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NCEPOD 2011- Are we there yet?

Transfers – delays and lack of guidance
Documentation of discussion of risk
Lack of clinical networks
Recognition of the sick child
Inadequate pain services
Fall DGH surgical volume and higher SPC referral rates



Aims

1. To describe the level of compliance with national and international 
recommendations for standards and processes relevant to the care 
of children undergoing emergency abdominal surgery in the U.K.? 

2. What are the independent risk factors for adverse postoperative 
outcomes in paediatric patients undergoing emergency abdominal 
surgery?



• National prospective observational cohort study

• Preceded by an organizational survey reviewing structures 

• Aim to recruit 5000 children undergoing emergency abdominal surgery

• Consenting study

• NIHR portfolio study 

• Feasibility Assessment



Eligibility Criteria – Hospital Level

All NHS hospitals which provide care to children who may 
require emergency abdominal surgery will be eligible to take 

part



Children between 12 months and 16 years of age undergoing
unplanned abdominal surgery, where the preoperative diagnosis was 
considered to be related to a non-traumatic bowel (including 
appendix), hepatobiliary, and/or splenic pathology. Unplanned is 
defined as non-elective (i.e. the patient presented requiring emergency 
or urgent intervention, either as a primary presentation or as 
a complication of previous surgery). Surgery is defined as a 
procedure undertaken by a surgeon in an operating theatre requiring 
the support of an anaesthetist. Any surgical approach (e.g. 
open, laparoscopic, robotic assisted etc) is acceptable. 

Patient Level - Inclusion Criteria



Those who do not consent. Those < 12 months on the day of surgery, 
elective procedures, organ transplants, insertions/removal of dialysis 
catheters, surgery relating to trauma, interventional radiology 
procedures and caesarian sections.

Patient Level – Exclusion Criteria



1. Patient 
Demographics

2. Initial route of 
admission

3. Decision for 
Theatre

4. Operating 
Theatre

5. Immediate 
postoperative 

period

6. Review on 
discharge from 
hospital or Day 

30 post-op

Click here to view the 
CASAP CRF

https://www.niaa-hsrc.org.uk/downloads/CASAP%20Patient%20Study%20CRF%20v.P.1.5.pdf


CASAP    Data Flow Diagram

Local Investigators at each 
individual NHS Hospital 

CASAP Webtool 
Database*

(UCL Non-Data Safe 
Haven REDCap) 

UCL Data Safe 
Haven

(accessed by core 
CASAP Study team 

only)

Analysis Team led by Chief Investigator based at UCL and used only on encrypted hardware 

NHS Digital trusted 
data linkage service

Pseudonymised
Dataset File:
Name, DoB & Date of 
Surgery replaced by 
unique CASAP Study 
ID, age  and day of 
week on which 
surgery occurred 
entered onto a 
webtool via secure 
website

File P
• Patient name
• CASAP Study ID
• Date of Birth
• NHS Number
• Sex
• Postcode

Fully anonymised linked 
Dataset File (after checks 
completed for l-anonymity 
and k-diversity issues 
following data linkage)

File L
• CASAP Study ID
• ONS ID
• ONS mortality 

data
• Match rank field

Legend

Identifiable data

Pseudonymised data

Anonymised data

Partial dataset 
containing 
patient identifiers 
uploaded by local 
investigators 
using secure file 
transfer portal

* Full access by core CASAP study team, entry/edit access for site specific data only by collaborating investigators



Outcome measures

Primary: Morbidity (Classified using Clavien-Dindo)

Secondary: Length of Stay 

Negative Appendicectomy Rates / 30 day readmission 

Mortality at 30 days, 90 days and 1 year.



Analysis Plan
• Descriptive Statistics

Primary and Secondary Outcomes

• Inferential Statistics

Identification of patient-level risk factors – multivariable logistic regression

Validation of risk prediction model – multivariable logistic regression model will be 
developed using a stepwise backward elimination process

• Feasibility Assessment – Screening Log


