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[image: image2.png]Figure 30: Age groups of non-operative deaths, by year
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NON-OPERATIVE DEATHS (n=1757) 

Non-operative deaths (n = 1757) 

(excluding terminal care deaths) 

The p value suggests that there is a trend, however the charts indicate that figures are rather  erratic over the years. 

Table 21: 

Most common surgical diagnoses   (not necessarily cause of death) 

non-operative deaths, 2002 

n 

Other peripheral vascular disease 

91

Acute intestinal vascular insufficiency NOS 

90

Abdominal aortic aneurysm which has ruptured 

81

Intestinal obstruction NOS 

71

Acute pancreatitis NOS 

68

Fracture of neck of femur 

60

Leaking abdominal aortic aneurysm 

53

Perforation of intestine 

41

Secondary malignant neoplasm of liver 

36

Peritonitis NOS 

33

Disseminated malignancy NOS 

31

Malignant neoplasm of oesophagus NOS 

26

Malignant neoplasm of ovary 

25

Septicaemia NOS 

24

Malignant neoplasm of pancreas 

23
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NON-OPERATIVE DEATHS (n = 1757)  

Table 22: 

Most common diagnoses for non-operative cases with no risk factors 

Most common diagnoses 

n 

Malignancy 

47 

Head injury 

9 

Aortic aneurysm 

8 

Infection 

5 

Table 23: 

Surgical assessors considered that an operation should have been performed, by  year 

1996 

1997 

1998 

1999 

2000 

2001 

2002 

n 

% 

n 

% 

n 

% 

n 

% 

n 

% 

n 

% 

n 

% 

Yes 

28 

1.8 

19 

1.3 

20 

1.4 

20 

1.9 

19 

1.2 

23 

1.5 

23 

1.5 

No 

1516 

98.2 

1427 

98.7 

1441 

98.6 

1044 

98.1 

1503 

98.8 

1492 

98.5 

1544 

98.5 

Unknown 

59 

84 

153 

98 

95 

148 

190 

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

Chi-squared test: p value = 0.633 

The p value here is not significant, which suggests that no trend exists.   
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NON-OPERATIVE DEATHS (n=1757) 

The surgical assessor is asked to make an overall statement describing any adverse events in  management of the case.  Figure 35 was derived by counting firstly those cases where the  

surgical assessor said that adverse events caused death, then – of the remainder – counting      those  cases  where  the  surgical  assessor  said  that  adverse  events  made  a  significant  contribution  to  death,  then  –  of  the  remainder  –  counting  those  cases  where  the  surgical  assessor said that adverse events made no difference to the outcome. 

[image: image14.jpg]


Surgical assessors' statements describing the adverse events  in management of non-operative deaths, by year
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Figure 34:

Table 24: 

Actual numbers of adverse events statements by surgical assessors, non-operative  deaths, by year 

Statement 

1998 

1999 

2000 

2001 

2002 

Made no difference to eventual outcome 

80 

40 

71 

55 

52 

Made significant contribution to death 

26 

31 

48 

38 

35 

Caused death in patient expected to survive 

2 

4 

6 

2 

2* 

Table 25: 

* The adverse events attributed to these deaths are 

Case 

*Adverse event (1) 

*Adverse event (2) 

1 Surgeon too junior   

Operation should have been done 

2 Care unsatisfactory (not otherwise specified) 

Table 26: 

Surgical assessors stated that there were adverse events in management of non- operative cases, and the percentage of this group where the adverse events  caused death or contributed to death 

1998 

1999 

2000 

2001 

2002 

n 

% 

n 

% 

n 

% 

n 

% 

n 

% 

Adverse event  caused/contributed 

28 

25.9 

35 

46.7 

54 

43.2 

40 

42.1 

37 

41.6 

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

Chi-squared test: p value = 0.835 

The statistics do not suggest that, where there was an adverse event in management, there  

is  any  trend  in  the  percentage  of  those  which  caused  or  contributed  to  the  death  of  the  patient. 

Table 27: 

Surgical assessors – most common adverse events   non-operative deaths, 2002  

n 

Inappropriate surgical admission 

10 

Delay to surgery ie earlier operation desirable 

6 

Failure to use DVT prophylaxis 

6 

Operation should have been done 

6 

Diagnosis missed 

3 

Poor documentation 

3 

Pre-operative assessment inadequate 

3 

SASM form incomplete 

3 

Transfer should not have occurred 
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