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Surgical Services: Access and Coverage I Articles I
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« 310 million surgical procedures worldwide

* True mortality rate is not known

3 million deaths each year
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Rehospitalizations among Patients
in the Medicare Fee-for-Service Program

Mortality: 2% Desths without
Rehospitalization
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Surgical procedure risk

Pearse R et al. Lancet 2012; 380: 1059-65.
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Odds ratio (95% CI)
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Co-morbid disease risk

Pearse R et al. Lancet 2012; 380: 1059-65. Y.
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BEFORE SURGERY

Major surgery may trigger a deterioration in long-term illness and delay patient recovery. We must use the
time between the decision to perform surgery, and the procedure itself to assess the needs of individual
patients, and to optimise treatment of long-term disease. There are many examples that show how we

THE ROYAL modify perioperative care to the benefit of both the patient and the healthcare system.
COLLEGE OF
ANAESTHETISTS

PERIOPERATIVE MEDICINE
THE PATHWAY TO BETTER SURGICAL CARE

EARLY AFTER SURGERY

Surgeons are increasingly diversified in their technical expertise, whilst care of acute and long-term
medical disease is ever more sophisticated. It is no longer realistic to expect surgeons to have an in-depth
knowledge of recent advances in the management of patients with complex needs, who develop acute
medical problems. Improving the quality of care early after surgery represents a major challenge.

LATER AFTER SURGERY

As we work to ensure patients recover quickly and return home early after surgery, primary and secondary
care services will need to work more closely together to address the needs of surgical patients with long-
term disease. Even several months after they return home, complex patients need ongoing care from
experts who understand the impact of major surgery on long-term health.

www.rcoa.ac.uk/periopmed/animation
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Surgical death rates vary in US hospitals
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FTR-A Rate per complication (%)
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NHS data: Failure to rescue outliers

An assessment of “failure to rescue” derived from routi A .
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1SOS

International Surgical Outcomes Study

WWW.1S0S.0rg.uk
YW  @ISOSstudy
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ISOS: Results

44,814 patients from 474 hospitals in 27 countries
Eight low & middle income countries (134 hospitals)
310 university hospitals (66%)

Ward beds: median 550 (IQR 329-850)

Critical Care beds: median 21 (10-38)
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ISOS: Results

7,508 patients developed complications (16.8%)
207 patients died (0.5%)

5,254 patients with one complication (11.7%)
2,254 patients with =22 complications (5.0%)

Faillure to Rescue rate: 2.8%
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ISOS: Results

Infection: 9% of patients;  2.6% mortality
CVS. 5% of patients;  6.9% mortality

Other: 13% of patients; 2.8% mortality

Lowest mortality: Pulmonary embolism (2%)

Highest mortality: Cardiac arrest (44%)
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Failure to Rescue

Hospitals ranked in quintiles by activity volume
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ISOS: Failure to Rescue

Failure to Rescue rate: 2.8% (207 of 7508 patients)
Mortality varies three-fold across quintiles

Mortality highest in lowest volume quintile

FtR varies two-fold across quintiles

FtR helps explain why patients die
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Kahan B et al. 2016: under review
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KEXTHOR, THE DOG-BEARER

T DONT TRUST LINEAR REGRESSIONS WHEN ITS HARDER
0 GUESS THE DIRECTION OF THE CORRELATION FROM THE
SCATTER PLOT THAN To FIND NELJ) CONSTELLATIONS ON IT.
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|ISOS: Critical Care effect...?

At patient level:
* More deaths with direct Critical Care admission (2% vs 0.25%)

« Mortality still greater after risk adjustment (OR 3.11 [2.13-4.52])

At hospital level
* No protective effect of increased admissions to Critical Care

* No protective effect of increased Critical Care beds
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ICU not associated with lower mortality
after surgery in USA
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MORE than 310 million patients undergo surgical treatments each
year.® Although many such procedures are uneventful, we know
that a proportion of patients will develop serious complications that
impact on their survival and quality of life, both in the days that
follow surgery and in the long term.*2 There are many components
to a safe and effective perioperative care pathway, but
postoperative admission to an intensive care unit (ICU) is commonly
regarded as an important standard for many complex major
procedures.® Indeed, differences in availability and use of an ICU are
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Surgical outcomes and the
future...?

High volume of surgery

Outcomes poor for many patients
Failure to rescue remains a problem
Intensive care not an isolated solution

New approach to critical care needed
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