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National Emergency Laparotomy Audit
Patient Audit Report – Action Plan

This Action Plan has been produced to help NHS trusts review their performance in the National Emergency Laparotomy Audit and their implementation of the main recommendations from the First Patient Report of the National Emergency Laparotomy Audit published in June 2015.
The action plan includes the key standards that were reported in the RAG Table (Appendix 2) of the Report. Hospitals should prioritise improvement in the 3-5 key areas rather than attempt to tackle all areas from the outset. There are additional standards and recommendations within the report that do not feature in this action plan, and hospitals may wish to tackle these areas as well.

Key standards and recommendations are shown within the table with additional links where applicable. 

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 looks at structure, process and risk-adjusted outcome measures for the quality of care received by patients undergoing emergency laparotomy. NELA compares delivered care against standards 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 audit generates data can be used for local Quality Improvement (QI).
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.
	Standard

The NHS standard contract requires that organisations providing NHS care must participate in all relevant NCAPOP audits and enquiries.

	
	Standard met? 
(Audit RAG rating)

	Comments (Examples of good practice or deficiencies identified)
	Action required
	Timescale
	Person responsible

	Measure

Case ascertainment
	
	
	
	
	

	NELA Report Recommendation

NELA leads should review their local data to ascertain case-submission and data completeness. Where data completeness is a problem, NELA Leads should work with clinical teams to improve this, to facilitate future audit and quality improvement
Rec: 22 – Link
Rec: 24 – Link 
	
	
	
	
	


	Standard

Patients admitted as an emergency should be seen by a consultant at the earliest opportunity. Ideally this should be within 12 hours and should not be longer than 24 hours. - NCEPOD EA

	
	Standard met? 
(Audit RAG rating)

	Comments (Examples of good practice or deficiencies identified)
	Action required
	Timescale
	Person responsible

	Measure

Consultant surgeon review within 12hrs of emergency admission
	
	
	
	
	

	NELA Report Recommendation

Consultant surgeon rota patterns and job plans should be reviewed to ensure a consultant surgeon is always available to see patients within 12 hours of emergency admission, seven days per week
Rec: 4 – Link
	
	
	
	
	


	Standard

Hospitals which admit patients as emergencies must have access to both conventional radiology and CT scanning 24 hours per day, with immediate reporting. - NCEPOD EA-2


	
	Standard met? 
(Audit RAG rating)

	Comments (Examples of good practice or deficiencies identified)
	Action required
	Timescale
	Person responsible

	Measure

Ct reported before surgery
	
	
	
	
	

	NELA Report Recommendation

Pathways should be implemented which facilitate rapid request and conduct of CT scans for patients who may require emergency laparotomy. These pathways should also support contemporaneous reporting by consultant or senior radiologists with expertise in interpreting emergency abdominal CT scans, so as not to delay subsequent treatment
Rec: 12 – Link

	
	
	
	
	


	Standard

An assessment of mortality risk should be made explicit to the patient and recorded clearly on the consent form and in the medical record. - NCEPOD KTR


	
	Standard met? 
(Audit RAG rating)

	Comments (Examples of good practice or deficiencies identified)
	Action required
	Timescale
	Person responsible

	Measure

Risk documented preoperatively
	
	
	
	
	

	NELA Report Recommendation 

When surgery is contemplated, a formal assessment of the risk of death and complications should be undertaken by a clinician and documented in the patient record. This information should be communicated to all members of the MDT in order to prioritise care and allocate appropriate resources. If surgery is undertaken, this risk assessment should be documented on the patient consent form.
Rec: 8 – Link
Rec: 16 – Link

	
	
	
	
	


	Standard

Trusts should ensure emergency theatre access matches need and ensure prioritisation of access is given to emergency surgical patients ahead of elective patients whenever necessary as significant delays are common and affect outcomes. - RCS HR-4

	 
	Standard met? 
(Audit RAG rating)

	Comments (Examples of good practice or deficiencies identified)
	Action required
	Timescale
	Person responsible

	Measure

Arrival in theatre in timescale appropriate to operative urgency
	
	
	
	
	

	NELA Report Recommendation 

Medical and clinical directors should examine their emergency theatre provision in the context of their local Audit results, in order to determine whether sufficient resources are available to enable patients to receive emergency surgical treatment without undue delay
Rec: 11 – Link

	
	
	
	
	


	Standard

Each higher risk case (predicted mortality ≥5%) should have the active input of consultant surgeon and consultant anaesthetist. Surgical procedures with a predicted mortality of ≥10% should be conducted under the direct supervision of a consultant surgeon and a consultant anaesthetist unless the responsible consultants have actively satisfied themselves that junior staff have adequate experience and manpower and are adequately free of competing responsibilities. - RCS HR-5

	Measures 


	Standard met? 
(Audit RAG rating)

	Comments (Examples of good practice or deficiencies identified)
	Action required
	Timescale
	Person responsible

	Preoperative review by consultant surgeon and consultant anaesthetist
	
	
	
	
	

	Both consultant surgeon and consultant anaesthetist present in theatre
	
	
	
	
	

	Consultant surgeon present in theatre
	
	
	
	
	

	Consultant anaesthetist present in theatre
	
	
	
	
	

	NELA Report Recommendation

Local protocols should be developed which ensure a consultant-delivered service for emergency laparotomy patients. This includes consultant-delivered preoperative decision making and direct intraoperative management. Rotas, job plans and staffing levels for surgeons and anaesthetists should allow a consultant-delivered service 24 hours per day, seven days per week.
Rec: 3 – Link
Rec: 5 – Link
Rec: 7 – Link
Rec: 9 – Link
Rec: 10 – Link
Rec: 15 – Link 
	
	
	
	
	


	Standard

All high risk patients should be considered for critical care and as minimum, patients with an estimated risk of death of ≥10% should be admitted to a critical care location. - RCS HR-2

	
	Standard met? 
(Audit RAG rating)

	Comments (Examples of good practice or deficiencies identified)
	Action required
	Timescale
	Person responsible

	Measure
Direct postoperative admission to critical care
	
	
	
	
	

	NELA Report Recommendation

Hospital-level audit data should be examined to determine if national Standards for postoperative critical care admission are being adhered to. Where compliance is poor, a change of local policies and reconfiguration of services should be considered to enable all high-risk emergency laparotomy patients to be cared for on a critical care unit after surgery
Rec: 1 – Link

	
	
	
	
	


	Standard

Clear protocols for the postoperative management of elderly patients undergoing abdominal surgery should be developed which include, where appropriate, routine review by an MCOP (Medicine for Care of Older People) consultant and nutritional assessment. - NCEPOD Age

	
	Standard met? 
(Audit RAG rating)

	Comments (Examples of good practice or deficiencies identified)
	Action required
	Timescale
	Person responsible

	Measure
Postoperative assessment  by MCOP specialist in patients over the age of 70
	
	
	
	
	

	NELA Report Recommendation

All patients aged over 70 years should undergo an assessment of multimorbidity, frailty and cognition to guide further input from MCOP. Increased Medicine for Care of the Older Person input may require service level agreements with other hospitals if expertise is not available on site
Rec: 2 – Link
Rec: 18 – Link
Rec: 19 – Link

	
	
	
	
	


1. Recommendation
Hospital-level audit data should be examined to determine if national Standards for postoperative critical care admission are being adhered to. Where compliance is poor, a change of local policies and reconfiguration of services should be considered to enable all high-risk emergency laparotomy patients to be cared for on a critical care unit after surgery
Standard

RCS HR-2, RCS USC-1, ASGBI pt safety
2. Recommendation

Increased Medicine for Care of the Older Person input may require service level agreements with other hospitals if expertise is not available on site
Standard

NCEPOD Age, NCEPOD Age-2, NHS 7 Day Services-2
3. Recommendation

Local protocols should be developed which ensure a consultant-delivered service for emergency laparotomy patients. This includes consultant-delivered preoperative decision making and direct intraoperative management. Rotas, job plans and staffing levels for surgeons and anaesthetists should allow a consultant-delivered service 24 hours per day, seven days per week.
Standard

RCS HR-5, RCS USC, NCEPOD EA
4. Recommendation

Consultant surgeon rota patterns and job plans should be reviewed to ensure a consultant surgeon is always available to see patients within 12 hours of emergency admission, seven days per week
Standard

NCEPOD EA
5. Recommendation

Departments of surgery should use local NELA data to determine if the availability of on-call consultant surgeons could be improved by relieving them of elective duties

Standard

NCEPOD EA, RCS USC-2, RCS HR-5
6. Recommendation

Any areas of the hospital that admit emergency general surgical patients need to have robust mechanisms in place to identify patients with signs of sepsis and ensure prompt prescription and administration of antibiotics

Standard

RCS HR-3, CQUIN 2015/2016, RCS HR-4
7. Recommendation

Pathways for the identification and escalation of care of patients who would benefit from the opinion of a consultant surgeon before the next scheduled ward round should be implemented. In almost all units, this will require duty consultant surgeons to be freed of routine commitments such as clinics or elective operating lists.

Standard

NCEPOD EA
8. Recommendation

Policies should be developed and implemented which use individual risk assessment to allocate resources (e.g. critical care) appropriate to the patient’s need
Standard

NCEPOD KTR, NHS 7 Day Services, RCS HR
9. Recommendation

Pathways should be developed locally which require consultant anaesthetist and surgeon presence for all high-risk patients undergoing emergency laparotomy, 24 hours per day, seven days per week

Standard

RCS USC-2, RCS HR-5
10. Recommendation

Facilitating a consultant-delivered anaesthetic service 24 hours per day, seven days per week may require an increase in the number of consultants available for emergency operating theatre work. This may be of particular relevance to hospitals in which on-call anaesthetists also cover other busy emergency services such as trauma, maternity or critical care

Standard

RCS USC-2, RCS HR-5
11. Recommendation 

Medical and clinical directors should examine their emergency theatre provision in the context of their local Audit results, in order to determine whether sufficient resources are available to enable patients to receive emergency surgical treatment without undue delay
Standard

RCS HR-3, CQUIN 2015/2016, RCS HR-4
12. Recommendation

Pathways should be implemented which facilitate rapid request and conduct of CT scans for patients who may require emergency laparotomy. These pathways should also support contemporaneous reporting by consultant or senior radiologists with expertise in interpreting emergency abdominal CT scans, so as not to delay subsequent treatment
Standard
NCEPOD EA-2, ASGBI EGS
13. Recommendation

Any areas of the hospital that admit emergency general surgical patients need to have robust mechanisms in place to identify patients with signs of sepsis and ensure prompt prescription and administration of antibiotics

Standard

RCS HR-3, CQUIN 2015/2016, RCS HR-4
14. Recommendation

Multidisciplinary Teams should review their pathways of care for the administration of antibiotics in order to identify why delays occur

Standard

RCS HR-3, CQUIN 2015/2016, RCS HR-4
15. Recommendation

Pathways should be developed locally which require consultant anaesthetist and surgeon presence for all high-risk patients undergoing emergency laparotomy, 24 hours per day, seven days per week

16. Recommendation 

When surgery is contemplated, a formal assessment of the risk of death and complications should be undertaken by a clinician and documented in the patient record. This information should be communicated to all members of the MDT in order to prioritise care and allocate appropriate resources. If surgery is undertaken, this risk assessment should be documented on the patient consent form.
Standard

NCEPOD KTR, NHS 7 Day Services, RCS HR, RCS HR-2, RCS USC, ASGBI pt safety
17. Recommendation

Multidisciplinary pathways should be established to prevent inappropriate delays in a patient undergoing surgery, especially once a consultant decision has been made. This will require cross disciplinary cooperation between surgeons, anaesthetists, radiological and laboratory services and theatre and critical care staff

Standard

NCEPOD EA-2, ASGBI EGS, RCS HR-4, RCS USC-3, NCEPOD Age-3
18. Recommendation

All patients aged over 70 years should undergo an assessment of multimorbidity, frailty and cognition to guide further input from MCOP.
Standard

NCEPOD Age, NCEPOD Age-2, NHS 7 Day Services-2
19. Recommendation

Pathways should be implemented to ensure that all patients aged over 70 years who undergo an emergency laparotomy receive postoperative screening and assessment by an MCOP consultant

Standard

NCEPOD Age, NCEPOD Age-2, NHS 7 Day Services-2
20. Recommendation

Clinicians should regularly review Audit data on timing of administration of antibiotics and time to theatre in order to ensure that aims are being achieved

Standard

RCS HR-3, CQUIN 2015/2016, RCS HR-4
21. Recommendation

Multidisciplinary teams should hold regular joint meetings to continuously review essential processes of care (using the NELA Quality Improvement Dashboard) and review perioperative morbidity and mortality in emergency laparotomy.

Standard

NELA Organisational Report:

http://www.nela.org.uk/Organisational-Audit-Report   

22. Recommendation

NELA leads should review their local data to ascertain case-submission and data completeness.

23. Recommendation

NELA Leads should actively promote completion of P-POSSUM data fields to ensure that risk estimation is accurate and avoid falsely elevated risk adjusted hospital mortality rates
24. Recommendation

Where data completeness is a problem, NELA Leads should work with clinical teams to improve this, to facilitate future audit and quality improvement
NATIONAL RECOMMENDATIONS AND STANDARDS OF CARE
ASGBI EGS- Emergency general surgery consensus statement. ASGBI, 2007
www.asgbi.org.uk/en/publications/consensus_statements.cfm  
· The delivery of quality clinical care is dependent on access to supporting facilities. Rapid access to CT imaging, U/S scanning and laboratory analyses are critical to the efficient diagnosis, resuscitation and prioritisation of these patients. - ASGBI EGS

ASGBI PS - Patient safety: a consensus statement. ASGBI, 2009
www.asgbi.org.uk/en/publications/consensus_statements.cfm 
· The outcome of high-risk general surgical patients could be improved by the adequate and effective use of critical care in addition to a better preoperative risk stratification protocol. - ASGBI pt safety
CQUIN - Guidance for 2015/2016. NHS England/contracting and incentives team. CQUIN, 2015

www.england.nhs.uk/wp-content/uploads/2015/03/9-cquin-guid-2015-16.pdf 

· The number of patients who present to emergency departments and other wards/units that directly admit emergencies with severe sepsis, Red Flag Sepsis or Septic Shock who received intravenous antibiotics within one hour of presenting. - CQUIN 2015/2016

NCEPOD Age - An age old problem: A review of the care received by elderly patients undergoing surgery.  NCEPOD, 2010
www.ncepod.org.uk/2010report3/downloads/EESE_fullReport.pdf 

· Clear protocols for the postoperative management of elderly patients undergoing abdominal surgery should be developed which include, where appropriate, routine review by an MCOP (Medicine for Care of Older People) consultant and nutritional assessment. - NCEPOD Age

· Comorbidity, disability and frailty need to be clearly recognised as independent markers of risk in the elderly. This requires skill and multidisciplinary input, including early involvement of Medicine for the Care of Older People. - NCEPOD Age-2

· Delays in surgery for the elderly are associated with poor outcome. They should be subject to regular and rigorous audit and this should take place alongside identifiable agreed standards. - NCEPOD Age-3
NCEPOD EA - Emergency Admissions: A journey in the right direction. NCEPOD, 2007
www.ncepod.org.uk/2007ea.htm 

· Patients admitted as an emergency should be seen by a consultant at the earliest opportunity. Ideally this should be within 12 hours and should not be longer than 24 hours. - NCEPOD EA

· Hospitals which admit patients as emergencies must have access to both conventional radiology and CT scanning 24 hours per day, with immediate reporting. - NCEPOD EA-2
NCEPOD KTR - Knowing the risk: a review of the perioperative care of surgical patients. NCEPOD, 2011
www.ncepod.org.uk/2011report2/downloads/POC_fullreport.pdf 
· An assessment of mortality risk should be made explicit to the patient and recorded clearly on the consent form and in the medical record. - NCEPOD KTR
RCS HR - The Higher Risk General Surgical Patient: towards improved care for a forgotten group. RCSEng and DH, 2011
www.rcseng.ac.uk/publications/docs/higher-risk-surgical-patient/ 

· We recommend that objective risk assessment become a mandatory part of the preoperative checklist to be discussed between surgeon and anaesthetist for all patients. This must be more detailed than simply noting the ASA score. - RCS HR-1

· All high risk patients should be considered for critical care and as minimum, patients with an estimated risk of death of ≥10% should be admitted to a critical care location. - RCS HR-2
· Those with septic shock require immediate broad-spectrum antibiotics with fluid resuscitation and source control. - RCS HR-3

· Trusts should ensure emergency theatre access matches need and ensure prioritisation of access is given to emergency surgical patients ahead of elective patients whenever necessary as significant delays are common and affect outcomes. - RCS HR-4

· Each higher risk case (predicted mortality ≥5%) should have the active input of consultant surgeon and consultant anaesthetist. Surgical procedures with a predicted mortality of ≥10% should be conducted under the direct supervision of a consultant surgeon and a consultant anaesthetist unless the responsible consultants have actively satisfied themselves that junior staff have adequate experience and manpower and are adequately free of competing responsibilities. - RCS HR-5
RCS USC - Emergency Surgery Standards for unscheduled surgical care. RCSEng, 2011
www.rcseng.ac.uk/publications/docs/emergency-surgery-standards-for-unscheduled-care 
· Intensive care requirements are considered for all patients needing emergency surgery. There is close liaison and communication between the surgical, anaesthetic and intensive care teams perioperatively with the common goal of ensuring optimal safe care in the best interests of the patient. - RCS USC-1

· A consultant surgeon (CCT holder) and consultant anaesthetist are present for all cases with predicted mortality ≥10% and for cases with predicted mortality >5% except in specific circumstances where adequate experience and manpower is otherwise assured. - RCS USC-2
· The time from decision to operate to actual time of operation is recorded in patient notes and audited locally. - RCS USC-3

NHS Services, Seven Days a Week Forum. Evidence base and clinical standards for the care and onward transfer of acute patients. NHS England, 2013 

www.england.nhs.uk/wp-content/uploads/2013/12/evidence-base.pdf  

· Patients must be actively involved in shared decision making and supported by clear information from healthcare professionals to make fully informed choices about treatment and on-going care that reflect what is important to them. This should happen consistently, seven days a week. - NHS 7 Day Services
· All emergency inpatients must have prompt assessment by a multi-professional team to identify complex or ongoing needs, unless deemed unnecessary by the responsible consultant. - NHS 7 Day Services-2
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