
Hospital Number ​​​​​​​​​​​​​​​​​​​​_____________________

Hospital facilities and multidisciplinary care of the elderly

	Recommendation
	Questionnaire
	Related questions


	Response
	Action required

	Routine daily input from Medicine for the Care of Older People should be available to elderly patients undergoing surgery and is integral to inpatient care pathways in this population. 


	Medicine for the care of the elderly
	Q10a - If not admitted under Medicine for the Care of Older People, was the patient reviewed by a Medicine for the Care of Older People consultant?

Q10b - If Yes, was this?

a. Pre-operatively

b. Postoperatively

Q11 - Is there evidence of a delay in the patient being assessed by a Medicine for the Care of Older People clinician?

Q12 - If the patient was on a surgical care pathway for older people, is there evidence of Medicine for the Care of Older People input?

Q13 - Is there evidence of Medicine for the Care of Older People input into ward guidelines for the care of the older surgical patient?

	Yes/NA

Yes

Yes
Yes
Yes

Yes
	No
No

No
No

No
No
	

	
	Surgery
	Q15 – If not admitted under Medicine for the Care of Older People, was the patient reviewed by a Medicine for the Care of Older People consultant?

Q16 – Is there evidence in the case notes of involvement of physicians with responsibility for Medicine for the Care of Older People:

a) Pre-operatively

b) Post operatively

Q16b – If YES (to either pre- or post operative review) is there evidence of a delay in the patient being assessed by a Medicine for the Care of Older People clinician. 

Q17 – If the patient was on a surgical care pathway for older people, is there evidence of Medicine for the Care of Older People input?

Q18 – Is there evidence of Medicine for the Care of Older People input into ward guidelines for the care of the older surgical patient?

Q19 – How often was the patient reviewed by Medicine for the Care of Older People?


	Yes

Yes

Yes

Yes
Yes

Yes

Daily
	No
No

No
No
No
No
Other
	

	All hospitals should address the need for nutrition and mental capacity to be assessed and documented in the elderly on admission as a minimum standard
	Medicine for the care of the elderly


	Q18a – Was the patients weight recorded in the case notes?

Q18b – If YES, please state

Q19a – Was an adequate assessment of the patients nutritional status made on admission?

Q19b – If YES, when was this in relation to surgery?

Q20a – Was there evidence of malnutrition on admission?

Q20b – If YES, was nutritional support given?

Q20c – If YES, was this:


	Yes


Yes


Yes



	No
No
No
	

	
	Surgery
	Q21a - Was the patients weight recorded in the case notes?

Q22a - Was the patient’s BMI recorded in the case notes?

Q23a - Was there evidence of malnutrition on admission?

Q23b - If Yes, was nutritional support given?

Q30a - Was the cognitive function of the patient assessed and recorded prior to consent being taken?

Q31a - Was the patient judged to be competent to consent to surgery?
Q31b – If NO, what consenting process was employed?


	Yes

Yes


Yes

Yes

Yes
	No
No
No
No
No
	


Patient comorbidities
	Recommendations
	Questionnaire
	Related questions


	Response
	Action required

	Comorbidity, disability and frailty need to be clearly recognized and seen as an independent marker of risk in the elderly. This requires skill and multidisciplinary input including early involvement of Medicine for the Care of Older People.


	Medicine for the care of the elderly
	Q14 – Is there evidence that prior to admission the patient had difficulty in performing basic functions of daily living?

Q15a – Is there evidence that the patient had significant sensory impairment?

Q15b – If YES, was this:

i. Hearing loss

ii. Visual loss

Q15c – If the patient had hearing loss, was there clear documentation in the clinical records?

Q15d – If the patient had visual loss, was there clear documentation in the clinical records?

Q16 – Did the patient have any other potential communication or perception problems? E.g. stroke?

Q21a - Was this patient identified as being frail?

Q21b – If YES, how was this assessed?

Q22 - Do you feel that there was clear recognition, by the admitting team, of the following risk factors of frailty in the patient:

a) Poor nutritional status

b) Immobility

c) Memory loss or dementia
Q23 – How and where was frailty recorded in the clinical record?

Q24 – If frailty or specific disabilities were noted, what action was taken?
Q25 - If confusion or delirium was a feature of this patient's pre-operative status, was there evidence that this was managed well? (e.g. by reducing unnecessary medications, maintaining fluids, re-assessing analgesia needs, appropriate drug treatment).

	


Yes

Yes


Yes


Yes

Yes

Yes



Yes
	No

No

No

No
No

No
No
	

	
	Surgery

	Q20a – Where there any comorbidites at the time of this admission?

Q20b – If YES, please specify:


	
	
	

	Assessment of capacity and appropriate use of the consent process should be clearly understood and documented by all clinicians taking consent in the elderly. 


	Surgery
	Q30a - Was the cognitive function of the patient assessed and recorded prior to consent being taken?
Q30b – If YES, how was this assessed?
Q27 – Would you expect a consent form to be present for this patient, based on the urgency of their admission?

Q28a – If YES, was the correct signed form in the notes?

Q28b - Was the appropriate consent form completed?

Q29a - Was the consent form completed adequately?
Q29b – If NO, please expand on your answer.


	Yes




Yes

Yes


	No
No
No
	

	Medicine reviews need to be a regular daily occurrence in the peri-operative period. Input of both Medicine for the Care of Older People (MCOP) clinicians and an experienced ward pharmacist may greatly assist this process. 


	Medicine for the care of the elderly
	Q27a – How many medications was the patient prescribed pre-operatively (including inhalers)?

Q27b – How many medications was the patient prescribed in the first 48 hours post operatively (including inhalers)? 

Q28 - Did Medicine for the Care of Older People clinicians have any input into the patients medicine reviews?

Q29 - Did an experienced ward pharmacist have any input into the patients medicine reviews?


	

Yes

Yes
	No
No
	

	
	Surgery
	Q24a – How many medications was the patient prescribed pre-operatively (including inhalers)?

Q24b – How many medications was the patient prescribed in the first 48 hours post operatively (including inhalers)? 

Q25 - Did Medicine for the Care of Older People clinicians have any input into the patients medicine reviews?

Q26 - Did an experienced ward pharmacist have any input into the patients medicine reviews?


	

Yes

Yes
	No
No
	


Pre-operative care
	Recommendations
	Questionnaire
	Related questions


	Response
	Action required

	Delays in surgery for the elderly are associated with poor outcome. They should be subject to regular and rigorous audit in all surgical specialties, and this should take place alongside identifiable agreed standards. 


	Surgery
	Q35a - Were there any delays between admission and operation?

Q35b - If YES, were these delays incurred as a result of wait times for special investigations?
Q35c – If YES, how many days was surgery delayed by?
Q36 - In your opinion, was the operation performed in a timely manner, i.e. without significant delay?

	Yes
Yes

Yes
	No

No

No
	

	Senior clinicians in surgery, anaesthesia and medicine need to be involved in the decision to operate on the elderly. Risk assessment must take into account all information strands, including risk factors for acute kidney injury. 


	Surgery
	Q11a - Was the time, grade and specialty of the initial assessment appropriate to the severity and complexity of the illness or surgical condition?
Q11b – If NO, please give details:

Q12 - Is there documented evidence in the casenotes which permits you to determine the date, time and location of first consultant review?
Q13 – How many hours after admission was the patient seen by a consultant?
Q14a - Is there evidence of a clear management plan? (i.e. a management plan multiple clinical teams can follow, including a differential diagnosis, plan of investigations, plan of treatment, initial treatment options and point of review).
Q14b – If YES, was this appropriate?

Q14c – If NO, please give details:

Q33 – What was the grade of the most senior doctor proposing the operation?
Q37a – In your opinion, was the grade and experience of the most senior surgeon in theatre at the time of the operation appropriate?
Q37b – If NO, please expand on your answer:
Q38a – In your opinion, was the specialty of the most senior surgeon in theatre at the time of the operation appropriate?

Q38b – If NO, please expand on your answer:

Q38c – In your opinion, was the grade and experience of the most senior anaesthetist appropriate to the anaesthetic care of this patient?

Q49 – Is there evidence that Acute Kidney injury (AKI) was noted on admission?

Q50 – In your opinion was there adequate assessment of risk factors for AKI?

	Yes


Yes


Yes

Yes


Yes


Yes


Yes


Yes
	No
No
No
No
No

No
No
No
	

	
	Anaesthesia
	Q12a – In your opinion, was the grade and experience of the most senior anaesthetist appropriate to the anaesthetic care of this patient?

Q12b – If NO, please expand on your answer:

	Yes
	No
	


Pre-operative care (continued)

	Recommendations
	Questionnaire
	Related questions


	Response
	Action required

	An agreed means of assessing frailty in the peri-operative period should be developed and included in risk assessment. 


	Medicine for the care of the elderly
	Q17 - Does this hospital have a mechanism in place for assessing frailty in elderly patients?

Q21- Was this patient assessed as being frail

Q22 - Do you feel that there was clear recognition, by the admitting team, of the following risk factors of frailty in the patient?

a. Poor nutritional status

b. Immobility

c. Memory loss or dementia

Q34 - Was a recognised guideline/protocol followed?

	Yes

Yes
Yes

Yes

Yes

Yes
	No
No

No
No
No
No
	

	Pain must be assessed and managed as a priority before operation. 


	Pain
	Q10a - Was pain assessed on admission?
Q10b – If YES, was a pain score recorded in the case notes?
Q11 – Was pain assessment modified in light of any communication problems?
Q12a - Was appropriate analgesia given to the patient on admission and prior to surgery?

Q12b - If YES, is there evidence that this was given in the form of regularly or 'as necessary'?

Q12c – Was this appropriate?

Q12d – If NO, please give details:

	Yes



Yes

Yes

Yes
	No
No
No
No
	

	All elderly surgical admissions should have a formal nutritional assessment as soon as practicable after their admission so that malnutrition can be identified and managed appropriately. 


	Medicine for the care of the elderly
	Q19a - Was an adequate assessment of the patient's nutritional status made on admission?


Q19b – When was this in relation to surgery?


	Yes
	No
	


Intra-operative care

	Recommendations
	Questionnaire
	Related questions


	Response
	Action required

	Temperature monitoring and management of hypothermia should be recorded in a nationally standardised anaesthetic record. This is particularly important in elderly patients. 


	Anaesthesia
	Q18 - Was the patients temperature recorded on the anaesthetic record?

Q19 - Was the patients temperature measured;

a) Immediately pre-operatively

b) Intra-operatively

c) Post operatively

Q20 – What was the temperature at the beginning of surgery?

Q21 – What was the temperature at the end of surgery?

Q22 - Did the patients care include:

a) Warmed fluids

b) Forced air warming devices

c) Low flow anaesthesia

d) Other

Q23 - Is there documentation to show the patient continued to have temperature maintenance in the recovery unit/PACU?

a) Temperature measurement

b) Warmed fluids

c) Forced air warming devices

	Yes

Yes

Yes

Yes



Yes

Yes

Yes

Yes

Yes

Yes

Yes
	No

No

No

No

No

No

No

No

No

No

No
	

	There should be clear strategies for the management of intra-operative low blood pressure in the elderly to avoid cardiac and renal complications. Non invasive measurement of cardiac output facilitates this during major surgery in the elderly. 


	Anaesthesia
	Q14a - In your opinion did the patient have adequate physiological monitoring?
Q14b – If NO, please expand on your answer:
Q15a - Were there any significant problems with blood pressure instability, (hypotension (SAP<90mmHg)) PRE-OPERATIVELY?

Q15b – If YES, how was this managed?


Q15c – If YES, what was the estimated duration of this?

Q16a - Were there any significant problems with blood pressure instability, (hypotension (SAP<90mmHg)) INTRA-OPERATIVELY?

Q16b – If YES, how was this managed?


Q16c – If YES, what was the estimated duration of this?

Q17a - Were there any significant problems with blood pressure instability, (hypotension (SAP<90mmHg)) POST OPERATIVELY?

Q17b – If YES, how was this managed?


Q17c – If YES, what was the estimated duration of this?


	Yes


Yes
Yes
Yes
	No
No
No

No
	


Postoperative care

	Recommendations
	Questionnaire
	Related questions


	Response
	Action required

	There is an ongoing need for provision of peri-operative level 2 and 3 care to support major surgery in the elderly, particularly for those with comorbidity. For less major surgery extended recovery and high observation facilities in existing wards should be considered. 


	Anaesthesia
	Q24 - Did the patient receive extended recovery?

Q25 - After leaving the recovery area what level of care did you plan for the patient?

Q26 - After leaving the recovery area what level of care did the patient receive?

Q27 – How long was the patient in recovery?

Q28 – Why was the patient kept in recovery?

Q29 – Was there an unanticipated post operative admission to critical care?


Q30 – Was there an unanticipated admission to critical care from the ward?
Q31 - (Based on the two questions above) If the patient did not receive level 2 or 3 care, did they go to the appropriate ward post operatively?

	Yes







Yes


	No
No
	

	Post operative Acute Kidney Injury (AKI) is avoidable in the elderly and should not occur. There is a need for continuous postgraduate education of physicians, surgeons and anaesthetists around the assessment of risk factors for the development of AKI in the elderly surgical patient. 
	Surgery
	Q50 - In your opinion was there adequate assessment of risk factors for AKI?

Q52 - When was renal impairment first noted?

a. Pre-operatively

b. Post operatively

Q53 - If POST OPERATIVELY, how long following the procedure?

Q54 – In your opinion, could this be attributed to:

Q56a - Was there an unacceptable delay in recognising AKI?

Q56b – If YES, how long was the delay?


Q56c – What was the delay due to?


	Yes

Yes

Yes



Yes
	No
No
No

No
	

	Fluid management must be clearly documented, and form part of the routine review and handover between theatres and wards. This should continue on at least a daily basis thereafter, alongside monitoring of biochemical function. 


	Surgery
	Q42 – Is there recorded evidence of pre-operative dehydration, i.e. decreased urine output, skin turgor, decreased blood pressure?

Q43 - Were fluids clearly prescribed e.g. within the drug administration record?

Q44 - If this was an acute admission, in your opinion how do you categorise the pre-operative fluid resuscitation?

Q45 - In your opinion, how would you categorise the peri-operative fluid administration?

Q46 - In your opinion, how would you categorise the post operative fluid administration?

Q47 - What was the quality of the fluid balance charts?

Q48 - Were urea and electrolytes measured at appropriate intervals post operatively?

	
Yes

Adequate

Adequate

Adequate

Good/

satisfactory

Yes
	No
Inadequate/

Excessive

Inadequate/

Excessive

Inadequate/

Excessive

Poor/ Unacceptable

No
	

	Pain is the 5th vital sign, and requires the same status as heart rate and blood pressure in the assessment and management of all patients. Clear and specific guidance on the recognition and treatment of pain in the elderly should be incorporated into education programmes. 


	Pain
	Q14 – Are current guidelines on acute peri-operative pain management readily accessible within the hospital?

Q15a - Was there evidence that pain was assessed regularly in the post-operative period?

Q15b - If YES, do you feel that efforts were made to modify pain scoring in light of sensory impairment, e.g. hearing loss, visual loss?

Q16 - Is there evidence that analgesia was prescribed regularly in the post-operative period?

Q17a - In your opinion did the patient receive adequate analgesia post-operatively?

Q17b – If NO, please expand on your answer:


	Yes

Yes

Yes/NA

Yes

Yes


	No

No

No

No

No
	

	A fully resourced acute pain service (APS) is essential within the context of modern secondary care services. This includes the Independent Sector. 


	Pain
	Q13a- Does this hospital have an acute pain service?

Q13b - If YES, are there designated specialised pain nurses for this service?

Q13c - If YES to 13a, are there designated consultant sessions for this service?

Q13d - If YES to 13a, is training provided to ward staff in pain assessment and management in the elderly?


	Yes

Yes

Yes

Yes
	No

No

No

No
	


NCEPOD ‘An Age Old Problem’ data comparison tool
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