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Background: 

ü In the UK 170,000 patients undergo higher -risk non-
cardiac surgery each year. 

ü Of these patients, 100,000 will develop significant 
complications.  

ü Resulting in over 25,000 deaths.  

ü General surgical emergency admissions are the 
largest group.  

ü And account for a large percentage of all surgical 
deaths. 

 



ñ 

ü Emergency cases alone presently account for 
14,000 admissions to intensive care in 

    England and Wales annually. 

ü  The mortality of these cases is over 25%.  

ü  ICU cost alone is at least 88 million. 

ü Mortality for over 80s can reach 50% for GIT 
surgery. 

ü Access to dedicated emergency theatres 
suboptimal. 

     ñWho operates whenò 1997,2003 ñCaring to the end 
ñ2009:daytime available dedicated theatre team 51% to 87% 

 

 



Day of admission 
:Friday/sat# NOF and time 
to surgery 
 
Week-end Admission and 
outcome 
 
Week-end operating 
sub-optimal in some sites 
 
High volume operating for 
AAA (Ó35cases/yr))( 
mortality 13%v 8%)  



 

 

ü Prospective audit 

ü Retrospective review by assessors  

ü 19,097 pts in week (march 2010)  

ü Non-cardiac, neurological , transplant 

ü Adults only (>16yrs)  

ü Analysis: 

- Classification of patients 

- Infrastructure  

- Process measures 

- Outcomes;  

    a. Critical Care usage 

    b. mortality (30days, 6 mths)  



Overview: 

ü Surgical pathways ill defined. 

ü Poor recognition of individual patient risk.  

üNo agreement on definition of ñHighò risk. 

ü Poor intra-operative use of evidence based 
practice for ñHighò risk patients. 

ü Recognition of value of Critical Care poorly 
understood. 

ü Optimising ward based care to detect 
patient deterioration.  

 

 



Infrastructure: pre -surgery 

ü 12% hospitals (27 sites) with no policy for 
recognition and management of acutely ill 
patients. 

ü 10% hospitals (20) with no critical care unit 
and not compliant with NICE 50. 

üIdentification of ñHighò risk appeared to 
apply more weight to cardiovascular risk 
(static as opposed to dynamic function).  

ü 60% no CPET service. 

ü Anaesthesia classification of risk. 



Infrastructure and process: pre -surgery 

ü 80% all patients classified as ASA 1 or 2 
ü Overall 20% pts classified at time of surgery 
as ñhighò risk. 

ü Urgency of need for surgery poorly 
understood.  

ü Only 54% of patients in the immediate 
group and 29% urgent group classified as 
ñhigh ñrisk. 

Assessors opinion: 
üClarity on definition of ñhighò risk required 
üEstimated ñhighò risk group only 16% of 

cohort ie 20% incorrect.  
 
 
 



Assessors opinion: 

ü Delay in investigations in 8.5% pts  

ü Pre-operative assessment poor in 10% 

ü ASA classification : 

  23.5% ASA 1 or 2 

  65.6% ASA 3 

  10% ASA 4 

ü Only 80% non-elective surgery timely 

ü Fluid management 

 

 



Infrastructure: peri -operative phase 

ü Emergency theatre: 27.5% still without 
appropriate infrastructure  

ü 22.5% recovery areas unable to offer post -
operative ventilatory support  

ü Use of invasive monitoring: 

 - 9% arterial line (27% high risk)  

 - 4.3% CVC (14% high risk) 

 -2.2% Cardiac output (5% high risk)  

 

 



Infrastructure: peri -operative phase 

ü Assessors opinion: 
ü Correct grade of surgeon 99%. 

ü Correct grade of anaesthetist 95%. 

ü Intra -operative complication in 10%.  

ü Inadequate Intra -operative monitoring in 11%of 
pts. 

ü Inadequate monitoring associated with increased 
mortality.  

ü Anticipated use of Cardiac output 12% (v 1.2%).  

ü Intra -operative care good in <50% high risk 
patients.  

ü ñHighò Risk patients more likely to have worse care 
if require un -planned surgery (~60% v ~40%).  

 


