OPERATIVE DEATHS (n = 2041)  - pre-operative data
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Test for trend: p value = 0.247

Table 11:

Most common confirmed diagnoses

 operative deaths, 2000
n

Surgical admissions in Scotland during 2000 who had an operation* 

Fractured neck of femur
293
See pages 32-33
5133

Ca colon/rectum/anus
189
See pages 34-35
4671

Aortic aneurysm
132
See pages 36-37
4943

Peripheral vascular disease
124



Duodenal ulcer
78



Diverticular disease
78



Intestinal obstruction
76



Bowel infarction
69



Ca stomach
47



Ca oesophagus
46



Neurovascular disorder
45



Pancreatitis
33



Peritonitis
31



Ca pancreas
29



Ca bladder
26



Head injury
25



Gangrene
23



* Figures courtesy of ISD
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NB – Excludes small Health Boards, Trusts and private hospitals with fewer than 70 deaths during 2000 

(Where totals are not 100%, the remaining values were not declared)
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Table 12:

Urgency of operations, by year


1996
1997
1998
1999
2000


n
%
n
%
n
%
n
%
n
%

Elective
541
27.84
449
24.23
449
23.22
491
23.80
448
22.30

Percentages shown exclude “unknown” cases, i.e. missing values

Chi-squared test: p value <0.0001

Table 13:

Surgeon reported a delay to surgery (n = 231)

In 45 of these cases, two reasons for delay were given, and in 2 cases 3 reasons were given.  

Late presentation/referral to surgeon by another hospital or by another clinician within the same hospital
97


Late referral by another specialty in the same hospital
45


Late referral by another specialty in another hospital
26


Late referral by another surgeon in the same hospital
14


Late referral by another surgeon in another hospital
12

Late referral to surgeon by GP
61

Diagnostic error
47

Failure of conservative treatment
33

Delay in recognising complications
26

Non availability of emergency theatre
19

Non availability of HDU/ITU bed
13

Excessive time in resuscitation
10
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* ASA grades are a classification of the pre-operative severity of illness of the patient, ranging from ASA 1 - an otherwise fit patient, - to ASA 5 - a moribund patient with little chance of survival

Table 14:

ASA grades at 1st operation, by year


1996
1997
1998
1999
2000


n
%
n
%
n
%
n
%
n
%

ASA 4
585
35.7
563
35.1
629
38.3
675
36.8
666
38.5

Percentages shown exclude “unknown” cases, i.e. missing values

Chi-squared test: p value = 0.05
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Table 15:

% of consultants deciding on operation, by year


1996
1997
1998
1999
2000


n
%
n
%
n
%
n
%
n
%

Yes
1819
94.3
1738
94.0
1862
96.2
1991
96.2
1943
96.9

No
110
5.7
110
6.0
74
3.8
78
3.8
62
3.1

Unknown
27

34

45

40

28


Percentages shown exclude “unknown” cases, i.e. missing values

Chi-squared test: p value <0.0001
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NB – Excludes small Health Boards, Trusts and private hospitals with fewer than 70 deaths during 2000 
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Table 16:

* Most common adverse events during 2000 where surgical assessor or anaesthetic assessor said that the journey of care up to the point of operation (including pre-admission) could have been improved
Adverse event
n

Delay to surgery ie earlier op desirable
59

Pre-op assessment inadequate
47

Diagnosis missed by surgeons
34

Delay in transfer to surgical unit
21

Delay in transfer to surgeon by physicians
21

Op should not have been done
21

Failure to use HDU
20
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