
NNAP audit measures for 2017  
 
The agreed NNAP Audit Measures for 2017 data are indicated below.  New measures that have 

been introduced for 2017 are listed first.  A more detailed explanation of the NNAP plan for 
mortality reporting appears as Appendix A. 

 
• (New for 2017) Were liveborn and admitted babies born at less than 27 weeks gestation 

delivered in maternity services on the same site as designated NICUs? 
 

• (New for 2017) For babies with a birth gestation of ≥37 weeks gestation, who did not 
have any surgery or a transfer during any admission: How many “Special Care a” or 
“Normal careb” days were provided when oxygen was not administered?  

(a = HRG 3 or b = HRG 5 , as defined by the NHS England neonatal critical care service 
specification) 

NB The inclusion of babies receiving intravenous fluids within this definition is 
deliberate, reflecting that some babies receiving intravenous fluids could tolerate and 
benefit from enteral feeds.  

Numerator: Number of “Special Care a” or “Normal careb” days on which oxygen was not 
administered that were provided to babies with birth gestation of ≥37 weeks who did 
not have any surgery or a transfer during any admission.  

(a = HRG 3 or b = HRG 5 , as defined by the NHS England neonatal critical care service 
specification) 

Denominator: 
i. Number of babies of ≥37 weeks’ gestation admitted to the Neonatal Unit for all levels 
of care.  
ii. Number of babies of ≥37 weeks’ gestation live born in the Maternity/Neonatal service    
 

• (New for 2017) For babies with a birth gestation of 34-36 weeks completed inclusive, 
who did not have any surgery or a transfer during any admission: How many “Special 
Care a” or “Normal careb” days were provided when oxygen was not administered?  

(a = HRG 3 or b = HRG 5 , as defined by the NHS England neonatal critical care service 
specification) 

Denominator: Number of babies Number of babies admitted to NNU 34-36 weeks 
gestation inclusive, who never had surgery or transfer during any admission. 
 
 
 
 



• (New for 2017) What proportion of liveborn babies born at less than 32 weeks gestation 
who were admitted to a neonatal unita met the NNAP case definitionb for Necrotising 
enterocolitis (NEC) on one or more occasion? 
 
(a) - The analysis is based upon the hospital where the baby was resident at 48 hours of 
age. 
 
(b) - NEC may be diagnosed at surgery, post-mortem examination or on the basis of the 
following clinical and radiographic signs:  

 
At least one clinical feature from:  
(i) Bilious gastric aspirate or emesis 
(ii) Abdominal distension 
(iii) Occult or gross blood in stool (no fissure)   

And at least one radiographic feature from:  

(i) Pneumatosis intestinalis 
(ii) Hepato-biliary gas 
(iii) Pneumoperitoneum   

 
Infants clinically diagnosed as NEC using the clinical and radiographic criteria who are 
found at surgery or postmortem to have “Focal Intestinal Perforation” should not be 
recorded as having NEC. 
 

• (New for 2017) For all parents of babies with admissions of greater than 24 hours, did at 
least one parent attend the daily consultant ward round?  
 
For phase 1 following the first year of data entry the NNAP will report the proportion of 
admissions where parents attended any consultant ward round, at any time, during the 
baby’s stay (for admissions longer than 24 hours only) 
 

• Do all babies of less than 32 weeks gestation have their temperature taken within an 
hour after birth, and what proportion of these admission temperatures are within the 
recommended range of 36.5˚C to 37.5˚C? 
 

• What proportion of mothers who deliver babies between 24+0 and 34+6 weeks 
gestation given any dose of antenatal steroids? 
 

• Are all babies with a gestational age at birth  of less than 32+0 weeks, or with a weight of 
less than 1501g at birth, undergoing first Retinopathy of Prematurity (ROP) screening in 
accordance with the NNAP interpretation of the current national guideline 
recommendations? 
 

• What proportion of babies of born at less than 33+0 weeks gestation at birth are 
receiving any of their mother’s milk when discharged from a neonatal unit? 
 



• Is there a documented consultation with parents by a senior member of the neonatal 
team*within 24 hours of admission? 

 
(*a consultant or second tier medical trainee, or a nurse practitioner operating in such a 
role) 

 
• Are rates of normal survival at two years of babies born at less than 30 weeks gestation 

comparable in similar babies from similar neonatal units? For2017, as a minimum, we 
will report on the proportion of infants who have any follow up data recorded, and the 
proportion who were assessed using a standardised developmental assessment. 
 

• What percentage of babies admitted to a neonatal unit have:  
 

- one or more episodes of a pure growth of a pathogen from blood 
- one or more episodes of a pure growth of a pathogen from CSF 
- either a pure growth of a skin commensal or a mixed growth with >3 clinical signs at 

the time of blood sampling 
 

• What percentage of babies of more than, or equal to, 34 weeks gestation have an 
encephalopathy within the first three calendar days of birth? 

 
• What percentage of babies have a positive blood culture (any growth) with a central        

line present, after the first 72 hours of life per 1000 line days? 
 

• How many blood stream infectionsa are there on a NNU per 1000 days of central lineb 
care? 

 
a) The growth of a recognised pathogen in pure culture, or in the case of a mixed 
growth, or growth of skin commensal, the added requirement  for 3 or more of 10 
predefined clinical signs 

 
b) central line = UAC, UVC, percutaneous long line or surgically inserted long line 
 

• What is the proportion of babies born at less than 32 weeks gestation who develop 
Bronchopulmonary Dysplasia? 

  
Definition of Bronchopulmonary Dysplasia 
 
A: Mild: respiratory support (Ventilation ,CPAP, BiPAP, HHFNC and or any oxygen) on 
day 28 + air at 36 weeks corrected gestation or from the time of discharge if discharged 
earlier 

 
B: Significant: respiratory support on day 28 + respiratory support at 36 weeks corrected 
gestation or from the time of discharge if discharged earlier 

 
• What percentage of mothers who deliver babies at less than 30 weeks gestation were 

given Magnesium Sulphate in the 24 hours prior to delivery? 
 

 



Appendix A - NNAP Mortality Reporting Methodology 

Introduction 

The NNAP will be introducing network level mortality reporting into the scope of its work, with 
the first year of data collection being 2017.  This document describes the planned collection, 
analysis and reporting of these data. 

Definition 

After consultation the NNAP has developed the following definition for the first phase of 
mortality reporting: 

Denominator:  Number of babies admitted to a neonatal unit whose birth gestation was 24-31 
weeks gestation inclusive.   

Numerator: Deaths of babies 24-31 weeks gestation inclusive, before discharge from hospital to 
home, or discharge for palliative care with agreed non-intervention plan in place (e.g. ventilated 
baby discharged to home or hospice).  In hospital deaths in units not submitting data to the 
NNAP will be included.  Mortality at or after 44 weeks gestationally corrected age will be 
excluded. 

Adjustment:  For limited variables, including gestation, gender, multiplicity and possibly 
ethnicity but neither antenatal steroid administration nor congenital anomalies.   

Reporting:  The NNAP will report mortality on 3 year rolling epochs. Analysis will be by network 
of birth.  In the first two years data on mortalities will be reported, but no statistical analysis will 
be performed.  Units’ own data will be provided to them, but will not reported to other units, 
nor will they be made available in the public domain.  Raw and adjusted mortality rates will be 
published. 

Rationale 

The National Advisory Group on Clinical Audits and Enquiries (NAGCAE) suggested NNAP report 
mortality in 2013.  The NNAP agreed to form an expert group, and has subsequently discussed 
reporting with the MBRRACE-UK group.  MBRRACE-UK report neonatal mortality (<28 days) on 
all liveborn babies including those not admitted for neonatal care and do not have plans to 
report later mortality at this point.  NNAP mortality reporting will build on the firm foundations 
established by NDAU mortality reporting to date. 

Mortality is a vitally important outcome of neonatal care: reporting will add to the NNAP’s 
perspective on neonatal services.  In the first phase the NNAP plans to report on mortality to 
discharge of admitted babies.  This definition may facilitate quality improvement of care within 
the neonatal unit. One reason for omitting babies born at 23 weeks gestation from the initial 
phase of reporting is that there are known important variations in rates of admission of babies 
at very low gestations.  Low gestation babies have the highest mortality.  Starting by reporting 
only on babies of 24-31 weeks gestation inclusive will maximise the comparability of reported 
neonatal network mortality to discharge. 



Future phases of mortality reporting 

Once NNAP mortality reporting is established, it is anticipated that future phases of reporting 
will include numerators and denominators extending to 23 weeks gestation, and the inclusion of 
liveborn, but not admitted cases of mortality. 

 What next? 

• Neonatal services need, by the close of 2017, to develop systems for ensuring reporting 
to NNAP, via Badger, of any pre 44 week gestationally corrected age mortality to babies 
born at 24-31 weeks gestation who were discharged to non NNAP reporting units 
(surgical units, hospices, paediatric wards). 

• Neonatal services should develop systems, by November 2016, to report to NNAP, via 
Badger, liveborn but not admitted infants at 23-31 weeks gestation (inclusive) who later 
die.  These will be small in number, but are significant to research projects, MBRRACE 
and future NNAP mortality reporting. NNAP newsletters will disseminate how this can 
be achieved, in addition to recent guidance from Clevermed 

• Representatives of units with  
o questions about NNAP mortality reporting  
o specific comments about the risk adjustment model 
o views as to how mortality data should be presented 

   should email them to the NNAP Project Team at: nnap@rcpch.ac.uk 

 

Dr Sam Oddie, NNAP Clinical Lead, October 2017 

 

  


