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Executive Summary

VAT Results from 2021-2023 - the Ninth Year of the National
ERECCW I  Emergency Laparotomy Audit

NELA
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Data Collection Period: 1 April 2023 - 31 March 2024
Geographic Coverage: England and Wales

Geographical Granularity: Countries, Integrated
Care Boards, and Welsh Health Boards.
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National Early Inflammatory x British Society for

Arthritis Audit

Rheumatology

State of the Nation Summary Report 2024 Infographic

Recruitment rates continue to improve post-pandemic
All eligible units entered some data in year six.
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Treatment timeliness for early
inflammatory arthritis has improved
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Remission rates remain stable at 35%
but geographic variation persists

Percentage of EIA patients in
remission at three months

0% 20% 40%  60%

Most early inflammatory arthritis patients report that their symptoms significantly impact
their employment

National Early Inflamnmatory Arthritis Audit (NEIAA) State of the Nation Report 2023

@ 7%

[ | Employed of those who were unemployed at diagnosis said
at diagnosis this was due to their arthritis
[ | Unemployed

TE — 0%

of those who were employed at diagnosis said
they had to change their work after diagnosis
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Waiting times for Rare Autoimmune Rheumatic Diseases are highly variable (see list of diagnoses)
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Diagnosis (not GCA) negative SVV
SLE Systemic lupus erythematosus
pSS Primary Sjogren’s syndrome
SScl Systemic sclerosis
1M Idiopathic inflasnmatory myopathies
UCTD Undifferentiated/other connective tissue disease or overlap syndrome
GCA Giant cell arteritis
LVV (not GCA) Large vessel vasculitides (not giant cell arteritis)
ANCA ANCA-associated vasculitis
ANCA negative SVV Other small/medium vessel vasculitides (ANCA-negative)
Behcets Behget’s syndrome

Recommendations

Royal College of Physicians:
Ensure consultant job plan guidance includes allocated time for triage and pre-referral
specialist advice.

Integrated Care Boards and Welsh Health Boards:
Ensure commissioned rheumatology services include protected EIA clinics.

British Society for Rheumatology:
Produce a national guideline recommending that people living with EIA are offered a
DMARD on the day of their diagnosis.

Care Quality Commission and Health Inspectorate Wales:
Improve regulatory oversight of individual healthcare providers by utilising routine NEIAA
data to assess standards of care and ensure compliance with quality standards.

Department for Works and Pensions, Department of Health and Social Care, NHS England

and Welsh Health Boards:

Improve timely access to employment and mental health support programmes for people
living with EIA.

National Early Inflammatory Arthritis Audit (NEIAA) State of the Nation Report 2023
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In 2023, 1,959 people sustained a femoral
fracture as an inpatient; 1,609 (82 %) were due to In 2023;

Inpatient Falls.

In 2023: In 2023:
. . . . (1) 0, 0,
a fall and included as cases in the National Audit of 77 % ﬁ 33 % @ 65 % @D
In 2022: 74% In 2022:32% In 2022: 74%
In 2021:77% In 2021:29% In 2021: 60%
In 2020: 71% In 2020: 26% In 2020:62%

In this report, to address the potential for

harm caused by hospital-acquired deconditioning,

we present a new approach that focuses on
promoting activity using assessments to ensure
each patient is fit to move as safely as possible.
As such, the name of KPI 1 will be changing
from multifactorial falls risk assessment (MFRA)
to multifactorial assessment to optimise safe

activity (MASA).
In 2023: In 2023:

o o/ o®
57% ®© 427 =
In 2022: 45% In 2022: 39%

In 2021: 52% In 2021:39%

In 2023:
()
52%
In 2022:52% In 2022:92%
In 2021:66% In 2021:92%

© 2024 Healthcare Quality Improvement Partnership (HQIP)

Recommendations

1 Trusts and health boards (HBs) should review their policies and
practice to ensure older hospital inpatients are enabled to be as
active as possible.

39%3==

of patients had 5 or more

risk factors assessed NHS England and Welsh Government should implement national

In 2022: 37% drivers to ensure that all older people are screened for delirium
upon hospital admission using the 4AT and reviewed for changes
suggestive of a new onset of delirium for the duration of their

admission.
In 2023:

78"

In 2022:74%
In 2021:74%

Trusts and health boards should ensure that there are robust
governance processes in place to understand when post-fall checks
fail to correctly identify a fall-related injury.

Trusts and health boards should have processes in place to hasten
time to administration of analgesia after an injurious fall, to
ensure patients who sustain a femoral fracture in hospital are given
analgesia within 30 minutes of falling.

In 2023:

Trusts and health boards are encouraged to prepare for the audit
expansion in January 2025.

84

In 2022: 82%
In 2021:83%

The full EFFAP glossary is available on the RCP website.


https://www.rcp.ac.uk/improving-care/resources/falls-and-fragility-fracture-audit-programme-glossary-of-terms/
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Results at a glance

The National Neonatal Audit Programme (NNAP) assesses whether babies admitted to neonatal
units receive consistent high-quality care and identifies areas for improvement.

This poster summarises the results based on NNAP data relating to babies admitted to neonatal care

between January and December 2023, unless otherwise stated. Results displayed in the horizontal
pink bars show the range of neonatal network proportions (lowest and highest) and the pink circles

shows the overall audit proportion.

Outcomes of neonatal care

Mortality

6.4% of babies born at less than
32 weeks died before discharge
home.

0.1% decrease from previous year
(2022: 6.5%)

Necrotising enterocolitis

A 5.5% of babies born at less than
4 32 weeks developed necrotising
enterocolitis.

\l/ 0.7% decrease from previous year
(2022: 6.2%)

Preterm brain injury - Intraventricular

haemorrhage (IVH)
6.6% of babies born at less than 4%
32 weeks experienced IVH. L—

\l/ 0.9% decrease from previous year
(2022: 7.5%)

Optimal perinatal care

Antenatal steroids

52.9% of mothers of babies born at
less than 34 weeks' were given a

full course of antenatal steroids in —_
the week prior to delivery.

T 0.9% increase from previous year
(2022: 52%)

Deferred cord clamping

68.3% of babies born at less
than 34 weeks' had their cord 62.1%
clamped at or after one minute. —_—

/l\ 7.9% increase from previous year
(2022: 60.4%)

Antenatal magnesium

sulphate
85.1% of mothers of babies born 78.3%
at less than 30 weeks' were given —_—
i antenatal magnesium sulphate.
|

J/ 0.4% decrease from previous year
(2022: 85.6%)

8.2%

6.6% Ay

611%

68.3%

771%
—_—

89%
—_—

WITHIN
DAYS

Bronchopulmonary
dysplasia (BPD)

31.5% of babies born at less than 25.6%
32 weeks developed BPD or died. —

0.2% increase from previous year
(2022: 31.3%)

Bloodstream infection

4.6% of babies born at less
than 32 weeks had growth of
a clearly pathogenic organism.

\l/ 0.8% decrease from previous year
(2022: 5.4%)

Preterm brain injury -
cystic periventricular
leukomalacia (cPVL)

1.2%

2.6% of babies born at less than —_—
32 weeks experienced cPVL.

N 0% change from previous year
(2022: 2.6%)

Born in a centre with a NICU

79.6% of babies born at less than
27 weeks' were born in a centre 61.6%
with a NICU on site. L

T 0.6% increase from previous year
(2022: 79%)

Temperature on admission

80.4% of babies born at less

than 34 weeks' were admitted
with a temperature within the ﬂ 80.4% ﬂ
recommended range of 36.5°C-37.5°C.

/]\ 4.1% increase from previous year
(2022: 76.3%)

Breastmilk feeding in

first 2 days of life
62% of babies born at less than
34 weeks' received their mother's ﬂ E‘}

milk in the first 2 days of life.

/]\ 13% increase from previous year
(2022: 49%)



WITHIN Breastmilk feeding at 14 days of life

14

DAYS

AT
DISCHARGE

Be A

@ Medical follow up at two years

d

° Neonatal nurse staffing

Parental partnership in care

79.6% of babies born at less
than 34 weeks' received their
mother’s milk at 14 days of life.

90.3%

i 79.6%

0.6% increase from previous year
(2022: 79%)

Breastmilk feeding at discharge

63% of babies born at less
than 34 weeks' received their 47.4%
mother’s milk at discharge. —_—

82%

0.1% increase from previous year
(2022: 62.9%)

Parent consultation within 24 hours

95.2% of parents had a documented
consultation with a senior member .
of the neonatal team within ﬂ

24 hours of their baby's admission.

97.4%

0.7% decrease from previous year
(2022: 95.2%)

Parent inclusion in

® consultant ward rounds
38.7% of baby care days had a
consultant-led ward round with
at least one parent included.

62.3%

sl 38.7% [k

8.5% decrease from previous year
(2022: 47.2%)

Care processes and nurse staffing

On-time screening for retinopathy

of prematurity (ROP)
78.4% of eligible babies were 65.4% P 86.4%
' screened on time for ROP. —_— 7804%’ —_—

9.4% increase from previous year
(2022: 69%)

S 77% of babies born at less than
30 weeks' had a documented 61.7%
' medical follow up at the right time.
b4

90.1%

2.6% increase from previous year
(2022: 74.4%)

Non-invasive breathing support

49.3% of babies born at less than
32 weeks' received only non-

U invasive breathing support in
the first seven days of life.

57.3%

1.7% increase from previous year
(2022: 47.6%)

79.3% of nursing shifts were
staffed according to 69.3% 91.2%
recommended levels. —_ _—

8.2% increase from previous year
(2022: 711%)

#*RCPCH

Royal College of
Paediatrics and Child Health

Leading the way in Children'’s Health

Further information and resources

For neonatal services,
neonatal networks and
trusts/health boards

Full annual results

Full annual results at neonatal unit and network levels,
interactive reporting tools and unit posters are available
on NNAP Online at: www.nnap.rcpch.ac.uk

Extended Analysis Report

The NNAP 2023 Data: Extended Analysis Report, providing
in-depth results and a summary of findings by audit measure,
along with full national recommendations, local quality
improvement recommendations and links to case studies
and useful resources is available at: www.rcpch.ac.uk/nnap

For parents and families

Your Baby’s Care Guide 2023

Parents and families can find more information about the
NNAP and 2023 results in Your Baby’s Care, a guide to the
NNAP, while NNAP Online provides more in-depth results
for each neonatal unit and network in England and Wales.

Your Baby's Care: www.rcpch.ac.uk/your-babys-care
NNAP Online: www.nnap.rcpch.ac.uk

How we use information

E To find out more about how we use
information about babies experiencing
neonatal care and their mothers, visit
www.rcpch.ac.uk/your-babys-information
or scan the QR code with your phone to
read our leaflet Your Baby's Information.
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State of the Nation Report

Surveillance findings and lessons learned to inform maternity care from the UK and Ireland Confidential
Enquiries into Maternal Deaths from thrombosis and thromboembolism, malignancy and ectopic
pregnancy 2020-2022, and morbidity findings for recent migrants with language difficulties.
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Key messages
from the report 2024

275 women died during
pregnancy or up to six weeks
after pregnancy in 2020-2022

13.56 women per 100,000
died during pregnancy or up
to six weeks after pregnancy

-
(3]

Maternal
mortality rate

o

Causes of women'’s deaths

_(JMBRRACE-UK

Mothers and Babies: Reducing Risk through

@ Audits and Confidential Enquiries across the UK

2003

2022

The national risk
assessment tool must be
evidence-based, clear and
accurate

Risk happens early - define
pathways so women who need

including in the first trimester

e
AN

medication to prevent blood clots
can access it when they need it,

Consider the effects of vomiting,
dehydration, immobility and
other symptoms that can
increase risk

43 women

Blood clots 16%

Inequalities in
maternal mortality

Black women

35.10 per 100,000
maternities

Asian women

20.16 per 100,000
maternities

Most deprived areas

21.28 per 100,000
maternities

Age 35 and older

22.01 per 100,000
maternities

Overweight or obese
177/275 women

Multiple disadvantages
26/275 women

COVID-19 14%

Cardiac

disease 13%

Mental 31 women
health

conditions 11%

25 women
Sepsis 9%
Epilepsy 25 women
and stroke 9%
Other physical
conditions 7%
Obstetric 18 women
bleeding 7%
Early pregnancy
disorders 5% Remel
Other direct
causes 4% 10 women
Cancer 3% 7 women
Pre-eclampsia 3% 7 women

MBRRACE-UK - Maternal State of the Nation Report 2024



of Physicians Programme (NRAP)

| Royal College National Respiratory Audit

Organisational
audit 2024

Resourcing and organisation
of asthma and COPD care in
hospitals, and PR services in
England and Wales

Based on data from 2022-24

Publication year: 2024



Organisational audit 2024 -

- hospitals/services in England and Wales
A providing asthma, COPD and PR healthcare
participated in the audit

The report is based on data from 2022 to 2024

Adult asthma

of hospitals met the minimum
ratio of one respiratory nurse
specialist per 300 admissions

Appropriate workforce-to-patient ratios should be achieved
across England and Wales by 2026

463 %
of hospitals met the minimum

ratio of one respiratory nurse
specialist per 300 admissions

Asthma transition services should be available to all young
people transferring to adult services in England and Wales

by 2026
CYP asthma

of hospitals have at least
one element of formal
transition in place

Adult asthma

&

of hospitals have at least
one element of formal
transition in place

Access to respiratory consultant and respiratory nurse specialist to be
made available 7 days a week in hospitals in England and Wales by 2026

CYP asthma Adult asthma

of hospitals have of hospitals have of hospitals have

weekend respiratory weekend respiratory weekend respiratory
nurse availability nurse availability nurse availability

Access for CYP with asthma to tobacco dependence treatment and support

CYP asthma CYP asthma
444% 20.0% 710% 60.0%
England Wales England Wales

Provision of tobacco dependence service for Provision of tobacco dependence service for
CYPA patients CYPA parents / carers

Ensure that pulmonary rehabilitation (PR) services are resourced
to accept referrals for all eligible respiratory conditions by 2026

of services fund PR for COPD of services fund PR for of services fund PR
interstitial lung disease for bronchiectasis

of services fund PR for asthma

National Respiratory Audit Programme:

organisational audit 2024 | © Healthcare Quality Improvement Partnership 2024

National Respiratory Audit
Programme (NRAP)

Royal College
of Physicians




National Vascular Registry

State of the Nation Report 2024

Results for people who had vascular procedures during 2023 in NHS
hospitals in England, Wales, Scotland and Northern Ireland

November 2024

Commissioned by:
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Open and ® Open @ Endovascular

endovascular

(minimally invasive) 9091
procedures can be
carried out to
increase the blood 2023
flow to the legs and

feet.

2022

| | [ [ [ [ [ [ |
2,000 4,000 6,000 8,000 10,000 12,000 14,000 16,000 18,000
No. of procedures

Patient characteristics in 2023

were male
3% no
symptoms
Do . . e @
20% walking
were older were pain

than 65 years diabetic

were current
or ex-smokers

50% of patients admitted with CLTI had their
procedure within 5 days, which is the recommended

Glosy

The average is the median;

time o "
typical range" is the
WA interquartile range.
However for 16/60 hospitals, 25% In the NVR data, CLT! is defined as Chronic limbthreatening
of patients walted more than 10 patients admltteq in an emergency ischaemia (CLTI) is the most
days with constant pain or ulcers and/or severe form of PAD. where

gangrene. the blood flow to the legs
becomes severely restricted.

Patient Outcomes in 2023

Elective

Elective

Elgcjge Elective
A% 10.0%

died in hospital

were read

within 30 days died in hospital

were readmitted

Endovascular g

Emergency
18.1%

Emergency
14.6%

Elective Emergency
5 days 14 dayS
(3-8 days) |(9:25days)

Elective P EMErgency

(0-1 days) j{£s26:days)

average length of stay (typical range) average length of stay (typical range)



PAD can gradually progress in some patients and an operation to improve blood flow may no longer be possible. In
these situations, people will require amputation of the lower limb. Additionally, patients without PAD but with a
complication of diabetes may require a major amputation.

@ Above Knee @ Below Knee

[ [ | [ [ [ | |
0 500 1,000 1,500 2,000 2,500 3,000 3,500 4,000
No. of procedures

Which people had surgery in 2023?

were male @ were male

-
were older f were were older f were
than 65 years diabetic  thap 65 years diabetic

were current
or ex-smokers

8 3 0/0 were current
or ex-smokers

Hospitals should aim to have an above

knee amputation to below knee 1,695
amputation ratio less than 1. In 2023, the
national ratio was 0.85, but it varied

across the country. 18/61 (30%) of

hospitals had a ratio above 1.

Glossary |

The average is the
median; "typical range
is the interquartile
range.

Patient outcomes after amputation in 2023

Above Knee Below Knee

were readmitted died in hospital were readmitted

died in hospital within 30 days within 30 days 29 days within 30 days

within 30 days 21 days
(13-36 days)

average length of stay
(typical range)

(13-37 days)

average length of stay
(typical range)



@ Open EVAR
The number of AAAs

carried out each year has
remained fairly stable 2021
over the last few years, 2022
although they are much

less than the numbers 2023
carried out 10 years ago.

| | | |
1,500 2,000 2,500 3,000
No. of procedures

[ [
500 1,000

Open Patient characteristics EVAR
in 2023
were male were male
32060 o2
() [ )
were older ’ had high blood were older had high blood
than 65 years pressure  than 65 years pressure
o]/ Were a current were a current
or ex-smoker or ex-smoker
How were patients assessed? had pre- Waiting Times
operative CT
discussed or MRI scan
at MDT date @
meeting recorded 31% of patients with AAA
had their procedure '
o had formal within 56 days, which is Glossary
. anaesthetic the recommended time
itness review
d . S
measure of these had However for 4/62 {VIDT is a multi-disciplinary
review by hospitals, 25% of Tehaertverage is the median;
consultant patients waited "typical range” is the '
vascular more than 220 interquartile range.
anaesthetist days

Patient outcomes after surgery in 2023

were readmitted died in hospital l were readmitted
7 days within 30 days within 30 days

died in hospital

(6-10 days)

average length of stay average length of stay
(typical range) (typical range)



The number of CEAs
carried out each year has
remained fairly stable
over the last few years.

2021
2022
2023

The numbers are almost |
3,000

I
2,500

I I I I
500 1,000 1,500 2,000

I
3,500

half those carried out 10
years ago. No. of procedures
Which people had surgery? Reasons for surgery
2% Other
69% were male
14% Visual

Loss

were
diabetic

>3 "' sa e

'

were older
than 65 years

had heart
disease

Treatment times for symptomatic patients
Recommended time from symptom to surgery is within 14 days

>

Operation

average 15 days (9-26 days typical range)

Symptom Referral Seen by surgeon

[
average 4 days
(2-10 days typical range)

symptom 0§ ‘

vascularu 3, anged from
In 31/63 of units, the
averag gﬁ T 4 days

I

average 1 day
(0-5 days
typical range)

average 6 days

: (3-11 days typical range)

Glossary

A mini stroke, also known as a
transient ischaemic attack
(TIA), resolves completely
within 24 hours.

Visual loss (amaurosis fugax)
is the loss of vision in one eye
due to an interruption of blood
flow to the retina.

The average is the median;
"typical range" is the
interquartile range.

A patient showing symptoms
is known to be symptomatic.

died and/or had
a stroke within
30 days of the
procedure

Outcomes of surgery in 2023

were readmitted
within 30 days

average length of stay
(typical range)



State of the Nation Report 2024

Stroke care received between April 2023 to March 2024

Commissioned by

SSNAP
Sentinel Stroke National Audit Programme
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Summary of results for people admitted to hospital with stroke

Stroke care providers

95,222

stroke admissions

250
hospitals

Arrival at hospital

4h00m

median time from onset to arrival
at first hospital

3h55m 2022/23

Acute interventions

11.6%

of all stroke patients received

thrombolysis
O,

10.7% 2022/23
Click here to see

country rates

3.9%

of all stroke patients received
a thrombectomy

3.1% 2022/23 @
<D

Click here to see
24.9%

country rates
of eligible patients received
hyperacute intervention for
intracerebral haemorrhage within 1

hour of hospital arrival
22.8% 2022/23

6 month follow-up

38.8%

of applicable patients received
a 6 month follow-up

38.7% 2022/23

Hyperacute intervention for intracerebral haemorrhage: for patients on
anticoagulants eligible for reversal, given reversal agents within Thr of
arrival OR for patients with elevated systolic blood pressure (>150mmHg)

on admission, given anti-hypertensives within Thr of arrival.

Discharge to a combined ESD-CRT service can only be measured for the 2023/24 year and so there is no comparative data for 2022/23.
From 2024/25, a new metric for the proportion of patients assessed by a stroke-skilled clinician within 7hr of arrival will be reported. In this report, the

proportion of patients assessed by a stroke specialist consultant within 7hr of arrival has been used.

195
community services

& A

88

184
6 month follow-up
providers

Hyperacute assessment

calld

26.5%
of patients received brain imaging
within 20 minutes of hospital arrival

24.9% 2022/23

22.5%

of patients were assessed by a
stroke specialist consultant within
1 hour of hospital arrival

19.3% 2022/23

Specialist pathway

I ©

O
)0

©

&

46.7%

of patients were directly admitted
to a stroke unit within 4 hours of
hospital arrival

40.2% 2022/23

75.9%

of patients spent at least 90% of
their hospital stay on a specialist
stroke unit

72.8% 2022/23

63.4%

of patients were discharged to a
stroke/neurology specific
community rehabilitation service

61.1% 2022/23

22.9%

of patients were discharged to a
stroke/neurology specific combined
ESD-CRT service

Key: green icons show improvement against previous year, orange no change, and red worsening. Technical guidance on metrics available here.


https://www.strokeaudit.org/SupportFiles/Documents/Dataset-changes-2024/Simplified-Technical-Information-(version-2-0).aspx

Planning for the End

A review of the quality of care provided to adult patients
towards the end of life

NCEPOD Improving the quality of healthcare




EXECUTIVE SUMMARY

Each year over 600,000 people die in the United Kingdom and many of these deaths occur in hospital, despite the
majority of people saying that they would prefer not to die there. Approximately 70% of people die from long-term
health conditions that often follow a predictable course, with death anticipated well in advance of the event. The
annual number of deaths in the United Kingdom is predicted to rise to 736,000 by mid-2035. Therefore, the provision
of care at the end of life must meet the needs of the population.

The quality of care provided towards the end of life for adults with a diagnosis of dementia, heart failure, lung cancer
or liver disease were reviewed. The sampling period of death or final admission (for community deaths) was between
1st April 22 and 30th September 22. Data included 701 clinician questionnaires and the assessment of 350 sets of case
notes. In addition, organisational data were kindly supplied by the National Audit of Care at the End of Life (NACEL).

% Palliative care is not just about end of life care

During the final

Not enough patients had

: 135/439 ' :! Where a parallel planning :
access to early palliative care ™= | (30.8%) ; adm'S'SIO'n, the specialist ' approach was not taken, :
alongside existing —— | Patients : vF\)/ilrIIaait:I/ZICva;j it:i::e .\ this linked to room for :
treatments to improve © had parallel i ) :' improved clinical care for |

. plannin E | care of 230/446 (51.6%) iE 58/140 (41.4%) patients. '
symptoms and quality of life. . P g ! patients. P :

169/233 (72.5%) i
patients did not have !

I
I
; Communication was an area for
1
1
their preferences for
1
1
1
I
I

improvement and of good practice. This
included how patients and their families
were included in decisions about care being
provided, and advance care plans.

Death and dying was not
discussed as often as it could o@ o

have been. More people
need to have their end of life g_— | —_J

care wishes recorded.

care at the end of
their life recorded.

Care co-ordinators are an

(64.9%) patients. documented.

chronic conditions.

‘m : There was : : When a lead person was documented, specific :
accepted standard in cancer - * documentation of a ! end of life documentation was used in 162/243 !
services but were less @) ——| ' lead personinthe : i (66.7%) patients, compared with 44/134 :
common for other advanced ) — : records of 257/396 ! : (32.8%) where there was no lead person !

o o Seven-day ¥ 120/290 (41.4%) ! For 77/444 (17.3%)
Specialist palliative care - !

OO0 0 © specialist palliative !i patients without parallel ! patients specialist
services were not always I I I i care services were :: planning had specialist 11 palliative/end of
available in hospitals nor }[II Il : available in :' palliative care input, ! life care input
involved when needed. : 125/210 (59 5%) 'I Compared with 94/130 iI could have been

i hospitals. 3 (72.3%) who did. ' better.

.................................................................................

Training in end of life care was i Training in end of life care for all

Training to identify when O' i included in the induction i healthcare staff is needed to :
palliative or end of life care [-\/ : programme in only 137/214 : : recognise who would benefit :
will help was not always — : (64.0%) hospitals and in i+ from specialist palliative care to
provided or available. &&& : mandatory or priority trainingin ' treat the symptoms of advanced :

110/214 (51.4%) hospitals. : : chronic disease.



https://www.nacel.nhs.uk/
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National Paediatric
Diabetes Audit

First Year of Care Parent and

Patient Reported Experience
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July 2023 - January 2024
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N P D A National Paediatric
Diabetes Audit

#*RCPCH

Royal College of
Paediatrics and Child Health

Leading the way in Children's Health

NPDA First Year of Care Parent and Patient Reported

Experience Measures (PREM) 2024

The National Paediatric diabetes audit monitors the care received and
diabetes outcomes achieved by children and young people with diabetes in
England and Wales, and helps support paediatric diabetes teams, local health
systems, and policy makers to make continuing improvements to care.

This poster summarises the results reported in the 2024 PREM report, and is

based on data from July 2023 to January 2024.

Who took part?

2,712 ccionees

726 were from children and young

Availability of Specialist Advice

Almost all (97%) respondents received face-to-face
support, while 85% of parents and carers and 60% of
children and young people received support via telephone.

)
82% 7 7y, (8"

Could always contact

their diabetes team Could always access
during core 9am - appropriate advice
5pm hours 24 hours a day

Input from Data Professionals

Percentage of parents and carers who were able
to see diabetes team members at every visit:

Children's Diabetes Specialist Nurse
Diabetes Doctor
Dietitian

Psychologist

Impact on Parents’ Employment and Sleep

U—
'I'I%.

reported that they
or their partner left
employment due to due to attending to
their child’s diabetes their child’s diabetes
care needs. 30% care needs.

reduced their hours.

47%

had disrupted sleep
over 3 times a week

¥RCPCHAudits

people and 1986 from parents and carers.

Access to technology

Smart insulin pen
Continuous glucose monitor
Insulin glucose monitor
Flash glucose monitor
Closed loop system

Rate of technology being offered
to families in first year of care.

Diabetic Ketoacidosis (DKA) at Diagnosis

DKA is a life-threatening complication
of diabetes where there is a severe
lack of insulin in the body.

of parents and carers stated that
their child had DKA at diagnosis.

440/ 15% didn’t know whether they or
O their child had DKA at diagnosis.

Further Information and Resources

NPDA national reports and recommendations:

The NPDA First Year of Care Parent and Patient Reported
Experience Measures (PREMs) 2024 report includes the key
messages and recommendations based on the data. Extended
analyses of the data have also been made available. These are

available at www.rcpch.ac.uk/NPDA-PREM-Report

More on the NPDA:

The NPDA also publishes an annual report into the care
received and outcomes achieved by children and young
people in England, Wales, and Jersey. These can be found at:
www.rcpch. r r n -annual-r r

How we use information:

To find out more about how we use
data submitted to the NPDA, please
see our privacy notice. Please visit:
www.rcpch.ac.uk/resources/
national-paediatric-diabetes-audit-

transparency-open-data or scan
the QR code with your phone.

© 2024 Healthcare Quality Improvement Partnership (HQIP)



http://www.rcpch.ac.uk/NPDA-PREM-Report
http://www.rcpch.ac.uk/resources/npda-annual-reports
http://www.rcpch.ac.uk/resources/national-paediatric-diabetes-audit-transparency-open-data
http://www.rcpch.ac.uk/resources/national-paediatric-diabetes-audit-transparency-open-data
http://www.rcpch.ac.uk/resources/national-paediatric-diabetes-audit-transparency-open-data

NCMD

National Child Mortality Database

Knowledge, understanding and
learning to improve young lives

Child deaths due to
Asthma or Anaphylaxis

National Child Mortality Database
Programme Thematic Report

Data from April 2019 to March 2023

Published December 2024

www.ncmd.info " HQIP


http://www.ncmd.info

Child deaths due to asthma — key findings

NCMD

National Child Mortality Database

www.ncmd.info

Child deaths due to asthma
Themes from CDOP reviews

_S

Smoking by Poor communication
family members between and within services

¥ :

N

Concerns about No asthma action
abuse or neglect plan in place

A ¥ 9

Poor indoor Pets in the Allergies
air quality house



http://www.ncmd.info

Child deaths due to anaphylaxis — key findings

Child deaths due to anaphylaxis

Themes from CDOP reviews

Most common food @ D O
allergies

Nuts Milk Eggs

NCMD

National Child Mortality Database

www.ncmd.info
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Check out the Data & Improvement Tool

CVDPREVENT
CVDPREVENT Annual Audit Report 2024 - Key findings
Data up to 31st March 2024

CVDPREVENT is a national primary care audit that automatically extracts routinely held GP data
about the prevention of cardiovascular disease, for more information click here. This infographic
summarises the key findings from the 2024 annual report which can be found here, highlighting

key pieces of the data from March 2024.

HYPERTENSION
Key finding 1
499,314
patients
need to be :::§§ . .
treated to meet _ ( 1% | of patients with
the 77% hypertension were treated to
ambition®) set by the recommended blood
NHS England

pressure (BP) threshold, this
compares to 69% in March
2023

Key finding 2 .
They were less likely

1in4d people with ® O O © thanpeople in older
hypertension were age groups to be

aged 18 - 59 years treated to
recommended BP
threshold
CHOLESTEROL
Key finding 5
100% 62% of patients with no
cardiovascular disease (CVD) and a
50% <€— 60% QRISK score over 20% had a
ambition  prescription for lipid lowering
0% therapy (LLT), hitting the 60%
ambition set by NHS England
Key finding 7

Looking at patients with diagnosed CVD

T
VRS

8 in 10 people in the black
ethnic group
compared to
9in 10 people in the Asian
ethnic group

ATRIAL
FIBRILLATION (AF)

Key finding 8

90% ambition set by NHS England

of patients
with AF at
high-risk of
stroke were
prescribed an
anticoagulant,
meeting the
90%
ambition®

92%

Key finding 6

37% of patients

with CVD had their
cholesterol lowered
to threshold®

March 2022 March 2024

This compares to
24% in March 2022
when this
indicator was first
reported

had a current prescription for LLT

1) NHS priorities and operational planning guidance 2023/24
2) Public Health England, 2019

(
(
(3) Threshold refers to the 2023/24 QOF threshold of non-HDL cholesterol less than 2.5mmol/I or LDL-cholesterol less than 1.8mmol/I.
(
(

4) Blood pressure over 160/100mmHg

5) Mortality rates calculated for people as per CVDPREVENT outcomes analysis. For more information, please read our guidance.

o Haip 2024 England

INHS JE
of Health &
Social Care



https://www.cvdprevent.nhs.uk/about
https://www.cvdprevent.nhs.uk/
https://www.england.nhs.uk/wp-content/uploads/2022/12/PRN00021-23-24-priorities-and-operational-planning-guidance-v1.1.pdf
https://www.gov.uk/government/publications/health-matters-preventing-cardiovascular-disease/health-matters-preventing-cardiovascular-disease
https://data.cvdprevent.nhs.uk/outcomes-intro

CVDPREVE NT Check out the Data & Improvement Tool
CVDPREVENT Annual Audit Report 2024 - Key findings
Data up to 31st March 2024

In February 2024 the CVDPREVENT audit data was linked to hospital and deaths records to better
understand the health outcomes of its patients. Using this linked dataset, outcomes indicators
were developed and are now being reported on by the audit. Click here to find out more about
these indicators and view key findings around mortality and health inequalities below, as
identified in the CVDPREVENT 2024 Annual Audit Report.

MORTALITY & INEQUALITIES

Key finding 3

People with hypertension with ‘high’ and ‘very high’ BPs® on 15t April 2023 were more likely to
die® from CVD than those with lower risk blood pressures, measured 15t April 2023 - 31t March
2024

Mortality from cardiovascular disease among patients with hypertension aged 18 to 79 (Age-
standardised rate per 100,000 person years)

Very high risk  |INEREBE N  531.6
High risk I £30.5
Moderate risk NG  343.3
Treated to target NN 334.2

0 100 200 300 400 500 600 700 800 900

Key finding 4

Looking at patients who had a diagnosis of hypertension as of 15t January 2023

The CVD mortality rate(®) 2 IMES when compared to CVD
for the most deprived mortality rate for the least
quintile was HIGHER deprived quintile

Key finding 9 Mortality from stroke/heart attack among patients with CVD

by ethnicity
Looking at patients with c00
CVD, mortality from ]
(5) X . Q «» 400
stroke'® was highest in ¢ 5
o (0]
the black ethnic group o = <9
Q e
and mortality from heart g @ 200
attack® was highest in € & 100 I I I I I
0 . o
the Asian ethnic group g S
7 g Asian Black Mixed Not Stated Other White
(O]
(@)]
< W Mortality from stroke W Mortality from heart attack

(1) NHS priorities and operational planning guidance 2023/24

(2) Public Health England, 2019

(3) Threshold refers to the 2023/24 QOF threshold of non-HDL cholesterol less than 2.5mmol/I or LDL-cholesterol less than 1.8mmol/I.
(

(

4) Blood pressure over 160/100mmHg

5) Mortality rates calculated for people as per CVDPREVENT outcomes analysis. For more information, please read our guidance.
o Haip 2024 England

Department
of Health & Y
Social Care s



https://www.cvdprevent.nhs.uk/
https://dev.cvdprevent.nhs.uk/outcomes-intro
https://www.england.nhs.uk/wp-content/uploads/2022/12/PRN00021-23-24-priorities-and-operational-planning-guidance-v1.1.pdf
https://www.gov.uk/government/publications/health-matters-preventing-cardiovascular-disease/health-matters-preventing-cardiovascular-disease
https://data.cvdprevent.nhs.uk/outcomes-intro
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Perinatal confidential enquiry
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The care of recent migrant women with language barriers \@ MBRRACE-UK

who have experienced a stillbirth or neonatal death Kg s anel Confdontel Enquirios acras the UK

0,
The care of 25 women and Ll e liet 2 ey

their babies was reviewed

mother-baby pairs received
care graded as ‘Good’

m Good care; no improvements
identified

‘ 28%

Care grading

] Care improvements identified
that didnt affect the outcome

The women arrived in the UK less
than two years prior to giving birth Medical notes reviewed
and had a preferred language by clinical experts
other than English

Care improvements identified
[ that may have affected the
outcome

@ Language barriers and interpretation

96% Almost all of the women had a documented need for an
© interpreter.

There were 589 separate contacts with healthcare services, but

only 27% took place with a documented professional interpreter.

m: 50% of contacts took place without any documented interpreter.

@ Gaps in antenatal care

68% of women didn't book their pregnancy, or booked late in their

™
B] pregnancy.
X
1

24% of women who booked their pregnancy received antenatal
care in line with national guidance.

52% of women had an opportunity to talk about their mental
health during the antenatal period.

€ Bereavement care in the community

59% of women whose baby died received documented bereavement care in the
community.

@ Research and service development gaps

. Lack of research to inform service development for women new to the UK and non-English speakers.

«  Services do not meet the needs of these women effectively.

UNIVERSITYOF

0 IVHS [ A
H QI P BIRMINGHAM [INHS| [ ] @ Chelsea and ﬂcE)RETLI'?T ON
Healthcare Quality The Newcastle upon Tyne HosPitaIs Stillbirth & neonatal death charity WEStminSter Hospital UNIY :

Improvement Partnership NHS Foundation Trust TI MMS NHS Foundation Trust
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Pl Paediatric Intensive Care Audit Network N VERS Y O '1
Level 3 National Paediatric Critical Care Audit LEICESTER F
UNIVERSITY OF LEEDS

picanet.org.uk - picanet@leeds.ac.uk

State Of th e N ati on Repo rt 20 24 Respiratory admissions were the most common primary

diagnosis, making up just under 30% of all PICU admissions

Admissions to paediatric intensive care across the UK and Republic in 2023
of Ireland, 2021 - 2023 6,000
Admissions per
month < 5,000 -@-Respiratory
2,000 g 4,000
.é 3,000 -@-Cardiovascular
=
< 2,000
1 500 -®-Endocrine /
! 1,000 metabolic
0
2019 2020 2021 2022 2023
1 000 Year
In-PICU mortality, 2019 - 2023
Mortality for children in PICU was 3.7% of
500 | — ?023 admissions (an improvement from 3.9% Deaths per
in 2022) 100
admissions
4.0
315
OIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII - : 30

2021 2022 2023 05

2.0

o 2019 2020 2021 2022 2023
Month of admission

JH IP Ju National Office of Belfast Health and °‘§= GG~ NHS m
Q . |r Eg@ux N Clinical Audit st/ Social Care Trust NHS oo



https://www.picanet.org.uk/
mailto:picanet@leeds.ac.uk?subject=State%20of%20the%20Nation%20Report

Pl Paediatric Intensive Care Audit Network
Level 3 National Paediatric Critical Care Audit
UNIVERSITY OF LEEDS

picanet.org.uk - picanet@leeds.ac.uk

Key Metrics

Ethnic distribution of PICU admissions 2021 - 2023

100%
’ H Not stated or
90% unknown

80% H Other ethnic
The percentage of group

o q 70%
admission from

Asian and Black %

ethnicities %

increased in 2023 : Asian or Asian

to 18.3% from British

oy -

17.1% in 2022 B Mixed or
20% multiple ethnic
. groups
o B White

2021 2022 2023

PICU admissions by deprivation level 2021 — 2023

Least deprived B Most deprived

77% of PICU
admission records
met the 2-month
Paediatric Critical
Care Society Quality
Standard in 2023

The percentage of emergency transports
being mobilised within 30 minutes increased

year on year from 2021 to 2023

M0 to 30 mins M 31 to 60 mins 61 to 180 mins 1181 mins and above

65%

Children living in

Generalpopulation  20%  20%  20% [EEPYINEEEPIRN the highest
areas of

deprivation were

o more likely to be
PICU admissions 14% 15% 18% 23% 30% admitted to a

PICU

2000 3000

Number of emergency transports Deprivation level

() Ju National Office of Belfast Health and GIG ~ NHS
- HQIP ar HHeaE':mﬁux N Clinical Audit m Social Care Trust °'§°NH5 et
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