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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 Confidential Enquiry into Maternal and Child Health - CEMACH) and mental health (the national confidential inquiry into suicide and homicide by people with mental illness – NCISH). CEMACH 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

	Principal Recommendations
	Is it met? Y/N/Partially/Planned
	Comments (Examples of good practice or deficiencies identified)
	Action required
	Timescale
	Person responsible

	The initial assessment of patients admitted as an emergency should include a doctor of sufficient experience and authority to implement a management plan. This should include triage of patients as well as formal clerking. 


	
	
	
	
	

	The involvement of a more senior doctor should be clearly and recognisably documented within the notes.


	
	
	
	
	

	Patients admitted as an emergency should be seen by a consultant at the earliest opportunity.  Ideally this should be within 12hours and should not be longer than 24hours. Compliance with this standard will inevitably vary with case complexity.


	
	
	
	
	

	Documentation of the first consultant review should be clearly indicated in the casenotes and should be subject to local audit.


	
	
	
	
	

	Trainees need to have adequate training and experience to recognise critically ill patients and make clinical decisions. This is an issue not only of medical education but also of ensuring an appropriate balance between a training and service role; exposing trainees to real acute clinical problems with appropriate mid-level and senior support for their decision making. 


	
	
	
	
	

	Consultants’ job plans need to be arranged so that, when on-take, they are available to deal with emergency admissions without undue delay.  Limiting the number of duties that consultants undertake when on-take should be a priority for acute Trusts. 


	
	
	
	
	

	Hospitals which admit patients as an emergency must have access to both conventional radiology and CT scanning 24 hours a day with immediate reporting.

	
	
	
	
	

	Following the initial assessment and treatment of patients admitted as an emergency, subsequent inpatient transfer should be to a ward which is appropriate for their clinical condition; both in terms of required specialty and presenting complaint.


	
	
	
	
	

	Excessive transfers should be avoided as these may be detrimental to patient care.


	
	
	
	
	

	Robust systems need to be put in place for handover of patients between clinical teams with readily identifiable agreed protocol-based handover procedures. 
Clinicians should be made aware of these protocols and handover mechanisms.


	
	
	
	
	

	A clear physiological monitoring plan should be made for each patient commensurate with their clinical condition. This should detail what is to be monitored, the desirable parameters and the frequency of observations. This should be regardless of the type of ward to which the patients are transferred.


	
	
	
	
	

	All Other Recommendations
	Is it met? Y/N/Partially/Planned
	Comments (Examples of good practice or deficiencies identified)
	Action required
	Timescale
	Person responsible

	Initial assessment

	Patients admitted to hospital as an emergency should be assessed in an area which has appropriate staff and facilities to allow early decision making and initiation of treatment.

	
	
	
	
	

	Emergency Admission Units should have a designated clinical and administrative lead and have policies for clinical management, admission and discharge of patients.


	
	
	
	
	

	The quality of medical not-keeping needs to improve. All entries in notes should be legible, contemporaneous and prompt. In addition, they should be legibly signed, dated and timed with a clear designation attached.

	
	
	
	
	

	Necessity for admission

	Appropriate mechanisms, both in terms of community medicine and palliative care, should be in place so that unnecessary admissions can be avoided.


	
	
	
	
	

	Availability of investigations and notes

	There should be no systems delay in returning the results of investigations.


	
	
	
	
	

	There should be a clear rationale for the ordering of investigations. Omission of appropriate investigations can have a deleterious effect on patient care.


	
	
	
	
	

	All investigation results should be recorded with a date and time in the patient notes.  
	
	
	
	
	

	Reviews and observations

	All emergency admissions should receive adequate review in line with current national guidance.


	
	
	
	
	

	Part of the treatment plan should be an explicit statement of parameters that should prompt a request for review by medical staff or expert multidisciplinary team.
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