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FOREWORD

This report concentrates on the extremes of age. In
detail there are obvious differences between the
groups, yet many of the lessons to be drawn from
this study span the age difference. This is also our
first report since the introduction of clinical
governance, following publication of "The new NHS
Modern Dependable' and 'A First Class Service' by
the government, in which participation in National
Confidential Enquiries was seen as a mandatory
requirement. NCEPOD is delighted that this
government has paid such attention to the issue of
quality of care, which we have been promoting since
our inception a decade ago. It must be
remembered, however, that the data collected, and
participation in this report, occurred before the
introduction of clinical governance and hence the
return rates cannot be viewed against this
requirement and show that there is still room for
significant improvement. The reasons for failure to
return data are multiple, yet why there should be
marked regional variation is difficult to understand.

In children's surgery it is quite evident that our
previous message regarding the inappropriateness
of occasional paediatric practice has been acted
upon, with far fewer surgeons and anaesthetists
involved in the management of children. However,
this message should apply particularly to
emergencies, an area where a significant number of
respondents failed to see the inappropriateness of
occasional practice. The division of responsibilities
between surgeons in specialist paediatric units and
those in district general hospitals has to be resolved.
On occasions this carries with it the issue of patient
transfer; the facility for this to be carried out by
appropriately trained staff from the receiving centre
may be indicated - yet this is a resource which is not
always available. The report also highlights the
lamentable fact that audit of deaths in children was
less than adequate and we would hope that the
introduction of clinical governance will address this
failing.

The greatest problem seen in the elderly group
concerned the management of fluid balance.
Although coexisting medical conditions were
common, surprisingly few patients were treated by
a multidisciplinary team. However, the report does
highlight the need for a full diagnosis to be made in
these patients before surgical intervention. Issues
surrounding emergency admissions throughout the
week, and the availability both of emergency theatre
time and of sufficiently senior clinicians, are factors
behind the delays in treatment of some elderly
patients that still need to be addressed. A far
greater issue is that of proper preoperative

evaluation and management of the patient's
physiological state. Life expectancy is increasing
and society understandably demands and expects
successful outcomes after surgical intervention for
this elderly population.  This requires the
involvement of more senior staff, on a
multidisciplinary basis, than is currently the
practice. A rigorous preoperative high dependency
approach to stabilising the physiological state of the
patient is required if postoperative complications
are to be avoided and early mobilisation achieved.
The lack of high dependency beds has been
recognised but the problem of providing suitably
trained nursing staff is an even greater resource
issue. Unless this is addressed, it is difficult to
envisage significant improvements in the care of this
group of patients.

NCEPOD was concerned at the low postmortem
rates in both these age groups and particularly that
reports of findings failed to meet the standards set
by the Royal College of Pathologists. It is highly
desirable that clinicians should be present at
postmortems, yet this seems not to occur,
presumably due to other commitments. This results
in an even greater need for postmortem reports to
be communicated to the clinicians involved, but this
does not occur sufficiently frequently.

Dissemination of our findings has always been a
major concern, since all too frequently the clinical
teams who should be the principal recipients fail to
see them. We hope that this year's wider distribution
of an executive summary will alert all interested
parties to the availability of this full Report.

John LI Williams
Chairman
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