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Introduction

A Gastrointestinal bleeding is one of the commonest
medical emergencies

A The incidence rate of 1.33/1000 population equates to
approximately 85,000 cases/year in the UK or one
gastrointestinal bleed every 6 minutes

A Several surveys have shown that current services are
Inadequately resourced, particularly in the eoft
hours period



Introduction

w Second commonest medical reason for transfusion,

accounting for 14% of all blood transfusions

w Early treatment can reduce the number of units of

blood received and complications

w Managed by both medical and surgical teams

w Traditionally split into upper Gl and lower Gl bleeding



Introduction

w There has been a focus on upper Gl bleeds including a
large BSG audit of 6750 patients in 2007 and

subsequent quality improvement initiatives

w Conversely the review of services for lower Gl bleeds

has been lacking



To identify the remediable factors in the quality

of care provided to patients treated for a Gl bleed
(upper and lower) who received 4 or more units
of blood.



Objectives; study advisory group

A Severe Gl bleeds

A Quality of assessment including the use of risk

stratification scores
A Admission/referral pathways

A Availability and appropriate use of endoscopy, IR,

surgery and blood products

A Outcomes and learning



Study population

w All patients who were admitted to hospital in the 4
months between 1 January 2013 and 30April
2013 that had a diagnosis of Gl bleeding at any poin
during their inpatient stay and received 4 or more
units of red blood cells

w The number of cases for which questionnaire
completion and photocopied case notes were
requested, was limited to a maximum of five per
hospital



Case ascertainment

A Patient identifier spreadsheet

| Patients were identified retrospectively via ICD10 coding
| Blood transfusion data

I OPCS codes

I Detalls of responsible consultant

A Clinician questionnaire

I Consultant responsible for patient at time of discharge

I Information on presenting features, investigations,
treatment, escalation in care, planned follow up.



Case ascertainment

w Peer review data

¢ Case notes for the inpatient stay
¢ Focussed assessment form
¢ Opinion on aspects of care and treatment decisions

w Organisational questionnaire

¢ Endoscopy service
¢ Interventional radiology and surgery
¢ Networks, guidelines and standard operating procedures
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Overall assessment of care

Good practice: A standard that you would accept from
yourself, your trainees and your institution.

Room for improvement: Aspects of clinical care that
could have been better.

Room for improvement: Aspects of organisational
care that could have been better.

Room for improvement: Aspects of both clinical and
organisational care that could have been better.

Less than satisfactory: Several aspects of clinical
and/or organisational care that were well below that
you would accept from yourself, your trainees and your
institution.

Insufficient data: Insufficient information submitted to
NCEPOD to assess the quality of care.
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Data returns

Number of cases
indentified within the
4 month study period

n=4,780

Number of cases
selected for inclusion
n=14977

80% (618/769) of |
clinician questionnaires  mper of cases

that remained after

returned exclusions n=769
qd\let;? obner: aci):es Number of sets of
e ilreH case notes returned
n=618 =320

Number of cases

peer reviewed

Figure 1.1 Data returns
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Types of ward

Table 2.3 Wards where upper Gl bleed patients are Table 2.4 Wards where lower Gl bleed patients are
admitted admitted
Type of ward Number of Type of ward Number of
hospitals hospitals
Gastroenterology ward 129 General surgical ward
G | medical ward 119
enera me_ e Yvar Gastroenterology ward 65
Acute medical unit* 36 _
N General medical ward 43
Critical care* 22 — .
General surgical ward* Critical care -
Hepatology 5 Surgical assessment unit* 18
Gastrointestinal bleed unit 5 Gastrointestinal bleed unit 2

* Free text answers listed under other. Answers may be multiple * Free text answers listed under other
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Types of ward

Number of hospitals . Upper Gl bleed - Lower Gl bleed
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Number of locations patients admitted

Figure 2.1 Number of locations where upper and lower Gl bleed patients

are admitted
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Endoscopy JAG accreditation

Table 2.6 JAG accreditation (hospitals where

Table 2.5 JAG accreditation (all hospitals) patients with a Gl bleed are admitted)

JAG accredited Number of % JAG accredited Number of %
hospitals hospitals

Yes 148 73.3 Yes 138 75.0

No 54 26.7 No 46

Subtotal 202 Subtotal 184

Not answered 3 Not answered 2

Total 205 Total 186
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OGD locations

Number of hospitals B in-hours (n = 202) [ Out-of-hours (n = 194)

250

Endoscopy suite | Critical care Theatre | Other

Endoscopy location

Figure 2.2 Locations where OGDs were performed
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OGD equipment

Table 2.8 Equivalent equipment available for OGDs
out-of-hours as in-hours

Equivalent equipment Number of %
available hospitals
Yes 161 85.6
No 270 Bldig
Subtotal 188
Not answered/Not applicable 17
Total 205
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CASE STUDY 1

A middle aged patient with no prior medical history
presented with haematemesis. An early OGD
performed in theatre under general anaesthetic
identified oesophageal varices but the banding
equipment malfunctioned. No back-up was available
in theatre or obtained from elsewhere. No sclerosant
was available in theatre and treatment was delayed
whilst this was obtained. Peri-variceal injection of
adrenaline was also used.

The reviewers did not agree with the treatment
modalities used. They questioned whether the
endoscopy service had contingency plans for equipment
failure, irrespective of the site where the OGD was
performed.
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Endoscopy oitall rotas

Table 2.10 Endoscopy on-call rota (hospitals to
which patients with a Gl bleed are admitted)

Endoscopy on-call rota Number of %
hospitals

Yes 138  74.6

No 47 25.4

Subtotal 185

Not answered 1

Total 186
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Endoscopy 24/7

Table 2.12 Endoscopy on-call rota 24/7 (hospitals to
which patients with a Gl bleed are admitted)

Endoscopy on-call rota 24/7 Number of %
hospitals

Yes 125 90.6

No 13 9.4

Total 138

Table 2.13 Endoscopy service 24/7 (hospitals to
which patients with a Gl bleed are admitted)

Endoscopy service 24/7 Number of %
hospitals

Yes 125 N67.6

No et

Subtotal 185

Not answered 1

Total 186
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Endoscopy oftall rota

Number of hospitals

35
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2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18

Number of endoscopists

Figure 2.3 Number of endoscopists (consultants + trainees)

19 20 21
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Endoscopy oitall rota

Number of hospitals

35

30
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20

0 1 2 3 4 5 6 |_7 8 9 10 11 12 13 14 15 16

Number of consultant endoscopists

Figure 2.4 Number of consultant endoscopists

Major omission in skill sefglue for gastric varices
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Endoscopy nurse ecall rota

Table 2.15 Endoscopy nurse on-call rota

Endoscopy nurse on-call rota Number of %
hospitals

Yes 86 61.0

No 55 | 39.0

Subtotal 141

Not answered 5

Total 146
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CASE STUDY 4

An elderly patient developed melaena whilst an
inpatient for investigation of chronic anaemia. There
was no on-call OGD service. The on-call ST3 phoned
for assistance. The opinion from a unit elsewhere
was that the patient was unfit for transfer. A local
gastroenterologist was contacted and agreed to
perform an OGD if an endoscopy nurse could be
found. No nurse was available. The patient suffered
a myocardial infarction and then a large hemispheric
stroke. End of life care was instituted.

The reviewers agreed that transferring the patient would
be hazardous but on balance it was the only option.

This case emphasised the need for comprehensive
on-call rotas with all required staff readily identifiable
and available. Informal local or network approaches

are fragile and often lead to delays in treatment. The
reviewers recognised that in some formal networks the
procedural team travel to the patient.
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Endoscopy service responsibility

Table 2.16 Responsibility for running the on-call
endoscopy service

Endoscopy on-call service Number of %
hospitals

Gastroenterologists 85 || 60 7

Gastroenterologists/surgeons 38 || 27.1

Gastroenterologists/other 9 64

Gastroenterologists/surgeons/other 4 29

Surgeons 4 2.9

Subtotal 140

Not answered 6

Total 146
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Table 2.17 Proctoscopy and rigid sigmoidoscopy

available 24/7

Proctoscopy and rigid
sigmoidoscopy 24/7

Yes

No

Subtotal

Not answered
Total

Table 2.18 Availability of colonoscopy

In-hours

Colonoscopy Number of

hospitals
Yes 192
No 3
Subtotal 195
Not answered 10
Total 205

Number of

%

98.5
LS

hospitals

134
62
196
9
205

%

68.4
31.6

Out-of-hours

Number of
hospitals

108
87
195
10
205

%

55.4
44.6

Proctoscopy, sigmoidoscopy & colonoscop
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Interventional radiology

w IR service
¢ 70% (141/202) of hospitals had IR servicesha
¢ 48% (67/140) of these had an-gall service for IR

Table 2.20 Ability to embolise Gl bleeds 24/7

Gl bleeds embolised 24/7 Number of

hospitals
Yes 56
No 11

Total 67
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Formal network for embolisation

Number of hospitals . Formal network No formal network - Not answered

45

40

35

30

25 —

20 —

15 —

10 —

No 24/7 service No on-site service

Figure 2.5 Formal network arrangements for the embolisation of Gl bleeds
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Transjugular intrahepatic portsystemic shunt

w 13 hospitals reported having a service to perform
TIPSS 24/7

Table 2.22 Arrangements for where TIPSS could not
be performed 24/7 on-site

Formal network Number of %
hospitals

Yes 94 50.8

No 91 49.2

Subtotal 185

Not answered 7

Total 192
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Vascular radiographers and radiology nurse

Table 2.23 Vascular radiographer availability at
hospitals where embolisation could occur

Vascular radiographer on-call Number of %
rota hospitals
Yes 48 87.3
No 7127
Subtotal 55
Not answered 1
Total 56

Table 2.24 Radiology nurse availability at hospitals
where embolisation could occur

Radiology nurse on-call rota Number of %
hospitals

Yes 50 90.9

No 50 9

Subtotal 55

Not answered 1

Total 56
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Surgical services for Gl bleeds

Table 2.25 Surgical service able to treat Gl bleeds
in-hours (all hospitals)

Gl bleed surgical service Number of %
in-hours hospitals
Yes 181 90.5
No 19 95
Subtotal 200
Not answered 5
Total 205

Table 2.27 Surgical service for Gl bleeds 24/7

Gl bleeds treated surgically Number of %
24/7 hospitals

Yes 172
No 20 2.8
Subtotal 177

Not answered 4

Total 181
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Emergency theatre teams

Table 2.29 Availability of an emergency theatre
team on-site for Gl bleeds

Emergency theatre team Number of %
on-site hospitals
Yes 1625 P93
No (17 6.9
Subtotal 174
Not answered 7/
Total 181
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Gl bleed guidelines

Number of hospitals B Yes No [ Not answered

180

160 —

140 —

120 —

100 —

80 —

60

40 —

20 —

Variceal upper Gl bleed ! Non-variceal upper Gl bleed Lower Gl bleed

Type of Gl bleed guideline

Figure 2.6 Availability of written guidelines for the management of Gl bleeding
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Clinical governance

Number of hospitals . Yes No - Not answered

160

140 —

120 —

100 —

80 —

60 —

40 —

20 —

MDT M&M Identified clinical lead Audit of guideline
compliance

Upper Gl bleeds

Figure 2.7 Local clinical governance of upper Gl bleeds
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Number of hospitals

160

Clinical governance

B Yes No [JJj Not answered

140 —

120 —

100 —

80 —

60 —

40 —

20 —

0

MDT M&M Identified clinical lead Audit of guideline

compliance
Lower Gl bleeds

Figure 2.8 Local clinical governance of lower Gl bleeds
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Equipment failure

Number of hospitals . Second machine Transferred . No plan : Not answered/NA
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Lluy

Endoscopy Colonoscopy Catheter angiography

Figure 2.9 Management in the event of equipment failure
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High cost replacement program

Table 2.35 High cost equipment replacement

program
High cost equipment Number of %
replacement programme hospitals
Imaging and endoscopy 59" 1 35,8
Endoscopy 42 | 255
Imaging 19 115
Neither 455 | 27.2
Subtotal 165
Not answered 21
Total 186
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Recommendations

Endoscopy equipment and nursing support should be
comparable in all locations where endoscopy is performed.

All hospitals to which patients with a Gl bleed are admitted
should have their endoscopy units accredited by the Joint
Advisory Group (JAG) on Gl Endoscopy.

The Joint Advisory Group (JAG) on Gl Endoscopy should
consider including access to and delivery of 24/7 endoscopy
for Gl bleeding in their Global Rating Scale.
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Recommendations

All hospitals must have an integrated replacement plan for all
high cost equipment which plans 5 years ahead and is
reviewed annually.

Hospitals should have contingency plans for failure of
endoscopy, interventional radiology or surgical equipment.
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Patient Demographics

Martin Sinclair

NCEPOD
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Age

Number of patients . Male . Female
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Figure 3.1 Age of all patients identified of having a Gl bleed
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Number of patients I Male [ Female
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Figure 3.2 Age of all patients who received 4 units of blood or more
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Age

Percentage of Gl bleed type . Non-variceal upper Gl bleed Variceal upper Gl bleed . Lower Gl bleed
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20.0

10.0

0.0 —
16-20 21-30 31-40 41-50 51-60 61-70 71-80 81-90 91-100 >100

Age (years)

Figure 3.3 Age distribution by type of bleed
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Type of Gl bleed

Table 3.1 Type of Gl bleed

Type of Gl bleed Number of

patients
Non-variceal upper Gl bleed 358
Lower Gl Bleed 138
Variceal upper Gl Bleed 50
Not diagnosed 12

Total 618

%

578
22.3

S|
1.7
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Type of Gl bleed by type of admission

Number of patients . Acute admission . Inpatient

500

400

300

200 —

100 —

0 —

All patients

Upper Gl bleed Lower Gl bleed Not diagnosed
Type of Gl bleed

Figure 3.4 Type of bleed by admission type
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Comorbidities

Number of patients

200

180

160

140

120

100

80

60

40

20

1 2 3 4 5 6 7

Number of co-morbidities
Figure 3.5 Distribution of the number of co-morbidities
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Admission

NCEPOD
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Table 4.1 Type of admission

Type of admission Number

of patients
Non-elective 593
Elective 21
Subtotal 614
Not answered 4

Total 618

%

96.6
3.4
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CASE STUDY 7

An elderly patient presented with bright red rectal
bleeding under the general medical team. There was

no evidence of haemodynamic stability. The admission
haemoglobin was 90g/L with a platelet count of
70x10/°L. Four units of blood and two units of platelets
were administered. The haemoglobin was not re-checked
during the transfusions. An OGD the following day

was normal. A belated per rectal examination revealed
a palpable rectal tumour. No consultant review was
recorded.

The reviewers considered the clinical assessment was
poor, the OGD was an unnecessary invasive procedure
and the blood and platelet transfusions were not
indicated. Appropriate consultant review may have
improved the quality of the assessment and avoided
unnecessary interventions.

.
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Time to consultant review

Table 4.3 First consultant review was sufficiently

prompt for patient’s condition — reviewers’ opinion

Timely consultant review Number of

patients
Yes 296
No 56
Subtotal 352
Not answered 6

Total 358

%

34.1
159
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Team managing upper Gl patient on admiss

Table 4.4 Team that managed patient on admission/
when they presented with an upper Gl bleed

Team that managed patient Number of %
patients
General/acute medicine 140 47.5
Gastroenterology/Gl bleed team 40 13.6
General surgery 29 9.8
Emergency medicine 22 | 1.5
Care of the elderly 16 | 5.4
Critical care medicine I5% BNET
Cardiology 108 5.4
Trauma & orthopaedics 3 1.0
Hepatology 2 | 07
Other 18 6.1
Subtotal 295
Unknown 17

Total 312 52



Team managing lower Gl patient on admissl

Table 4.6 Team that managed patient on admission/
when they presented with a lower Gl bleed

Team that managed patient Number of %
patients
General surgery 40 40.8
General medicine 24| 24.5
Surgery (other) 6| 6.1
Emergency medicine 6 6.1
Gastroenterology/Gl bleeding 4 4.1
team
Care of the elderly 4 4.1
Critical care medicine 4 4.1
Other 10| 10.2
Subtotal 98
Unknown 8
Total 106
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CASE STUDY 9

An elderly patient recovering from hip fracture surgery
on an orthopaedic ward developed melaena. The
patient was reviewed and managed by the foundation
trainee who monitored reducing haemoglobin. A
clotting screen and group and save were omitted. No
consultant review occurred for 72 hrs during which the
haemoglobin dropped to 60g/L. The foundation doctor
had difficulty obtaining input from the gastroenterology
team who eventually agreed to perform an OGD. This
failed to reveal the cause of the bleeding. Despite
subsequent transfusion the patient continued to

bleed and the gastroenterology team was called again.
A repeat OGD revealed a bleeding DU which was
successfully treated and the bleeding stopped.

The reviewers felt that care had been suboptimal
because of delays in performing endoscopy and
accepting responsibility for the Gl bleed.
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Presentation of bleed

Table 4.7 Presentation of Gl bleed

Presentation Number of

patients
Admitted with a Gl bleed 296
Inpatient Gl bleed 180
Subtotal 476
Unknown 9

Total 485

%

62.2
37.8
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Delay In recognition of bleed

Table 4.8 Delay in recognising the inpatient's

Gl bleed - reviewers’ opinion

Delay

No

Yes
Subtotal
Unknown
Total

Number of
patients

=5
35
170
10
180

%

79.4
20.6
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Initial risk assessment score used

Table 4.9 Initial risk assessment score used

Risk assessment score used Number of %
patients

Yes 125 34.1

No 242 65.9

Subtotal 367

Unknown 108

Not answered 15

Total 490
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Initial risk assessment by type of admissio

Table 4.10 Initial risk assessment undertaken by type of admission
Admitted with Inpatient upper All upper Gl

upper Gl bleed Gl bleed patients

Risk assessment score used Numberof % Numberof % Numberof %

patients patients patients
Yes 80 423 290 (262 109 36.5
No 103 | 5771 790 (3 190 63.5
Subtotal 189 108 299
Unknown/not answered 53 55 109
Total 242 163 408
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Shock index

Table 4.11 Shock index

Shock index

<0.7

>0.7 =1
>1=1.3

>1.3

Subtotal
Insufficient data
Total

Number of
patients

210
225
101

51
587

31
618

%

35.6
38.3
172

8.7
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CASE STUDY 10

An elderly patient with an exacerbation of COPD was
admitted and treated with antibiotics and steroids.
The patient normally took warfarin for atrial fibrillation
which was stopped after two weeks when some
streaky haemoptysis developed. Aspirin was started
without ulcer prophylaxis. After a further two weeks
Gl bleeding occurred with a drop in blood pressure
and haemoglobin. There was no endoscopy service
on-site and the patient was deemed too unstable at
that stage to transfer for OGD. Several days later the
patient was transferred and the OGD was performed.
However, the patient subsequently died from respiratory
complications.

The reviewers felt that the combination of steroids
and aspirin without proton pump inhibitors for ulcer
prophylaxis, along with the delay to OGD, may have
contributed to the death.
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Medications stopped in hospital

Table 4.13 Medications that were stopped in hospital post Gl bleed

Medication Prior to Gl Stopped % stopped

bleed post Gl

bleed
Aspirin 209 180 86.1
Proton pump inhibitor 128 5 3.9
Warfarin 80 68 85.0
Heparin/low molecular weight heparin-prophylactic dose 79 77 97.5
Clopidogrel 78 66 84.6
Non steroidal anti-inflammatory drugs (NSAIDs) 39 39 100.0
Steroids 36 13 36.1
Heparin/low molecular weight heparin-treatment dose 27 27 100.0
H2 antagonists 26 9 34.6
Selective serotonin reuptake inhibitors (SSRIs) 21 2 9.5
Novel anticoagulants 7 6 85.7
Other anti-platelet agents 2 50.0
Bisphosphonates (oral) 15 7 46.7
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Table 4.15 Medication inappropriately continued —

reviewers’ opinion

Inappropriate medication Number of
continued patients
Yes 35
No 364
Subtotal 399
Unknown 86

Total 485

%

3.8
912
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Investigations

Table 4.17 Investigations omitted at presentation - reviewers’ opinion

Admitted with a Inpatient
Gl bleed Gl bleed
Investigations omitted at presentation Numberof % Numberof %
patients patients
Yes 47 19.7 44| =331
No 191 80.3 89 66.9
Subtotal 238 133
Unknown 58 47
Total 296 180

63



Table 4.20 Treatments omitted prior to endoscopy -
reviewers’ opinions

Treatments omitted prior to Number of %
endoscopy patients
Yes 372
No 367 90.8
Subtotal 404
Unknown 81

Total 485
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Haemoglobin

Percentage of group I Admitted with Gl bleed [} Inpatient GI bleed
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Figure 4.4 Haemoglobin at the time of the Gl bleed
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