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1.0 Introduction 

This report presents an overview of clinical audit and effectiveness activities within 

the Trust between 1st of April 2014 and 31st March 2015. It informs the Board of how 

the Trust works to ensure delivery of excellent care to patients (high quality evidence 

based care, following recommended guidelines) and achieve good outcomes (better 

health, fewer symptoms) for patients. 

The Department of Health explains clinical effectiveness as 'the extent to which 

specific interventions, when deployed in the field for a particular patient or 

population, do what they are intended to do, for example, maintain and improve 

health and secure the greatest possible health gain from available sources'.  

Clinically effective care is based on adherence to evidence based guidelines to 

provide the best possible outcomes for patients. Clinical audit is defined by the 

Healthcare Quality Improvement Partnership HQIP as 'a quality improvement 

process that seeks to improve patient care and outcomes through systematic review 

of care and implementation of change. It is an essential tool in the delivery of 

clinically effective care, allowing professionals to measure their performance, 

recognise good practice and bad practice, and to make improvements in areas 

where practice does not reach appropriate standards. 

 

2.0  Organisational Structure  

Moorfields Eye Hospital (MEH) clinical quality team is led by Mrs Melanie Hingorani, 

a Consultant Ophthalmologist and Clinical Director for Quality and Safety and the 

Head of Clinical Governance (Andy Dwyer) and it includes the Clinical Audit 

Facilitator (recently appointed Carol Kibble), the Assistant Clinical Audit Facilitator 

(Aamir Khan) and the Clinical Audit Clerk (until recently Christopher Smith, currently 

out to advert). The team works closely with the Corporate Governance, Risk and 

Compliance Teams.  

 

There are two committees for implementation and monitoring of clinical audit and 

effectiveness processes: the Clinical Audit Assessment Committee (CAAC) which 

meets 2 weekly to assess and approve clinical audit proposals and reports; and the 

Clinical Audit Effectiveness Committee (CAEC) which meets 2 monthly and oversees 
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clinical audit and effectiveness work. The CAAC reports to the CAEC, which in turn 

reports to the Clinical Governance Committee (CGC). 

 

The Trust’s intranet site contains a number of resources: CLAW (Clinical Audit 

Webtool) for online registration and management of the audit process and reporting 

of audit activities in the Trust; the Clinical Audit Policy; a simple “how to” guide to 

clinical audit; training materials; and other information regarding the department.  To 

ensure coordination of clinical audit in the services, all major departments and 

satellites have an identified consultant or equivalent clinical audit lead who works 

with the quality team and are invited to attend the CAEC to present their 

department’s audit and effectiveness work at least annually.  

 

Moorfields continues with its program of multidisciplinary clinical governance (CG) 

half days, with good recorded attendance by 400-500 staff per meeting. CG half 

days provide a  forum for presentation and discussion of quality activities and there 

are standing agenda items to ensure that key effectiveness topics such as audit 

results and actions, clinical outcomes and progress against the annual audit are 

discussed, minuted and fed back to the quality team. The major satellite sites hold 

their own local meetings three to six times yearly. The smaller satellites and the City 

Road site hold four sessions per year, of which three are service specific and one is 

run jointly attended by all the services. However due to a failure in achieving the 

Referral-to-Treatment (RTT) 18 week pathway, a decision was made by the Trust to 

continue extra clinics on the CG date planned for September 2014.  Therefore the 

Trust conducted only three CG half day sessions in 2014-15 for City Road. Members 

of the corporate and clinical governance teams attend each CG meeting as a 

governance “buddy” to provide support and guidance. The emphasis on 

multidisciplinary clinical audit participation and multidisciplinary attendance at CG 

half day meetings is designed to embed clinical audit in practice for all staff and 

ensure all clinical staff have the knowledge and skills to do so.  

 

The annual joint CG meeting in November welcomed the Chief Inspector of 

Hospitals at the Care Quality Commission (CQC), Professor Sir Mike Richards, to 

open with a keynote speech followed by a question and answer session. The event 

was well publicised with posters and emails and was recorded on video for sharing 
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with other Moorfields sites and services unable to attend. The involvement of a 

national figure from the CQC was well received by the 500+ staff who attended. 

 

3.0 Clinical Audit 

3.1 Clinical Audit Policy   

The Trust’s Clinical Audit Policy, which is currently being updated, outlines the 

strategic direction of clinical audit and aims to ensure that: 

 Clinical audits focus on high priority areas 

 There is a clear simple procedure for approving and conducting audits 

 Clinical audit is conducted against appropriate standards, presented in the 

approved format and contains a suitable action plan 

 Progress against action plans is monitored and re-audited to demonstrate 

sustained improvement; it is crucial that lessons are learned, acted on and shared 

across the organisation 

Clinical audit in the Trust has three main themes: 

 Quality improvement 

 Patient safety  

 Demonstrating consistent achievement of key clinical outcomes in each service: 

the “core outcomes”. 

Audits that are accorded high priority include those against national standards such 

as National Institute for Health and Care Excellence (NICE), National Confidential 

Enquiry into Patient Outcome and Death (NCEPOD), Care Quality Commission 

(CQC), Royal College of Ophthalmologists’ (RCO) related audits. Other important 

areas include concerns from incidents or complaints, new research evidence, new 

service developments, audits assessing training and compliance with key policies 

and procedures and re-audits.  Table 1 shows the number of audits proposed and 

approved (195) during the year 2014-15 associated with these priorities/triggers.   

 

The Trust’s quest to use the new electronic patient record, OpenEyes, for more 

automated audit continues, although the progress achieved has been less than 

hoped. So far only Glaucoma, Medical Retina and Cataract services’ modules are in 

regular use and are being used to support clinical audit activities but the process for 

automated audit accessible directly by clinicians is not yet available and the majority 
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of clinical audits require the paper health records. The OpenEyes team are currently 

developing software which will allow the Trust to submit historical data to the RCO 

National Cataract Audit later in 2015 and then submit rolling prospective data from 

2016 as required. In addition, OpenEyes are developing an audit facility for cataract 

surgery outcomes which will be available for clinicians to use to directly examine 

their own and their team’s up to date cataract surgery outcomes and compare results 

with national and Trust outcome standards. 

 

Table: Number of audits by priority  

Reason for audit No 

Complaints, claims and litigation 3 

Core Outcome audit 21 

Incidents 5 

Local Guidelines 20 

National Audit 5 

New Research 30 

NICE 24 

National Service Framework (NSF) 1 

Patient Feedback 8 

PROM 5 

Royal College of Ophthalmologists (RCO) 6 

Royal College of Ophthalmologists mGTT 
(RCOmGTT) 

34 

Re-audit 9 

Revalidation 3 

Service Evaluation 17 

Survey 4 

Total 195 

 

 

 

3.2 Clinical Audit Activity 
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In the period under review, there were 195 clinical audit and 69 completed audit 

reports presented and approved by the CAAC. Audit activities varied by services with 

some services engaging in higher levels of audit activity than others. Medical Retina 

and Glaucoma were involved in the highest number of audits, in line with being the 

busiest services, but the Paediatrics and Strabismus and Corneal and External 

Disease services were also very productive. There were nine trustwide audits, 

related to local guidelines, national audits and incidents, NICE, National Service 

Framework (NSF) and service evaluation. 

 

Chart: Audit proposals approved and completed audit reports 

 

 

 

 

 

 

 Chart: Audit activities by service 
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3.3 National Audits 

As the Trust is a single speciality hospital, most national audits are not applicable. 

Therefore the Trust performs audits against relevant national recommendations such 

as RCO recommended standards and standards relevant to national guidance or 

regulators, such as NICE and NSF. During 2014-15, 30 nationally related and 61 

RCO clinical audits were registered on the Trust’s Clinical Audit Webtool database.  

 

The national clinical audits, RCO standards and NICE standards audits that 

Moorfields took part in during 2014/15 were as follows:  

 

National Audits  

Audit Project Title Audit 
Reasons 

Sites Service 

Intraoperative monitoring of the 
elderly at Moorfields  
 

NICE City Road 
Ealing 
Homerton 
Loxford 
Mile End 
Northwick Park 
Potters Bar 
St Ann's 
St George's 

Anaesthetics 

Audit of suspected lid cancer 
patient referral in adnexal oncology  

NICE City Road Adnexal 
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Sprint National Anaesthesia 
Projects (SNAP-1): Patient survey 
on quality of anaesthesia in UK 
hospitals and accidental 
awareness under general 
anaesthesia. 

National 
Audit 

Bedford 
City Road 
Ealing 
Mile End 
Northwick Park 
Potters Bar 
St Ann's 

Anaesthetics 

DMO Compliance Audit NICE City Road 
Ealing 
Loxford 
Northwick Park 
St Ann's 
St George's 

Medical Retina 

DMO Lucentis New Referral Forms  NICE City Road Medical Retina 

A Prospective Evaluation of 
Patient Knowledge of Diabetes, 
Diabetes Self-care and Diabetic 
Retinopathy Associated Risk 
Factors (the Patient Knowledge of 
Diabetes Audit, PKDA)  

NICE Ealing Medical Retina 

Retrospective Glaucoma Optic 
Nerve Head Imaging Audit 

NICE Bedford 
Ealing 
Potters Bar 
Queen Mary's 

Glaucoma 

Evaluation of acute optic neuritis 
management: towards a diagnostic 
approach and therapeutic protocol 
using up-to-date procedures 

NICE City Road Neuro-
Ophthalmology 

Patient Glaucoma Awareness 
Study 

NICE Bedford  Glaucoma 

A retrospective evaluative audit of 
visual and anatomic outcomes of 
patients with refractory or recurrent 
wet age-related macular 
degeneration who were converted 
from ranibizumab to aflibercept  

NICE Bedford  Medical Retina 

An Audit of Patients who are 'Lost 
to Follow Up' in the Glaucoma 
Service 

NICE City Road Glaucoma 
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Audit on intravitreal treatment of 
macular oedema from retinal vein 
occlusion 

NICE Trustwide Medical Retina 

Implantation of an opaque 
intraocular lens for intractable 
double vision: adherence to NICE 
guidance  

NICE City Road Strabismus 

Causes of clinic non-attendance of 
diabetic patients in the Medical 
Retina Service at City Road. 

NICE City Road  Medical Retina 

An evaluation of A&E child 
protection documentation where 
there has been a disclosure of 
domestic abuse.  

NICE City Road A&E 

Thyroid eye disease: do we meet 
standards? 

National 
Audit 

City Road  Adnexal 

Prescribing compliance within the 
Adnexal Service 

NICE City Road Adnexal 

Decision making for treatment of 
patients with pigment dispersion 
syndrome(PDS) using visual field 
and optic disc imaging 

NICE City Road Glaucoma 

Complaint handling (Complainant 
perspective) 

National 
Audit 

Trustwide Trust-Wide 

Cataract Surgery Audit in the 
Glaucoma Service - PCR rate 

NICE Trustwide Glaucoma 

Intra-operative DVT prophylaxis NICE City Road Anaesthetics 

Cystoid Macular Oedema After 
Cataract Surgery 

NSF Trustwide Cataracts 

Non Diabetic Retinopathy Referral 
Outcomes from Tower Hamlets 
PCT'S 
Diabetic Screening Service 

NICE City Road 
Homerton 
Mile End 

Medical Retina 
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Real- Life Experience with 
Ranibizumab in the Treatment of 
Macular Odeama secondary to 
Central Retinal Vein Occlusion 
within the NHS: Can we CRUISE? 

NICE City Road Medical Retina 

Visual outcomes in patients 
attending the Surveillance and Slit 
Lamp Clinic of the National 
Diabetic Eye Screening 
Programme (NDESP) of Tower 
Hamlets PCT 

National 
Audit 

City Road  Medical Retina 

Glaucoma service at 
Moorfields@City Road compared 
to Nice guidelinesCG85/2009 

NICE City Road Glaucoma 

A review of the application of the 
Mental Capacity Act in practice at 
Moorfields Eye Hospital NHS 
Foundation Trust 

National 
Audit 

Trustwide Trustwide 

Adherence to local protocols for 
scheduling of aflibercept injections 
in wet AMD 

NICE City Road Medical Retina 

Ocriplasmin for VitreoMacular 
Traction and Stage II Macular 
Holes 

NICE City Road, St. 
George’s, 
Ealing  

Vitreo-Retinal 

Audit of informed consent for 
intravitreal therapy in Croydon 
University Hospital 

NICE Croydon  Medical Retina 

 
 

 

Royal College of Ophthalmologists Audits and Core Outcomes 

Audit Project Title Audit 
Reasons  

Sites  Service  

R3 referrals from the screening 
programme to Moorfields 

Core 
Outcome 
audit 

City Road Medical Retina 

Cataract Outcome Survey Core 
Outcome 
audit 

City Road Cataracts 

Corneal/External Disease Patient 
Survey 2014  

Core 
Outcome 
audit 

City Road Corneal & 
External 
Disease 

Modified Global Trigger Tool City 
Road/Medical Retina 

RCO 
mGTT 

City Road Medical Retina 

Modified Global Trigger Tool City 
Road/Trustwide (Inf. Ctrl, Nursing, 
Pharmacy, 
etc.) 

RCO 
mGTT 

City Road Trustwide 
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Modified Global Trigger Tool St 
Ann's/Medical Retina 

RCO 
mGTT 

St Ann's Medical Retina 

Modified Global Trigger Tool City 
Road/Medical Retina 

RCO 
mGTT 

City Road Medical Retina 

Modified Global Trigger Tool City 
Road/Medical Retina  

RCO 
mGTT 

City Road Medical Retina 

Outcomes of 50 consecutive cataract 
surgery cases  

Core 
Outcome 
audit 

City Road 
Ealing 
Northwick 
Park 
Potters Bar 

Cataracts 

Modified Global Trigger Tool 
Bedford/Optometry 

RCO 
mGTT 

Bedford Optometry 

Modified Global Trigger Tool City 
Road/Adnexal 

RCO 
mGTT 

City Road Adnexal 

Outcome of Baerveldt tube 
implantation in patient with glaucoma 

Core 
Outcome 
audit 

City Road Glaucoma 

Modified Global Trigger Tool City 
Road/Medical Retina 

RCO 
mGTT 

City Road Medical Retina 

Audit of cataract surgery outcomes Core 
Outcome 
audit 

City Road Cataracts 

Modified Global Trigger Tool 
Bedford/Paediatrics 

RCO 
mGTT 

Bedford Paediatrics 

Modified Global Trigger Tool 
Bedford/Strabismus 

RCO 
mGTT 

Bedford Strabismus 

Modified Global Trigger Tool 
Ealing/Primary Care 

RCO 
mGTT 

Ealing Primary Care 

Re-audit of paediatric syringe and 
probing core outcome 

Core 
Outcome 
audit 

City Road Paediatrics 

Cataract Outcome Audit RCO City Road 
Ealing 
St Ann's 

Corneal & 
External 
Disease 

Modified Global Trigger Tool City 
Road/Medical Retina 

RCO 
mGTT 

City Road Medical Retina 

Surgical Outcomes of Mitomycin 
Augmented Trabeculectomy in the 
First Two Years of Life 

Core 
Outcome 
audit 

City Road Glaucoma 

Modified Global Trigger Tool 
Bedford/Corneal and External Disease 

RCO 
mGTT 

Bedford Corneal & 
External 
Disease 

Audit of Paediatric cataract surgery RCO City Road Paediatrics 

Modified Global Trigger Tool City 
Road/Anaesthetics 

RCO 
mGTT 

City Road Anaesthetics 
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Modified Global Trigger Tool City 
Road/Anaesthetics  

RCO 
mGTT 

City Road Anaesthetics 

Modified Global Trigger Tool City 
Road/Neuro-ophthalmology 

RCO 
mGTT 

City Road Neuro-
Ophthalmology 

Modified Global Trigger Tool Upney 
Lane/Primary Care 

RCO 
mGTT 

Upney Lane  Primary Care 

Modified Global Trigger Tool 
Loxford/Medical Retina 

RCO 
mGTT 

Loxford Medical Retina 

Risk stratification of cataract surgery at 
Bedford, Moorfields 

Core 
Outcome 
audit 

Bedford Cataracts 

Botulinum toxin for the treatment of 
paediatric strabismus 

Core 
Outcome 
audit 

City Road 
Northwick 
Park 

Paediatrics 

mGTT of patients with external disease 
complaints 

RCO 
mGTT 

City Road  Paediatrics 

Core outcome audit of trabeculectomy 
at 1 year (2013 surgery data) 

Core 
Outcome 
audit 

City Road, 
Upney Lane, 
Ealing, 
Loxford, Mile 
End, 
Northwick 
Park, Potters 
Bar, St Ann's, 
St George's 

Glaucoma 

Stop Before You Block RCO City Road  Anaesthetics 

Core Outcomes on Aqueous Shunt 
Devices (Tube Outcomes III) 2015 
(tubes done 2013-14) 

Core 
Outcome 
audit 

City Road 
Mile End 
Northwick 
Park 
St Ann's 
St George's 

Glaucoma 

Retinopathy of prematurity Screening 
Moorfields @ Bedford 

RCO Bedford Paediatrics 

Modified Global Trigger Tool City 
Road/Orthoptics 

RCO 
mGTT 

City Road Orthoptics 

Modified Global Trigger Tool Northwick 
Park/Orthoptics 

RCO 
mGTT 

Northwick 
Park 

Orthoptics 

Modified Global Trigger Tool St 
George's/Orthoptics 

RCO 
mGTT 

St George's Orthoptics 

Retrospective Audit of Premature 
Babies for Retinopathy of Prematurity 

RCO Ealing Paediatrics 

Modified Global Trigger Tool 
Loxford/Glaucoma 

RCO 
mGTT 

Loxford Glaucoma 

Modified Global Trigger Tool City 
Road/Optometry 

RCO 
mGTT 

City Road Optometry 

Modified Global Trigger Tool Northwick 
Park/Optometry 

RCO 
mGTT 

Northwick 
Park 

Optometry 
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Modified Global Trigger Tool 
Ealing/Optometry 

RCO 
mGTT 

Ealing Optometry 

Modified Global Trigger Tool Potters 
Bar/Optometry 

RCO 
mGTT 

Potters Bar Optometry 

Modified Global Trigger Tool St 
George's/Optometry 

RCO 
mGTT 

St George's Optometry 

A retrospective audit of time from 
diagnosis to surgery in primary retinal 
detachments presented in VRE 

Core 
Outcome 
audit 

City Road Vitreo-Retinal 

Full thickness Macular holes August-
November 2014 

Core 
Outcome 
audit 

City Road Vitreo-Retinal 

Modified Global Trigger Tool Potters 
Bar/Orthoptics 

RCO 
mGTT 

Potters Bar Orthoptics 

Modified Global Trigger Tool  Croydon RCO 
mGTT 

Croydon 
University 
Hospital 

Orthoptics 

Modified Global Trigger Tool Darent 
Valley and Stratford 

RCO 
mGTT 

Darent 
Valley, 
Stratford 

Orthoptics 

Modified Global Trigger Tool Mile 
End/Glaucoma 

RCO 
mGTT 

Mile End Glaucoma 

Reattachment rate following primary 
rhegmatogenous retinal detachment 
repair surgery 

Core 
Outcome 
audit 

City Road Vitreo-Retinal 

Moorfields @ Bedford Cataract 
Surgery Outcomes Audit 2014 

Core 
Outcome 
audit 

Bedford Cataracts 

Trabeculectomy outcomes Core 
Outcome 
audit 

City Road Glaucoma 

Cataract surgery outcomes Core 
Outcome 
audit 

City Road Glaucoma 

Modified Global Trigger Tool City 
Road/Paediatrics 

RCO 
mGTT 

City Road  Paediatrics 

Retrospective study of anaesthesia 
outcome of cataract surgery done 
under local anaesthesia 

RCO City Road, 
Mile End, St. 
Anne's 

Anaesthetics 

Personal trabeculectomy audit August 
2013-August 2014 

Core 
Outcome 
audit 

City Road Glaucoma 

Angle closure Glaucoma in A&E Core 
Outcome 
audit 

City Road A&E 

Outcomes of therapeutic keratoplasty Core 
Outcome 
audit 

City Road Corneal & 
External 
Disease 

Modified Global Trigger Tool City 
Road/Medical Retina 

RCO 
mGTT 

City Road Medical Retina 
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3.4 External Review: CQC and NHSLA 

A number of key NHSLA and CQC related audits are undertaken annually. 

Record Keeping Audit 

The Trust Record Keeping Audit is undertaken every year by the clinical audit team 

and was repeated for 2014-15. With a slight modification to the 2013-14 audit tool, 

the team reviewed and analysed 15 sets of medical records for each site, to 

compare and contrast between satellites. The team visited City Road, Northwick 

Park, Ealing, Potters Bar, Mile End, St George’s, St Ann’s, Bedford and Croydon, 

and the notes were chosen at random and covered various services. The audit 

standard was the Trust’s ‘Health Records Management Policy and Procedure V3.3 

(July 2013)’ and comparisons were made against the results of 2013-14. The audit 

assessed the condition of the medical notes (securely held and bound, filed correctly 

and correct patient details on the outside), and also assessed the last episode of 

care to determine, patient detail, legibility, use of electronic records, appropriate date 

and time, written in black ink and amendments noted correctly. 

 

The audit showed many improvements since the previous year. The general 

condition of the health records has shown improvements with inclusion of the 

patient’s NHS number and the security of documents held and bound in the folder. 

The majority of sites continue to use handwritten notes as a preference to Open 

Eyes/Medisoft but Croydon, Bedford and Potters Bar use mainly electronic records. 

 

Upon review of the last episode of care, many sites showed improvements on last 

year’s audit. Croydon was not part of the review last year, but demonstrated 

excellent documentation standards throughout. Some aspects of the Health Records 

Management Policy and Procedure V3.3 (July 2013) were impractical and the 

standards set unachievable without a hospital bleep system, or changes to the 

electronic print-outs for Open Eyes and Medisoft, and a review of the policy is 

necessary to achieve further compliance and to also reflect current practice. There 

were also issues with the printing of electronic documents whereby if the documents 

printed continued to a separate page, the patient details were not printed at the top 

of the second page. The results were shared with the Information Governance team 

and Health Records Management team within the Surgical Services directorate to 

address the policy and also with the OpenEyes team to ensure the patient details 
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appear on every page. Also, results have been shared with staff across the Trust 

through clinical governance meetings, quality performance reviews and other 

meetings, to ensure actions are taken to continuously improve the standard of 

recording keeping by all staff. 

 

Being Open Audit 

In February 2015 the Head of Clinical Governance undertook an audit of compliance 

against the Trust’s Being Open Policy (July 2014). The audit reviewed all patient 

safety events (incidents, complaints and claims) recorded as having a significant 

level of harm (moderate, major, catastrophic, including prolonged psychological 

harm and death). Serious Incidents and Never Events were also included. Data was 

assessed between September–December 2014 and identified 11 patient safety 

events (all recorded as clinical incidents). 

One incident involved a large number of documents that were inappropriately stored 

and had not been dealt with appropriately, such as patient letters and investigation 

results and, although still under review, the investigation has not identified any 

patients who have yet come to harm as a result of the documents mishandling. 

Four incidents graded as moderate harm included two cases of dropped nucleus 

during phacoemulsification procedure and two cases of endophthalmitis from 

trabeculectomy procedures. These cases were not discussed at a Serious Incident 

Panel as they are recognised complications from surgery for which the patients were 

appropriately consented and there was no suggestion of poor practice or care. 

Documented discussions were present in four sets of notes in varying degrees of 

completeness and only three patients received correspondence by letter describing 

the events and investigation process together with an apology. 

 

Further work is clearly necessary to embed a process for reviewing all relevant 

communications with patients who have suffered significant harm from a patient 

safety event. Staff will also require further support and guidance to demonstrate full 

disclosure and appropriate documentation of discussions. The report has been 

discussed at the CGC and the Being Open Policy has also been amended to include 

the ‘Duty of Candour’ statutory requirements and will be included in future audits. 

Duty of Candour current requirements and the results of the audit have been 

discussed widely across the Trust, for example in all CG half days, risk management 
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training and targeted training for clinical and service directors, and service and site 

directors have been asked to ensure they review any significant harm incidents and 

fulfilment of the associated Duty of Candour requirements regularly in their monthly 

business meetings. 

 

Consent Audit 

The consent process was not audited in 2014-15 as expected changes to the 

Consent Policy were delayed until November 2014. The policy was audited in June 

2015 with a report written in July 2015 and will be included in the report for next year. 

 

Audit of Clinical Audit Team-Records Handling 

The clinical audit team are required to handle and store hundreds of patient medical 

records in a small office and we pride ourselves on ensuring that all notes for clinical 

audit activity are organised and tracked appropriately. The management of health 

records has proved more difficult in 2014 with a changing clinical audit team, and the 

use of temporary and agency staff with various experiences and abilities. This has 

also been compounded by the changes to the administrative and clerical staff and 

the closure of the Medical Records Library to all except records staff. 

The team therefore audited themselves and assessed the tracking of all notes in the 

clinical audit office. 

• In July 2014, 255 sets of notes were audited and 40 (16%) were not tracked 

by the temporary audit clerk. The clerk was fully informed of the disappointing results 

and the need to ensure that every set of notes that enter and leave the clinical audit 

office should be tracked. 

• In August 2014, 287 sets of notes were audited and 10 (3%) were not tracked 

by the clinical audit team. It was also noted that 20 (7%) of case notes that were 

specifically borrowed by the Glaucoma Service failed to track notes when acquiring 

the notes for their clinics. (Staff in the Glaucoma Service did not track the notes after 

removing them from the clinical audit office, leaving no audit trail which resulted in 

the audit department as the last point of contact on PAS). This resulted in case notes 

being misfiled and the audit department held accountable for the notes. A further 20 

(7%) case notes had not been tracked by various departments borrowing notes from 

the audit office. At this time a new clinical audit clerk joined the clinical audit team 
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and was advised to track all notes that leave the office by noting they are ‘on the way 

to’ the desired location when removed by staff. 

• In October 2014, 260 sets of notes were audited and 8 (3%) of the case notes 

were not tracked by staff in the audit department. All other notes borrowed by the 

various clinics were returned correctly as there has been a greater emphasis made 

to staff that notes borrowed from the audit department should be returned back to 

the audit team. It was clear to the auditors that those 8 sets of notes that were not 

correctly tracked by the audit team were collected within a bundle of notes bound 

with elastic bands. The clinical audit clerk was reminded that he must separate and 

check all notes collected (including those that are already held/bound together). 

• In January 2015, 210 sets of notes were audited and 5 (2.4%) were not 

tracked appropriately. 1 set of notes had been returned from the clinic after an 

outpatient appointment and was not tracked, 1 set was tracked to the library but was 

found on the shelf in the office and 3 sets of notes were tracked to the audit office, 

but not noted as ‘received’ by the clinical audit team on PAS. 

• In March 2015, 372 sets of notes were audited and 5 (1.3%) of notes were not 

tracked appropriately. 3 clinical notes were tracked to different departments on PAS 

but physically present in the audit office. These notes had been in the audit office 

before being taken away for appointments and it was suspected they were returned 

without the knowledge of the clinical audit staff. 1 set of notes was the wrong volume 

tracked to the audit office, and 1 set was not tracked to audit department and was 

recorded as still in the library awaiting transfer to the audit department.  

The clinical audit team will continue to assess compliance with this during 2015-16. 

 

GP survey 

Following a patient complaint in 2014 about the format and addressee information in 

a patient’s copy of their GP letter, and subsequent discussion at the CGC, a survey 

about GP letters was undertaken. The audit team agreed to review the opinions of 

patients and GPs regarding the format of these letters and developed survey 

questionnaires that were discussed and approved at the CAAC. 

50 patients were handed a questionnaire in clinic and the top 10 referring GP 

surgeries in the Islington area were contacted to complete an online survey. 

Although it was highlighted on each questionnaire and instruction was given to 
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patients, it is suspected from the results that some patients commented on their 

appointment letters rather than the copy of their GP letters. 

 

Of concern, 20% of patients reported never having received a copy of their GP letter. 

Although patients who did receive copies of the GP letter reported that they 

understood them to some extent, the GPs made it clear that handwritten letters (and 

prescriptions) were illegible and included unknown abbreviations. Patients were 

generally happy with the format of the letters, but some patients agreed with the 

GPs, suggesting letters could be written for the ‘lay-person’. Although almost all 

patients wanted to receive a copy of the GP letter, some would prefer alternative 

routes of receipt including, as well as post (58.7%), email (30.4%), during the clinic 

appointment (17.4%), and one patient suggested a letter in Braille. 

 

Clinical staff who complete GP letters must ensure that the use of abbreviations is 

limited and, where necessary, explained. Many letters are now completed 

electronically; however, handwritten letters and prescriptions should be written more 

clearly and legibly for both GPs and patients to be fully informed.  

 

The audit was shared with the CGC, CAAC, Patient Experience Committee and the 

Trust’s GP liaison officer who shared the findings with the GP referrers. The findings 

were also shared with a project manager in the Trust looking to develop patient and 

GP letters and have contributed to the development of a Patient Letter Policy. The 

upcoming changes to the OpenEyes administration and prescription modules may 

allow much greater and improved use of electronic communications and minimise 

handwritten communications. A further audit of this policy this year will identify any 

progress across the Trust. 

 

3.5 Commissioner requested audits arising due to Serious Incidents 

As a result of Serious Incidents (SIs) within theatre during previous years, the clinical 

audit team have assisted in undertaking observational audits to assess compliance 

with theatre procedures, guided by commissioner requests. A member of the clinical 

audit team will observe the practice undertaken within theatres without disclosing the 

specific reasons for the audit. 
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 Surgical Count Re-audit 

In April 2014, the clinical audit team re-audited the swab, needles and instrument 

count procedures in theatres. The communication and documentation of the count in 

theatres was assessed prior to surgery and at completion of surgery. 70 procedures 

were assessed on seven sites where surgery was undertaken (Potters Bar, 

Northwick Park, St Ann’s, City Road, Bedford, St George’s and Ealing), using the 

Trust’s ‘Performing Surgical Counts in the Surgical Setting (SOP Dec 2013)’ as the 

standard, and compared with the previous audit of October 2013. Significant 

improvement was identified in the re-audit and the Trust largely complies fully with 

the required practice of surgical counts. The enthusiasm to comply with the count 

procedures was also evident among theatre nurses. At the time of audit Bedford did 

not have a white wipe board in theatres resulting in reduced compliance in some 

areas, but this was swiftly rectified by the theatre leads following the audit. 

The findings were shared with all theatre staff, discussed at CGC and shared with 

the Trust’s commissioners. 

 

 Briefing and Debriefing Audit 

The clinical audit team reviewed the undertaking of a theatre briefing (prior to the 

start of the theatre list) and a debriefing (at the end of the theatre list) in line with 

national recommendations on surgical safety. Briefings were being undertaken on all 

sites prior to commencement of the theatre list, however a debrief after the list had 

finished only regularly occurred at Bedford. The audit findings were shared with the 

theatre teams.  

 

 Intraocular Lens (IOL) Insertion Audit 

In February 2015, the clinical audit team audited the IOL checking procedure against 

the recently amended ‘Collecting a Patient Specific Intraocular Lens’ guideline, 

(December, 2014). The IOL checking procedure had previously been audited by the 

team in April and December 2013, however a small number of errors continued and 

a further review of the checking procedures was made. 

The audit was an observational audit to assess the first check (Sign In)  when a 

theatre staff member checks the patient details following the patient’s arrival to 
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theatres, and a second check (Timeout) where confirmation of the patient, consent, 

IOL model and power are checked. 

The first check achieved 100% compliance apart from one case in Croydon whereby 

the anaesthetist marked the patient’s eye in the anaesthetic room instead of the 

surgeon pre-operatively. This was later discussed with the surgeon. The second 

check had been modified in the revised guidelines and the staff were not as 

compliant with the new process, indicating in some places that staff were poorly 

familiar with the changes to the checking procedure. Although many sites were 

familiar with and adhering to the revised procedure, the auditor felt the need to 

interact with the staff at an early stage in the theatre list at three sites where staff 

were not fully aware of the revised document to prevent errors and enhance 

learning. 

As a result, the auditor discussed the findings at each site with the clinical teams and 

shared the report with the CGC. The clinical audit team agreed that a training video 

showing the checking procedure would be helpful for staff to view, and organised its 

development. The audit report was shared with the theatre leads to disseminate 

further within the teams. 

 

3.5 mGTT audits 

The global trigger tool was developed by the Institute for Healthcare Improvement as 

a means to measure risk and potential harm to patients and take action in proactive 

manner rather than take a reactive approach to patient safety in which action is 

taken after harm has occurred. This has been modified by Moorfields for use in 

ophthalmology. It is a rolling audit, looking through 20-30 sets of patients notes to 

check for less than optimal practice and any potential risks, and recommendations 

can be made for improving patient safety before issues reach the level of a Serious 

Incident. It allows senior clinicians to become more aware of practice within their 

clinics by more junior colleagues and allows some comparison between services at 

different satellites. The Trust expects that every service and site conduct regular 

mGTT audits.  

 

During 2014-15, 35 mGTT proposals were received and approved (see above within 

Royal College of Ophthalmology Audits) but only 3 mGTT clinical audit reports were 
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received during this time although subsequently many of these reports have been 

received. These included: 

 

• mGTT – Medical Retina and Primary Care at Loxford 

32 consecutive case notes were reviewed of patients with various diagnoses, the 

majority of which were follow-up appointments (30/32). No harm was identified in 

31/32 cases, however 2 of these patients were given a Category A grade (capacity 

to cause error) due to the poor record keeping noted. Two patients were noted to 

have had a 1-2 month delay in their annual follow up review, one of which was given 

a Category D grade (error reached patient, did not cause harm but required 

additional visits, monitoring or treatment). This patient left clinic without being 

assessed and was contacted following the audit and re-booked to attend the clinic. 

The team were also reminded to complete clinic notes and letters appropriately. 

 

• mGTT – Neuro-Ophthalmology at City Road 

The notes of 30 consecutive new patient referrals to a consultant led clinic were 

reviewed, 24 of which were noted as routine referrals. Surprisingly 20 of these were 

highlighted as breaching the 18 week referral to treatment (RTT) target. 16/20 were 

considered very low risk, however 1 case had a delayed scan which was later shown 

to be normal; 1 case was diagnosed with Holmes Adie Syndrome; 1 patient with 

migraines was later found to be 28 weeks pregnant, and; a bilateral optic atrophy 

case with visual failure which was partly investigated elsewhere and shown to have 

normal scans. A further case was identified as having an inappropriate referral. 

Actions have been taken to ensure there is enough capacity to see these patients 

more promptly. 

 

• mGTT – Paediatric A&E at City Road 

30 consecutive case notes were reviewed of paediatric patients who attended the 

main A&E and the paediatric A&E with various diagnoses. Optimal management was 

given to 27/30 (90%) with no risks identified. One case was given a Category A 

grade, due to the poor legibility of patient details, although the diagnosis, plan, 

prescription and letters were all good. Two cases were given a Category C grade 

(error reached patient but did not cause harm, had potential to cause harm through 

e.g. delayed management) although both risks were as a result of other healthcare 
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areas. A patient at Great Ormond Street Hospital was running out of medication 

because her appointment had been delayed and came seeking a repeat prescription, 

and a second patient was sent to Moorfields for intravenous medication despite the 

referring doctors being told that the Trust do not administer such medication. The 

team also noted areas of filing documentation that could be better. Staff were 

reminded about their documentation and an incident form was completed for the 

inappropriate referral to Moorfields. 

 

3.6 Clinical Audits resulting in Improvements 

Clinical audits in the Trust have resulted in actions to improve patient safety and 

quality. Some examples are summarized below in a little more detail to give a flavour 

of some of the work undertaken.  

 

A.   Audit of the treatment of conjunctivitis in children. 

This audit examined adherence to Trust guidelines for the Paediatric Service for 

conjunctivitis, a condition commonly seen in the eye casualty. There were anecdotal 

concerns that this guideline was not being followed in a number of cases, particularly 

around potential issues of inadequate clinical documentation of signs, unnecessary 

swabbing, unnecessary follow-up and unnecessary antibiotic use. Most 

conjunctivitis, especially viral, does not require the use of antibiotics and can be 

treated with lubricant eye drops and advice on hygiene. The condition clears up 

quickly with time in most cases. 

Findings: Medical and nursing staff worked together and examined the notes of all 

cases of conjunctivitis in children coming to MEH casualty in and out of hours over a 

3 week period. Of the 30 cases, aged from 2 – 14 years, there was evidence of poor 

documentation (no vision recorded in 10%, temperature not recorded 82%, corneal 

changes and type of discharge not recorded in 5-9%, and whether nearby glands 

were swollen not recorded in 64%). There were also some records where there was 

no evidence of a GP letter, no designation of the staff member and in one record 

neither name nor designation. Mainly, however, there was a good assessment and 

good letters were sent. Patients were in the main treated well and only three 

underwent swabs but there was no obvious reason recorded for why the swab was 

taken. There was some overuse of antibiotics, with 70% cases of viral conjunctivitis 

given antibiotics. There was also minimal use of information leaflets for the patients. 
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Seven patients were asked to return but there was no change in the diagnosis or 

treatment and the follow-ups were probably unnecessary. There was no obvious link 

between the standard of care and whether the patients were seen in or out of hours. 

Actions Implemented:  The audit was presented and discussed at both the 

paediatric A&E meeting and at the Paediatric Service CG half day. As well as 

reminding all staff about the requirements for adequate recording of clinical signs 

and of record legibility and signing and recording designation, it was agreed to 

ensure that the new Trustwide antimicrobial guidelines should match the more recent 

ones written for the Paediatric A&E handbook.  A new leaflet was written specifically 

for paediatric conjunctivitis in A&E and is provided to all patients and families and 

they are usually discharged with information provided verbally and on the leaflet 

about what symptoms to look out for which require a return to A&E. In addition, 

information is now provided at induction to all trainees about how to manage 

paediatric conjunctivitis and that such children can usually be discharged as long as 

the leaflets are used. A re-audit is planned. 

 
B. Does long term treatment with Ozurdex improve the outcome of uveitis  

patients? 

Moorfields sees many patients with complex and rare disorders and is in a unique 

position to examine how well new treatments help treat these unusual conditions in a 

way than many non specialised units are not. This audit, conducted in the Uveitis 

Service, examined the use of Ozurdex long acting steroid injections, which are 

usually used for conditions such as central retinal vein occlusion and diabetic 

retinopathy, as a novel treatment for chronic uveitis.  Ozurdex is used to treat 

macular oedema (where the macula, that is the centre of the retina used for detailed 

sight, is swollen) and the study wished to examine whether its use benefits patients 

with chronic intraocular inflammation known as uveitis who have secondary macular 

oedema. Previously used intraocular steroid injections, such as triamcinolone and 

Retisert, are known to have a high risk of side effects, especially glaucoma, with a 

risk of significantly high pressure of between 25-50%, and development of cataract in 

up to 90%. A previous short term audit study at Moorfields, with 6 months follow-up, 

showed some benefit in terms of better vision and reduced swelling of the macula, 

but there are no long term studies published. 
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Findings: 38 cases were identified where this treatment had been used and patients 

had been followed up for 2 years or more. Patients had received anything from 2 to 6 

implants over the time period. The time the effect lasted was between 6 and 8 

months. There were good improvements in vision and macular swelling (average 

reduction in macular thickness 100 microns over 2 years) equivalent to other 

intraocular steroid treatments but there was a much better safety profile with only 

11% patients developing a significant rise in pressure and only 7% developing 

cataract and no serious complications such as retinal detachment or 

endophthalmitis. This means the Uveitis Service can continue to use this treatment 

confidently and have shared the findings at presentations and will publish their 

findings in the medical literature to ensure others benefit from Moorfields unique 

experience. 

 

C. Fibrin glue vs monofilament suture for aqueous drainage devices. 

This audit was undertaken in the Glaucoma Service and was performed as part of a 

trainee led QIPP (quality, innovation, productivity and prevention) project undertaken 

within the clinical leadership training program. A new development in wound closure 

is the use of fibrin glue, a tissue based “natural” glue for sealing wounds, which had 

been introduced by one of the glaucoma consultants for closing the conjunctival 

wound in aqueous tube drainage surgery, with initial good results. The QIPP 

involved expanding the use of this new innovation and the audit examined whether 

the planned benefits were realised. The audit examined the results and also the 

costs of tube surgery performed in 150 cases in a 6 month period covering just 

before and just after the introduction of the use of glue, with 59 tube surgeries 

performed using glue and 91 using the traditional sutures to close the wound. The 

duration of the surgery was on average 97 minutes using sutures and 85 minutes 

with glue, a reduction of 12 minutes. However, for the fellows, the mean duration of 

surgery was 123 minutes with sutures and 90 minutes with glue, a reduction of 33 

minutes – enough time to do an extra cataract operation. The use of glue was safe – 

three patients had a minor retraction of the wound which required no extra care and 

only one patient had a retraction of the conjunctiva enough to require return to 

theatre for a minor procedure to close the conjunctival wound. Patients who had glue 

informally fed back that they had generally found the procedure more comfortable 

postoperatively and the eye was less inflamed. In addition, patients who have glue 
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do not then have to have their conjunctival sutures removed in the clinic. The 

auditors also performed cost modelling of time saved in theatre, suggesting that for 

every fellow in the Glaucoma Service, the annual amount of extra income the Trust 

could generate if that fellow routinely used glue was £52,000. The Glaucoma Service 

are now routinely using this practice to manage tube surgery patients. 

 

D. Causes of clinical non-attendance of diabetic patients in the Medical Retina 

Service at City Road. 

This audit was undertaken to try and understand why there seems to be a 

particularly high rate of failure of patients with diabetes to attend their eye clinic 

appointments compared with other groups of patients. This is of particular concern 

as diabetic retinopathy is a major cause of functional blindness in working-age 

adults. The success of vision loss prevention depends on early detection as well as 

timely delivery of therapeutic measures (laser or intravitreal injections). There are 

guidelines from NICE and also from the National Diabetic Eye Screening Programme 

on timing of appointments and treatment following a diagnosis of a problem in 

community screening. Missing the window of opportunity for treatment may result in 

decreased effectiveness of therapy or even irreversible damage to the eye. Missed 

appointments also place an unnecessary burden on the health care system in terms 

of cost and waiting time, significantly adding to delays along the patient pathway. 

Attendance was audited over two 4-week periods (June and September 2014) which 

were chosen to avoid known causes of low attendance (e.g. school or religious 

holidays). Notes both in electronic and paper form were reviewed as were 

administrative records. Patients with an available known telephone number were 

invited to participate in the audit. Telephone interviews were conducted according to 

a pre-defined protocol, in accordance with the standards set by the Moorfields 

Telephone Best Practice Policy. At the start of each telephone interview, verbal 

consent was collected. 

There were 500 patients in the sample of whom 380 were diabetic. The overall non-

attendance rate for diabetic patients attending these clinics was 19.2% compared 

with 11.7% for non-diabetic patients attending the same clinics. 12% is the overall 

London wide DNA (did not attend) rate for non-attendance at outpatient clinics. It can 

be seen that diabetic non-attendance is markedly higher. When contact details were 

examined and attempts made to contact the 73 diabetic patients who did not attend, 
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the project found that 34% of DNA patients had no telephone number on file and 

15% of DNA patients had an invalid telephone number on file i.e. 49% of these 

patients cannot be contacted other than by post (assuming address data are 

correct). In addition, only 3 of the 48 telephone numbers (6.25%) were mobile 

numbers i.e. there was practically no option for text messaging.  

Of the 73 patients selected for contact, many were not possible to contact for the 

above reasons and 2 did not wish to participate, so that 25 patients provided 

information for the interview. Not surprisingly, there were many and varied reasons 

discovered behind the failure to attend. The causes were classified into those that 

the Trust could reasonably take action to prevent and those the Trust could not. For 

the actionable causes, the major ones were that the patient forgot (34%) and that 

they had another hospital appointment (17%) and, of the non-actionable, that the 

patient was too ill to attend (13%). A number of patients in the project mentioned that 

trying to get through by telephone to alter the appointment was almost impossible.  

A number of actions have arisen from this project to attempt to tackle a difficult issue. 

Firstly, the project findings have been shared with administrative and receptionist 

staff and staff have been instructed that they must now make every possible effort to 

ensure that full contact details, to include landline and mobile number and email 

address, are always taken at the first visit and updated at every visit. The outpatient 

service are rolling out a telephone reminder service across all clinics and the 

Communications Project is continuing to work hard on improving the ability of all 

patient telephone calls to be answered in an efficient manner. In addition, work on 

the diabetic passport has just begun which should help to ensure appointments and 

care are better coordinated to avoid clashes where possible.  

 
4.0 Outcomes 

4.1 Core Outcomes 

Moorfields core clinical outcomes program examines performance in achieving 

results for patients in areas of key or frequent practice in all services. Standards for 

comparison are obtained from outcomes published in medical literature, from national 

benchmarks such as those produced by the Royal College of Ophthalmologists, and 

benchmarks gained from other major international ophthalmic units through our links 

with the World  Association of Eye Hospitals (WAEH).  All major services at Moorfields 
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have agreed on at least three outcomes to be assessed at least annually as shown 

in the table. 

 

Table: Outcomes by speciality 

 

 Specialty  Metric  Standard  2013/4 2014/5 

Cataract 

Posterior capsular rupture (PCR)  in 

cataract surgery <1.8% 0.94% 

 

1.1% 

Cataract Endophthalmitis  after cataract surgery <0.08% 0.04% 0.02% 

Cataract Biometry accuracy in cataract surgery >85% 85% 91.2% 

Cataract Good vision after cataract surgery  >90% 91% 91.8% 

Glaucoma 

Trabeculectomy (glaucoma drainage 

surgery) failure ≤15% 6% 

 

9.6% 

Glaucoma PCR in glaucoma pts <NOD 1.04% 1.3% 

Glaucoma Glaucoma tube drainage surgery failure <10% 8% 4.8% 

MR 

Endophthalmitis  after  injections for 

macular degeneration <0.05% 0.03% 

 

0.02% 

MR 

Visual improvement after injections for 

macular degeneration >20% 20.7% 

 

26.9% 

MR 

Visual stability after injections for macular 

degeneration >80% 90.2% 

 

96.2% 

MR 

Time from referral to assessment of 

proliferative diabetic retinopathy 80% 51.5% 

 

87% 

VR 

Success of primary retinal detachment 

surgery >75% 88.3% 

 

83% 

VR Success of macular hole surgery >80% 80.6% 95% 

VR 

PCR in cataract surgery in vitrectomised 

eyes <NOD 1.6% 

 

3.3% 

NSP Serious complications strabismus surgery <2.2% 0.3% 0.23% 

NSP 

 Premature baby eye (ROP) screening 

compliance  99%  100% 

 

100% 

NSP 

Success of probing for congenital tear duct 

blockage  > 85%  86% 

 

85.7% 
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 Specialty  Metric  Standard  2013/4 2014/5 

Ext Dis  DSAEK corneal graft failure rate  ≤12%  8.9% 

9% low 

risk 

21% high 

risk  

Ext Dis  PK corneal graft failure rate  UKTS  8.5% 11% 

Ext Dis  DALK corneal graft failure rate  UKTS  6.7% 5% 

Refractive 

 Accuracy LASIK (laser for refractive error) 

in short sight  >85%  88.7% 

 

93.7% 

Refractive  Loss of vision after LASIK  <1%  0% 0% 

Refractive  Good vision without lenses after LASIK  ≥80%  87.0% 96.1% 

 Adnexal  Ptosis surgery failure  <15%  5.00% 0% 

 Adnexal  Entropion surgery success  >95%  97.50% 96.2%  

 Adnexal  Ectropion surgery success  >80%  100% 95.2% 

 A&E  Unplanned reattendances  <5%  1.5% 0.6% 

  

 Serious incidents and never events     

 

 Incident  Wrong pt  0  0 0 

 Incident  Wrong side  0  0 0* 

Incident Wrong IOL 0 2 3 

*The trust had one patient with local anaesthetic delivered to the wrong eye/site; no harm 

occurred and immediately following the procedure/surgery was delivered to the correct side 

 

During the year, data has been collected and analysed by a combination of electronic 

data capture, prospective data collection and retrospective analysis of case notes. As 

OpenEyes clinical modules are developed, specific data fields are incorporated to 

ensure outcomes data is entered as part of routine clinical care. Generally the Trust’s 

performance against these standards demonstrates excellent clinical care, with many 

services achieving results well above standard. The following are of particular note: 

 

- The results for the predictability of biometry, which indicates how accurately and 

reliably we are able to achieve the planned post-operative spectacle prescription and 

visual outcomes for all cataract surgery patients, including those who are high risk and 

complex 
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- The very low rates of failure in drainage surgery for glaucoma, both for the more 

common procedure, trabeculectomy, and the specialist procedure performed in 

more complex cases, tube drainage 

- The excellent results of all lid surgery – surgery for in-turning and out-turning lids, and 

drooping eyelids 

- The very low rates of serious complications of squint (strabismus) surgery 

- The low rates of serious infection (endophthalmitis) after procedures 

- Excellent safety and accuracy for refractive laser procedures 

 

For corneal graft outcomes, Moorfields’ performance is consistent with performance 

nationally as recorded by UKBT (UK Blood and Transplant) service, but we aim to 

match or exceed the better results generated by high-volume high-performing units 

such as King’s College and Addenbrookes hospitals. We shared our results during a 

benchmarking audit meeting two years in succession with these units and the 

Moorfields results were not, on initial examination, as good as these units. 

Differences in the risk profile of cases between the units could explain some of the 

variation in performance. The Trust Management Board has discussed and agreed 

approaches that should lead to improvements, including closer supervision of junior 

staff, greater standardisation of techniques and more consistent corneal scrub teams 

for theatres, and early results of outcomes so far indicate some success with these 

changes. 

 

The process of collecting outcome data remains time and labour intensive, which 

means that current reporting is only possible annually for a limited number of 

outcomes and many are based on sampling audits rather than across all cases 

undertaken. Work is underway to produce an automated audit function for cataract 

outcomes in OpenEyes, so that clinicians can obtain real-time audit results, and 

OpenEyes data on all cataract cases will be submitted to the National Cataract Audit 

run by the RCO shortly. 

 

Surveys on how to choose relevant and meaningful clinical outcome measures have 

been completed in all clinical services, with input from patients and other stakeholders, 

including GPs, optometrists and commissioners. The results of these surveys have 

supported the continued collection of the current set of outcomes and further measures 
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have been identified to be included as the OpenEyes functionality is developed to 

generate audit data. 

 

Outcome results are available on the Moorfields website via the Quality Accounts, and 

we are investigating the possibility of including searchable outcome results, with 

ongoing liaison with stakeholders to ensure the results are presented in an 

understandable and accessible format with appropriate explanation both for 

professionals and patients/carers. Results of our outcome programme have been 

presented at international meetings, including the RCO Annual Congress and the World 

Association of Eye Hospitals (WAEH) Congress in Singapore in May 2015. We share 

our outcomes twice yearly with members of the WAEH via their electronic outcome 

webtool. A paper has been submitted to a major international scientific journal and has 

been revised and resubmitted following reviewers’ comments. 

 

4.2  PROMs: Patient Reported Outcome Measures 

The pilot and analysis of our general ophthalmology PROM has been completed, and 

the tool has been found to be useful and simple. It is now in routine use for our sites 

with larger general ophthalmology services and will form part of the annual clinical 

audit plan for all sites with general ophthalmology clinics. We continue to support the 

UCL Institute of Child Health in developing and using PROMs for research and for 

children with visual impairment. 

 

Data for cataract PROMs from over 100 cataract patients has been collected and 

analysed and comparison made between different PROM tools. The “Catquest” tool has been 

shown to be the best and this will be introduced for regular use within cataract clinics.  

 

5.0 Patient and Public Involvement in Audit and Effectiveness Activities 

Patients and public involvement is fundamental to quality patient care. It provides 

opportunity for patients and the public to participate in decision making on issues 

affecting their care. The Trust has been involving patients, commissioners and GPs 

in deciding which outcomes clinicians should be monitoring through surveys on all 

sub-specialty care, and this work is now complete. Furthermore, the quality team 

appointed a bank of patient representatives to regularly attend our audit and 
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effectiveness meetings as members. Their involvement has been a great success so 

far. 

6.0 Training and Support 

Support is available on the intranet pages for clinical audit and clinical governance  

principles and procedures and CLAW has inbuilt training and guidance for audit 

leads and auditors.  

During 2014-15, the clinical audit team have continued to provide one-to-one training 

on specific audits and have presented clinical audit, audit for revalidation and clinical 

governance training to clinicians at medical induction, CG half days, nurses on 

developmental courses and to departments requesting staff training.  

 

7.0 Delivery of Care:  

7.1 Local Guidelines, Standard Operating Procedures and Protocols 

In supporting safe and high quality service delivery, the CAEC helps services and 

departments to develop or revise standard operating procedures (SOPs), protocols 

and clinical guidelines and undertakes a formal approval process. The table shows 

the documents approved in the period under review at the CAEC. 

  

Date 
approved 

Title of doc Type of 
Doc 

Status 
(New/revised) 

23/05/2014 Optimmune Eye Ointment Ciclosporin 2mg/g 
(0.2% w/w) 

Leaflet New 

23/05/2014 Protocol for the use of Ranibizumab 10mg in 
1ml (Lucentis) in Retinal vein Occlusion 

Protocol New 

23/05/2014 RVO Referral Form Referral 
Form 

New 

23/05/2014 Intravitreal therapy in Central Retinal Vein 
Occlusion (CRVO) 

Protocol New 

23/05/2014 Intravitreal therapy in Branch Retinal vein 
Occlusion (BRVO) 

Protocol New 

23/05/2014 Protocol for the use of Ozurdex 
(Dexamethasone Intravitreal Implant 
700micrograms) 

Protocol Revised 

18/07/2014 Moorfields Direct Line Advice Line Operating 
Protocol 

Protocol New 

18/07/2014 Paediatric Accident and Emergency Escalation 
Protocol 

Protocol New 

18/07/2014 Guideline for Nursing staff on Measurement of 
Intraocular Pressure (IOP) on Patients 
attending the Medical Retinal Service clinics. 

Guideline New 

18/07/2014 Protocol for the transplantation of ex-vivo 
cultivated epithelial cells onto the surface of 

Protocol New 
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the eye. 

18/07/2014 Specialist Paediatric Optometrist Protocol Protocol New 

10/10/2014 Paediatric A&E nurse practitioner practice 
protocol; diagnosis and treatment of chalazia 

Protocol New 

10/10/2014 Paediatric A&E advanced nurse practitioner 
practise protocol; diagnosis and treatment of 
Corneal Abrasions practice protocol 

Protocol New 

10/10/2014 Cataract Clinic guidelines for Optometrists Guideline Revised 

09/01/2015 Anterior Uveitis Clinic Protocol for 
Optometrists 

Protocol Revised 

09/01/2015 Anterior Uveitis Discharge Pathway Flowchart Revised 

09/01/2015 IOL Measurements Guidelines (Adult) Guideline Revised 

09/01/2015 Guidelines for selection of intraocular lens 
power in adults 

Guideline Revised 

09/01/2015 Collecting a patient intraocular lens Guideline Revised 

09/01/2015 Clinical Effectiveness Report - Q2 2013/4 - Q4 
2013/4 

Report New 

09/01/2015 Referral to St Georges Form Referral 
form 

New 

09/01/2015 Adult Nutrition and Hydration Guideline Guideline New 

06/03/2015 Cataract Service Handbook Handbook Revised 

06/03/2015 Toric IOL Protocol Protocol Revised 

06/03/2015 Referral letter triage guideline Guideline New 

06/03/2015 IOL Insertion Audit Report (Feb 15) Report New 

 

In addition, numerous documents, particularly policies, were approved at CGC 
during 2014-15 as shown below 
 

National Confidential Enquiry 
and High Level Enquiry  

Policy New 

Adult Intravenous 
Flourescein Angiography  

Policy Revised 

Adult Intravenous 
Indocyanine Green 
Angiography  

Policy Revised 

Transplantation of Ex-vivo 
Cells  

Protocol New 

Producing Patient 
Information  

Policy Revised 

Being Open  Policy Revised 

Botulinum Toxin  Policy Revised 

Adult Visitors  Policy Revised 

 Policy  

Blood Borne Virus (HIV and 
Hepatitis)  

Policy Revised 

 
Management of Creutzfeldt-
Jakob Disease (CJD) and 
variant CJD  

Policy Revised 

Sharps  Policy Revised 

Maintenance, 
decontamination and 
disinfection of mattresses, 

guidelines Revised 
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couches, trolley covers and 
pillow cases  
 

Isolation Precautions  Policy Revised 

Surveillance 
 

Policy Revised 

Screening And Management 
of patients with 
actual/suspected 
Carbapenemase-producing 
Enterobacteriaceae (CPE)  

Policy New 

MRSA Screening  Policy Revised 

Viral Haemorrhagic Fever 
(VHF)  

Policy New 

Controlled Drugs (CD)  
 

Policy Revised 

Supply of Medicines  Policy Revised 

Caring for Patients with 
Dementia  

Policy Revised 

Learning Disability  Policy Revised 

Paediatric Transition  Policy Revised 

Pharmaceutical 
Representatives  

Policy Revised 

Consent Policy  Policy Revised 

Paediatric Flourescein 
Angiography  

Policy Revised 

The Medicines Policy  Policy Revised 

MRSA Screening  Policy Revised 

Interpreting and Translation 
Policy and Procedure  

Policy Revised 

Thromboprophylaxis  Policy Revised 

Collecting a Patient Specific 
IOL  

protocol Revised 

Guideline for the Selection of 
IOL Power in Adults  

Guideline Revised 

IOL Measurement  Guideline Revised 

Homecare Services  Policy Revised 

Safe Use of Oral 
Methotrexate in Adults and 
Children  

Policy Revised 

Clinical Diagnostic Tests and 
Screening Procedures  

Policy Revised 

Surgeons Joining the 
Refractive Service  

Policy New 

Non-Medical Prescribing  Policy Revised 

Use of Hyalase SOP New 

Death of a Patient  Policy Revised 

Complaints Policy Revised 

Patient Access, Booking and 
Choice 

Policy Revised 

Patient Identification Policy Revised 

Nurse Marking for DMO 
Protocol and Competency  

Protocol New 
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Administration of Medicines  Policy Revised 

Paediatric Discharge  Policy Revised 

Nurse-Led Corneal Collagen 
Cross-Linking within the 
External Disease Service  

Policy Revised 

Prescription Charge 
Collection Outside of 
Pharmacy  

Policy Revised 

 
 

7.2 National Guidance 

7.2.1 National Confidential Enquiries into Patient Outcome and Death 

(NCEPOD) and other High Level Enquiries 

The Trust participates in NCEPOD and other high level enquiries and implements 

recommendations from the studies. The process is described in the Trust’s National 

Confidential Enquiries and other High Level Enquiries Policy. There have been no 

ongoing studies during this period applicable to our Trust. In terms of 

recommendations from previous relevant studies, Moorfields is fully up to date and 

compliant with implementation of the recommendations. 

 

 7.2.2 NICE  

All published NICE guidelines are routinely assessed by the CAEC to ascertain the 

relevance to Moorfields as described in the “Policy for Dissemination, 

Implementation and Monitoring of NICE Guidance”. Within the quarters being 

reviewed, the following NICE guidelines reviewed were identified as potentially 

relevant to the Trust and compliance status is shown. The Trust is fully up to date 

and compliant with NICE guidance received and reviewed prior to this year. The drug 

allergy compliance is dependent on work, currently ongoing, being completed by the 

OpenEyes team to develop the new prescription module update 

. 

 

Table: Relevant NICE guidelines and Trust compliance status 

Type 
/No. 

Title Date 
Published 

Service Implementation 
Status 

QS 
61 

Infection prevention 
and control 

01/04/2014 Trustwide Fully compliant 
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CG 
179 

Pressure ulcers: 
prevention and 
management of 
pressure ulcers 

01/04/2014 Trustwide Fully compliant 

QS 
66 

Intravenous fluid 
therapy in adults 
hospital 

01/10/2014 Trustwide Fully Compliant 

CG 
183 

Drug allergy: 
diagnosis and 
management of drug 
allergy in adults, 
children and young 
people 

01/09/2014 Pharmacy Partially 
Compliant 

QS 
74 

Head injury 01/10/2014 Accident and 
Emergency 

Compliant 

CG 
186 

Multiple sclerosis: 
management of 
multiple sclerosis in 
primary and 
secondary care 

01/10/2014 Neuro-
ophthalmology 

Not Relevant to 
the Trust 

CG 
189 

Obesity: identification, 
assessment and 
management of 
overweight and 
obesity in children, 
young people and 
adults 

01/11/2014 Nursing Compliant 

MTG 
20 

The ReCell Spray-On 
Skin system for 
treating skin loss, 
scarring and 
depigmentation after 
burn injury 

01/11/2014 Adnexal Not Relevant to 
the Trust 

MTG Parafricta Bootees 
and Undergarments to 
reduce skin 
breakdown in people 
with or at risk of 
pressure ulcers 

01/11/2014 Nursing Fully Compliant 

QS 
86 

Falls in older people: 
assessment after a fall 
and preventing further 
falls 

01/03/2015 Nursing Compliant with 
relevant areas 

NG 5 Medicines 
optimisation: the safe 
and effective use of 
medicines to enable 
the best possible 
outcomes 

01/03/2015 Pharmacy Awaiting 
Response 

QS 
84 

Physical activity: 
encouraging activity in 
all people in contact 
with the NHS 

01/03/2015 Nursing Not Relevant to 
the Trust 
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7.2.2.1 NICE Related Audits 

A number of audits related to NICE were undertake in the period (see 3.3) One 

example was DMO Compliance Audit: Referrals for Lucentis, undertaken in the 

Medical Retina service. This relates to a relatively new indication for the use of 

intravitreal lucentis injections to treat swelling of the central retina in diabetes, known 

as diabetic macular oedema or DMO, and there are NICE guidelines which 

determine which patients are eligible and benefit most from this treatment (NICE 

TA274:Ranibizumab for treating Diabetic Macular Oedema, April 2013). The NICE 

guidance expects that we only treat patients who have more than a certain degree of 

swelling (maximum central retinal thickness or CRT is 400 microns or more) at the 

start of treatment. As this is a very broad definition, there are additional local Medical 

Retina guidelines based on available published evidence, which also require patients 

to fulfil two other criteria, namely  also the  vision is 6/9 or worse and that on OCT 

imaging the central subfield thickness (CST) is greater than or equal to 350 microns. 

The auditors examined retrospectively 433 patients who underwent this treatment to 

ensure they fulfilled all three criteria to comply with both commissioner expectations 

and best practice. The results are shown below: 

Criteria Yes No 

CRT (>400) 346 87 

VA (6/9 or worse) 422 11 

CST (>350) 320 113 
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It is clear that there is not full adherence to guidelines. In addition, the documentation 

in the written and electronic records was less than complete in some areas and the 

data had to be manually extracted by the auditor from the electronic OCT pictures for 

data completeness. 

 

A number of actions were taken. 58 patients who were on the waiting list for 

treatment were able to be removed, reducing the wait for treatment for the other 

patients. The audit findings were shared with the other MR staff, through both the 

CG and the service meetings, and with the medical imaging department. Awareness 

was raised not only on the criteria but also on how best to image the patients and 

interpret this imaging, to ensure only patients who will truly benefit from therapy are 

treated. In addition, an OpenEyes referral form was created which ensured that all 

clinicians must enter data on all three criteria for treatment, with the criteria shown on 

the form, and which can then be vetted so that only eligible patients are placed on 

the waiting list. These audit forms can then be audited and will make the re-audit of 

this area much more efficient. 

 

8.0 Future plans 

Work will continue to roll out routine use of usable and practical PROMs in cataract 

and general ophthalmology and to make that sustainable within sites and services. 

The introduction of a clinician-operable clinical audit function in the OpenEyes 

cataract module and submission of all Moorfields cataract surgery data to the RCO 

national cataract audit will really start to make real our vision of using the OpenEyes 

EPR for automated outcome audits available in real time to all relevant clinicians and 
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to provide personalised risk data for counselling our patients considering cataract 

surgery. We also intend to change the way we run the observational theatre audits 

from a centrally delivered quality team project to one conducted by peer review with 

theatre teams from one site or service actively reviewing and feeding back to their 

peers from another team, thereby giving ownership for safety to the theatre staff 

themselves and promoting learning in more than one team at once. 

 

Incorporation of clinical audit and outcome data into the soon to be launched sites 

and service quality dashboard being developed by Performance and Information with 

the Quality Team will also help staff in different areas throughout Moorfields to see 

how their audits and outcome results are progressing and how they compare with 

other sites. In addition, we hope the introduction of quality partners for the satellites 

will help to ensure locally present and accountable audit and effectiveness expert 

presence to support the embedding of this work into the daily activities of all our 

staff. 

 

 

 


