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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 Centre for Maternal and Child Enquiries – CMACE) and mental health (the National Confidential Inquiry into Suicide and Homicide by People with Mental Illness – NCISH). 
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 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/
Planned
	Comments (Examples of good practice or deficiencies identified)
	Action required
	Timescale
	Person responsible

	Adult Parenteral Nutrition


	PN should only be given when enteral nutrition has been considered, and excluded, as either inappropriate and/or impracticable. However situations may arise where both enteral and parenteral nutrition are necessary. 
(Consultants)

	
	
	
	
	

	Where the possibility exists that a patient may require PN this should be recognised early. Subsequently, should PN become a clinical necessity, this should be rapidly actioned and PN started at the earliest opportunity. However, there is rarely, if ever, an indication to start adult PN out of normal working hours. 
(Consultants)

	
	
	
	
	

	Patient assessment should be robust to ensure that PN is the appropriate nutritional intervention and that adequate PN is administered. The clinical purpose and goal of the PN should be documented. (Consultants)

	
	
	
	
	

	Regular documented clinical monitoring, of the patient and PN prescription, should be mandatory. Monitoring should include daily weights (where possible) and documentation of the success of the PN within the overall clinical picture. (Consultants)

	
	
	
	
	

	Regular documented biochemical monitoring should be mandatory to ensure avoidable metabolic complications never occur.

(Clinical Directors)

	
	
	
	
	

	Additional intravenous fluids should only be prescribed where there has been an active assessment of the volume of PN already being administered and there is clear indication that further fluids/electrolytes are required. (Consultants)

	
	
	
	
	

	There must be active under/post graduate education about the role of PN, its complications and side effects. (Deaneries)

	
	
	
	
	

	All hospitals should have a PN proforma which includes: Indication for PN; Treatment goal; Risk of and precautions taken against re-feeding syndrome; PN prescription; Weight and Biochemical monitoring. 
(Medical Directors)


	
	
	
	
	

	Neonatal Parenteral Nutrition


	Careful and early consideration should be given to the need for PN in neonates and once the decision to commence PN is made it should be started without undue delay. 
(Consultants)


	
	
	
	
	

	The first PN given must be appropriate to the neonate’s requirements. 
(Consultants)

	
	
	
	
	

	Close monitoring of the patient must be achieved so that metabolic complications can be avoided. 
(Consultants)

	
	
	
	
	

	Neonatal Units should have an agreed policy for nutritional requirements and use a proforma that includes this information which is tailored for each infant and placed in the case notes. 
(Clinical Directors)


	
	
	
	
	

	Hospitals in which neonates are cared for should develop a team approach to ensure safe and effective nutritional support, recognising that this should be a multidisciplinary exercise with sharing of expertise. Depending on the type of institution and availability of personnel, the composition of these teams may vary but could include neonatologists, paediatricians, paediatric surgeons, pharmacists, dietitians and experts in nutrition. This team could also provide support to other clinical areas caring for children and have a role in education and training for those involved in PN care. (Medical Directors)

	
	
	
	
	

	There is an urgent need for Neonatal Units across the UK to have a consensus on best PN practice based on current scientific evidence. 
(Consultant Neonatologists)


	
	
	
	
	

	Neonatal units should undertaken regular audit of PN practice which should include the complications of PN. 
(Clinical Directors)


	
	
	
	
	

	The National Institute for Health and Clinical Excellence should develop guidelines on nutritional support for neonates and children in a similar manner to their recommendations for adults. (NICE)

	
	
	
	
	

	Care of Central Venous Catheters


	CVC insertion is an invasive procedure with well recognised risks. Insertion should be clearly documented in the case notes including:

– The designation of the operator

– The type of CVC

– A description of the insertion technique 

– The use of imaging

– Confirmation of the position of the catheter tip 

(Consultants)


	
	
	
	
	

	All hospitals must have policies on the management CVCs which should include:

– Insertion of CVC

– Care of indwelling CVC

– Detection and management of
   complications

– Monitoring and audit, including
    adherence to the policies 

(Medical Directors)


	
	
	
	
	

	There must be improved education around CVC insertion and management; as well as the recognition and management of CVC complications. 

(Clinical Directors)


	
	
	
	
	

	Organisational Factors


	Nutrition teams have an important role in ensuring quality control around the initiation, supply and monitoring of PN. Whilst the data from this study did not show a clear correlation between overall care and the involvement of a nutrition team it was not designed to do so and no adverse inference should be made from this. All hospitals involved with PN should have a multidisciplinary nutrition team involved in both enteral and parenteral nutrition. 
(Medical Directors)
	
	
	
	
	

	All hospitals should keep a central record of where and to whom PN has been supplied. 
(Medical Directors and Heads of Pharmacy)

	
	
	
	
	

	All hospitals should have policies on initiating PN to avoid inappropriate use and safe prescribing.
(Medical Directors)


	
	
	
	
	

	All hospitals should have a dedicated CVC/PICC service to ensure high-level expertise is practised within this interventional area.
(Medical Directors)


	
	
	
	
	

	Surgical teams are high volume users of PN. As such they need to engage more in clinical nutrition issues and increase their profile within nutrition teams. 
(Medical Directors and Clinical Directors) 
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