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Deaths due to vehicle collisions

4  RCPCH (2020)
5  Davis et al (2001)
6  Sonkin et al (2006)

Introduction

�*�O�R�E�D�O�O�\�����U�R�D�G���W�U�D�I�Þ�F���D�F�F�L�G�H�Q�W�V���D�U�H���W�K�H���O�H�D�G�L�Q�J���F�D�X�V�H���R�I���G�H�D�W�K��
�D�P�R�Q�J���F�K�L�O�G�U�H�Q���D�Q�G���\�R�X�Q�J���S�H�R�S�O�H���D�J�H�G�������������\�H�D�U�V4. This 
report uses the term “collisions” rather than “accidents” since 
most injuries and their precipitating events are predictable 
and preventable5. Children and young people can be involved 
in vehicle collisions in a number of ways, for example, as a 
pedestrian, as the driver of a vehicle or as a passenger in a 
vehicle. 

Road danger is a strong disincentive to active transport (i.e., 
walking and cycling). A survey of parents of primary school 
children in inner London in 1998 found that 90% of parents 
were worried about the safety of their children as pedestrians 
on the school–home journey6. Fear of pedestrian injury may 
�H�Q�F�R�X�U�D�J�H���J�U�H�D�W�H�U���F�D�U���X�V�H�����O�H�D�G�L�Q�J���W�R���K�L�J�K�H�U���P�R�W�R�U�L�V�H�G���W�U�D�I�Þ�F��
volumes and greater risks to pedestrians.



Deaths due to violence and maltreatment

12  Babinski et al (2016) 

Introduction

The 2030 Agenda for Sustainable Development adopted by 
all United Nations member states in 2015 is centred around 
17 Sustainable Development Goals (SDGs) for urgent action 
by all countries. SDG target 16.2 aims to end violence against 
children. 

�*�O�R�E�D�O�O�\�����R�Y�H�U���K�D�O�I���R�I���D�O�O���F�K�L�O�G�U�H�Q���D�J�H�G�������������\�H�D�U�V���K�D�Y�H��
experienced violence in the past year12. The World Health 
Organisation Global Status Report on preventing violence 
against children (2020) highlights that over the course of their 
lifetime, children exposed to violence are at increased risk of: 
�P�H�Q�W�D�O���L�O�O�Q�H�V�V���D�Q�G���D�Q�[�L�H�W�\���G�L�V�R�U�G�H�U�V�����K�L�J�K���U�L�V�N���E�H�K�D�Y�L�R�X�U�V���O�L�N�H��
alcohol and drug abuse, smoking and unsafe sex; chronic 
diseases such as cancers, diabetes and heart disease; 
�L�Q�I�H�F�W�L�R�X�V���G�L�V�H�D�V�H�V���O�L�N�H���+�,�9�����D�Q�G���V�R�F�L�D�O���S�U�R�E�O�H�P�V���L�Q�F�O�X�G�L�Q�J��
educational under attainment and further involvement in 
violence, and crime.

https://pubmed.ncbi.nlm.nih.gov/26810785/
https://sdgs.un.org/2030agenda
https://www.who.int/publications/i/item/9789240004191
https://www.who.int/publications/i/item/9789240004191


Deaths due to drowning

Introduction

The World Health Organisation Global Report on Drowning 
(2014) highlights that drowning is among the 10 leading 
causes of death of children and young people in every 
region of the world, with children aged under 5 years 
�G�L�V�S�U�R�S�R�U�W�L�R�Q�D�W�H�O�\���D�W���U�L�V�N�����,�Q���$�X�V�W�U�D�O�L�D�����G�U�R�Z�Q�L�Q�J���L�V���W�K�H���O�H�D�G�L�Q�J��
cause of unintentional injury death in children aged between 
���������\�H�D�U�V���D�Q�G���L�Q���W�K�H���8�Q�L�W�H�G���6�W�D�W�H�V���R�I���$�P�H�U�L�F�D�����G�U�R�Z�Q�L�Q�J���L�V���W�K�H
second leading cause of unintentional injury death in children
�D�J�H�G���E�H�W�Z�H�H�Q�������������\�H�D�U�V��

Drowning is consistently recognised as a highly preventable 
�S�X�E�O�L�F���K�H�D�O�W�K���F�K�D�O�O�H�Q�J�H�����Z�L�W�K���P�R�V�W�O�\���O�R�Z���F�R�V�W���V�R�O�X�W�L�R�Q�V�����V�X�F�K��
as installing barriers to control access to water hazards, 
�V�X�S�H�U�Y�L�V�L�R�Q���I�R�U���\�R�X�Q�J�H�U���F�K�L�O�G�U�H�Q���D�Q�G���W�H�D�F�K�L�Q�J���V�F�K�R�R�O���D�J�H��
children basic water competency. 

Effective policies and legislation are also important for 
drowning prevention including a national water safety strategy. 
The UK recognised the importance of a national drowning 
strategy in 2015, when the National Water Safety Forum 
published “A future without drowning: the UK Drowning 
�3�U�H�Y�H�Q�W�L�R�Q���6�W�U�D�W�H�J�\��������������������” to contribute to a  

https://www.who.int/publications/i/item/global-report-on-drowning-preventing-a-leading-killer
https://www.nationalwatersafety.org.uk/
https://www.nationalwatersafety.org.uk/media/1005/uk-drowning-prevention-strategy.pdf
https://www.nationalwatersafety.org.uk/media/1005/uk-drowning-prevention-strategy.pdf
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National Audit of Care at the End of Life 2022
Key findings at a glance

Case notes recorded that the 
patient might die within hours 
or days

87% 95%
Case notes, with an individualised 
plan of care, recorded a discussion 
(or reason why not) with the 
patient regarding the plan of care

98%
Case notes recorded a discussion 
(or reason why not) with 
families/carers regarding the 
possibility the patient may die  

7,620
Case Note Reviews 

(CNR)

3,600
Quality Surveys 

(QS)

11,143
Staff Reported 

Measures (SRM)

76%

Case notes recorded an 
individualised plan of care

87%

Case notes recorded extent 
patient wished to be involved in 
care decisions, or a reason why 
not 

54%

Families/carers were asked 
about their needs

Families/carers felt the quality 
of care provided was good, 
excellent or outstanding

71%
Care provided to the 

patient

66%
Care provided to 
families/carers

Hospitals have face-to-face 
specialist palliative care service 
available 8 hours a day, 7 days a 
week

60%

Staff feel confident they can 
recognise when a patient 
might be dying imminently

Staff feel supported by their 
specialist palliative care team

Staff feel they work in a culture 
that prioritises care, 
compassion, respect and dignity

85% 82% 83%

(CNR �Ô Cat 1) (CNR�Ô Cat 1) (CNR �Ô Cat 1)

(CNR �Ô Cat 1) (CNR �Ô Cat 1)

(QS) (QS) (H/S)

(SRM)

214
Hospital/site 

overviews (H/S)

�
�B�p�O���b�d�s�O�p���o�O�K�d�o�M�O�M���l�B�s�W�O�b�s�Ü�p��
hydration status assessed daily 
once dying phase recognised

79%

(CNR �Ô Cat 1)



Improving the quality of healthcare

Making the Cut?
�����Œ���À�]���Á���}�(���š�Z���������Œ�����Œ�������]�À���������Ç���‰���Ÿ���v�š�•���µ�v�����Œ�P�}�]�v�P��
�•�µ�Œ�P���Œ�Ç���(�}�Œ�����Œ�}�Z�v�[�•�����]�•�����•��
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2. �D�����/�����d�/�K�E���&�K�Z�����Z�K�,�E�[�^�����/�^�����^�����^�,�K�h�>�����������D���E���'���������&�&�����d�/�s���>�z�����d�����>�>���^�d���'���^���K�&��THE PATHWAY 

3. ���K�E�^�/�����Z���^�h�Z�'���Z�z�����^�������W�K�d���E�d�/���>���d�Z�����d�D���E�d���K�W�d�/�K�E���&�K�Z���W���d�/���E�d�^���t�/�d�,�����Z�K�,�E�[�^�����/�^�����^�� 

4. PERFORM SURGERY PROMPTLY ONCE A DECISION TO OPERATE HAS BEEN MADE 

5. MAKE SURE THAT THE HANDOVER OF CARE FROM THE SURGICAL TEAM TO THE MEDICAL TEAM IS ROBUST 

EXECUTIVE SUMMARY 

 

Reviewers reported that 
referral for a colorectal 
surgical opinion should 
have occurred earlier in 
41/218 (18.8%) patients. 

 

 

56/278 (20.1%) patients, identified in the 
reviews, encountered more than one delay 
in the elective surgery pathway and 14/34 
patients had adverse outcomes due to 
complications and the need for a stoma.  

 

Re-�����i�µ�•�š�u���v�š�•���}�(�����Œ�}�Z�v�[�•�����]�•�����•����
medication may be required after surgery 
to reduce the postoperative risks of 
immunosuppression, yet a pharmacist was 
only involved for 258/553 (46.7%) patients. 
 

 

299/553 (54.1%) patients 
saw neither an inflammatory 
bowel disease (IBD) nurse 
nor a gastroenterologist 
postoperatively.  

 

To assess the �‹�µ���o�]�š�Ç���}�(�������Œ�����‰�Œ�}�À�]���������š�}���‰���š�]���v�š�•�����P�������í�ò���Ç�����Œ�•�����v�����}�À���Œ�U���Á�Z�}���Z�������������]���P�v�}�•�]�•���}�(�����Œ�}�Z�v�[�•�����]�•�����•�������v�����Á�Z�}��
underwent an operation, data were collected from two sample periods: 1st September 2019 to 29th February 2020 and 1st 
September 2020 to 28th February 2021 inclusive to account for influence of the COVID-19 pandemic. Analysis was undertaken 
on questionnaires from 553 clinicians, 414 sets of case notes, and 138 organisational questionnaires, supported by qualitative 
data from patient surveys and focus groups. 
 

 

CONCLUSION 

Surgery for patients �Á�]�š�Z�����Œ�µ�P���Œ���•�]�•�š���v�š�����Œ�}�Z�v�[�•�����]�•�����•�����•�µ�Œ�P���Œ�Ç��should be considered earlier in the treatment pathway for 
patients, instead of surgery being perceived as a failure of medical care. Once a decision to perform surgery has been made 
it should be undertaken within a month to prevent patients on elective waiting lists deteriorating and requiring emergency 
surgery. Furthermore, closer working between all members of the multidisciplinary team would benefit patients, to reduce 
delays as well as providing all the holistic care that �‰���š�]���v�š�•���Á�]�š�Z�����Œ�}�Z�v�[�•�����]�•�����•����need. 

1. �W�Z�K�s�/�������,�K�>�/�^�d�/�����^�h�W�W�K�Z�d���&�K�Z�����>�>���W���d�/���E�d�^���t�/�d�,�����Z�K�,�E�[�^�����/�^�����^���� 

�W���š�]���v�š�•���Á�]�š�Z�����Œ�}�Z�v�[�•��
disease have many wider 
health needs e.g. 
psychological, dietary and 
peer support. 

 

The reviewers found evidence of 
psychological support across the care 
pathway in just 30/332 (9.0%) cases 
reviewed, even though patients had 
undergone major surgery. 

This would ensure 
patients are taking the 
correct medication 
before, during and after 
surgery. 

Surgery should not be 
perceived as a failure of 
medical management and 
could be undertaken 
sooner. 

This would prevent elective 
patients becoming emergencies 
���v�����Œ�����µ�������š�Z�����Œ�]�•�l���}�(���������Œ�}�Z�v�[�•��
flare when medications are 
altered pre-operatively. 

Early involvement by 
the inflammatory bowel 
disease team would 
promote joined up care 
after surgery. 

 

Services that the patients would 
have liked but did not receive 
included psychological support 
(132/310; 42.6%) and dietetic 
support (108/310; 34.8%). 

 

There was room for improvement in 
the management of medication for 
45/222 (20.3%) patients e.g. the use 
of prophylaxis (15) and/or a delay in 
starting/reviewing medication (10). 

 

253/414 (61.1%) patients were 
�š���l�]�v�P���u�����]�����š�]�}�v�•���(�}�Œ���š�Z���]�Œ�����Œ�}�Z�v�[�•��
disease, and of these, complications 
or side effects of the medication 
were recorded in 38/253 (15.0%). 

 

128/301 (42.5%) patients waited more 
than 18 weeks (126 days) before their 
operation was carried out (unknown for 
63 patients) and 30/311 (10.0%) patients 
waited more than six months for surgery.  
 

 

Only 18/138 (13.0%) 
hospitals reported local 
targets in place for the 
�•���Z�����µ�o�]�v�P���}�(�����Œ�}�Z�v�[�•��
disease surgery. 
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State of the Nation Report
UK Perinatal Deaths for Births from January to December 2021

1. Perinatal mortality rates increased across the UK in 2021

2. There was wide variation in stillbirth and neonatal mortality rates

Stillbirths per 1,000 total births

Country 2020 2021

UK 3.33 3.54

England 3.29 3.52

Scotland 3.72 3.27

Wales 3.48 3.88

Northern Ireland 3.38 4.09

Neonatal deaths per 1,000 live births

Country 2020 2021

UK 1.53 1.65

England 1.50 1.60

Scotland 1.47 1.91

Wales 1.64 1.70

Northern Ireland 2.37 2.46

Most common causes of stillbirth Most common causes of neonatal death

Births before 37 completed weeks’ gestational 
age accounted for 75% of stillbirths and late fetal 
losses and 73% of neonatal deaths

Congenital anomalies continue to contribute to a 
signi�cant proportion of perinatal deaths

Preterm

Neonatal deaths per 1,000 live births
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Deprivation DeprivationEthnicity Ethnicity

3. Stillbirth and neonatal mortality rates increased in almost all gestational age groups

4. Inequalities in mortality rates by deprivation and ethnicity remain

5. The most common causes of stillbirth and neonatal death are unchanged

Stillbirths per 1,000 total births

Stillbirths per 1,000 total births

Gestational age Rate Change since 2020

22 to 23 weeks 472.7 4% increase

24 to 27 weeks 212.1 7% increase

28 to 31 weeks 81.7 12% increase

32 to 36 weeks 16.4 6% increase

37 to 41 weeks 1.19 3% decrease

Neonatal deaths per 1,000 live births

Gestational age Rate Change since 2020

22 to 23 weeks 660.5 2% increase

24 to 27 weeks 160.0 18% increase

28 to 31 weeks 34.0 11% increase

32 to 36 weeks 5.35 No change

37 to 41 weeks 0.66 2% increase

All deaths Excluding deaths due to 
congenital anomalies All deaths Excluding deaths due to 

congenital anomalies

Neonatal deathsStillbirths

Percentage of organisations with mortality rates within 5% of the group average

Comparator group
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