Scottish Audit of Surgical Mortality
2003 data


Terminal Care Deaths*

*For definition, see page 21
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Table 13

Number of patients not appropriately placed for TC, by specialty:
	Specialty
	Number of patients not appropriately placed for TC
	Total number of deaths
	%

	ENT
	3
	66
	4.55

	General
	102
	2289
	4.46

	Gynaecology
	2
	99
	2.02

	Maxillo-facial
	1
	15
	6.67

	Orthopaedics
	14
	679
	2.06

	Other
	1
	10
	10.00

	Plastic
	1
	14
	7.14

	Urology
	16
	240
	6.67

	Vascular
	6
	510
	1.18
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All Deaths

		Compliance by specialty:

		(g:\2003\annual_report\alldeaths\programs\compliance by spec)

		Specialty		Number of forms returned		Total deaths		Percent

		ENT		66		75		88.00

		General		2289		2510		91.20

		Gynaecology		99		108		91.67

		Maxillo-facial		15		16		93.75

		Neurosurgery		157		174		90.23

		Orthopaedics		679		755		89.93

		Other		10		10		100.00

		Plastic		14		27		51.85

		Urology		240		256		93.75

		Vascular		510		538		94.80

		* specialties with less than 10 deaths have been removed here

		i.e. thoracic, opthalmology and paediatrics.

		% deaths with ACONs and % compliance, by specialty:

		(g:\2003\annual_report\alldeaths\programs\Acons & % compliance by spec)

		Specialty		Number of deaths with an Adverse Event		Number of Returns		% ACONs		Number of Returns		All Deaths		% Compliance

		ENT		8		66		12.12		66		75		88.00

		General		337		2289		14.72		2289		2510		91.20

		Gynaecology		2		99		2.02		99		108		91.67

		Maxillo-facial		3		15		20.00		15		16		93.75

		Neurosurgery		26		157		16.56		157		174		90.23

		Orthopaedics		175		679		25.77		679		755		89.93

		Urology		34		240		14.17		240		256		93.75

		Vascular		110		510		21.57		510		538		94.80

		*N.B this excludes those specialties with very few deaths, I.e. thoracic, opthalmology, paediatrics, plastic

		% deaths with ACONs and % compliance, by trust:

		(g:\2003\annual_report\alldeaths\programs\Acons & % compliance by trust)

		Trust		% ACONs		% Compliance

		A&C		16.67		94.02

		AYR		13.68		96.69

		BOR		26.76		100.00

		D&G		25.51		83.76

		FIF		15.42		93.86

		FVA		18.95		96.94

		GRA		19.51		94.10

		HIG		16.15		100.00

		LAN		14.23		91.10

		LOT		21.94		85.59

		NGI		12.82		83.87

		SGI		17.97		93.66

		TAY		21.33		93.52

		WLO		13.79		82.86

		Scotland		17.14		91.20
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Operative
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Emergency admissions
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Imaging

		Consultant surgeon operating or assisting, by year:

		(g:\2003\annual_report\op_deaths\programs\consultant surg oper or assis by year)

		Year		Percent

		1996		70.76

		1997		72.03

		1998		72.16

		1999		72.84

		2000		75.74

		2001		72.58

		2002		74.68

		2003		75.49

		Consultant surgeon operating or assisting, by year (General and Vascular only):

		(g:\2003\annual_report\op_deaths\programs\cons surg oper or assis by year, gen & vasc only)

		Year		Percent

		1996		77.34

		1997		78.34

		1998		78.19

		1999		79.03

		2000		83.38

		2001		80.63

		2002		83.43

		2003		83.75

		Consultant surgeon operating or assisting, by trust:

		(g:\2003\annual_report\op_deaths\programs\consultant surg oper or assis by trust)

		Trust		Percent

		A&C n=92		73.02

		Ayr n=109		80.74

		Bor n=44		100.00

		D&G n=45		83.33

		Fif n=78		83.87

		Fva n=111		90.98

		Gra n=95		72.52

		Hig n=49		90.74

		Lan n=145		75.52

		Lot n=139		63.76

		NGI n=192		75.00

		SGI n=89		57.79

		Tay n=146		76.04

		Wlo n=26		72.22

		Consultant surgeon operating or assisting, by trust (excluding neurosurgery):

		(g:\2003\annual_report\op_deaths\programs\consultant surg oper or assis by trust, exc neuro)

		Trust		Percent

		A&C n=92		73.02

		Ayr n=109		80.74

		Bor n=44		100.00

		D&G n=45		83.33

		Fif n=78		83.87

		Fva n=111		90.98

		Gra n=84		72.41

		Hig n=49		90.74

		Lan n=145		75.52

		Lot n=135		67.50

		NGI n=192		75.00

		SGI n=83		65.87

		Tay n=141		77.05

		Wlo n=26		72.22

		Consultant anaesthetist present, by year:

		(g:\2003\annual_report\op_deaths\programs\consultant anaes present by year)

		Year		Anaes not a consultant		Grade of anaes unknown		Anaes is a consultant		Total deaths		%

		1996		631		196		1,020		1,847		61.78

		1997		547		156		1,058		1,761		65.92

		1998		537		175		1,102		1,814		67.24

		1999		603		149		1,227		1,979		67.05

		2000		525		175		1,222		1,922		69.95

		2001		416		19		1,125		1,560		73.00

		2002		342		22		1,067		1,431		75.73

		2003		335		40		1,126		1,501		77.07

		Consultant anaesthetist present, by trust:

		(g:\2003\annual_report\op_deaths\programs\consultant anaes present by trust)

		Trust		%

		A&C n=95		88.79

		Ayr n=85		82.52

		Bor n=31		73.81

		D&G n=38		82.61

		Fif n=64		79.01

		Fva n=78		71.56

		Gra n=92		81.42

		Hig n=37		78.72

		Lan n=108		72.97

		Lot n=124		70.86

		NGI n=109		80.15

		SGI n=102		75.00

		Tay n=131		73.18

		Wlo n=19		76.00

		Post-operative care could have been improved, by year:

		(g:\2003\annual_report\op_deaths\programs\post op care could have been improved by year)

		Year		Number of cases where post-op care could be improved		Total number of deaths		%

		1997		249		1,882		13.23

		1998		262		1,981		13.23

		1999		270		2,109		12.80

		2000		260		2,055		12.65

		2001		184		1,904		9.66

		2002		132		1,788		7.38

		2003		161		1,860		8.66

		Post-operative care could have been improved by spec, median age, median time to death:

		(g:\2003\annual_report\op_deaths\programs\post op care could be improved, medians, by spec)

		Specialty		% of cases where post-op care could have been improved		Median age of deaths where post-op care could have been improved		Median time to death where post-op care could have been improved

		ENT		4.55		57.00		54.00

		General		5.76		74.00		8.50

		Gynaecology		5.26		37.00		4.00

		Maxillo-facial		20.00		81.00		36.00

		Neurosurgery		3.80		64.00		17.00

		Ophthalmology		100.00		67.00		7.00

		Orthopaedics		14.19		86.00		10.00

		Other		40.00		62.00		5.00

		Urology		11.11		72.00		6.50

		Vascular		9.67		75.50		13.50

		Time from operation to death, by specialty:

		(g:\2003\annual_report\summary report\operative\programs\time to death by spec ops)

		Specialty		1 week		2 weeks		3 weeks		4 weeks		over 4 weeks		Total

		General		477		171		84		65		147		944

		Vascular		122		37		26		14		64		263

		Urology		24		15		9		4		21		73

		Neurosurgery		42		14		5		4		9		74

		Orthopaedics		166		80		50		31		96		423

		ENT		4		3		5		5		5		22

		Gynaecology		6		4		0		2		7		19

		Plastic		1		2		2		1		0		6

		Maxillo-facial		3		0		0		0		2		5

		Other		3		1		0		0		1		5

		* Have removed paediatrics, thoracic and opthalmology as they have less than 10 deaths in total

		Range of 4 largest specialties (General, vascular, orthopaedic & urology):

		1 weeks		30-50%

		Most common adverse event where post-operative care could have been improved, orthopaedic cases only:

		(g:\2003\annual_report\op_deaths\programs\most common adverse event where post op care improve, ortho)

		Code		Count		Description

		WD1		20		Failure to use HDU

		WE4		14		Unsatisfactory medical management

		WA9		5		Delay in recognising complications

		WC5		4		Poor documentation

		W0N		3		Miscellaneous complication

		WA6		3		Delay to surgery ie earlier operation desirable

		WAK		3		Delay starting DVT prophylaxis

		WB2		3		Surgeon too junior

		WC6		3		Failure to communicate with senior staff

		W0G		2		Skins complication

		W72		2		Wrong dose of drug used

		W85		2		Delay in giving blood

		WG0		2		Inadequate monitoring

		W83		1		No blood available

		WA4		1		Delay to blood transfusion

		WB0		1		Failure of junior surgeon to seek advice

		WB5		1		Inadequate surgical assistance

		WB7		1		Anaesthetist should have been involved in preparation and resuscitation

		WB9		1		Lack of nursing supervision

		WCA		1		Poor communication between physician and surgeon

		WD4		1		Failure to use DVT prophylaxis

		WD7		1		Failure to obtain a post mortem

		WE0		1		Wrong operation performed

		WE5		1		Hospital admission to wrong ward or specialty

		WEB		1		Duration of operation too long

		WF		1		TRANSFER PROBLEMS

		WF2		1		Transfer should have occurred

		WF4		1		Delay in transferring patient

		WF5		1		Problems before transfer

		WH0		1		Pre-operative assessment inadequate

		WH1		1		Inadequate post-operative assessment
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Terminal Care
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		Number of operative deaths following emergency admission, by age:

		(g:\2003\annual_report\emerg_adms\programs\oper deaths follow emer, by age)

		AGEBAND		1994		1995		1996		1997		1998		1999		2000		2001		2002		2003

		< 50		99		103		109		95		77		106		99		93		91		88

		50-59		125		110		101		115		117		128		132		127		123		86

		60-69		281		296		291		266		288		288		280		271		251		239

		70-79		453		492		438		453		488		581		531		482		433		479

		80-89		456		391		411		428		469		467		510		451		460		520

		90&over		104		131		136		115		127		151		134		151		151		145

		not known		3		1		3		0		0		0		0		0		0		1

		Number of operative deaths following emergency admission, by gender:

		(g:\2003\annual_report\emerg_adms\programs\oper deaths follow emer, by gender)

		Sex		1994		1995		1996		1997		1998		1999		2000		2001		2002		2003

		Male		728		717		706		706		703		821		778		750		723		693

		Female		792		806		783		766		863		900		908		825		786		863

		Unknown		1		1		0		0		0		0		0		0		0		2

		Number of non-operative deaths following emergency admission, by age:

		(g:\2003\annual_report\emerg_adms\programs\nonoper deaths follow emer, by age)

		Ageband		1994		1995		1996		1997		1998		1999		2000		2001		2002		2003

		< 50		123		127		116		96		97		117		111		120		97		64

		50-59		102		112		145		103		79		151		122		144		120		78

		60-69		296		279		286		271		275		254		276		295		327		201

		70-79		454		472		527		489		515		614		541		592		630		422

		80-89		523		617		602		565		552		594		639		638		712		553

		90&over		151		183		178		178		219		217		230		239		236		220

		not known		7		6		4		0		9		0		1		1		3		2

		Number of non-operative deaths following emergency admission, by gender:

		(g:\2003\annual_report\emerg_adms\programs\oper deaths follow emer, by gender)

		Gender		1994		1995		1996		1997		1998		1999		2000		2001		2002		2003

		Male		586		798		830		747		779		887		852		899		981		680

		Female		719		993		1025		955		958		1060		1068		1130		1141		855

		Unknown		0		5		3		0		9		0		0		0		3		5

		Emergency admissions with malig by age,gender etc:

		(g:\2003\annual_report\emerg_adms\programs\emergency admissions with malig by age,gender etc)

		Number of operative deaths following emergency admission where malignancy was present:

		Yes		379

		No		676

		Number of operative deaths by age following emergency admission where malignancy was present:

		< 50		17

		50-59		21

		60-69		81

		70-79		141

		80-89		100

		90&over		19

		Number of operative deaths by gender following emergency admission where malignancy was present:

		Male		186

		Female		193

		Number of operative deaths following emergency admission where malignancy was present and contributed to death:

		Contributed		313

		Did not contribute		43

		Unknown		23

		Number of non-operative deaths following emergency admission where malignancy was present:

		Yes		816

		No		764

		Number of non-operative deaths by age following emergency admission where malignancy was present:

		< 50		33

		50-59		65

		60-69		214

		70-79		273

		80-89		198

		90&over		31

		not known		2

		Number of non-operative deaths by gender following emergency admission where malignancy was present:

		Male		395

		Female		418

		Unknown		3

		Number of non-operative deaths following emergency admission where malignancy was present and contributed to death:

		Contributed		735

		Did not contribute		39

		Unknown		42

		Most common adverse event for emergency admissions:

		(g:\2003\annual_report\emerg_adms\programs\most common adverse events emerg adms)

		Code		Total		Description

		WA6		30		Delay to surgery ie earlier operation desirable

		WE5		26		Hospital admission to wrong ward or specialty

		WA2		22		Delay in transfer to surgeon by physicians

		WE2		21		Operation should not have been done or was unnecessary

		WC5		19		Poor documentation

		WE0		18		Wrong operation performed

		WE4		18		Unsatisfactory medical management

		WD1		16		Failure to use HDU

		WAF		13		Delay to diagnosis

		WDJ		13		Hospice not used

		WAC		10		Delay in investigating the patient

		WA9		9		Delay in recognising complications

		WB2		9		Surgeon too junior

		WB3		9		Anaesthetist too junior

		WH0		8		Pre-operative assessment inadequate

		WD0		7		Failure to use ITU

		WF1		7		Transfer should not have occurred

		WF3		7		Transfer necessary to obtain ITU bed

		WA0		6		Delay in transfer to surgical unit

		WJ0		6		Resuscitation inadequate

		WD4		5		Failure to use DVT prophylaxis

		WF4		5		Delay in transferring patient

		W0N		4		Miscellaneous complication

		W72		4		Wrong dose of drug used

		W98		4		Diagnosis missed by radiologists

		WAG		4		Delay starting medical treatment

		WC0		4		Failure of communication - unspecified

		WC6		4		Failure to communicate with senior staff

		W90		3		Diagnosis missed - unspecified

		WA1		3		Delay in transfer to surgeon by General Practitioner

		WAD		3		Delay in transferring patient to ITU

		WB1		3		Failure of junior anaesthetist to seek advice

		WB9		3		Lack of nursing supervision

		WCB		3		Poor communication from transferring to receiving hospital

		WH1		3		Inadequate post-operative assessment

		WH4		3		Failure to recognise severity of illness

		WK0		3		Patient refused treatment

		W04		2		Respiratory tract

		W06		2		Upper GI complication

		W0G		2		Skins complication

		W0M		2		Bleeding or coagulation problems not related to operative technique

		W16		2		Upper GI complication of open surgery

		W18		2		Other abdominal complication of open surgery

		W1A		2		Vascular complication of open surgery

		W1J		2		Skull/spine/bone/joint, Open surgery

		W1M		2		Peri-op bleeding problems after open surgery

		W37		2		Lower GI complication after endoscopic operation

		W4B		2		Urinary complication of radiological operation

		W50		2		General anaesthetic complications

		W51		2		Regional anaesthetic complication

		W70		2		Reaction to drugs

		W94		2		Diagnosis missed by medical unit

		WA4		2		Delay to blood transfusion

		WAM		2		Delay to starting ventilation

		WB7		2		Anaesthetist should have been involved in preparation and resuscitation

		WD5		2		Failure to use antibiotic prophylaxis

		WDD		2		Recovery room not used

		WF2		2		Transfer should have occurred

		WG0		2		Inadequate monitoring

		W00		1		Central nervous system

		W03		1		Ears - general complication of treatment

		W0L		1		Wound problem

		W1		1		OPEN OPERATION/ORGAN RELATED TECHNICAL

		W17		1		Lower GI complication of open surgery

		W1L		1		Wound complication relating to open surgery

		W26		1		Upper GI complication of laparoscopic operation

		W5		1		ANAESTHESIA RELATED

		W60		1		Failure of equipment

		W61		1		Equipment not available

		W71		1		Wrong drug used

		W83		1		No blood available

		W85		1		Delay in giving blood

		W92		1		Diagnosis missed by surgeons

		W95		1		Diagnosis missed by referring hospital

		WA3		1		Delay in seeking anaesthetic advice

		WA5		1		Delay in obtaining cardiac arrest team

		WA8		1		Delay in obtaining blood products, xmatch or typing

		WAK		1		Delay starting DVT prophylaxis

		WAP		1		Delay in admission to ICU after referral

		WB		1		PROBLEMS WITH APPROPRIATE STAFFING

		WB0		1		Failure of junior surgeon to seek advice

		WB5		1		Inadequate surgical assistance

		WB6		1		Surgeon operating outwith specialty

		WC		1		COMMUNICATION FAILURES

		WCA		1		Poor communication between physician and surgeon

		WD2		1		Failure to use endoscopic surgery

		WD7		1		Failure to obtain a post mortem

		WDK		1		Premature discharge from hospital

		WE1		1		Operation should have been done

		WE3		1		Wrong anaesthetic technique

		WEA		1		Duration of anaesthetic too long

		WEB		1		Duration of operation too long

		WF		1		TRANSFER PROBLEMS

		WF5		1		Problems before transfer

		WH		1		ASSESSMENT PROBLEMS

		WH3		1		Pre-optimisation should have been used

		WK1		1		Relatives refused Post Mortem

		WK2		1		Patient unfit for surgery and anaesthesia

		WK5		1		Injury caused by fall in hospital

		Most common adverse event for emergency admissions with malignancy present:

		(g:\2003\annual_report\emerg_adms\programs\most common adverse events emerg malig)

		Code		Total		Description

		WDJ		9		Hospice not used

		WE2		7		Operation should not have been done or was unnecessary

		WA2		5		Delay in transfer to surgeon by physicians

		WA6		5		Delay to surgery ie earlier operation desirable

		WB3		5		Anaesthetist too junior

		WE0		5		Wrong operation performed

		W98		3		Diagnosis missed by radiologists

		WA0		3		Delay in transfer to surgical unit

		WAC		3		Delay in investigating the patient

		WC5		3		Poor documentation

		WH0		3		Pre-operative assessment inadequate

		W1M		2		Peri-op bleeding problems after open surgery

		WA9		2		Delay in recognising complications

		WAF		2		Delay to diagnosis

		WE5		2		Hospital admission to wrong ward or specialty

		W0M		1		Bleeding or coagulation problems not related to operative technique

		W16		1		Upper GI complication of open surgery

		W37		1		Lower GI complication after endoscopic operation

		W4B		1		Urinary complication of radiological operation

		W50		1		General anaesthetic complications

		W90		1		Diagnosis missed - unspecified

		W94		1		Diagnosis missed by medical unit

		WA4		1		Delay to blood transfusion

		WAD		1		Delay in transferring patient to ITU

		WAG		1		Delay starting medical treatment

		WAP		1		Delay in admission to ICU after referral

		WB2		1		Surgeon too junior

		WB9		1		Lack of nursing supervision

		WCA		1		Poor communication between physician and surgeon

		WD0		1		Failure to use ITU

		WD1		1		Failure to use HDU

		WDD		1		Recovery room not used

		WF1		1		Transfer should not have occurred

		WF2		1		Transfer should have occurred

		WH4		1		Failure to recognise severity of illness
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		Number of deaths with delay to appropriate imaging:

		Number of deaths with either pre-op or post-op delay = 70

				Number of deaths with only pre-op delay = 48

				Number of deaths with only post-op delay = 9

				Number of deaths with both pre-op and post-op delay = 13

		Number of deaths with delays to appropriate imaging, by trust:

		(g:\2003\annual_report\imaging\programs\delay to image by trust)

		Trust		Pre-op delay		Post-op delay		Both post-op and pre-op delay		Total number of deaths

		A&C		0		4		0		330

		Ayr		4		0		0		351

		Bor		1		1		0		71

		D&G		2		0		0		98

		Fif		5		0		0		214

		Fva		3		1		0		285

		Gra		3		0		0		287

		Lan		6		2		2		471

		Lot		6		0		2		392

		NGI		11		1		5		577

		SGI		1		0		2		384

		Tay		5		0		2		375

		Wlo		1		0		0		87

		Number of deaths with delays to appropriate imaging, by specialty:

		(g:\2003\annual_report\imaging\programs\delay to image by spec)

		Specialty		Post-op delay		Pre-op delay		Both post-op and pre-op delay		Total number of deaths

		ENT		0		1		0		66

		General		5		28		9		2289

		Gynaecology		1		0		0		99

		Neurosurgery		0		2		0		157

		Orthopaedics		3		3		2		679

		Other		0		1		0		10

		Urology		0		1		0		240

		Vascular		0		12		2		510

		Most common adverse event where there was a delay to appropriate imaging:

		(g:\2003\annual_report\imaging\programs\most common adverse event delay to image)

		Code		Total		Description

		WA6		11		Delay to surgery ie earlier operation desirable

		WAC		7		Delay in investigating the patient

		W98		2		Diagnosis missed by radiologists

		WA2		2		Delay in transfer to surgeon by physicians

		WA9		2		Delay in recognising complications

		WE0		2		Wrong operation performed

		WE2		2		Operation should not have been done or was unnecessary

		WE4		2		Unsatisfactory medical management

		W06		1		Upper GI complication

		W61		1		Equipment not available

		W92		1		Diagnosis missed by surgeons

		WED		1		Tracheostomy problems

		WH0		1		Pre-operative assessment inadequate

		WK0		1		Patient refused treatment

		Delays to imaging by size of hospital:

		(g:\2003\annual_report\imaging\programs\delay to image by size of hosp)

		Size of Hospital		Number of delays		Total number of deaths		%

		Small		47		2894		1.62

		Large		23		1190		1.93

		* Small hospital refers to hospital with < 200 deaths

		Large hospital refers to hospital with >= 200 deaths
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		Number of deaths developed HAI:

		(g:\2003\annual_report\hai\programs\no of deaths devel hai & no of prsepsis for AR)

		Total number of deaths that developed HAI = 344 (8.42% of audited deaths)

				Number of deaths that developed HAI that caused death = 162

				Number of deaths that developed HAI that contributed to death = 118

				Number of deaths that developed HAI that neither contributed to or caused death = 64

		Number of deaths developed HAI, by trust:

		(g:\2003\annual_report\hai\programs\number of deaths developed HAI by trust)

		Trust		Number of deaths developed HAI		Total number of deaths		%

		A&C n=13		13		330		3.94

		Ayr n=14		14		351		3.99

		Bor n=14		14		71		19.72

		D&G n=12		12		98		12.24

		Fif n=23		23		214		10.75

		Fva n=22		22		285		7.72

		Gra n=32		32		287		11.15

		Hig n=3		3		130		2.31

		Lan n=32		32		471		6.79

		Lot n=50		50		392		12.76

		NGI n=46		46		577		7.97

		SGI n=36		36		384		9.38

		Tay n=38		38		375		10.13

		Wlo n=7		7		87		8.05

		Scotland		344		4084		8.42

		Number of deaths developed HAI which contributed to and caused death, by trust:

		(g:\2003\annual_report\hai\programs\number of deaths developed hai by cont and cos)

		Trust		Contributed to death		Caused death

		A&C		3		9

		Ayr		5		5

		Bor		6		7

		D&G		3		6

		Fif		10		10

		Fva		3		14

		Gra		11		17

		Hig		1		0

		Lan		12		15

		Lot		21		21

		NGI		17		13

		SGI		10		18

		Tay		12		22

		Wlo		3		4

		Number of deaths transferred with HAI:

		Total number of deaths transferred with HAI = 69

				Number of deaths that transferred with HAI that caused death = 21

				Number of deaths that transferred with HAI that contributed to death = 22

				Number of deaths that transferred with HAI that neither contributed to or caused death = 26

		Number of deaths transferred with HAI, by trust:

		(g:\2003\annual_report\hai\programs\number of deaths transferred with HAI by trust)

		Trust		Number of deaths transferred with HAI		Total number of deaths		%

		A&C		5		330		1.52

		Ayr		2		351		.57

		D&G		2		98		2.04

		Fif		8		214		3.74

		Gra		6		287		2.09

		Hig		2		130		1.54

		Lan		7		471		1.49

		Lot		10		392		2.55

		NGI		9		577		1.56

		SGI		5		384		1.30

		Tay		11		375		2.93

		Wlo		2		87		2.30

		Scotland		69		4084		1.69

		Number of deaths transferred with HAI, by specialty:

		Specialty		Number of deaths transferred with HAI		Total number of deaths		%

		ENT		2		66		3.03

		General		27		2289		1.18

		Neurosurgery		4		157		2.55

		Orthopaedics		17		679		2.50

		Plastic		1		14		7.14

		Urology		3		240		1.25

		Vascular		15		510		2.94
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		A&C		1.69

		Ayr		1.69

		D&G		1.69

		Fif		1.69

		Gra		1.69

		Hig		1.69

		Lan		1.69
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		Number of cases appropriately placed in TC, by spec:

		(g:\2003\annual_report\terminal care\programs\number of cases approp & not approp placed in tc, by spec)

		Specialty		Number of deaths appropriately placed in TC		Total number of deaths		%

		ENT		24		66		36.36

		General		279		2289		12.19

		Gynaecology		51		99		51.52

		Maxillo-facial		7		15		46.67

		Orthopaedics		15		679		2.21

		Other		2		10		20.00

		Plastic		1		14		7.14

		Urology		65		240		27.08

		Vascular		9		510		1.76

		Number of cases not appropriately placed in TC, by spec:

		(g:\2003\annual_report\terminal care\programs\number of cases approp & not approp placed in tc, by spec)

		Specialty		Number of deaths not appropriately placed in TC		Total number of deaths		%

		ENT		3		66		4.55

		General		102		2289		4.46

		Gynaecology		2		99		2.02

		Maxillo-facial		1		15		6.67

		Orthopaedics		14		679		2.06

		Other		1		10		10.00

		Plastic		1		14		7.14

		Urology		16		240		6.67

		Vascular		6		510		1.18

		Number of cases appropriately placed in TC, by trust:

		(g:\2003\annual_report\terminal care\programs\number of cases approp & not approp placed in tc, by trust)

		Trust		Number of deaths appropriately placed in terminal care		Total number of deaths		%

		A&C n=55		55		330		16.67

		Ayr n=56		56		351		15.95

		Bor n=6		6		71		8.45

		D&G n=9		9		98		9.18

		Fif n=14		14		214		6.54

		Fva n=42		42		285		14.74

		Gra n=22		22		287		7.67

		Hig n=17		17		130		13.08

		Lan n=52		52		471		11.04

		Lot n=25		25		392		6.38

		NGI n=81		81		577		14.04

		SGI n=28		28		384		7.29

		Tay n=23		23		375		6.13

		Wlo n=21		21		87		24.14

		Scotland		453		4084		11.09
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		Plastic

		Urology

		Vascular



% of all deaths

% of deaths not appropriately placed in terminal care, by specialty
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Summary

		Figures for Summary Flowchart:

		(g:\2003\annual_report\summary report\summary\programs\summary flowchart)

		Deaths Identified		4,478

		No surgical form returned		394

		Operative deaths		1,894

		Non-operative deaths		2,190

		Total audited deaths		4,084

		(Audited deaths = Deaths Identified - Non-returns)

		Number of elective admissions:

		(g:\2003\annual_report\summary report\summary\programs\number of emer elec admission)

		Year		Elective

		1996		566

		1997		521

		1998		510

		1999		489

		2000		440

		2001		400

		2002		355

		2003		387

		* 2003 exclude TC

		* The summary report states that the 387 elective deaths account for 11% of all deaths, but this is 11% of all audited deaths less the TC's.

		i.e. 387/3485 = 11.10%

		Number of emergency admissions operative/non-operative:

		(g:\2003\annual_report\summary report\summary\number of emer admissions ops_nonops)

		Year		Operative		Non-Operative		Total Emergency

		1996		1,489		1,858		3,347

		1997		1,472		1,702		3,174

		1998		1,566		1,746		3,312

		1999		1,721		1,947		3,668

		2000		1,686		1,920		3,606

		2001		1,575		2,029		3,604

		2002		1,509		2,125		3,634

		2003		1,558		1,540		3,098

		*The summary report states that 3098 emergency deaths account for 89% of all audited deaths.

		This 89% is in fact 89% of all audited deaths minus the TC's

		i.e. 3098/3485 = 88.89%
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Summary

		1996

		1997

		1998

		1999

		2000

		2001

		2002

		2003



Number of deaths reported to SASM which followed elective surgical admission, by year

566

521

510

489

440

400

355

387



Areas of concern

		1996		1996

		1997		1997

		1998		1998

		1999		1999

		2000		2000

		2001		2001

		2002		2002

		2003		2003



Operative

Non-Operative

Number of deaths reported to SASM which followed emergency surgical admission, by year

1489

1858

1472

1702

1566

1746

1721

1947

1686

1920

1575

2029

1509

2125

1558

1540



Operative

		Adverse events in management:

		(g:\2003\annual_report\summary report\all deaths\programs\number of adverse events all deaths)

		Statement		2003

		Caused death in patient expected to survive		10

		Areas of concern which may have contributed to this patients death		189

		Areas for considerations but made no difference to eventual outcome		418

		Areas of concern but made no difference to eventual outcome		83

		Contributed to or Caused death statements by Trust:

		(g:\2003\annual_report\summary report\all deaths\programs\contributed to and caused death by trust)

		Trust		Count		Audited Deaths		%

		A&C n=14		14		4084		0.34

		Ayr n=7		7		4084		0.17

		Bor n=7		7		4084		0.17

		D&G n=4		4		4084		0.10

		Fif n=10		10		4084		0.24

		Fva n=14		14		4084		0.34

		Gra n=13		13		4084		0.32

		Hig n=6		6		4084		0.15

		Lan n=17		17		4084		0.42

		Lot n=35		35		4084		0.86

		NGI n=22		22		4084		0.54

		SGI n=23		23		4084		0.56

		Tay n=23		23		4084		0.56

		Wlo n=4		4		4084		0.10

		Contributed to or Caused death statements by type of admission:

		(g:\2003\annual_report\summary report\all deaths\adverse events elective for line graph)

		(g:\2003\annual_report\summary report\all deaths\adverse events emergency for line graph)

		Year		% of elective deaths		% of emergency deaths

		1998		19.02		7.16

		1999		21.27		8.25

		2000		20.45		8.66

		2001		18.75		6.55

		2002		13.52		5.80

		2003		13.44		4.71
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Operative

		A&C n=14

		Ayr n=7

		Bor n=7

		D&G n=4

		Fif n=10

		Fva n=14

		Gra n=13

		Hig n=6

		Lan n=17

		Lot n=35

		NGI n=22

		SGI n=23

		Tay n=23

		Wlo n=4



Areas of concern statements "caused death" or "contributed to death" by either surgical or anaesthetic assessors

0.3428011753

0.1714005877

0.1714005877

0.0979431929

0.2448579824

0.3428011753

0.3183153771

0.1469147894

0.41625857

0.8570029383

0.5386875612

0.5631733595

0.5631733595

0.0979431929



Non-operative

		1998		1998

		1999		1999

		2000		2000

		2001		2001

		2002		2002

		2003		2003



% of elective deaths

% of emergency deaths

% of elective/emergency deaths

Areas of concern statements "caused death" or "contributed to death" by either surgical or anaesthetic assessors, by year

19.0196078431

7.1636952998

21.2678936605

8.2465277778

20.4545454545

8.6633663366

18.75

6.5506329114

13.5211267606

5.7993730408

13.4366925065

4.7127178825



TC & HAI & Imaging

		Commonest conditions:

		(g:\2003\annual_report\summary report\operative\programs\most common diagnoses)

		Fractured neck of femer

		Colorectal Cancer

		Occlusive peripheral arterial disease

		Aortic aneurysm

		Mesenteric ischaemia

		Peptic ulceration

		Diverticulitis

		Significant co-existing factors:

		(g:\2003\annual_report\summary report\operative\programs\significant co-existing factors)

		All operative deaths:

		Factor		No of cases with one or more sig factor		Total Operative Deaths		Percent

		Jaundice		42		1,894		2.22

		Hepatic		132		1,894		6.97

		Malig		277		1,894		14.63

		Renal		297		1,894		15.68

		Neuro		309		1,894		16.31

		Other		357		1,894		18.85

		Resp		670		1,894		35.37

		Cardio		1,067		1,894		56.34

				1,666		1,894		87.96

		Time from operation to death, by specialty:

		(g:\2003\annual_report\summary report\operative\programs\time to death by spec ops)

		Specialty		1 week		2 weeks		3 weeks		4 weeks		over 4 weeks		Total

		General		477		171		84		65		147		944

		Vascular		122		37		26		14		64		263

		Urology		24		15		9		4		21		73

		Neurosurgery		42		14		5		4		9		74

		Orthopaedics		166		80		50		31		96		423

		ENT		4		3		5		5		5		22

		Gynaecology		6		4		0		2		7		19

		Plastic		1		2		2		1		0		6

		Maxillo-facial		3		0		0		0		2		5

		Other		3		1		0		0		1		5

		* Have removed paediatrics, thoracic and opthalmology as they have less than 10 deaths in total

		Range of 4 largest specialties (General, vascular, orthopaedic & urology):

		1 weeks		30-50%

		over 4 weeks		15-30%

		Journey of care could have been improved, by type of admission:

		(g:\2003\annual_report\summary report\operative\programs\journey of care could have been improved)

		Year		Elective		Emergency

		1997		2.44		12.59

		1998		2.83		10.20

		1999		2.47		11.57

		2000		2.53		11.58

		2001		1.58		8.56

		2002		1.06		10.29

		2003		1.32		9.08

		* Unknown admission types are included in emergency

		Journey of care could have been improved, by year:

		(g:\2003\annual_report\summary report\operative\programs\journey of care could have been improved)

		Year		Total

		1997		15.04

		1998		13.02

		1999		14.04

		2000		14.11

		2001		10.14

		2002		11.35

		2003		10.40

		Most common adverse event pre-operatively:

		(g:\2003\annual_report\summary report\operative\programs\Most common adverse event preop)

		Code		Description		Count

		WA6		Delay to surgery ie earlier operation desirable		36

		WA2		Delay in transfer to surgeon by physicians		26

		WE4		Unsatisfactory medical management		17

		WAF		Delay to diagnosis		16

		WH0		Pre-operative assessment inadequate		14

		WE2		Operation should not have been done or was unnecessary		11

		WJ0		Resuscitation inadequate		8

		WD1		Failure to use HDU		7

		WAC		Delay in investigating the patient		6

		WA0		Delay in transfer to surgical unit		5

		W98		Diagnosis missed by radiologists		4

		WA9		Delay in recognising complications		4

		WCB		Poor communication from transferring to receiving hospital		4

		WD0		Failure to use ITU		4

		WD4		Failure to use DVT prophylaxis		4

		WA8		Delay in obtaining blood products, xmatch or typing		3

		WAG		Delay starting medical treatment		3

		WC5		Poor documentation		3

		WE0		Wrong operation performed		3

		WH4		Failure to recognise severity of illness		3

		W03		Ears - general complication of treatment		2

		W0N		Miscellaneous complication		2

		W1M		Peri-op bleeding problems after open surgery		2

		W85		Delay in giving blood		2

		WA4		Delay to blood transfusion		2

		WAM		Delay to starting ventilation		2

		WB2		Surgeon too junior		2

		WC		COMMUNICATION FAILURES		2

		WCA		Poor communication between physician and surgeon		2

		WD5		Failure to use antibiotic prophylaxis		2

		WF1		Transfer should not have occurred		2

		WH1		Inadequate post-operative assessment		2

		WK0		Patient refused treatment		2

		W00		Central nervous system		1

		W06		Upper GI complication		1

		W0M		Bleeding or coagulation problems not related to operative technique		1

		W1A		Vascular complication of open surgery		1

		W1J		Skull/spine/bone/joint, Open surgery		1

		W5		ANAESTHESIA RELATED		1

		W50		General anaesthetic complications		1

		W60		Failure of equipment		1

		W71		Wrong drug used		1

		W83		No blood available		1

		W90		Diagnosis missed - unspecified		1

		W92		Diagnosis missed by surgeons		1

		WA3		Delay in seeking anaesthetic advice		1

		WAD		Delay in transferring patient to ITU		1

		WAP		Delay in admission to ICU after referral		1

		WB1		Failure of junior anaesthetist to seek advice		1

		WB3		Anaesthetist too junior		1

		WB7		Anaesthetist should have been involved in preparation and resuscitation		1

		WC6		Failure to communicate with senior staff		1

		WDJ		Hospice not used		1

		WDK		Premature discharge from hospital		1

		WE5		Hospital admission to wrong ward or specialty		1

		WF		TRANSFER PROBLEMS		1

		WF2		Transfer should have occurred		1

		WF3		Transfer necessary to obtain ITU bed		1

		WF5		Problems before transfer		1

		WG0		Inadequate monitoring		1

		WH3		Pre-optimisation should have been used		1

		Decision to operate taken by consultant surgeon:

		(g:\2003\annual_report\summary report\operative\programs\decision to operate taken by cons surg)

		Year		Elective		Emergency

		2001		98.1		97.14

		2002		99.26		96.56

		2003		98.37		97.71

		* The figures for 2003 have simply been stated in the summary report and have not been compared to previous years

		It was decided if figures were not being compared to previous years then TC should not be removed

		It is for this reason that TC cases have not been removed from 2003 figures

		Consultant surgeon operating or assisting by type of admission:

		(g:\2003\annual_report\summary report\operative\programs\consultant surg oper or assis by type of adm)

		Year		Total		Elective		Emergency

		1996		70.76		89.12		64.93

		1997		72.03		87.37		67.84

		1998		72.16		87.37		68.1

		1999		72.84		90.67		68.79

		2000		75.74		91.01		72.4

		2001		72.58		92.95		68.33

		2002		74.68		91.79		71.48

		2003		75.49		92.13		72.15

		Criticism of grade of surgeon:

		(g:\2003\annual_report\summary report\operative\programs\assessor criticised grade of surgeon)

		Year		Number of cases		% of Operative deaths

		1999		60		2.84

		2000		30		1.46

		2001		28		1.47

		2002		26		1.45

		2003		19		1.00

		Consultant anaesthetist present by type of admission:

		(g:\2003\annual_report\summary report\operative\programs\consultant anaes present by adm type)

		Year		Total		Elective		Emergency

		1996		61.78		73.46		57.92

		1997		65.92		77.25		62.69

		1998		67.13		80.62		63.4

		1999		67.05		81.66		63.74

		2000		69.95		84.62		66.59

		2001		73.01		87.17		70.02

		2002		75.78		89.4		73.24

		2003		77.07		89.22		74.73

		Criticism of grade of anaesthetist:

		(g:\2003\annual_report\summary report\operative\programs\assessor criticised grade of anaesthetist)

		Criticism		Count		Percent

		No criticism		1,090		57.55

		Grade not appropriate		82		4.33

		Unknown		722		38.12

		Consultant presence at operation:

		(joining together data for surgeon present and anaesthetist present)

		Year		Surgeon		Anaesthetist

		1996		70.76		61.78

		1997		72.03		65.92

		1998		72.16		67.13

		1999		72.84		67.05

		2000		75.74		69.95

		2001		72.31		73.01

		2002		74.68		75.78

		2003		75.49		77.07

		Consultant surgeon operating/assisting, patients dying within 7 days of operation (excluding Neurosurgery):

		(g:\2003\annual_report\summary report\operative\programs\cons surg oper or assis, by trust exc neuro,patient die 7days)

		Trust		%

		A&C		74.24

		Ayr		86.25

		Bor		100.00

		D&G		80.95

		Fif		88.24

		Fva		83.72

		Gra		77.55

		Hig		91.67

		Lan		80.00

		Lot		67.01

		NGI		71.07

		SGI		67.31

		Tay		74.07

		Wlo		77.78

		Consultant Anaesthetist present, patient dying within 7 days of operation, excluding Neurosurgery:

		(g:\2003\annual_report\summary report\operative\programs\consultant anaes present,  by trust exc neuro,patient die 7days)

		Trust		%

		A&C		89.29

		Ayr		79.66

		Bor		66.67

		D&G		78.95

		Fif		80.00

		Fva		78.95

		Gra		84.44

		Hig		77.27

		Lan		79.69

		Lot		70.88

		NGI		82.46

		SGI		92.86

		Tay		76.62

		Wlo		83.33

		Consultant presence at operation where the patient died within 7 days of operation

		(joining together data for surgeon present and anaesthetist present)

		Trust		Surgeon		Anaesthetist

		A&C		74.24		89.29

		Ayr		86.25		79.66

		Bor		100.00		66.67

		D&G		80.95		78.95

		Fif		88.24		80.00

		Fva		83.72		78.95

		Gra		77.55		84.44

		Hig		91.67		77.27

		Lan		80.00		79.69

		Lot		67.01		70.88

		NGI		71.07		82.46

		SGI		67.31		92.86

		Tay		74.07		76.62

		Wlo		77.78		83.33

		Significant post-operative complications:

		(g:\2003\annual_report\summary report\operative\programs\significant post-op complications)

		Year		Number of cases with sig post-op complications		Of which were medical		Operative total		Post-op comp as % of Operative deaths

		2003		765		679		1,894		40.39

		No delay in recognising complications of those cases with sig post-op complications:

		(g:\2003\annual_report\summary report\operative\programs\no delay in recog complications)

		Year		No Delay		Total		Percent

		2003		581		605		96.03

		Most common adverse event post-op:

		(g:\2003\annual_report\summary report\operative\programs\most common adverse event post-op)

		Code		Count		Description		Category

		WD1		27		Failure to use HDU		C

		WE4		27		Unsatisfactory medical management		C3

		WA9		17		Delay in recognising complications		C

		W0N		11		Miscellaneous complication		C

		WD0		8		Failure to use ITU		C

		WA6		6		Delay to surgery ie earlier operation desirable		C

		WD4		6		Failure to use DVT prophylaxis		C1

		WF3		6		Transfer necessary to obtain ITU bed		R

		WB2		5		Surgeon too junior		C2

		WC5		5		Poor documentation		C2

		WC6		4		Failure to communicate with senior staff		C2

		WE0		4		Wrong operation performed		C1

		WH0		4		Pre-operative assessment inadequate		C2

		W0M		3		Bleeding or coagulation problems not related to operative technique		C

		W72		3		Wrong dose of drug used		C

		WAK		3		Delay starting DVT prophylaxis		C2

		WH1		3		Inadequate post-operative assessment		C2

		W06		2		Upper GI complication		C

		W0G		2		Skins complication		C3

		W61		2		Equipment not available		R

		W85		2		Delay in giving blood		C2

		WAD		2		Delay in transferring patient to ITU		C2

		WAF		2		Delay to diagnosis

		WAG		2		Delay starting medical treatment		C

		WD5		2		Failure to use antibiotic prophylaxis		C1

		WDD		2		Recovery room not used		C1

		WE1		2		Operation should have been done		C1

		WF1		2		Transfer should not have occurred		O

		WF2		2		Transfer should have occurred		O

		WG0		2		Inadequate monitoring		C

		W17		1		Lower GI complication of open surgery		C

		W1L		1		Wound complication relating to open surgery		C

		W1M		1		Peri-op bleeding problems after open surgery		C

		W6		1		Equipment related complication

		W70		1		Reaction to drugs		C

		W83		1		No blood available		R

		W90		1		Diagnosis missed - unspecified		O

		WA2		1		Delay in transfer to surgeon by physicians		O

		WA4		1		Delay to blood transfusion		O

		WAE		1		Delay to re-operation		C2

		WB0		1		Failure of junior surgeon to seek advice		C2

		WB3		1		Anaesthetist too junior		C2

		WB5		1		Inadequate surgical assistance		C2

		WB7		1		Anaesthetist should have been involved in preparation and resuscitation		C2

		WB9		1		Lack of nursing supervision		R

		WCA		1		Poor communication between physician and surgeon		C2

		WD7		1		Failure to obtain a post mortem		C2

		WDK		1		Premature discharge from hospital		C2

		WE2		1		Operation should not have been done or was unnecessary		C1

		WE5		1		Hospital admission to wrong ward or specialty		O

		WEB		1		Duration of operation too long		C1

		WED		1		Tracheostomy problems

		WF		1		TRANSFER PROBLEMS

		WF4		1		Delay in transferring patient		O

		WF5		1		Problems before transfer

		WH		1		ASSESSMENT PROBLEMS		C

		WK0		1		Patient refused treatment		O

		* The summary report states the number of instances of failure to use HDU/ITU, these figures were

		derived by Helen.

		Assessors described an adverse event following operation:

		(g:\2003\annual_report\lynsey\summary report\operative\programs\adverse events in management)

		Statement		2003

		Caused death in patient expected to survive		10

		Areas of concern which may have contributed to this patients death		168

		Areas for considerations but made no difference to eventual outcome		331

		Areas of concern but made no difference to eventual outcome		55
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TC & HAI & Imaging

		General		General		General		General		General

		Vascular		Vascular		Vascular		Vascular		Vascular

		Urology		Urology		Urology		Urology		Urology

		Neurosurgery		Neurosurgery		Neurosurgery		Neurosurgery		Neurosurgery

		Orthopaedics		Orthopaedics		Orthopaedics		Orthopaedics		Orthopaedics

		ENT		ENT		ENT		ENT		ENT

		Gynaecology		Gynaecology		Gynaecology		Gynaecology		Gynaecology

		Plastic		Plastic		Plastic		Plastic		Plastic

		Maxillo-facial		Maxillo-facial		Maxillo-facial		Maxillo-facial		Maxillo-facial

		Other		Other		Other		Other		Other



1 week

2 weeks

3 weeks

4 weeks

over 4 weeks

Time from operation to death, by specialty

477

171

84

65

147

122

37

26

14

64

24

15

9

4

21

42

14

5

4

9

166

80

50

31

96

4

3

5

5

5

6

4

0

2

7

1

2

2

1

0

3

0

0

0

2

3

1

0

0

1



Compliance

		1997		1997

		1998		1998

		1999		1999

		2000		2000

		2001		2001

		2002		2002

		2003		2003



Elective

Emergency

Surgical or anaesthetic assessor said that the journey of care up to the point of operation (including pre-admssion) could have been improved, by admission type and year

2.4442082891

12.5929861849

2.8268551237

10.1968702675

2.4656235183

11.569464201

2.5304136253

11.5815085158

1.5756302521

8.5609243697

1.062639821

10.2908277405

1.3199577614

9.0813093981



		1997

		1998

		1999

		2000

		2001

		2002

		2003



Surgical or anaesthetic assessor said that the journey of care up to the point of operation (including pre-admission) could have been improved, by year

15.037194474

13.0237253912

14.0350877193

14.1119221411

10.1365546218

11.3534675615

10.4012671595



		1999

		2000

		2001

		2002

		2003



% of cases where assessor criticised the grade of surgeon present in theatre

2.84

1.46

1.47

1.45

1
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Emergency

Consultant anaesthetist present, by type of admission
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Surgeon

Anaesthetist

Consultant presence at operation, by year
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Consultant surgeon operating or assisting, patient dying with 7 days of operation (exc neuro)
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Consultant anaesthetist present, patient dying within 7 days of operation (exc neuro)
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Surgeon

Anaesthetist

Consultant presence at operation where the patient died within 7 days of operation
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Elective

Emergency

Consultant surgeon operating or assisting, by type of admission
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		Why no operation was performed:

		(g:\2003\annual_report\summary report\non-operative\programs\why no operation was performed)

		Year		Not a Surgical Problem		Active Decision		ANDEC		Patient Refused		Rapid Death		Non-Op deaths

		2003		857		1,077		0		75		249		2,190

		Commonest Conditions:

		(g:\2003\annual_report\summary report\non-operative\programs\most common diagnoses)

		Fractured neck of femur

		Aortic aneurysm

		Occlusive peripheral arterial disease

		Intestinal obstruction

		Colorectal cancer

		Oesophageal cancer

		Pancreatic cancer

		Should an operation have been performed?:

		(g:\2003\annual_report\summary report\non-operative\programs\should an operation have been performed)

		Year		Yes		No		Unknown

		2003		20		1,842		328

		% of active decisions not to operate taken by consultants:

		(g:\2003\annual_report\summary report\non-operative\programs\active dec not to op by cons)

		Year		No.of active dec taken by consultant		Total no. of active decisions		Percent

		2003		987		1,077		91.64

		Time from admission to death, by specialty:

		(g:\2003\annual_report\summary report\non-operative\programs\time from adm to death by spec)

		Specialty		1 week		2 weeks		3 weeks		4 weeks		over 4 weeks		Total

		General		709		230		115		76		134		1,264

		Vascular		132		45		26		9		19		231

		Urology		43		35		25		9		33		145

		Neurosurgery		56		9		7		1		5		78

		Orthopaedics		113		45		24		13		51		246

		ENT		16		3		4		5		12		40

		Gynaecology		23		11		11		7		16		68

		Plastic		3		1		0		0		3		7

		Maxillo-facial		6		1		1		0		2		10

		Most common adverse event in the patients who did not undergo surgery

		(g:\2003\annual_report\summary report\summary\programs\most common acon)

		Code		Total		Description		Category

		WE5		20		Hospital admission to wrong ward or specialty		O

		WA2		7		Delay in transfer to surgeon by physicians		O

		WAF		5		Delay to diagnosis

		WA0		4		Delay in transfer to surgical unit		O

		WAC		4		Delay in investigating the patient		O

		WC5		4		Poor documentation		C2

		WF1		4		Transfer should not have occurred		O

		WA1		3		Delay in transfer to surgeon by General Practitioner		O

		W0N		2		Miscellaneous complication		C

		W90		2		Diagnosis missed - unspecified		O

		W94		2		Diagnosis missed by medical unit		O

		W98		2		Diagnosis missed by radiologists		O

		WA6		2		Delay to surgery ie earlier operation desirable		C

		WB9		2		Lack of nursing supervision		R

		WD1		2		Failure to use HDU		C

		WD4		2		Failure to use DVT prophylaxis		C1

		WE1		2		Operation should have been done		C1

		WF4		2		Delay in transferring patient		O

		WH4		2		Failure to recognise severity of illness		C2

		WK0		2		Patient refused treatment		O

		W26		1		Upper GI complication of laparoscopic operation		C

		W70		1		Reaction to drugs		C

		W95		1		Diagnosis missed by referring hospital		O

		WA9		1		Delay in recognising complications		C

		WAG		1		Delay starting medical treatment		C

		WAK		1		Delay starting DVT prophylaxis		C2

		WC0		1		Failure of communication - unspecified		C2

		WC6		1		Failure to communicate with senior staff		C2

		WCB		1		Poor communication from transferring to receiving hospital		O

		WD2		1		Failure to use endoscopic surgery

		WDJ		1		Hospice not used		C2

		WE0		1		Wrong operation performed		C1

		WE2		1		Operation should not have been done or was unnecessary		C1

		WE4		1		Unsatisfactory medical management		C3

		WF2		1		Transfer should have occurred		O

		WF3		1		Transfer necessary to obtain ITU bed		R

		WH0		1		Pre-operative assessment inadequate		C2

		WJ0		1		Resuscitation inadequate		C2

		WK1		1		Relatives refused Post Mortem		O

		WK2		1		Patient unfit for surgery and anaesthesia		C3

		Number of adverse events identified in non-operative group:

		(g:\2003\annual_report\summary report\non-operative\programs\number of adverse events nonops)

		Statement		2003

		Caused death in patient expected to survive		0

		Areas of concern which may have contributed to this patients death		21

		Areas for considerations but made no difference to eventual outcome		87

		Areas of concern but made no difference to eventual outcome		28



&RNon-Operative



		General		General		General		General		General

		Vascular		Vascular		Vascular		Vascular		Vascular

		Urology		Urology		Urology		Urology		Urology

		Neurosurgery		Neurosurgery		Neurosurgery		Neurosurgery		Neurosurgery

		Orthopaedics		Orthopaedics		Orthopaedics		Orthopaedics		Orthopaedics

		ENT		ENT		ENT		ENT		ENT

		Gynaecology		Gynaecology		Gynaecology		Gynaecology		Gynaecology

		Plastic		Plastic		Plastic		Plastic		Plastic

		Maxillo-facial		Maxillo-facial		Maxillo-facial		Maxillo-facial		Maxillo-facial



1 week

2 weeks

3 weeks

4 weeks

over 4 weeks

Time from admission to death, by specialty
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9
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7

1

5
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3

4

5
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23
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7
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0
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		Terminal Care

		Cases not appropriately placed for Terminal Care, by trust:

		(g:\2003\annual_report\terminal care\programs\number of cases not appr & not app placed in tc, by trust)

		Trust		Percent		Scotland %

		A&C n=22		6.67		3.6

		Ayr n=13		3.70		3.6

		Bor n=1		1.41		3.6

		D&G n=3		3.06		3.6

		Fif n=4		1.87		3.6

		Fva n=11		3.86		3.6

		Gra n=9		3.14		3.6

		Hig n=5		3.85		3.6

		Lan n=25		5.31		3.6

		Lot n=11		2.81		3.6

		NGI n=7		1.21		3.6

		SGI n=27		7.03		3.6

		Tay n=7		1.87		3.6

		Wlo n=1		1.15		3.6

		Hospital acquired infection

		Number of cases developed HAI:

		(g:\2003\annual report\summary report\tc hai imag\ numb of devel hai, number of procedure sepsis)

		Total number of cases developed HAI = 344 (8.42% of audited deaths)

		Deaths who developed HAI, by specialty:

		(g:\2003\annual_report\summary report\tc hai imag\number of deaths developed hai by spec)

		Specialty		Count		Total		Percent

		ENT		3		75		4.00

		General		121		2510		4.82

		Orthopaedics		108		755		14.30

		Urology		10		256		3.91

		Vascular		60		538		11.15

		Number of cases with procedure related sepsis:

		(g:\2003\annual report\summary report\tc hai imag\ numb of devel hai, number of procedure sepsis)

		Year		Count		Percent

		2003		127		3.1

		Imaging

		(g:\2003\annual_report\summary report\tc hai imag\programs\delay to image summary figs)

		Number of deaths where there was a delay in appropriate imaging either pre-op or post-op		70

		Number of deaths where there was a delay in appropriate imaging pre-op		61

		Number of deaths where there was a delay in appropriate imaging post-op		22

		Number of deaths where there was a delay in appropriate imaging both pre-op and post-op		13

		Did delay of imaging impact on Outcome:

		(g:\2003\annual_report\summary report\tc hai imag\programs\delay to image summary figs)

		Yes		17

		No		29

		Most common ACON where there was a delay to imaging (exc neuro):

		Code		Description		Category		Count

		WA6		Delay to surgery ie earlier operation desirable		C		8

		WA62		Earlier operation desirable - no theatre available		R		3

		WAC2		Delay in obtaining CT scan		O		3

		W98		Diagnosis missed by radiologists		O		2

		WA2		Delay in transfer to surgeon by physicians		O		2

		WA9		Delay in recognising complications		C		2

		WE2		Operation should not have been done or was unnecessary		C1		2

		WE4		Unsatisfactory medical management		C3		2

		W0631		Misplaced jejunostomy feeding tube		C2		1

		W61		Equipment not available		R		1

		W92		Diagnosis missed by surgeons		C		1

		WAC		Delay in investigating the patient		O		1

		WAC1		Delay in xray department		O		1

		WE0		Wrong operation performed		C1		1

		WE00		Better to have been treated endoscopically		C1		1

		WED2		Displacement of tracheostomy tube		O		1

		WH0		Pre-operative assessment inadequate		C2		1

		WK0		Patient refused treatment		O		1

		Delay to appropriate imaging by timing of operation:

		Timing of Op		No of image delays		total op deaths		percent

		Emergency within 24 hours		17		433		3.93

		Immediate within 2 hours		6		191		3.14

		Scheduled Urgent		22		747		2.95

		Elective		8		385		2.08

		Timing not known		4		138		2.9
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		Urology
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Percentage of deaths who developed a HAI, by specialty
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Timing of operation where there was a pre-operative delay to appropriate imaging
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		Compliance figures:

		(g:\2003\annual_report\summary report\all deaths\programs\compliance %'s)

		Year		Number of forms returned		Total Deaths		Compliance

		2002		4004		4449		90.00%

		2003		4084		4478		91.20%

		Mean time taken from SASM sending out forms to return of surgical form:

		(g:\2003\annual_report\summary report\all deaths\ programs\mean time to receive form back)

		Descriptive Statistics:

		Mean		78.56

		Surgeons returning 100% of forms:

		(g:\2003\annual_report\summary report\all deaths\programs\surgeons returning 100% of forms)

		Year		Number of surg return 100%		Total number of surg		%

		2003		387		524		73.85

		Surgeons failing to return any forms:

		(g:\2003\annual_report\summary report\all deaths\programs\surgeons failing to return any forms)

		Year		Number of surgeons		Total number of deaths

		2003		14		46

		Surgeons with 10 or more deaths failing to return 85% of forms:

		(g:\2003\annual_report\summary report\all deaths\programs\surgeons who have >=10 deaths and not returning 85% of forms)

		Surgeon		Number of forms not returned		Total deaths		% of forms not returned

		Oliver C W 31		10		11		90.91

		Taggart I 17		10		10		100

		Compliance by trust:

		(g:\2003\annual_report\summary report\all deaths\programs\compliance by trust)

		Trust		Number of forms returned		Total Deaths		Compliance

		A&C n=330		330		351		94.02

		Ayr n=351		351		363		96.69

		Bor n=71		71		71		100.00

		D&G n=98		98		117		83.76

		Fif n=214		214		228		93.86

		Fva n=285		285		294		96.94

		Gra n=287		287		305		94.10

		Hig n=130		130		130		100.00

		Lan n=471		471		517		91.10

		Lot n=392		392		458		85.59

		NGI n=577		577		688		83.87

		SGI n=384		384		410		93.66

		Tay n=375		375		401		93.52

		Wlo n=87		87		105		82.86



&RCompliance



		A&C n=330

		Ayr n=351

		Bor n=71

		D&G n=98

		Fif n=214

		Fva n=285

		Gra n=287

		Hig n=130

		Lan n=471

		Lot n=392

		NGI n=577

		SGI n=384

		Tay n=375

		Wlo n=87



Percentage of forms returned (compliance), by Trust

94.0170940171

96.694214876
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100
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83.8662790698
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Figures for Summary Flowchart:


(g:\2003\annual_report\summary report\summary\programs\summary flowchart)


Deaths Identified


4478.0


No surgical form returned


394.0


Operative deaths


1894.0


Non-operative deaths


2190.0


Total audited deaths


4084.0


Elective Admissions (1996-2003):


(g:\2003\annual_report\summary report\summary\programs\number of emer elec admissions)


Year


Elective


* 2003 figure excludes TC


Emergency Admissions, Operative/Non-operative (1996-2003):


(g:\2003\annual_report\summary report\summary\programs\number of emer admissions ops_nonops)


Year


Operative


Non-operative


Total Emergency


*TC excluded from 2003 operative figure (26 cases)


1996.0


1997.0


1998.0


1999.0


2000.0


2001.0


2002.0


2003.0


566.0


521.0


514.0


489.0


440.0


403.0


363.0


388.0


Commonest conditions:


(g:\2003\annual_report\summary report\operative\programs\most common diagnoses)


Fractured neck of femer


Colorectal Cancer


Occlusive peripheral arterial disease


Aortic aneurysm


Mesenteric ischaemia


Peptic ulceration


Diverticulitis


Significant co-existing factors:


(g:\2003\annual_report\summary report\operative\programs\significant co-existing factors)


All operative deaths:


Factor


No of cases with one or more sig factor


Total Operative Deaths


Percent


Jaundice


2.2175290390707496


Hepatic


6.9693769799366425


Malig


14.625131995776137


Renal


15.681098204857443


Neuro


16.314677930306228


Other


18.84899683210137


Resp


35.37486800422386


Cardio


56.33579725448785


87.96198521647307


Elective Operative Deaths (excluding TC):


Factor


No of cases with one or more sig fact


Total Operative Deaths (non tc)


Percent


Jaundice


2.3178807947019866


Hepatic


3.642384105960265


Neuro


8.27814569536424


Renal


13.245033112582782


Other


13.90728476821192


Malignancy


17.549668874172188


Resp


27.81456953642384


Cardio


56.95364238410596


84.43708609271523


Emergency Operative Deaths (excluding TC):


Factor


No of cases with one or more sig fact


Total Operative Deaths (non tc)


Percent


Jaundice


2.064516129032258


Hepatic


7.612903225806451


Malignancy


13.548387096774196


Renal


16.258064516129032


Neuro


18.064516129032256


Other


20.0


Resp


37.16129032258065


Cardio


56.83870967741935


88.90322580645162


Elective Operative Deaths (TC cases):


Factor


No of cases with one or more sig fact


Total Operative Deaths (tc)


Percent


Hepatic


12.5


Neuro


12.5


Other


12.5


Renal


25.0


Jaundice


25.0


Cardio


37.5


Resp


37.5


Malignancy


37.5


Emergency Operative Deaths (TC cases):


Factor


No of cases with one or more sig fact


Total Operative Deaths (tc)


Percent


Renal


3.8461538461538463


Jaundice


3.8461538461538463


Hepatic


7.6923076923076925


Neuro


7.6923076923076925


Other


7.6923076923076925


Resp


11.538461538461538


Cardio


26.923076923076923


Malignancy


38.46153846153847


Journey of care could have been improved, by type of admission:


(g:\2003\annual_report\lynsey\summary report\operative\programs\journey of care could have been improved)


Year


Elective


Emergency


Improve


1997.0


2.4442082890541976


12.592986184909671


15.037194473963869


1998.0


2.8268551236749118


10.196870267541644


13.023725391216557


1999.0


2.4656235182550974


11.569464201043148


14.035087719298245


2000.0


2.5304136253041363


11.581508515815084


14.111922141119221


2001.0


1.5756302521008403


8.5609243697479


10.13655462184874


2002.0


1.0626398210290828


10.290827740492169


11.353467561521253


2003.0


1.3199577613516367


9.081309398099261


10.401267159450898


* In year 1997-2002 any unknown admission types have been included in emergencies


Journey of care could have been improved, by year:


(g:\2003\annual_report\lynsey\summary report\operative\programs\journey of care could have been improved)


Year


Improve


1997.0


15.037194473963869


1998.0


13.023725391216557


1999.0


14.035087719298245


2000.0


14.111922141119221


2001.0


10.13655462184874


2002.0


11.353467561521253


Most common adverse event where assessor said journey of care could have been improved:


(g:\2003\annual_report\lynsey\summary report\operative\program\Most common adverse event where care could be improved)


Adverse Event


Description


Total cases


WA6


Delay to surgery ie earlier operation desirable


35.0


WA2


Delay in transfer to surgeon by physicians


25.0


WE4


Unsatisfactory medical management


16.0


WAF


Delay to diagnosis


15.0


WH0


Pre-operative assessment inadequate


14.0


WE2


Operation should not have been done or was unnecessary


11.0


WD1


Failure to use HDU


7.0


WJ0


Resuscitation inadequate


7.0


WAC


Delay in investigating the patient


6.0


W98


Diagnosis missed by radiologists


4.0


WA0


Delay in transfer to surgical unit


4.0


WA9


Delay in recognising complications


4.0


WD0


Failure to use ITU


4.0


WD4


Failure to use DVT prophylaxis


4.0


WA8


Delay in obtaining blood products, xmatch or typing


3.0


WAG


Delay starting medical treatment


3.0


WC5


Poor documentation


3.0


WCB


Poor communication from transferring to receiving hospital


3.0


WE0


Wrong operation performed


3.0


WH4


Failure to recognise severity of illness


3.0


W03


Ears - general complication of treatment


2.0


W0N


Miscellaneous complication


2.0


W1M


Peri-op bleeding problems after open surgery


2.0


W85


Delay in giving blood


2.0


WA4


Delay to blood transfusion


2.0


WAM


Delay to starting ventilation


2.0


WB2


Surgeon too junior


2.0


WC


COMMUNICATION FAILURES


2.0


WCA


Poor communication between physician and surgeon


2.0


WD5


Failure to use antibiotic prophylaxis


2.0


WF1


Transfer should not have occurred


2.0


WH1


Inadequate post-operative assessment


2.0


WK0


Patient refused treatment


2.0


W00


Central nervous system


1.0


W06


Upper GI complication


1.0


W0M


Bleeding or coagulation problems not related to operative technique


1.0


W1A


Vascular complication of open surgery


1.0


W1J


Skull/spine/bone/joint, Open surgery


1.0


W5


ANAESTHESIA RELATED


1.0


W50


General anaesthetic complications


1.0


W60


Failure of equipment


1.0


W71


Wrong drug used


1.0


W83


No blood available


1.0


W90


Diagnosis missed - unspecified


1.0


W92


Diagnosis missed by surgeons


1.0


WA3


Delay in seeking anaesthetic advice


1.0


WAD


Delay in transferring patient to ITU


1.0


Decision to operate taken by consultant surgeon:


(g:\2003\annual_report\lynsey\summary report\operative\programs\decision to operate taken by cons surg)


Year


Elective


Emergency


2003.0


98.36601307189542


97.71


Consultant surgeon operating or assisting by type of admission:


(g:\2003\annual_report\lynsey\summary report\operative\programs\consultant surg oper or assis by type of adm)


Year


Total


Elective


Emergency


Consultant surgeon operating or assisting by year:


(g:\2003\annual_report\lynsey\summary report\operative\programs\consultant surg oper or assis by year)


Year


Percent


Criticism of grade of surgeon:


(g:\2003\annual_report\lynsey\summary report\operative\programs\assessor criticised grade of surgeon)


Year


Number of cases


% of Operative deaths


Consultant surgeon operating or assisting by trust:


(g:\2003\annual_report\lynsey\summary report\operative\programs\consultant anaes present by trust)


Trust


Percent


A&C


73.02


Ayr


80.74


Bor


100.0


D&G


83.33


Fif


83.87


Fva


90.98


Gra


72.52


Hig


90.74


Lan


75.52


Lot


63.76


NGI


75.0


Oth


100.0


SGI


57.79


Tay


76.04


Wlo


72.22


Consultant anaesthetist present by type of admission:


(g:\2003\annual_report\lynsey\summary report\operative\programs\consultant anaes present by adm type)


Year


Elective


Emergency


Consultant anaesthetist present by year:


(g:\2003\annual_report\lynsey\summary report\operative\programs\consultant anaes present by year)


Year


Percent


Consultant anaesthetist present by trust:


(g:\2003\annual_report\lynsey\summary report\operative\programs\consultant anaes present by trust)


Trust


%


Scotland


A&C


Ayr


Bor


D&G


Fif


Fva


Gra


Hig


Lan


Lot


NGI


Oth


SGI


Tay


Wlo


Significant post-operative complications:


(g:\2003\annual_report\lynsey\summary report\operative\programs\significant post-op complications)


Year


Number of cases with sig post-op complications


Of which were medical


Operative total


Post-op comp as % of Operative deaths


No delay in recognising complications of those cases with sig post-op complications:


(g:\2003\annual_report\lynsey\summary report\operative\programs\no delay in recog complications)


Year


No Delay


Total


Percent


Post-operative care could have been improved, by specialty:


(g:\2003\annual_report\summary report\operative\programs\post-op care could have been improved, med age & med time)


Specialty


%


Median age


Median time to death (days)


General


5.755395683453238


Vascular


9.66542750929368


Urology


11.11111111111111


Neurosurgery


3.79746835443038


Orthopaedics


14.186046511627906


Post-operative care could have been improved, by year:


(g:\2003\annual_report\lynsey\summary report\operative\programs\post-op care could have been improved by year)


Year


Percent


1997.0


13.230605738575981


1998.0


13.225643614336194


1999.0


12.802275960170698


2000.0


12.652068126520682


2001.0


9.663865546218489


2002.0


7.38255033557047


Assessors described an adverse event following operation:


(g:\2003\annual_report\lynsey\summary report\operative\programs\adverse events in management)


Statement


Caused death


Contributed to death


No difference


Statement


2003.0


Caused death in patient expected to survive


10.0


Areas of concern which may have contributed to this patients death


168.0


Areas for considerations but made no difference to eventual outcome


331.0


Areas of concern but made no difference to eventual outcome


55.0


Number of caused/contributed adverse statements, operative deaths, by admission type & year


Year


Elective


Emergency


Jaundice


Hepatic


Neuro


Renal


Other


Malignancy


Resp


Cardio


2.3178807947019866


3.642384105960265


8.27814569536424


13.245033112582782


13.90728476821192


17.549668874172188


27.81456953642384


56.95364238410596


84.43708609271523


Hepatic


Neuro


Other


Renal


Jaundice


Cardio


Resp


Malignancy


12.5


12.5


12.5


25.0


25.0


37.5


37.5


37.5


87.5


Renal


Jaundice


Hepatic


Neuro


Other


Resp


Cardio


Malignancy


3.8461538461538463


3.8461538461538463


7.6923076923076925


7.6923076923076925


7.6923076923076925


11.538461538461538


26.923076923076923


38.46153846153847


76.92


1996.0


1997.0


1998.0


1999.0


2000.0


2001.0


2002.0


2003.0


70.76


72.03


72.16


72.84


75.74


72.58


74.68


75.47


Jaundice


Hepatic


Malig


Renal


Neuro


Other


Resp


Cardio


2.2175290390707496


6.9693769799366425


14.625131995776137


15.681098204857443


16.314677930306228


18.84899683210137


35.37486800422386


56.33579725448785


87.96198521647307


Jaundice


Hepatic


Malig


Renal


Neuro


Other


Resp


Cardio


2.064516129032258


7.612903225806451


13.548387096774196


16.258064516129032


18.064516129032256


20.0


37.16129032258065


56.83870967741935


88.90322580645162


1997.0


1998.0


1999.0


2000.0


2001.0


2002.0


2003.0


15.037194473963869


13.023725391216557


14.035087719298245


14.111922141119221


10.13655462184874


11.353467561521253


10.401267159450898


1999.0


2000.0


2001.0


2002.0


2003.0


2.84


1.46


1.47


1.45


1.0


1997.0


1998.0


1999.0


2000.0


2001.0


2002.0


2003.0


13.230605738575981


13.225643614336194


12.802275960170698


12.652068126520682


9.663865546218489


7.38255033557047


8.50052798310454


1996.0


1997.0


1998.0


1999.0


2000.0


2001.0


2002.0


2003.0


61.78


65.92


67.13


67.05


69.95


73.01


75.78


77.24


1997.0


1997.0


1998.0


1998.0


1999.0


1999.0


2000.0


2000.0


2001.0


2001.0


2002.0


2002.0


2003.0


2003.0


2.4442082890541976


12.592986184909671


2.8268551236749118


10.196870267541644


2.4656235182550974


11.569464201043148


2.5304136253041363


11.581508515815084


1.5756302521008403


8.5609243697479


1.0626398210290828


10.290827740492169


1.3199577613516367


9.081309398099261


1996.0


1996.0


1997.0


1997.0


1998.0


1998.0


1999.0


1999.0


2000.0


2000.0


2001.0


2001.0


2002.0


2002.0


2003.0


2003.0


73.46


57.92


77.25


62.7


80.62


63.4


81.66


63.74


84.62


66.6


87.17


71.53


89.4


73.24


89.45


74.9


1998.0


1998.0


1999.0


1999.0


2000.0


2000.0


2001.0


2001.0


2002.0


2002.0


2003.0


2003.0


91.0


198.0


102.0


251.0


88.0


228.0


71.0


169.0


45.0


151.0


50.0


128.0


Commonest Conditions:


(g:\2003\annual_report\lynsey\summary report\non-operative\programs\most common diagnoses)


The list of conditions have been given to Peter, Colin and Heather.


Why no operation was performed:


(g:\2003\annual_report\lynsey\summary report\non-operative\programs\why no operation was performed)


Includes TC:


Year


Not a Surgical Problem


Active Decision


ANDEC


Patient Refused


Rapid Death


Non-Op deaths


Excludes TC:


Year


Not a Surgical Problem


Active Decision


ANDEC


Patient Refused


Rapid Death


Non-Op deaths


% of active decisions not to operate taken by consultants:


(g:\2003\annual_report\lynsey\summary report\non-operative\programs\active dec not to op by cons)


Year


No.of active dec taken by consultant


Total no. of active decisions


Percent


93.90386869871044


93.22429906542055


Should an operation have been performed?:


(g:\2003\annual_report\lynsey\summary report\non-operative\programs\should an operation have been performed)


Year


Yes


No


Unknown


Number of adverse events identified in non-operative group:


(g:\2003\annual_report\lynsey\summary report\non-operative\programs\number of adverse events nonops)


Year


Made no difference to eventual outcome


Made significant contribution to death


Caused death in patient expected to survive


1) There were areas for consideration but they made no difference to the eventual outcome (86 cases)


2) There were areas for concern but they made no difference to the eventual outcome (28 cases)


Statement


2003.0


Caused death in patient expected to survive


0.0


Areas of concern which may have contributed to this patients death


21.0


Areas for considerations but made no difference to eventual outcome


87.0


Areas of concern but made no difference to eventual outcome


28.0


Summary of Adverse Events:


(g:\2003\annual_report\lynsey\summary report\all deaths\programs\number of adverse statements all deaths)


Year


Caused Death in patient expected to survive


Made significant contribution to death


Made no difference to eventual outcome


1) There were areas for consideration but they made no difference to the eventual outcome


2) There were areas for concern but they made no difference to the eventual outcome


% Compliance & ACONs by specialty:


(g:\2003\annual_report\summary report\all deaths\programs\ACONs & % Compliance by specialty)


Specialty


% ACONs


% Compliance


Other


42.857142857142854


100.0


Vascular


21.818181818181817


94.79553903345726


Urology


19.49685534591195


93.75


Maxillo-facial


42.857142857142854


93.75


Gynaecology


4.3478260869565215


91.66666666666666


General


17.033542976939202


91.19521912350598


Neurosurgery


16.560509554140125


90.22988505747126


Orthopaedics


26.153846153846157


89.93377483443709


ENT


17.94871794871795


88.0


% Compliance & ACONs by trust:


(g:\2003\annual_report\summary report\all deaths\programs\ACONs & % Compliance by trust)


Trust


% ACONs


% Compliance


Scotland % ACONs


Scotland % Compliance


A&C


20.158102766798418


94.01709401709401


AYR


15.957446808510639


96.69421487603306


BOR


D&G


29.069767441860467


83.76068376068376


FIF


16.83673469387755


93.85964912280701


FVA


23.275862068965516


96.93877551020408


GRA


21.875


94.09836065573771


HIG


18.51851851851852


LAN


15.736040609137056


91.10251450676982


LOT


23.595505617977526


85.58951965065502


NGI


14.92842535787321


83.86627906976744


OTH


3.571428571428571


81.08108108108108


SGI


20.060790273556233


93.65853658536587


TAY


22.608695652173914


93.51620947630923


WLO


13.846153846153847


82.85714285714286


% Compliance by Specialty:


(g:\2003\annual_report\summary report\all deaths\programs\Compliance by specialty)


Specialty


Compliance


Thoracic


100.0


Ophthalmology


100.0


Other


100.0


Vascular


94.79553903345726


Urology


93.75


Maxillo-facial


93.75


Gynaecology


91.66666666666666


General


91.19521912350598


Neurosurgery


90.22988505747126


Orthopaedics


89.93377483443709


ENT


88.0


Plastic


51.85185185185185


Paediatrics


42.857142857142854


Unknown


20.0


Surgeons with >=10 deaths who return fewer than 85% of forms:


(g:\2003\annual_report\summary report\all deaths\programs\surgeon not ret 85%)


Surgeon


Number of Non-returns


Total Deaths


%


Oliver C W 31           


Taggart I 17            


Number of Hospital Stays - Inpatients


Year of discharge


Elective


Emergency


0.2697447433135711


2.1529515441171743


0.2620829812064872


2.023924909452635


0.26275431959922296


2.136333144125084


0.2629555341653985


2.355948641861122


0.2535139692549346


2.2863881914327018


0.24617823304072145


2.3154662092271714


0.23530326896524903


2.454012587450366


0.2524363038628625


2.185877173176789


elective


emergency


1996.0


0.2697447433135711


1996.0


2.1529515441171743


1997.0


0.2620829812064872


1997.0


2.023924909452635


1998.0


0.26275431959922296


1998.0


2.136333144125084


1999.0


0.2629555341653985


1999.0


2.355948641861122


2000.0


0.2535139692549346


2000.0


2.2863881914327018


2001.0


0.24617823304072145


2001.0


2.3154662092271714


2002.0


0.23530326896524903


2002.0


2.454012587450366


2003.0


2.185877173176789


N.B  Please note that denominator figures, supplied by ISD, are provisional


elective





