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Guidelines for reviewing participation in the National Confidential Enquiry into Patient Outcome and Death and implementing NCEPOD recommendations
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

	Chapter 2 – Organisational data

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

	All hospitals receiving trauma cases should have at least four resuscitation bays. (Hospital trusts)
	
	
	
	
	

	All hospitals receiving trauma patients should have a resident SpR or above with the skills to immediately secure the airway in trauma patients. (Hospital trusts)
	
	
	
	
	

	There should be a CT scanner within or adjacent to the resuscitation room. (Hospital trusts)
	
	
	
	
	

	Each trust involved in trauma care should develop a core group of clinicians with a special interest in trauma management. This trauma care delivery group should include a member of the trust executive staff. (Hospital trusts)
	
	
	
	
	

	Chapter 4 – Prehospital care

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

	All agencies involved in trauma management, including emergency medical services, should be integrated into the clinical governance programmes of a regional trauma service. (All healthcare providers)
	
	
	
	
	

	Ambulance trusts should work together to standardise the content and layout of the Patient Report Form (PRF), and ensure that it is fit for purpose and facilitates comparative audit. Clinicians must ensure that a PRF is received for every patient and secured in the medical record. (Emergency medicine physicians and ambulance crews )
	
	
	
	
	

	It is important that where guidelines exist, they are widely disseminated to appropriate groups, and there is a robust system in place to monitor compliance with those guidelines. (Ambulance and hospital trusts)
	
	
	
	
	

	It is vital that all patients who have sustained serious trauma should have a primary survey conducted at the earliest opportunity, and that critical resuscitation involving airway, breathing and circulation (with cervical spine control) should be undertaken and reviewed throughout the prehospital phase of care. This must be documented.  (Emergency  medicine  physicians)
	
	
	
	
	

	Airway management in trauma patients is often challenging. The prehospital response for these patients should include someone with the skill to secure the airway, (including the use of rapid sequence intubation), and maintain adequate ventilation. (Ambulance and hospital trusts)
	
	
	
	
	

	Chapter 5 – Hospital reception

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

	Ambulance trusts and emergency departments should have clear guidelines for the use of pre-alerts in the severely injured patient population. The ambulance crew should be able to speak directly to clinical staff in the receiving emergency department to ensure an appropriate clinical response is available immediately. (Ambulance trusts and emergency departments)
	
	
	
	
	

	Trusts should ensure that a trauma team is available 24 hours a day, seven days a week. This is an essential part of an organised trauma response system. (Hospital trusts)
	
	
	
	
	

	Hospital and ambulance trusts should ensure there are agreed explicit criteria for issuing a pre-alert activation of the trauma team. (Hospital and ambulance trusts)
	
	
	
	
	

	A consultant must be the team leader for the management of the severely injured patient. There should be no reason for this not to happen during the normal working week. Trusts and consultants should work together to provide job plans that will lead to better consultant presence in the emergency department at all times to provide more uniform consultant leadership for all severely injured patients. (Hospital trusts and clinical directors)
	
	
	
	
	

	All patients should have a primary survey performed and clearly documented on admission to the emergency department. (Emergency medicine physicians)
	
	
	
	
	

	Chapter 6 – Airway and breathing

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

	CT scanning of the cervical spine should be performed

in adult patients who have any of the following features:

• GCS below 13 on initial assessment

• has been intubated

• is being scanned for multi-region trauma

(Radiology heads)
	
	
	
	
	

	Chapter 7 – Management of circulation

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

	Rapid identification of patients who require immediate surgery for control of haemorrhage is essential. Ongoing fluid requirements and instability identify a group of patients who require immediate intervention rather than further investigation. Local protocols should clearly identify the patient population for whom it is inappropriate to delay the surgery/intervention for reasons of ‘stabilisation’ or further investigation. (Hospital trusts, clinical directors and emergency physicians)
	
	
	
	
	

	Trauma laparotomy is potentially extremely challenging and requires consultant presence within the operating theatre. (Clinical directors)
	
	
	
	
	

	CT scanning will have an increasing role in the investigation and management of trauma patients. In major centres, CT facilities should be co-located with the emergency department to provide a combined investigation /resuscitation area. 
(Hospital trusts)
	
	
	
	
	

	If CT scanning is to be performed, all necessary images should be obtained at the same time. Routine use of ‘top to toe’ scanning is recommended in the adult trauma patient if no indication for immediate intervention exists. (Royal College of Radiology and radiology department heads)
	
	
	
	
	

	Timely access to CT scanning is essential. CT radiographers should be available within 30 minutes of the patient arriving in hospital. In larger trauma centres, with a higher workload, CT radiographers should be immediately available at all times. In the setting of remote radiology facilities and/or lack of timely access to CT scanning, unstable patients should not be taken to the CT scanner. These unstable patients should have immediate surgery.  (Trauma team leader)
	
	
	
	
	


	Chapter 8 – Head injury management 

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

	Patients with severe head injury require early definitive airway control and rapid delivery to a centre with onsite neurosurgical service. This implies regional planning of trauma services, including prehospital physician involvement, and reconfiguration of services. (Ambulance and hospital trusts)
	
	
	
	
	

	Patients with severe head injury should have a CT head scan performed as soon as possible after admission and within one hour of arrival at hospital. (Trauma team leader and radiology heads)
	
	
	
	
	

	All patients with moderate or severe head injury should have case and CT findings discussed with a neurosurgical service. 

(Trauma team leader)
	
	
	
	
	

	All patients with severe head injury should be transferred to a neurosurgical/critical care centre irrespective of the requirement for surgical intervention. (Strategic health authorities, hospital trusts, trauma team leaders)
	
	
	
	
	

	Consultant presence should be increased at operations requiring major neurosurgery. (Hospital trusts)
	
	
	
	
	

	Chapter 9 – Paediatric care

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

	All sites accepting children for definitive trauma management should have protocols for their management in place. These protocols should be regularly reviewed and updated. 
(Hospital trusts)
	
	
	
	
	

	All hospitals should have up to date guidelines on the management and referral of suspected non-accidental injury in children. (Hospital trusts)
	
	
	
	
	

	Each receiving unit should have up to date guidelines for children which recognise the paediatric skills available on

site and their limitations and include agreed guidelines for communication and transfer with specialised paediatric services within the local clinical network. (Strategic health authorities and hospital trusts)
	
	
	
	
	

	An Advanced Paediatric Life Support (APLS) (or equivalent) trained consultant and a Registered Sick Children’s Nurse (RSCN) or an APLS trained nurse should be involved in the immediate management of all severely injured children. (Hospital trusts)
	
	
	
	
	

	If a hospital does not admit children for definitive care then a bypass protocol should be in place. (Hospital and ambulance trusts)
	
	
	
	
	

	Chapter 10 – Transfers

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

	A clear record of the grade and specialty of all accompanying staff involved in the transfer or retrieval of severely injured patients should be made and this documentation should accompany the patient on transfer. (Trauma team leader)
	
	
	
	
	

	There should be standardised transfer documentation of the patients’ details, injuries, results of investigations and management with records kept at the dispatching and receiving hospitals. (Trauma team leader, department of health)
	
	
	
	
	

	Published guidelines must be adhered to and audits performed of the transfers and protocols. (Hospital trusts)
	
	
	
	
	

	Local networks should develop protocols for the transfer of severely injured patients suitable for regional requirements. (Hospital trusts)
	
	
	
	
	

	The number of transfers may be decreased if appropriate arrangements are made for cross cover in specialties, e.g. interventional radiology, between trusts. (Hospital trusts)
	
	
	
	
	

	Chapter 11 – Incidence of trauma and organisation of trauma services

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

	Given the relatively low incidence of severe trauma in the UK, it is unlikely that each individual hospital can deliver optimum care to this challenging group of patients. Regional planning for the effective delivery of trauma services is therefore essential. (Strategic health authorities, hospital trusts)
	
	
	
	
	

	Given the importance of evaluation of processes and outcomes in the trauma patient, all units providing treatment for severely injured patients should contribute to the Trauma Audit Research Network. (Hospital trusts)
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