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A Listening to Patientg, A Perspective from the Patient Safety Commissioner

Professor Henrietta Hughes OBfatient Safety Commissioner

A The Role of the National Joint Registry in Patient Safety

Chris BoultonDirector of Operations, National Joint Registry

A Using National Maternity Data to Drive Patient Safety Improvement

Faith SheildDirector of Midwifery, Northern Care Alliance NHS Foundation Trust

A From Incident to Improvement: Using Epilepsy12 Data to Commission a Safer First Seizure Pathway
Dr Colin Dunkleyzonsultant Paediatrician, Sherwood Forest Hospitals, Epilepsyl12 Clinical Lead

A Update from Patient Safety Learning

Clare WadeDirector, Patient Safety Learning

A Q&A
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Being seen and hear Asking questions Recommendations

wEvent recorded wUse the Q&A to post your wlLaptop/PC, not phone
wMics off for background noise guestions wTry browser version, not app
wCameras on, if you are happy wContact us via HQIP website if  If needed, rejoin using rejoin
to Q&A unavailable for you button on screen or original
Teams link

Don't forget to share on social mediZCAAW?26
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Patient Safety 89

Role of the PSC Commissoner
Promote patient Directly accountable to
safety and the value of Parliament, independent of
istening to  patients In government and the health
relation to medicines system. Special legal powers
and medical devices. to request information and

make recommendations.



Patient Safety 89

Patient Safety Principles Commisiont

A Create a culture of safety

A Put patients at the heart of everything
A Treat people equitably

A Identify and act on inequalities

A Identify and mitigate risks

A Be transparent and accountable

AUse data to drive improved care &
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Number of medication errors made Iin England

P

Medication errors in England

237 million

drug mistakes are made each year

i

L5*

T

0
28 /o could cause moderate or
severe harm

700 deaths caused by errors

22300 more deaths could be
related to mistakes

Source: Manchester. York and Sheffield
Jniversities
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OECD burden of adverse drug reactions

Costs from Added length of

avoidable stay due to
admissions due + preventable hospital-

to medication- acquired medication-

related harms related harms in OECD countries, annually

de Bienassis, MO " gv" cn0"*4244+. "1uVjg"gegqpgqokeu"gh"ogfkecvkqgp"
safety through collective, real-v k o0 g " n gQECIpP HKeplth Working PaperdNo.147, OECD
Publishing, Paris, https://doi.org/10.1787/9a933261 -en
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Recommendation to NHS England on the safe use of the
most potent teratogens

Number of females prescribed valproate during pregnancy within a 6 month
period
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Apr Oct Apr Oct Apr Oct Apr Oct Apr Oct Apr Oct Apr Oct Apr
2018, 2018 2019 2015, 2020 2020.. 2021. 2021. 2022 2022 2023 202, 2024. 2024. 2025.

NHS England, Medicines in pregnancy: During pregnancy facts dashboard


https://tabanalytics.data.england.nhs.uk/t/Public/views/MedsPreg/DuringPregFacts?%3Aembed=y&%3AisGuestRedirectFromVizportal=y
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https://www.england.nhs.uk/patient-safety/marthas-rule/
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Sep 2024 to Feb 2026 data

A Data from September 2024 to March 2026 shows 13, 481
hi ghest proportion of calls (72%) made via the fami]l
Rule escalation calls (32%) related to acute deterioration.

A Of those, 2,504 calls required changes in treatment. This includes 574 calls which resulted in
transfers of care to high dependency or intensive care units, enhanced levels of care, tertiary
centres or referral/transfer to specialists or a specialist ward. Other changes in treatment (1,930)
did not require transfer of a patient from a ward in-patient setting. This includes the introduction of
a new medication such as an antibiotic to treat infection, investigations including scans and
procedural interventions including going to theatre.

A Where calls were not categorised as being related to acute deterioration, they are still supporting
staff to provide better care and address concerns. For example, 3,340 calls led to clinical
concerns such as medication or investigation delays being addressed. A further 3,360 calls helped
to resolve communication and discharge planning issues.


https://www.england.nhs.uk/statistics/statistical-work-areas/marthas-rule/

The National Al Commission

An independent advisory body shaping the future of Al in healthcare

.-,'
]

The Commission brings together world-leading expertise from across healthcare, technology, research,
Industry, academia, policy and law, providing a uniguely broad perspective on the future of Al in healthcare.




Listening - Input from our specialist Working Groups

Expert insight from across government, healthcare systems, industry and
academia.

5

A
— Cross a
iEH H Government

O et ©n 7,
Devolved % iy > Technology

Administrations Systems Ea—u

Ensures policy alignment Brings regional Examines how Al Advises on frontier
and collaboration across perspectives from all four Integrates with health technologies and
government departments, nations, ensuring systems, focusing on regulatory implications,
helping recommendations recommendations reflect resilience, real-world grounding work in
work across the whole diverse health systems application, and technical reality and

system. and local contexts. operational impact. deployment experience.



Listening - research and engagement

Building one of the most comprehensive evidence bases on Al In healthcare

4 Call for Evidence 761 responses from patients, professionals, innovators, academics and system partners
Targeted Health Foundation public deliberation sessions with 75 participants across three regional locations) and
Engagement National Voices in depth workshops with over 78 participants across underepresented groups
09 o Stakeholder Professional roundtables involving 117 stakeholders from 31 organisations , and more including TechUK
@\ Engagement Industry roundtable discussions and engagement with Ada Lovelace Institute engagement
Direct Public Regular consultation with the MHRA Patient and Public Committee  and Ask Me Anything public webinar
88& Engagement with 928 registrations and 180 questions received

&g Survey data &

_ _ Public polling (8,000+ people) and NHS workforce survey (2,027 NHS staff)
8 public polling

é zf MHRAGO6Gs Al ARealHdwarld iknovation and regulatory insights from Al Airlock programmes




From Listening to Learning

Common themes from across the research and engagement activites

7
5 6
Trust . : Equity &
Enables Support Is Regulation Lifecycle Context Transparency & Inclusion
Innovation Conditional Must Evolve Oversight Shapes Risk Accountability
"z ‘F
%> %p 13 \ 7
K Ed
The right :
e uIZtircl)?] can Confidence Current | Real-world | |
SS ort both depends on frameworks are Ongoing performance Trust requires Falrness must
pfp q how Al is used not well monitoring shapes visible be considered
salety an and governed matched to Al matters as much t safeguards e
innovation outcomes :
as approval lifecycle

Despite the diversity of perspectives, there was broad agreement on the conditions required for Al to be
adopted safely, effectively and with public confidence..




From Learning to Leading

Toward a lifecycle approach

e
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¥
il [

If Al systems evolve over time, oversight must evolve with them.
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Thank you!

Scan for more info about the PSC

Website: www.patientsafetycommissioner.org.uk

LinkedIn: linkedin.com/in/ henrietta -hughes -psc

Email:

commissioner@ patientsafetycommissioner.org.uk



http://www.patientsafetycommissioner.org.uk/
http://www.linkedin.com/in/henrietta-hughes-psc
http://www.linkedin.com/in/henrietta-hughes-psc
http://www.linkedin.com/in/henrietta-hughes-psc
http://www.linkedin.com/in/henrietta-hughes-psc
http://www.linkedin.com/in/henrietta-hughes-psc
http://www.linkedin.com/in/henrietta-hughes-psc
mailto:commissioner@patientsafetycommissioner.org.uk
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The Role of the National Joint Registry
In Patient Safety

Chris Boulton
Director of Operations, National Joint Registry
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The role of the National Joint Registry In
patient safety

Chris Boulton
NJR Director of Operations

Clinical Audit Awareness Week
June 2026




National
Joint Registry NJR bac kg round

Working for patients, committed to excellence
@

-~

Established Data collection commenced Registry has evolved
by the Department Apl’ll 2003 for hlp and knee to include other joints
of Health following replacement surgery in and geographical locations
the 3M Capital Hip England and Wales

Failure Report, 2001

4.65M+

Joint replacement
procedures recorded

Started with Grew into a Became a i 2 5 O y 0 0 0

one patient national programme global resource new records
safety issue submitted every year

3M Capital Hip PRECHIRMR SR | T aee From a single implant
Failure Report, 2001 data collection began clinicians, patients and - .
; in April 2003 policy worldwide failure to the world’s

largest joint replacement
registry




@ National
Joint Registry NJR mission

Working for patients, committed to excellence

We record, monitor, NJR

analyse and report on Strategic Plan
outcomes of joint
replacement surgery to
continuously enhance
patient safety, support
surgeons, and assure
value and improved

patient outcomes.

Sawolno

juarjed Buwrosdwy




‘ National
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orking for patients, committed to excellence

Everyone collects data.
Few organisations demonstrate impact.

S - Q-2
-

DATA INSIGHT ACTION IMPROVEMENT

Rasy




National
Joint Registry

&

Working for patients, committed to excellence

Why registries matter

......

Captures
outcomes
at national scale

Allows
identification
of variation
impossible to
see locally

— W
ﬂé

ﬁ

Creates a
shared evidence
base
for surgeons,
hospitals and patients

joint replacements recorded

oK
(e W

Supports
better decisions

and continuous
improvement




National
Joint Registry

Working for patients, committed to excellence

|dentifying poorly performing implants

& (2

Metal-on-metal

O O O Registry data enabled early
(—m—‘ detection of excess revision
5 2% 8 9 -9 risk with metal-on-metal
M |.I.IL hip implants.
: . T Faster action. /\ N\
How registry Early identification Impact on Qafaritheicas
surveillance works of concerns implant selection
Real impact
Continuous monitoring of Statistical methods detect Evidence informs decisions, for patients.
implant performance at scale unwarranted variation and guidance and policy,

across the whole population potential safety signals early improving patient safety
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Working for patients, committed to excellence

Reducing revision surgery

@
Cumulative revision by year in primary hip replacements 1. How benchmarking
| ail I changed practice
((_)\'rQ\',oﬂ Transparent comparison of
outcomes highlighted variation
and informed clinical and
< AR A0 implant choices.
X 2005 = 2006 =——
S 2007 =—— 2008 =—
K 2009 =—— 2010 = Zihcs A
g 2011 = 2012 2. Variation reduction
>
® gy e \ Over time, variation between
S 2015 =—— 2016 - ;
£ I l surgeons and hospitals has
5 2017 =—— 2018 =— 0| :
O reduced as best practice
2019 =—— = 2020 =—
2031 0 has been adopted.
2023 = 2024 -
1 I 1 1 I 1 I 1 1 1 I I 1 1 I I I 1 1 I 1 I
192 3,4 1 12 1 17 18 1 21
0 3 Doy 8r9 0% 13 14 15 16 8 19 20 3. Better outcomes
Years since primar .
£o2 RSy Q for patients
060 .
Y Lower revision rates mean
Benchmarking and feedback drive improvement. r fewer patients needing
Revision rates have fallen and outcomes are better for patients. further surgery and better

long-term outcomes.
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Working for patients, committed to excellence

|
From registry insight to safer surgery

0 e e NJR Implant

Scanning Interface
=l

AT
A—\I
- ER e
rom evidence
to intervention

Scan. Validate. Prevent.

-

) . - National investigation
Registry data identified aiel Collibofation

a preventable safety risk
e ¢ Findings informed the HSSIB

 NJR data identified cases involving Investigation ¢ NJR developed the i, S
incorrect prosthesis combinations e Collaboration between NJR, HSSIB, Implant Scanning Interface
MHRA, NHS organisations Component compatibility
¢ Rare events, but potentially and clinicians ¢ Real-time validation of

serious consequences for patients implant combinations

¢ Focus shifted from individual error Side verification

to system-wide safety improvement

¢ Registry intelligence highlighted ¢ Supports correct implant,

a wider system issue HSSIB Report side and component Size verification
HSSIB

selection before implantation

Product validation

“Implantation of wrong prostheses
during joint replacement surgery”

Safety alerts before

The NJR is not just identifying problems. Irelproeh
It is helping prev arm before it happens.
Most people think registries tell us what happened. 99

The real opportunity is using registry intelligence to stop harm happening in the first place.




‘ National
Joint Registry

Working for patients, committed to excellence

Data alone Clinician Transparency
changes ownership drives
nothing Is critical iImprovement
Data is only valuable Improvement happens Openness, benchmarking
when it changes when clinicians trust, and shared learning
decisions and behaviour. understand and use reduce unwarranted
the evidence. variation.

EVIDENCE — ACTION — IMPROVEMENT
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Working for patients, committed to excellence

Thank you

Contact detalls:

Chris Boulton
Director of Operations
chris.boulton@nijr.org.uk
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Using National Maternity Data to Drive
Patient Safety Improvement

Faith Shells

Director of Midwifery, Northern Care Alliance
NHS Foundation Trust

CLINICAL AUDIT AWARENESS WEEK 2026
Improving lives with healthcare data www.hdip.org.uk/caaw26
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Data Driven Improvement

Using MBRRACGEK data to drive improvement

Stabilised & Adjusted mortality ratén 2020 RE[@*More than 5% higher).
Published in October 2022.

j M B R R A C E - U K 1 Analysis otrude mortality using MBRRAGHEK Real Time Data Monitoring Tool

indicated from2021 and 2022 we were likely to be AMBER/RED for Stabilised &

Mothers and Babies: Reducing Risk through
U Audils and Conlidential Enguiries acrogs the UK Ad]usted mortallty rate
Shift from previously observed crude mortality rates in 2019.
(I

Days between deaths 2017 | 2018 | 2019 | 2020 | 2021 || 2022
Zoom | 1 Month | |3 Months | |6 Months || 1 Year 2 Years 3 Years All From | 01/01/2017 To | 25/06/2022
= 150
%
=]
-
Z
2 100
5
[+4]
£ o o
w 50 o © 0
2 o © R o o
3 9 o o o o °
o o o ©c o oy o
. 68 98 o 8B 9o & o O o o ©
2017 2018 2019
017 2018
R .

CARE
APPRECIATE

INSPIRE

Be the difference.
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Maternity Improvement Programme

Measuring success

Reduction of newborns born

Reduction in Stillbirths Reduction in neonatal deaths

with HIE

Phase 1: Understanding core issues and building foundations

1. Mobilisation
2. Diagnostic
3. ldentify and deliver core improvements

A
Clinical governanceg Sslie s_ta_lfﬁng < Highrisk pathways People & Culture S t_o_ Oulf
training communities

Phase 2: Transformation

6 x Clinical &hwayT&F Groups overseen by theumvirate Leadershipleam

1.Communitybased 2 WEISITEL 3. Fetal medicine 4. Triage 5. Intrapartum care 6. Postnatal care
ante-natal care medicine

* QI approach will underpin all service improvement initiatives across the clinical pathway task and finish groups

Safe staffing &

Clinical Governance o
training

People & culture

. Strategic workstreams
Engagement & equity

CARE
APPRECIATE

INSPIRE

Be the difference.




NHS

Programme Initiation Document (PID) 1 Northern Care Alliance
Maternity Improvement Programme (MIP) NHS Foundation Trust

Phased Programme Approach:

We want to improve our services quickly and efficiently, as well as develop and operationalise a sustainable solution for the future. To facilitate this the programme has been designed to go through three distinct phases of
change;
Phase 1 - focused on the journey to gaining a detailed understanding of the core issues, diagnosing and prioritising areas of improvement within maternity services
A Phase 2 - focused on delivering identified improvement activities, the process for monitoring activities and ensuring they lead to sustained improvements
A Phase 3 i focused on the implementation of the recommendations within the Niche report

Timeline:

|_ - — T 1

Phase 2 |
: Transformation of clinical pathways, led by colleagues who are responsible for delivering the |

care. I
: Distinct pieces of improvement work delivered via 4 T&F Groups; |

Y A Antenatal & Community |
| A Triage '
[ A Intrapartum :
R A Postnatal o
| % Supported and enabled via 4 Strategic Workstreams % |
| G A People & Culture o
: . | A clinical Governance o |
| > A safe Staffing & Training > Phase 3
: ﬁ A Engagement & Equity (j Transition programme to primarily focus on the delivery of the recommendations of the Niche
| g | I g e o : . . i .
I & | 5 The programme will also continue to monitor the three clinical outcomes agreed in the last
= | 3 phase;
I O | e A Stillbirths
L2 — A Neonatal deaths
I | I A HIE Grade 2/3 incidents
I I | To enable the above, four new workstreams will be created;
I I | 1. Clinical pathway standardisation
: : : 2. Professional standards
3. Effective Quality Governance

: : : 4. Health inequalities CARE
—— b APPRECIATE

Be the difference.

G23112401-B, NCA FT
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Northern Care Alliance
NHS Foundation Trust

MIP Workstream aims

Clinical pathway workstreamd-ocus on whole clinical pathway transformation

(0]

V Design a higlguality V Women are appropriately V There will be zero avoidable V Provide high quality and
antenatal pathway that risk assessed within the intrapartum stillbirths, a efficient postnatal
ensures our women are criteria set out by BSOTS reduction in babies born with patient experience
seen by the right HIE.
professional at the right
time

Strategic workstreamsEnsuring strategic foundations are in place for the delivery ofdugthity clinical pathways

Clinical Governance People & Culture Safe Staffing & TrainingQy Engagement and Equity@

V Design & implement a V' This workstream aims to . V To betterunderstand the
patieng\t safet;F/) culture listen to our workforce, ¥ RS SUERITES needs of our service users
capable of evidencing understand our culture, and and productive workforce and our communities and
learning from harm into develop a higlguality plan planning and training is - :

to ensure we act upon what implement the GM Equity

clinical practice implemented

our workforce is telling us. strategy

CARE
APPRECIATE

INSPIRE

Be the difference.




Maternity Improvement Programme

Northern Care Alliance
NHS Foundation Trust

Stillbirth (per 1000 live births,12m rolling) (ex TOP)
7.00

6.00
T Charts used on MBRRACE-UK surveillance platform. o

* Reduction in frequency observed since May 2023, increase in frequency February to April 2024
*__Special cause improving variation in frequency observed.

5.00

Monitoring tocls  Off  Histogram | Runchart | Confrolchart | Moving range (MR) | Show | Hide = Tooltip| Auto | Casesummary —Compact | Of Char size e

4.00 &

@
a3

1. MIP Phase 2 Transformation 2. MIF Phase 3 Transformation

01 Jan 2023 01 Mar 2024
3o 3o
20 20
L 10
oL /‘[/AW o z A A R

3.00 ®g o * ¢

Days since previous death

2.00

1.00

0.00

a B0
H M 2] (23] m [12] nn [5] r 2] =t =t = =+ -+ -+ R = -t -
H ('] ol (| ol o ol (] ol ('] ol (] ol (] ol [ ol (] ('] ol
H = = oy = [+14} = = = 1 o fim] = = == = = on o =
= =] =]
o wm = = = @ a [=] @ ] @ o] o m - = = @ E
< = ° L v z o - =« = < = S < @
0
an 2022 Apr 2022 ul 2022 Oct 2022 Jan 2023 Apr 2023 Jul 2023 Oct 2023 Jan 2024 Apr 2024 Jul 2024 Oct 2024
Date of death
MBRRACE-UK surveillance platform
* 16 stillbirths observed since Jan to November2024
Number of deaths by Number of deaths by Number of deaths by Number of deaths by
Mothers ethnic subcategory  w Codac COD level w G - Gestational age v
| L J{ and | Mothers ethnic subcategory  ~ and | Codac AC2 level | ~ and  Sex ~
Vi~ — Infection 10
Roma MNeonatal 0 =2dw |0
White and 81 o Intraparturn 1 9
~ R 0 Congenital 3 o
:,J Any other Mi o Fetal 2 24w to 27w 3
b » r— Pakistani 3 4 Cord 2 W L »
Chinese — 0 Placenta 2
Black Matemal 1 28w to 31w - 3 3Twio diw - 2
Carbtean  ° -
ny othar Bl o Unknown L] ==42w |0
PR - Other @ S o
a a ny other et Missing 2 32w to J6w Missing |0
= . . Pakistani M infection STwio a1w z W white
b Bangladeshi W nNeonatal M White Gypsy of Irish Traveller
- |y Chinese W intrapartum W Roma
o ) Any other Asian background B Congenital anomaly >=42w |0 B White and Black Caribbean
W Black Caribbean M Fetal W White and Black African
5y M Black African M Cora = |l M white and Asian
y M Any other Black background Placenta . 9 Any other Mixed background
= L . . Arab Matemal Indian
. Any other ethnic group Associated perinatal M izie B Female Pakistani
e aKing aata coun Ay oy I ierminte 1 g y CARE
@ m # = * = | &a ¢a m
L
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Be the difference.
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Northern Care Alliance
NHS Foundation Trust

What does good look like?

Knowand  Have conversations with ASK questions
and challenge:

A"
V.04
(NS

To get the Board

understand the stakeholders to ch to focus on the To have the
subjectandbe under stand RUPIRIES s rde_p;fresent right things and compassion to ask
able totalkto  happening & use soft ~ critical view rerent influence what is happening or
the data intelligence perspectives response what can be done
USING DATAWELL
Leadership Culture & Capability Systems & Processes
Your organisation has a clear visia Your staff have the skills and Your organisation has clearly
using both quantitative and confidence to question, explore articulated and widely adopted
gualitative data to inform and challenge using data and processes that deliver reports
assurance, drive improvement there is strong ownership and with clear messages on what the
and enhance organisational utilisation of data operationally data is saying and actions being
learning and understanding. and strategically. taken.
CARE
APPRECIATE
INSPIRE

Be the difference.




Our population

70%
60%
50%
40%
30%
20%
10%

0%

80.0%

70.0%

60.0%

50.0%

40.0%

30.0%

20.0%

10.0%

0.0%

Index of Multiple Deprivation quintiles

66%

19%

8%

5%
] -
1 - Most 2 3 4
deprived
mNCA —England
Maternal Ethnicity
73.0%
55.4%
36.4%
12.6%
71%
5.0%3 8%
: 1.7%
I B . [z

White Asian Black Mixed
m England and Wales mNCA

Be the difference.

3%
—
5 - Least
deprived

2.3%2.6%
- .

Other

NHS

Northern Care Alliance
NHS Foundation Trust

U Health inequalities are unfair and avoidable

differences in health across the population,
and between different groups within society
(Public Health England)

Race, ethnicity, gender, class and other social
risk factors intersect (layer and overlap) to
exacerbate the effect of health inequalities 1
they then become compound risk factors.

Factors associated with poor childbirth
outcomes and experiences of maternity care
Include (but are not limited to); Black and
minority ethnicity, poverty, young motherhood,
homelessness, difficulty speaking or
understanding English, domestic violence,
mental iliness, substance abuse and learning
disability.

Deprivation quintiles show 66% of women are
most deprived and 26% of our women do not
speak English language and over 80
languages are used

CARE
APPRECIATE

INSPIRE
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Northern Care Alliance
NHS Foundation Trust

Outcomes by Ethnicity

Stillbirth, HIE, ENND2 year period

Number of

adverse Lower Upper 959

events Denominator Rate/1000 95% CIClI
Asian 35 311¢ 11.z 7.51 14.94
Black 6 365 16.4  3.2€ 29.5¢
Mixed 5 165 30.2 3.74 56.8¢
Other 2 214 9.3 0.0C 22.2¢
White 37 501z 7.4 5.0C 0.7€

No statistically significant difference in the rate of adverse outcomes by ethnicity

CARE
APPRECIATE

INSPIRE

Be the difference.




202324 202425

Inequality

Apr May Jun Jul Aug Sep Oct

95% confidence intervals are shown for each group — these indicate the upper & lower range of walues, which we can be
S5% sure that the true value for each group lies between. The wider the confidence interval, the less confidence we can
hawve in a Ate. Wide confidence intervals are often causaed by small group sizes, or large variation within a group.

Herz, we can use confidence intervals to judge whether the rates for two groups are significantly different. If the confidence

intervals of two groups do not overlap, the difference is statistically significant & we can be confident this is not dus to
chance.

By Ethnic Category

un
pri

Aszian Black Mixed Other White Naot recorded
By Age On Delivery
E.0%
0.0%
19 B under  20to 24 25 to 29 30 to 34 35 to 35 40 to 44 45 E Over Mot
yEars YEErS YEErs YEErs WEErS Recorded

Be the difference.

MNow

2025/26
Dec Jan Feb Mar
Indicator Mame
3rd/4th degree tears
Visual View
By Primary Language
1%
-1%
-3%
English

By IMD Decile

10%

5%

0%

[

Northern Care Alliance
NHS Foundation Trust

"' r
31/10/2025 B M

Northern Care Alliance
NHS Group

01/11/2023 B

3d/4™h degree tears
v No significant differences

Mot English Mot recorded

Mot available

CARE
APPRECIATE

INSPIRE
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Northern Care Alliance
m NHS Foundation Trust

2023/24 2024/25 2025/26 01/11/2023 & 31/10/2025 .
Inequality : -f Northern Care Aliance

NHS Group
Apr May Jun Jul Aug Sep Dct Mow Dec lan Feb Mar
95% confidence intervals are shown for each group — these indicate the upper & lower range of values, which we can be Indicator Mame
95% sure that the true value for each group lies between. The wider the confidence interval, the less confidence we can
hawve in a rate. Wide confidence intervals are often caused by small group sizes, or large variation within a group. Emergency caesarean sections 4

Here, we can use confidence intervals to judge whether the rates for two groups are significantly different. If the confidence
intervals of two groups do not overlap, the difference is statistically significant & we can be confident this is not due to

Emergency Gection

| _ Asian & Black > White
By Ethnic Category By Primary Language b 2 L] X 9 ¥' % f A é K i fv I y 3 rb
T a2NBE RSLINAYSR m

20 20% I
104 10%
0% 0%
Asian Black Mixed Other Mhite Mot recorded Englizh Mot English Mot recorded
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AEpilepsy effects ~1 in 200 children
ASeizures represent ~5% of outpatient referrals, 5% ED attendances

ADiagnosis remains predominantly clinical, there are lots of pitfalls
and management is highly individualised

AFirst seizure clinics and their associated epllepsy services can

Ject RG! WHIPIWh Y2l s61K3GA N1 Kk WNR2 13U WG
non-eplleptic

AThere is significant downstream activity and impact

NHS

Sherwood Forest Hospitals



What is EPILEPSY12 HQIP

Healthcare Quality
Improvement Partnership

Epilepsyl2 is a national clinical audit programme with the continued aim of
helping England/Wales health services to measure and improve the quality of

care for children and young people with epilepsies

Young NICE CLINICAL
AUDIT
EP|leP5y National Institute
for Health and
Care Excellence ‘ R C P C H

Royal College of

_ Paediatrics and Child Health E P I L E PSY] 2 ORGANISATIONAL
Leading the way in Childven'e Health AUDIT

"

epilepsy action

@
NHS England CYP {RC pCH &US \
Transf ti The voice of children, .
Prrirglfacr)rr]rrrrl]i ion England young people and families “RC PCH EQI P
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EPILEPSYI12

Since 2009

Cohort 46 Cohort %8

#RCPCHAudits.

EPMB 12 Epilepsy12 2023 combined Epilepsy12 2024 combined
organisational and clinical audits: organisational and clinical audits:

EPILEPSY EPILEPSY

NNNNNN al Clinical Audit of Seizures and Epilepsies

W e

RCPCH HQF RCPCH
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) HQIP ¥RCPCH
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Cohort 6 published 2025

AN= 3,105

A120 hospital and community
services

AComprehensive performance
iIndicators reported for each
trust, ICS, country and total

EPILEPSY 12

1. Paediatrician with expertise within 2weeks

32.4%

2. Access to epilepsy specialist nurse 85.6%

3a. Tertiary input 49

¥

3b. Epilepsy Surgery referral 42.0%

4. ECG

B83.4%

5. MRl within eweeks 49.2%
6. Assessment of mental health issues 38.2%

7. Mental health support 76.6%

100%

8. Sodium Valproate risk discussions

9a. Care planning agreement 85.8%

9b. Care planning components Y RA

10. School Individual Health Care Plan 67.2%

o
~
O
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O
~
o
~

-
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20% 40% 60% 80% 100%

KPI %



1. Paediatrician with expertise within 2weeks

2. Access to epilepsy specialist nurse
3a. Tertiary input 49.2%
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4. ECG 83.4%

C Y 5 LLBY 8 I 5. MRI within eweeks 49.2%
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7. Mental health support 76. 6%
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9a. Care planning agreement 85.8%

10. School Individual Health Care Plan 67.2%
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2019 care planning KPI

100%

9036

803%

Sherwood Forest Hospitals

70%
60%
S0%
4£0%
30%
20%

10%

EPILEPSY12

Figure 69: Comprehensive Care Planning agreement, Round 3




=mmms Performance target
=» e» England and Wales
esene CEWT

% of children diagnosed with
epilepsy evidence of
discussion of been given
service contact details

% of children diagnosed with
epilepsy with evidence of
discussion regarding general
participation and risk

EPILEPSY 12

% of children diagnosed with
epilepsy with documented
evidence of communication
regarding core elements of
care planning

% of children diagnhosed with
epilepsy with evidence of
discussion regarding first aid

NHS

Sherwood Forest Hospitals
NH5 Foundation Trust

% of children diaghosed with
epilepsy with parental
prolonged seizures care plan

% of children diaghosed with
epilepsy with evidence of
discussion regarding water
safety
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Epilepsyl12

2020 National Organisational Audit and Clinical Audit Results

Full comparative results for:
Sherwood Forest Hospitals NHS Foundation Trust (code: RKS)
{This report was prepared by the Epllepsyi2 project team in Aprd 2020)

CONFIDENTIAL INFORMATION - NOT FOR CIRCULATION UNTILRELEASE OF EPILEPSY12 2020 NATIONAL REPORT

This document is for intemal review by members of staff within the named Trust and as suchis not for public display. further dissemnation or to
be wed for media activities or external communications. It detalls the data submitted via the registered Epllepsyl2 Designated Lead for Sherwood
Forest Hospitals NHS Foundation Trust for the Epllepsyi2 2019 Organisational Audit which described the organisation of epllepsy services and
Clinical Audit which described provision of paedistric epllepsy services/care within the Trust as of November 2019, It contains Trust level summary
data and s shared In advance of publication of the national report so that the Trust can access thelr resulls as soon as possible.

Trust level data are presented within the column headed Trust response’, alongside aggregate level results for the Children's Epllepsy Workstream
In Trent (CEWT), England and overall resulls for England and Wales combined

ganisational Audit Results

If the Trust did not submit 2019 Organisational audit data, the 2019 Trust response column will be 0 but will be able to view the respective 2019
Organisational sudit resuits for regional network. country, overall (England and Wales combined) and 2018 Trust response.

Unless otherwise stated, aggregate level percontages relate to the proportion of HB/Ts that were able to offer, or had inplace, a particulsr
paediatric epllepsy service element For example, in Q21 within the Clinic configuration section, the data in the ‘overall’ column relstes to the
aggregate proportion of HB/Ts within England and Wales that reported they had defined epliepsy chnics seeing palients at secondary level If your
Trust responded yes, then you sreoneof the 122 out of 156 HB/Ts that had defined epliepsy clinks seeing patients st secondary level. Onthe
other hand. If you responded o', you are one of the 14 (136-122=14) HB/Ts that did not have defined epllepsy clinics seeing patients at secondary
leved

1 Workforce

11 How many whole time equivalent (WTE) general psediatric
consultants (community or hospital based) are there employed
within the Health Board or Trust?

Total WTE 8 % .7 20061 246
12 Of the se, how many WTE general paediatric consultants with
‘expertise in eplepsy’ are there employed within the Mealth Board
or Trust (excluding paediatric neurologists)?

HeaRthBoard or Trust has some levelof input from & 60% LAY B.4%

pasdatrc consultant with ‘expertise in eplepsy Yeos Yes 3/5) nz2z/ 3 (27/136)

Total WTE 2 2 Bs 2907 1087

% of the general paediatric workforce with ‘expertise in nm % nsx A% T4 &%

epllepsy (2/8) {2/%6) (13.5/74.7) (290.7/20%.3) (308.7/2146)

15 z;:‘l'hl:r:'ﬂh Board or Trust have a defined psediatric epllepsy BO% 88.5% sB2%
Yes Yes wvs (ne /131 {(0/136)

Named clinical kead: Dr Cobn Dunkiey
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0 PATIENTS KNOW BEST®
MANAGE YOUR HEALTH

S - ERUHAIJW= M=NB
Appoinments - [ A Direct team messaging
e A Video sharing

. = A Individualised patient

e . information

g A Appts and virtual clinic links

< April 2020 - May 2020 >

11 April 2020 11:45
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% of SFHFT children diagnosed with epilepsy with
documented evidence of communication regarding core

elements of care planning
100%
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Taking too long to arrive In our o

Sherwood Forest Hospitals o
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AOur local CDC was looking for pathways
and had built clinic capacity into the building —
design
AEstablished a CYP asthma diagnostic _— R
pathway e ——
ANational request proposals and pilot for e S ‘,;jfﬁf
children via CDC o 1 103 AR T g
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Child/Young person has event(s)
}

ED or GP initial assessment

NHS e-Referral, acute
hotline discussion,

nceENWrde ?2r AT

Nf o

acute hotline discussion, expediated review,

electronic letter routine appt,
electronic letter |
Acute paediatric Rapid access ambulatory  Presenting via pre-existing
assessment +/- admission assessment paediatric follow-up for
same day within 2 weeks of referral associated conditions

. 2 s 2

<&

b o b o b

Epilepsy Service General Paediatrics General Practice
«  For all with epilepsy For those with non-epileptic * Discharged from paediatrics
* ESN contact episodes *  Advice
+ Care planning Some febrile seizures = Safety-netting
*« Treatment Some children with uncertain
* Further investigations eg rpt episodes
EEG, genetics Some children with single
* Co-morbidities event
* Integrated with neuro- Ongoing care appropriate to
disability service where diagnosis
appropriate
» Neurology shared care if m
complex
+ Transition

Sherwood Forest Hospitals
NHS Foundation Trust



A fasttrack enhanced
triage service, early
neighbourhood-facing
support, safety-
netting, diagnosis,
treatment and care

A 1 stop, 2 stop

A New ESN 0.6 WTE
A 1 PAs for clinic and

admin

A Go live November
2025

A Community
diagnostic centre
based

2{ DIGITAL
) ®

‘ first seizures

’ with you

Child/Young person has event(s)

ED or GP initial assessment

acute hotline discussion,
electronic letter

Acute paediatric
assessment +/- admission
same day

s

o

Epilepsy Service

« For all with epilepsy

* ESN contact

* Care planning

¢+ Treatment

* Further investigations eg rpt

EEG, genetics

* Co-morbidities
* Integrated with neuro-

disability service where
appropriate

* Neurology shared care if

complex

* Transition

NHS e-Referral, acute
hotline discussion,
electronic letter

Rapid access ambulatory
assessment
within 2 weeks of referral

&

-

General Paediatrics

* For those with non-epileptic

episodes

* Some febrile seizures
* Some children with uncertain

episodes

* Some children with single

event

* Ongeing care appropriate to

diagnosis

expediated review,
routine appt,

v

Presenting via pre-existing
paediatric follow-up for
associated conditions

.

b o

General Practice
* Discharged from paediatrics
* Advice
» Safety-netting

NHS

Sherwood Forest Hospitals
NHS Foundation Trust



A fasttrack enhanced
triage service, early
neighbourhood-facing
support, safety-
netting, diagnosis,
treatment and care

A 1 stop, 2 stop

A New ESN 0.6 WTE
A 1 PAs for clinic and

admin

A Go live November
2025

A Community
diagnostic centre
based

11

Child/Young person has event(s)

}
ED or GP initial assessment

acute hotline discussion, NHS e-Referral, acute expediated review,

electronic letter hotline discussion, routine appt,

electronic letter |
Acute paediatric Rapid access ambulatory  Presenting via pre-existing

assessment +/- admission assessment paediatric follow-up for

same day within 2 weeks of referral associated conditions

¥

¥

Epilepsy consultant with specialist nurse led, digital secure video request & review,

¥

discussion, email, urgent letter

First Seizure Referral Management

first seizures

with you

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

!

Fast-track first seizure

Epilepsy Service
For all with epilepsy
ESN contact
Care planning
Treatment

EEG, genetics

* Co-morbidities

* Integrated with neuro-
disability service where
appropriate

* Neurology shared care if
complex

+ Transition

Epilepsy consultant-led

Further investigations eg rpt

!

Fast-track investigations

clinic (ECG, EEG, MRI)
- +
Fast-track investigations Advice
(ECG, EEG, MRI) Continuing general

Paediatric consultant-led

General Paediatrics

* For those with non-epileptic
episodes

* Some febrile seizures

* Some children with uncertain
episodes

* Some children with single
event

* Ongeing care appropriate to
diagnosis

!

Advice

Continuing general
Paediatric consultant-led
General Practice

Discharged from paediatrics
Advice
Safety-netting

NHS

Sherwood Forest Hospitals
NHS Foundation Trust
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ACYP accepted onto pathway since December 2025
AAppointed fixed term ESN initially with pilot funding
Ul Waé1JUB.

205 DIGITAL NHS

‘ Sherwood Forest Hospitals

NHS Foundation Trust
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ACDC opened April 2026
AFirst young person seen in CDC April 2026

AJune 2026 secured business case for recurrent funding and
substantive ESN post

= ; DIGITAL NHS

‘ Sherwood Forest Hospitals

NHS Foundation Trust



Early data (as of 5/5/26)

AN=80
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Source of referral
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Activity

60
50
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10

NHS
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NHS Foundation Trust

First seizure clinic All EEG Fast track EEG MRI Secure Remote Video
Review



Outcomes

45
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Epilepsy Non-epilepsy Single episode or Other

cluster
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Pathway status

Active, 37, 45%

Inactive, 45, 55%

\

NHS

Sherwood Forest Hospitals
NHS Foundation Trust



J+ gt qGt We Ul Wt 2ddcl

A2 D2 130 YGWUY 210 Wafll ¢ Bid WR il RIYODRY R |
A7 e R lgqlf GHic @ Y GAIWLR U2 Ut qRNc qRYUWHE G¢
AEZRI DURIDWRAOGI Y2 1IJI WY e & RYXLLERGS LRIDHLG |
EGRONJGH @ ¢

AOYU RI DI W ¥BadW¥2¢cUBIWnY!l WYqqé6 Il WUII|

NHS

Sherwood Forest Hospitals
NHS Foundation Trust



EGRUOIGt ! N= W6 ¢t WG GII Wet s LWL

ADirect local change and close gaps
AJump on strategic national and ICS opportunities

ACreated teams, landscape and community where we can
systematically evidence and share improvement

HQIP EPILEPSY12  ¥RCPCH seerryes 2

tnership
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Update from Patient Safety Learning

Clare Wade
Director, Patient Safety Learning

CLINICAL AUDIT AWARENESS WEEK 2026
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CAAWGPati ent Saf et
Usi ng Data and Audit to Red

Clare Wade, Patient Safety Learning, 25 June 2026




