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Table 22:

* Specialty of cases where surgical assessor or anaesthetic assessor said post-operative care could have been improved during 2000

Specialty
n
Number of operative deaths in specialty
% where post-op care could have been improved

General surgery
116
1048
11.1

Orthopaedics
88
416
21.2

Vascular surgery
27
352
7.7

Neurosurgery
8
86
9.3

Urology
5
73
6.9

Gynaecology
2
25
8.0

ENT
2
24
8.3

Maxillofacial
1
2
50

Spinal
1
1
100

Table 23:

* Most common adverse events where surgical assessor or anaesthetic assessor said post-operative care could have been improved during 2000

Adverse event
n

Failure to use HDU
72

Unsatisfactory medical management
49

Delay in recognising complications
33

Failure to use ITU
30

Poor documentation
16

Pre-operative assessment inadequate
15

Delay to surgery ie earlier op desirable
14

Inadequate monitoring
13

Respiratory tract complications
10

Op should not have been done
10

1
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