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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 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

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

	Hospitals that treat patients with SACT but do not have the facilities to manage patients who are acutely unwell should have a formal agreement with another hospital for the admission or transfer of such patients as appropriate. (Medical directors)

	
	
	
	
	

	There must be greater standardisation of the consent form. The name and grade of doctors taking consent should always be stated on the consent form. (Cancer services managers, clinical directors and medical directors)

	
	
	
	
	

	Consent should only be taken by a clinician sufficiently experienced to judge that the patient’s decision has been made after consideration of the potential risks and benefits of the treatment, and that treatment is in the patient’s best interest. (Clinical directors)

	
	
	
	
	

	Giving palliative SACT to poor performance status patients, grade 3 or 4 should be done so with caution and having been discussed at a MDT meeting. (Consultants)

	
	
	
	
	

	Junior medical staff at FY1, FY2, ST1 and ST2 grade should not be authorised to initiate SACT. 
(Clinical directors)

	
	
	
	
	

	Pharmacists should sign the SACT prescription to indicate that it has been verified and validated for the intended patient and that all the safety checks have been undertaken. 
(Pharmacists)

	
	
	
	
	

	Consultants should follow good clinical practice and consider:-

• Reducing the dose of SACT in patients

- that have received a number of previous courses of treatment

- that have a poor performance status

- that have significant co-morbidity;

• Reducing the dose of or omitting drugs excreted via the kidney, if the patient has impaired renal function;

• Reducing the dose of, or omitting, drugs excreted via the liver, if the patient has impaired liver function.

(Consultants and clinical directors)

	
	
	
	
	

	Emergency admissions services must have the resources to manage SACT toxicity. These should include:-

• A clinical care pathway for suspected neutropenic sepsis;

• A local policy for the management of neutropenic sepsis;

• Appropriately trained staff familiar with the neutropenic sepsis policy;

• A policy that should be easily accessible in all emergency departments;

• Availability of appropriate antibiotics within the emergency department. (Cancer services managers and clinical directors)

	
	
	
	
	

	In planning the provision of oncology services outside of cancer centres, commissioners should take into account the need for specialist advice to be readily available when patients are admitted acutely. 
(Cancer services managers)

	
	
	
	
	

	A pro-active rather than reactive approach should be adopted to ensure that palliative care treatments or referrals are initiated early and appropriately: Oncologists should enquire, at an appropriate time, about any advance decisions the patient might wish to make should they lose the capacity to make their own decisions in the future. 
(Consultants)

	
	
	
	
	

	Regular clinical audit should be undertaken on the management of all cases of neutropenic sepsis following

the administration of SACT. The process of care should be compared to standards agreed by the cancer network. Cancer centres and cancer units should collaborate in undertaking these audits. (Clinical directors)
	
	
	
	
	

	All deaths within 30 days of SACT should be considered at a morbidity and mortality or a clinical governance meeting. (Clinical directors and consultants)

	
	
	
	
	

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

	Cancer services managers and clinical directors must ensure that time is made available in consultants’ job plans for clinical audit. They must also ensure that the time allocated is used for the defined purpose. 
(Cancer services managers and clinical directors)

	
	
	
	
	

	Hospitals admitting patients with complications of SACT that do not have emergency general medical and surgical services on site should have a formal arrangement with a hospital that can provide these services. (Medical directors)

	
	
	
	
	

	A palliative care service should be available for all patients with malignant disease. (Clinical directors)

	
	
	
	
	

	NCEPOD supports the Manual for Cancer Services standard that initial clinical management plans for all cancer patients should be formulated within a multidisciplinary team meeting. The MDT should be responsible for agreeing clinical care pathways, including appropriate chemotherapy regimens, doses and treatment durations. (Clinical directors)

	
	
	
	
	

	The decision whether or not to advise SACT should be undertaken by a consultant oncologist/haemato-oncologist after a comprehensive clinical review of the patient. 
(Clinical directors and consultants)

	
	
	
	
	

	The decision whether to accept treatment should be made by the patient after they have been fully informed of the potential benefits and toxicities and have had sufficient time to consider their decision and discuss it with their family and carers. (Clinical directors)

	
	
	
	
	

	All independent and supplementary prescribers (specialist chemotherapy nurses and cancer pharmacists) and

junior medical staff should be locally trained/accredited, following attendance at a supplementary prescribers’ course, before being authorised to prescribe SACT.

(Cancer services managers and clinical directors)

	
	
	
	
	

	The results of a pre-treatment full blood count and renal and liver functions tests should be assessed before each cycle of chemotherapy. 
(Clinical directors)

	
	
	
	
	

	Toxicity check lists should be developed to assist record keeping and aid the process of care in prescribing SACT. (Cancer services managers and clinical directors)

	
	
	
	
	

	Assessment of tumour response to treatment should be undertaken and recorded at appropriate intervals depending on the treatment intent and SACT regimen used. (Consultant oncologists and clinical directors)

	
	
	
	
	

	All SACT prescriptions should be checked by a pharmacist who has undergone specialist training, demonstrated their competence and are locally authorised/accredited for the task. This applies to oral as well as parenteral treatments. (Clinical directors and pharmacists)

	
	
	
	
	

	If the patient has suffered clinically significant grade 3/4 toxicity with the previous cycle of SACT, a dose reduction or the use of prophylactic GCSF should be considered depending on the treatment intent. 
(Consultants and clinical directors)

	
	
	
	
	

	A debate within the profession is needed to explore whether it is appropriate that patients treated with SACT should be admitted under general medicine if problems occur. Any substantial change would require expansion of the oncology workforce. An alternative would be a strengthening of links between oncology and general medicine to ensure protocols and training are in place for the management of complications of SACT. (Medical directors, cancer services managers and clinical directors)

	
	
	
	
	

	In planning the provision of oncology services outside of cancer centres, commissioners should take into account the need for specialist advice to be readily available when patients are admitted acutely. 
(Cancer services managers)
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