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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). 
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

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

	Surgical workload


	All hospitals that undertake surgery in children must have the necessary information systems in place to determine the number of patients that are treated within their hospital for monitoring, clinical governance and  financial purposes. (Trust Chief Executives)
	
	
	
	
	

	Transfer of children


	All hospitals that admit children should have a

comprehensive transfer policy that is compliant with Department of Health and Paediatric Intensive Care Society guidance and should include; elective and emergency transfers, staffing levels for the transfer,

communication procedures, family support, equipment provision and transport arrangements. (Medical Directors)
	
	
	
	
	

	Team working


	All hospitals that provide surgery for children should have clear operational policies regarding who can operate on and anaesthetise children for elective and emergency surgery, taking into account on-going clinical experience, the age of the child, the complexity of surgery and any co-morbidities. These policies may differ between surgical specialities. (Medical Directors)
	
	
	
	
	

	Clinical governance and audit


	All hospitals that undertake surgery in children must hold regular multidisciplinary audit and morbidity and mortality meetings that include children and should collect

information on clinical outcomes related to the surgical care of children. (Medical Directors)
	
	
	
	
	

	Pre-operative assessment of elective paediatric surgical patients


	Hospitals in which surgery in children is undertaken should provide written information for children and parents about anaesthesia. Good examples are available from the Royal College of Anaesthetists website. (Clinical Directors in Anaesthesia)
	
	
	
	
	

	Theatre scheduling for children


	Hospitals that have a large case load for children’s surgery should consider using dedicated children’s operating theatres. (Clinical Directors in Surgery and

Anaesthesia and Medical Directors)
	
	
	
	
	

	Hospitals in which a substantial number of emergency children’s surgical cases are undertaken should consider creating a dedicated daytime emergency operating list

for children or ensure they take priority on mixed aged emergency operating lists. (Clinical Directors in Surgery and Anaesthesia and Medical Directors


	
	
	
	
	

	Specialised staff for the care of children


	Children admitted for surgery whether as an inpatient or an outpatient must have immediate access to paediatric medical support and be cared for on a ward staffed by appropriate numbers of children trained nurses. (Clinical Directors)
	
	
	
	
	

	Management of the sick child


	All hospitals that admit children as an inpatient must have a policy for the identification and management of the seriously ill child. This should include Track & Trigger and a process for escalating care to senior clinicians. The National Institute for Health and Clinical Excellence needs to develop guidance for the recognition of and response to the seriously ill child in hospital. (Medical Directors, National Institute for Health and Clinical Excellence)
	
	
	
	
	

	All hospitals that admit children must have a resuscitation policy that includes children. This should include the presence of onsite paediatric resuscitation teams that includes health care professionals who have advanced

training in paediatric resuscitation. (Medical Directors and Resuscitation Leads)
	
	
	
	
	

	Paediatric acute pain management


	Existing guidelines on the provision of acute pain management for children should be followed by all hospitals that undertake surgery in children. (Medical Directors)
	
	
	
	
	


Peri-operative care
	Recommendations
	Is it met? Y/N/Partially/

Planned
	Comments (Examples of good practice or deficiencies identified)
	Action required
	Timescale
	Person responsible

	Inter-hospital transfer



	National standards, including documentation for the transfer of all surgical patients, irrespective of whether they require intensive care need to be developed by regional networks. (Network Leads)
	
	
	
	
	

	Hospital teams working in both specialist and non specialist centres should be in a state of readiness for transfer of babies and children requiring emergency surgery, and be prepared to provide high level and timely

support for these transfers. Surgical emergencies may require rapid triage, simultaneous with resuscitation and communication with tertiary care providers. (Medical Directors and Clinical Directors)
	
	
	
	
	

	When a decision to transfer a patient for (less urgent) surgical care has been made, this should be expedited. Transfer method and personnel should be agreed in advance. (Clinical Directors)
	
	
	
	
	

	Pre-operative care



	Expertise in paediatric radiology is an essential adjunct to the running of a service for children requiring surgery.
	
	
	
	
	

	Multidisciplinary team meetings for complex cases should be undertaken pre-operatively except when this is predicated by the urgency of the case. Documentation of inter-professional discussions is essential even if written in retrospect. (Medical Directors and Clinical Directors)
	
	
	
	
	

	Consent and information for patients and parents


	Consent by a senior clinician, ideally the one performing the operation should be normal practice in paediatrics, as in other areas of medicine and surgery. Documentation of grade confirms that this process has occurred. This is already a national recommendation. (Medical Directors

and Clinical Directors)
	
	
	
	
	

	In surgery which is high risk due to co-morbidity and/or anticipated surgical or anaesthetic difficulty, there should be clear documentation of discussions with parents and carers in the medical notes. Risk of death must be formally noted, even if difficult to quantify exactly. (Consultants)
	
	
	
	
	

	End of life care



	Clinicians must ensure that appropriate records are made in the medical notes of all discussions that take place with a child’s parents or relatives after death. In addition

it is mandatory that the name and grade of clinicians involved at all stages of care are clearly recorded in the medical notes and on anaesthetic and operation records. (Guidelines from Royal Colleges/specialist societies and Medical Directors)
	
	
	
	
	

	Confirmation that a death has been discussed at a morbidity and mortality meeting is required. This should comprise a written record of the conclusions of that

discussion in the medical notes. (Medical Directors)
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