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Quality Assessment in High-Acuity Surgery
Volume and Mortality Are Not Enough

Charles M. Voltmer, [r, MD; Wande Pratt, BA; Tsafrir Vanounou, MD, MBA;
Shashir K. Maithel, MD; Mark P. Callery, MD

Arch Surg. 2007;142:371-380
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Figure 3. The Quality Trangle provides a new definition of quality that
reflects the partnerships and objectives of health care professionals,
institutions, and patients. Each vertex represents the components of quality
(underined), potential stakeholders (in parentheses), and the proposed
metrics for assessment (italicized).

Table 1. Definitions of Owtcomes Usad for Traditional
Surgical Quwality Assessmeni

Dtz ome Dafinftion
Postoparative complications®
Miinor {Clawien -1 Complications requinnmng
pharmacodogic trastrment,

including hyparaimentation,
antibictic agents, and blocod
iranshssione

Rllajor {IClawien -} Complications requining surgical,
endoscopicz, or radiologic
imBarventon; complications
resulting im organ dy=sfunction
or daeath

B ootality Daath during the imitial

hos pitalization or within 30 d of

hospital dischanps or death dua
1o 3y sungical complication at

anmy time

Hozpialcation duration Day= froim the initial opsrateon to
hospital di

Intems=ve care unit transiar Treabmant in an iNensive cara

s=ttimg om or ahar posiopsrativa
day 1. excluding admissions: 1o
the= imtEnsive care umit directhy
from the oparatimg room

Blood transfusion Administration of packed md blood
o=lls posiopsratively, sxcluding
blood products receied during
thez imitial oparation

Patient dischange disposition Hospital discharge to 1 of 3 options
afar the initial opsmation: bo
hioma, to homa with
armmnge=mants for visiting nurss
assistamca, or io 3 rehabiitation
Tacility

Hoepital readmission Aaadmission for mamagemaeant of
postoparative comphcations
within 30 d of ho=pital
dizchargs

Fepeated opsration Surgical exploration during initial
hos pitalization or within 30 d of
hospital di

Todal hospital costs Costs from tha inatizd oparation io
hos pital discharge plus any
costs incurred during ospital
readmiszions witham 30 d
posboparativedy

*Eeverity of complications was graded accordimg to tha Claviemn
complication schemea !
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Enter Patient and Surgical Information

Procedure |Colectomy, partial; with anastomosis 'R
. Reset All Selections
CPT Code  [44140 o ’
Age group: Less than 65 years |¥  Diabetes: No v
G P " Hyp(?rtepsion requiring o by
k medication:
Functional status: Independent "~ Previous cardiac event: No
; v 2 ; =
NSRRI e ! Congestive heart failure in o fe
ASA Class: I ‘w  30-days prior to surgery:
Steroid use for = Ly | Dyspnea: No 4
chronic condition: ! Chirrant sivthiey — -
Ascites within 30- = Ly Within 1 year: ‘
days prior to surgery: " History of severe -
TR COPD: =
Systemic sepsis within 48 : j
X No e . .
hours prior to surgery: Dialysis: No
Ventilator dependent: 22 'Y Acute Renal Failure: No v
Disseminated cancer: No '117 Height (in):
Weight (lbs):
/ SN 1]

JAm Coll Surg. 2013 November : 217(5): 833-842.e3. doi:10.1016/j jamcollsurg.2013.07.385.

Development and Evaluation of the Universal ACS NSQIP
Surgical Risk Calculator: A Decision Aide and Informed Consent
Tool for Patients and Surgeons

Karl Y Bilimoria, MD, MS, FACS'-2, Yaoming Liu, PhD', Jennifer L Paruch, MD', Lynn Zhou,

PhD', Thomas E Kmiecik, PhD?, Clifford Y Ko, MD, MS, MSHS, FACS'3, and Mark E Cohen,
PhD'




AmericaN CoLLEGE OF SURGEONS

Surgical Risk
NS_QT}_) Calculator

Risk Calculator Homepage About Risk Calculator FAQ ACS Website NSQIP Website

Procedure: Hemicolectomy
Risk Factors: COPD, HTN, BMI > 40 Risk Factors

g Aversse Falient SIGk CHANCE OF OUTCOME: ¥/

<1% Below average

OUTCOMES:
Death

Any Complication l 21% Average

Pneumonia I <1% Below average

Heart problem <1% Below average

Surgical site infection 8% ! Above average

Bladder infection | l 2%  Average

Blood clot _l 1% Average

Kidney Failure !ul <1% Below average
% (Better) 100% (Worse)

| Average Length of Hospital Stay: 5 days |

»h Explanation Siiropon Aditctment of Rick

JAm Coll Surg. 2013 November : 217(5): §33-842.e3. doi:10.1016/j jamcollsurg.2013.07.385.
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OPERACE

Délka operace a odchylka
Mira poskozeni tkani- zavaznost
Elektivni- Akutni- Superakutni operace
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AKUTNI OPERACE

Table 2 Time of day, seniority of medical staff, and 30 day
mortality. *Time of anoesthetic induction

Time of day* n Consultant Consultant 30 day

anaesthetist surgeon mortality
present (%) present (%) (%)
0&8:00-17:59 1044 75.2 80.8 14,2
18:00-23:59 G4t 548 bl7 178
00:00-07:59 152 40.8 61.8 20.3
British Journal of Anaesthesia 109 (3): 368-75 (2012)
Advance Access publication 22 June 2012 - doi10.1093/bja/aes165 BJA

Variations in mortality after emergency laparotomy: the first
report of the UK Emergency Laparotomy Network

D. I. Saunders?, D. Murray?*, A. C. Pichel3, S. Varley?, C. J. Peden®, on behalf of the members of the UK
Emergency Laparotormy Network




IPAA A ZKUSENOST

Kennedy, ED. DCR 2006 (Kanada)

1-00
High volume surgeons 0.8
- - . , o
Signifikantné méné reoperaci 3
. . g v ;s v ;s s = 095
Signifikantné méné selhani IPAA 2
2
= 094
Volume analysis of outcome following restorative E
proctocolectomy oo
E. M. Burns', A. Botele?, P. Aylin?, S. K. Clark?, P. P. Tekkis!, A. Darzi!, R.J. Nicholls' and O, Faiz! 0-90 - = 5 = ERTT
Time to pouch failure (months)
Mo. of Mo. of procedures Mo. of
Volume category procaduras per yaar No. of patients providaers
Institutional®
Low wolume 1-39 01-33 1964 of 5771 (34-0) 117 trusts
Medium volume 40-100 3-3-83 1916 of 5771 (33-2) 28 trusts
High volume =101 = 8.4 1891 of 5771 (32-8) 9 frusts
ExilV 1—12 0 294 of 5771 (5-1) 47 trusts
Exiiy 13—143 2-11 3948 of 5771 (68-4) 101 trusts
ExtHV =144 =12 1520 of 5771 (26-5) & frusts
Surgeon?
Low volume 1-10 01-1.3 1331 of 3878 (34-3) 397 surgeons
Medium volumea 11-28 14-3.5 1320 of 3878 (34-3) T8 surgaons
High volume =29 =36 1218 of 3878 (31-4) 24 surgeons

British Fosnal of Swrgery 2011; 98: 408417




RIZIKA LEAKU

Table 3. Risk Factors for Anastomotic Leak

Patient factors Malnutrition, steroids, tobacco and alcohol
use, leukocytosis, cardiovascular disease,
ASA score, diverticulitis

Operative factors Low anastomosis, operative time =2 hours,
bowel obstruction, blood supply to
anastomosis, perioperative blood
transfusion, intraoperative septic

conditions
Factors associated Male, obesity
with leak after
low
anastomosis

.II!'LS.I'!IL-\. Hm:rican Sﬂfifl}’ Di: fﬂLﬂCSthCEiDIDgiEH.

T Peter Kingham MD, H Leon Pachter




Stricture

Fistula / abscess

Stricture

Digestive damage
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Figure 2 The Lémann score: progression of digestive damage
inflammatory activity in a theoretical patient with Crohn’s dise
Reproduced from Pariente et al. (2011)* with permission.

Top-Down or Step-Up Treatment in
Crohn’s Disease?
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PERIOPERACNI PECE

Enhanced Recovery Program in Colorectal Surgery: Published online: 25 December 2013
A Meta-analysis of Randomized Controlled Trials

Massimiliano Greco * Giovanni Capretti -

Exparimantal Contral Risk Ratio Risk Ratio

Study or Subgreup  Events  Total Events Total Weight M-H. Randem, 85% CI M-H, Random, 5% CI

Andarson 2003 {30) 4 14 5 " 4.9% 052018, 1.41] —

Drelaney 2003 (31) T 31 10 33 68.2% 0.75 [0.32, 1.71] 1

Gatt 2005 (33) ] 19 15 20 10.5% 0.63 [D.3F, 1.08] T

Lo 2011 (36) L] 465 14 G4 5.8% 0.50 [0.21, 1.20] T

Muller 20089 (37) 16 78 47 75 11.9% 0.34 [0.29, 0.54 =

Ren 2012 (13) 2B 2940 28 208 11.4% 0.96 [0.58, 1.56] -

Saerclova 2008 (33) 11 51 25 52 9.5% 0.45[D.25, D.B1] - - - -

Vg 2011 {12) 33 193 33 207 125% 1.07 [D.68, 1.67] N

Wang G 2011 (14) 20 106 | 10 120% 0.50 [0.22, 0.80] - SanUje kompllkace

Wang G 2012 (35) 10 81 16 a2 7.5% 0.63 [0.21, 1.31] e

Wang G 2012 (41) [ 449 10 al 3% 0.61 [D.24, 1.58] - =1

Wiang © 2012 (29) ? 40 B 38 2.5% 0,24 [0.05, 1.05]

Total (95% Cl} 1005 1024 100.0% 0,60 [0.46, 0,76] +

Tetal everls 182 252

Helerogeneily: Tau® = 0.08; Chi* = 19,54, dif = 11 (P = 0.08); 1" = 44% ' ' Experimental Contral Maan Diffarance Maan Differance

Test for overall effect: Z = 4,07 (P < 0.0001) Study or Subgroup Mean 50D Total Mean 5D Tolal Weight IV, Random, 35% CI IV, Random, 85% Tl
Anderson 2003 (30) 5 18 14 ! 2 11 B%% <3010 481, -1.59) —
Dalanay 3003 (31} 52 25 A 5.8 3 33 T2% -0.60 [-1.95, 0.75] -
Garcia-Bolelia 2011 (32) 418 22 61 823 T ] B.1% 5.08 [-5.96, -3.20) —_—
Giatt 2005 (23) EE 44 19 5 46 20 4% SR AD[-5.22,0.42) T
oneacy 2009 (34) 643 341 48 816 2867 48 7.5% -2.73 [-3.96, -1.50) -
Khoo 2007 (35) 5 @85 i5 T 14T 35 1.7% 2.00 [-7.83, 3.63) R

. Puiller 3005 (37} &7 48 ™M 13 49 76 B.8% -3.60 [-5.18, -2.08) —
ZkraC UJ e Ran 2012 {13) 57 16 209 66 24 298  BS%  -0.90 123, -057) -
Saeiclova 2000 (38) T4 13 51 104 31 52 B.1% -3.00 [-3.92, -2.08) -
” - - e 21017 IF‘S-;1?.;- E 29 100 & 29 1049 !!-f!-’.-'?. -1.00 [-1.79, -0.21) —=
Vg 2017 LPT [12) r 44 93 T 52 98 1% 0.00 [-1.36, 1.36] -1
d e I k u h OS p Ita I Iza ce WANG 2012 LPS (41) 52 38 40 63 47 4D  E0%  -1.10[-2.99,0.79) —1

WANG 2012 LPT (41) g5 41 41 T4 42 a7 6.3% 0,90 [-2.69, 0.849) T
Wang G 2011 (14) 51 349 108 B 48 104 T.7% -2.50 [-3.60, -1.40] -
Yang 2012 140) ] 1 2 1.7 38 30 r.1% -3.70 [-7.10, -4.30) -
Taotal (55% CI) 1048 1053 100.0%  -2.28 [-3.08, -1.47] &»
Hatarogenety: Tau® = 1.90; Chi® = 98,88, df = 14 (F < 0.00001); F = 86% _1i|] L ; 15?

Tasd for overall effect: Z = 5.60 (P < 0.00001) Favaurs expermantal  Favours conirol




Understanding how colorectal units achieve
short length of stay: an interview survey among
representative hospitals in England

Ben E Byrne]*, Anna Pinto‘, Paul Aylinz, Alex Bottlez, Omar D Faiz® and Charles A Vincent?

Byrne et al. Patient Safety in Surgery (2015) 9:2
DOI 10.1186/s13037-014-0050-5

Interview 10 britskych nemocnic NNH s nejkratsi
hospitalizaci po KR chirurgii

Vsechny ERAS

Objem operaci se nelisil, analgetické rezimy rizné
Sestry- protokoly casného zhorseni (Casna detekce
komplikaci), primy kontakt s konzultantem

Casté kontroly konzultantem

Akutni operacni sal

%é PATIENT SAFETY IN SURGERY



Pooperacni infekéni komplikace
(Surgical Site Infection - SSI)
= 2. nejcastéjsi nozokomialni nakaza

60 % preventabilni

Mangram AJ, Horan TC, Pearson ML, Silver LC, Jarvis WR. Guideline
for prevention of surgical site infection, 1999. Infect Control Hosp
Epidemiol 1999;20:250-78.




SSI PREVENCE

Protokol (bali¢ek)
Adekvatni predoperacni profylaxe
Normotermie
Adekvatni vyména rukavic
Pred.......ccooiiiiiee Po implementaci

SSI 27.5% (95% Cl, 21.6- 33.4) x 16.9% (95% Cl, 10.3-23.5,
P=.03).

Mortalita 9.2% (95% Cl, 5.4-13) x 3.2% (95% ClI, 0.1-6.3)
(P=.04).

Pérez-Blanco V, Garcia-Olmo D, Maseda-Garrido E, Najera-Santos MC, Garcia-Caballero J. Evaluation
of a preventive surgical site infection bundle in colorectal surgery. Cir Esp. 2015 Jan 22.




Classification of Surgical Complications

Hodnoceny vzdy nasledujici systemy:
KVS / Respiracni / CNS / GIT/ Renalni / Ostatni (SSI)

TABLE 1. Classification of Surgical Complications

Grade Definition

Grade | Any deviation from the normal postoperative course without the need for pharmacological treatment or
surgical, endoscopic, and radiological interventions

Allowed therapeutic regimens are: drugs as antiemetics, antipyretics, analgetics, diuretics, electrolytes, and
P g E Py g y
physiotherapy. This grade also includes wound infections opened at the bedside

Grade 11 Requiring pharmacological treatment with drugs other than such allowed for grade I complications
Blood transfusions and total parenteral nutrition are also included
Grade III Requiring surgical, endoscopic or radiological intervention
Grade Illa Intervention not under general anesthesia
Grade I1Ib Intervention under general anesthesia
Grade IV Life-threatening complication (including CNS complications)* requiring 1C/ICU management
Grade IVa Single organ dysfunction (including dialysis)
Grade IVb Multiorgan dysfunction
Grade V Death of a patient
Suffix “d” [f the patient suffers from a complication at the time of discharge (see examples in Table 2), the suffix “d”

(for “disability™) is added to the respective grade of complication. This label indicates the need for a
follow-up to fully evaluate the complication.

*Brain hemorrhage, ischemic stroke, subarrachnoidal bleeding, but excluding transient 1schemic attacks.
CNS, central nervous system; 1C, intermediate care; ICU, intensive care unit.

Dindo D, Demartines N, Clavien PA: Classification of Surgical Complications A New Proposal With Evaluation in a Cohort of 6336
Patients and Results of a Survey. Ann Surg 2004,240: 205-213
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http://i16.photobucket.com/albums/b47/HouseMD_/Hugh Laurie/eb3e471c.jpg

? OPTIMALNI VYSLEDEK?

Databaze chirurgickych nemocnych

Monitorace vysledkl a komplikaci

Balicky pro spravnou klinickou praxi +
kontrola

Angazma statnich slozek a platc




