OPERATIVE DEATHS (n = 2041) - assessors’ data


Operative deaths (n = 2041)

Assessors’ data
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Table 24:

Adverse events statements by either surgical or anaesthetic assessors, operative deaths, by year

Statement
1998
1999
2000

Made no difference to eventual outcome
394
415
372

Made significant contribution to death
259
311
277

Caused death in patient expected to survive
30
42
28

Total 
683
768
677

Table 25:

Adverse events statements by surgical assessors, operative deaths, by year

Statement
1998
1999
2000

Made no difference to eventual outcome
294
283
250

Made significant contribution to death
203
255
224

Caused death in patient expected to survive
29
38
22

Table 26:

Adverse events statements by anaesthetic assessors, operative deaths, by year

Statement
1998
1999
2000

Made no difference to eventual outcome
251
288
262

Made significant contribution to death
116
130
125

Caused death in patient expected to survive
5
10
11

Table 27:

Most common adverse events – operative deaths, 2000

Surgical assessors’ opinions
n

Delay to surgery ie earlier op desirable
63

Diagnosis missed by surgeons
44

More appropriate operation should have been performed
41

Failure to use HDU
39

Operation should not have been done 
39

Delay in recognising complications
36

Pre-operative assessment inadequate
34

Unsatisfactory medical management
29

Lower GI complication of open surgery
25

Delay in transfer to surgical unit
25

Upper GI complication of open surgery
22

Surgeon too junior
22

Poor documentation
19

Diagnosis missed by medical unit
18

Table 28:

Most common adverse events – operative deaths, 2000

Anaesthetic assessors’ opinions 
n

Failure to use HDU
57

Unsatisfactory medical management
41

Delay to surgery ie earlier op desirable
39

Anaesthetist too junior
32

Failure to use ITU
26

General anaesthetic complications
25

Pre-operative assessment inadequate
24

Operation should not have been done 
19

Delay in recognising complications
18

Poor documentation
17

Inadequate monitoring
17

Delay in transfer to surgical unit
16

Diagnosis missed by surgeons
14

Delay in transfer to surgeon by physicians
14

29



_1072359037

