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Background

 September 2014 — Clinical Senate held Deliberative
session on Emergency General Surgery

‘Based on available evidence and guidance, how should
emergency surgical services be configured in the South West,
so as to provide comprehensive, high quality emergency care
based on national standards that is sustainable for the future?

e The Senate made 12 recommendations:
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Senate Recommendations

All Providers should participate in national audits relating to the care of patients who undergo emergency surgery.

Data from national audits should be presented to Trusts and commissioners (CCGs and Specialised) in a way that clearly
demonstrates how their performance compares with other units both within the South West and nationally.

The Royal College of Surgeons of England is approached to undertake a peer review of all current providers of emergency
surgery to assess compliance with existing standards relating to the provision of emergency surgery to include verification of
the self-assessment against the National Emergency Laparotomy Audit (NELA) organisational audit and the recent RCS
survey.

A clinical lead should be identified in each unit

An operational delivery (ODN) network should be established with the aim of adopting a consistent approach to the delivery
of emergency services across the region. The ODN will have the remit of encouraging standardisation of clinical pathways. It
is envisaged that emergency surgery will be organised and delivered in a graded hierarchy of units mirroring the anticipated

change in designation as part of the urgent and emergency care review.

CCGs ensure that all providers participate in NELA as mandated by the requirement to participate in HQIP audits (schedule 4
of the acute provider contract).

A CQUIN is agreed for 2015-16 focusing on a reduction in mortality following emergency surgery.

Future commissioning decisions in this area should take account of outcome data including morbidity as well as mortality
and patient experience.

CCGs are encouraged to take account of existing service and patient flow data, including making use of geographical
information software.

There is an urgent need to understand the impact that the reduction in surgical core trainees will have on the ability to staff
existing junior doctor rotas and the competency of trainees to undertake emergency surgery. Alternative staffing models
should be considered including surgical care practitioners.

Providers should consider replicating existing models of physician input into the care of pre and post operative patientsin all
surgical disciplines as is frequently the case in emergency orthopaedic surgery

Providers should work towards separating facilities for emergency and elective case-load.
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Aims

To find out how Trusts were delivering their EGS service and to use a series of
nationally developed standards to guide this assessment and hence provide an
overview for the Commissioners that describes where the South West is in terms
of EGS provision

To identify common themes, both positive and negative, relating to the delivery of
EGS. This was to include current issues and potential future concerns.

To identify areas of good/excellent practice for wider use. This was later agreed to
comprise a series of recommendations from the report to help improve EGS
clinical care in the South West, hence objective 4 was added.

To develop an abbreviated set of standards/recommendations that would form the
basis of a simple, widely applied Quality Improvement Framework within the
South West. We were cognisant of the need for such recommendations to be few,
simple, financially pragmatic and achievable.



Startup/Pre-review visit:

Methodology
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A set of 22 Emergency general surgery standards taken from 3 main sources:

1.
2.
3.

Emergency
Surgery

Standards for
unscheduled
surgical care

Quality and safety programme:
Audit of acute hospitals

Pan-London findings

RCS (2011) Emergency Surgery: Standards for Unscheduled Surgical Care
London Health Audit (2012) Quality and safety programme,
NHS Services, Seven Days a Week Forum (2013).

NHS Services,
Seven Days a Week

Forum
Summarv of Initial Hndmgt.

rst published: December 2013
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Methodology

Startup/Pre-review visit:

 Standards were reviewed and adapted by an expert panel to be used as the
commissioning standards, in order to assess all Southwest acute trusts that deliver
an emergency general surgery service.

) Hospital self-assessment - To support the self-assessment, documentary evidence
was supplied by the hospital for each of the 22 standards. Where a standard was
assessed as not met, the hospital could detail any current plans that would enable
compliance with the standard. It was also an opportunity to detail any current
challenges faced by the hospital in meeting any of the standa

() The self-assessment information was then summarised and sent to the review
team
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Methodology

Review visit:

1. Presentation by the Emergency Surgery lead on how the hospital was
meeting the standards.

2. Hospital walk round that included discussions with all levels of seniority
and staff professions, including medical, nursing and therapies.

3. Focus groups with doctors in training and members of nursing and
therapy staff.

4. A short review of patient notes.

5. Review team discussion and feedback/discussion with trust.



Name of Trust

next steps

>
Q

Taunton (Pilot)

Royal Devon & Exeter: 12/04/2016

Yeovil 05/05/2016

Gloucestershire 31/05/2016

North Devon 07/06/2016

Cheltenham 12/07/2016

Plymouth 12/07/2016

20/07/2016

University Hospitals Bristol 02/08/2016

North Bristol Trust 09/08/2016

Great Western 17/08/2016

Cornwall

30/08/2016
South Devon 06/04/2016

28/06/2016

Taunton 14/09/2016

Date of initial
letter to inform

of review/outline

Deadline for Self

Assessment

information to be

received

na

24/05/2016
16/06/2016
12/07/2016
19/07/2016
16/08/2016
23/08/2016

31/08/2016

13/09/2016

20/09/2016

28/09/2016
11/10/2016

21/10/2016

08/11/2016

15/11/2016

Date of

Review Visit

(e e )

11/05/2016
07/06/2016
30/06/2016
26/07/2016
02/08/2016
30/08/2016
06/09/2016

14/09/2016

27/09/2016

04/10/2016

12/10/2016
25/10/2016

04/11/2016

22/11/2016

\ 29/11/2016 )

Draft review
doc. sent to
review team

for comments

16/06/2016
21/07/2016
29/07/2016
08/08/2016
12/09/2016
20/09/2016

29/09/2016

17/10/2016

19/10/2016

26/10/2016
10/11/2016

14/11/2016

02/12/2016

06/12/2016

Draft review

completed and
sent to Trust lead
for comments

04/07/2016
30/06/2016
11/08/2016
18/08/2016
19/09/2016
28/09/2016

10/10/2016

01/11/2016

01/11/2016

02/11/2016
17/11/2016

21/11/2016

12/12/2016

14/12/2016

Mr Hamish Noble
Mr Rob Bethune
Mr Tim Porter
Mr Mark Vipond
Mr Mark Cartmell
Mr Mark Peacock
Mr Grant Sanders

Mr Kandaswamy
Krishna/Rosie Edgerley

Mr Jamshed Shabbir

Miss Anne Pullybank

Mr John Allen
Mr William Faux

Mr Nick Kenefick

Miss Sarah Richards

Mr Hamish Noble
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Post Review visit:

* Information collated from notes/dictation on the day & Individual report
written.

* Report sent to review teams for agreement within 2 weeks from visit.
Then sent back to the Trust within 4 weeks.

* Moderation of Trusts together

* Ongoing steering groups to discuss and agree current issues e.g.
alterations to standards.
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Results



Results... (but.....)
48
@

Lack of consistent and robust data

Different process to achieve similar results/outcomes

Standards do not account for service per patient or per head of population — so cannot
account for demand

It was clear from the outset and more so during the review that standards were not of
‘equal value’ in terms of delivering a high quality service.

Trusts reviewed early on in the process were very much take us as you find us, later Trusts
or those with a member on the Steering Group had time to improve!

All of the above make direct or individual comparisons very hard, and possibly
‘unconstructive’



Results... (but.....)

We did manage to get a feel for the difficulties of delivering EGS, and the key
issues.

We found numerous examples of good practice and processes.
The review itself appeared to ‘motivate’ Trusts to change.

We feel we have a good set of recommendations, that if implemented will see an
improvement in EGS care across the South West.



Number of emergency general surgery standards
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met/partially met/not met by acute Trusts in the South West

20

18

16

14

12

10

Standards Met
[

2

0

(&)
&~ <3

*Note- this represents ordinal, not interval data

1 Week Met

H Weekend Met

1 Week Partially Met
Weekend Partially Met

B Week Not Met

I Weekend Not Met
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No. of standards met vs. hospital size (no. of beds)

No. of Standards Met No. of Beds
Plymouth 19 969

NBT 18 858
Bath 16 772

Taunton 15 600
UHB 15 650

Great Western 15 450
Cornwall BN 750

South Devon FhbARELl
Gloucester [bJ 683
RD&E [kl 811
Cheltenham i)
North Devon [
Weston
Yeovil




Number of Met, Partially Met and Not Met standards NHS
(average week/weekend) for each trust.

Plymouth
NBT

Bath
Taunton
Great Western
UHB
Cornwall
South Devon
Gloucester
RD&E
Cheltenham
North Devon
Weston

Yeovil

South West Clinical Senate

) 2
18 1HEN
16 S 2
15 2
B Met
15
= Partially Met
15 5 HEEN
13 2 H Not Met
12 - 5
12 Sy 4|
11 4

10 .

8 12 Il
8
7 7

No. of Standards



No. of standards met and number of standards
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met/partially met vs. hospital size (no. of beds)

No. of Standards

Plymouth
NBT

Bath
Taunton
UHB

Great Western
Cornwall
South Devon
Gloucester
RD&E
Cheltenham
North Devon
Weston
Yeovil

Met No. of Beds

19 969
18 858
16 772
15 600

15 650

15 450

13 750

12 354
12 683
11 811

No. of Standards
Met/Partially Met  No. of Beds

Plymouth
Bath
Taunton
Cornwall
North Devon
UHB

RD&E

NBT
Gloucester
South Devon
Cheltenham
Great Western
Yeovil
Weston

21 969
21 772

21 600

21 750

20 359

20 650

20 811

19 858
19 683

17 354
17 379
17 450
17 341
13 235
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Percentage of Trusts that meet, partially meet or
don’t meet each individual standard

B Met

Partially Met

0,
% of Trusts B Not Met

[y
!

1. Two consultant led ward rounds of all acute admitted patients, 7 days...

(9}
~N

2. Clearly agreed escalation policies based around an Early Warning...
3. All hospitals admitting surgical emergencies to have scheduled access...

4. All hospitals admitting surgical emergencies to have access to...

~N

~N

I

5. Rotas to be constructed to maximise continuity of care for all patients... [ INEENRLL S 50
6. A unitary document to be in place, issued at the point of entry, which is... [EXT 64
7. All acute surgical units have provision for formalised ambulatory... [[NNEGEED 36
8. Access to fully staffed emergency theatre, consultant surgeon and... [NNNEGEG T 7 Y
9. All patients considered 'high risk' (predicted mortality greater than or... 36

10. All emergency general surgical operations are discussed with the... [[INNEGCED 57
11. The majority of emergency general surgery to be done on planned... [N 21

12. Handovers must be led by a competent senior decision maker and...
13. Patient experience data to be captured, recorded and routinely...

14. Hospitals admitting emergency patients have access to...

15. Training is delivered in a supportive environment with appropriate,...

16. Sepsis bundle, pathway in emergency care

17. There is a policy for review of all Emergency general surgery patients... [ 29
18. Emergency surgical services delivered via a network (e.g. vascular... “ 61
19. For emergency surgical conditions not requiring immediate... [[NNEGGE D 21
20. As a minimum, a speciality trainee (ST3 or above) or a trust doctor... 93 7

21a. Do you have clear protocols for consultant review of all general...
21b. Do you have clear protocols for registrar review of all general...

22. Do you have clear protocols, including a standard for timing, for...

*Note: Standard 16, Sepsis Data not supplied for South Devon

N
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I
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Standard 19, Four trusts n/a due to bypass transfer arrangement for children.
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ﬁ Two consultant led ward rounds of all acute admitted patients, 7 days a week, with the timing of the ward rounds.x

h- i

* Inall Trusts the whole EGS team was free from all elective commitments whilst on call.

*  Only 4 trusts consistently achieving 2 consultant ward rounds, seeing patients within 14 hours from
arrival.

o

GRotas to be constructed to maximise continuity of care for all patients in an acute surgical environment. A sing...

__ 50 0

* Two main elements: continuity of care and the provision of an 'acute surgical unit'.

* The majority of Trusts delivered their EGS through a 4/3 split on-call rota

* SAU helps to prevent ‘safari ward rounds’ which lead to delays in the CEPOD theatre operating,
\ ambulatory care and hot clinics (where present) and to a risk of 'missing' cases.

AN

J

62. Handovers must be led by a competent senior decision maker and take place at a designated time and place, twica

_—_14

* Two types of handover: (1) day to day (usually 8am, 8pm) (2) on-call consultant blocks
\ * Variable recording systems, not all archived. /
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é Access to fully staffed emergency theatre, consultant surgeon and anesthetist within 30 minutes, 24/7... \

_1_7

* 24/7 Emergency (CEPOD) operating theatre met in nine out of 14 Trusts.
* Other factors could also delay operating — Anaesthetic cover, volume of EGS cases and Orthopaedic and

\ Obstetric emergencies. /

11. The majority of emergency general surgery to be done on planned emergency lists on the day that surgery was om

_1_21

* Universally the WHO safety briefing was undertaken for all general surgical cases
* All Trusts struggled to deliver all emergency surgical cases on the day of decision to operate due to case
load and access to theatre
*  Most Trusts operate a policy of only ‘life or limb’ emergency surgery after midnight -some cases rolled
\ onto the following morning to avoid operating in the early hours of the morning, /
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7. All acute surgical units have provision for formalised ambulatory emergency care delivered by senior decision ma...

__26

*  We considered this standard to comprise four elements:
* The presence of a ‘hot clinic’ with bookable appointment slots,
* A daycase pathway and capacity for EGS operations,
* Adedicated area,
*  Presence of a senior decision maker (SpR/ST3 and above).

* Afailure to achieve any or only one of these was marked as not met. Achievement of 2 was partially met
and 3-4 was scored as met.

* Across the South West three Trusts failed to provide any realistic provision of ambulatory care for EGS.
Five Trusts had two elements of the standard, with six Trusts meeting the standard.

*  Within five of the six Trusts meeting the standard there was considerable scope to improve the delivery
of ambulatory care.
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ﬁ All patients considered 'high risk' (predicted mortality greater than or equal to 10% based on P-Possum/SORT) sh..x

h 36

*  We judged this standard in two parts using the NELA data on high risk laparotomies (greater than 10%
mortality). The first was a presence of consultant anaesthetist and surgeon in theatre, and the second
was whether the patients were admitted to Critical Care following their surgery.

* The reasons for partially meeting the standard were a mixture of critical care bed availability, confusing

\ processes to access critical care beds, or lack of consultant anaesthetist at operation. /

~N

10. All emergency general surgical operations are discussed with the consultant surgeon and the discussion is docum...

I E———

* Clear from the focus groups and walk around that the majority of cases were discussed with the
consultant surgeon.

\ * Lack of consistently recording this in patient notes. /

\

@. Patient experience data to be captured, recorded and routinely analysed and acted on. Review of data is a perma}

—r— 7

* All trusts actively engaged in national audits such as NELA, no Trust failed to meet this standard completely
* Lack of standardisation of measures/coding/recording between Trusts makes it difficult to determine
\ precise workload of the majority of EGS i.e. admissions, reviews, in-house referrals, ED referrals etc /
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ﬁ There is a policy for review of all Emergency general surgery patients by a consultant, every day, 7 days a we... \

_1_29

* In general, on-call teams would review all admissions under that surgeon over course of the on-call period.

* Conflicting pressures created by workload, CEPOD theatre operating and 'safari' ward rounds meant that not
infrequently the middle grade would review some of the cases.

* The EGS patients at risk at handover are those admitted under the out-going team, who don't have a clear

k diagnosis or management plan /

é Do you have clear protocols for consultant review of all general surgical in-patients to include Gl surgery (C... \

Consultant

ST3/SpR

* In the majority of Trusts, the review of all in-patients at the weekend was delivered by the middle grade
tier — ok if middle grade is experienced but could be risk if not.
* Provision of a consultant delivered review of all in-patients would have an impact on elective work during

the week, and over the weekend; In many cases, it would require a second consultant rostered to review
\ the in-patients. /

22. Do you have clear protocols, including a standard for timing, for senior medical (physician) speciality review ...

14 I T

*  Only two trusts are ‘partially’ meeting this standard.

. J
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@ All hospitals admitting surgical emergencies to have access to interventional radiology 24 hours a day, seven days..x

F_7

* Half of the Trusts had availability of Interventional Radiology due to the presence of an on-site service
* Some trusts had a lack of formalised arrangements with local units to provide the service, producing an
\ ad-hoc service which could cause delays /

-

18. Emergency surgical services delivered via a network (e.g. vascular surgery, IR, etc.) have arrangements in place...

Pz.- o

* Remarkable lack of formalised clinical pathways and Service Line Agreements (SLAs) between
\ organisations in the South West. /

69*. For emergency surgical conditions not requiring immediate intervention, children do not normally wait longer th}

—E——

* All Trusts have some provision for EGS care in children
* Universally, children under 1 year referred to BCH, with many units transferring all children under 5yrs
\ * Some scoring 'partially met' due to lack of clear policies around the management of paediatric EGS cases /

*Note: Standard 19, Four trusts n/a due to bypass transfer arrangement for children.
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é A unitary document to be in place, issued at the point of entry, which is used by all healthcare professionals a... \

h— =

* Not everybody had a unitary document.
* Variation in the format of these documents -some being used for all emergency admissions and others
for just emergency surgery admissions.

\ * Variation in in use within and between all hospitals /
(15 )

. Training is delivered in a supportive environment with appropriate, graded, consultant supervision....

hn

* Using GMC survey data and focus group interviews.
\ * In general, those Trusts who failed to meet this standard had scored poorly in both

AN

66. Sepsis bundle, pathway in emergency care. ...

hm

* Screening levels were very good.
* Delivery of antibiotics could be delayed during transfer from ED to acute surgical environment

- J
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6. Clearly agreed escalation policies based around an Early Warning System (EWS), are in place to deal with a deter... \

——

* Majority of trusts demonstrate clear escalation policies and culture/relationships whereby they would
not hesitate to escalate up.

- J
/. )

. All hospitals admitting surgical emergencies to have scheduled access to diagnostic services such as plain x-ray...

— T —

* The majority of Trusts were using private companies to cover their out of hours reporting.
\ * Some variation in Ultrasound provision which can impact EGS timings /

[14. Hospitals admitting emergency patients have access to comprehensive (Upper/Lower) 24 hour endoscopy service,)

— T —

* Universally met with the majority of the service being delivered by the Gastroenterology teams.

- J
N

20. As a minimum, a speciality trainee (ST3 or above) or a trust doctor with equivalent ability (i.e., MRCS, with A...

I E——2

\_ *  Only one trust failed this standard with F2 cover overnight y,
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Recommendations

We were asked to consider producing some
recommendations, which could help improve
the delivery and quality of EGS



Recommendations




Recommendations
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Six key recommendations

The recommendations can be summarised as:

1.

2.

The provision of a Surgical Assessment Unit. O
The provision of 24/7 CEPOD or Emergency Theatre.
Development of a fully integrated ambulatory EGS service. ()

A 'South West' standardised, rolling audit of EGS. )
Delivery of 2 consultant led ward rounds per day of EGS patients. ()

The appointment of an EGS lead and an Emergency Nurse lead in
each Trust.
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Senate Recommendations

All Providers should participate in national audits relating to the care of patients who undergo emergency surgery.

Data from national audits should be presented to Trusts and commissioners (CCGs and Specialised) in a way that clearly
demonstrates how their performance compares with other units both within the South West and nationally.

The Royal College of Surgeons of England is approached to undertake a peer review of all current providers of emergency
surgery to assess compliance with existing standards relating to the provision of emergency surgery to include verification of
the self-assessment against the National Emergency Laparotomy Audit (NELA) organisational audit and the recent RCS
survey.

A clinical lead should be identified in each unit

An operational delivery (ODN) network should be established with the aim of adopting a consistent approach to the delivery
of emergency services across the region. The ODN will have the remit of encouraging standardisation of clinical pathways. It
is envisaged that emergency surgery will be organised and delivered in a graded hierarchy of units mirroring the anticipated

change in designation as part of the urgent and emergency care review.

CCGs ensure that all providers participate in NELA as mandated by the requirement to participate in HQIP audits (schedule 4
of the acute provider contract).

A CQUIN is agreed for 2015-16 focusing on a reduction in mortality following emergency surgery.

Future commissioning decisions in this area should take account of outcome data including morbidity as well as mortality
and patient experience.

CCGs are encouraged to take account of existing service and patient flow data, including making use of geographical
information software.

There is an urgent need to understand the impact that the reduction in surgical core trainees will have on the ability to staff
existing junior doctor rotas and the competency of trainees to undertake emergency surgery. Alternative staffing models
should be considered including surgical care practitioners.

Providers should consider replicating existing models of physician input into the care of pre and post operative patientsin all
surgical disciplines as is frequently the case in emergency orthopaedic surgery

Providers should work towards separating facilities for emergency and elective case-load.
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Any Questions?



NHS!

South West Clinical Senate

Appendix
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Other findings

a. Educational Network

b. SLAs/Clinical Pathways

c. Tariffs

d. Library of Documents

e. Rotas and Continuity of care - 4/3, vs. single day, versus 7 days
f. 7 day working

g. Junior staffing, training and alternatives

h. Ultrasound on SAU
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Provision of an SAU

“Much time is wasted in conducting ‘safari’ ward rounds - trying to find patients
who have been admitted to the first available bed and could be on any ward within
the hospital. One proven method of controlling admissions is the establishment of a

surgical assessment unit (SAU)”. (RCS, 2007)

Weston

Taunton

Bath

Great Western

Royal Devon & Exeter Yeovil
University Hospitals Bristol Gloucester
North Bristol Trust Cheltenham

Cornwall South Devon

North Devon

Plymouth

Yes No
Have an SAU



Provision to deliver Ambulatory Care

[ Met W Not Met Partially Met

North Bristol trust

Royal Devon & Exeter

Bath

Yeovil

Great Western

Plymouth

Taunton

South Devon

University Hospitals Bristol

North Devon

Cornwall

Met

Partially Met

Weston

Cheltenham

Gloucester

Not Met

O I VHS
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7. All acute surgical units have provision for formalised ambulatory emergency care delivered by
senior decision maker (ST3/SpR). Ambulatory emergency care to include a dedicated hot clinic,
dedicated day case pathway and dedicated area.
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Collection of specific EGS data/regular audit

Yeovil

Weston
Taunton
North Devon

Cheltenham

Great Western
Bath Royal Devon & Exeter
University Hospitals Bristol South Devon
@ Met B Not Met Partially Met
North Bristol Trust Gloucester
Plymouth Cornwall
Met Partially Met

13. Patient experience data to be captured, recorded and routinely analysed and acted on. Review of data is a permanent item,
on-board agenda and findings are disseminated. There has been an in-house audit within the last 5 years related to
emergency surgery. The service has participated in national audits (e.g., NELA, EPOCH - list those known)

Do you audit:

a. Outcomes - death, LOS, return to theatre, readmissions

b. Risk assessment prior to surgery

c. Risk assessment post-surgery

d. Time to CT/US from request

e. Time from decision to theatre

f. Proportion of patients having gall bladder out on admission

g. Proportion of patients having gall bladder out on admission for pancreatitis
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Collection of specific EGS data/regular audit

The 3 parts to this recommendation cover

1. Outcomes - we recommend that Trusts routinely record and report on
their outcomes for 4 key or index 'operation groups' - Abscesses,
Appendectomy, Cholecystectomy and major Laparotomy (covered by the
NELA project). For each of these groups the following measures should be
recorded: Length of Stay (LOS), readmission rates, re-operation rates, delay
to theatre, complication rates and mortality.

2. Process - The proposed measures include: time of medical/consultant
review from arrival, time from request to investigation and time from
decision to operate to actual operation.

3. Patient Experience - We recommend that Trusts review their Friends &
Family (F&F) data with respect to EGS (and probably emergency medical
admissions).
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Dedicated 24/7 emergency ‘CEPOD’ theatre.

Taunton

Il Met W Not Met Partially Met

Great Western

Bath

South Devon

Gloucester
North Bristol Trust Weston
University Hospitals Bristol Yeovil
Cornwall Cheltenham
Plymouth North Devon Royal Devon & Exeter
Met Partially Met Not Met

8. Access to fully staffed emergency theatre, consultant surgeon and anaesthetist within 30
minutes, 24/7



Two consultant ward rounds

Taunton

North Devon

Yeovil

RD&E

NBT (Week)

Weston

Cornwall

Cheltenham

Bath

Gloucester

Plymouth

University Hospitals Bristol

Met

Partially Met

NBT
(Weekend)

Great Western

South Devon

O I VHS
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Overall

XK
Weekday
57%

21% 21%

Weekend

Not Met

B Met J Not Met

Partially Met

1. Two consultant led ward rounds of all acute admitted patients, 7 days a week, with the timing
of the ward rounds such that patients are generally seen within 14hrs from arrival. There is
evidence of continuity of care either through multiple day working or specific patterns of working

that allow continuity of care. When on-take, a consultant and the on call team are to be

completely freed from other clinical duties or elective commitments. Surgeon with private practice

commitments makes arrangements for their private patients to be cared for by another

surgeon/team, when they are on call for emergency admissions.
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v| +y | | SearchS® Evidence

P

Organize ~

i Favorites
B Desktop
g Downloads

=» Recent Places

| Libraries
4. Documents
. Music
=L Pictures
‘, Videos

& Computer
& Local Disk (C:)
— Personal Docu

— Shared Data (¢

‘i_q Network

‘ 88 items

New folder

%11 Clinical audit agenda 19th July 2016
%111 Emergency surgery and 7 day work...
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&1, 5,9, 21 Colorectal surgeon job plan
w1, 518,21, 22 COLORECTAL TIMETA...
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ABSCESS PATHWAY

PATIENT HAS AN ABSCESS

I
ASSESS IN SAU

Mot septic Septic/spreading cellulitis +/-
Pain controlled with oral analgesia insulin dependent diabetic

Responsible adult at home

r

¥

BRING BACK AS A DAY CASE ADMIT TOAAU
For surgery next available slot

Clerk patient

SHO/reg review

Fill in day case booklet

Consent

Book first on emergency theatre list

Omit morning hypoglycaemic if non-insulin dependent diabetic.

FPut patient name in the book on SAU

Email name to surgicalabscess@nbt.nhs.uk

Give patient information leaflet and stress the need to be nil by mouth.

SUNDAY TO THURSDAY (PATIENT FRIDAY/SATURDAY (PATIEMNT COMING
COMING BACK MOMDAY TO FRIDAY) BACK SATURDAY OR SUNDAY)

¥ l
Fatient to go straight to a Fatient to come to SAU at
mediroom 07:30
If there are =1 patients ask 2 to If there are =1 patients ask 2 to
arrive at 07:30 and 2 at 08:00 to arrive at 07:30 and 2 to arrive
theatre reception at 08:00
Take patient notes to theatre Keep notes in SAU
reception
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'Could This Be Sepsis? m

oD ceosl .
Sepsis Screening Tool TRUST South West Clinical Senate

T b appiba 10 2l non progrant a0uEs (14 37 mer) wath v Sy, of
wiha ane: urwall with any sbnonmal otsanvions.

Saning Aduts, Tristetie
o il by Mbatiial o P ksl

Impsortane: Discontinue
Isan and of e pathway in place? Yes[ ] s escabition cinically inaperoprize? s ] Intizks pathaay

I IsNEWSSurn'lurEDr!mmepw:m'E LN Low risk of sepsi.
i ) IUse stancdard protocok, review § detenoraies. I:I
OR does patient look sickd O

+Y hi

4. Ay Amber Flag criteria?
2. Could this be due to an infection?
e, but soume undiear at present
Preurmnonia
Urirary Tract Infaction
bdorming pan o detersion
Crdluitis;’ septic arthrits infected wound
Device-refzted infection
Meninges:
Other [speciy:

Retxtives concemed about mental st
Anse deterioration in functional abilty
Immunasuppressed

Treuma surgeny procedure in lzst & weeks
Respirriory Rabe 7134 or breathing hard
Heart Rate 31 130 or new arrhythmia
Sysclic B7 91100 mmHg

Mot passed urine inl2st 12-1 B hours
Temperature << 16°C

Clinical 5gns of wound, devios o skin infedtion

OoOooooods
o o

3. Is OME Red Flag present?

Responds only to volce or pain' unresponsive:
Systolic EF = 90 mmHE fer drop =80 fromncrmml)
Heart rate > 130 per minuse
Respiratory rabe = 25 per mimmsbe

Meser need for Ohoygen to keep Splh= 2%
Mon-bhnching rash, mottled! ashen/ cyanotic
Mot passed urine in last 1B hours

Urine cutput less than 0.5 mikghr
Lactate =2 mimeal/]

Recent chemotherapy

. It
Send Bioods 7.2 ces s anmidad | lj |:|
To e BB, LE; CAPAFT; chting
e T L1011

ra[]
+

Trempkes b
Clirician to rake amimicobal
Presribing deciion within Th l:l |:|

Red Flag Sepsis!! Start Sepsis 6 pathway NOW (see overleaf)

This s time critical, immediate action s required.

o o o o o

- . Sepsis Six Pathway THE UK
iestyoptk e (13 SEPSIS

T ba applad o 2l Aduiks meer |6 yaars of 3ga with sepeciad TRUST
or conlimed Rad FRg Sepex

Make a reamment escalaton plan and decade on CPR status

Inform Consuantise SBAR) patient bas Red Fiag Sepss. | |
+

Mction {complabe ALL within | hour) Bagson not donevarance




Monthly ESAC Database Figures

Month of: September 2016

Total number of patients | 156
attending ESAC (inc

electives)

DNA’s 8
Number of patients 16
admitted from ESAC clinic
Number of patientsseen |20
in nurse-led clinic

Estimated numberofbed |22
days saved through nurse-

led clinic

Patients admitted via Red |11
Board

Days in escalation 2
(reduced clinic/trolleys)
Percentage of daysin 9.5%
escalation (reduced
clinic/trolleys)

Estimated number ofbed |163
days saved

Number of patientsseen |7

through weekend abscess
pathway

' I/ VHS

South West Clinical Senate
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Couldn't really werk cutwhat was ging on in the job plans. Thers szams tz b asplitof the oozl
sessiens, with sameane cle dging an-call after Spm. They run on-call frem Spm te Spm, deing a
single day at atime with 3 day weekends.

Suggestien in Junier Doctars handbook’ that they run averlapping an-call between an-call team and
past-on-call team, with past take team managing cases for a further 24 hours befors care handed
ants slzctive teams or swapped to ahemats spacisity. Seams interesting proces - what if the past-
take team has bezn up sl night? Nat sure, will need £ ask an the day. Similary nat clear about
cenfinuity ar frecdam from clective and private practics activities. There is a decument "LTAM
pracess’-|am nat sure i this is what happans orwhat they ar aspining tawards. In this there s 3
twice ity cansubtant raund with same svidencs for cantinuity of cars and of spprapriats transfar.

Standard 2
Itz resting sscalstion - for less than 5 calls- g3 up chain, sventually ta the consultant. Hawevardar
> E i i ; , Wihatif the issue is

=ntirely surgical and patisnt nesds to return ta thestrs 3ap? 2222° team seldom have surgical

experience to know this. Surprsad that the caosuliant oot patef nssalebinn.,

Standard 3

Se=ms t= be avsilability of Plain -ray, CT, 24/7. May slss be able ta g=t U/S and MAL but | suspect
MRl will be spinal and nzurs anly. AAU tips suzzest uhrasound 8-8 sach weekday with 3 hours of
slots atweekend {33t and Sun). Radiclozy 3 1A seams to sugsest that critical | also amarzancy]
requests are reparted within 75 mins - this would be toolong for the standard and szams ot odds
with mastather places o far. Bruns| imaging matric’ sugzests that caszs in AAU would have 3
“target time’ for CTof 2 howrs, with less time for ambulatory or hot clinic patients - this seems the
wrang way arsund: sdmitted patiznt fikely t= ke sicker. Mlss, the wark on the NELA CT pathway has
praduced a marginal impravement in time to scan and reparting for septic cases, buta massive
increase in the time for emengency laparctamy ‘non-s=ptic’ cases.

Standard 4
Appears to be 3 24/7 IR senice

Standard 5

The sverlapping an-call system allows sdmitting tzam to manage cases for 48 hours, whersupan, i
they haven't bzen dischargzd they are under care of appropriats slective team - with option to
swap/exchange cases betwesn UGland Colsrectal Not sure which consultant they are under ancs
they are under slective teams care - is it same as admitting surgzan? Patiznts admitted to acute unit
- Wiard 25k, with 2 plan to move them if they exceed the 43 hours pericd || presume, but not sure
what happens # 285 fills up tas much ar z=ts filld with medicsl cases). lssus would ba with sick
patients admitted and still sick after 48 hours, but then on the slactive wards - not sure of plg takes
active role in managing this emerg=ncy case.

Standard &
Dan't knaw- na evidence, and in fact same pathway specific dacumentation suggesting nat a unitay
dacument. Nesd ta askon day.

[ Gridiines Two Pages @7 Synchronous Scrolling
Print |Full Screen Web  Outline  Draft o Zoom 100% ] MNew Arrange Split - Switch Macros
Layout | Reading Layout [[] Navigation Pane = Page Width | window Al = / PosItion  windows ~ -
Document Views Show Zoom Window Macros
fe2ord 12304 5 G 7 8 g i 141142143 1141151 . L4z da |
i — : ; : ; ; ; : ; ; : :
NBT Review of Evidence Standard 7
tchinic in place. with gl ncated skots.of sihich hatf 3ee Binkad toLLf5 shats, Tha raferrals g
1 here from the ‘hub® referral set-up, which is run by nurses. Not sure if the clinical team can alsa book

inta the hot clinic, but assume they probably can.

Elzssing, Mot surs haw cases get ants day lists ar whe does them,

Standard 8
There appears ta be 2 24/7 CEPOD theatrs, but only has planned 2 sessions per day - whersas mast
24,7 CEPOD fists run to 22.00, i.e.. a 3-4 session day, followed by OOH availability.

Standard 9

Bopassum= teanderstand oo day,
NELA consultant surg=on/anaesthetist in thegtre 75% of time when risk of death 5%

Standard 10
Dan't know- na evidence presentsd.

Standard 11

They have a WHD and safety check fist. Not sure about fiming of aperations with respect to booking
time. WH checklist data dessn’t saperae CERON Nst, and has t3lled off 3 bit in last few months.,
The audit of the CEPOD fist sugzest anly 453 of case parformed in CEPOD thestre |2 an day basked]
with 19% done slsewhere and 11% postponed 14% cases were not documentsd and 9% were
canceli=d.

Standard 12

Dby hapdower 2t 0800 and 20 30 Not clear who decision makers are. Not sure of link between on-
call and post-on call team. Gaod inclusion of theatres, anassthetic and other specialties ot 0300
handaver - haw da they keag them there when discusing nan-cperative cases!®

Good ward handowver shest. Does this apply to 26b to other ward handowver or does itinclude
medical team transfers, iz, batwesn teams buton same ward ?

Standard 13

Audit of last 5 CTdoesn't cower clinical impartance and 52 is difficult t= zsuge dapartment respanss,
shthough nots the OOH ones s==m to take longer than in hours cases and the farmer ar= mare fike by
to be the ungent ones. ki 55K Audit of new NELA “time to CTand
=gt pathwgy s=ems to be better for septic casas, but worse for non-septic onas.

Beadmission audit, Good audit of CEPOD theatre function identifying delays and issues with process.
Audit of appeandix pathway, acute pancreatitis and time to tregtment of pancreatitis due to
zallstanes disazca, plus intaresting revisw of fraifty and damentis in amargensy sdmissisn

Clear involvement in NELA, ELC plus Multicentre appendicectamy audit.

Patient experience datafar SAU thraugh FEF - but anly 17 respanses

Standard 14
M= 24/7 ERCP. Endascopy S0P dossn't seam ts have pags abaut emergency cases and OOH wark.
Serms it basnansmal endsasar it

17:08
22/12/2016
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Emergency General Surgery: Review site visits
Focus group with key staff

Focus group information

The site has been advised to convene a group of key staff involved in acute care to be
available for the focus group session, including junior doctors on the emergency rota, ward
sisters and senior nurses and therapists.

The session with the focus group should be semi-structured covering awareness of the
RCS Emergency Services standards, policy and escalafion.

The group focus session should last approximately 1hr.

Focus group questions — to guide discussions

« Do you know about the Royal College of Surgeons 2011 Standards for
Unscheduled Surgical Care and their aim? What do you do well, what could be
hetter?

« ‘What is the Hospital's policy for the first consuliant assessment? If there is no
policy, who decides on timing of consultant review and how? What are the timings
of the on-call consultant ward rounds?

« Are all patients seen each day by a consultant? If not, who reviews the patients
each day?

« Do the juniors doctors have trouble accessing support - either from the surgical
team or from other services?

e |3 there a speciality trainee (ST3 or above) or a trust doctor with equivalent ability
(i.e., MRCS, with ATLS provider status), available at all times within 30 minutes?
Are they able o easily escalate concems to a consultant?

e Are there delays in starting the CEPOD list? If so, why?

« Do you physiologically score your emergency general surgical cases? If so what
system do you use?

+ What is the escalation policy/protocol for a high risk patient? At what point would
you seek consultant input?

« ‘What is the process for dealing with children/where do they go?

« How does the handover process work here? Is there dedicated time for this?
Is it the same at the weekend? Do you have an electronic template/system?
Does the on-call team have a handover of existing ward patients from all the other
teams atfor the weekend?

O A

South West Clinical Senate

NHS

South West Clinical Senate

Is access fo radiclogy at the weekend comparable to access during the week?
What is your access to interventional radiclogy out of hours or at the weekend?
What are the access times for emergency ultrasound and CT scanning out of hours
and at the weekend? Are they a problem/Do they delay surgery?

'What do you feel works well here and what could be done better?

Do you collect any patient experience data on emergency admissions? |s there any
review/audit/process to communication with family and friends of patient?

What do you think we should audit?

‘What will you take from this Trust to your next Trust?

Would you want fo be admified to this hospital as an emergency at the weekend?
Why/\Why not?
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Emergency How well does the emergency department interface with the
department acute surgical unit and the emergency general surgical team?
Do you have set protocols and pathways?

What, if any, are the problems?

Radiology Who reports on images overnight and at the weekend?

- If response is a registrar, ask how soon after does the
consultant review the reporting and are discrepancy
rates audited routinely.

If response Is a 'remote out of hours reporting
service', ask how soon after does the consultant
review the reporting and are discrepancy rates
audited routinely.

Interventional radiology - Is there a regular network meeting to
discuss latest issues/governance?

Have you got clear pathways/a clear SLA?

Critical Care Do we audit this for quality?

Who staffs Critical Care?

Is it consultant led?

I5 it shared with physicians?

Do you have a policy around access according to risk
predictors?

Do you have an outreach team__1s it 24hrs?

Page: 3
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Lack of consistent and robust data - Workload

What constitutes an admission? What constitutes a referral?

multiple pathways (inpatient, outpatient, ED, urgent care) through which

patients enter the system
Everybody admitted for an overnight stay GP referrals?
Everybody seen in SAU

Double counting — seen and admitted get
coded twice We don’t have an SAU

We can define
A referral will be anyone seen by the emergency general surgery team.

An admission will be an unplanned admission to general surgery

Ambulatory will be a hot clinical attendance or unplanned 0 length of stay admission.

Each trust needs to investigate current system of measurement to see what it is counting
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Workforce
Yeovil - 4/3 split
North Devon — 4/3 split 8am — 8.30pm, Mon-Thurs
Cheltenham —4/3
Taunton—4/3
UHB - 4/3 split
Cornwall - 4/3
Plymouth — 4/3. Mon-Thurs, 2 consultants alt. btw on-call & CEPOD operating. Friday-
Sunday, single consultant.
NBT — 5/2. Mon-Fri, 2 consultants alt. btw on-call & CEPOD operating.
Saturday/Sunday, single consultant.
Gloucestershire — 7 days (8am-5pm) Second colleague covering nights except at
weekends
Weston — 7 days/nights. Essentially covering the entire week apart from Tue, Wed and
Thurs nights from 1700-0830. Over these three nights another consultant is on call.
South Devon — 7 days/nights (alternating upper/lower Gl weekly) Essentially covering
the entire week apart from Tue, Wed and Thur nights from 1700-0830. Over these
three nights another consultant is on call.
RD&E — 36hr on-call
Great Western — Single day working
Bath — Single day working
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Self-Assessment
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From focus group with F1’s:

Handover - “They'll go btw 3 different teams. Mon-Thurs team. Then Friday the
temporary colorectal or upper Gl team. Then Saturday a new take team. There's a
couple of handovers there- that's probably an area of weakness”

From walk around:

The weekends usually pretty good cause because the one consultant that's on-call
just takes all of the patients and manages them all for the weekend with that active
daily review. But then it's the following week that's difficult when you've got
emergency patients under your name and you’re all over the place.

Nurse focus group:

We have a patient that comes in for example with cholecystitis and its the lower Gl
team that are on call that week, then they obviously need to get a handover to the
upper Gl team. But if the upper Gl team don’t come and assess them on the
Monday, we'll get in touch with the take team. If they still haven’t handed them
over, sometimes theres a delay where they say, we have handed them over and yet
we get, well no they haven'’t.




Percentage of Trusts that meet, partially meet or
don’t meet each individual standard

% of Trusts
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B Met
Partially Met

B Not Met

1. Two consultant led ward rounds of all acute admitted patients, 7 days...

2. Clearly agreed escalation policies based around an Early Warning...

3. All hospitals admitting surgical emergencies to have scheduled access...

4. All hospitals admitting surgical emergencies to have access to...

5. Rotas to be constructed to maximise continuity of care for all patients...

6. A unitary document to be in place, issued at the point of entry, which is...

7. All acute surgical units have provision for formalised ambulatory...

8. Access to fully staffed emergency theatre, consultant surgeon and...

CA_Nigri A PIEQ ca Mmortid Bl EdlE Nndan o

eneral surgical operations are discussed with the...

13. Patient experience data to be captured, recorded and routinely... “ 71

14. Hospitals admitting emergency patients have access to...

here 2 DO 0 N ew of 3 mergen genera irege patien

18. Emergency surgical services delivered via a network (e.g. vascular... 61

19. For emergency surgical conditions not requiring immediate... “ 21%

21a. Do you have clear protocols for consultant review of all general... m_l

21b. Do you have clear protocols for registrar review of all general... 89 4W)

22. Do you have clear protocols, including a standard for timing, for...| 14 m

*Note: Standard 16, Sepsis Data not supplied for South Devon

Standard 19, Four trusts n/a due to bypass transfer arrangement for children.



