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Guidelines for reviewing participation in the National Confidential Enquiry into Patient Outcome and Death and implementing NCEPOD recommendations
Preamble

This tool has been produced to help trusts review their participation in the National Confidential Enquiry into Patient Outcome and Death, (NCEPOD), and their implementation of NCEPOD recommendations.

This paper describes how NCEPOD works, how trust staff should engage in the Enquiry, and what actions trusts should take when a new NCEPOD report is released. The paper is intended to help trusts:
· improve the care of patients by ensuring that clinicians and managers are aware of new NCEPOD reports as they are released

· meet the requirements of the Central Negligence Scheme for Trusts.
Background

The National Confidential Enquiry into Patient Outcome and Death carries out studies into aspects of care in all areas of medicine except obstetrics (covered by the Centre for Maternal and Child Enquiries - CMACE) and mental health (the national confidential inquiry into suicide and homicide by people with mental illness – NCISH). CMACE has primary responsibility for studies into child health, but some NCEPOD studies do collect data on the care of children.
The aims of the Enquiry are to review clinical practice, to identify remediable factors in the care of patients, and to make recommendations for clinicians and managers to implement. The results of the Enquiry have widespread applicability because NCEPOD collects data from all hospitals in England, Wales, Northern Ireland, the Isle of Man, Jersey, Guernsey, the Defence Secondary Care Agency, and from participating private hospitals.
The GMC states that participation by doctors in the Confidential Enquiries is one of the elements of Good Medical Practice. The Department of Health has stated that all doctors will participate in the work of the Confidential Enquiries. The Clinical Negligence Scheme for Trusts expects the Trust Board or Governance Group to review NCEPOD recommendations as part of their risk management activities.
Feeding back data

NCEPOD studies are confidential so NCEPOD will not feed back to a trust data that could be traced to an individual clinician. However NCEPOD is keen to help trusts assess their overall performance, so aggregated unidentifiable data are returned to trusts along with comparative data from the whole study database whenever possible.
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

	The seniority of clinical staff assessing a patient and making a diagnosis should be determined by the clinical needs of the patient, and not the time of day. Services should be organised to ensure that patients have access to consultants whenever they are required. The organisation of services will vary from specialty to specialty, but may require input from clinical directors, medical directors and the Strategic Health Authority.


	
	
	
	
	

	Better systems of handover must be established, and this must include high quality legible medical record keeping.

(Consultants) 


	
	
	
	
	

	The benefits and risks to patient safety of reduced working hours should be fully assessed, and clinical teams must be organised to ensure that there is continuity of care.

(Clinical Directors) 


	
	
	
	
	

	Systems of communication between doctors and other health care professionals must improve. In particular trainees must seek consultant input at an early stage to assist in the management of emergency patients. 
(Clinical Directors and Medical Directors)
	
	
	
	
	

	The training of nurses and doctors must place emphasis on the basic skills of monitoring vital functions, recognising deterioration, and acting appropriately (which will often be to seek senior input). (Deaneries, Clinical Directors)

	
	
	
	
	

	All trainees need to be exposed in an appropriate learning environment to the management of emergency patients. Clinical services must be organised to allow appropriately supervised trainee involvement. Organisation of services must address training needs, and this will vary from specialty to specialty. 
(Clinical Directors)


	
	
	
	
	

	Anaesthetic charts should routinely have a section that allows the recording of anaesthetic information (leaflets received, risks etc.) given to patients. 
(Clinical Directors)


	
	
	
	
	

	Anaesthetic charts should record the named consultant and the grade of the anaesthetist anaesthetising the patient.
(Clinical Directors and Consultants)

	
	
	
	
	

	All trainees and staff and associate specialist grades should record the name and location of a supervising consultant and whether they have discussed the case with that consultant. 
(Clinical Directors and Consultants)


	
	
	
	
	

	All admissions to hospital should have appropriate investigations and these should be performed without unnecessary delay. 
(Consultants)


	
	
	
	
	

	Hospitals which admit patients as an emergency must have access to plain radiology and CT scanning 24 hours per day, with immediate reporting (This recommendation was previously reported in ‘Emergency Admissions: 

A Journey in the Right Direction?’ in 2007).
(Medical Directors)


	
	
	
	
	

	There should be robust mechanisms to ensure communication of critical, urgent or unexpected radiological findings in line with guidance issued by the Royal College of Radiologists. (Clinical Directors)

	
	
	
	
	

	Diagnostic and interventional radiology services should be adequately resourced to support the 24 hour needs of their clinicians and patients. 
(Clinical Directors)


	
	
	
	
	

	Any difference between the provisional and final radiology report should be clearly documented in the final report.

(Consultants)
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