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

	
	Planned
	
	
	
	

	Organisational

	

	

	It should be the duty of all bariatric surgery teams to follow-up patients by telephone or in person at regular intervals post surgery. The first of these follow-up calls should be within seven days of surgery and frequently
thereafter to complement outpatient follow-up. (Clinical
Directors and Consultants)
	 
	 
	 
	 
	 

	In common with other types of specialist surgery, bariatric
surgery is not for the occasional operator. The Specialist Associations involved with bariatric surgery should provide guidance regarding the numbers of procedures which both independent operators and institutions should achieve in order to optimise outcomes. (Specialist Associations)

	 
	 
	 
	 
	 

	All hospitals that undertake weight loss surgery on morbidly obese patients or admit patients as an emergency must have appropriate, properly fitting antiembolism stockings (or equivalent). (Ward Managers)
	 
	 
	 
	 
	 

	There is a global need to provide imaging modalities that are suitable for morbidly obese patients, wherever they are admitted and this may be best dealt with by an escalation process and by specification at the time of refurbishment. (Executive Boards and Clinical Directors)
	 
	 
	 
	 
	 

	Pre-surgery and referral recommendations


All patients considered for weight loss surgery should

receive dietary assessment and education preferably prior

to referral, but definitely prior to surgery. (Consultants,

	Dietitians and General Practitioners)
	 
	 
	 
	 
	 

	All patients must have access to the full range of specialist professionals appropriate for their needs in line with NICE guidelines. (Clinical Directors and Medical Directors)
	 
	 
	 
	 
	 

	The value of MDTs, their optimal configuration, and their appropriateness for bariatric patients with different needs to be agreed by the healthcare professionals involved in their care. (Specialist Associations)
	 
	 
	 
	 
	 

	The outcome of all MDT discussions must be documented in the medical records. Where an MDT discussion has not taken place this must also be documented with reasons. (Consultants)
	 
	 
	 
	 
	 

	There should be a greater emphasis on psychological assessment and support and this should occur at an earlier stage in the care pathway for obese patients. Psychological screening tools are available and may be of value in identifying those patients requiring formal
psychological intervention. (Consultants)
	 
	 
	 
	 
	 

	All bariatric patients should have an assessment of the predicted difficulty of intubation recorded. (Anaesthetists)
	 
	 
	 
	 
	 


All bariatric patients should attend a pre-assessment 

clinic, during which they should have access to a full

range of health professionals appropriate to their needs,

including where required pre-admission assessment by 

	an anaesthetist. (Clinical Directors and Consultants)


	 
	 
	 
	 
	 

	The inpatient episode including surgery

	As for all elective surgery, a deferred two-stage consent process with sufficient time lapse should be utilised, and details of benefits and risks should be clearly described, and supported with written information. The consent process should not be undertaken in one stage on the day of operation for elective bariatric surgery. (Medical
Directors [policy] and Consultants [implementation]) 
	 
	 
	 
	 
	 

	Given the potential for significant metabolic change (and its dietary dimension) after bariatric surgery, good quality care is supported if patients have clear post-operative dietary guidance and a timely and complete discharge summary, with full clinical detail and post discharge plan to ensure safe and seamless care. This must be provided to the GP as soon as possible following discharge, preferably within 24 hours. (Consultants and Dietitians)


	 
	 
	 
	 
	 

	All patients nursed outside of critical care should be managed with a ‘track and trigger’ system. (Medical Director or Nursing Director) 

	 
	 
	 
	 
	 

	Follow-up

	Surgery and follow-up data on all patients undergoing bariatric surgery, in the NHS and independent sector, should be entered into the NBSR. (Consultants)


	 
	 
	 
	 
	 

	A clear, continuous long-term follow-up plan must be made for every patient undergoing bariatric surgery. This must include appropriate levels of informed surgical, dietitian, GP and nursing input. An assessment for the requirement of physician and psychology/psychiatric input must be made and provided should the patient require it. (Consultants)
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