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National Emergency Laparotomy Audit
Organisational Audit Report – Action Plan

This tool has been produced to help NHS trusts review their participation in the National Emergency Laparotomy Audit and their implementation of the main recommendations from the Organisational Audit Report.

This form provides an action plan to assist hospital sites in ensuring they are meeting the recommendations and if not what actions need to be taken to achieve these aims.
Background

The National Emergency Laparotomy Audit (NELA) has been commissioned by the Healthcare Quality Improvement Partnership (HQIP) as part of the National Clinical Audit and Patient Outcomes Programme (NCAPOP). NCAPOP is a closely linked set of centrally-funded national clinical audit projects that collect data on compliance with evidence based standards, and provide local NHS trusts with benchmarks against which they can assess their compliance and performance.
The aim of the audit is to enable the improvement of the quality of care for patients undergoing emergency laparotomy through the provision of high quality comparative data from all providers of emergency laparotomy.

NELA will look at structure, process and risk-adjusted outcome measures for the quality of care received by patients undergoing emergency laparotomy. NELA will compare against standards of care such as those detailed in recent NCEPOD reports, and the Department of Health/Royal College of Surgeons of England's "Higher Risk General Surgical Patient (2011)". The standards referenced by NELA are shown below. The aim of the audit is to generate data that drives Quality Improvement (QI). QI will be facilitated through dissemination of collected data as well as workshops and seminars to drive specific QI projects.

The NHS standard contract requires that organisations providing NHS care must participate in all relevant NCAPOP audits and enquiries. NCAPOP audits and enquiries are those commissioned by HQIP.
NATIONAL RECOMMENDATIONS AND STANDARDS OF CARE

[ASGBI EGS]
ASGBI emergency general surgery consensus statement (2007)


http://www.asgbi.org.uk/en/publications/consensus_statements.cfm 

[ASGBI PS]
ASGBI patient safety: a consensus statement (2009)

[NCEPOD Age]
Wilkinson K et al. An age old problem: A review of the care received by elderly patients undergoing surgery.  NCEPOD, London 2010 


http://www.ncepod.org.uk/2010report3/downloads/EESE_fullReport.pdf 
[NCEPOD KTR]
Findlay GP, Goodwin APL, Protopapa K, Smith NCE, Mason M. Knowing the risk: a review of the perioperative care of surgical patients. NCEPOD, 2011 


http://www.ncepod.org.uk/2011report2/downloads/POC_fullreport.pdf 

[NICE CG50]
National Institute for Health and Care Excellence Clinical Guideline 50: Acutely ill patients in hospital, 2007 


http://publications.nice.org.uk/acutely-ill-patients-in-hospital-cg50 

[NICE MTG3] 
National Institute for Health and Care Excellence medical technologies guidance: CardioQ-ODM 


http://www.nice.org.uk/guidance/MTG3 

[NSF older people]
Department of Health. The National Service Framework for older people. 2001. Crown Copyright

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/198033/National_Service_Framework_for_Older_People.pdf 

[RCS HR]
Anderson ID. The Higher Risk General Surgical Patient: towards improved care for a forgotten group. RCSEng and DH, London 2011.


http://www.rcseng.ac.uk/publications/docs/higher-risk-surgical-patient/ 

[RCS USC]
 “Emergency Surgery Standards for unscheduled surgical care” RCSEng 2011

http://www.rcseng.ac.uk/publications/docs/emergency-surgery-standards-for-unscheduled-care 

[RCR11]

“Standards & recommendations for the reporting & interpretation of imaging investigations by non-radiologist medically qualified practitioners and teleradiologists” 



   RCR 2011



   http://www.rcr.ac.uk/docs/radiology/pdf/BFCR(11)2_Reporting.pdf
[RCR06] 

  “Standards for the reporting and interpretation of imaging investigations.” RCR 2006



   http://www.rcr.ac.uk/docs/radiology/pdf/StandardsforReportingandInetrpwebvers.pdf 
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	Hospitals should ensure 24-hour access to fully staffed operating theatres so that surgery can take place without undue delay.
	
	
	
	
	

	Surgical staffing levels should be sufficient to safely cover acute and inpatient clinical workloads. A four-tier surgical rota is recommended.
	
	
	
	
	

	Consultant anaesthetists must be available to provide direct care at all times. During daytime hours this is facilitated by ensuring that emergency theatres are staffed by consultant anaesthetists with job-planned sessions.
	
	
	
	
	

	Critical care and outreach services need to be staffed at adequate levels to ensure 24- hour specialist input.
	
	
	
	
	

	Emergency and elective surgical workload should be organised within a hospital so that the care of Emergency General Surgical patients may be appropriately prioritised without competition for facilities from the elective workload. Hospitals should explore which models of care are most appropriate for local circumstances.
	
	
	
	
	

	A sustained multidisciplinary effort is required to provide 24-hour interventional radiology which is essential for units providing an Emergency General Surgical service.
	
	
	
	
	

	Every hospital providing emergency laparotomy care should ensure 24-hour availability of essential support services including experienced radiology and pathology reporting.
	
	
	
	
	

	Routine daily input from elderly medicine should be available to elderly patients undergoing emergency laparotomy.
	
	
	
	
	

	Pathways for the care of unscheduled surgical patients, and for the early identification and management of sepsis should be universally incorporated into the routine care of all Emergency General Surgical patients. Pathways facilitate the delivery of optimal emergency laparotomy surgery.
	
	
	
	
	

	Multidisciplinary reviews of processes and patient outcomes (morbidity and mortality meetings) should be held for all emergency laparotomy patients. This is a basic requirement of professional practice.
	
	
	
	
	

	Structured handover of care is required at all times by all clinicians treating emergency laparotomy patients. This is a basic requirement of professional practice.
	
	
	
	
	


NELA – October 2014
1

[image: image1.emf][image: image2.emf]