)
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Figure 1: Geographical distribution of invited and participating physicians
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Figure 1a: All physicians invited to participate (n=6755)
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Figure 1b: All physicians returning a completed
baseline questionnaire (n = 1331)
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Figure 1c: English & Welsh physicians who remained
interested after the ‘further info’ email (n = 364)
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Figure 1d: Physicians randomised to intervention (n=47
▲) or control (n=128 ■) groups

Randomisation to intervention or control group occurred in batches of fifty. Examination of the
first cohort of physicians assigned to the intervention group revealed that some had very little or
no activity recorded under their name on HES/PEDW. Following telephone discussion with several
of these consultants and the evaluation team it was decided for practical reasons to draw a limit
of 80 finished consultant episodes (FCEs) over a time span of two financial years as criteria for
being eligible for randomisation. For the excluded consultants, neither intervention nor control
tasks would reveal worthwhile amounts of data if using HES/PEDW as a source of information.
From the 1160 clinicians who responded to the initial invitation letter and expressed a desire to
participate in the study, a total of 225 (19%) were found to have less than 80 FCEs attributed to
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their consultant code over the two year period20. A separate questionnaire was subsequently
developed (see Appendix 12) to ascertain where their activity may lie, whether they felt it would
be possible in the future to combine it with existing central returns and their uses of such data.
The results from these questionnaires can be found in Section 4.5.
A total of 653 invitations were sent to Scottish physicians. Completed questionnaires and a
positive response to participation were received back from 135 (21%). All of these clinicians were
included in the eSCRIPS control group.
Demographic characteristics are outlined for the various participant and non-participant clinician
groups in Tables 1 & 2. Illustrations showing the geographical distribution of consultants invited
and participating can be found in Figures 1a-1d. Figure 2 shows the base location of physicians in
the intervention group who chose to attend either Swansea or London for their iLab session.
Figure 2: Geographical distribution of intervention group physicians (choice of centre for participation)
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For mean age of participant there were no significant differences (using 95% confidence
intervals) between physicians within each of the three study groups. Mean travel times were
estimated using a proxy measure for road travel only, therefore calculating significance was not
appropriate. However, times can be seen to be roughly equal across all groups. There were
differences in the male to female ratio of participants most notably in the group of consultants
excluded due to low numbers of FCEs (<80) held on HES/PEDW and consequently (and inversely)
the numbers eligible for randomisation. This can be seen to result from the higher number of
female clinicians working in specialties likely to have little inpatient and daycase activity held on
HES/PEDW (Table 2). In Scotland it appears a larger number of female consultants were
interested in participation. Ratios also differed between those participating in the control and
intervention groups, although at this level of analysis numbers are small.
Randomisation and notification occurred in a rolling process which ran in tandem with
intervention group visits, since responses to the initial letter of invitation and the ‘further info’
email continued to arrive throughout a large part of the project duration. However, project
timescales, consultant availability and the workload associated with data preparation dictated
intervention group throughput. Predicted large scale automation of data preparation was
prevented in part by the unique nature of specialty and individual requests, local data
20

A subsequent query of the HES and PEDW databases replicated for all consultant physicians invited to
participate from England and Wales found 1,422 of 6,070 (23%) to have less than 80 FCEs attributed
to their name over the two year period April 2002 – March 2004. Details of the query methodology
and the breakdown of these data by specialty can be found in Appendix 13.
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idiosyncrasies and the relative inflexibility of requesting extracts from the PEDW dataset. These
combined to limit consultant visits to no more than three per week, equating to a maximum of
48 visits within the extended project life cycle. Consultants already randomised to the
intervention group (n = 122) were therefore appointed to attend on a first come, first served
basis, subject to availability until the schedule was complete (n = 47).
At this point in the study the processes of randomisation and the sending of any outstanding
invitation letters and ‘further info’ emails were halted. Consultants randomised to the control
and eSCRIPS groups (n = 128 and 135 respectively) were informed of the extended deadline for
completion of the task. Any consultants whose participation had been halted at any point in this
process from invitation to group allocation received notification by email, apologising for the
inconvenience resulting from an overwhelmingly high rate of response to the initial invitation in
addition to the complexity of individual data preparation.

4.3 Independent analysis of costs and perceived benefits
As described in Section 3.5, evaluation of the costs and perceived benefits of the iLab was
conducted by an independent team of health economists. Their final report is available
separately. What follows are the key findings from that report based upon their analysis of costs
and concerning the results of the randomised study from clinicians’ responses to the baseline
(pre-intervention) and follow-up (post-intervention) questionnaires.

4.3.1

Analysis of Costs
The breakdown of costs for the one year pilot period of iLab is shown in Table 4. The largest
cost element was staff, representing 71% of total costs. Travel costs for physicians in the
intervention group accounted for less than 3% of total costs.
Table 4: Overview of one year iLab costs
Category of cost

Amount

Staff costs
Development, training & travel (staff and physician costs)
Equipment costs
Cost of consumables and communications
Accommodation costs (Swansea & London)
Total costs

£91,445
£5,995
£8,520
£5,422
£17,676
£129,058

All participants were asked how long they had spent on participation in the study, to include
information gathering and travel time. For the intervention group, the mean time was 3.7
hours (standard deviation 0.73 hours) and for the control group 5.2 hours (standard deviation
6.34 hours). This difference was not statistically significant (Mann-Whitney = 1120.0; p=.30),
therefore no opportunity cost was attributed to the cost of iLab. Mean total time for the
eSCRIPS group was 1.5 hours (standard deviation 1.86 hours), which was significantly shorter
than the intervention group (Mann-Whitney = 6.25; p<.001). A retrospective costing of the
eSCRIPS facility was attempted in conjunction with ISD Scotland staff, but it was not possible
to perform a comparison with the detailed prospective costing of iLab.

4.3.2

Baseline (pre-intervention) questionnaire results
The baseline questionnaire (Appendix 4) was sent with the initial letter inviting physicians to
participate in the study. It asked questions concerning current sources of routine data for
appraisal, current levels of involvement in its validation and levels of confidence in the
ability of routine data to reflect clinical activity.
A summary of responses concerning the use of data for appraisal can be found in Table 5
below. From 6755 questionnaires sent out in England, Wales and Scotland, a total of 1331
(20%) were returned completed. Thirty-six of these respondents did not wish to participate in
the study, but their baseline responses are included in the results below, as they contribute
to the national picture of routine data use. Examining answers to these questions specifically
from the three study groups returning post-intervention questionnaires (n=142) revealed little
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difference between groups in the numbers who had been through an appraisal, those who
provided data to support this, and the sources of such data.
Table 5: Routine data used for consultant appraisal
Measure
Respondents to baseline questionnaire
Been through a formal annual appraisal
Provided data on clinical activity in support

England & Wales
n
%
1191
100
1140
96
840
71

Scotland
n
%
140
100
132
94
116
83

Stated sources of information21
Personal clinical database
Departmental database
Trust information department
National database held by specialty group
Direct from HES/PEDW/SMR-01
Other source22
Hospital Information System (PAS/OPD data)
Independent benchmarking (e.g. CHKS)
Primary Care Trust data

281
332
566
48
80
42
15
13
2

24
28
48
4
7
4

41
44
63
17
36
1
1
1
0

29
31
45
12
26
1
1
0
0

1
0
0

The main sources of information to support appraisal and revalidation can be seen to be trust
information departments, followed by departmental and personally held databases. In
Scotland it was more common to obtain information directly from SMR-01, and this probably
reflects the availability of activity data through the use of eSCRIPS since 2002. Of interest is
the number of English and Welsh consultants stating they had obtained activity data directly
from HES or PEDW (7% of respondents). However, when free text responses associated with
this question (which asked “Please specify in what format”) were examined, none actually
related to a direct request for data from HES or PEDW, but rather fell into other categories
such as obtaining data from hospital information systems or trust information departments.
This is in keeping with discussions held with two members of the HES team, neither of whom
could recall an individual consultant requesting his or her activity through the submission of
an official request23. Tables of HES data are available freely through their website, but none
of these analyses are presented down to individual consultant level.
Details of percentage responses to questions concerning access to routine activity data,
involvement in the validation process and confidence in the ability of routine data to
accurately reflect clinical practice are presented in Table 6.
As noted in the independent cost-benefit analysis, the most striking feature of these figures
is the high proportion of clinicians answering ‘never’ or ‘rarely’ to most questions. In
England and Wales, approximately 40% of respondents never or rarely see activity data held
in their name; 70% never or rarely see the coding of inpatient or day case episodes for their
own patients; 80% are never or rarely approached by a member of their own
coding/information department regarding data held in their name; 67% never or rarely have
occasion to approach the coding/information department regarding data in their name; and
58% of such visits never or rarely result in a change of coding.

21

Percentages may not total 100 due to respondents providing more than one source of information in
their answers.
22
Free text data subsequently categorised
23

Details of the request procedure can be found at:
http://www.hesonline.org.uk/Ease/servlet/ContentServer?siteID=1937&categoryID=256
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Table 6: Percentage responses to baseline questions from the three countries studied
Question

Response

England
(n=1128)

How frequently do you see the activity data held in your name?
Never
17%
Rarely (less than once a year)
22%
Occasionally (once or twice a year)
32%
Quite regularly (monthly to 3 monthly)
21%
Often (weekly to monthly)
5%
Not Stated
2%
How frequently do you see the coding of inpatient and/or
Never
Rarely (less than once a year)
Occasionally (once or twice a year)
Quite regularly (monthly to 3 monthly)
Often (weekly to monthly)
Not Stated

Wales
(n=63)

Scotland
(n=140)

22%
17%
25%
25%
6%
3%

21%
28%
39%
11%
1%
1%

daycase episodes for patients?
46%
48%
44%
26%
21%
26%
13%
14%
23%
8%
10%
5%
4%
6%
1%
3%
2%
1%

How frequently have you been approached by a member of the coding/information
department concerning activity data held in your name?
Never
59%
63%
66%
Rarely (less than once a year)
22%
17%
23%
Occasionally (once or twice a year)
12%
13%
8%
Quite regularly (monthly to 3 monthly)
4%
5%
2%
Often (weekly to monthly)
1%
Not Stated
2%
2%
1%
How frequently have you had occasion to approach the coding/information department
concerning activity data held in your name?
Never
40%
37%
45%
Rarely (less than once a year)
27%
30%
31%
Occasionally (once or twice a year)
25%
27%
19%
Quite regularly (monthly to 3 monthly)
5%
5%
3%
Often (weekly to monthly)
1%
1%
Not Stated
2%
2%
1%
How often does this result in a change in the coding of episodes?
Never
40%
Rarely
18%
Occasionally
12%
Often
6%
Always
2%
Not Stated
22%

41%
17%
10%
5%
3%
24%

46%
24%
6%
2%
2%
19%

How confident are you that data routinely coded for central returns accurately reflects
your clinical activity?
No opinion
3%
5%
4%
No confidence
38%
27%
43%
Not particularly confident
42%
52%
42%
Reasonably confident
11%
11%
9%
Confident
2%
3%
2%
Very confident
2%
Not Stated
3%
2%
1%

Of particular note is the fact that most respondents (80% England and Wales, 85% Scotland)
had either no confidence or were not particularly confident regarding how accurately central
returns reflected their own clinical activity. Respondents were asked to provide a free text
reason for these levels of confidence, the categorised responses for which can be found in
Table 7, expressed in terms of numbers falling into each category.
Of the 131 respondents in England and Wales who indicated that they were ‘reasonably
confident’ that routinely coded data accurately reflected their clinical activity, 57 of them
(44%) gave responses categorised as being due to “engagement with the process”. Of the 23
who were ‘confident’, 17 (74%) gave this as the reason and of the 17 who were ‘very
confident’, 13 (76%) gave it as the reason. This suggests that the most effective way to give
consultants confidence in the accuracy of the data held in their name is to engage them in
the process.
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Table 7: Reasons for levels of confidence in routine data to accurately reflect clinical activity
How confident are you that data routinely coded for central returns accurately reflects your
clinical activity?

(Audits of data quality; comparison
against other data sources)

Very
confident

Prior experience

Confident

(Anecdotal evidence; general "feel" for
quality of data)

Reasonably

Instinct

Not
particularly

Country Group24

No
confidence

No opinion

Reason for level of confidence
(with examples)
EW

S

EW

S

EW

S

EW

S

EW

S

EW

S

-

-

14

1

14

1

10

1

1

-

-

-

1

-

157

29

167

19

22

-

1

-

-

-

1

-

1

-

2

-

57

5

17

2

13

-

14

2

61

6

81

10

4

-

-

-

2

-

1

-

109

17

94

13

7

-

1

-

3

-

-

-

106

13

143

12

11

3

4

-

-

-

-

-

87

13

83

8

3

1

-

-

-

-

Engagement with process

(Good communication with trust Info
Dept or coding staff; clinician coding or
validation of coding)

Lack of engagement

(Unfamiliarity with process; lack of
data provision; poor communication
with trust Info Dept)

Dataset limitations

(Dataset does not reflect clinical
practice due to complexity of clinical
problem, responsibility for care or team
working; lack of outpatient data)

Coding process

(Poor quality discharge summaries;
coding staff not clinically trained/underresourced; general lack of confidence in
coding accuracy)

Allocation of activity

(Activity allocated to wrong consultant;
poorly documented transfers of care)

4.3.3

Follow-up (post-intervention) questionnaire results
Follow-up questionnaires were sent in an electronic format to all participants randomised to
the three groups in order to assess their experiences of the task and any subsequent changes
in attitude to the data (see Appendices 10a and 10b for examples of intervention and control
group follow-up questionnaires). Demographics of those returning questionnaires have been
described previously in Tables 1 and 2 (pages 11-12).
The majority of questions on the follow-up questionnaires were common to all three study
groups and explored attitudes towards the data, its potential use for consultant appraisal and
how participation in the study had affected their willingness to become involved in the
underlying processes of data collection and validation. Answers to these questions, along
with between-group comparisons (intervention vs. control and intervention vs. eSCRIPS) using
Mann-Whitney tests are described in Table 8 below. Significant differences (p<0.05) are
displayed in bold font.

24

Figures incorporating participants from: England and Wales (EW) or Scotland (S)
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Table 8: Between-group comparisons of responses to post-intervention questions
Outcome measure

Response

Intervention
(%) n=47

Control
(%) n=53

eSCRIPS
(%) n=26

How user friendly did you find the method (you) used to obtain and present this information?
very unfriendly
2 (4)
4 (8)
0 (0)
unfriendly
0 (0)
18 (34)
6 (23)
friendly
22 (47)
27 (51)
19 (73)
very friendly
23 (49)
3 (6)
1 (4)
Mann-Whitney (comparison
against intervention group)
P value

497.5

294.5

<.001

<.001

How has the visit/task affected your view of the usefulness of HES/PEDW/SMR-01 data?
less useful
3 (6)
8 (15)
no effect
8 (17)
31 (58)
more useful
35 (75)
5 (9)
Mann-Whitney
P value

371.5
<.001

Will you use the information (you) obtained for your next consultant appraisal?
yes
32 (68)
41 (77)
maybe
10 (21)
10 (19)
no
5 (11)
2 (4)
Mann-Whitney
P value

If yes or maybe, how much of it do you think you will use?
some
22 (47)
most
12 (26)
all
6 (13)
Mann-Whitney
P value

How has the visit/task affected your awareness of the processes involved
not affected
3 (6)
to some extent
19 (40)
significantly
25 (53)
Mann-Whitney
P value

1115.0
=.246

13 (25)
18 (34)
13 (25)
632.0
<.05

249.5
<.001

21 (81)
1 (4)
4 (15)
551.0
=.377

6 (23)
11 (42)
3 (12)
315.0
=.146

in data collection?
30 (57)
11 (42)
17 (32)
11 (42)
6 (11)
4 (15)
464.5
<.001

To what extent has the visit/task affected your willingness to contribute to the data
collection/validation process at a local level?
less willing
0 (0)
4 (8)
no effect
5 (11)
28 (53)
more willing
42 (89)
21 (40)
Mann-Whitney
P value

6 (23)
14 (54)
5 (19)

616.0
<.001

292.0
<.001

1 (4)
14 (54)
11 (42)
321.0
<.001

Following the visit/task, do you intend to contact your local information/coding department
concerning activity data held in your name?
yes
29 (62)
10 (19)
4 (15)
no
2 (4)
20 (38)
12 (46)
I have already
15 (32)
23 (43)
10 (38)
Mann-Whitney
P value

807.5
<.005

393.0
<.01

Following the visit/task, do you think you are more or less likely to review or monitor the quality of
data collected about your practice?
less likely
0 (0)
2 (4)
1 (4)
no change
8 (17)
23 (43)
16 (62)
more likely
39 (83)
28 (53)
9 (35)
Mann-Whitney
P value
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Outcome measure

Response

Intervention
(%) n=47

Control
(%) n=53

eSCRIPS
(%) n=26

Following the visit/task, how frequently would you like to see the coded inpatient and/or day case
episodes for patients under your care?
never
0 (0)
2 (4)
1 (4)
rarely
2 (4)
2 (4)
3 (12)
occasionally
17 (36)
10 (19)
9 (35)
quite regularly
23 (49)
28 (53)
11 (42)
often
5 (11)
11 (21)
2 (8)
Mann-Whitney
P value

1040.5
=.123

522.0
=.267

Following the visit/task, how confident are you that data routinely coded for central returns
accurately reflects your clinical activity?
no confidence
11 (23)
18 (34)
5 (19)
not particularly
9 (19)
19 (36)
12 (46)
reasonably
25 (53)
15 (28)
9 (35)
confident
0 (0)
0 (0)
0 (0)
very confident
1 (2)
1 (2)
0 (0)
Mann-Whitney
P value

927.0
<.05

506.0
=.245

Are there any ways in which you think your participation in this project may change your future
practice?
yes
35 (74)
21 (40)
12 (46)
no
12 (26)
31 (58)
14 (54)
Mann-Whitney
P value

805.5
<.005

522.0
<.05

NB percentage totals may fall short of 100 where consultants have not provided an answer

There was no significant difference between groups in their intended use of the data for
their next consultant appraisal, with the majority in all three groups stating they would use
either some or most of the information they had obtained by whatever means. There was
also little difference in how frequently consultants in all three groups would like to see their
activity data in the future, with 60% of the intervention group, 74% of the control group and
50% of the eSCRIPS group wishing to see it “quite regularly” or “often”.
For the majority of the remaining questions there were large statistical differences between
those using the iLab and those in the two control groups, such that when compared to
obtaining their own data, use of the iLab significantly increased:
•
•
•
•
•

Clinician awareness of the data collection process
Willingness to contribute to data collection/validation at a local level
The intention of clinicians to contact their local information department about the
data held in their name
The likelihood of future monitoring of consultant-level data quality
The likelihood of changing future practice25

There was a small difference between the intervention and control groups regarding how
confident they were in the ability of the data to accurately reflect their clinical practice
after participation in the study, with confidence being generally higher in the intervention
group. The issue of confidence in the data was examined further by comparing answers to
this same question across the three groups both before and after the intervention. Results for
this, along with a pre- and post-intervention comparison of another question and significance
levels (p<0.05) are displayed in Table 9 below.

25

A selection of quotes concerning the free-text explanation of these answers from all three groups can be
found in Appendix 14.
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Table 9: Within-group comparisons of responses to pre- and post-intervention questions
Outcome
measure

Response

Intervention (%)
n=47

Control (%)
n=53

eSCRIPS (%)
n=26

Following the visit/task, how frequently would you like to see the coded inpatient and/or day case
episodes for patients under your care?
pre
post
pre
post
pre
post
never
18 (38)
0 (0)
24 (39)
2 (4)
12 (35)
1 (4)
Rarely
19 (41)
2 (4)
22 (36)
2 (4)
12 (35
3 (12)
occasionally
7 (15)
17 (36)
8 (13)
10 (19)
8 (24)
9 (35)
quite regularly
2 (4)
23 (49)
5 (8)
28 (53)
1 (3)
11 (42)
often
1 (2)
5 (11)
2 (4)
11 (21)
1 (3)
2 (8)
Wilcoxon Signed Rank Test value
P value

-5.721
<.001

-5.834
<.001

Following the visit/task, how confident are you that data routinely coded for central returns
accurately reflects your clinical activity?
pre
Post
pre
post
pre
no opinion∞
2 (4)
0 (0)
2 (3)
0 (0)
1 (3)
no confidence
17 (36)
11 (23)
21 (36)
18 (34)
12 (36)
not particularly
21 (45)
9 (19)
30 (51)
19 (36)
14 (42)
reasonably
7 (15)
25 (53)
6 (10)
15 (28)
7 (21)
confident
0 (0)
0 (0)
2 (3)
0 (0)
0 (0)
very confident
0 (0)
1 (2)
0 (0)
1 (2)
0 (0)
Wilcoxon Signed Rank Test value
P value

-3.465
<.05

-1.262
=.207

-3.553
<.001

Post
0 (0)
5 (19)
12 (46)
9 (35)
0 (0)
0 (0)
-1.414
=.157

NB percentage totals may fall short of 100 where consultants have not provided an answer
∞
Responses of “no opinion” were excluded from the Wilcoxon Signed Ranks test

Following their participation in the study, all three groups now wished to see their activity
data more frequently than they reported seeing it in the baseline questionnaire. This
increased level of interest was strongly significant across all groups (p<0.001). Clinicians
from the intervention group reported a moderate increase in confidence (p<0.05) in the
ability of the data to reflect their clinical activity following their visit to the iLab. Those
seeking their own data (control group) or using eSCRIPS reported no change in confidence.
The 47 physicians in the intervention group were assisted by iLab staff in finding activity data
to support the appraisal process; by attending their iLab session to receive usable activity
data they were considered to have completed the task. Some follow-up questions were asked
specifically of these physicians, concerning areas such as means of access to the data and
levels of support in its use. When, following their visit, they were asked which means of
access to their activity data they would prefer, the results were as follows:
•
•
•
•
•

All said they wished to access activity data held in their name
Eight participants (17%) said they would like to visit the iLab in Swansea or London at
a pre-arranged time
Sixteen participants (34%) said they would like to have pseudonymised data sent to
them on a CD-ROM
Eighteen participants (38%) said they would like to access pseudonymised data on a
PC anywhere via a web-browser
Five participants (11%) offered alternative suggestions for access, including local
groups of clinicians having access to each others’ data.

All but one consultant found the assistance given by the clinical research fellow and the
information analyst “very useful” (the one exception finding the assistance “a little useful”).
When asked specifically what level of support they thought would be most appropriate for
consultants (with no prior experience of iLab) interpreting their data in this way:
•
•
•
•
•

All felt that support was necessary
Five (11%) said iLab staff going through the data face-to-face, as in the study
Six (13%) said support from local information departments, as and when required
Twenty-three (49%) said support from iLab staff and local information departments,
as and when required
Thirteen (28%) said a workshop for consultants to attend, run by iLab staff regularly
at specified locations.
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For the two control groups (i.e. control & eSCRIPS) there was a progressive drop-out rate
associated with: those returning the questionnaire; which of these attempted the task; and
finally those obtaining the information sought if attempted. These proportions are displayed
in Table 10 below. Also included in this table are the results of statements concerning
whether clinicians would have valued “assistance from someone with expertise in the
collection and use of such information” (irrespective of whether or not they were successful
in obtaining the information), as well as an indication of how easy or difficult they rated the
task.
As stated in the cost-benefit analysis, reasons for lack of success in obtaining information on
clinical activity varied widely. Many simply could not get a reply to their requests (e.g. “no
response from IT department despite e-mail contact and phone calls”). Of those who did get
a reply the main reasons given for failure were either that the information provided was
perceived as being inaccurate (e.g. “significantly miscoded”, “significant errors or omission”,
“unreliability of our current PAS”, “totally inaccurate and unusable”), or was provided in a
format which was deemed unhelpful (e.g. “huge volume of information but not in any sort of
useable form”, “appear as long lists so without spending hours sifting it you cannot get
meaningful information”).
Table 10: Control & eSCRIPS group participants’ experiences of completing task
Control Group
Follow-up questionnaires sent
n
26

Returned completed questionnaire
 Would not have valued assistance
 Would have valued assistance
 Not stated (did not attempt task)
 Attempted the task
 Found task easy / very easy
 Found task difficult / very difficult
 Obtained the information sought

61
15
38
8
53
28
25
36

128
%
25
62
13
87
53
47
68

%tot
48
41
28

eSCRIPS Group
n
34
17
9
8
26
19
7
19

135
%
50
26
24
76
73
27
73

%tot
25
19
14

4.4 Qualitative data analysis
The face to face sessions (held in Swansea or by remote link to London) with physicians in the
intervention group lasted between 1¼ to 2½ hours. During these sessions open discussion was
encouraged using the initial educational presentation and each consultant’s data as a basis for
this. As explained in Section 3.4 the emphasis was placed on a two-way flow of information,
thereby providing a unique insight into clinical perspectives on the data, its perceived suitability
for appraisal & revalidation purposes and local data quality issues.
Since each presentation consisted of between 20 and 30 slides of activity data, the
accompanying notes of issues arising from discussion of these were rich in detail. The subsequent
analysis of notes was conducted with reference to the corresponding slides from each
presentation, forming concepts (recurring themes) related to the areas described above. As
described in Section 3.5, qualitative data were categorised where possible into areas previously
described as pertaining to data quality, some of which were more relevant to the subject matter
than others. Table 11 outlines these categories, each of which was based around a question or
questions posed of the data. Details of the analyses, along with examples and notes where
appropriate can be found in Appendix 11.

26

Percentages are expressed either as a proportion of the value above  ("%") or as a proportion of the
total number originally in the group ("%tot"). This latter assumes those who did not return a
questionnaire did not attempt the task.
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Table 11: Categories of qualitative data recorded during consultant visits to iLab
A.

Accuracy
Is the
•
•
•

B.

Completeness and coverage
Is the
•
•
•
•
•

C.

information free from error and inaccuracy?
Consultant code inaccuracies
Length of stay inaccuracies
Waiting list figure inaccuracies

information complete? Does is reflect all the activity carried out by staff?
Lack of outpatient data
No recording of activity of non-consultant clinicians
No recording of (inter-specialty) ward referrals and requests for consultation
No recording of ‘ward attender’ activity
No recording of community activity

Validity
Are the data items valid? Is the information “within range” of that expected?
•
Invalid or incomplete coding
•
Clinically perceived inappropriate coding of primary diagnoses/procedures

D.

Timeliness
Is the information available at the right time?
•
Delayed “annual refresh” of HES/PEDW data leading to coding anomalies

E.

Relevance for purpose
Is the information contextually appropriate in the eyes of the consultant? Does it reflect clinical
practice? Is it relevant for supporting the appraisal and revalidation processes?
•
Clinically perceived inappropriate use of specialty code(s)
•
Clinically perceived inappropriate use of admission method codes
•
Inability to reflect team working
•
Problems benchmarking against colleagues
•
Under-estimation of activity levels
•
Over-estimation of activity levels

F.

Distorting factors
Are there local factors or likely artefacts which explain apparent anomalies or differences in the
data?
•
Working patterns
•
Changes in local coding practices
•
Changes in referral / booking / admission practices
•
Changes in clinical practice
•
Factors affecting overall length of stay (longer or shorter than expected)

It should be highlighted that there are several factors which need to be considered prior to their
wider interpretation:
•

•

•

Views expressed are those of clinicians in their discussions with iLab staff (i.e. a clinician
and an information analyst with experience of HES/PEDW). Interpreting these views
therefore as “correct” or “incorrect” should be done with caution. However, as a
representation of attitudes towards consultant-level routine data from the clinical
perspective, they remain an accurate record of issues to address.
Reasons for deviation of data from the expected were often traceable back to local
circumstance. However, for this very reason answers to some anomalies were not
possible to find. In such cases, clinicians were encouraged to investigate further upon
their return.
Attempts to quantify these data should also be performed with caution. Once
encountered, it was possible to then search across all presentations for particular issues.
The frequency of occurrence of some issues was such that specific mention is made of
this in Appendix 11. However their significance for one clinician may not have constituted
a problem for another and may not have been mentioned or noted, despite being
present. The issues outlined above in Table 11 and detailed in Appendix 11 are therefore
not meant as a record of all issues quantified by consultant, but rather a selection of
some of the problems encountered.
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•

•

•

•

Similarly, since iLab sessions were conducted over a seven month period, presentations
evolved over time (see Section 3.4) and the identification of surrounding issues along
with them. The fact that these issues were recorded by the clinical research fellow
means that the presence of observer bias must also be considered.
Some data quality issues unearthed came from retrospective analysis of five years’ worth
of data. Correspondingly some of these issues had clearly been rectified within this time
period. They were recorded however, due to the likelihood of the same problem existing
in other hospital departments, not represented in the intervention group sample.
Where activity has been under-estimated or over-estimated due to misallocation it stands
to reason that in many cases this will reflect the converse for another colleague for
whom the activity has also been misallocated. Where possible, categorisation of such
issues reflects the perspective of the iLab visiting clinician.
Due to interplay between categories, some issues described may be assigned to more
than one category, or appear in only one despite considerable overlap.

4.5 Physicians excluded from the study
As outlined in Section 4.2 a considerable number (19%) of the English and Welsh physicians who
wished to participate in the study were unable to do so because there was not enough activity
data held in their name on HES or PEDW. For these excluded clinicians a separate questionnaire
was designed (Appendix 12) and of the 212 sent out by email, 88 (42%) were returned
completed. There were 23 medical specialties represented in the sample of excluded physicians,
the most common groups being:
•
•
•
•
•
•

Genito-urinary medicine (15%)
Palliative medicine (13%)
Rheumatology (13%)
Dermatology (11%)
Clinical genetics (7%)
Neurology (7%)

Reasons for wishing to participate in the iLab study varied, with one third expressing a general
interest or willingness to help out with research. Approximately 20% of respondents wished to
access data for appraisal purposes, and a similar number expressed a desire to improve the
accuracy of central returns. Eleven clinicians specifically mentioned a suspected lack of data
held in their name as a reason to participate.
This latter view was upheld when the excluded clinicians were asked if they suspected there
would be little information about their practice on HES/PEDW; 64% replied “Yes”. When asked if
they knew of data being held in their name elsewhere, 63 clinicians (72%) also replied “Yes”. Of
these, over three-quarters stated that their trust information department held this activity,
which may reflect either locally held data not forming part of the HES/PEDW dataset (e.g.
outpatient activity), or an unawareness of the processes involved. Two-thirds of them held
activity on a stand alone departmental database (most commonly GU medicine and palliative
care); and approximately one-third each reported activity in a nationally-held specialty database
or simply collected their own data personally. Most respondents cited more than one source.
Excluded consultants were also asked about the distribution of their workload in terms of
inpatient and outpatient activity. Not surprisingly, they reported a high proportion of outpatient
activity (mean number of sessions per week 4.9; median 5; SD 2.27; Range 0.5 to 12), with a
much lower number of inpatient sessions (mean number of sessions per week 2.0; median 1; SD
1.94; Range 0 to 10).
When asked specifically about the provision of activity data for appraisal purposes, 64 physicians
(73%) stated that they had been asked to provide activity data in the past. The range of sources
they used to do so echoed responses to the earlier question concerning location of their data,
with the majority of these (53%) using their trust information department as a source of activity
data for appraisal. In addition, approximately a quarter each used departmentally-held
information or a personal database, while just 4 clinicians (6%) used data from a national
database held by their specialty group. Sixty-six (75%) of the physicians returning a questionnaire
stated that if their activity data were held on HES or PEDW they would be likely to use it for
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appraisal, with 3% stating that they would not and 17% saying they didn’t know (5% did not
provide an answer). In addition to using such activity data for appraisal, clinicians provided a
range of other potential uses for activity data (were their own held on HES/PEDW). A large
majority of the suggestions (61%) were categorised as supporting local service development,
resourcing or contracting. Other suggested uses included audit (20%); benchmarking against
others (14%); job planning (10%); and research (8%). Again, many clinicians provided more than
one suggestion.
Although 49% of respondents thought that their activity might possibly be incorporated into
HES/PEDW and 39% thought that their activity could be made accessible to the iLab, it was
apparent from the free text elaboration of these answers that at this point limited knowledge of
the relationship between the iLab and central data returns prevented many clinicians from
expanding with practical suggestions.
Finally, similarly to the three study groups, the question of confidence in central returns and
their ability to accurately reflect clinical practice was revisited and compared against initial
baseline responses (see Table 12 below).
Table 12: Within-group comparison of responses to “confidence in data” question for those excluded
Following your involvement to date in the iLab project, how confident are you that data routinely coded
for central returns accurately reflects your clinical activity?
Excluded Group Responders (n=88)
Baseline response (%)
Post-exclusion response (%)
no opinion
3 (3)
15 (17)
no confidence
25 (28)
44 (50)
not particularly
39 (44)
11 (13)
reasonably
8 (9)
8 (9)
confident
7 (8)
2 (2)
very confident
4 (5)
1 (1)
NB percentage totals may fall short of 100 where consultants have not provided an answer

Not surprisingly, after being informed of a lack of activity data held in their name on HES/PEDW,
this group of clinicians had less confidence in its ability to reflect their practice. In light of the
fact that 17% now stated they had “no opinion” towards this question and the lack of underlying
data on which to form an opinion, it was felt that performing statistical analysis by Wilcoxon
Signed Rank Test was not appropriate.

5 DISCUSSION
The iLab Project was established in order to address questions surrounding the use of centrally
held individual clinician data for the purposes of appraisal and revalidation. Through the sharing
and discussion of tailored activity data with consultant physicians it aimed to assess the impact
such an approach would have on attitudes towards the collection and validation of activity data
by clinicians at a local level. The in-depth discussion with each individual attending the iLab also
shed light on issues of consultant-level data quality, with specific reference to its suitability for
appraisal and revalidation. In conducting a randomised study comparing the collection of data by
clinicians either through use of the iLab or by their own means it was possible to measure the
costs, perceived benefits and acceptability of different methods of delivery of such data from a
clinical viewpoint.
Discussion of the findings concerns the internal and external validity of the study (Sections 5.1
and 5.2 respectively); points discussed as part of the independent evaluation and taken in
context of the study as a whole (Section 5.3); the qualitative data from individual clinician
interviews and the excluded group of physicians (Section 5.4); and limitations of the study
(Section 5.5).
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5.1 Set up and process
The processes involved in setting up the iLab at the School of Medicine, University of Wales and
conducting the randomised study are detailed in Section 3. Issues encountered during the setup
process are detailed in Section 4.1.
Project timescales were affected by more than one factor, leading to eventual extension of the
project life cycle. The most immediate of these concerned staff recruitment and retention, with
the information analyst post not being filled with a permanent member of staff until 4 months
into a proposed 12 month project, and three separate processes of recruitment for clerical
support. Unfortunately such factors are difficult to predict or control, while exerting a
substantial detrimental effect on progress.
Conducting the project centrally from university premises increased the security and
confidentiality challenges surrounding data access (although it is conceivable that setting up nonnetworked, secure internet connections in any large organisation will encounter difficulty). The
use of NHSNet-only applications (e.g. eSCRIPS, Consultant Enquiry System) for purposes of
research and information gathering & sharing was also hampered by working outside the NHS. As
described in Section 4, the process of installing an NHSNet connection within this environment
was lengthy, being completed only at the end of the study. This meant for the largest part of the
study iLab staff did not have access to these applications, and Welsh data (PEDW) was obtained
by CD-ROM sent by post, both of which raised their own unique problems.
The subsequent sharing of information with clinicians in contrast was relatively problem-free. As
can be seen from Figure 2 in Section 4.2, the majority of physicians chose to attend the Royal
College in London for their iLab session and this was facilitated by the use of web conferencing
software (Claripoint27) which satisfied security and confidentiality protocols and worked without
fault. The fact that there was a considerable drop-out rate once participants were informed that
they must attend either Swansea or London for their session (452 of 798) raises the question of
providing the service on a wider basis (something which is technically possible with Claripoint).
However, the sharing of sensitive data items requires a secure environment in which to receive
and discuss these and the practicalities of ensuring such conditions (for example in a hospital
environment) were outside the scope of this project. Consultant views on access and a more
complete discussion of alternatives can be found in Section 5.3.
The process of recruitment was incomplete, reflecting omissions from the workforce database
supplied by the Royal College, which were subsequently resolved (outside of project timescales).
This fact should not detract from the interpretation of results since demographic measures for
the 250 uninvited physicians did not differ from those participating (see Table 2). Overshadowing
the omission of what constituted 4% of physicians in England and Wales was the significant
underestimation of both how long the preparation of each individual consultant’s data would
take and how many consultants would respond positively when initially invited to participate in
the study. In England and Wales it was possible to include only 175 clinicians (15% of 1160 wishing
to participate) directly in the iLab study. While the literature proposes that a lack of clinician
engagement is one of the biggest hurdles to achieving better routine data quality28, these figures
suggest that the levels of clinician interest are there if an opportunity for engagement is offered.
The iterative nature of the iLab sessions meant that the format of content presented to clinicians
differed slightly from visit to visit over the 7 month period during which they were held. By
engaging the participants not only in the presentation and discussion of their activity data but
also in the subsequent development of queries relevant to their specialty, presentations given
towards the end of the study can be considered to have been more refined in content when
compared with earlier presentations. This fact should be considered when interpreting the
statistical analysis of quantitative data. Since study objectives included supporting clinicians in
their information needs and developing relevant queries of HES/PEDW from a clinical perspective
it was felt more important to attend to these issues than to stymie the evolution of queries in
order to ensure rigorous standardisation for the purposes of the randomised study. As previously
described in Sections 3.4 and 4.4, resource limitations dictated that the recording and analysis of
27
28

http://www.claripoint.com/public/products/vista_overview.php
Audit Commission. Information and data quality in the NHS: key messages from the three years of
independent review. London: Audit Commission, 2004.
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qualitative data from consultant interviews was conducted by iLab staff, potentially introducing
observer bias. Ideally, interviews would have been recorded, transcribed and analysed by
independent observers of these sessions.
Other aspects of research methodology were handled rigorously. Ethical approval was gained
from the Royal College Ethics Committee; consent was obtained from all consultant participants;
care was taken to avoid contamination between groups; and questionnaires were developed by
consensus and then piloted on a suitable user group before undergoing further editing prior to
use in the study proper. The cost-benefit analysis was conducted by an independent group of
health economists. However, in attempting to prevent bias through the conscious isolation of the
evaluation team from the daily workings of the iLab, the reporting and interpretation of
quantitative results were subsequently made in the absence of context gathered from discussions
held by iLab staff with participating and excluded consultants. This is discussed in the costbenefit report (Section 5.3). Specific limitations of the study are discussed in Section 5.5.
Regarding the internal validity of the experimental groups, examination of their characteristics
revealed no real differences between those in the intervention and control groups following
randomisation, although there were marginally more male participants in the control group. More
specifically, their experiences of using activity data for appraisal and their confidence in the
ability of centrally held data to reflect their clinical practice did not differ significantly,
suggesting that changes observed between pre- and post-intervention can be attributed to their
experiences during the study.

5.2 Generalisability of results
The demographic characteristics of consultants engaged in the iLab project are outlined in
Tables 1 & 2, Section 4.2. As mentioned above, 4% of the physician population from England and
Wales were omitted from the original invitation, although their characteristics did not differ
from the remainder. It is worth highlighting again the response rates to the original invitation in
light of the fact that prior to the study there are no reports from HES or PEDW of individuals
approaching them directly to obtain their activity data: in England and Wales 19% of those
invited wished to be included in the study. Seventy-one percent of these however reported
providing activity data in the past for the purposes of appraisal, with approximately half using
their trust information department and one quarter each providing their own collected data or
departmentally-collected data. Despite most having little or no confidence that centrally-held
data reflected their clinical practice, the levels of interest in the project suggest a willingness to
engage.
Looking specifically at the characteristics of those who initially expressed an interest in the
project (n=1160) compared with those who did not (n=4942), there was little difference in the
mean age of consultants, suggesting that the nature of the project was not perceived as a
barrier to any particular age group. There were concerns that providing access only from
Swansea and London would limit the numbers wishing to participate, and this is supported by
those who dropped out after they were informed of this fact by email. Thirty-eight percent of
clinicians who provided a reason for doing so cited “cannot travel to Swansea/London”.
However, examination of the estimated mean travel times for those who remained willing to
participate (n=346) and those who did not (n=452) reveals no difference, suggesting that the
sample of physicians who did remain involved in the study can be considered as representative of
the wider physician population in England and Wales. This view is reinforced when regarding the
geographical distribution of consultants still interested in participating once they had been told
the two centres of study were Swansea or London (see Figure 1c, Section 4.2).
Examination of Table 2 reveals that all specialty groups were represented in those wishing to
participate and providing completed baseline questionnaires. Subsequent randomisation of those
who had enough data to participate resulted in a representative spread of clinicians across most
medical specialties in both intervention and control groups. Similarly, for those who were
excluded from the study, responses were obtained from almost all specialty groups. Therefore
the views expressed in follow-up questionnaires can be cautiously extrapolated to the wider
physician population of England and Wales. Fifty percent of Scottish consultants who returned
follow-up questionnaires were general physicians; however this reflects the fact that general
medicine was the named specialty of 55% of Scottish consultants originally invited.
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5.3 Independent analysis of costs and perceived benefits
As mentioned in Sections 3.5 & 5.1, to minimise the effects of observer bias the cost-benefit
analysis was conducted independently from the day to day work of iLab staff. Results and their
discussion therefore occurred in isolation from other results uncovered during the study, most
notably the qualitative data from consultant interviews and the opinions of excluded
consultants. What follows here is a discussion of the cost-benefit results considered in light of
the study results as a whole and presented as a series of questions relating to the project aims
and objectives (Section 2.2). Regarding these, it is worth highlighting that the short timescale of
the project precluded any direct measurement of improved patient care or actual changes in
clinical practice.

5.3.1

What were the costs of the iLab as compared with alternatives?
The total cost of the iLab for the one year period was just under £130,000, with the largest
element (71%) being attributable to staff costs. During this period of setup and evaluation
the iLab was limited in the number of clinicians it could accommodate as the provision of
tailored analyses for individual clinicians proved to be highly resource intensive. If interviews
were extended beyond this period of evaluation it is likely that the numbers seen would
increase, making the per-user cost fall. Whether or not this represents good value for money
depends on what is achieved for this cost and how this compares with the perceived benefits
of the alternatives, as explored in Sections 5.3.3 and 5.3.4 below.
At the time of writing current alternatives to the provision of consultant-level HES & PEDW
data are few. In England, following the period of the iLab project, a new Consultant Enquiry
System (CES29) was launched in April 2005. The CES is available over the NHSNet for all
English consultants to access the activity held in their name on the HES database between
2002-04. Pre-defined reports are generated in table or graph format and individual volumes
of activity can be compared against trust and national figures. The service provided is very
similar in format and function to eSCRIPS, the online tool available to Scottish consultants
which was included in the evaluation of the iLab. In Wales, a similar application (ePEDW) is
in development, yet while it is available to hospitals it does not currently allow enquiry down
to consultant-level data.
Since they are stand alone web applications, neither eSCRIPS nor CES provide assistance,
discussion or interpretation of activity data with clinically trained staff. This clinical
engagement can therefore be considered as one of the unique features of the iLab when
making comparisons. Directly comparing monetary costs of these applications with those of
the iLab is outside the scope of this project. (An attempt was made to cost the eSCRIPS
facility but was not possible, see page 11 of the cost-benefit report for details.) However, by
including Scottish consultants/eSCRIPS in the project evaluation, a measure of the perceived
benefits for users of a stand alone web based facility for accessing consultant-level data is
possible.
Another alternative is to provide nothing in addition to what is already available, a scenario
which is akin to the clinicians in the control group. The degree of local consultant-level data
(i.e. directly from patient administration or hospital information systems) already provided
by different trust information departments varies: 48% of physicians in England and Wales
reported providing such activity in support of their annual appraisal. In the context of the
iLab evaluation the cost of such a ‘service’ should be considered as minimal or non-existent.
None of the consultants in the control group reported any monetary costs associated with the
task, and there was no appreciable difference in the time spent attending the iLab
(intervention group) or finding information independently (control group). The time cost for
the eSCRIPS group was significantly lower than these two, suggesting that a web based tool
for obtaining data confers an element of convenience not currently offered by the iLab or
sources used by the control group.

29

http://www.ic.nhs.uk/ces
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5.3.2

How did clinicians perceive routine activity data prior to the study?
Attitudes towards the use, validation and quality of routinely collected activity data were
obtained from 20% of all physicians in England, Wales and Scotland (1331 consultants
returned the baseline questionnaire). From demographic characteristics this sample can be
considered as representative of the UK physician population.
The views expressed are cause for concern. Despite more than one-third stating that they
had in the past used local PAS data in support of their annual appraisal, evidence of
engagement in the process of its validation was lacking, with 70% never or rarely seeing the
coding of inpatients or day cases for their own patients and a large majority (>80%) reporting
no communication with coding staff regarding data held in their own name. What is also clear
is that consultants have very little confidence in centrally held data and its ability to reflect
their clinical practice: 81% had either no confidence or were not particularly confident that it
could do so when asked.
Together these provide evidence in support of a vicious circle of poor data quality – central
returns data are perceived as being inaccurate and unable to support the needs of the
individual. Clinicians remain disengaged from the use and validation of these data, and so
their accuracy remains unchanged through neglect. This view is further evidenced when
examining participants’ reasons for their level of confidence (Table 7, Section 4.3.2). The
greatest number of clinicians to be reasonably confident or confident in the data provided
answers which reflected engagement with the process (e.g. good communication with their
information/coding department; clinician coding; clinical validation of coding). On the other
hand, a lack of engagement was related to being not particularly or not at all confident.
Other common reasons for low levels of confidence reflected inaccuracies (as evidenced by
audit against other data sources); a lack of confidence in clinical coding (be that due to
perceived inaccuracies, identified resource issues or poorly detailed source data); and the
misallocation of data to themselves or others – issues which can in the most be addressed
locally.
Many respondents however also highlighted wider problems with the dataset itself which are
beyond their control, stating that in its current form it failed to reflect clinical practice due
to the inherent complexity of medical care, new ways of working and the inability to record
all areas of clinical activity. These latter reasons attest the fact that central returns data
were not originally designed with measurement of the individual clinician’s activity in mind.
A more complete discussion of clinician views on the data itself can be found in Section 5.4.
Of particular interest are the results from Scotland, where a web based service providing
consultant-level activity data based on central returns is available to all. Despite this, 86%
stated they were not particularly confident or had no confidence that SMR-01 data reflected
their clinical activity. Although not specifically asked at baseline whether they had used
eSCRIPS, examination of reported data sources for appraisal and free text responses revealed
at least 48 of 140 as having experience of the application. Of these, 80% were still not
particularly or not confident about its accuracy, suggesting little difference in attitudes
between those who have used eSCRIPS and those who haven’t. If, as suggested above,
confidence is higher in consultants who feel engaged with the process, then these results
imply that providing end-data without support is not engagement.

5.3.3

Did the iLab support clinicians in their information needs?
All consultants who had adequate amounts of data on HES/PEDW to warrant inclusion in the
intervention group were provided with a measure of their activity for discussion. This
involved contact prior to the session in order to establish specific information needs and
suitable benchmarks before iLab staff obtained and presented the data to them. Following
these sessions 68% of iLab consultants said they would use some or all of the data to support
their next appraisal. This compares with 77% of the control group and 81% of the eSCRIPS
group. On the face of things, all three experimental groups had their information needs met
by participation in the study, irrespective of intervention from the iLab.
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However, a closer look at the success of the control group in obtaining information reveals
only 41% of those assigned to the group attempting the task and just over one quarter (28%)
obtaining the information they sought. Those who did, clearly intended using it subsequently.
Roughly half found the task easy and half difficult, and 62% of the control group would have
valued assistance in the task, suggesting that a lack of local support may go part way to
explaining the relative lack of interest and success. For Scottish consultants – with eSCRIPS
available online – the figures attempting and succeeding are even lower: 19% and 14%
respectively. Why this should be is not clear, but may reflect the fact that routine data has
been readily available to them for 2 years and formally revisiting it may have been deemed
unnecessary. Only 25% of Scottish consultants returned a follow-up questionnaire.
A more telling measure of whether consultants’ information needs were served by the various
methods is the result of asking participants about how the study affected their view of
HES/PEDW/SMR-01 data. For the control and eSCRIPS groups just 5 clinicians in each (9% and
19%) found the information to be more useful than they originally thought. Of those being
engaged by iLab staff, the number of clinicians reporting an increased perception of
HES/PEDW utility was 35 (75%). Responses from clinicians in the control group who were
unsuccessful in obtaining the information they sought may shed some light on these
differences: without direct engagement many of those who did obtain some data found it to
be “meaningless” in the way it was presented. Preconceptions about poor data quality are
reinforced by a negative knee-jerk reaction to it, there is a continued failure to engage, and
the vicious circle is perpetuated. The information obtained is essentially the same as that
used by the iLab – with the same errors and omissions – but by presenting it in a clinically
intuitive fashion, with explanations as to why errors might be present, and how these can be
attended to locally, perceptions of the usefulness of the data are significantly improved. In
terms of attitudes, it seems highly plausible that those clinicians with the most deeply
entrenched negative opinions concerning hospital activity data could have the most to gain
from becoming more engaged in the surrounding processes.

5.3.4

Did the iLab increase awareness and interest in data usage and validation?
The role of clinical engagement in breaking the cycle of poor data quality has already been
mentioned. This is unequivocally supported by the results from questions which assessed
attitudes towards routine data following participation in the study. As reported in Section
4.3.3, there were large differences demonstrated by clinicians using the iLab when compared
with the other two groups. It was shown to significantly increase:
•
•
•
•
•

Clinician awareness of the data collection process
Willingness to contribute to data collection/validation at a local level
The intention of clinicians to contact their local information department about the
data held in their name
The likelihood of future monitoring of consultant-level data quality
The likelihood of changing future practice

Possible reasons for these sizeable shifts in attitude have been discussed in part above.
Another factor which deserves mention is the use of the Royal College of Physicians (RCP) as
a conduit for recruiting physicians and presenting the data through the iLab. Although
opinions were not formally evaluated, it was gathered from interviews that representing
clinicians through the work of their professional body is likely to have contributed to levels of
interest and support. Acting as independent, intermediary commentators on each clinician’s
data is one tenable reason for such profound shifts in attitude when compared with the
control/eSCRIPS groups. Due to the educational nature of iLab sessions it was also possible to
offer participants CPD (Continuing Professional Development) accreditation for taking part.
The same was offered to those in the control group for their time spent on the information
gathering task, seen by the College as an integral part of an individual’s reflection on their
clinical practice.
Within-group comparisons of responses to the same questions posed at baseline and follow-up
also shed light on the effects of participation in the study (Table 10). For the intervention
(iLab) group and those in the control/eSCRIPS groups who attempted the task there was a
strongly significant increase in the desire to see the coded episodes of patients under their
care following participation in the study. This is an encouraging result, suggesting that
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merely showing clinicians their activity data - irrespective of engagement – stimulates their
interest in its validation. However, the magnitude of this interest and the likelihood of acting
upon it were much higher in the intervention group, as evidenced by a significantly larger
number intending to contact their trust information department and also stating they were
more likely actually to monitor the quality of data concerning their patients.
The effects of engagement were apparent also in levels of confidence concerning the ability
of routine data to accurately reflect clinical practice, measured before and after
participation in the study. For the control group (finding their own data) and the eSCRIPS
group (provided with data but no clinical support) there were no changes in levels of
confidence which, on the whole, remained low. For the intervention group there was a small,
but significant (p<0.05) increase in confidence following their visit to the iLab. Taken in the
context of baseline reported reasons for confidence levels (Table 7), this slight change in
attitude is understandable. Engagement (or lack of it) is just one of the reasons why
clinicians hold the views they do. By presenting them with tailored analyses and discussing
their data in detail there is a shift from “Lack of engagement” to “Engagement with
process”. However, the underlying data remains the same – it still has errors and omissions;
there are still concerns about dataset limitations, the quality of coding and the source data;
misallocations of activity are still present. The marked increases in awareness, interest and
willingness described above should not be seen as an endorsement of the underlying data,
but more as a measure of their enthusiasm to embrace change and take much needed steps
towards improving data quality through clinical engagement.

5.3.5

How can activity data most effectively be made available to clinicians?
For progress to be made, clinicians require access to the activity data held in their name.
Several alternatives were outlined in Section 5.3.1 above, namely face-to-face provision of
data (comparable with the methods of the iLab); online access to data (comparable with
eSCRIPS and CES); and local provision of data (comparable in part with the successful
members of the control group).
Clinicians who had visited the iLab were asked for their views concerning access and support
in light of their experiences30. It was encouraging to find that none of the 47 said they did
not wish to see activity data held in their name. Not surprisingly, visits to London or Swansea
were not the most popular means of access to the data, with just 17% choosing this option.
The majority wished to receive data on a CD (34%) or have access to data from a PC
anywhere (38%). The convenience of the latter is hard to understate, and is reinforced by the
significantly lower task time reported by the eSCRIPS group. However, it should be stated
that these responses were chosen from a list rather than supplied through free text. With
hindsight it would have been useful to elucidate further how clinicians envisaged online
access working in practical terms (since this answer could apply to both web-conferencing
using Claripoint and a purely online resource such as eSCRIPS/CES).
All participants in the intervention group envisaged some level of support to be necessary
when regarding their activity data. However, while all but one stated that the assistance
from iLab staff was “very helpful”, only 11% thought face-to-face engagement would be
required as a means of support for future users of routine data, with most (49%) choosing
“support from iLab staff and local information departments as and when required” as their
preferred means. This suggests that face-to-face engagement may be simply too inconvenient
to devote time to from a busy clinical schedule. More than one consultant in the intervention
group voiced concern that increasing non-clinical commitments in general were jeopardising
the amount of time available for clinical duties.
Considered in the light of results from the other follow-up questions, the best method of
making data available to clinicians (with a view to improving data quality) would be one
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It should be noted that the issue of support was confounded somewhat by the fact that in answering the
question “what level of support do you think would be most appropriate for consultants (with no prior
experience of iLab) interpreting their data in this way?”, iLab consultants had already been through
the process of engagement and education (i.e. they could no longer answer the question as a ‘naïve’
user). This may have led respondents to suggest a lower level of support required from that which
might be desired by a truly naïve user of HES/PEDW data.
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involving a high level of engagement – for it is this which enthuses them to become involved
locally and confers the benefits described above. At one end of the spectrum we have a
model such as the iLab, which attends to the information needs of the individual and engages
successfully but can do so only in small numbers, being resource intensive for both staff and
visiting clinicians. Because of its inherent two-way flow of information, this model also
provides a rich source of information concerning clinician views on secondary uses of data,
such as those discussed in Section 5.4 below. At the other end of the spectrum we have an
online tool such as eSCRIPS or CES, which is available to all at their convenience, but which
cannot anticipate or react to individual problems nor provide the clinical support which
seems so important if benefits are to be realised. Is there an alternative somewhere
between?
If the main objectives of data provision are to support clinicians’ information needs and
promote involvement at a local level with a view to improving data quality, then access to
the data at a local level may be the answer, as long as a degree of support and explanation
are provided in addition. Sixty-two percent of the control group stated that they would have
valued assistance with the task, and with this it is likely that the benefits demonstrated in
the intervention group would also start to be seen. While this situation is clearly not the
norm across trusts, anecdotal evidence from participants in the intervention group suggests
that the supported provision of consultant-level data prior to an individual’s annual appraisal
does occur in some areas. There are obvious implications, not least the staff time required at
a local level to prepare analyses and discuss data with clinicians. A considerable change in
culture would be required and a mutual understanding of responsibilities between clinicians
and clinical coding staff would need to be fostered. Yet investment in these local resources is
long overdue31 and with payment by results currently being implemented across England, the
critical role of clinical coding staff and the need for clear communication with clinicians has
been highlighted as imperative for it to succeed32.
A number of consultants in the intervention group (28%) saw workshops run by iLab staff as
the best means of support in the interpretation of routine activity data. Such a solution could
be extended to include information and coding staff, to provide details of analyses and
support the process of culture change while continuing to represent clinicians by conducting
such activities through their professional body. This approach would itself attract resource
implications but may constitute an option which falls mid-way between a face-to-face service
and an online tool, while precluding neither.

5.4 Qualitative data analysis & physicians excluded from the study
The project objectives concerning the highlighting of data quality issues and the information
requirements to support consultant appraisal and revalidation are best addressed through
discussion of the qualitative data obtained during consultant interviews with the intervention
(iLab) group (see Section 4.4 and Appendix 11 for details of the qualitative analysis). Again,
these are presented as a series of questions relating to project aims and objectives. It is worth
mentioning in context of the discussion preceding, that such valuable insights are not readily
acquired in the absence of face-to-face engagement of clinicians. It is also worth repeating that
the views obtained are unique, in that they are from a clinical perspective, and should not be
rigidly interpreted as “correct” or “incorrect”.

5.4.1

What are the issues surrounding the local collection and clinical validation of activity data?
A considerable number of issues can be seen to have arisen from a relatively small number of
clinicians directly engaged in the discussion of their activity data (i.e. the 47 in the
intervention group). Some of these issues arose in isolation, however for others issues it
became apparent that the majority of clinicians’ data exhibited common problems. Issues
raised reflected most aspects of the information flows for APC data, from source
documentation, through ward returns, administrative and clinical coding of data and its

31
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The report of the public inquiry into children’s heart surgery at the Bristol Royal Infirmary 1984-1995:
Learning from Bristol (Cm 5207) London: The Stationery Office, 2001.
Audit Commission. Early lessons from payment by results. London: Audit Commission, October 2005.

iLab Ph1PCR v2.2
Date: 13/10/2006
Author: Giles P Croft

32

subsequent validation. If these views are to be considered as representative then the causes
of poor data quality are endemic.
In identifying causes, a comparison can be drawn with the reasons clinicians gave on the
baseline questionnaire when asked how confident they were that central returns accurately
reflected their clinical activity (see Section 5.3.2). Some problems reflect a lack of
engagement and the gap which currently exists between clinicians and the processes which
result in central returns. These problems can be attended to locally. However, others reflect
the inability of a dataset designed more than 20 years ago (for managerial and administrative
purposes) to reflect 21st Century clinical practice at the level of the individual. This should
come as a stark warning to those involved in designing and developing national electronic
health records: if clinicians are to be engaged in the uses of data for secondary purposes,
their information requirements need to be addressed at the earliest opportunity. The value
in obtaining such data as a by-product of clinical practice has been made clear31 and is hard
to overstate. Without this goal, administrative and clinical data collection will continue to
diverge; a process described by Kennedy in the Bristol report as “wasteful and
anachronistic”.
From the qualitative data gathered during the course of the study it can be seen that data
quality issues first arose in advance of clinician visits, during the extraction and preparation
of consultant-level data. Problems were highlighted in obtaining an individual’s data due to
consultant code inaccuracies with three of the 47 participants. While this may seem a small
number, simply extrapolating this proportion up to the UK physician population would leave
more than 400 consultant physicians theoretically encountering difficulty in finding their
activity on HES/PEDW if unaided. In querying HES and PEDW for invalid consultant (“C”)
codes33, a total of 522,436 FCEs were found between April 2002 and March 2004, however the
inaccuracies discovered in the study can be considered as additional to these since they
concerned a duplicate name, a transposed digit (mapping to a valid code) and an absent
consultant. These fundamentals require validation at source before being submitted centrally
if consultant activity is to be represented reliably and in its entirety.
The obtaining of meaningful comparison data for clinicians before their visit to the iLab was
also complicated by data quality issues. Local, intra-departmental comparisons were mostly
valid, especially when colleagues for benchmarking were requested by name. However,
attempting to use the main specialty (MAINSPEF) or treatment function (TRETSPEF) codes to
obtain a relevant group of clinicians for wider comparisons proved almost impossible due to
the erratic recording of these data items. No logic was observed in the use of general
medicine as opposed to a medical sub-specialty code for individuals’ activity submitted to
HES or PEDW, making benchmarking by specialty for attributes such as length of stay or
overall activity counts meaningless. Although activity may stem from a particular department
within the hospital, the assigning of a specialty for individual episodes of care (i.e.
TRETSPEF) is an onerous task and one in which consensus is unlikely to be reached even at a
clinical level. Similarly, assigning a single specialty to a consultant (i.e. MAINSPEF) is
complicated by the range of activities in which each individual is engaged and increasing subspecialisation. From practical experience it was concluded that the specialty code(s) should
not be used when examining consultant-level data for the purposes of comparison, but rather
specific diagnoses or procedures should be used as a more accurate measure.
A lack of data validation by clinicians was evident across many of the issues raised during
discussion and reflected in low levels of clinical confidence in the data. Simple problems
easily solved locally yet with repercussions were identified, such as lengths of stay extending
beyond 365 days due to a failure to switch off episodes of care locally. Although not part of
the APC dataset, waiting times for treatment and appointments for individual clinicians are
generated locally and available freely on the internet. The majority of clinicians in the study
found issue with these figures, where accuracy not only of the times but more importantly
with the consultants represented and their supposed specialty fell short of what they
perceived as necessary for patients to make informed choices. Invalid or incomplete clinical
coding has long been a measure of data quality in the NHS, with the latter potentially
33

Including all consultants from all specialities working in England and Wales represented on the database
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reflecting poor coding practices or more likely poor source documentation. Along with the
clinical perception of inappropriately coded episodes of care; the under- and over-estimation
of activity; and the misallocation of data to one clinician or another, these are all areas in
which major improvements could be made by establishing routine channels of communication
between doctors and clinical/administrative coding staff. Only by using the data will this
invaluable feedback be provided and the cycle of poor data quality be broken.

5.4.2

Can centrally held routine data be used to support consultant appraisal & revalidation?
Consultant appraisal became a contractual requirement from April 2001 and through the local
provision of feedback on performance, consideration of personal progress and identification
of developmental needs it has the primary aim of assisting doctors in achieving or
maintaining excellence34, 35. The content of appraisal is based on the core headings set out in
the GMC’s Good Medical Practice36. Two of these are Good clinical care and Maintaining good
medical practice, both of which can be supported in principle by the consideration of activity
data pertaining to the individual. Following publication of the fifth report of The Shipman
Inquiry37 the structure and methods of revalidation are currently under review38, however it
remains highly likely that the appraisal process will play a central part of this process for
doctors working in a GMC-approved environment39. While appraisal is a formative process
conducted to reflect on local practice, revalidation is more likely to involve summative
measures of practice taken in the context of wider comparisons.
Neither has stipulated exact requirements in terms of personal activity data: clinicians in the
intervention group reported a large variety in local practices concerning the detailed content
of their appraisal portfolios. What is central to both is an examination of an individual’s
practice, and this study aimed to assess whether the provision of routine activity data
(HES/PEDW) concerning individual clinicians would contribute quality to the process. Once
again results highlight the fact that while meaningful data can be obtained, such a use is
outside the original scope of these datasets – they were not designed to examine individual
clinical practice. Investigations such as the Bristol Inquiry29 and those conducted by the
Healthcare Commission40 have found HES data to act as a reliable marker of possible poor
performance; as a starting point for further examination, especially where practice is
procedure-based. Yet the myriad issues raised by physicians in this study suggest that it is not
possible to assume these data are robust enough to make service-wide comparisons regarding
the practice of individual doctors.
Appraisal is an annual process and up to date information on practice is a requisite. The
current data flows in the health service rely upon the manual extraction of information from
patient notes, coding, submission, cleaning and refreshing – all of which understandably take
time. A time lag of 9 months was observed between the end of the financial year and the
availability of fully operational data using the methods described in Section 3.1 above. The
use of provisional data led to anomalies at the individual level. Again, the argument for
obtaining secondary uses data as a by-product of clinical practice is reinforced. The patient
record is a clinically-validated repository of information, and the future potential of
electronic systems to support the production of timely secondary uses data needs exploring.
This view is supported when considering the patient record holds details of all clinical
activity (as compared to the APC minimum dataset). Nearly every consultant visiting the iLab
commented that what they were being shown reflected only a small part of their practice:
outpatient activity; the work of other members on the consultant team; ward referrals; ward
attenders and community work were absent. With an increasing trend towards ambulatory
care, for many clinicians the true measure of their specialist activity occurs in the outpatient
department, while inpatient activity depends more on “what comes through the door” of the
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NHS Executive. Consultants' contract: annual appraisal for consultants. London: NHS Executive Advance
Letter (MD) 6/00, 2000.
Royal College of Physicians. Consultant appraisal in the NHS: guidance for appraisees and appraisers.
London: RCP Education & Training Department, 2002.
General Medical Council. Good Medical Practice. London: GMC, 2001.
http://www.the-shipman-inquiry.org.uk/fifthreport.asp
Department of Health. Medical revalidation scheme to be reviewed. London: DH Press release notice
2004/0453, December 2004.
General Medical Council. Developing risk-based regulation: progress report. London: GMC, 2005.
For example http://www.healthcarecommission.org.uk/_db/_documents/04011736.pdf
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emergency department. When examining individuals’ data, procedures occurring outside of
the day case unit (i.e. on the wards) were often not recorded centrally or misallocated, and
in some cases large numbers of day cases were recorded without procedure. The explanation
for this is not clear, but the presence of such uncoded activity has implications for payment
by results.
If information to support appraisal and revalidation is to be obtained from central returns
then central returns need to reflect more completely the activity of clinicians. This is
especially true for the 23% of all UK physicians whose activity is not represented on
HES/PEDW at all (see Appendix 13 for details). Reports would suggest that their activity is
being captured, but not necessarily all in one place. The current system does not meet the
information needs of the individual clinician, and this encourages the further development of
individual, isolated datasets from which wider comparisons are not possible. For the purposes
of appraisal, such stand-alone sources of information may meet local requirements; however
for revalidation in the national context it remains to be seen whether nationally validated
supporting information will be required.
The issue of valid comparisons harks back to the problem of the individual. Can we be sure
that consultant-level data held centrally is a representation of the individual’s activity? The
consultant code on HES/PEDW is meant to reflect the activity of the “consultant team”, with
the named consultant taking overall responsibility for the patient’s care through the work of
all those team members (i.e. junior doctors, nursing staff and allied health professionals).
However, with new ways of working there were several instances of consultant physicians
having no input into a patient’s care (i.e. not being the primary responsible clinician) while
activity was still assigned to them. The same goes for periods of leave and cover by locum
doctors – in one case a clinician in the armed forces was working abroad for extended periods
while the activity of the locum consultant covering his work was all allocated to the first
consultant in his absence. There were many such examples of wrongly allocated data and
unrecorded transfers of care which have been detailed in Section E of Appendix 11. Another
concern raised by clinicians in the study was the issue of team working. This refers to the
sharing of responsibility for a single patient’s care between all consultant physicians in the
department or team, with day to day decisions being taken by a number of clinicians. It can
be seen that assigning activity to an individual for the purposes of appraisal and revalidation
is far from straightforward. Using current methods it is sometimes inaccurate, sometimes not
possible. The possible impact on this problem of role-based access to an electronic patient
record in the future needs exploring. If it is possible to reflect accurately those present
during decision making and also senior members nominally responsible for overall care, some
of these issues may be attended to.
Finally in this section the issue of distorting factors should be mentioned. The provision of
clinical care is hugely complex, constantly changing and locally tailored. Scrutinising an
individual’s activity data in its current form and making wider judgements without the
knowledge of underlying local practices is a practice which most often leads to
misinterpretation. Huge variations in activity were seen during the study for clinicians
nominally offering the same specialty practice. Local variations in working patterns, coding
practices, referral and discharge policies, clinical practice, population casemix, provision of
social services, the availability of specialist care, staffing changes, the running of clinical
trials – all of these differences are reflected in the underlying activity data. While examining
such data locally between clinicians may be a useful adjunct to the appraisal process for
some, using centrally held activity data for national comparisons at the level of the individual
consultant is not recommended.

5.5 Limitations of this study
The iLab project aimed to answer specific questions concerning the provision and use of
consultant-level routine activity data with regard to the processes of appraisal and revalidation.
It did not address issues concerning the use of such data for other purposes, for example
performance monitoring, job planning, service development, audit or research. Nor did it obtain
or formally analyse information concerning local processes of data collection and validation
(although aspects of these were raised in consultant interviews). These were considered beyond
the scope of the project. As previously mentioned in Section 5.3, project objectives concerned
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clinician attitudes and intentions - it was not possible to measure actual changes in clinical
practice or patient care.
The study was conducted with consultant physicians only, and results cannot simply be
generalised to include all other doctors working in a hospital environment. One observation from
the study is that even within the same medical sub-specialty there was considerable diversity in
practice which was reflected to a lesser or greater extent in the resultant activity data. For
other specialties some of the issues identified here may be less common (for instance the
problems encountered in this study with the accurate and complete recording of procedures for
physicians is unlikely to be as large a problem with the surgical specialties), but each new
specialty is likely to raise its own unique data quality issues. Nonetheless, the physician
population constitute a significant proportion of the medical workforce within secondary care
and some data quality issues and views on appraisal are likely to overlap considerably with those
of other specialties.
Regarding sample size, approximately 96% of the physician population from England and Wales
were invited to attend, 20% provided baseline data (as described in Section 4.3.2), 18% wished to
participate in the study, 3% were randomised to one of the experimental groups and 47
physicians (1%) from 15 different medical specialties were interviewed as part of the iLab
intervention group. Demographic data (Section 4.2) suggests these groups are representative,
however views expressed in the three experimental groups and the results of statistical analysis
should be interpreted in the context of these numbers and care taken when widening views as
representative of the whole physician population.
Participants were self-selected and may therefore represent a group of clinicians already with a
particular interest or experience in this field, although responses to the baseline questionnaire
and conduction of consultant interviews revealed a range of experience across the whole
spectrum, suggesting that the topic is of concern to all.
Following the initial letter sent to clinicians, the remainder of the study was conducted through
electronic media: all communication was by email with supporting documents attached and
questionnaires were designed as forms (with macros) to be completed electronically, saved and
returned by email. This is likely to have posed a barrier to participation for some, and in part
may have contributed to the drop out rate following the ‘further information’ email (798 were
sent, with 302 or 38% receiving no response). Of note also is the number of clinicians who
returned a baseline questionnaire with no email address (48 or 4% of 1160 wishing to participate
in England & Wales), despite this being highlighted as the preferred method of contact. Incorrect
email addresses were followed up by phone and re-sent where possible, but those not supplying
an address were excluded. The impact of these observations on the representativeness of the
sample and subsequent generalisations should be borne in mind.
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6 CONCLUSIONS AND RECOMMENDATIONS
6.1 General conclusions
I.

The research underlines the fact that one of the reasons for poor data quality is a lack of
clinical involvement in the collection, validation and use of HES/PEDW. Without
improvement in this area, their value in supporting a wide variety of NHS activities
(including financial planning) will remain limited.

II.

The research has identified limitations in the current design of hospital episode data,
when they are used for purposes outside of their original scope. In attending to this
problem in both the short and the longer term, concurrent actions are required to:
a. improve the quality of data currently collected for hospital episode statistics
b. develop new clinical information systems and processes to provide clinically
meaningful measures of activity and performance

6.2 Conclusions regarding clinical engagement and perceptions of HES/PEDW
III.

Physicians’ confidence in the ability for routinely collected activity data to accurately
reflect clinical practice is low [Sections 4.3.2 & 5.3.2], due to:
a. a lack of clinical engagement in the processes of data collection & validation
b. inaccuracies in the data (perceived or real)
c. a lack of clinical depth and relevance of the data collected
d. the difficulty in accurately and comprehensively assigning all clinical activity to an
individual clinician

IV.

Many inaccuracies in HES/PEDW identified by physicians could be attended to by
formalising communication channels between doctors and clinical & administrative
coding staff locally [Section 5.4.1]

Recommendations
•
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The iLab should continue to encourage clinicians to engage with trust
information/coding departments in order to:
o

use the data collected for their own purposes

o

validate the results of clinical and administrative coding locally

•

Trust information/coding departments with responsibility for collecting
consultant-level data should share this coded activity with consultants
at a local level on a regular basis

•

If the HES/PEDW datasets were to become more clinically relevant in
order to accurately reflect practice, they would require expansion

•

The appropriateness of assigning data to individual consultants on
HES/PEDW needs to be reviewed in light of current working practices
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6.3 Conclusions regarding the provision and support of HES/PEDW for clinicians
V.

Provision of clinically meaningful analyses of HES/PEDW with explanation and support
confers many benefits, in terms of clinical awareness and involvement in local coding
practices [Sections 4.3.3 & 5.3.4]

VI.

Without local support, few physicians are successful in obtaining the activity data they
require for use in consultant appraisal [Section 5.3.3]

VII.

Physicians wish for convenient access to their activity data, with expert support, as and
when required [Sections 4.3.3 & 5.3.5]

VIII. The electronic provision of consultant-level activity data without support does not confer
the benefits that are seen if the data are provided with clinical engagement [Sections
4.3.3 & 5.3.2]

Recommendations

IX.

•

Trust information/coding departments with responsibility for collecting
consultant-level data should share this coded activity with consultants
at a local level on a regular basis

•

Physicians should be given active support in looking at their data locally

The analyses consultants require are often not routine, but require ad hoc analysis and
interpretation of the data [Section 3.4 & Appendix 9]

Recommendation
•

Further work is needed to explore what
departments require in order to provide this

support

information

6.4 Conclusions regarding appraisal & revalidation using HES/PEDW
X.

The current design of the HES/PEDW datasets does not reliably support the monitoring of
an individual’s clinical activity or comparisons to be made nationally [Sections 4.4, 5.4
and Appendix 11], due to:
a. inaccuracies of the consultant code
b. inconsistency in the recording of specialty codes
c. under- and over-estimation of activity
d. the difficulty in accurately assigning clinical activity to an individual clinician
e. the lack of timeliness of fully operational data
f.

differences in hospital practices, both administrative and clinical

g. limitations of the dataset from a clinical perspective
XI.

While HES/PEDW may be useful for some consultants in supporting local appraisal, it does
not serve all physicians and cannot support the revalidation of an individual’s fitness to
practise [Sections 4.4 & 5.4]
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Recommendations
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•

HES/PEDW data at the level of the individual clinician should not be
used to inform the process of consultant revalidation

•

A review of the HES/PEDW datasets is required to determine whether
changes are justified in order to better describe consultant-level
activity and performance

•

Consultant-level information held in local systems but not currently
submitted to HES/PEDW should also be shared with clinicians in
preparation for local appraisal

•

The possibility of using diagnoses and procedures to benchmark activity
(rather than specialty) across organisations and between individuals
should be explored

•

An accurate and contemporaneous record of the specialty practice of UK
doctors should be obtained and published

•

The potential to use data derived from structured electronic records to
support the information needs of the individual practitioner should be
investigated
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6.5 Suggested actions
6.5.1

For the Royal College of Physicians’ Information Laboratory (iLab)
• Continue to encourage clinicians to engage with trust information/coding departments,
and to use and validate consultant-level data, by:
o

demonstrating the benefits to the individual in using/improving the data by
highlighting its usefulness for appraisal, service development, research and audit

o

highlighting the importance of an understanding of APC-related dataset issues as
a precursor to informed contribution to the development of electronic records

o

managing expectations through education regarding the utility and limitations of
locally- and nationally-held data

• Assess the current practices of local trust information/coding departments with regard to
the provision of activity data to individual clinicians,
o

highlighting areas of good practice

o

exploring what support they require in order to engage clinicians with data

• Explore how higher-level analyses (i.e. hospital/departmental-level) of diagnoses and/or
procedures might be used to engage individual clinicians in the use of data
• Publish the results of further work to the wider community

6.5.2

For NHS trust information and coding departments
• Provide individual consultants with activity data concerning their practice on a regular
basis (e.g. in preparation for annual appraisal)
• Support clinicians in the explanation of activity data provided and work with them to
address data quality issues arising from such discussions
• Formalise channels of communication between clinicians and administrative/clinical
coding staff
• Work in partnership with the RCP iLab and other trusts in sharing experiences and
examples of providing activity data to individual consultants

6.5.3

For consultant clinicians
• Assist all staff involved in data collection and processing in formalising channels of
communication
• Request the local provision of activity data in support of consultant appraisal
• Understand the limitations of local and national data as outlined in this report, and work
constructively with trust information/coding staff to address data quality issues
• Clearly document details of diagnoses and procedures in the clinical record and discharge
documentation, and highlight the importance of doing so to junior staff
• Consider using structured proformas for the capture of clinical information
• Communicate all transfers of care to those responsible for daily ward returns
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6.5.4

For the General Medical Council
• Formally recommend that while HES/PEDW may be useful for some consultants in
supporting local appraisal, national comparisons of these data should not be used to
support the revalidation of an individual’s fitness to practise
• Obtain and publish an accurate and contemporaneous record of the specialty practice of
UK doctors

6.5.5

For the Department of Health, the Welsh Assembly Government and national organisations such
as Connecting for Health, Informing Healthcare and The Information Centre
As described in Section 6.1 above, actions for the centre require both attention to current
datasets and the development of new clinical information systems to provide more clinically
meaningful measures of activity. Achieving positive outcomes through the latter is naturally a
longer term process than the former (reflected in the sequence of actions suggested below).
However, there is a need for both to run concurrently. We are aware that some of this work
is already underway.
• Formally recommend to the NHS that in its current form the data submitted by trusts to
HES/PEDW should not be used to monitor the performance of individual consultant
physicians on the basis of national comparisons
• Invest in a programme of work to identify the support necessary for trust
information/coding departments to undertake comprehensive clinical engagement, using
existing sources of data. A national review of the responsibilities, pay, status, training and
supply of clinical coding staff is strongly recommended.
• Review the current APC (admitted patient care) dataset regarding:
o

the appropriateness of assigning activity to individual consultants in light of
current working practices

o

the current use of, and necessity for ‘main specialty’ and ‘treatment function’
codes

• Expand national hospital episode databases to include administrative, demographic and
clinical outpatient data as soon as possible
• Consider carefully the justification for better reflecting clinical practice by the
subsequent continued establishment of new datasets and processes which will increase
the burden of data collection
• Work together to establish how individual clinicians’ activity might best be captured with
new clinical information systems and used for secondary purposes
• Work with clinicians to identify standards for the structure and content of records when
captured in defined patient-professional contacts, in order to:
o

capture all aspects of clinical activity, including those outside traditional
organisational boundaries

o

identify in the records all individuals with responsibility for patient care,
including non-consultant clinicians

o

reflect team working and shared care

o

identify their information needs for both primary and secondary uses
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Appendix 1: Initial business case, project deliverables and acceptance criteria
Initial business case
Routine activity data, although initially established for largely administrative purposes, are being
used increasingly to inform clinical processes. Examples include performance indicators for
individuals and trusts alike, as well being used as evidence of activity for appraisal and revalidation
purposes. Failure to engage clinicians in the collection, validation and use of such data will result in
the continued collection of data of poor clinical value. This will undermine the Department of
Health’s programme of performance monitoring and risk alienating clinicians. It will also result in the
continued expansion of separate datasets and dataset collection processes.
The Royal College of Physicians’ Information Lab project is therefore being undertaken to:
•
•
•
•

Promote a greater understanding by physicians of the data collection process and its
subsequent analysis, and the importance of their involvement in data collection and
validation
Highlight the potential uses of hospital episode statistics to support practising clinicians by
providing information for appraisal, performance monitoring, service developments and
research
Raise awareness of the issues surrounding routinely collected activity data and to feed the
ongoing process of culture change
Improve patient care and safety, as a greater understanding of the importance of data
completeness, accuracy and precision grows.

Project deliverables
A project closure report which:
•
•
•
•
•
•

Summarises the core information which can be derived from HES/PEDW to underpin
consultant appraisal and revalidation
Details the processes involved in identifying and answering queries from clinicians regarding
their activity data
Includes a cost benefit analysis of the most appropriate means of access
Flags the potential for hospital episode statistics to support performance monitoring, service
developments and research
Makes recommendations for future work
Highlights lessons learnt from the project.

Publications that will aim to highlight the findings in the clinical community.

The suggested criteria for monitoring the success of the project are the successful:
•
•
•
•
•
•
•

Resolution of confidentiality issues
Recruitment of staff and physicians
Interface with the HES/PEDW databases
Identification of queries to support accreditation/revalidation
Development of processes to answer queries
Answers to queries
Wider dissemination of results and lessons learned from project.
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Appendix 1: Initial business case, project deliverables and acceptance criteria
Measurement of outcomes against project objectives and acceptance criteria:
The objectives for the iLab project are described in Section 2.2. From the results and discussion of
the iLab project it can be concluded that the project succeeded in:
•
•
•
•
•
•
•

Increasing clinical interest in the validity and use of routine data (Section 5.3.4)
Demonstrating the ability of such a service to support clinicians in their information needs
(Section 5.3.3)
Highlighting issues surrounding the collection and clinical validation of routine data at a local
level (Section 5.4.1)
Exploring how routine data can most effectively be made available to clinicians (Section
5.3.5)
Exploring the most cost-effective means of access to HES/PEDW (Section 5.3.1)
Engaging physicians in identifying information requirements to support consultant appraisal
and revalidation (Section 5.4.2)
Satisfying the project deliverables and acceptance criteria above

The processes involved in the development and answering of queries have been documented in
Sections 3.1 and 3.4, and examples of the information which can be derived from HES/PEDW to
underpin consultant appraisal and revalidation can be found in Appendix 9. Discussion of the
appropriateness of using such information for these processes can be found in Section 5.4.2.
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Appendix 2: Use of HES data declaration form
Royal College of Physicians’ Information Laboratory

Use of HES data declaration form
Please read the following conditions of data usage carefully before signing this
declaration.
As a clinician using the RCP Information Laboratory (iLab) facility you will be party to health
activity data held on the Hospital Episode Statistics (HES) database. This stores clinical information
(procedures, diagnoses, episodes of care provided by consultants) and administrative information
going back in time from the most recent financial year. The clinical information can be used to
demonstrate good medical practice and maintaining good medical practice – fundamental elements
of appraisal and revalidation.
Some aspects of the information you will see are considered as ‘sensitive data items’, which are
not normally distributed. These include consultant codes, hospital patient identifiers and GP
practice details.
We have extracted data from HES held under your consultant code (your GMC number). However,
to enable benchmarking of your activity we have included aggregate data from other consultants
undertaking work in your field.
Any information we present is not intended to involve any valued judgements of your activity. It is
intended merely as a presentation of data held on the HES database in your name.
Data which you may consider to be inaccurate can not be altered centrally. However, in cases
where you feel local data handling practices may be instrumental in such discrepancies we would
highly recommend you contact your local Information Department to discuss these matters further.
Within your own department it may be possible to identify your colleagues and their activity. For
this reason we would recommend you make them aware of your participation in the iLab project to
avoid possible conflict.
In certain cases you may be provided with the unique hospital identifier of a patient in order to
facilitate local investigation of a particular episode. This will only be provided for patients who are
directly under your care. You must treat this information with the confidentiality you would
normally demonstrate in handling your patients’ clinical data, in accordance with Chapter 29 of the
Data Protection Act, 1998 (http://www.hmso.gov.uk/acts/acts1998/19980029.htm). Patient
information must not be used to identify individual patients and must not be released in any way
that may enable the identification of individual patients.
At your request we can provide you with a copy of the data we have presented to you. Your activity
data may also be taken away in an electronic format (as a .csv file). All data removed from the
iLab, including your own will be pseudonymised (i.e. rendered unidentifiable). However, by
performing analyses on these data it is possible that patients under your care and the care of
others may become identifiable by virtue of low numbers. Details of such indirectly identified
patients must also be handled with your usual level of confidentiality. Outputs of patient count
with cell values between 1 and 5 should be blanked out, along with one other component cell in
the table. This prevents calculation of suppressed numbers from subtotals and totals.
Data removed in this way from the iLab becomes your responsibility, and is intended solely for your
personal use (for example as evidence of your activity for appraisal / revalidation purposes). You
must not publish, share the data with any third party or use the data for any secondary purpose
without first approaching iLab staff, who will seek advice from HES staff in such cases. Written
consent for such uses is required.

By signing this declaration, you agree to abide by all the conditions outlined above. If
you have any concerns about the content of this declaration, please consult iLab
staff.
Signature:
Printed name:
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Appendix 3: Initial letter of invitation to participate (English & Welsh consultants)

Professor John G Williams (Director)
Dr Robin Mann (Project Officer)
Dr Giles P croft (Clinical Research Fellow)

2004
Dear colleague,
Invitation to participate in the evaluation of a facility using routine data to inform consultant appraisal

The Royal College of Physicians’ Health Informatics Unit has established a facility that will enable
consultants to access the data routinely held about their practice on the Department of Health’s Hospital
Episode Statistics database (England) or the Patient Episode Database Wales.
The initial aim is to assist physicians in accessing data about their practice that will contribute to the
appraisal process. By involving clinicians we also aim to address problems of validity associated with
routinely collected data, and to improve its quality over time.
The ‘Information Laboratory’ (iLab) is a pilot facility, funded by the Department of Health and the Welsh
Assembly Government. When accessing their data, consultants using the facility will be supported by a
Clinical Research Fellow and an Information Analyst. These iLab staff will help in developing clinically
relevant and appropriate queries to help the data extraction. The cost and benefits of the facility will be
rigorously evaluated.
We are seeking consultant physicians to participate in this study. Participants will be randomised either
to use the iLab or to a control group. The processes involved and the information gathered in either case
will be relevant to your own consultant appraisal. CPD approval for participation in this evaluation of the
RCP iLab is being applied for.
If you are interested, please complete and return the enclosed questionnaire and we will get in touch
with you again with further details.
Yours sincerely,

Professor John G Williams
Director, Royal College of Physicians’ Health Informatics Unit
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Appendix 4: Baseline questionnaire
Thank you for offering to participate in the evaluation of the Royal College of Physicians’
Information Laboratory. Please provide us with your contact details:
Name:

________________________________________

Specialty:

________________________________________

Trust:

________________________________________

Email address†:
Postal address:

______________________________________________________________
†

Preferred method for future communication

______________________________________________________________
______________________________________________________________
______________________________________________________________

Daytime telephone
number:

________________________________________

Data Protection Statement: I understand that my personal details and the information provided in this document will
be used solely for the purposes of the RCP iLab project, unless my permission is sought for other uses. This information
will be seen and used only by RCP Health Informatics Unit / University of Wales Swansea staff who are involved in this
project, and will not be passed on to any third party. This information will be retained for a period of up to two years,
after which it will be destroyed. We will contact you if we wish to keep it for longer. By returning this form with your
signature you are agreeing for your information to be used in the manner described above.

Below are a set of questions regarding your experience of consultant appraisal and data concerning
your clinical activity. We would ask you to complete these questions as fully as you can:
1.

Have you been through a formal annual appraisal process?

Yes / No

(Delete as appropriate)

If Yes, go to Question 2.
If No, go to Question 5 (over page)
2.

Did you provide data on your clinical activity?

3.

If not, briefly explain why:

Yes / No

________________________________________________________________
____________________________________________________________________________________________

4.

If yes, where did you obtain this information? (Read all, then tick as many as apply):
a) My personal clinical database (please specify where you get this
information)
_____________________________________________________________________________

b) My departmental database (please specify)

_____________________________________________________________________________

c) My Trust’s Information Department

d) National database held by my specialty group (please specify)
_____________________________________________________________________________

e) Directly from Hospital Episode Statistics (HES) database or Patient Episode

Database Wales (PEDW) (Please specify in what format)

_____________________________________________________________________________

f) Other source (please specify)

_____________________________________________________________________________
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Appendix 4: Baseline questionnaire
5.

In your trust:
a) How frequently do you see the activity data held in your name?
(Please tick the single most appropriate answer below for each part of the question)
Never
Rarely (less than once a year)
Occasionally (once or twice a year)
Quite regularly (monthly to 3 monthly)
Very often (weekly to monthly)

b) How frequently do you see the coding of inpatient and/or daycase episodes for patients
under your care?
Never
Rarely (less than once a year)
Occasionally (once or twice a year)
Quite regularly (monthly to 3 monthly)
Very often (weekly to monthly)

c) How frequently have you been approached by a member of the coding/information
department concerning activity data held in your name?
Never
Rarely (less than once a year)
Occasionally (once or twice a year)
Quite regularly (monthly to 3 monthly)
Very often (weekly to monthly)

d) How frequently have you had occasion to approach the coding/information department
concerning activity data held in your name?
Never
Rarely (less than once a year)
Occasionally (once or twice a year)
Quite regularly (monthly to 3 monthly)
Very often (weekly to monthly)

e) How often does this result in a change in the coding of episodes?
Never
Rarely
Occasionally
Often
Always

6.

How confident are you that data routinely coded for central returns accurately reflects your
clinical activity?
No confidence
Not particularly confident
Reasonably confident
Confident
Very confident
No opinion

7.

Please explain briefly the reasons for your level of confidence:
_______________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________

I have read the Data Protection statement and confirm that I would like to be further involved in the
Information Laboratory (iLab) evaluation study:
Signature:

___________________________________________________

Date:_____________________

Please return completed questionnaires to:
RCP iLab, Swansea Clinical School, University of Wales Swansea, Singleton park,
Swansea SA2 8PP, or use the freepost envelope provided.
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Appendix 5: Further information email

Dear colleague
Many thanks for expressing your desire to participate in the evaluation of the RCP Information
Laboratory and for returning your questionnaire. Before we allocate participants to groups, we would
like to tell you a bit more about the study and - if you wish to remain involved - ask you to confirm
your intention to participate by responding to this email.
The iLab facility and its staff are based at the University of Wales in Swansea, South Wales. Should
you be allocated to use the iLab (intervention group) you will have a choice of interacting with iLab
staff either directly in Swansea, or by a remote link to Swansea at the Royal College of Physicians in
Regent’s Park, London. In the future it may be possible to access the iLab from other locations, but
at present there is a choice between Swansea & London only.
Should you be allocated to the control group, you will be asked to perform an information gathering
exercise about your clinical activity to support appraisal / revalidation without using the iLab or its
staff. We realise this may be a disappointment, but as stressed in our initial invitation - information
gathered by either method can contribute to the evidence required for your appraisal.
Through discussion with the CPD department at the college we are able to advise that participants
allocated to the control group should record the amount of time spent on performing this task and
apply for personal CPD credits under the heading of “Carrying out information searches”. Those
allocated to the intervention group will be awarded 4 external CPD credits for attending Swansea or
London. Expenses will be reimbursed for the intervention group.
By confirming your willingness to participate you will have a 50% chance of using the facility for this
task. Because the iLab is being piloted for a year in the first instance, we regret that we will not be
able to offer use of the facility or assistance from its staff for those deciding not to participate in the
evaluation.
If you still wish to participate we would ask you simply to reply to this email confirming this. If you
no longer wish to participate it would help us greatly if you could email us a line telling us which of
the above details has put you off.
Many thanks once again for your involvement so far, and I look forward to hearing from you soon.
Best wishes
Dr Giles P Croft MRCS
Clinical Research Fellow
Royal College of Physicians’ iLab
The Clinical School
University of Wales Swansea
Singleton Park
Swansea SA2 8PP
Email: g.p.croft@swansea.ac.uk
Web: http://hiu.rcplondon.ac.uk/iLab
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Appendix 6: Initial letter of invitation to participate (Scottish consultants)

Dear Colleague,
As part of the continuing development of the eSCRIPS facility available to all hospital consultants in
NHS Scotland, we are collaborating with the Royal College of Physicians’ (London) Health Informatics
Unit in the evaluation of a newly established facility called the Information Laboratory (“iLab”),
based at the University of Wales, Swansea.
Similar to eSCRIPS, it will enable consultants to access the data routinely held about their practice
on the Department of Health’s Hospital Episode Statistics database (England) or the Patient Episode
Database Wales. The initial aim of the iLab (as for eSCRIPS) is to assist physicians in accessing data
about their practice that will contribute to the appraisal process. By involving clinicians it is hoped
that some of problems of validity associated with routinely collected data may be addressed, and
that quality will be improved over time.
As part of the evaluation of the iLab, we are seeking consultant physicians to carry out a simple
information gathering exercise using eSCRIPS. This will allow us to see which parts of eSCRIPS are
most useful and hence inform the development of the iLab. Participation would involve completing
the enclosed questionnaire, obtaining details of your activity from eSCRIPS, and completing a further
questionnaire at the end of the study. The processes involved and the information gathered will be
relevant to your own consultant appraisal.
If you are interested, please complete and return the enclosed questionnaire and we will get in touch
with you again with further details.
Yours sincerely,

Fiona Campbell
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Appendix 7: Instructions for control group (control group task)
Dear Colleague,
Thank you for agreeing to participate in the evaluation of the iLab project.
You have been randomly allocated to the CONTROL group. This means we’d like you to go about
finding out information about your clinical activity with a view to supporting the aspects of appraisal
& revalidation coming under the headings of ‘Good Clinical Care’ and ‘Maintaining Good Medical
Practice’. We would like you to complete this task before the end of December, after which we will
contact you again by email for feedback on your experience.
We would offer you the following advice as guidance in this process:
1.
2.
3.

Identify a source or sources who might be able to provide you with evidence of your
clinical activity.
Think about how you might display this evidence in a way which will facilitate its
discussion with your appraiser.
Consider highlighting your activity by comparisons against your own previous activity or
that of your peers.

We hope that you will find this exercise stimulating, useful for appraisal, and educational in its
execution. The results of your search can contribute greatly to your next appraisal, both in terms of
the data you have collected and the reflective processes involved throughout. For the time you
spend on this exercise you will be able to claim personal CPD credits under the heading of “Carrying
out information searches”. We would estimate an average of four personal CPD credits for this
exercise, although this is likely to differ among individuals.
We do not need to see the results of your search - this is your data - but we would ask you to keep
an accurate record of how you went about the process, where you looked for your information and
the amount of time you spent on various aspects of this task. As well as simplifying feedback later in
the study, this will form the basis of your submission for CPD points.
The iLab evaluation study will come to a close at the end of January 2005. For this reason we ask you
to complete the task by the end of December. At this point in time we will be contacting you by
email for feedback on several aspects of this exercise, both positive and negative. This will be in the
form of a brief questionnaire which can be emailed back to us. In the mean time, we are available
‘in case of emergency’, but are keen for you to undergo this process under your own steam.
We are grateful for your participation in this study. Although you will not be attending the iLab at
this point, your experiences of this information gathering task are crucial for the evaluation of the
facility!
If you need to get in touch with us please contact the Health Informatics Unit at the college.
Best wishes
Dr Giles P Croft
Clinical Research Fellow / Project Manager for RCP iLab
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Appendix 8: Intervention group letter (sent by email prior to visit)
Dear Dr ,
Thank you for agreeing to participate in the evaluation of the iLab project.
You have been randomly allocated to the INTERVENTION group.
This means we’d like to arrange a suitable time for you to visit either Swansea or
London for a half day session. This will involve discussion of your activity data with iLab
staff with a view to supporting the aspects of appraisal & revalidation coming under
the headings of ‘Good Clinical Care’ and ‘Maintaining Good Medical Practice’. The
period during which we are able to do this lies between June and early September
(inclusive). For your participation you will be able to claim 4 external CPD credits. You
will be reimbursed for your travel costs.
We now require your permission to extract data held in your name from the HES/PEDW
database. To do this we would ask you first to read carefully the following important
statements, and then fill in the details on the following page. Please then return the
completed document by adding it as an attachment and emailing it back to us:

1. I am willing to participate in the evaluation of the Royal College of Physicians’
Information Laboratory project by visiting either the iLab (University of Wales
Swansea) or the RCP (Regent’s Park, London).
2. I agree to provide my GMC number in order to enable iLab staff to obtain
details of my activity held on the HES/PEDW database.
3. I understand that any personal details I provide to iLab staff (including GMC
number) will be used by them alone, for the sole purpose of the evaluation of
the iLab project. Such details will not be shared with any third parties, and will
be held for no longer than 2 years, unless specifically requested otherwise.
4. I understand that providing my GMC code will allow iLab staff to extract
activity data held in my name from HES/PEDW, perform basic analyses on
these data and display them in tabular or graphical format.
5. I understand that the results of this data extraction will be seen by iLab staff
and myself ONLY, and will not be shared with any third party.
6. I understand that my activity data will be presented in comparison to those of
other colleagues within my department and within my specialty on a regional
and national basis. Comparisons outside of my trust will be anonymised,
however I appreciate that within my department it will be possible to identify
my colleagues’ activity. Given this fact, I will endeavour to inform my
consultant colleagues of my participation in the iLab evaluation project and
remain sensitive to these issues throughout.
7. I understand that I may take away with me the data extracted in my name, to be
used for purposes such as supporting my consultant appraisal. Any comparative
data removed from the iLab will be pseudonymised.
8. I accept that before seeing such data I will be asked to provide identification
for iLab staff, either in Swansea or in London.
9. I accept that before seeing or taking away such data I will be asked to sign a
waiver outlining responsible use of activity data, especially comparative data
and those involving small numbers.
10. Should I come into contact with colleagues also involved in the iLab evaluation
project but assigned to the control group, I agree not to divulge the processes
involved in obtaining my activity data, nor share the results of such processes
in a way which may conceivably bias the project evaluation.
Please type the following information in the gaps, add the completed document as an
email attachment and reply to the senders email address. Don’t worry about spilling
over onto extra pages – the more detail you can provide in sections g-i, the more you
will get out of your visit!
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Appendix 8: Intervention group letter (sent by email prior to visit)
By returning this email with the following details completed you are consenting to
participation in the iLab evaluation project under the terms laid out above.
a) Name:
b) Specialty (please specify if your activity covers more than one):
c) Trust and Hospital (please specify if you work at more than one NHS hospital site):
d) GMC number:
e) Daytime telephone number:
f) Will you visit Swansea or London?
It would also assist iLab staff in the preparation of your activity data and make your
visit as productive as possible if you could provide us with details of the following:
g) Does your specialty stand alone or come under the umbrella of ‘General Medicine’
(i.e. what would your activity data be most appropriately benchmarked against)?
h) Are you aware of any idiosyncrasies particular to your local trust in the way data is
collected or coded (e.g. particular procedures of yours always being coded as
outpatient encounters rather than daycares / particular episodes of care being
overlooked or duplicated for one reason or another)?
i) Is there any particular facet of your practice you would be keen for us to highlight
for your appraisal? (Examples: Nos. of a particular procedure / Diagnoses or procedures
broken down by sex or particular age groupings / Data benchmarked against particular
groups):
j) Can you supply us with some provisional dates for visiting Swansea / London? (This
can be any time between now and the first week of September. We appreciate this is
the summer season, but if you can give us your soonest available dates we will contact
you to confirm a time suitable to you)

Thank you for getting back to us with these details. If you have any questions please
feel free to contact us.
We look forward to hearing from you
Best wishes
Dr Giles P Croft
Clinical Research Fellow / Project Manager for RCP iLab
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Appendix 9: Examples of intervention group HES/PEDW queries
Presented to all specialties:
Detail

Measure

41

Year

Benchmarked data
Prior Years42

Trust

Notes

National

Inpatient Activity
Total FCEs by admission method

9

9

9

Emergency FCEs

9

9

9

Non-emergency total FCEs

9
9
9
9

9
9

9

Proportion of FCEs admitting vs FCEs transfer
Length of episode (distribution)
Average and mean lengths of episode
Primary diagnoses
ICD-10 Chapter heading
ICD-10 Groupings

9
9

9

9

9

9

9

9

9
9

9

9

HRG groupings

9

Inpatient mortality

9

Waiting times for routine appointments as
displayed on the www

9

42

Indication of proportion of transfers of care over time

(9)

Proportions of Cptr XVIII and R69 codes
recorded in the primary diagnosis code
Primary procedure
OPCS4 grouped by first 3 digits
OPCS4 grouped by 4 digits

41

Admission method at high level [emergency, planned (inpatient), daycase,
transfers]; shown in more detail if requested.
Also shown month by month for current complete financial year.
Shown by Trust and/or hospital where appropriate.
Colleagues combined and looked at over prior years to give idea of
departmental activity
Shown by patient age
Crude measure of specialty work

9

Upon request, comparison with other specialties
Including mean standard error bars
Also shown for specific diagnoses or HRG code where appropriate
Also 15 most frequent diagnoses are shown as a proportion of total activity to
highlight any changes over the prior years
Also shown first subsidiary diagnosis when primary code insufficient, e.g.
primary code of “Holiday relief care” [Z755]

Also 15 most frequent diagnoses are shown as a proportion of total activity to
highlight any changes over the prior years

9

9

Showing only the 10 most frequent plus the % of total FCEs and the % of total
FCEs with HRG code beginning with ‘U’
Shown with FCEs and median length of episode
Shown as a % of all discharges; can also be shown grouped by age, HRG
codes, primary diagnosis grouping (3 chars)
NHS.uk and DrFoster websites

English Consultants:
http://www.nhs.uk/England/AboutTheNHS/WaitingTimes/ConsultantSearch.aspx
Welsh Consultants: http://www.hsw.wales.nhs.uk/ipd/Specproc.Htm
Dr Foster: http://www.drfoster.co.uk/consultant/welcome.asp

Current complete financial year
Prior years starting from April 1999 to most recent available data, projecting any data for incomplete financial years
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Appendix 9: Examples of intervention group HES/PEDW queries
Specialty specific queries43:
Specialty

Measure (ICD-10 / OPCS-4)

Detail
Year

Cardiology

Dermatology

Specific diseases
Chronic ischaemic heart disease [I25]
Atrial fibrillation and flutter [I48]
Pain in throat and chest [R07]
Specific procedures
Contrast radiology of heart [K63]
Catheterisation of heart [K65]
External resuscitation [X50]
Trans Oesophageal Echocardiogram [K66.8 & G21.8]
Specific diseases
Psoriasis vulgaris [L400]
Psoriasis, unspecified [L409]
Malignant neoplasm of the skin [C44]
Benign neoplasms of the skin [D22]
Average length of episode for psoriasis episodes [L40]

Endocrinology

Specific diseases
Osteoporosis with pathological fracture [M80]
Osteoporosis without pathological fracture [M81]
Admissions from OPD by diagnosis

Gastroenterology

Specific diseases
Gastro-oesophageal reflux disease [K21]
Gastritis and duodenitis [K29]
Dyspepsia [K30]
Diaphragmatic hernia [K44]
Crohns disease [K50]
Ulcerative colitis [K51]
Irritable Bowel Disease [K58.0 & K58.9]
GI cancers
Neoplasm of the colon [C18]
Neoplasm of the oesophagus [C15]
Specific procedures
Endoscopy figures ( type of procedure)
ERCP figures
Colectomy

43

Benchmarked data
Prior Years

Trust

Notes
National

9

9

Checking all 14 diagnoses fields for occurrences

9

9

Checking all 12 operation fields for occurrences

9

9

Checking all 14 diagnoses fields for occurrences

9
9

9

9
9

9
Checking all 14 diagnoses fields for occurrences

9
9

9

Checking all 14 diagnoses fields for occurrences

9

9

Includes those recorded as performed by other
specialties within trust
[Endoscopy, ERCP and colectomy codes used
available on request]

Diabetic foot clinic (patient level data)

40% of clinicians utilising the iLab requested specific queries either during or following their visit which were subsequently sent to them.
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Appendix 9: Examples of intervention group HES/PEDW queries
Specialty

Measure (ICD-10 / OPCS-4)

Detail
Year

Haematology

Hepatology

Infectious
Diseases

Med. Elderly

Benchmarked data
Prior Years

Trust

Notes
National

Colectomy rates

9

9

Specific diseases
Nodular sclerosis [C811]
Hodgkin’s disease, unspecified [C819]
Large cell (diffuse) [C833]
B-cell lymphoma, unspecified [C851]
Non-Hodgkin’s, lymphoma, unspecified type [C859]
Multiple myeloma [C900]
Secondary polycythaemia [D751]
Specific procedures
Diagnostic extraction of bone marrow nec [W365]
Intravenous chemotherapy [X352]
Venesection [X362]
Specific diseases
Liver carcinoma [C22]
Toxic liver disease [K71]
Hepatic fibrosis [K740]
Primary biliary cirrhosis [K743]
Secondary biliary cirrhosis [K744]
Biliary cirrhosis, unspecified [K745]
Other and unspecified cirrhosis of liver [K746]
Specific procedures
Liver biopsy [J13 & J14]
Liver transplant [J011, J012, J013, J018, J019]
Diagnostic endoscopy OGD (flexi) [G45]
Specific diseases
Chronic viral hepatitis B without delta-agent [B181]
Chronic viral hepatitis C [B182]
Specific procedures
Liver biopsy [J132]
Admission origin

9

9

Total number of colitis admissions receiving a
colectomy
Checking all 14 diagnoses fields for occurrences

9

9

Checking all 12 operation fields for occurrences

9

9

Checking all 14 diagnoses fields for occurrences

9

9

Checking all 12 operation fields for occurrences

9

9

Checking all 14 diagnoses fields for occurrences

9

9

Checking all 12 operation fields for occurrences

Discharge destination
Age range of all inpatients
Length of episode (distribution) grouped into patients
aged <75 yrs and ≥ 75yrs
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Appendix 9: Examples of intervention group HES/PEDW queries
Specialty

Measure (ICD-10 / OPCS-4)

Detail
Year

Nephrology

Neurology

Respiratory

Rheumatology

Benchmarked data
Prior Years

Trust

Notes
National

Specific diseases
Fracture of femur [S72]
Pneumonia [J18, J22]
Angina pectoris [I20]
Acute myocardial infarction [I21]
Stroke [I63, I64, I67]
TIA [G45]
Specific diseases
Iron deficiency anaemia [D50]
Other anaemias [D64]
Hypertensive renal disease [I12]
Chronic renal failure [N18]
Specific procedures
Continuous infusion of therapeutic substance [X29]
Compensation for renal failure [X40]
Specific diseases
Multiple Sclerosis [G35X]
Specific procedures
Diagnostic spinal puncture [A558]
Specific diseases
Malignant neoplasm of bronchus and lung [C34]
Cystic fibrosis [E84]
COPD admissions

9

9

Checking all 14 diagnoses fields for occurrences
Grouped by age of patient [bands 16-64, 65-74,
75-79, 80-84, 85-89, 90+]

9

9

Checking all 14 diagnoses fields for occurrences

9

9

Checking all 12 operation fields for occurrences

9

9

Checking all 14 diagnoses fields for occurrences

9

9

Checking all 12 operation fields for occurrences

9

9

Checking all 14 diagnoses fields for occurrences

9

9

Specific procedures
Bronchoscopes [E49]
Specific diseases
Raynaud's syndrome [I730]
Progressive systemic sclerosis [M340]
CR(E)ST syndrome [M341]

9

9

Admission episodes only
ICD-10 codes for "Acute exacerbation of COPD" =
J40.X, J41.0, J41.1, J42.X, J43.0, J43.1, J43.2,
J43.8, J43.9, J44.0, J44.1, J44.8, J44.9
Checking all 12 operation fields for occurrences

9

9

Checking all 14 diagnoses fields for occurrences

Primary procedure by primary diagnosis

9
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Appendix 9: Examples of intervention group HES/PEDW queries
Specialty

Measure (ICD-10 / OPCS-4)

Detail
Year

Any

Specific procedures
Continuous infusion of therapeutic substance – other
specified [X298]
Intravenous chemotherapy [X352]
Intravenous immunotherapy [X353]
Partial synovectomy [W693]
Open biopsy of synovial membrane of joint [W694]
Other operations on joint – other specified [W928]
Inappropriate surgical procedures
Diabetes
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Appendix 10a: Intervention group follow-up questionnaire
Please note: This is a text version only. Original versions were designed as online forms, included macros
(radio buttons and check boxes) and appeared differently in format.

Royal College of Physicians Information Lab Intervention Group Follow Up Questionnaire
Thank you for your participation in the iLab evaluation project. We hope you found your interaction with
the iLab facility interesting and rewarding! The final thing we would ask of you is to complete the
following questionnaire which asks some questions about your experience.
This document has been designed to be filled in as a form. Click on the check boxes and type your answers in
the grey text boxes as appropriate. This is most easily done by using the tab key to move from one field to the
next. Boxes can then be checked or unchecked by using the space key or the mouse. If you cannot click on the
boxes you may need to go into the Tools>Macro>Security menu and change the setting to ‘medium’, re-open the
document and enable macros when prompted. Please then save the completed questionnaire with your name or
GMC number in the document title (e.g. "Your Name Intervention Follow Up Q".doc) and return by email as an
attachment. Alternatively you can print this form off, complete it by hand and return to the address below. We
would much rather it was completed and sent back electronically. Feel free to call us if you encounter
difficulty.

1. Did you visit the iLab Swansea / RCP London link to the iLab in order to access your data? Yes / No
If Yes, please complete the rest of the form
If No, please explain briefly why below, and return to us. Thank you for your time.
2. How long in total did you spend participating in the study (including travel time, but not including
completion of this questionnaire)? ___ hours
3. Did participation in the study incur any expense? Yes / No
If Yes, please give details and amounts below: £
[If you wish for reimbursement of expenses let us know in your email and we’ll send the necessary claim form
out to you]
4. How user friendly do you consider the method that was used to obtain and present this information?
Very unfriendly / Unfriendly / Friendly / Very friendly
5. How useful did you find the assistance given to you by the clinical research fellow and the information
analyst? Not at all / A little / Very
6. How has the visit affected your view of the usefulness of HES / PEDW data?
Less useful than I thought / No effect / More useful than I thought
7. Will you use the information you obtained for your next consultant appraisal? Yes / Maybe / No
If yes or maybe, how much of it do you think you will use? Some / Most / All
8. How has the visit affected your awareness of the processes involved in data collection?
Not affected / Affected to some extent / Significantly affected
9. To what extent has the visit affected your willingness to contribute to the data collection/validation
process at a local level? Made me less willing / No effect / Made me more willing
10. Following the visit, do you intend to contact your local information/coding department concerning
activity data held in your name? Yes / No / I have already
11. Following the visit, do you think you are more or less likely to review or monitor the quality of data
collected about your practice? Less likely / No change / More likely
12. If you had to pick one aspect of the data presented to you which you would wish to amend or discuss
with your local information / coding department, what would it be?
13. Following the visit, how frequently would you like to see the coded inpatient and/or day case episodes
for patients under your care? Never / Rarely / Occasionally / Quite regularly / Often
14. Following the visit, how confident are you that data routinely coded for central returns accurately
reflects your clinical activity? No confidence / Not particularly / Reasonably / Very confident / No opinion
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15. Which of the following means of access to your activity data would you most prefer? (choose one)
(i) I do not wish to access activity data held in my name on the HES / PEDW database
(ii) Visit the iLab in Swansea at a pre-arranged time
(iii) Visit RCP London at a pre-arranged time to link to the iLab
(iv) Have pseudonymised data sent to me on CD ROM or by email
(v) Access pseudonymised data on a PC anywhere, via a web browser
(vi) Other (please specify) :
16. Bearing in mind your answer to question 15, what level of support do you think would be most
appropriate for other consultants (with no prior experience of the iLab) interpreting their data in this way?
(choose one)
(i) I do not think consultants would wish to access activity data held in their name
(ii) No support required
(iii) A workshop for consultants to attend, run regularly by iLab staff at specified locations
(iv) Support from local information departments, as and when required
(v) Support from iLab staff & local information departments, as and when required
(vi) iLab staff going through data with them at a specified time (as in the evaluation project)
(vii) Other (please specify) :
17. Are there any ways in which you think your participation in this project may change your future
practice? (Please choose one option and explain below) : Yes / No
To help in the further development of the iLab as a facility to obtain routine activity data for consultants,
please feel free to add any suggestions or additional points following your experience:
Thank you for completing this follow up questionnaire and your participation in the evaluation of the iLab
project. Please follow the instructions at the top of this document as to how to return the completed
questionnaire. The results of the evaluation will be made available to you when completed, and we will keep
you posted as to the developments of the iLab facility as they occur. Please contact us if you do not wish to be
included in such communications.
Best wishes
Dr Giles P Croft
Clinical Research Fellow / iLab Project Manager
RCP iLab, The Clinical School
University of Wales Swansea, Singleton Park
Swansea, SA2 8PP
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Appendix 10b: Control group follow-up questionnaire
Please note: This is a text version only. Original versions were designed as online forms, included macros
(radio buttons and check boxes) and appeared differently in format.

Royal College of Physicians Information Lab Control Group Follow Up Questionnaire
Thank you for your participation in the iLab evaluation project. We hope you found the information
gathering task challenging but rewarding! The final thing we would ask of you is to complete the following
questionnaire which asks some questions about your experience.
This document has been designed to be filled in as a form. Click on the check boxes and type your answers in
the grey text boxes as appropriate. This is most easily done by using the tab key to move from one field to the
next. Boxes can then be checked or unchecked by using the space key or the mouse. If you cannot click on the
boxes you may need to go into the Tools>Macro>Security menu and change the setting to ‘medium’, re-open the
document and enable macros when prompted. Please then save the completed questionnaire with your name or
GMC number in the document title (e.g. "Your Name Control Follow Up Q".doc) and return by email as an
attachment. Alternatively you can print this form off, complete it by hand and return to the address below. We
would much rather it was completed and sent back electronically. Feel free to call us if you encounter
difficulty.

1. Did you attempt the information gathering task outlined in our last email to you? (whether completed or
not) Yes / No
If Yes, please complete the rest of the form
If No, please explain briefly why below, and return to us. Thank you for your time.
2. Did you obtain the information you sought? Yes / No
If No, please give reasons below and complete the rest of the form as best you can.
3. Approximately how long did you spend on the information gathering task?

____ hours

4. Did the task incur any expense? Yes / No
If Yes, please give details and amounts below: £___
5. From where did you obtain the information concerning your activity? (Check as many boxes as
appropriate)
a) Personal clinical database
b) My Departmental database
c) My trust’s information department
d) National database held by my specialty group (please specify)
e) Directly from HES / PEDW
f) Other source (please specify)
6. When obtaining your data would you have valued assistance from someone with expertise in the
collection and use of such information? Yes / No
7. How difficult / easy was it to obtain the information you required?
Very difficult / Difficult / Easy / Very easy
8. How user friendly did you find the method you used to obtain and present this information?
Very unfriendly / Unfriendly / Friendly / Very friendly
9. How has the task affected your view of the usefulness of HES / PEDW data?
Less useful than I thought / No effect / More useful than I thought
10. Will you use the information you obtained for your next consultant appraisal? Yes / Maybe / No
If yes or maybe, how much of it do you think you will use? Some / Most / All
11. How has the task affected your awareness of the processes involved in data collection?
Not affected / Affected to some extent / Significantly affected
12. To what extent has the task affected your willingness to contribute to the data collection/validation
process at a local level? Made me less willing / No effect / Made me more willing
13. Following the task, do you intend to contact your local information/coding department concerning
activity data held in your name? Yes / No / I have already
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14. Following the task, do you think you are more or less likely to review or monitor the quality of data
collected about your practice? Less likely / No change / More likely
15. Following the task, how frequently would you like to see the coded inpatient and/or day case episodes
for patients under your care? Never / Rarely / Occasionally / Quite regularly / Often
16. Following the task, how confident are you that data routinely coded for central returns accurately
reflects your clinical activity? No confidence / Not particularly / Reasonably / Very confident / No opinion
17. Are there any ways in which you think your participation in this project may change your future
practice? (Please choose one option and explain below) : Yes / No
Please feel free to add any other comments about your experiences of participating in the evaluation of the iLab
project:
Thank you for completing this follow up questionnaire and your participation in the evaluation of the iLab
project. Please follow the instructions at the top of this document as to how to return the completed
questionnaire. The results of the evaluation will be made available to you when completed, and we will keep
you posted as to the developments of the iLab facility as they occur. Please contact us if you do not wish to be
included in such communications.
Best wishes
Dr Giles P Croft
Clinical Research Fellow / iLab Project Manager
RCP iLab, The Clinical School
University of Wales Swansea, Singleton Park
Swansea, SA2 8PP
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Appendix 11: Category analysis of qualitative data recorded during iLab visits
CATEGORY
Question(s) posed
Sub-category
• Examples

Notes

•

A. ACCURACY
Is the information free from error and inaccuracy?
A.1

Consultant code
• Transposed numbers of GMC code leading to "unknown" consultant on database
• Consultant’s initials inaccurately recorded locally resulting in the appearance of two consultants on HES
rather than one
• Activity was recorded against one consultant code several months prior to starting work at the trust
• Several occasions of consultant activity being recorded beyond the date of retirement or moving to
another trust, sometimes in excess of a year
• Consultant code inaccurately recorded (two digits transposed) led to comparisons against wrong
clinician (from another trust/specialty)
• In one trust, large amounts of day case activity were being coded against an invalid (C9999998) code44

A.2

Length of stay (LOS)
• More than 120 cases with non-acute LOS exceeding 365 days over a 5 year period, known to be
inaccurate. Maximum LOS recorded as 2011 days

A.3

All material inaccuracies were fed back locally to trusts
(via consultants) and where appropriate directly to HES
or PEDW

Most likely due to failure to "switch off" (i.e. finish)
episodes of care at trust level

Waiting list figures
• Inaccuracies of waiting list figures were common, affecting more than half of all visiting consultants.
These included inaccurate details about consultants working at particular hospitals, missing consultants,
inaccurate details of consultant specialty and perceived inaccuracies of actual waiting times. Concerns
were expressed that a single figure for waiting times did not reflect the clinical practice of triaging nonurgent referrals according to seriousness of condition.

Although not part of HES/PEDW, these data are assigned
to individual consultants, originate from trust information
45
departments and are available to the public

B. COMPLETENESS AND COVERAGE
Is the information complete? Does it reflect all the activity carried out by staff?
B.1

Outpatient data
• The lack of outpatient data was the single most common issue arising from looking at HES/PEDW data. Almost
every visiting clinician highlighted the fact that the majority of their specialty work (and in some cases the
majority of their work) occurred in the outpatient department
• More than one clinician expressed the view that they would not have taken part in the iLab project had they
known their recorded activity was limited to inpatients and daycases only

Clinicians were informed of ongoing plans to make
OPD data available in England and Wales, however
the level of detail desired by clinicians is likely to
exceed the amount currently submitted centrally

44

A subsequent query of HES and PEDW revealed a total of 522,436 episodes of care for the financial years 2002/03 and 2003/04 recorded against invalid codes in the Consultant code
(CONSULT) field. This excludes codes assigned to practitioners other than consultants working in secondary care (e.g. dentists, GPs, nurses, midwives)
45
Three sources of information were used: NHS waiting times in England (http://www.nhs.uk/England/AboutTheNHS/WaitingTimes/ConsultantSearch.aspx); the Welsh equivalent
(http://www.hsw.wales.nhs.uk/ipd/specproc.htm) and the Dr Foster website (http://www.drfoster.co.uk/consultant/welcome.asp).
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B.2

Activity of non-consultant clinicians
• Several consultants reported activity led by nurse consultants with no input from physicians, examples being
ward-based deep vein thrombosis (DVT) clinics, dermatology clinics and in one case responsibility for a
rehabilitation ward. In some cases this activity was recorded against a named physician, in others it was not
recorded
• The activity of junior members of staff and non-career grade staff (i.e. associate specialists) was highlighted
as being absent from the database
• Other members of the clinical team thought to be implicated in the resourcing of team care (e.g.
physiotherapists) were highlighted as being absent from the database

B.3

Ward referrals (inter-specialty requests for inpatient consultation)
• Several consultants highlighted ward referrals as an area of activity not captured (locally or nationally),
despite occupying a regular amount of time each week
• In one case this involved the regular performing of an expensive procedure
• In medical specialties with few inpatient beds (e.g. neurology), the majority of a consultant’s inpatient
workload may be taken up by attending and treating patients on other wards, nominally under the care of
another consultant
• A more formalised arrangement in clinical practice is "shared care" (i.e. when two clinicians from different
specialties care for the same patient). One clinician reported three sessions per week devoted to "joint ward
rounds" for patients nominally under the care of another physician
• One consultant reported mounting pressure for beds leading to ward rounds in the A&E department. Activity
by his consultant team which resulted in discharge from A&E did not appear in hospital activity data

B.4

These issues surround the long-standing use of a
GMC number representing a "consultant team" of
carers, with overall responsibility lying with the
consultant themselves. However, several
consultants expressed the perceived
inappropriateness of using such a measure for
comparisons, especially in cases where there is no
consultant input into a patient’s care
"Ward referrals" in hospital occur when a patient
under the care of one specialty team require input
from a different specialty team. The latter will
most often visit the former’s ward to provide care,
although outpatient attendances are another
means for seeing patients.

Ward attenders
• More than one consultant mentioned activity occurring on wards classed neither as inpatient nor daycase.
• In some specialties (e.g. haematology) such "drop in" facilities for patients may constitute considerable
workload occurring regularly
• Some trusts did not record such activity, while others coded such activity as daycases

B.5

Community activity
• Community rehabilitation medicine work not represented for one consultant. Activity known to be recorded but
not entered onto local PAS

PAS: Patient administration system

C. VALIDITY
Are the data items valid? Is information "within range" of that expected?
Note: Over half the consultant interviews (57%) highlighted issues falling into this category, as described below
C.1

Invalid or incomplete coding
• High rates of R69 or R69X codes compared to national figure for the consultant’s specialty (consultant or
one of their colleagues). This was seen in approximately 20% of cases. The highest rate seen was 65% of all
activity recorded by a PCT for a geriatrician’s work.
• In one case no hospital identifier code was submitted with data
• For one consultant a large number of "planned" admissions were submitted with a length of stay equalling
zero46
• In one case no specialty code had been submitted (MAINSPEF or TRETSPEF; see note associated with E.1)

46

1. R69X is a diagnostic code assigned by HES when a
field is left blank or contains an invalid code. R69 is a
valid ICD-10 code which signifies “Unknown and
unspecified causes of morbidity”. It is very
occasionally submitted by a trust if no diagnosis can
be ascertained from the medical record.
2. The definition of a planned admission involves an
overnight stay

During the iterative process of consultant presentations, it became apparent that simplifying admission method categories into clinically intuitive "Emergency" vs "Planned" vs
"Daycase" admissions would be beneficial. Therefore, for the purposes of iLab presentations, "Planned" admissions included episodes which had an admission method (ADMIMETH)
of either 11 (waiting list), 12 (booked) or 13 (planned)
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C.2

Clinically perceived inappropriate coding of primary diagnoses/procedures
• In two cases, descriptive "Z" codes were used as primary diagnosis for large number of episodes. In one of
these cases (rehabilitation medicine) almost all activity was coded thus.
• There were several examples of clinicians feeling particular codes were inappropriately used as a primary
diagnosis, for example senility and obesity
• Clinicians highlighted on several occasions that they disagreed with the ICD-10 diagnosis chosen for
particular high-volume cases, suggesting a more "clinically appropriate" code in most cases
• In many cases, clinicians believed coding could have been performed to a more detailed level (i.e. they saw
an over-reliance on "not elsewhere classified" or "not otherwise specified" codes)
• Similarly, a large number of dermatology daycase biopsies were coded without the site of biopsy recorded
• Conversely, there were examples of negative test results being coded with a definitive diagnosis (the
commonest example being negative DVT scans coded as a "specified soft tissue disorder" rather than a
symptom code
• More than one clinician highlighted shortcomings in ICD-10 for reflecting current practice. For example, a
large amount of gastroenterology work concerning Barratt’s oesophagus was described as closely as possible
with the ICD-10 code "ulcer of oesophagus"
• Coding overlap was highlighted for cardiology procedures (angiocardiography) using OPCS-4 (e.g. ten
different types of angiography had been recorded where a clinical distinction could be made between only
four or five procedures)

It must be stated once again that these views are
simply the clinical perspective on the clinical
coding of activity. More than establishing right or
wrong practices these views serve to highlight the
effect local policy and interpretation of coding rules
can have on national statistics at a consultant level –
and the need for dialogue between clinicians and
clinical coding staff to overcome these.

D. TIMELINESS
Is the information available at the right time?
D.1

Delayed “annual refresh” of data leading to coding anomalies
Note: In order to provide clinicians with the most recent and clinically relevant data for discussion, provisional data was used whenever made available. Using such
data prior to the annual refresh (see notes below) however led to the following noticeable problems
• Artificially high R69X rates for 2003/04 (financial year) data were seen in all visiting consultants up to the HES
The availability of fully operational data from
annual refresh in December 2004 (affecting approximately 75% of consultants)
HES/PEDW depended on the timing of the
• For a number of consultants total levels of activity were markedly reduced for 2003/04 data, prior to the refresh
"annual refresh" of data, whereby all fields are
• Similarly for one Welsh consultant visiting in November 2004, there was no activity yet recorded for the final
updated following final submissions from all
quarter of the 2003/04 financial year
trusts in the UK. For the 2003/04 financial year
• Conversely for one consultant the presence of many duplicate episodes (subsequently cleansed out in the annual
(i.e. up to 31st March 04) this occurred in
December 2004
refresh) resulted in artificially high activity levels when visiting in October 2004

E. RELEVANCE FOR PURPOSE
Is the information contextually appropriate in the eyes of the consultant? Does it reflect clinical practice? Is it relevant for supporting the appraisal &
revalidation processes?
Note: Overall, this category and the following one (F) accounted for the majority of data quality issues identified from the clinical perspective when discussing
HES/PEDW data. Almost every session raised issues falling into these two categories, with the vast majority of consultants’ data contributing to multiple subcategories
E.1

Use of specialty code
• For the majority of consultants engaged in both emergency and non-emergency activity the use of the
specialty code (see note) was perceived as not accurately reflecting clinical practice. For many specialists, all
their activity was coded under General Medicine. For the remainder of physicians (save from three) all their
activity was coded under a medical specialty code, despite large amounts of General Medicine activity
• For a small number of consultants their specialty was not represented on HES/PEDW (e.g. hepatology, acute
medicine), and activity was coded under an alternative (e.g. gastroenterology, general medicine)
• For two consultants five years of activity was coded with a specialty function code of General Medicine, but the
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main specialty activity varied, being split between General Medicine and another code (Cardiology/Thoracic
medicine in these two cases)
• Use of specialty codes varied greatly from one trust to another, markedly reducing the validity of specialty
comparisons at a national level
E.2

Use of admission method code
• In several cases the use of a particular admission method code was not perceived to reflect clinical practice or
definitions given in the data dictionary.47 Examples included:
o "Planned" or daycase activity being coded in bulk as emergencies (e.g. iron/pamidronate infusions)
o Daycases with LOS=0 being coded as "planned" (i.e. overnight stay) admissions. In one example all
occurrences of the same activity were coded differently by two hospitals within one trust (i.e. one coded
as daycases while the other coded as "planned" admissions)
o Daycase chemotherapy being coded in bulk as emergency admissions
o Patients attending a hospital ward (either as part of a planned attendance for treatment or for clinical
advice) being coded as daycase admissions (e.g. daily nurse-administered anticoagulant injections for
deep vein thrombosis; haematology "drop in" ward attenders)

E.3

Although not as varied as the use of the specialty
code, there were a number of differences in coding
practices concerning admission method from one
trust to another. Some of these appeared to be
due in part to new staff activities and services not
able to be coded using current methods. As a
result, in other trusts such activity was not being
submitted centrally (see Section B.2)

Team working
• Several physicians highlighted progressive changes in working practices which have led to departmental teambased care (i.e. responsibility for clinical decisions concerning one patient episode being shared among more
than one consultant).
o In more than one case activity was collected at this team level, and simply divided equally among the
consultants involved, irrespective of where responsibility for care lay
o In more than one case a paired team of consultants had the vast majority of activity recorded against
one consultant
• A group of physicians working as a team in one trust did not record transfers of care between them
• In one case a senior member of the nursing staff instigated transfers of care by allocating activity to a team of
consultants in order to even workload on a ward
• The responsibility for patients on intensive care or high dependency units is inevitably shared between the
admitting consultant and the intensivist or intensivists staffing the unit

E.4

therefore to vary more than the "main specialty"
code. For all but three of the consultants in the
study, both these fields contained the same
information, and in this table are referred to
simply as "Specialty Code"

1. Similar to the issues raised in B.2, the
attachment of GMC code to episodes of care
represents overall responsibility for a patient’s care
during that episode. However, there is currently no
means for assigning more than one consultant to
one episode of care in order to reflect team
working or shared care
2. It is possible to record the presence of a patient
on an intensive care or high dependency unit by
use of an Augmented Care Period (ACP) "tail".
However, ACP data are often incomplete48, and
take no account of team working on the unit itself

Benchmarking against colleagues
• Some consultants expressed a difficulty identifying peers with the same specialty interest or equivalent
caseload for benchmarking purposes
• Benchmarking without knowledge of workforce data (i.e. differences in staffing rotas from one hospital to
another) was seen by clinicians as reducing the validity of comparisons (see also Section F.1)
• Benchmarking outside of any one hospital was perceived as invalid by many clinicians due to:
o differences in admission policies between hospitals/trusts (regarding routes of admission and age cut-off
policies) which may affect casemix
o different coding practices (administrative and/or clinical) between hospitals/trusts
o different discharge policies between hospitals/trusts (see also section F.3)
• Various limitations concerning comparisons of mortality rates using HES/PEDW were expressed:
o During the study mortality rates were for inpatient deaths only, not taking into account varying
discharge policies, local hospice facilities, hospital-based palliative care services or social services for
care of the terminally ill at home
o Varying admission policies (e.g. multiple re-admissions reducing overall mortality rates when measured

1. This first issue was especially pertinent for
clinicians whose specialty was not represented on
HES/PEDW. However, general problems with use
of the specialty code (see section E.1) also
augmented this problem
2. Since completion of the study, linked mortality
data has become available through HES which will
address the first issue concerning mortality rate
comparisons. These data are currently not
available down to consultant level, but the iLab is
working with HES to enable such comparisons

47

Data Dictionaries can be found on the internet: HES (http://www.connectingforhealth.nhs.uk/datastandards/datadictionary/); PEDW
(http://datadict.hsw.wales.nhs.uk/Current/htm/hh_start.htm [NHS internet only])
48
See http://www.hesonline.org.uk/Ease/servlet/ContentServer?siteID=1937&categoryID=176 for more details
iLab Ph1PCR v2.2
Date: 13/10/2006
Author: Giles P Croft

66

Appendix 11: Category analysis of qualitative data recorded during iLab visits
by number of episodes; see also issues highlighted in section E.2)
o Problems comparing mortality rates to national figures using specialty code (see section E.1)
o Similarly, problems comparing mortality rates by individual without adjusting for casemix (especially
large numbers of elderly patients or cancer cases)
o HES/PEDW do not contain enough measures of casemix to ensure comparisons of like with like
o Problems with incorrect allocation of activity to consultants (see sections E.5 and E.6)
o Several consultants expressed surprise at their mortality rates, ascertaining from local audits and
personal data collection than they were in reality higher than rates recorded on HES/PEDW
E.5

Under-estimation of activity levels
• Incomplete recording of procedures performed was the single most common reason for perceived underestimation of activity, affecting the majority of consultants. Some examples of procedures carried out in large
numbers but not seen or significantly under-represented on HES/PEDW included:
o Endoscopic procedures (gastroscopy, colonoscopy, bronchoscopy)
o Insertion or replacement of central lines
o Synacthen test daycase procedures
o Haemodialysis
o Liver biopsies
o Lumbar punctures
o Chest drains and pleural aspirates
o Bone marrow aspirates
o Transoesophageal echocardiograms (performed as daycase by consultant cardiologist)
o General ICU procedures, including tracheostomy (there were often large numbers of ICU patients with no
procedures recorded despite LOS>1)
o Examples of large numbers of daycase attenders (>100) with no procedure recorded for the episode
o Comments were also made about the sporadic coding of minor procedures such as bladder
catheterisation, infusion of therapeutic substances and transfusion (where either large numbers or none
at all were expected by clinicians)
• Misallocation of procedures was the second most common reason for an individual’s activity being underrepresented on HES/PEDW, affecting approximately half of the consultants. Examples included:
o Gastrointestinal endoscopic procedures
o Bronchoscopies
o In one case sleep studies performed by four consultants but all episodes allocated to just one
• Misallocation of activity in general resulting from failure to document transfers of care affected several
consultants. Specific causes identified included:
o Large numbers of discharges from coronary care unit (CCU) under care of admitting (non-cardiologist)
consultant
o Daily ward return being completed using inaccurate on-call rota information
o Large amounts of ICU activity being absent from database for one intensivist
o All cystic fibrosis activity being coded to one (paediatric) consultant despite transfers to respiratory
consultants occurring regularly
o Presence of activity coded against clinically inactive academic staff
• Unexplained causes of missing data were seen with a small number of consultants. In one case activity did not
appear on HES until nine months after the clinician commenced work. In another case all members of a
haematology department were without daycase activity, despite regular occurrences of day care

E.6

1. For the various reasons described, this subcategory was one of the commonest reason
clinicians felt HES/PEDW data did not reflect their
clinical practice. This sub-category does not take
into account activity omitted as described in
sections B.1 to B.5
2. It is conceivable that some of the missing
procedure activity has been coded as outpatient
activity, thereby not appearing in the HES/PEDW
dataset. This is especially true of gastroenterology
endoscopic procedures, although consensus over
such policy appeared to vary between trusts
3. Similarly, the appearance of small numbers of
minor procedures for many consultants suggested
a lack of consensus over what constitutes a
"codable" procedure
4. Misallocation of procedures was commonly
identified by searching for all instances of a
particular procedure across all procedure codes for
the entire trust. Consultants were able to identify
those clinicians likely or unlikely to be performing
such procedures. The most likely cause of misallocation was thought to be undocumented
transfer of care (affecting inpatient procedures
especially)
5. Misallocation of procedures or activity in general
due to inaccurate or undocumented transfers of
care for one consultant resulted in over-estimation
of activity for another consultant (see section E.6)

Over-estimation of activity levels
• Misallocation of procedures as described in E.5 (note 4) was an obvious cause for clinicians being credited with
too much activity.
o Almost every visiting clinician had small numbers of procedures (generally <5) recorded against their
name which they knew to be an inaccurate representation of their activity
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•

•
•
•
•

o Several consultants had large numbers of endoscopic procedures their consultant team did not perform,
coded against their name
o One intensivist had in excess of 160 liver transplant operations recorded against their name as a primary
procedure over a five year period, in addition to a selection of other major surgical procedures. This was
also the case for other intensive care consultants working on the same unit
Similarly misallocation of activity in general resulting from failure to document transfers of care (as described
in E.5) was another reason for over-estimation of activity levels.
o This occurred in more than one case when a clinician was nominally the receiving consultant for
emergency admissions, but did not assume responsibility for the patient’s subsequent care
o Transfers of care from areas of high dependence (ICU/HDU) back to the care of ward physicians were
found to be poorly documented in one case
o A consultant working in a large specialist centre had the activity of a "visiting" clinician from another
locality coded against their name
There was one example of a general over-estimation of activity following the institution of an electronic patient
record (EPR). This was thought to be due to a number of incorrect/"accidental" transfers of care being
recorded which were subsequently not possible to rectify
An issue overlapping with the those in section B.2, on more than one occasion activity was inappropriately
coded to a consultant due to the responsible clinician (e.g. nurse consultant, associate specialist) not being
represented on the database
On one occasion a consultant worked abroad with the armed forces for several extended periods, during which
time their UK work was covered by a locum consultant. However, activity was assigned to the first consultant
despite being absent from the UK
The issue of recording the activity of locums arose on several occasions. Often when locum consultants were
known to be working in the trust during a particular time period their activity did not appear, but was
presumed allocated to another clinician or clinicians

the latter is more obvious when missing from one
consultant’s data, but less so when wrongly
allocated to a larger number of consultants.
2. Although some examples of over-estimation
occurred as a direct result of the under-estimation
examples given in section E.5, there were also
unique examples as described
3. Due to the fact that only one consultant can be
represented on HES/PEDW for any single episode,
activity falsely recorded against one consultant can
therefore not appear against the consultant
actually responsible for that episode of care

F. DISTORTING FACTORS
Are there local factors or likely artefacts which explain apparent anomalies or differences in the data?
Note: Although not concerned specifically with data quality, the issues in this category arose in almost every session. As described in category E, consultants felt that
examining activity data without awareness of these underlying factors could easily lead to misinterpretation, especially when benchmarking one clinician’s
activity against another. As with category E, the majority of consultants’ data contributed to multiple sub-categories.
F.1

Working patterns
• Large discrepancies in levels of activity were often seen, with working patterns cited as the commonest reason by more than three
quarters of all visiting consultants. Specific reasons, largely resulting in an altered frequency of on call (emergency) activity included:
o Policy change of rota pattern
o Leave (annual / sickness / maternity) of consultant or colleagues
o Irregular on call patterns crossing temporal boundaries (e.g. three months acute work followed by six months ward work)
o Appointment of new consultants onto the rota
o Temporary non-clinical duties or job sharing
o Shifts in responsibility away from clinical work (e.g. medical director role)
• The activity of associate specialists and juniors could also be seen to distort activity levels. Since all activity is coded to a named
consultant, the number of experienced team members working with that consultant affects the amount of activity recorded

F.2

HES/PEDW are not
currently linked to
workforce data

Changes in local coding practices
• Local changes in administrative coding practices were seen to cause abrupt changes in activity data in a number of trusts. Examples
included:
o Altering the main/treatment specialty of consultants (e.g. from a medical specialty code to General Medicine; from one medical
specialty code to another)
o Altering the recorded admission code (e.g. from daycase to "planned" admissions, regular attenders or emergencies; see also
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section E.2)
o Excluding activity from the current dataset (e.g. coding endoscopies as outpatient procedures)
o Genuine "up-coding" due to increased rigour of coding practices following audit
F.3

Changes in referral / booking / admission practices
• Varying age-related admission policies were cited by several clinicians as a reason for apparent discrepancies in activity (see also Section
E.4). In one trust, two hospitals had different policies for admission to the Medicine for the Elderly department
• The influence of hospital targets was cited as a reason for reduced inter-specialty transfers of care of inpatients (since patients were
advised to seek an ‘urgent’ referral from their GP instead)
• Seasonal activity elsewhere in the hospital (e.g. ‘winter bed crisis’) was seen to reduce overall planned activity in one hospital
• A period of striving to reduce the number of admissions from A&E in one trust made obvious changes to activity levels
• A general shift of services to the outpatient department was seen to cause a gradual decline in activity
• The geographical moving of services within a trust or between trusts was seen to affect activity

F.4

Changes in clinical practice
• The advent of new treatments was seen to affect activity (e.g. faster treatments reducing planned admissions, new treatments
increasing daycase activity)
• The running of clinical trial in a department was seen on more than one occasion to dramatically increase activity levels
• The running of a screening programme was seen on one occasion to dramatically increase activity levels
• The opening of new facilities and recruiting of additional staff inevitably increased overall activity

F.5

Factors affecting overall lengths of stay
• Factors which may distort the mean length of stay to be longer than expected included:
o Reduced provision of social services ("bed blocking")
o A perceived increase in the age of patients and complexity of caseload
o Provision of services for investigative procedures (i.e. inpatient waiting time vs sent home to reattend for investigation)
o Failure to capture transfers of care (for length of episode by individual clinician)
o Opening of new facilities (e.g. stroke rehab unit)
o Bed shortages for "step down" from intensive care or high dependency units
• Factors which may distort the mean length of stay to be shorter than expected included:
o Referral policy to tertiary care centres
o Better access to intermediate care facilities
o Admissions for procedures where patients are warned they may have to stay in overnight (e.g. liver biopsy). Despite the great
majority being discharged after the procedure (i.e. treated as a daycase), such admissions coded as "planned" admissions, thereby
large numbers with LOS=0 reducing overall mean LOS
o Increasing numbers of internal transfers of care
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Royal College of Physicians Information Lab Low Numbers Follow Up Questionnaire
Thank you for offering to participate in the iLab study. As explained in the accompanying email unfortunately we
don’t have access to a useful number of inpatient / day case “Finished Consultant Episodes” (FCEs) held in your
name on the HES / PEDW databases. We would be grateful if you could provide us with more details about your
activity data, with a view to improving the service provided by iLab and informing future developments in the
collection and utility of routine datasets.
Please accept our apologies if there is slight overlap with one or two of the questions we asked of you originally. We
haven’t ignored the answers you provided, but feel these questions are inseparable from some of the other items on
this questionnaire.
This document has been designed to be filled in as a form. Click on the check boxes and type your answers in the grey text boxes
as appropriate. This is most easily done by using the tab key to move from one field to the next. Boxes can then be checked or
unchecked by using the space key or the mouse.
Please then save the completed questionnaire with your name or GMC number in the document title (e.g. "Your Name Low Number
Q".doc) and return by email as an attachment. Alternatively you can print this form off, complete it by hand and return to the
address below. We would much rather it was completed and sent back electronically. Feel free to call us if you encounter
difficulty.
If you find you are unable to click on the check boxes at all, you may need to go into the Tools>Macro>Security menu and
change the setting from ‘high’ to ‘medium’. Then close the document, re-open it and click on ‘Enable macros’ when prompted.
This setting can be restored to ‘high’ once you have finished and will not affect the way your computer works.

1

Please complete the following information:
Name:
Main specialty:
No of FCEs [iLab use]:

2

Please explain briefly what interested you in participating in the iLab project:

3

What do you consider would have been a positive outcome of participating in the iLab project?

4

Did you suspect there would be little information held in your name
available to us on the HES / PEDW database?

5

Are you aware of data being routinely collected about your practice and held elsewhere?

Yes

No

Don’t know
Yes

No

If Yes, please tell us where this might be (tick as many as apply) :
a)

Personal clinical database

b)

A stand alone departmental database (please specify)

c)

My trust’s information department

d)

National database held by my specialty group (please specify)

e)

Another source (please specify)

If No, can you envisage a way in which your activity might be captured and subsequently used to benefit you and your
patients?
6

Do you think your activity could be incorporated into the standard HES / PEDW database?

Yes

No

Please elaborate if appropriate:
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7

If your activity data was held on HES/PEDW (i.e. available for analysis
through the iLab), do you think you would use it for appraisal purposes?

8

Have you ever been asked to provide activity data for consultant appraisal?

Yes

No

Don’t know
Yes

No

If Yes, from where did you obtain this information? (you can refer back to parts a-e of Q5 if you checked the boxes) :

9

10

Approximately how is your work divided in terms of the sessions you do in an average week?
Inpatient care:

sessions per week

Outpatient care:

sessions per week

Other (please specify) :

sessions per week

In broad terms, do you think your activity could be made available to, or
accessible by the iLab?

Yes

No

Don’t know

Yes

No

Don’t know

Please elaborate if appropriate:

11

If your activity data was available to the iLab for analysis, would you want
to use it for any other purposes (other than appraisal)?
If so, what are these?

12

Following your involvement to date in the iLab project, how confident are you that data routinely coded for central
returns accurately reflects your clinical activity?
No confidence

Not particularly

Reasonably

Very confident

No opinion

Please use this space to add any other comments about the iLab project, further views you may have about the way your
activity is represented at present, and any ideas you may have for future collaboration and use:

Thank you for taking the time to complete this follow up questionnaire and for your participation in the evaluation of the iLab
project. Please follow the instructions at the top of this document as to how to return the completed questionnaire.
The results of the evaluation will be made available to you when completed, and we will keep you posted as to the
developments of the iLab facility as they occur. Please contact us if you do not wish to be included in such communications, or
if there are any aspects of the project you wish to discuss.
Best wishes
Dr Giles P Croft
Clinical Research Fellow / iLab Project Manager
RCP iLab, The Clinical School
University of Wales Swansea, Singleton Park
Swansea, SA2 8PP
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Appendix 13: Details of UK physicians with low numbers of FCEs by specialty
Measure:
Data Period:
Sample size:
Consultants excluded:
Final sample size:

Number of consultants grouped by number of FCEs attributed to
their consultant code on HES & PEDW over 2 year period
April 2002 to March 2004
6102 (All consultants listed on RCP database and invited to
participate in iLab project)
32 (Unable to find valid consultant codes on GMC website)
6070
Total with
no data or
low data
1,359
63

% with
<80
FCEs
12%
11%

% with
low or
no data
24%
22%

England
Wales

No
Data♣
683
32

<80
FCEs
676
31

≥80
FCEs
4,423
225

Overall

715

707

4,648
6,070
1,422
12%
12%
23%
♣
Queried both HES & PEDW and no record of consultant code found

No
Data♣
1
16
1
73
53
159
29
116
7
9
2
5
15
17
3
10
14
2
15
3
40
8

<80
FCEs

≥80
FCEs

4
3
2
12
9
1
22
8
17
15
24

715

Country

Specialty
Acute Medicine
Audiological Medicine
Homoeopathic Medicine
Clinical Genetics
Clinical Neurophysiology
Genito-Urinary Medicine
Nuclear Medicine
Palliative Medicine
HIV/AIDS
Intensive Care Medicine
Tropical Medicine
Allergy
Immunology
Dermatology
Metabolic Medicine
Rehabilitation Medicine
Infectious Diseases
Infection & Tropical Medicine
Rheumatology
Endocrinology
Haematology
Neurology
Clinical Pharmacology &
Therapeutics
Diabetes Mellitus
Paediatric Cardiology
Medical Oncology
Renal Medicine
General (Internal) Medicine
Cardiology
Endocrinology & Diabetes Mellitus
Respiratory Medicine
Gastroenterology
Geriatric Medicine
Stroke Medicine
Overall
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Totals
5,782
288

Total with
No Data or
Low Data
1
29
2
90
64
216
43
155
15
21
8
12
28
202
8
30
19
3
97
12
90
55

% with
<80
FCEs

% with
no data
12%
11%

45%
50%
19%
17%
25%
30%
20%
33%
35%
46%
35%
27%
51%
28%
20%
8%
9%
20%
15%
10%
14%

% with
no data
100%
55%
50%
80%
80%
69%
63%
58%
29%
26%
15%
25%
31%
5%
17%
10%
21%
18%
4%
5%
8%
2%

% with
low or
no data
100%
100%
100%
99%
97%
94%
93%
78%
63%
62%
62%
60%
57%
56%
44%
30%
29%
27%
24%
20%
18%
17%

1
2
15
3
45
9
13
5
8
21
160
10
70
47
8
307
48
406
277

Totals
1
29
2
91
66
231
46
200
24
34
13
20
49
362
18
100
66
11
404
60
496
332

4
16
5
4
20
2
15
9
13
10
7

44
104
48
122
215
36
570
272
480
538
763
1

52
123
55
138
244
39
607
289
510
563
794
1

8
19
7
16
29
3
37
17
30
25
31

8%
13%
9%
3%
8%
5%
2%
3%
3%
2%
1%
0%

8%
2%
4%
9%
4%
3%
4%
3%
3%
3%
3%
0%

15%
15%
13%
12%
12%
8%
6%
6%
6%
4%
4%
0%

707

4648

6070

1422

12%

12%

23%

13
1
17
11
57
14
39
8
12
6
7
13
185
5
20
5
1
82
9
50
47
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Appendix 14: Example quotes concerning changes in practice following participation
In response to the question: “Are there any ways in which you think your participation in this project
may change your future practice?” 81% of the intervention (iLab) group; 34% of the control group;
and 35% of the eSCRIPS group responded in the affirmative. Some examples of their free-text
explanations are given below.
Intervention Group
•

Attempt to change local practice in my Trust to improve data quality

•

Audit R69X diagnosis

•

Closer attention to entry of diagnosis for inpatients, accurately.

•

Data quality for critical care consultants + their base specialty needs attention

•

Ensure correct coding and getting my non inpatient endoscopies listed as daycase procedures

•

I am now more aware of FCE concept

•

I will be more careful in clarifying the diagnosis on discharge summaries

•

I will continue to press the local services to improve their data collection and to try and move to
local validation at a care group / consultant level before sending out of the hospital

•

I will ensure that all my activities are recorded and can be extracted readily from the current PAS
system

•

I will try to check my data more often and also chase up on the anomalies identified

•

I will try to check the accuracy of data collected about my activity on a regular basis.

•

I will use this in my appraisal and personally feel it should be mandated for us to do it and for the
Trust to ensure we have the access and the time and the support, preferably using someone like
you as an independent data analysis and advice

•

Improve coding

•

It will encourage me to review data held on me more regularly. In view of the massive increase
in activity, I may reduce my drive to increase referrals to our institution

•

Make me more likely to pay careful attention to documentation

•

May assist my management role within the department

•

More involvement / better understanding of local data collection

•

More keen than ever to be involved with coding

•

Need to ensure accuracy of data collection

•

I am more aware of and therefore more wary of how data are collected

•

Review of junior doctors’ record keeping and diagnoses

•

Reviewing discharge summary process to ensure correct diagnosis and procedures listed

•

Rigorous in ensuring accuracy of diagnosis and of procedures done on in patients

•

To enable proper mortality data for endoscopy

•

Will be more careful about how daycase activity is described and hence coded

•

Will liaise with local information department to ensure (if possible) more accurate and complete
data collection for the Department (all consultants, specialist nurses).

Control Group
•

Interpretation of the data has resulted in changes including:
o

Attempt to review fewer leg ulcer patients

o

Finance to explore the recharging of registrar salaries which appears to be incorrect and
perhaps release some income for additional medical sessions

o

Revise the method of measuring nursing sickness so that it more accurately reflects hours
of absence

•

I am assistant medical director. I have used the exercise to pressure ICT into trying to produce
better datasets for individual consultants

•

I have presented and arranged a presentation to my colleagues by the Trust IT dept and also
trialled another on line system some time ago from a commercial provider.

•

I have been in contact with our coding team

•

I shall be more proactive in requesting to see, and examining, the data held in my name.
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•
•

I will offer to validate coding/uncoded episodes against my name in Trust systems.
I will place little reliance on data collected within this Trust, will keep more of my own data & be
more proactive in audit where I am more confident of the reliability of data collection. I am in the
process of developing a database with the audit department & am anticipating funding being
secured for audit projects across the whole region, enabling peer comparisons.

•

If information was available I would certainly like to see it - and have chance to check validity
(and audit obvious problems) before registration on DOH databases. I suspect much of the data
held is inaccurate - and paranoia fuelled by reluctance of anyone in trust to share the data with
me.

•

In terms of service development the data has been outstanding

•

It helped to focus my thinking on the data collection process

•

Make me more proactive about collecting personal data

•

More aware of activity in comparison with colleagues

•

More aware of how to get data from various sources, but still inexperienced

•

More regular review of data

•

Never believe our information dept.

•

Try to improve accuracy of info

•

Until there are some radical changes in the IT here, I shall continue to collect my own data for self
evaluation / clinical governance.

•

Will have to consider personal database but time + duplication of effort are issues.

eSCRIPS Group
•

Ensuring accurate discharge summaries, looking at methods of coding patients

•

Gave me insight into my workload in comparison to my colleagues and also mortality and
readmission information has been helpful. The information also allows me examine inpatient stay
for different diseases in relation to Scottish averages

•

I take more care in completing diagnoses on discharge letters but coding of these is not always
correct

•

I would like to review accuracy of codes

•

Some of the info is of interest and I have used it in both my formal appraisals

•

More involvement in local data collection clearly needed, more personally collected data would be
more reliable/believable, but time constraints limiting.

•

More likely to use departmental / personal databases

•

More specific diagnoses on discharge summaries

•

Re-enforced

my

belief

that

poor

quality/irrelevant

data

collection

by

uninformed

individuals/organisations does not allow meaningful analysis
•

Will attempt to persuade colleagues to enable the share facility in eSCRIPS, and to look to see if
there is a way of reviewing the information going to ISD.
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