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Welcome and Apologies

PART 1 - STRATEGIC ISSUES

1 The Faculty of Medical Leadership and Management (Copy Slides Attached)
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Peter Lees outlined | '

2 National Confidential Enquiry into patient Outcome and Death(NCEPOD)
'Surgery in Children: Are we There Yet? — (Copy Slides Attached)

_Dr Kathy Wllkmson NCEPOD Cllnlcal co-ordinator and Consultant Paediatric
Anaesthetist, gave a presentation on its report Are We There Yet which was the 3™
study on Surgery in Children. It aimed to explore remediable factors in processes
of care of children 17 years and younger, including neonates, who died prior to
discharge and within 30 days of emergency or elective surgery.

. The presentation covered the background aims, data used, clinical governance
and recommendations of the report. :

It looked at the organisational structure of services and at the quality of care
received by individuals.

She outlined

¢ Difficulties with Data returned

o Data; poor clinical notes, data recording not appearmg in notes, types and
quality of data

»  Clinical leadership, multidisciplinary management meetmgs and team
working

» Specialisation and centralisation of children’s services

» Regional Standards and operational procedures

The report highlighted the need

o for children’s surgical services to be orgamsed ina comprehensuve and quyl
integrated fashion

 regional leadership to ensure the full development of networks

o the rationalisation of regional standards for children’s surgery and
anaesthesia
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- CMO thénked Dr Wilkinson for her presentation.

‘Knowing the Risk - (Copy Slides Attached)

3 Health and Social Care (HSC) Review - (Copy Slides Attached)

|
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4 Quality Strategy 2020 lmplementatlon Plan

5 Regionally Managed Medlcal Locum Service Project (RMMLS)

PART 2

6 Introduction

o Evaluation of HSC Research & Development Funding in NI

|
i
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7 Minutes of Previous Meeti_ng ,

8 Update on Outstanding Action Points

9 .Any Other Business
' lntra\)enous Fluids in Children
CMO thanked everyone who had been involved in the GAIN audit.

The meeting was advised that the primary issue is to ensure that everyone is
aware that the current guidance still stands and is being actively implemented.

CMO informed the meeting that the issue had been discussed at CMO level with
the aim to have a UK approach. Sir Bruce Keough, Medical Director of the
National Health Service in England, has supported the selection of Intravenous
Fluids in Children as a topic for consideration by NICE.
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Trauma — Transfer of Patients to the Royal Victoria Hospital

Date of Next Meeting — 5™ March 2012

DHSSPS | o »
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10/9/2013

“Are we there yet?”

The 3rd NCEPOD study on Surgery
in Children

‘Published October 2011

Dr Kathy Wilkinsdn

NCEPOD Clinical co-ordinator
Consultant Paediatric Anaesthetist, Norwich
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10/9/2013

s ges

= Many changes in the last 20 years-
= NCEPOD reports 1989/1999
= Kennedy Report
= NSF for children

= Clinical and organisational change to
healthcare provision for children

= Specialisation and centralisation of
children’s services

)? explore remediable factors in processes of
care of children 17 years and younger,

“including neonates, who died prior to
discharge and within 30 days of emergency
or elective surgery

1) Organisational structure of services

, 2) Quality of care received by individuals
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373 hospitals identified
as performing surgery
in children 17 years
and younger to which
Organisational
questionnaires were sent

Organisational
questionnaires
returned 290

= 77% return rate

2180 clinical
cases
identified

1583 excluded
cases - shown
In Table 1.1

587 included
cases

r T 1
Surglcal Anaesthetic
questionnalres C"a:iﬁ:,‘lﬁs questionnaires

retumed returned
445 (75%) 410(69%) 42 [T2%)

[ —

| Gases with both Case notes
| the case noles and suilable for
- surgical review
questionnaire
KAL) 378

Figure 1.1 The data returns for the study

10/9/2013
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10/9/2013
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Nurnber of operations
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Figure 2.1 Total number of operations performed in children by
hospital category during 2008-2009

10/9/2013
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= ‘Clinical network for children’s surgery’
s Informal / formal

Table 2.4 Hospital category and whether they were included In a network:

= 49% (96/194) of NHS hospitals included in a network

10/9/2013
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Number of hospitals
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Figure 2.4 Health regions by presence of NHS hospitals
included in a children’s surgical network

Clinical networks for children’s surgery

There is a need for a national Department of Health review
of children’s surgical services in the UK to ensure that there
is comprehensive and integrated delivery of care which is
effective, safe and provides a high quality patient
experience.

National NHS commissioning organisations including the
devolved administrations need to adopt existing
recommendations for the creation of formal clinical
networks for children’s surgical services, These need to
provide a high quality child focused experience which is
safe and effective and meets the needs of the child.

10/9/2013

339-020-013




DHSSPS

ARV A S Y A

Table 2.15 P of tional policies for surgery for children by hospital category

(‘answers may be multiple)

= Team working

All hospitals that provide surgery for children should
have clear operational policies regarding who can
operate on and anaesthetise children for elective and
emergency surgery, taking into account on-going
clinical experience, the age of the child, the complexity
of surgery and any co-morbiditiés. These policies may
differ between surgical specialities.

10/9/2013
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10/9/2013

= 53% of hospitals held audit and M&M meetlngs
for children

v 4/26 hospitals with a >4000 operat|ons/year did
not undertake meetings -

= Clinical governance and audit

All hospitals that undertake surgery in children
‘must hold regular multidisciplinary audit and
morbidity and mortality meetings that include
children and should collect information on clinical
outcomes related to the surgical care of children.

DHSSPS : 339-020-015




‘ | 9 hospitals of all categories
a operations/year did not have dedica

operating theatres

that reported >4000

ted children’s

e atenedl

Table 2.27 Scheduling arr for (] surgery

Sihetiuling amang

*Answers may be multiple

DHSSPS

10/9/2013
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= 35% (99/277) children were not recovered in
separate area from adults

= Theatfe scheduling for children

Hospitals that have a large case load for children’s surgery
sho.uld consider using dedicated children’s operating
theatres.

B

Hospitals in-which a substantial number of emergency
children's surgical cases are undertaken should consider
creating a dedicated daytime emergency operating list for
children or ensure they take priority on mixed aged
emergency operating list.

11
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Anaesthetic assistance

Table 2.34 Presence of at least one anaesthetic assistant with competencies in children’s anaesthesia 24 hours a day (for
hospitals that provide non-elective surgery for children)

x Specialised staff for the care of children

There is a need for those professional organisations
representing peri-operative nursing and operating department
practitioners to create specific standards and competencies for
staff that care for children while in the operating theatre
department.

12
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Peer review data

! 947
Age (yenfs) '
Figure 3.1 Age of patients

26

10/9/2013

13

339-020-020




DHSSPS

auma-fincluding

10/9/2013
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Number of patients
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clinical care organisational clinical and
care ‘organisational
care
. Figure 3.3 Overall assessment of care - Advisors’ opinion
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Table 3.8 Deterioration in patients’ condition on transfer -

Advisors’ opinion

32

10/9/2013
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Table 3.9 Appropriateness of the care given to the patient

during transfer - Advisors’ opinion

33

Poor care during transfer

A small child presented to the local DGH with
areduced conscious level and a GCS of 8

after a fall. An early CT scan revealed an acute
subedural cerebral bleed. Transfer by the local
team was aranged. Blood gases on arrival at the
tertlary centre revealed that ventilation had been
inadequate for some time (pCO2 13.8, pH 6.99).
In theatre as well as a large bleed, there was
considerable oedema and a “non-pulsatile” brain
was noted by the ne{xrosurgeon. The prognosis
was considered hopeless, and after full review
and discussion, treatment was withdrawn.
Advisors commented that whilst the outcome
may well have been very poor, substandard
management on transfer with failure to maintain
basic ventilation clearly worsened the prognosis
‘of this very serious injury.

10/9/2013
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Table 3.11 Time taken from decision to transfer to admission
in receiving hospital

36

10/9/2013
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10/9/2013

Lack of ability to diagnose and operate on an
acuts surgical problem '

A child presented to their local hospital with
a short history of abdominal pain. Local
paediatricians referred the patient to general
“surgery who in turn asked for anurgent
anaesthetic assessment as they believed that the
pétient was in need of pre-operative resuscitation.
After this occurred surgeons requested transfer
{o the tertiary hospital which occurred after a

10 hout delay. The patlent was found to have a
gangrenous appendix at surgery. Following this
transfer the patient developed multi-organ fallure
and died one week later.

Advisors were concerned that the local team was
insufficiently confident to operate on this child and
that despite appropriate attempts at resuscitation
subsequent transfer was delayed.

= National 'standards, including

documentation for the transfer of all

surgical patients, irrespective of whether

they require intensive care need to be
developed by regional networks.

38
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Standards for the
Care of Critically 1ll Children

4 Edition

e
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39

Table 3.26 Risk of death should have beeh documented -
Advisors’ opinion

40

-10/9/2013
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= In surgery which is high risk due to co-
morbidity and/or anticipated surgical or
anaesthetic difficulty, there should be clear
documentation of discussions with parents
and carers in the medical notes. Risk of
death should be formally noted even if
difficult to quantify.

41

Table 3.47 Evidence of a morbidity and mortality discussion
following death - Advisors’ opinion

42
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Confirmation that a death has been
discussed at a Morbidity and mortality
meeting is required. This should comprise

a written record of the conclusions of that

discussion in the medical notes.

43
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Figure 4.5 Advisors' assessment of the quality of care in trauma/head injury cases
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‘answers may be multiple (n/112)

Delay in 5/10 cases where this could be assessed

45

Number of patients

30

25—

20

0— ki - . . S
Room for Roon for Room for Less than insufficient data
' improvement-  improvement-  improvement - satisfactory
clinical care organisational clinical and
care organisational

care

Figure 4.7 Advisors' assessment of the quality of care in non-trauma
' neurosurgical cases ‘

= Peaks during infancy and teenage years
= Majority related to haemorrhage or tumour

46
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Delay in obiaining specialist review
A teenager presented with a history of headache,
weight loss and had a GCS of 14, A head CT was

: performed the next day and revealed a possible

= cerebral abscess or tumour, The neurosurgleal unit’
: advised antiblotics and an MRI was requested.
The patient deteriorated and despite transler 1o the
neurosurgical unit they dled.

omment from the consultant neurosurgeon who

i completed the surgical questionnaire was that “the
diagnosis of an abscess was made immediately,

¢ and.comect advice given-However, it is notable
that the referral occurred at a handover period,
and no consultant neurostirgeon was involved in )
the management decislons.”

Advisors commented that this was a fotally

" unacceptable lavel of care, Wailing for an MAI
scan when the CT scan at the local hospital
showed clear pathology was unnecessary and
urgent specialist review and surgery was required.

47

= Urgent completion of the “Safe and
Sustainable Review of Children'’s
Neurosurgical Services” is required with
implementation of the appropriate
pathways of care that this is likely to
recommend.

= This should be followed by a further audit
to ensure compliance with national -
standards and models of care for all
children requiring neurosurgery.

48
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'NCEPOD has presented a wide ranging

review of the organisation and delivery
of children’s surgical services

- Overall the peer review demonstrated a

good standard of care

There is room for improvement both in
hospital service provision and clinical
care

. 49

There is a need for children’s surgical
services in the UK to be organised in a
comprehensive and fully integrated fashion

National leadership is required to ensure
networks are fully developed

Existing national standards for children’s
surgery and anaesthesia requires
rationalisation

50
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