	Provider line of sight table on report recommendations for submission to the funders

	Please can the provider complete the following details to allow for ease of access and rapid review

	Project and Title of report, including HQIP Ref.
e.g., Ref. XXX, Project and report title
	Ref 605, National Emergency Laparotomy Audit, Tenth Patient Report of the National
Emergency Laparotomy Audit, April 2023 to April 2024

	1. What is the report looking at/what is the project measuring?
	Clinical Audit of adult patients having emergency bowel surgery.

	2. What countries are covered?
	England, Wales

	3. The number of previous projects (e.g., whether it is the 4th project or if it is a continuous project)
	Continuous project

	4. The date the data is related to (please include the start and end points – e.g., from 1 January 2016 to 1 October 2016)
	1 April 2023 – 23 April 2024

	5. Any links to NHS England objectives or professional work-plans (only if you are aware of any)
	

	Please can the provider complete the below for each recommendation in the report
	

	
No.
	Recommendation
	Intended audience for recommendation
	Evidence in the report which underpins the recommendation (including page number)
	Current national audit benchmarking standard if there is one 
	Associated NHS payment levers or incentives’
	Guidance available (for example, NICE guideline)
	% project result if the question previously asked by the project (date asked and result). If not asked before please denote N/A. This is so that there is an indication of whether the result has increased or decreased and over what period of time

	1
	Should continue to work together to update and develop consensus pathways of care for patients who might require emergency abdominal surgery. Pathways should contain statements around seniority of key decision makers and ideal timeliness of key steps including antibiotic administration and timing of definitive surgery.
	Royal College of Anaesthetists, Royal College of Emergency Medicine, Royal College of Nursing, Royal College of Radiologists, and Royal College of Surgeons of England
	· Page 7: Only 1,381 (8.4%) ‘RCS Immediate’ patients arrived in theatre within 6 hours of arrival at hospital, and 75% of patients spent more than 10.2 hours between arriving at hospital and arriving in theatre
· Page 7: Only about a third of patients with suspected infection received antibiotics within 3 hours (25% waited at least 5.8 hours). For those with suspected sepsis or septic shock, only 15.3% met the target of 1 hour (25% waited more than 5.8 hours)
	· The high-risk general surgical patient: raising the standard. RCS Eng 2018 notes control of the source of sepsis by surgery or other means should be urgent once diagnosed and underway within a maximum of six hours.
· Statement on the initial antimicrobial management of sepsis. AoMRC 2022 v2 notes patients with a suspected “surgical” source of infection and NEWS2 of 1-4 should receive antimicrobials within 3 hours of recorded NEWS2 abnormality and patients with a suspected “surgical” source of infection and NEWS2 of 5+, or >=3 in any one variable, should receive antimicrobials within 1 hour of recorded NEWS2 abnormality.
	None
	· The high-risk general surgical patient: raising the standard. RCS Eng 2018
· Statement on the initial antimicrobial management of sepsis. AoMRC 2022 v2
	N/A. NELA has previously evaluated timeliness to theatre and timeliness to antibiotics, but calculations to compute compliance changed in year 10, make comparison with previous years difficult.

	2
	Should highlight current guidelines around the need for effective two-way direct communication between referrer and reporter whenever the patient’s condition or CT predicted findings suggest the patient has developed time-critical pathology.
	Royal College of Anaesthetists, Royal College of Emergency Medicine, Royal College of Radiologists, Royal College of Surgeons
	· Page 5: 12.4% of patients met this composite standard.
	· The high-risk general surgical patient: raising the standard. RCS Eng 2018 notes for patients requiring immediate surgery CT scanning should be undertaken immediately. CT results should be reported by a senior radiologist (ST3 and above) within one hour of being undertaken, regardless of urgency of request. Guidance also notes for high-risk general surgery patients being considered for major surgery, there should be joint preoperative discussion between senior surgeon (ST3 and above) and senior radiologist (ST3 and above), either in person or by telephone.

	None
	· The high-risk general surgical patient: raising the standard. RCS Eng 2018

	N/A. NELA changed the standard of care associated with CT scans in Year 10, therefore we cannot compare results with previous years. 

	3a
	Should evaluate variations in critical care bed capacity for patients undergoing emergency laparotomy, factoring a predicted need of 30-40 EmLap-related critical care admissions per year per 100,000 adult population served.
	NHS England, Integrated Care Boards, and Welsh Health Boards
	· Page 7: Overall, 77.6% of high-risk patients were admitted directly to CC postoperatively

· Page 8: High-risk patients who were discharged to the ward had an observed mortality rate of 4.6%
	· The high-risk general surgical patient: raising the standard. RCS Eng 2018 notes patients with an end-of-operation risk of death of 5%+, by any measure, should be admitted directly to critical care.
	None
	· The high-risk general surgical patient: raising the standard. RCS Eng 2018

	· In the year 9 report, NELA noted that 80.3% of high-risk patients were admitted to critical care. 13.9% of high-risk patients were discharged to a normal ward, with a 7% mortality rate. 

	3b
	Should consider commissioning research into optimum placement and management of patients at the margins of risk categories to better understand potential early interventions that could mitigate the risk of dying after surgery.
	National Institute for Health and Care Research
	· Page 7: Overall, 77.6% of high-risk patients were admitted directly to CC postoperatively

· Page 8: High-risk patients who were discharged to the ward had an observed mortality rate of 4.6%

· Table 11.2: 16.9% of high-risk patients were discharged to a normal ward
	· The high-risk general surgical patient: raising the standard. RCS Eng 2018 notes patients with an end-of-operation risk of death of 5%+, by any measure, should be admitted directly to critical care.
	None
	· The high-risk general surgical patient: raising the standard. RCS Eng 2018

	· In the year 9 report, NELA noted that 80.3% of high-risk patients were admitted to critical care. 13.9% of high-risk patients were discharged to a normal ward, with a 7% mortality rate.

	4
	Should work together across the blended workforce to develop common competency-based training and education around optimising perioperative care for older patients and those living with frailty, such that the unmet need for specialist care can be more reliably delivered.
	Royal College of Anaesthetists, Royal College of Nursing, Royal College of Physicians, Royal College of Surgeons of England, and British Geriatrics Society
	· Page 8: Of 5,918 patients aged 65 or older and living with frailty, or over 80 regardless of frailty status, 2,102 (35.5%) received specialist input following surgery from a member of the perioperative frailty team
	· All hospitals should have a perioperative frailty team with expertise in CGA providing clinical care through the pathway
	· Emergency laparotomy Best Practice Tariff
	· Guideline for perioperative care for people living with frailty undergoing elective and emergency surgery. Centre for Perioperative Care 2021.
	· In NELA year 9, 33.2% of patients aged 65 or older and living with frailty, or aged 80 or older regardless of frailty status, received multidisciplinary perioperative input by members of a geriatrician-led team. However, the definition of ‘perioperative input’ for elderly care has changed throughout the audit, making direct comparison to previous years difficult. 



Appendix 20: Line of sight table v4, June 2023										Page 2 of 2
