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PERIOPERATIVE MEDICINE
THE PATHUAY TO BETTER SURGICAL CARE

07/02/2020

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
modify perioperative care to the benefit of both the patient and the healthcare system.

EARLY AFTER SURGERY
Surgeons are increasingly diversified in their technical expertise, whilst care of acute and long-term
dical dis is ever h d. It is no longer reali to have an in-depth

o e R Do O e
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.

- NULDYRU T TR LONITULIITS | UISETs aUGuUnt Loy 1
Article  Talk Read Edit View history | Search Wikipedia Q
Perioperative medicine
From Wikipedia, the free encyclopedia
This article includes a list of references, related reading or external links, but its sources remain unclear

? by it lacks inline Please help to improve this article by introducing more precise citations.
(December 2011) (Learn how and when to remove this template message)

Perioperative medicine is the medical care of patients from the time of contemplation of surgery through the operative period to full recovery, but excludes
the operation or procedure itself. Perioperative care may be provided by an anesthesiologist, Intensivist, an internal medicine generalist or hospitalist working
with surgical colleagues.

Background |edt)

Perioperative medicine encompasses the care of the patient preparing for, having and recuperating from surgery. In the practice of perioperative medicine the
surgeon, anesthesiologist, intensivist and medical consultant work in concert. The medical knowledge distinct to this field includes that of operative risk and
complications, of patient specific risks, of methods to reduce risk, and of the management of medical illness during this time period. Evidence supporting best
practices in perioperative medicine is expanding, though historically this field has been directed by comman practice and experience. It remains a field
governed primarily by the art of medicine.

Notably, in the last decade, there has been a concerted effort by various anesthesia representative bodies to incorporate greater teaching into management

of patients during the perioperative period. Sp ly, an annual summit has been held in the US, and various courses exist to encourage this field of
medicine.
See also [edi)

+ Pre-anesthesia checkup
? Medicine portal

External links |edit]

+ Royal College of Anaesthetists 2014 vision document to contextualise and introduce the future care of patients contemplating surgery with examples from
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BEFORE DURING AFTER

viisgsm@hieee - 8 months ago ~
| won't be sharing the film with my friends, the professional ones would be patronised by
— the juvenile nature (was it from the makers of Southpark? | stopped watching before Kenny
died of renal failure or sepsis or whatever) and my lay ones are really not likely to want to
see it.

»® Unless we re-engage with the wards to provide care before and after

surgery, we will lose relevance. A retreat to the operating theatre will be
to the detriment of the specialty. § &

RCoA Curriculum Survey 2014

Nonsense
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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
modify perioperative care to the benefit of both the patient and the healthcare system.

Achievements

* Awareness  Pathway/Guideline development
* Other colleges * Anaemia
* National projects (PQIP, etc) * Diabetes

* New status for Specialty * Frailty

+ Academic appointments, etc * Preop exercise

* Perioperative Medicine Leads
* Shared Decision Making
* Prehabilitation



Arsesthesia 2014, T3, 750768

Guidelines

401111 e 117D

Clinical guideline and recommendations on pre-operative exercise
training in patients awaiting major non-cardiac surgery

G. A Tew,' R Ayyash |. Durrand” and G. R Danjoux*
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We Must Improve Periop Nutrition!
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i Royal College Guidelines forthe © ... =
g of Physicians managementof -
.)SW-.,, for glucocorticoids during 4
the peri d )
£ Amocition for patients with adrenal v
VU7 of Ansesthetists insufficiency a
soreenng procemes. 2 glucocorticoid across all routes of administration
can cause suppression of the hypothalamic adrenal axis, and is
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the most common cause of adrenal insufficiency that anaesthetists will
encounter.

Yk

8 wecocertcnld-epemiost petets e st ek o wirmal s become

surgical stress or Biness, and it s essential to be able to recognise
and diagnose this medical emergency. If in doubt about the need for
glucocorticoids, they should be given as there are no long:term adverse

Avonstiiis should enivs. cosly shout the. patints Nk of
glucocorticoid self-management, any previous episodes of adrenal crisis
S iow practicnd ey are . snadiacion adftomsnts for M, Ifary

with the patient's endocrinologist.

Hydracarteone 100 g by L. ke wmmumnumd
anaesthesia In adult patients

an-mmumuﬂ‘h’ unt the patent an

* Awareness
* Other colleges

Achievements

* National projects (PQIP, etc)

a8h
o

Dexamethasone is not adequate s ghucocorticold treatment in patients

Children with adrenal insufficiency are more vilnerable to problems with
Detailed recommendations based on age and body weight are presented.

and stress

 Pathway/Guideline development
* Anaemia
* Diabetes
* Frailty

* New status for Specialty
* Academic appointments, etc
* Perioperative Medicine Leads
* Shared Decision Making
* Prehabilitation

* Preop exercise

* Improving outcomes
* Research
. Ql
* Various services springing up
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Stier et al. Perioperative Mediche (2018)7:13

hitps://dol org/10.1186/513741-018-0090 Perioperative Medicine
McEvoy et al. Perioperative Medicine (2016) 5:3
DOI 10.1186/513741-016-0028-1 Perioperative Medicine
B : ; W
RESEARCH Open Access Anesthesiologists as perioperative

W hospitalists and outcomes in patients

A perioperative consult service results in undergoing major urologic surgery: a

reduction in cost and length of stay for Historlcal/prespective, compatative
. . . effectiveness study
COloreCtal Surglcal patlentS: eVIdence from Gary Stier', Davinder Ramsingh”", Ronak Raval’, Gary Shih’, Bryan Halverson’, Briahnna Austin®, Joseph Soc?,
a healthcare redesign project phaRtaC R
Abstract
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direct patient

Condusions: Anesthesiologists can safely function as perioperative hospitalists, providing appropriate medical
management, and significantly improving both patient recovery and throughput

Early adopters of perioperative medicine:
who are they and what motivates them?

British Journal of Hospital Medicine, November 2017, Vol 78, No 11
* Young
* Median age 33.

* 75% trainees, 23% Consultant/SAS

* 75% anaesthetists, rest- surgeons, geriatricians, physicians, nurses

* 4 themes identified
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Perioperative Medicine in Action

www.futurelearn.com/courses/perioperative-medicine

Future
Learn

Perioperative RCOA

GRAMME

Royal College of Anaesthetists

WEFSA

ANAEETESIBIBEETS

e an®
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Challenges

* Still some way to go before universal acceptance.

RESEARCH

Open Access

The emerging specialty of perioperative ")

medicine: a UK survey of the attitudes and o
behaViou rS Of anaesth etiStS Partridge et al. Perioperative Medicine (2020) 9:3

https://doi.org/10.1186/s13741-019-0132-0

* 758 respondents (60:40 Cons/trainee split)
* 4.5% of the registered 16744 anaesthetists

* 64% consider themselves a ‘perioperative doctor’

» 78% believe anaesthetists ‘uniquely placed’ to lead development of
POM
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Now we would like you to think specifically about the last postoperative patient you saw on the surgical
ward (excluding those patients you saw to advise on pain management and epidural problems or ina
high dependency or intensive care outreach capacity)

Sodial interaction as a courtesy to the patient | had anaesthetized IS /67 (59%)
Other (please specify) IEEGCG_— 1/ (24%) <—— Analgesia review
Assessment of fluid balance NN o0 (15%)
To folow up on a complication that occurred during anaesthetic I 35 (14%)
To answer a query related to medications N 35 (6%)
High early warning score NN 25 (4%)
Postop erative delirium M 25 (4%)
Assessment of sepsis [l 13 (2%)
Postoperative urinary retention Il 12 (2%)
Toadvseon blood transfusion Il 10 (2%)

Postoperative arrhythmia M 8 (1%) Total = 595 respondents

0 50 100 150 200 250 300 350 400 450 500

Attitudes to POM- 758 respondents

* 26% agreed/strongly agreed they were confident to optimize medical
comorbidity- crucially 47% disagreed/strongly disagreed

* 51% believe current training in POM is inadequate

* “Anaesthetists do not want to practice perioperative medicine”
* 9% strongly agree, 31% agree
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Challenges/Work in progress

* Still some way to go before universal acceptance.

* Turf war?
Perioperative Medicine
MRCP V. FRCA
* Comorbidity management * Cardiorespiratory physiology
* Complication management * Complication prevention
* Drug knowledge * Drug knowledge
* Confidence to tweak meds « Surgical knowledge

" Discharge planning * Better concept of periop risk?

* Better MDT experience « Advanced analgesic techniques

* Better knowledge of long term

* Technology adoption
outcomes

v. FRCS?

10



Challenges/Work in progress

* Still some way to go before universal acceptance.

e Turf war?

* Proper integration with Primary Care

More than 90 per cent of
respondents identified:

9
= smoking %
m frailty

u cognitive
impairment

® hazardous alcohol intake.

More than 90 per cent of
respondents screen for:

R

3

= smoking.

More than 75 per cent of

respondents advise:

m smoking cessation

= weight loss

m reduce alcohol I
intake.

Awareness
of elevated
perioperative risk

I
|
I

Routine screening
for risk factors on
referral
I

I
I

Routine
intervention or
advice on referral

I
|

Less than 50 per cent of
respondents identified:

6‘@‘

Less than 50 per cent
of respondents

screen for: .
® anaemia
m frailty
B cognitive
impairment.

Less than 50 per cent of
respondents advise:

® increased activity

>

= weight gain.

07/02/2020

11
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Preoperative Risk Education Package

PREP: PREOPERATIVE RISK EDUCATION
PACKAGE

INTRODUCTION ANIMATION

Welcome to PREP. An educational resource designed by a
muitidisciplinary team of GPs and anaesthetists.

This resource focuses upon improving outcomes following
major non-cardiac surgery through optimization of patient
health in the preoperative period.

Multidisciplinary, cross-sector working is critical to achieving
this with primary care staff playing a leading role.

Facilitating and combining small changes in the time available
prior to surgery can yield great benefits for patients.

We encourage you to view the short introductory animation.
This provides an overview of the challenge facing surgical
patients and introduces risk factors that can significantly
influence their perioperative journey and quality of recovery.

Preoperative risk evaluation in Primary Care-
survey of knowledge and attitudes

* ‘Fascinating... it will influence my behaviour.... never thought to
advise preop exercise. It makes sense!’

* I'm going to say to my patients, ‘you do realise that the stress of this
is equivalent to running a marathon- we need to start getting you
into shape to help it go smoothly. What do you think we need to do
to help you be as well as you can be for this?’

* ‘Don’t start chucking more work at under-resourced primary care!’

12
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Challenges/Work in progress

* Still some way to go before universal
 Turf war?
* Proper integration with Primary Care

* Lack of time/resources in current job
* Use existing business cases

‘ Centre for
» Perioperative Care

* Centre for Perioperative Care
* Multi-Specialty

The Centre for Perioperative Care [CPOC] is delighted to the appoi of Consultant
Physician, Dr Jugdeep Dhesi, and Consultant Surgeon, Mrs Scarlett McNally as its new Deputy
Directors.

acceptance.

plans

What will CPOC do?

The new Centre for Perioperative Care aims to:

improve quality of care
empower patients
support the workforce
influence policy

harness digital technology

vyVYyYVYYY

lead on research and innovation.

13
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Postoperative Critical Care?

NELA

York Hospital PQIP
AAN"

Colorectal ERAS Pathway

National Emergency
Laparotomy Audit Perioperative Quality

Improvement Programme

et SmmHg
Surgical APGAR score for post-operative planning

. [ Medications, Bloods & ECG, explains pre-operative incentive
Emergency Laparotomy Audit i e
Stoma Nurse
Intraoperative STANDARDISED INTRAOPERATIVE CARE
Patients assessed before their operation as having a 5% risk of death should be admitted directly to critical care
Consultant Anaesthetists and Surgeons

Fifth Patient Report of the National Mep——— it A
1 Consultant Anaesthetist
December 2017 to November 2018 ﬂ ﬂ n Risk stratification - CPET, Frailty, cognitive impalrment, cardiac risk
Research Nurse
H IGH LIGHT RE PORT Perioperative Website
RCOA | ESHSRC | M | OHQP :
KEY MESSAGE 5 - m
postoperatively to increase their chance of survival. However, 23% of such patients in NELA were instead admitted o
a general ward, and this has remained static over the last three years. Institutional, cultural and organisational change is Postoperative DAILY MDT WARD ROUNDS
required to ensure patients consistently receive this standard of care. (o) Niirses
Physios

AHPs

Goal setting
Patient data baoklet

Day 1 Day 2 Day3 Day 4/5
& % %
© Maintain * Independence o Stop Epidural o Comfortable on oral analgesia
haemodynamic around bed o Maintainpain  * Adequate oral intake to meet
stabllity area control
* Pain Control * Walk longer o Oral intake 2 o
« Oralintake - fluids distances o Independence  * Wound healing, no sig;
December 2019 and light diet infection
 Sitout in chair/ walk * Bowels functioning
a short distance * Physically, psychologically and

socially fit for dis

14
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Cost effectiveness of adult intensive care in the UK

S. Ridley' and S. Morris?
1 Consultant in Anaesthesia and Intensive Care, Glan Chryd Hospital, Rhyl, Denbighshire LL18 5U]J, UK
2 Reader, Health Economics Research Group, Brunel University Uxbridge, Middlesex UB8 3PH, UK
Anaesthesia, 2007, 62, pages 547-554

* Incremental cost per QALY of
ICUvnolICU

* Data taken from previous
reviews of ICU rationing

* Cost per QALY = £7010 20

£ per QALY
x 1000

25 5 7.5 10 125 15 17.4 20 225 25 275 30
Absolute risk reduction (%)

The Impact of Postoperative Intensive Care Unit
Admission on Postoperative Hospital Length of Stay and
Costs: A Prespecified Propensity-Matched Cohort Study

Anesthesia & Analgesia: 2019 ;129(3), 753-761

* Cohort of 3500 major surgery patients propensity matched to 23
periop variables but with different discharge destinations- ward
or ICU

* “In patients with an unclear indication for postoperative critical
care, intensive care unit admission may negatively
impact postoperative hospital length of stay and costs.”

* Conversely- ‘genuine’ need for ICU= reduced costs and length of
stay.

15
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FICM Enhanced Care Review

1. Critical care bed days 2009-2019 split L2/L3 - quarterly

250,000

200,000

Level 2

|

Level 3

Number of critical care bed days in
adult general critical care units in non-spedialist Trusts

Enhanced Care

GUIDANCE ON SERVICE DEVELOPMENT IN ACUTE CARE

Faculty of Intensive Care Medicine/Royal College of Physicians London

Enhanced Care Working Parties 2019

VERSION FOR OPEN CONSULTATION: NOVEMBER 2019

Executive Summary

Enhanced Care is a relatively new concept. It can act as a bridge between critical care and normal
ward care and takes different forms. It is an efficient way to utilise resources and may result in
improved quality of care, reduced cancellation of elective surgery and provide cost savings. This
document provides guidance for the development of Enhanced Care based on current knowledge
and expertise. It is not a substitute for High Dependency Care but fills a gap allowing patients to
be managed safely in an appropriate environment dependent on their needs. It facilitates access
to Critical Care teams for enhanced advice and support, but not delivery of, Enhanced Care for the
benefit of patients.

16
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Summary

* Perioperative Medicine is not for everyone.
* It’s not the same as anaesthesia.
* |t is improving patient care and outcomes though.

* Postoperative Critical Care is not the right environment for elective
patients

Perioperative Medicine in Action- 27th April

17



