National Confidential Enquiry into Patient Outcome and Death – July 2015 – ‘Time to Get Control? Gastrointestinal Bleeds

NCEPOD self-assessment checklist
	#
	Recommendations
	Is it met? Y/N/Partially/Planned
	Comments (Examples of good practice or deficiencies identified)
	Action required
	Timescale
	Person responsible

	1
	Patients with any acute GI bleed should only be admitted to hospitals with 24/7 access to on-site endoscopy, interventional radiology (on-site or covered by a formal network), on-site GI bleed surgery, on-site critical care and anaesthesia. 

(Medical Directors, Ambulance Trusts
and Commissioners)
	 
	 
	 
	 
	 

	2
	Hospitals that do not admit patients with GI bleeds must have 24/7 access to endoscopy, interventional radiology and GI bleed surgery for patients who develop a GI bleed while as an inpatient for another condition by either an on-site service or a formal network. (Medical
Directors, Chief Executives and Trust Boards)
	 
	 
	 
	 
	 

	3
	Network arrangements for GI bleeds must include repatriation as well as referral, transfer and admission in their protocols and should take into account any existing networks for other conditions which require these services and integrate with them. (Medical Directors and
Commissioners)
	 
	 
	 
	 
	 

	4
	The traditional separation of care for upper and lower GI bleeding in hospitals should stop. All acute hospitals should have a Lead Clinician who is responsible for local integrated care pathways for both upper and lower GI bleeding and their clinical governance, including identifying named consultants, ideally gastroenterologists, who would be responsible for the emergency and on-going care of all major GI bleeds.
(Medical Directors, Clinical Directors)
	 
	 
	 
	 
	 

	5
	Care pathways for all GI bleeds should include,
as a minimum, risk assessment, escalation of
care, transfusion documentation, core procedural documentation, network arrangements and re-bleed plans. The pathway needs to be clearly documented.
(Lead Clinicians for GI Bleeds and Medical Directors)
	 
	 
	 
	 
	 

	6
	All patients who present with a major upper or lower GI bleed, either on admission or as an inpatient, should be discussed with the duty or on-call (out-of-hours) consultant responsible for major GI bleeds*, within one hour of the diagnosis of a major bleed. (All Doctors)
*see recommendation #4
	 
	 
	 
	 
	 

	7
	The ongoing management of care for patients with a major bleed should rest with, and be directed by the named consultant responsible for GI bleeds*; to ensure timely investigation and treatment to stop bleeding and reduce unnecessary blood transfusion. (Lead Clinicians
for GI Bleeds, Medical Directors, Clinical Directors) *see recommendation #4
	 
	 
	 
	 
	 

	8
	As previously stated by NICE (QS38), all patients with a GI bleed and haemodynamic instability should have 24/7access to an OGD within two hours of optimal resuscitation. (Lead Clinicians for GI Bleeds, Medical Directors and Commissioners)
	 
	 
	 
	 
	 

	9
	Endoscopy lists should be organised to ensure that GI bleed emergencies can be prioritised and all acute patients with GI bleeding have their endoscopy within 24 hours. 
(Clinical Directors)
	 
	 
	 
	 
	 

	10
	Hospitals should improve access to colonoscopies for patients with a major GI bleed to avoid the unnecessary delays seen in this report. (Clinical Directors)
	 
	 
	 
	 
	 

	11
	GI bleed specialists need to develop risk stratification methods relevant to all GI bleeding. (Professional Societies)
	 
	 
	 
	 
	 

	12
	All patients with a GI bleed must have a clearly
documented re-bleed plan agreed at the time
of each diagnostic or therapeutic intervention.
(Gastroenterologists, Radiologists and GI Bleed Surgeons)
	 
	 
	 
	 
	 

	13
	Resuscitation and airway support during endoscopy and interventional radiology procedures should be equivalent to facilities during emergency surgery. Unstable patients
should have anaesthetic and/or critical care support. (Clinical Directors and Consultants in Anaesthesia and Critical Care Medicine and Medical Directors)
	 
	 
	 
	 
	 

	14
	Minimal monitoring during procedures for major GI bleeds should be blood pressure, pulse oximetry and ECG. Monitoring should be provided by suitably skilled individuals who are separate from the procedural team and available 24/7. (Lead Clinicians for GI Bleeds, Clinical Directors and Medical Directors)
	 
	 
	 
	 
	 

	15
	Endoscopy equipment and nursing support should be comparable in all locations where endoscopy is performed. (Clinical Directors and Directors of Nursing)
	 
	 
	 
	 
	 

	16
	Core procedural data to be recorded at every OGD should be defined and audited. (Lead Clinicians for GI Bleeds, Professional Societies)
	 
	 
	 
	 
	 

	17
	All patients with a possible lower GI bleed should have 24/7 access to proctoscopy/rigid sigmoidoscopy. (Medical Directors, Clinical Directors and Commissioners)
	 
	 
	 
	 
	 

	18
	All hospitals must have an integrated replacement plan for all high cost equipment which plans 5 years ahead and is reviewed annually. (Medical Directors, Finance Directors, Chief Executives and Trust Boards)
	 
	 
	 
	 
	 

	19
	Hospitals should have contingency plans for failure of endoscopy, interventional radiology or surgical equipment. (Clinical Directors)
	 
	 
	 
	 
	 

	20
	All deaths from major GI bleeds within 30 days of admission should undergo combined multidisciplinary peer review to identify remediable factors in patient care. (All Clinicians and Allied Healthcare Professionals)
	 
	 
	 
	 
	 

	21
	The NICE Clinical Guideline (CG141) and Quality
Standard (QS38) for Acute Upper GI Bleeding should be adhered to. (All Doctors)
	 
	 
	 
	 
	 

	22
	Guidelines need to be developed for the optimal
management of lower GI bleeds. (British Society for Gastroenterologists, Medical and Surgical Royal Colleges and Specialist Associations and NICE)
	 
	 
	 
	 
	 

	23
	Consideration needs to be given to developing a
combined guideline for all GI bleeding (to include NICE CG 141, QS 38, SIGN guidelines and the recommendations from this NCEPOD report). (Led by the BSG and NICE and to include, but not limited to, SIGN, RCR, BSIR, ASGBI, AAGBI, RCoA, ICS, FICM)
	 
	 
	 
	 
	 

	24
	All hospitals to which patients with a GI bleed are admitted should have their endoscopy units accredited by the Joint Advisory Group (JAG) on GI Endoscopy. (Medical Directors and Chief Executives)
	 
	 
	 
	 
	 

	25
	The Joint Advisory Group (JAG) on GI Endoscopy should consider including access to and delivery of 24/7 endoscopy for GI bleeding in their Global Rating Scale. (Joint Advisory Group (JAG) on GI Endoscopy)
	 
	 
	 
	 
	 

	26
	A consensus exercise should be undertaken by specialties with an interest in GI bleeds to define ‘major/severe’ GI bleeding. (Relevant Royal Colleges, Specialist Associations and Professional Societies)
	 
	 
	 
	 
	 

	
	NB: the recommendations in grey are for national bodies, but left in for reference.
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