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HOUSE KEEPING

* No fire drill scheduled
* Please turn mobile phone onto silent
* Toilets are located outside main room, along the corridor

* Speaker presentations will be circulated following the
event

* Join the conversation on Twitter #NENCEMLap
* Take a look at our website: www.ahsn-nenc.org.uk

www.ahsn-nenc.org.uk
¥ @QAHSN_NENC
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Dr Dave Murray

Consultant Anaesthetist
South Tees Hospitals NHS Foundation Trust
and Chair of NELA
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NELA HSRC

National Emer

Lapa otomyA dt National Institute of Academic
Anaesthesia

NELA & AHSN collaboration

Dr Dave Murray
Chair, National Emergency Laparotomy Audit

Consultant Anaesthetist, James Cook University Hospital

www.nela.orqg.uk
Info@nela.org.uk



http://www.nela.org.uk/
mailto:info@nela.org.uk

Dashboard and Reporting

« Analysing Yr5 data — publication “autumn”

 Dashboard in next week or so
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Documentation of risk
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Documentation of risk
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Length of stay chart demonstrating dots of individual patient data:
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Real-time mortality

RA-EWMA: Risk-Adjusted Exponentially Weighted Moving Average Charts

30-day in-hospital mortality
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Example hospital with 260 patients (21 deaths, 8.1 %)




Who gets to see what

 Trust — all charts

e AHSNS

— Separate login
needed

— AHSNSs cannot /
have access to

patient level data

Length of stay chart demonstrating dots of individual patient data:
Length of stay (All)



The Emergency Laparotomy BPT

Bundled at patient level
80% of high risk patients get:

o Both a consultant anaesthetist N '
and surgeon were present in
« Consultant presence este o 90% ofpaients @ = 90/,

during the daytime,

AN D but only 66% of

patients out of hours.
) A(_ijSSIOn to recognised o 25-35 critical care beds
critical care (not PACU) @ are needed every day

to care for emergency laparotormy patients.
90% of patients with a pre-operative
risk score of >10% wentto critical care.

HSRC

Health Services Research Centre
bl e clhccerc




An agreed pathway for emergency
laparotomy patients is required as a
pre-condition for accessing the BPT

Diagnostic & Treatment
Agreed by clinicians

The Higher

involved in delivery of Surgical Patent

‘owards impro

care:
« ED

» Radiology

e Surgery

* Anaesthesia
« Critical care
« Elderly care




How will data be collected for
the BPT?

What cases will my Trust get
paid for?

» Collected via NELA
« Paid according to HRG code




Average difference £700 ....

Very Major Small Intestine Procedures, 219 with CC Score 8+ 11,080 12,284 1, 204

Very Major Small Intestine Procedures, 219 with CC Score 5-7 7,502 8,318 816

Very Major Small Intestine Procedures, 219 with CC Score 0-1 4,657 5,163 506

Complex Large Intestine Procedures, 219, with CC Score 3-5 6,996 7,756 760

Complex Large Intestine Procedures, 219, with CC Score 0-2 5,994 6,645 651
Proximal Colon Procedures, 219, with CC Score 0-2 5,128 5,685 557




What cases will my Trust get
paid for?

All NELA cases (100)

I l‘ ) W Heath Servces Research Centre
National Emergency
Laparotomy Audit it e

bl il Acenc
iEnE



What cases will my Trust get
paid for?

All NELA cases (100)

All HRG coded cases
(105)




What cases will my Trust get
paid for?

All NELA cases (100)

All HRG coded cases
(105)




What cases will my Trust get
paid for?

All NELA cases (100)

All HRG coded cases

(105)

Paid for
these

105 x £700
= £73,500

HSRC

Health Services Research Centre

National Emergency
Laparotomy Audit

bl rfiat Ak
iEnE



What about case ascertainment?

All HRG coded cases
(105)

All NELA cases (50)

MAY
NOT get
paid for
these




What about (missing) risk
assessment?

All NELA cases (100)

All HRG coded cases
(105)




What about (missing) risk
assessment?

All NELA cases (100)

All HRG coded cases

(105) |

Not met
criteria

Will lose
£73,500

NELA pifdideivd

National Emergency

Laparotomy Audit m [
Wi




How is high risk identified?

« The BPT only applies to high risk patients who are high risk pre-
op AND post-op.
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How is high risk identified?

The BPT only applies to high risk patients who are high risk pre-
op AND post-op.

From April 2019, no more POSSUM

NELA risk score, or clinical judgement. In the absence of risk
assessment, the patient will be considered as high risk

data.nela.org.uk/riskcalculator/



Quarterly reports

 Existing Quarterly report will be combined with BPT
report

« 60-day cut-off (+ few)
» Locked cases only



| i The Newcastle upon Tyne Hospitals m
NHS Foundation Trust

How the Best Practice Tariff works -

a Trust perspective
Jo McCallum

27th March 2019

#NENCEMLap

Healtheare at Uts very best - with a ;wr;mnt counch



What are Best Practice Tariffs

Best Practice Tariff

Introduced in waves since
2010/11

Priced and structured to
incentivise clinical best practice &
reduce clinical variation

Move away from average cost per
episode

No one-size fits all approach



BPT Terms

Term Used Description

Conventional price (tariff) The price that would apply if there were not a BPT or for
activity covered by the HRG unrelated to the BPT (where
set at sub-HRG level).

BPT price (tariff) The price paid for activity where the requirement(s) of
the BPT are achieved. This will normally be higher than
the conventional price.

Base price (tariff) The price paid for activity where the requirement(s) of
the BPT are not achieved. This will normally be lower
than the conventional price

Conditional top-up payment  This is the difference between the BPT price and base
price.
For BPTs where SUS+ automates the base price, this is
the amount to be added as a local adjustment where
the BPT requirement(s) are met.
For BPTs where SUS+ automates the BPT price, this is
the amount to recover as a local adjustment where the
BPT requirement(s) are not met.



NuTH Approach

» New BPT introduced (could be non-mandatory
BPT)

» Liaison with clinical lead or team

» Model financial impact (based on current or
expected performance and any required
investment)

» Feed into contractual negotiations with
commissioners

» Factor into Trust plan and routinely monitor and
report back



Conclusion

»BPTs have had a variable impact

» Providers have previously reported little financial
incentive

» Can focus attention on an area of clinical practice
and, when aligned with a strong clinical drive
nationally and locally, can help bring about
significant improvement

» Longer term future unknown with new funding
models



Lessons Learned

» Strong clinical engagement, understanding and
support

»Senior management and board involvement

» Frequent accurate reporting of finance and activity
data

» Follow up of individual cases where best practice
had not been delivered



Questions?
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NENC Abdominal Pain and EmLap Pathway

NHS Number..........

Trust Number.....

EXCLUDE:
Diarrhoeal illness
Biliary colic

Ureteric colic
Urinary sepsis
Pregnant patient
Minor Gl bleeding J |

——

Date of Presentation ___ /4 | [ PEEETEHAREL
Time of Presentation —_+___ hrs Forename, Sumeme ...

Date of Birth R
Location

Postcode.

Patient with Abdominal Pain ———
excluded
NEWS2 score of 3 or more?

Urgent surgical referral_mrcserabove  TIME _ _

I:I Manage sepsis — **antibiotics**
D Take bloods incl. amylase; ABG & lactate. Request CXR

I:I NEWS 5+ Escalate to senior ED Dr & senior surgeon

Within 1
hour

v

Surgical review MRCS grade

Is there likely significant intraabdominal pathology?

A

I:I Urgent EmLap CT scan Timerequested __:_
I:I Scan within 1 hour
I:I Scan reported within 1 hour

I:I Reconsider need for antibiotics

Time completed_ _ :

Reported = _:

Is there pathology requiring surgery?

START LAPAROTOMY PATHWAY OVER PAGE

Generic NENC AbgW/EmLap Pathway Mar 2019 V1.5 BMG/ DS/ BG

Process
patient
normally




More scans?

“Prioritisation”



ann?®

| Location:

A A LA e e

Postcode.................. .

EXCLUDE:
Diarrhoeal illness

Patient with Abdominal Pain ———| siliary colic

excluded

Minor Gl bleeding | |

NEWS2 score of 3 or more? ;
]

]

I

N
Yes

Ureteric colic
Urinary sepsis
Pregnant patient

Urgent surgical referral MRcSorabeve TIME

I:l Manage sepsis — **antibiotics**
I:l Take bloods incl. amylase; ABG & lactate. Request CXR
I:l NEWS 5+ Escalate to senior ED Dr & senior surgeon

Within 1
hour

v

Surgical review MRCS grade

Is there likely significant intraabdominal pathology?

I:I Urgent EmLap CT scan Timerequested __:
I:I Scan within 1 hour Time completed  _ :

I:I Scan reported within 1 hour Reported = :
I:I Reconsider need for antibiotics
T

No

No




Threshold

Sensitivity/specificity
Site/team specific

Probably no increase in number of scans?
Increase in time pressure

2777



Radiology Workflow

1 hour a 1 hour a
CT CT CT

Requested Reported




Time to Scan

CT



Time to Scan




Where are we now?

e Scan within 1 hour.
— RVI, April to October 2018
— 95/108 patients had CT
— Mean time to scan(from request) = 3hours 18minutes.

Scan - TOTAL (95

Number Percentage
<1 hour 31 33
1-2 hours 22 23
2-12 hours 36 38
12-24 hours 4 4

>24 hours 2 2



Time to Report

Department specific
Ownership

Competing interests

Lost training opportunities?



Where are we now?

* Report within 1 hour.
— RVI, April to October 2018
— 95/108 patients had CT

Report - TOTAL (95

Number Percentage
<1 hour 37 39
1-2 hours 44 46
2-12 hours 14 15
12-24 hours 0 0

>24 hours 0 0



The Whole Picture?

* SPR/Consultant?

* RCSEng — “high risk patients (5%+ risk) should
have consultant input into diagnostic, surgical,
anaesthetic, critical care elements of their
pathway”

* In hours / OOH

_ Number  Percentage _ Number  Percentage
8 9 30 45
16 17 | 1-2hours RN 47

2-12 hours 46 49 2-12 hours 5 8
12-24 hours 22 24 [ 12-24 hours [0 0
1 1 0 0



Outsourcing in Radiology

| 33%
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* RCR. UK Workforce census 2016 report.

MRIscans H Total (X-ray, CT, MRI)

Year (to 31 March)

WTE consultants



Outsourcing in Radiology

A reality
Expensive

Discrepancy rates

— In House Consultant (3.1%/2.9%) < SPR (4.6%) <
Outsourced (8.7%)

— Clinician confidence / trust.

Might be the only viable option

* Howlett et al. The accuracy of interpretation of emergency abdominal CT in adult patients who present with non-traumatic

abdominal pain: results of a UK national audit. Clin Rad 72 (2017) 41-51.



EmLap Pathway
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Fig 1. Door to theatre times; Median, 25" & 75™ centiles Fig 2. CT request to report times; Median, 25" & 75" centiles

Sonksen, Julian & Cooke, Katie & Baig, Faisal & Patel, Rajan. (2016). Importance of enhanced access to CT scanning within an
emergency laparotomy pathway. 10.1111/anae.13350.



Some may think these standards are aspirational but they call for
a service standard currently being delivered in many other
countries. Standards are to be achieved and are not a
commentry on existing service. The only question to be asked is :
“How can we meet these standards?”

Tony Nicholson
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Purpose

* Attempt to ensure complete data collection
* Opportunity to correct errors
* Nudging behaviors in right direction

* Positive feedback



Feedback and reflection

* Needs to be:

e Contemporaneous
 Case specific L
Easy to interpret
Non-threatening Lo e
Constructive, promotes reflection e

Easy to administer

([ ] [ ] [ ]
[

Time-efficient



Mechanics

Trawl theatre logbooks/ electronic records for missing case
Complete NELA data entry for case

Work out team membership at the time

Transcribe data to feedback form in Excel

Text box summary of case and state any questions
Distribute by email

Field complaints and corrections

Update NELA register online



Example

RVI NELA Case Summary

Fla|a|afFfF|a|F|a|a|F|F

Surgeon responsible

Operating surgeon

Anaesthetist
responsible

Theatre anaesthetist




Example

RVI NELA Case Summary

Narme [
MRN 6281081G
AGE 63
Date of admission 27.3.17
Time of admission 00:40
E;T(OSSUM mortality 3.50%
Date of surgery 28.3.17
Time of anaes start 11:30
Date of discharge 31.3.17
Status at discharge Alive
NELA data entry Yes
started?

NELA data entry Yes

completed*?




Review by cons surgeon within
14 hours of admission?

Exa m p | e Documented risk assessment?

CT preop?

CT reported by cons radiologist?

RVINELA Case S
INELA ssesummany Surgery within required
timescales?

Preop review by cons surgeon?

Preop review by cons anaes?

Direct cons surgeon
|involvement in theatre?

Direct cons anaes involvement
|in theatre?

Lactate measured peri-op?

CO monitoring?

Admission to critical care from
theatres?

Antibiotics appear to have been

|indicated pre-t:ap?s

Antibiotics given pre-op?&&




RVI NELA Case Summary

Surgeon respensibie

Jr—

Theatre ana

RVI NELA Case Summary

Surpeonresom bie

Operating surgean

Anaeshetit
rospansivie

[ e—

Case

Case

[Review by cons surgeon within

Review by cans surgean within

14 howrs of admission?

110816 [oocumented risk asses:

wsase [Documented risk assessment?

e cT precp?

5 (€T preon?

oste of admission [c7 reported by cons radiologist?

IDate of acmisscn ooszone (€T reported by cans radiologist?

[Surgery within required

reme of admission
. omescales?

[surgery within e

Jrime ot samasion
[imescaies?

[Procp review by cons surgecn?

P possum martasty
A

[Frossum mortainy

s 15.00% Preap resiew by cons surgean?

oate of surgery [Precs review by cons anses?

EO 0 I

Jpate of surgery os/osa018 Preop ravierw by cons anses?

[oirect cans surgeon

rme of anses stae
| wotvement i theatre?

Irime o anaes start 1045 (irect cons surge
ewalvement in theatre?

[Oirect cons anaes involvement

oote of dacharge. [ theatre?

status atdcharge [Lactate measured peri op?
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steof discharge 19082018
Jpste of dscna /s e

Flé|f]a]|&|#

Jtarus ot hacharge: Lactate messured pest-op?

e dota entry

prtieg |co monitoring

e dota entry [Ademission to crtical care from
compietea? [theatres?

[Antibotics appear 1o have been
lindicated pre-0p?*

[Ansibiotics given pre-op7™*

ile|d|#

FEFp—

i

€0 meritoring?

N [Admisian to cribeal care from
Jromseted+ hestres?

[ nicated vepiin, theredors srTIotcs g

= 25t 2 g and intra op data every possible contemeeranecusy
anisctics sppear 1o have been i ated at time of bocking, eg surgery for pecforation, predcted peetanesl
anUbiotics given pre-0p, when 9pea to have been indicated

il#

[Artibiotics appear to have been
aficated pra-op1"

ettt goen pre-op?™*

* 2 far 25 e anl s data entry pussible conamecranesusty
*aibiotcs appear to fave bewn indcated at time of bookimg, eg surgery for perforation, seedicted pritaneal cantamination
anni [R—




RVI NELA Case Summary

Surgeonresponsle

Opersting sergeon

respossible

e
Araesthetist [r—
e

Theatre ansesthetnt

RVI NELA Case Summary

Surgeonresporsible

Operating surgeon

Araenain

Case

[review by cons surgeon within
14 hours of admission?

ossTIIM [Documented risk assessment?

Ince T preop?

loate of samission T reparted by cons radiciogist?

[Sorgery within required

[Time o admsicn
smescales?

[p-P0SSUM mortality

* TXNELA 5-10% surgeon Prec review by cons surgeon?

Joate of surgery 1317 [Precs review by cons anaes?

[owroct cans surgeon

ITim of snaes start
invoivement in thestre?

[Owcect cons anaes involvement
[oste ot dncharme s

Ststus at dacharge Lactate measured peri-op?

[NELA ot enery

ftsrtas? co monitoring?

INELA data entry [rdmission to crtical care from
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[Antbiotics appear to have been

inicated pre-op?*
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Case
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Quality Improvement

* “combined and unceasing efforts of [the team] to make the changes
that will lead to better patient outcomes, better system performance,
and better professional development” (Batelden & Davidoff, BMJ 2007)

« “ ..about making health care safe, effective, patient-centred, timely,
efficient and equitable” (The Health Foundation, 2013)

* “hard work” (saunders, 2019)



Quality Assurance

* “the maintenance of a desired level of quality in a service or product,
especially by means of attention to every stage of the process of
delivery..” (wikipaedia 2019)

* “Requires adequate resources” (saunders 2019)

e “Difficult to sustain” (saunders 2019)



How long does it take?

Trawl theatre logbooks/ electronic records for missing case
Complete NELA data entry for case

Work out team membership at the time

Transcribe data to feedback form in Excel

Text box summary of case and state any questions
Distribute by email

Field complaints and corrections

Update NELA register online



How long does it take?

N L S

Trawl theatre logbooks/ electronic records for missing case 45 mins/ week (10 mins per case)
Complete NELA data entry for case 0-30 mins

Work out team membership at the time 2-10 mins

Transcribe data to feedback form in Excel 10 mins

Text box summary of case and state any questions 5 mins

Distribute by email 2 mins

Field complaints and corrections 10 mins

Update NELA register online 5 mins

Total c40 mins per case; 3 hours per week



Sustainability

* Blocks of 1 month or 3 months?
* Double count time — emailing from theatre maybe

* NELA data manager (nurse)
* Reduced my time needed to perhaps 10 mins per case



Academic Health
Science Network
North East and North Cumbria

Lunch Break

#NENCEMLap

www.ahsn-nenc.org.uk
¥ @QAHSN_NENC



Academic Health

Science Network
North East and North Cumbria

-

Dr David Saunders and Mr Ben Griffiths

The Newcastle upon Tyne Hospitals
NHS Foundation Trust

NENC Pathway development work
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Figure 1
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Group work
NENC Pathway development work

H#NENCEMLap
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Summary, Next Steps and AOB
Dr David Saunders and Mr Ben Griffiths

The Newcastle upon Tyne Hospitals
NHS Foundation Trust

#NENCEMLap

www.ahsn-nenc.org.uk
¥ @QAHSN_NENC
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THANK YOU FOR COMING, HAVE A SAFE JOURNEY
HOME

SPEAKER PRESENTATIONS WILL BE CIRCULATED
SHORTLY

#NENCEMLap

www.ahsn-nenc.org.uk
¥ @QAHSN_NENC
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