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Why do this quality improvement project?

Preoperative assessment of risk is an essential
componem of high-quality perioperative care, informing

of options and dentifying patients
who may benefit from d care path

Best practice
Risk of death (and substa
be assessed using the mc
appropriate method. Estit
ded and if risk varies

Delivery of multidisciplinary care using pro'ocols is
assocuated with improved survival after emergency

ive risk is
national clnmcd audws and is required for English NHS
trusts to receive best-practice tariff remuneration after
emergency laparotomy.~

Background

Likelihood of adverse fincluding death,
morbidity, reduced quality of life and increased
dependency) may be estimated before surgery

draw on populati
research. These assessments of rSsk may not be
routinely performed and are often poorly communicated
both with patients and between healthcare professionals.
By cateqorising risk, it may be possible fo pre-emptively
identify the minority of high-risk’ patients in whom the
majority of adverse events occur. The specifics of what

linicians do with this infe ion are d, but
there is evidence that consistent delivery of emergency
surgical care using p ls is d with imp

survival.”*

A wide variety of methods exist for assessing
perioperative risk. Prediction models [most based on
logistic regression] are usually the most appropriate in
the context of emergency smgay Bespoke models

librated for p ions are often the

most accurate.”

Deavh:sohenprecededby!hedmlopmmtcf
after gency surgery. Morbidity may also

be associated with excess mortality for several years
after surgery. Unfortunately, non-mortality outcomes
appear to be harder to accurately predict.

The National Emergency Laparotomy Network
(NELA} has reported a steady |mpruvemen' in risk

ion before but
marked variation persists between and within hospitals.

options, competing estim
Estimate(s) should be con
family in appropriate tern
more appropriate than qt
Risk estimates should infc
decisions and consent for
campaign ‘Benefits Risks
if we do Nothing (BRAN]
"High-risk' individuals sho
briefs, multidisciplinary c¢
of perioperative pathway
persist over the days after
practices should be conti
they recover from their a(
Patients must be actively
making and supported by
healthcare professionals 1
about treatment and con/
important to them, in line
7 Day Services.”

Suggested data to ¢

Teams should not be ove
a distinct advantage of th
all, of the data for the ma
laparotomies are already
In addition, the data are
analysed, in particulara s
cases for whom risk of de
surgery. Lessons learned
extrapolated to managen
surgeries:
® type of emergency surc
= whether or not an asses
documented on conser
® the nature of the adver:
B whether or not risk was
[or their relatives if appe

Quality improvement methodology

There are helpful resources particular to NELA on the
website, including a link to quality improvement videos.
Quality improvement is best undertaken as a team,
whereby all the relevant stakeholders, including patients,
are d. This assists in views and
issues at an early stage and also in feeding back the
results of change projects.
NELAda?amalysmsshouldbeabletormaldeﬁaemes
in risk for against
national standards and compadson mlh peers.
Understanding the local system is vital to identify where
improvements can be made. A process map can be
helpful in putting information about the system into

di ic form, incorporating the ives from

the’s'akehddem

Use a driver diagram to define the specific outcome, the
what, by how much and by when aims, which should (in
this context: reduction in mortality, complications and
cost), identify the primary (pre-, intra- and postop

Collected data either for a single process |eg risk
assessment] or as a care bundle displayed as ‘run
charts’ and or stafistical process control charts o assess
implementation and improvement using PDSA methods.

Case example

Since starting to collect patient-level data in 2013,
NELA has asked participants to indicate whether risk of
death was documented before surgery and, if it was, to
categorise risk and identify which method was used fo
estimate risk.

In the first year, only 56% of patients had risk of death
documented before surgery and, at hospital level, risk
was consistently [over 80% of patients) documented at
only 14% of hospitals. Analysis revealed that, of those
patients for whom risk had not been documented,
more than half were at greater than 5% risk of 30-

day mortality. Over subsequent years, NELA has
provided clinicians with a host of quality improvement
tools and hospital-level reports and has targeted

care) and secondary drivers, which are ohen processes
that lead to the desired outcome (eg in preoperative
care, secondary drivers are frailfy, nutrition and cognition
assessment).

The Model for Improvement is useful to provide a
structure to the change projects and the change ideas
that are generated from the driver diagram can be
incorporated into the plan-do-study-act (PDSA) cycle.
Change projects should be focused and short, with rapid
audit of the relevant data to assess the success

or otherwise of an idea.

dations to improve risk documentation. By
the fourth year, risk had been documented in 74% of all
patients and, of these patients, with probability of 30-
day mortality being formally calculated in 61%. Mortality
over the same time period has reduced.

Mapping

ACSA standards: 4222 423142321511,
15121513

Curriculum competences: GU IK 11, GU IK12.

GU IS 02, GUIS 05, GU IS 06, GU HK 01, GU HKO03,
GU HS 01, GU HS02, GU HS03, GUHS 05

CPD matrix code: 3A03

GPAS 2020: 211.1-2915,311-39.5, 411-493,
5115918
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Mapping

ACSA standards: 4.2.2.2,42.31,4.2.3.2,1.511],

1.51.2,.151.3

Curriculum competences: GU IK 11, GU IK12,

GU IS 02, GU IS 05, GU IS 06, GU HK 01, GU HK03, ==

GU HS 01, GU HS02, GU HS03, GU HS 05
CPD matrix code: 3A03
GPAS 2020: 2.1.1-2915,3.11-39.5, 411-4 9.3, o

511-59.18

—
survival.

A wide variety of methods exist for assessing

perioperative risk. Prediction models (most based on
logistic regression] are usually the most appropriate in

the context of emergency surgery. Bespoke models

calibrated for contemporary populations are often the

most accurate.

Death is often preceded by the development of

morbidity after emergency surgery. Morbidity may also

be associated with excess mortality for several years

after surgery. Unfortunately, non-mortality outcomes

appear to be harder to accurately predict.

The National Emergency Laparotomy Network
(NELA) has reported a steady improvement in risk
documentation before emergency laparotomy, but

marked variation persists between and within hospitals.

Suggested data to collect

Teams should not be overburdened with da
a distinct advantage of this project is that m
all, of the data for the management of eme:
laparotomies are already collected as part ¢
In addition, the data are readily downloader
analysed, in particular a section on the prog
cases for whom risk of death was documen
surgery. Lessons learned from NELA may b
extrapolated to management of other majo
surgeries:

® type of emergency surgery performed

® whether or not an assessment of risk has b
documented on consent form

B the nature of the adverse event identified

B whether or not risk was discussed with the
(or their relatives if appropriate).
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Mapping

ACSAstandards: 4222 423142321511,
15121513

Curriculum competences: GU IK 11, GU K12,

GU IS 02, GU IS 05, GU IS 06, GU HK 01, GU HK03,
GU HS 01, GU HS02, GU HS03, GUHS 05

CPD matrix code: 3A03

GPAS 2020: 211-2915,311-395,411-493,
511-5918
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Linking It all fogether:
Mapping
ACSA standards: 4.2.2.2,4.2.31,4.2.3.2,1.51],

1.51.2.151.3

Curriculum competences: GU IK 11, GU K12, PV e
GU IS 02, GU IS 05, GU IS 06, GU HK 01, GU HKO3,

GU HS 01, GU HS02, GU HS03, GU HS 05 A
CPD matrix code: 3A03

GPAS 2020: 21.1-2915, 3.1.1-39.5,411-49.3,
51.1-5.9.18

Royal College of
Anaesthetists

STANDARD
4.2.3.1 Continuous measurements of the clinical outcomes of elective and emergency anaesthesia is undertaken and plans put in place to act on the findings.

EVIDENCE REQUIRED
Written evidence should be provided.
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Linking It all together:
Mapping
ACSA standards: 4.2.2.2,42.31,4.2.3.2,151],

1.51.2.151.3

Curriculum competences: GU IK 11, GU K12,
GUIS 02, GUIS 05, GU IS 06, GU HK 01, GU
GU HS 01, GU HS02, GU HS03, GU HS 05

CPD matrix code: 3A03

GPAS 2020: 2.1.1-29.15, 3.1.1-3.9.5, 4.1.1-4.9.3,
511-59.18

UuU_In_ 1Y ReLdin

J UESLIIUES LIE rduulidie diiu Principies vl perigperduve rndeimuuyrnidinic imididgeinicrit diid upgmisduun

GU_IK_11

Recalls / describes the principles of preoperative evaluation of patients at risk of post-operative morbidity, including risk
stratification tools, for example scoring systems and measures of functional capacity [including cardiopulmonary exercise
testing]

GU_IK_12

Discusses the importance of the timing of non-elective surgery and the effect that this may have on the delivery of
‘emergency surgery’

12,3

1,23
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Linking It all together:
Mapping
ACSA standards: 4.2.2.2,4231,423.2,151],

1.51.2,1513

Curriculum competences: GU IK 11, GU K12,
GU IS 02, GUIS 05, GU IS 06, GU HK 01, GU HKO3,
GU HS 01, GU HS02, GU HS03, GU HS 05
CPD matrix code: 3A03

GPAS 2020: 2.1.1-2.9.15, 3.1.1-3.9.5, 4.1.1-4.9.3,

5] 1 It is important that audit services closely identify areas of best practice and areas where improvements can
be made. Regular, systematic audit has been shown to improve outcomes. 2245

7.1 National level audit of emergency surgical activity and outcome is essential, and all hospitals delivering
emergency surgical care must contribute to the recognised national or other major audits of safe
practice and critical incident reporting systems.11°/.212213.214.215.216

M | Mandatory

7.2 Outcomes for types of emergency surgery not covered by national audits should be audited via
Hospital Episode Statistics for benchmarking purposes.
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GPP | Moderate




Free to download from RCoA website
But please referencel
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Raising the Standards: RCoA Quality Improvement
Compendium

The Qualily Improvement Compendium, previously known as the Audil Recipe Book, has provided a

popular manual of audit topics for anaesthetists since the first edition in 2000. h 1'1' D S ://WWW . rC O O . O C i U k/s O fe 'I'v_

Since its last publication major changes fo the Guidelines for the Provision of Anaesthelic Services [GPAS)

and Anaesthesia Clinical Services Accreditation [ACSA] have been designed and implemented. The position 'I' d d —_ | | 'I' / 'I'_ 'I' h 'I'. —_

of Ql science a‘nd r:'lellhodololgy has chanlget‘ﬁ within the sp‘:a-cialry and |"1ea|rhcarelas a v:hole asit has be:e; S O n O r S q U O | y S U D D O r O n O e S e I C

formally integrated into the curriculum since the last Audil Recipe Book was published. d _I_ _I_ / e _I_ d d

The new edition of the Quality Improvement Compendium aims fo: e D O r m e n S rO IS | n q S O n O r S rC O O

»> pro\fide cor?pre.-he?swe recipes_ for QI and audit ir_\ all sub—s_pecia.llies ofanaeslhesi?, and link 1o _nalional q U O | I -I-v—l m D rOV e m e n -I-
audil/Ql prierilies in anaesthesia, such as the Nalional Audit Project recommendations and National
Emergency Laparotomy Audit [NELA)

»  further promote the QI methadology and provide examples of real life change

B align with GPAS chaplers in order to deliver safe and up-to-dale anaesthesia, and facilitate enlry into the
ACSA process.

For more information about the Compendium or qualily improvement work, please contact
qualityimprovement(@reoa.ac.uk.

Raising the Section A Chapter 1:
Standards: Preoperative
RCoA Quality

Improvement
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https://www.rcoa.ac.uk/safety-standards-quality/support-anaesthetic-departments/raising-standards-rcoa-quality-improvement
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