[image: image1.wmf] 



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 and mental health. 
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 and participation in the Confidential Enquiries is required as part of the NHS Quality Accounts.
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

	Patient population, initial assessment and first consultant review


	Standards of clerking/examination and recording thereof should be improved. Each hospital should ensure that the detail required in clerking and examination is explicit and communicated to doctors-in-training as part of the induction process. A regular (6-monthly) audit of performance against these standards should be performed and reported through the clinical governance structure of the organisation.  
(Medical Director and all Doctors)

	
	
	
	
	

	Hospitals must ensure appropriate supervision for doctors-in-training. Delays in escalation to more senior doctors due to lack of recognition of severity of illness by doctors in training are unacceptable and place patients at risk. (Medical Directors)

	
	
	
	
	

	Each Trust/hospital must provide sufficient critical care capacity or  pathways of care to meet the needs of its population. (Chief Executives)

	
	
	
	
	

	Each entry in a patient’s case notes must contain date, time, location of patient and name and grade of staff and their contact details. It must also contain information on the most senior team member present during that patient contact (name and grade). (All health Care Professionals)
	
	
	
	
	

	As previously recommended by NCEPOD and the RCP, all acute admissions must be reviewed at consultant level within 12 hours of admission. Earlier consultant review may be required and arrangements should be in place to ensure that this is available. A regular (6-monthly) audit of performance against this standard should be performed and reported through the governance structure of the organisation. (Medical Directors and Consultants)

	
	
	
	
	

	CPR status must be considered and recorded for all acute admissions, ideally during the initial admission process and definitely at the initial consultant review when an explicit decision should be made, and clearly documented (for CPR or DNACPR). When, during the initial admission, CPR is considered as inappropriate, consultant involvement must occur at that time. (All Doctors)

	
	
	
	
	

	Care before the cardiac arrest


	NICE Clinical Guideline 50 (Acutely Ill patients in hospital: Recognition of and response to acute illness in adults in hospitals) is not applied universally. Each hospital must ensure that they comply with this NICE guidance. (Medical Directors)

	
	
	
	
	

	For all patients requiring monitoring, there must be clear instructions as to the type and frequency of observations required. Where ‘track and trigger’ systems are used the initial frequency of observations should be stated clearly by the admitting doctor. (All Doctors)

	
	
	
	
	

	Where patients continue to deteriorate after non-consultant review there should be escalation of patient care to a more senior doctor. If this is not done, the reasons for non-escalation must be documented clearly in the case notes.  (Clinical Directors and All Doctors)

	
	
	
	
	

	Hospitals should undertake a detailed audit of the period prior to cardiac arrest to examine whether antecedent factors were present that warned of potential cardiac arrest and what the clinical response to those factors was. (Medical Directors)

	
	
	
	
	

	Resuscitation status


	An effective system for recording all decisions and discussions relating to CPR/DNACPR must be established, allowing all people who may care for the patient to be aware of this information. (Medical Directors)

	
	
	
	
	

	Health care professionals as a whole must understand that patients can remain for active treatment but that in the event of a cardiac arrest CPR attempts may be futile. Providing active treatment is not a reason not to  consider and document what should happen in the event of a cardiac arrest. (All Health Care Professionals)

	
	
	
	
	

	The use of ‘ceilings of care’ documentation would facilitate decision making and clarity of intent. There is need for a national project to lead this work.


	
	
	
	
	

	Resuscitation attempt


	Hospitals must arrange services and equipment to ensure that defibrillation is delivered within three minutes of cardiac arrest (for shockable rhythms). (Medical Directors)  

	
	
	
	
	

	All CPR attempts should be reported through the Trust/Hospital critical incident reporting system. This information should be reported to the Trust/Hospital Board on a regular basis. (Medical Directors)

	
	
	
	
	

	Each Trust/Hospital should set a local goal for reduction in cardiac arrests leading to CPR attempts. Progress against this goal should be reported to the Trust/Hospital Board on a regular basis. (Medical Directors)

	
	
	
	
	

	Each hospital should ensure there is an agreed plan for airway management during cardiac arrest. This may involve bag and mask ventilation for cardiac arrests of short duration, tracheal intubation if this is within the competence of members of the team responding to the cardiac arrest or greater use of supraglottic airway devices as an alternative. (Medical Directors)

	
	
	
	
	

	Period after the cardiac arrest


	Each hospital should audit all CPR attempts and assess what proportion of patients should have had a DNACPR decision in place prior to the arrest and should not have undergone CPR, rather than have the decision made after the first arrest. This will improve patient care by avoiding undignified and potentially harmful CPR attempts during the dying process. (Medical Directors)

	
	
	
	
	

	Consultant input is required in the immediate post arrest period to ensure that decision making is appropriate and that the correct interventions are undertaken. (Consultants)

	
	
	
	
	

	Coronary angiography and PCI should be considered in all cardiac arrest survivors where the cause of cardiac arrest is likely to be primary myocardial ischaemia. (Consultants)

	
	
	
	
	

	Organ donation should be considered in every case where life sustaining therapies are being withdrawn. (Consultants)
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