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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

	All patients admitted as an emergency, regardless of specialty, should have their electrolytes checked routinely on admission and appropriately thereafter.

This will prevent the insidious and unrecognised onset of AKI. 
(Clinical Directors and Medical Directors)

	
	
	
	
	

	Predictable and avoidable AKI should never occur. For those in-patients who develop AKI there should be both a robust assessment of contributory risk factors

and an awareness of the possible complications that may arise. 
(Clinical Directors and Medical Directors)

	
	
	
	
	

	All acute admissions should receive adequate senior reviews (with a consultant review within 12 hours of admission as previously recommended by NCEPOD3).

(Clinical Directors and Medical Directors)

	
	
	
	
	

	NCEPOD recommends that the guidance for recognising the acutely ill patient (NICE CG 50) is disseminated and implemented. In particular all acute patients should have admission physiological observations performed and a written physiological monitoring plan made, taking into account the degree of illness and risk of deterioration. 
(Clinical Directors and Medical Directors)

	
	
	
	
	

	There should be sufficient critical care and renal beds to allow rapid step up in care if appropriate.

(Department of Health)
	
	
	
	
	

	All level 3 units should have the ability to deliver renal replacement therapy; and where appropriate these patients should receive clinical input from a nephrologist. (Clinical Directors and Medical Directors)

	
	
	
	
	

	All acute admitting hospitals should have access to either onsite nephrologists or a dedicated nephrology service within reasonable distance of the admitting hospital. 
(Clinical Directors and Medical Directors)

	
	
	
	
	

	All acute admitting hospitals should have access to a renal ultrasound scanning service 24 hours a day including the weekends and the ability to provide emergency relief of renal obstruction.

(Clinical Directors and Medical Directors)

	
	
	
	
	

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

	Initial clerking of all emergency patients should include a risk assessment for AKI. (Clinical Directors and Medical Directors)

	
	
	
	
	

	Reagent strip urinalysis should be performed on all emergency admissions. 

(Clinical Directors and Medical Directors)

	
	
	
	
	

	Trusts need to put in place a mechanism to ensure that NICE guidance (CG 50) has been implemented. An audit of patients who suffer serious adverse events (cardiac arrest or unplanned admission to critical care) to assess compliance with NICE CG 50 should be presented to the Trust Clinical Governance Committee on an annual basis.

(Clinical Directors and Medical Directors)

	
	
	
	
	

	When referral is made for specialist advice from nephrologists prompt senior advice and a review where appropriate is required. All patients with AKI should be promptly discussed by the renal registrar with their consultants.

(Clinical Directors and Medical Directors)

	
	
	
	
	

	Every hospital should have a written guideline detailing how the three clinical areas where patients with AKI are treated (critical care unit, the renal unit and the nonspecialist ward) interact to ensure delivery of high quality, clinically appropriate care for patients with AKI. 

(Clinical Directors and Medical Directors)

	
	
	
	
	

	Early recognition of at risk patients should allow patient involvement in treatment limitation decisions before clinical condition deteriorates and the opportunity for this involvement is missed. 

(Clinical Directors and Medical Directors)

	
	
	
	
	

	Treatment limitation decisions should be made with reference to guidance produced by the GMC and within the legislative framework of the Mental Capacity Act.

(Clinical Directors and Medical Directors)
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