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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

Background

The National Confidential Enquiry into Patient Outcome and Death carries out studies into aspects of care in all areas of medicine and surgery. 

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 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 

NB. Recommendation 1 has been left out intentionally as it is covered elsewhere

	

	

	2. A multidisciplinary Alcohol Care Team, led by a consultant with dedicated sessions, should be established in each acute hospital and integrated across primary and secondary care. (Medical Directors).


	 
	 
	 
	 
	 

	3. Each hospital should have a 7-day Alcohol Specialist Nurse Service, with a skill mix of liver specialist and psychiatry liaison nurses to provide comprehensive physical and mental assessments, Brief Interventions and access to services within 24 hours of admission. (Medical Directors).

	 
	 
	 
	 
	 

	4. Robust guidelines should be available to every unit admitting patients with alcohol-related liver disease. All physicians managing such patients should be familiar with those guidelines and trained in their use. (Medical Directors).
	 
	 
	 
	 
	 

	Admission to hospital

	5. Trusts should ensure that medical patients are reviewed by a consultant within a maximum of 12 hours of admission, as suggested in the Royal College of Physicians London acute care toolkit, Society of Acute Medicine quality standards and previously by NCEPOD. This standard should be the subject of regular audit. (Clinical Directors and Consultants)


	 
	 
	 
	 
	 

	6. All patients presenting with decompensated alcohol related liver disease should have blood cultures included in their initial investigations on admission to hospital. (All Doctors)


	 
	 
	 
	 
	 

	7. All patients admitted as an emergency, regardless of specialty, should have their electrolytes checked routinely on admission and appropriately thereafter. This will help prevent the insidious and unrecognised onset of acute kidney injury. (Clinical Directors and Medical Directors)


	 
	 
	 
	 
	 

	8. If ascites is present in patients presenting with decompensated alcohol-related liver disease, a diagnostic ascitic tap should be performed as part of their initial assessment. Coagulopathy is not a contraindication to this procedure. (All Doctors)

	 
	 
	 
	 
	 

	9. Patients who present acutely with decompensated liver disease, and who drink alcohol at a potentially harmful level, should not be assumed to have alcohol-related liver disease. A full assessment to exclude all other potential causes of liver disease should be performed as soon as possible after admission to hospital. (All Doctors and Consultants)


	 
	 
	 
	 
	 

	10. A toolkit for the acute management of patients admitted with decompensated alcohol-related liver disease should be developed and made widely available to all physicians / doctors involved in the care of patients admitted to acute hospitals.


	 
	 
	 
	 
	 

	11. All patients presenting to hospital services should be screened for alcohol misuse. An alcohol history indicating the number of units drunk weekly, drinking patterns, recent drinking behaviour, time of last drink, indicators of dependence and risk of withdrawal should be documented. (All Doctors)


	
	
	
	
	

	12. As recommended by NICE, assessment tools such as the Alcohol Use Disorders Identification Test (AUDIT) and the Clinical Institute Withdrawal Assessment – Alcohol, revised (CIWA-Ar) should be readily available for use by all health care professionals who should be competent in their use. (Medical Directors and Clinical Directors)

	
	
	
	
	

	13. Alcohol withdrawal scales should be used, as suggested in NICE guidance, to guide treatment decisions to prevent the alcohol withdrawal syndrome. (All Doctors)

	
	
	
	
	

	14. Treatment for alcohol withdrawal should be tailored to the individual patient. The presence of encephalopathy, or other features of liver disease, can make the administration of sedatives inappropriate and may indicate the need to consider transfer to a higher level of care. (All Doctors and Consultants)


	
	
	
	
	

	First consultant review and ongoing care

	15. All patients admitted with decompensated alcohol related liver disease should be seen by a specialist gastroenterologist / hepatologist at the earliest opportunity after admission. This should be within 24 hours and no longer than 72 hours after admission to hospital. (Consultants).


	 
	 
	 
	 
	 

	16. Trusts should ensure that all patients admitted with alcohol-related liver disease receive early specialist input from a gastroenterologist / hepatologist and a specialist practitioner in alcohol addiction. (Medical Directors and Clinical Directors).


	 
	 
	 
	 
	 

	17. All patients with alcohol-related liver disease and a history of current alcohol intake, in excess of recommended limits, should have thiamine (oral or intravenous) administered on admission to hospital. (All Doctors).


	
	
	
	
	

	18. In patients with decompensated alcohol-related liver disease and deteriorating renal function, diuretics should be stopped and intravenous fluid administered to improve renal function, even if the patient has ascites and peripheral oedema. (All Doctors)


	
	
	
	
	

	19. As for all patients, patients with alcohol-related liver disease should have accuate monitoring of fluid balance. Systems to ensure accurate monitoring of fluid balance should be in place in all Trusts. (Medical Directors and Nursing Directors)


	
	
	
	
	

	20. NICE recommends that a nutritional assessment of all patients should be made within the first 48 hours of admission (CG32). This should include patients with alcohol-related liver disease. (All Health Care Professionals)


	
	
	
	
	

	Endoscopy and  bleeding



	21. The findings in this small group of patients suggest that a larger study is indicated to identify areas for improvement in the care of patients undergoing endoscopy for gastrointestinal bleeding.


	 
	 
	 
	 
	 

	22. In line with NICE guidance, unless contraindicated, all patients with alcohol-related liver disease, who present with gastrointestinal bleeding, should be offered antibiotics and terlipressin until the outcome of their endoscopy is known. (All Doctors and Consultants)


	 
	 
	 
	 
	 

	Escalation and treatment decisions



	23. Deterioration in renal function in patients with liver disease should not be assumed to be due to the hepatorenal syndrome, as other potential causes are often present and should be actively excluded. (All Doctors and Consultants)


	
	
	
	
	

	24. Escalation of care should be actively pursued for patients with alcohol-related liver disease, who deteriorate acutely and whose background functional status is good. There should be close liaison between the medical and critical care teams when making escalation decisions. (Consultants)


	
	
	
	
	

	25. When a decision is made not to escalate, or to actively withdraw treatment for a patient with alcohol-related liver disease, this decision should be made by a consultant. The decision making process should involve specialists with  appropriate training to identify what interventions are likely to be of benefit to the patient. Such decisions should be discussed with the patient and the patient’s representative (if appropriate) and documented clearly. Where there is doubt or disagreement about such decisions, the opinion of a second consultant should be sought, as outlined in guidance issued by the General Medical Council. (Consultants)

	
	
	
	
	

	Missed opportunities

	26. All patients presenting to acute services with a history of potentially harmful drinking, should be referred to alcohol support services for a comprehensive physical and mental assessment. The referral and outcomes should be documented in the notes and communicated to the patient’s general practitioner. (All Doctors)


	
	
	
	
	

	Autopsy and M&M meetings



	27. All deaths due to alcohol-related liver disease should be reviewed at a local morbidity and mortality, clinical governance meeting to ensure that lessons are learned and to give assurance that high quality care is being provided. (Consultants)
	
	
	
	
	

	28. Where the cause of death is unclear, or death was not anticipated, this should be discussed with the coroner. (Consultants)
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