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Utilisation of the CEPOD operating list by identifying preventable unant|CIpated events along the journey of the emergency surgical patient.
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RECOMMENDATIONS
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Isurgical patients have the same robust work up.
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ergency surgical patients are a unselected
group of patients with different possible
surgical diagnosis ranging from stable to ™
potentially life threatening conditions. These
patients have the potential to deteriorate
rapidly. Hence, it is imperative to optimise
every step of their care'and utilise resources
appropriately.
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