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[bookmark: _Toc208847654]Introduction
This briefing paper presents a structured overview of potential quality improvement areas for perioperative care in adults. It provides the committee with a basis for discussing and prioritising quality improvement areas for development into draft quality statements and measures for public consultation.
This briefing paper includes a brief description of the topic, a summary of each of the suggested quality improvement areas and supporting information.
Recommendations selected from the key development source are included to help the committee in considering potential statements and measures.
[bookmark: _Toc71289585][bookmark: _Toc71289684][bookmark: _Toc71290377][bookmark: _Toc71542842][bookmark: _Toc207709566][bookmark: _Toc208847655]Development source
The key development source referenced in this briefing paper is:
Perioperative care in adults. NICE guideline NG180 (2020)
The development source referenced in the intraoperative care section in this briefing paper is:
Hypothermia: prevention and management in adults having surgery. NICE guideline CG65 (2008, Last updated 2016)
[bookmark: _Toc208847656]Overview
[bookmark: _Toc71289587][bookmark: _Toc71289686][bookmark: _Toc71290379][bookmark: _Toc71542844][bookmark: _Toc207709568][bookmark: _Toc208847657]Focus of quality standard
The quality standard will cover care in adults (people aged 18 years and over) during the preoperative, intraoperative and postoperative periods. It will include secondary and tertiary healthcare settings and general dental practices but will exclude minor surgery in outpatient clinics. 
This is a new quality standard that we expect to publish in July 2026.
[bookmark: _Toc71289588][bookmark: _Toc71289687][bookmark: _Toc71290380][bookmark: _Toc71542845][bookmark: _Toc207709569][bookmark: _Toc208847658]Definition
Perioperative care refers to care during the preoperative, intraoperative, and postoperative period. The perioperative period starts when the person is booked for surgery and ends when they are discharged from care after surgery. 
Trends in surgical practice
Approximately 4.4 million people undergo surgical procedures in the NHS in England each year. According to data from the Hospital Episode Statistics for Admitted Patient Care (HES-APC), more than 23 million surgical procedures were performed in England between January 1, 2016, and December 31, 2020 (The lifetime risk of surgery in England: a nationwide observational cohort study, 2024). 
The most common surgical procedures are cataract surgery, caesarean section, hernia repairs, hip and knee replacements, cholecystectomy and tonsillectomy (HES, 2018/19). Data reported in the Getting it Right First Time (GIRFT) Programme National Specialty Report on Anaesthesia and Perioperative Medicine (September 2021) showed that total elective and emergency hospital admissions were rising at rate of around 3% year on year, with the highest number of hospital admissions in 2018/19 in people aged between 70 and 74 years. There are many factors impacting on the successful delivery of perioperative care in adults including high surgical waiting lists, an ageing and increasingly comorbid population, and the growing complexity of surgical procedures.
The COVID-19 pandemic influenced surgical trends and volume, especially elective surgical services. In 2020 in England and Wales, there was a 33.6% decrease in surgical volume in NHS hospitals, representing the cancellation or postponement of more than 1.5 million surgeries (Surgical activity in England and Wales during the COVID-19, 2021). To tackle the significant backlog in elective care and recover to pre-pandemic levels, surgical pathways were reviewed and this has impacted on the delivery of perioperative care. The NHS England report on Theatres, surgery and perioperative care. A clinical and operational improvement guide (February 2025), set a focus on increasing the percentage of patients waiting <18 weeks for their first appointment in elective care, and reducing the proportion of beds occupied by long stay patients (7+ days) in urgent and emergency care.
The UK is also facing an ageing population, with estimates of an extra 8.2 million people aged 65 and over in the UK by 2068. Increased life expectancy brings challenges including an increase in the demand for surgical care as older people are often living with multiple long-term health conditions that require more medical care. Along with the continuing high demand for surgery, there is a need to advance the prevention and care of post-surgical complications such as sepsis or myocardial injury. It is estimated that around 250,000 of ‘high-risk’ patients (an increasingly complex group of mostly older patients with multiple co-morbidities) undergo surgery each year in the NHS and account for the occurrence of over 80% of major complications (GIRFT 2021). 
Finally, surgical procedures are growing increasingly complex. In 2023/24, data from the Perioperative Quality Improvement Programme (PQIP) Report 5 reported that 60% of procedures in PQIP patients were taking longer than three hours and around 20% taking over six hours.
[bookmark: _Toc71289590][bookmark: _Toc71289689][bookmark: _Toc71290382][bookmark: _Toc71542847][bookmark: _Toc207709571][bookmark: _Toc208847660]Current service delivery and management
Perioperative care is the delivery of patient-centred multidisciplinary and integrated care from contemplation of surgery to full recovery. It covers both elective and emergency procedures across various surgical specialities. The perioperative pathway includes three periods:
· Preoperative: referral, preoperative risk assessment and the optimisation of comorbidities
· Intraoperative: intraoperative care and surgery, and 
· Postoperative: early postoperative recovery and rehabilitation and follow-up 
The Centre for Perioperative Care (CPOC) highlight in the CPOC strategy 2023-2026, that the key principles of the perioperative pathway include patient centred care, shared decision-making, joined up team working and technology that works. However, there is variation in the way perioperative pathways are implemented across the UK. 
To support the delivery of clinical and operational excellent across the theatre, surgical and perioperative pathway, the NHS England report on Theatres, surgery and perioperative care. A clinical and operational improvement guide highlight earlier screening, risk assessment and health optimisation as high impact interventions in preoperative care. For intraoperative care, implementation of the golden patient methodology, automatic send and reduction in turnaround times in theatre are highlighted as high-impact interventions that would enhance surgical productivity and reduce the potential of starting a procedure later than planned. For postoperative care, the report highlights the effective implementation of Drinking, Eating and Mobilising (DrEaMing) which focuses on delivering care via day case, recovery, and enhanced ambulatory models, thus prioritising efficient patient pathways, reducing hospital admissions, and improving patient flow.
[bookmark: _Toc340835232][bookmark: _Toc71289591][bookmark: _Toc71289690][bookmark: _Toc71290383][bookmark: _Toc71542848][bookmark: _Toc207709572][bookmark: _Toc208847661]Resource impact
The suggested improvement areas highlighted in this briefing paper do not fall within areas which were expected to have significant costs when the guideline was developed.  During development of NICE’s guideline on perioperative care in adults NG180, the use of specialist recovery areas for people following major, complex or high risk surgery was highlighted as a driver of increased resource use due to the requirement for increased staffing for (or potential establishment of) these units. 
[bookmark: _Toc208847662]
Summary of suggestions
[bookmark: _Toc71289593][bookmark: _Toc71289692][bookmark: _Toc71290385][bookmark: _Toc71542850][bookmark: _Toc207709574][bookmark: _Toc208847663]Responses
In total 10 registered stakeholders responded to the 2-week engagement exercise.
10 stakeholders suggested areas
7 specialist committee members suggested areas
Comments were also submitted from the National Clinical Director for Critical and Perioperative Care. 
The responses have been summarised in table 1 for further consideration by the committee.
NHS England’s patient safety division submitted comments during stakeholder engagement, which are summarised in this paper and can be found in full in appendix 2.
Table 1 Summary of suggested quality improvement areas
	Area for improvement
	Stakeholders 

	 Perioperative programs

	CPOC, NCD, SCM1, SCM2, SCM4, SCM5, SCM6, SCM7, YCR

	Preoperative care
Assessing the risks of surgery
Management of existing conditions 
Nutritional assessment
	AfN, CPOC, DUK, NCD, NHSE PST, PUK, RCN, SCM1, SCM2, SCM5, SCM6, SCM7, YCR

	Intraoperative care
Monitoring
Surgical safety checklists
	 NHSE PST, SCM4

	Managing pain
	RCOA, SCM3, SCM6

	Information and support for people having surgery
Whole pathway approach
Communicating and giving information
Information and support for people with learning disabilities
	CPOC, NCD, NHSE LDE, NHSE PST, SCM1, SCM2, SCM3, SCM5, SCM6

	Additional areas
Workforce
Environmental impact of anaesthesia 
	RCN, Sol


[bookmark: _Toc340835234]Abbreviations: 
AfN, Association for Nutrition
CPOC, Centre for Perioperative Care
DUK, Diabetes UK
NCD, National Clinical Director for Critical and Perioperative Care
NHSE LDA, NHS England Learning Disability & Autism Policy Team
NHSE PST, NHS England National Patient Safety Team
PUK, Pharmacosmos UK
RCN, Royal College of Nursing
RCOA, Royal College of Anaesthetists, Faculty of Pain Medicine
SCM, Specialist Committee Member
Sol, Solventum 
YCR, Yorkshire Cancer Research
Full details of all the suggestions provided are given in appendix 2 for information.
[bookmark: _Toc208847664]
Suggested improvement areas
Section 4 presents a summary of the suggested improvement areas, with provisional recommendations that may support statement development and information on current UK practice.
[bookmark: _Toc208847665]Perioperative programs
Stakeholders noted the importance of perioperative programs in improving surgical outcomes, reducing complications, enhancing recovery and encouraging ongoing healthy behaviours. These included Enhanced Recovery Programmes (ERPs), Enhanced Recovery after Surgery (ERAS), Enhanced Recovery Units (ERUs), Prehabilitation, and Perioperative care for Older People undergoing surgery (POPs). Perioperative programs were considered particularly important for people undergoing major surgery and for people that were considered high risk. 
Stakeholders considered nutrition to be a fundamental component of ERPs including preoperative carbohydrate loading, early postoperative feeding, and access to oral nutritional supplements where appropriate. Stakeholders felt that people undergoing surgery should be continuously monitored for nutritional concerns in the postoperative period, and ongoing nutritional care should form part of the discharge planning process. 
A stakeholder suggested the measurement of exercise capacity before major surgery to identify high-risk people and to use this data to guide prehabilitation for people at risk. Stakeholders suggested that exercise prehabilitation be offered to all people undergoing planned surgery, and where possible they are offered early referral to prehabilitation, ideally from the point of diagnosis. 
One stakeholder felt that POPs should be offered to older people undergoing surgery as standard in elective pathways.
Selected recommendations 
NICE’s guideline on perioperative care in adults (NG180): 
Enhanced recovery programmes
1.2.1 Offer an enhanced recovery programme to people having elective major or complex surgery.
1.2.2 Use an enhanced recovery programme that includes preoperative, intraoperative and postoperative components.
Preoperative optimisation clinics for older people
1.3.3 Be aware that there was not enough clear evidence to show whether the benefits of preoperative optimisation clinics for older people outweigh the costs. Therefore, the committee made a recommendation for research.
Current UK practice
Data from 144 UK NHS Trusts/Boards (England and Wales), Health and Social Care Trusts/Boards (Northern Ireland), and Health Boards (Scotland and Wales) that responded to a survey on prehabilitation practice between 20 December 2021 and 28 February 2022 (Prehabilitation provision and practice in the UK: a freedom of information survey) showed that: 
· Overall, 54% of Trust/Boards offered prehabilitation (78/144). This included 53% in England (64/122), 64% in Scotland (9/14), 50% in Wales (4/8), and 33% in Northern Ireland (1/3)
· One-fifth of prehabilitation programmes (19%) were set up in the preceding 12 months of the survey (2021) and over one-third of all Trusts/Boards that did not offer prehabilitation planned to set up a service within the next 12 months
· Patient groups who were most likely to be offered prehabilitation were those undergoing elective orthopaedic surgery (55%) and colorectal surgery (46%). Between 19% and 22% of patients undergoing gastrointestinal, urological, and gynaecological surgery were offered prehabilitation. Surgical disciplines that were least likely to be offered prehabilitation were cardiac, thoracic, and vascular surgery (between 11 and 14%).
· 80% of all trusts used physiotherapists to deliver the prehabilitation programmes, and approximately half used clinical nurse specialists, dietitians, and occupational health therapists
· Delivery was largely hospital focused, followed by community, and one in 10 Trusts/Boards reported referral to general practitioners
Data from Knowing the Risk, a review of the perioperative care of surgical patients by the National Confidential Enquiry into Patient Outcome and Death (NCEPOD, 2011) of NHS hospital in England, Wales and Northern Ireland, and hospitals in the independent sector and public hospitals in the Isle of Man, Guernsey and Jersey showed that: 
· 59.8% of hospitals (174/291) did not have the facility to undertake Cardiopulmonary exercise (CPEX) testing on their patients

Data from surgery specialities, including the Ninth Patient Report of the National Emergency Laparotomy Audit (NELA) which examined the care received by NHS patients in England and Wales undergoing emergency laparotomy (emergency bowel surgery) in between December 2021 and March 2023 (Year 9 of the audit), reported: 
· 13.9% of high-risk patients were discharged to a normal ward with no provision for enhanced care
Other data on surgical specialities included 29 hospitals in England and Wales on prehabilitation for patients undergoing total hip replacements (THR) and total knee replacements (TKR), surveyed between July and September 2023 (Pre-operative education and prehabilitation provision for patients undergoing hip and knee replacement: a national survey of current NHS practice) showed that: 
· For patients waiting for TKR, 17 hospitals provided prehabilitation, 9 hospitals did not provide prehabilitation and 3 hospitals did not know if prehabilitation was provided or not. Of the 17 hospitals that provided prehabilitation, 8 provided prehabilitation to all patients waiting for TKR and 9 provided prehabilitation to patients who met certain criteria, most commonly referral by their surgeon or GP or based on frailty, patient history or having a city postcode.
· For patients waiting for THR, 14 hospitals provided prehabilitation, 11 hospitals did not provide prehabilitation and 4 hospitals did not know if prehabilitation was provided or not. Of the 14 hospitals that provided prehabilitation, 10 provided the same prehabilitation as those patients waiting for TKR, 2 hospitals did not know whether prehabilitation was different for patients waiting for TKR or THR, and 2 hospitals provided different prehabilitation for THR.
[bookmark: _Hlk207978736][bookmark: _Hlk207619375]Data on surgery for cancer from Variation in perioperative practice in elective colorectal cancer surgery: opportunities for quality improvement, an audit on 216 patients attending for surgery for colorectal cancer at 14 Hospital Trusts within the YCR BCIP region (Yorkshire and the Humber) showed that:
· A functional assessment was performed on 47% of patients (102/216) and this varied across trusts
· CPEX testing was performed on 40% of patients (86/216) which included 100% of patients at 3 trusts, and no patients in 6 trusts
· An ERAS nurse was involved in the care for 33% of patients (71/216)
· An ERAS nurse was not in place at the postoperative destination for 66% of patients (143/216)
Data on transplantation surgery from A national survey on enhanced recovery for renal transplant recipients: current practices and trends in the UK, a national web-based survey sent to consultant surgeons at 23 UK adult renal transplant units between May and July 2020 showed that:
· 3 units had implemented a formal ERAS pathway for recipients of both deceased and living donor transplants, and a further 3 units had implemented a formal ERAS pathway for recipients of living donor transplants only
· 13.1% of respondents had a formal prehabilitation programme as part of their departmental preoperative assessment process for renal transplant recipients (psychology, weight loss and smoking cessation support were the most common components of the programmes)
[bookmark: _Hlk61966644]Issues for consideration
For discussion:
What is the priority for improvement?
· There are recommendations on enhanced recovery programmes but not for all perioperative programs.
· [bookmark: _Hlk209181599]There is a research recommendation for preoperative optimisation clinics for older people. Recommendations for research cannot be used to underpin a quality statement as they are not measurable. 
What is the key action that will lead to improvement?
Could we focus on a specific audience or setting?
· Perioperative programs may only be accessible for people undergoing elective surgery (excluding those undergoing emergency surgery).
Can we develop a specific, measurable statement?
For decision:
Should this area be prioritised for inclusion in the quality standard?


[bookmark: _Toc208847666]Preoperative care
Assessing the risks of surgery
Stakeholders felt that the implementation of a standardised, evidence based, preoperative risk assessment scoring tool was needed to estimate a person’s  perioperative risk. A suggested example was the Surgical Outcome Risk Tool (SORT) which has been validated for inpatient surgical procedures. Stakeholders felt that any implemented preoperative risk assessment scoring tool should allow for shared decision making and support conversations with people undergoing surgery and their families, including on treatment choice. Further, there should be evidence that every person undergoing surgery has a risk assessment. 
Stakeholders felt that frailty scoring should be included in preoperative assessment, and there should be increased access to frailty specialists for older people living with frailty across the perioperative pathway. One stakeholder suggested the implementation of a Comprehensive Geriatric Assessment (CGA) for people living with frailty, dementia and multiple long term conditions. Stakeholders also indicated the need for screening for predictors of adverse outcomes (such as frailty, anaemia, diabetes, hypertension and dementia) in preoperative assessment clinics and emergency surgery. 
Stakeholders highlighted emergency surgery as an area for quality improvement. They felt that there was disparity between elective and emergency care pathways, and that organisations providing emergency care should have clear pathways.
Stakeholders suggested that access to and effective use of community data and records to facilitate profiling and segmentation of the surgical waiting list would help to deliver the right care in the right place by the right team at the right time. 
Stakeholders highlighted the need to develop strategies to empower people to engage with their own health management preoperatively. One stakeholder suggested that all people who smoke should be automatically enrolled into smoking cessation services whilst awaiting surgery.
Selected recommendations 
NICE’s guideline on perioperative care in adults (NG180):
1.3.1 Use a validated risk stratification tool to supplement clinical assessment when planning surgery, including dental surgery. Discuss the person's risks and surgical options with them to allow for informed shared decision making.
1.3.2 Discuss lifestyle modifications with people having surgery, for example stopping smoking and reducing alcohol consumption. Follow the relevant NICE guidance on lifestyle and wellbeing.
Existing quality statement
NICE’s quality standard on Tobacco: treating dependence (QS207)
Quality statement 5: Treatment to stop smoking in hospital
People who smoke receive treatment to stop smoking on admission to hospital
Current UK practice
The Perioperative Quality Improvement Programme (PQIP) Report 5 (March 2023 to March 2024) included 173 hospitals across the UK and showed that:
· the proportion of patients without a documented individualised risk assessment was around 30%, a figure which has persisted since PQIP started in 2016.
· 86% of patients (7,475) had a recorded frailty assessment of which 3,470 were over 65 years of age.
· 75% of diabetic patients (700/929) had an HbA1c measured prior to surgery, a figure mostly unchanged since first measured in 2016/18. The highest incidence of poor diabetes control (HbA1c >69 mmol/mol) was seen in patients undergoing gynaecological surgery, where 34% had a HbA1c >69 mmol/mol. 
Data from Knowing the Risk, a review of the perioperative care of surgical patients by the National Confidential Enquiry into Patient Outcome and Death (NCEPOD, 2011) of NHS hospitals in England, Wales and Northern Ireland, and hospitals in the independent sector and public hospitals in the Isle of Man, Guernsey and Jersey showed that:
· 17% of hospitals (48/283) did not provide pre-admission surgical assessment clinics, and 16% of hospitals (44/283) did not provide pre-admission anaesthetic assessment clinics
· 88.1% of hospitals (259/294) had a protocol for the perioperative management of diabetes mellitus 
Data from specialities including the Ninth Patient Report of the National Emergency Laparotomy Audit (NELA)  reported: 
· a drop to below target for preoperative assessment of risk, to 84.6% in 2021/23 after peaking at 86.8% in 2020/21
· for patients aged over 65 years or older, 84.8% had a preoperative formal assessment of frailty (using a validated scoring system such as the Clinical Frailty Scale, CFS) in 2021/23, compared to 86.5% in 2020/21
· for patients aged 65 years or older and living with frailty, or aged 80 years of older regardless of frailty status, 33.2% received multidisciplinary perioperative input by members of a geriatrician-led team in 2021/23, compared to 31.8% in 2020/21
· 29.4% of patients with a risk <5% were admitted to critical care in 2021/23
Using data from the Emergency Laparotomy and Laparoscopic Scottish Audit (ELLSA), a study into The Role of a Frailty Team to improve Perioperative Care for ELLSA Patients reviewed the frailty assessment of 152 patients aged ≥65 years admitted to a Scottish hospital between November 2022 and November 2023. It showed that:
· 100% of patients had a documented Clinical Frailty Scale (CFS) score
· 47.4% (72/152) of patients had a preoperative frailty review
· 68.4% of patients (104/152) had their initial frailty assessment by a consultant geriatrician 
· 19.7% of patients (30/152) were reviewed by a frailty advanced nurse practitioner or clinical fellow
Policy data from current and historic clinical commissioning group (CCG) hip and knee arthroplasty policies in England in June 2021 (Access to hip and knee arthroplasty in England: commissioners' policies for body mass index and smoking status and implications for integrated care systems) showed that:
· 75% (80/106) of CCGs had a smoking policy for hip or knee arthroplasty, and 39% (31/80) of these policies required that patients accept referral for smoking cessation support, wait extra time before surgery or that patients must quit smoking to access surgery. For policies that specified the extra wait times, this ranged between 8 weeks to 6 months


Management of existing conditions 
Stakeholders felt that people with iron-deficiency anaemia who are scheduled for surgery, should be screened and treated for their iron-deficiency anaemia at least four weeks before surgery. This includes optimising haemoglobin and iron measurements. High dose intravenous iron therapies to correct anaemia prior to discharge should be considered for people with low post operative haemoglobin, iron levels or moderate to high blood loss. 
Stakeholders felt that there should be effective management of perioperative anticoagulation for people on long term therapy. This was particularly important for people undergoing surgery who temporarily stop and restart anticoagulation, as this may increase the risk of venous thromboembolism.
Selected recommendations 
NICE’s guideline on perioperative care in adults (NG180):
Managing iron-deficiency anaemia
Iron supplementation
1.3.4 For people with iron-deficiency anaemia having surgery, follow the recommendations on intravenous and oral iron in the NICE guideline on blood transfusion.
Oral iron regimens
1.3.5 Consider an alternate-day oral iron regimen for people who have side effects from taking oral iron every day.
When to start oral iron supplementation
1.3.6 Be aware that there was no evidence comparing different starting times for iron supplementation, so the committee made a recommendation for research.
Reducing the risk of venous thromboembolism
1.3.8 Follow the recommendations on assessing and reducing the risk of venous thromboembolism for people having surgery in the NICE guideline on venous thromboembolism in over 16s.
Anticoagulation for people taking a vitamin K antagonist who need bridging therapy
1.3.9 Be aware that there was no evidence comparing low molecular weight heparin with unfractionated heparin used as perioperative anticoagulant bridging therapy for people taking a vitamin K antagonist. The committee therefore made a recommendation for research.
Existing quality statement
NICE’s quality standard on Blood transfusion (QS138)
Quality Statement 1: Iron supplementation
[bookmark: _Hlk209181002]People with iron-deficiency anaemia who are having surgery receive iron supplementation before surgery.
NICE’s quality standard on Venous thromboembolism in adults (QS201)
Quality statement 1: Timing of pharmacological venous thromboembolism prophylaxis
People aged 16 and over who are in hospital and assessed as needing pharmacological venous thromboembolism (VTE) prophylaxis start it as soon as possible and within 14 hours of hospital admission.
Current UK practice
[bookmark: _Hlk207287947]Data from the Perioperative Quality Improvement Programme (PQIP) Report 5 (March 2023 to March 2025) showed that :
· the proportion of patients presenting for surgery with moderate to severe anaemia (defined as last measured haemoglobin prior to surgery <110g/L) decreased from 11.3% in 2016/18 to 7.4% in 2023/24. 
· 67% of anaemic patients had no treatment for preoperative anaemia, including 31% of patients with severe anaemia in 2023/24 
The (GIRFT) Programme National Specialty Report on Anaesthesia and Perioperative Medicine (September 2021) identified hospitals and specialist centres with anaesthetic services in 134 trusts and carried out visits, and sought data packs and questionnaire responses to review how trusts were performing. Analysis from the report showed that:
· 92% of trusts were giving intravenous iron, but without consistency as to where this had been established (such as within haematology departments, perioperative clinics or medical departments).
· there was acceptance of the need for preoperative oral iron treatment as the default option where there was no urgent requirement for surgery, however many (60%) units referred non-urgent elective patients back to primary care for treatment, thereby passing responsibility back to the GP
Data from a retrospective audit of Pre-operative Coagulation Screening in General Surgery in 148 postoperative patients in Northwick Park Hospital in England who presented to the Surgical assessment Unit between April and May 2021 and September and October 2021 examined appropriate requests (those that were either not requested as no significant medical history or requested as clinically indicated). The audit showed that: 
· 19% of patients had appropriate requests (initial audit over a 6-week period between 1 April 2021 and 14 May 2021)
· This increased to 56% of patients with appropriate requests (re-audit between 20 September 2021 and 7 October 2021)
Data from a single centre review of Preoperative Indications for Coagulation Screening in the Elective Setting (2022) in 64 patients undergoing elective procedures in a district general hospital showed that:
· pre-operative coagulation screening was indicated in 39.1% of patients but performed in 3.1% (19 patients had an ASA of 3 or 4, and 1 of these patients underwent a pre-operative coagulation screen. 4 patients were taking anticoagulation medication prior to their procedure, and 1 of these patients underwent pre-operative screening)
Data from Knowing the Risk, a review of the perioperative care of surgical patients by the National Confidential Enquiry into Patient Outcome and Death (NCEPOD, 2011) of NHS hospital in England, Wales and Northern Ireland, and hospitals in the independent sector and public hospitals in the Isle of Man, Guernsey and Jersey showed that:
· 99.3% of hospitals had a protocol for prophylaxis of venous thromboembolism


[bookmark: _Hlk206770734]Nutritional assessment 
Stakeholders felt that all people scheduled for surgery should undergo nutritional assessment, and if appropriate referred for nutrition support during the preoperative and postoperative periods. Support should extend beyond oral nutrition supplementation and include weight management and lifestyle support. This included people identified to be living with severe and complex obesity, and it was suggested that they are offered treatment for this modifiable comorbidity prior to surgery.
Stakeholders felt that early nutritional assessment using a validated screening tool should be embedded into perioperative care at the point of surgical referral, with timely referral to a dietitian or nutrition support team if the person is considered at risk for malnutrition.
Selected recommendations 
NICE’s guideline on perioperative care in adults (NG180):
1.3.10 Offer preoperative nutritional screening to people having intermediate surgery or major or complex surgery.
1.3.11 Follow the recommendations in the NICE guideline on nutrition support for adults on:
· screening for malnutrition
· indications for nutrition support
· what to give
Existing quality statements
NICE’s quality standard on Nutrition support in adults (QS24)
Quality statement 1: Screening for the risk of malnutrition
People in care settings are screened for the risk of malnutrition using a validated screening tool.
Quality statement 2: Treatment
[bookmark: _Hlk209175950]People who are malnourished or at risk of malnutrition have a management care plan that aims to meet their complete nutritional requirements.
Quality statement 3: Documentation and communication of results and nutrition support goals
All people who are screened for the risk of malnutrition have their screening results and nutrition support goals (if applicable), documented and communicated in writing within and between settings.
Current UK practice
[bookmark: _Hlk207889608]Data from Knowing the Risk (NCEPOD, 2011) showed that:
· 81.1% of hospitals had a policy for assessing nutritional status, and of these 72.2% included the involvement of a dietician in the policy 
Data from the British Association for Parenteral and Enteral Nutrition (BAPEN) Nutritional Screening Surveys in Hospitals in the UK, 2007-2011: A report based on the amalgamated data from four Nutritional Screening Week surveys undertaken by BAPEN in 2007, 2008, 2010 and 2011 (including 661 hospital centres in England, Scotland, Wales and Northern Ireland) showed that:
· the prevalence of patients admitted to UK hospitals with malnutrition was 29%. The prevalence was highest in England (30%), and lowest in Scotland (24%).
· 86% of UK hospitals had a nutritional screening policy (2007-2011)
· 83% of UK hospitals conducted an audit of nutritional screening (2007-2011), with 70% of UK hospitals conducting the audit every year, 10% every 2 years, and 5% every 3 years of more (15% didn’t know or didn’t respond to the survey)
· 55% of UK hospitals had access to a nutrition support team (2007-2011)
· 50% of UK hospitals conducted nutritional screening in 76-100% of patients (2007-2011), and of these, 94% linked the nutritional screening results to a care plan
·  the Malnutrition Universal Screening Tool (MUST) was used by 82% of UK hospitals in 2011, making it the most used screening tool
· 15% of UK hospitals always included nutritional information in discharge communication, 31% usually did, 36% sometimes did, and 2% never did (6% didn’t know or didn’t respond to the survey, 2008-2011)

Data from surgical specialities, including policy data from current and historic clinical commissioning group (CCG) hip and knee arthroplasty policies in England in June 2021 (Access to hip and knee arthroplasty in England: commissioners’ policies for body mass index and smoking status and implications for integrated care systems) showed that of 72 policies in use:
· 86% (62/72) of policies that altered, limited or delayed access to surgery for patients based on their identification as overweight or obese, specified a BMI threshold, ranging from 25 to 45kg/m2. In some cases, this was used only to identify which patients would be offered advice on weight management
· 37% (27/72) of policies specified a BMI threshold for whether it was mandatory for a patient to engage with weight management or wait for extra time before surgery
· 61% (44/72) of policies specified an extra waiting time requirement for accessing surgery. This extra waiting time was added to the patient pathway before the patient could be listed for surgery (between 3 months and 1 year). Of these CCGs (12/44), patients must meet a particular BMI threshold before being able to access surgery rather than wait a specified extra time period. 
Issues for consideration
For discussion:
What is the priority for improvement?
· The recommendations on lifestyle and wellbeing, venous thromboembolism and nutritional support, link to corresponding NICE guidelines. As a result, there are existing quality statements covered in other quality standards for the following suggested quality improvement areas:
· treatment to stop smoking in hospital
· iron supplementation for people with iron-deficiency anaemia
· timing of pharmacological venous thromboembolism prophylaxis
· screening
· treatment for people who are malnourished or at risk of malnutrition
· documentation and communication of nutrition screening results and nutrition support goals
· There is a consider recommendation on oral iron regimens and consider recommendations cannot be used to underpin a quality statement as they are not measurable. 
· [bookmark: _Hlk209701564]There are research recommendations for starting oral iron supplementation and anticoagulation for people taking a vitamin K antagonist who need bridging therapy. Recommendations for research cannot be used to underpin a quality statement as they are not measurable.
What is the key action that will lead to improvement?
Could we focus on a specific audience or setting?
· Some of the suggested improvement areas may only apply to elective surgery and not emergency surgery (such as the screening and treatment for iron-deficiency anaemia four weeks before surgery).
Can we develop a specific, measurable statement?
For decision:
Should this area be prioritised for inclusion in the quality standard?


[bookmark: _Toc208847667]Intraoperative care
[bookmark: _Hlk206764766]Monitoring
A stakeholder highlighted standards for the intraoperative and postoperative monitoring of patients as an area for quality improvement. The use of cardiac output monitoring to guide fluid and inotropic therapies for patients during and after major surgery was also highlighted, as there is current uncertainty for anaesthetists regarding whether to use cardiac output monitoring and for which treatments it should be applied. 
A stakeholder highlighted that the correct method of recording core temperature and introducing pre-warming for all surgical patients was not being implemented fully into clinical care. 
Selected recommendations 
NICE’s guideline on perioperative care in adults (NG180):
Cardiac output monitoring 
1.4.5 Consider cardiac output monitoring for people having major or complex surgery or high-risk surgery.
NICE’s guideline on Hypothermia: prevention and management in adults having surgery (CG65):
Perioperative care
1.1.4 When using any device to measure patient temperature, healthcare professionals should:
· be aware of, and carry out, any adjustments that need to be made in order to obtain an estimate of core temperature from that recorded at the site of measurement; core temperature is the temperature of the blood and internal organs.
· be aware of any such adjustments that are made automatically by the device used. 
1.1.5 Measure the patient's temperature using a site that produces either:
· a direct measurement of core temperature, or
· a direct estimate of core temperature that has been shown in research studies to be accurate to within 0.5ºC of direct measurement; a direct estimate of core temperature is the reading produced by a thermometer with no correction factors applied.
At the time of publication these sites are:
· pulmonary artery catheter
· distal oesophagus
· urinary bladder
· zero heat-flux (deep forehead)
· sublingual; be aware of possible inaccuracies in core temperature estimation when using peripheral sites, such as sublingual or axilla, in patients whose core temperature is outside the normothermic range (36.5°C to 37.5°C).
· axilla; be aware of possible inaccuracies in core temperature estimation when using peripheral sites, such as sublingual or axilla, in patients whose core temperature is outside the normothermic range (36.5°C to 37.5°C).
· rectum. 
1.1.6 Do not use indirect estimates of core temperature in adults having surgery. An indirect estimate of core temperature is the reading produced by a thermometer after a correction factor has been applied. Examples include infrared tympanic, infrared temporal, infrared forehead and forehead strips.
Intraoperative phase
1.3.1 The patient's temperature should be measured and documented before induction of anaesthesia and then every 30 minutes until the end of surgery. 
1.3.2 Standard critical incident reporting should be considered for any patient arriving at the theatre suite with a temperature below 36.0°C. 
1.3.3 Induction of anaesthesia should not begin unless the patient's temperature is 36.0°C or above (unless there is a need to expedite surgery because of clinical urgency, for example bleeding or critical limb ischaemia).
1.3.4 In the theatre suite: 
· the ambient temperature should be at least 21°C while the patient is exposed
· once active warming is established, the ambient temperature may be reduced to allow better working conditions
· using equipment to cool the surgical team should also be considered. 
1.3.5 The patient should be adequately covered throughout the intraoperative phase to conserve heat, and exposed only during surgical preparation.
1.3.6 Intravenous fluids (500 ml or more) and blood products should be warmed to 37°C using a fluid warming device.
1.3.7 Warm patients intraoperatively from induction of anaesthesia, using a forced-air warming device, if they are:
· having anaesthesia for more than 30 minutes or
· having anaesthesia for less than 30 minutes and are at higher risk of inadvertent perioperative hypothermia (see recommendation 1.2.1).
Consider a resistive heating mattress or resistive heating blanket if a forced-air warming device is unsuitable. 
1.3.8 The temperature setting on forced-air warming devices should be set at maximum and then adjusted to maintain a patient temperature of at least 36.5°C.
1.3.9 All irrigation fluids used intraoperatively should be warmed in a thermostatically controlled cabinet to a temperature of 38°C to 40°C. 
Current UK practice
Data from a 1-day observational Audit of compliance with minimum monitoring standards during anaesthetic induction, maintenance, emergence, transfer and recovery (2022) on 39 surgical cases involving an anaesthetist within the main theatre complex at one UK hospital showed that:
· Among 34 general anaesthesia (GA) cases, compliance with full basic monitoring was 94% at induction of anaesthesia, 100% during maintenance, and 41% at emergence. All patients lacked any monitoring during transfer from theatre to recovery
· When patients were in recovery, there was no ECG monitoring and, for those with an artificial airway still in situ (38% of GA cases), there was no capnography
· 50% of patients receiving GA were paralysed. Of these, only 82% had neuromuscular blockade monitoring. Although quantitative monitoring was available in the hospital, this was not utilised for any patient. Temperature was not measured in 79% of cases exceeding 30 min.
Data from a prospective audit of 50 emergency cases at one Hospital in England was conducted to determine the Intra-operative temperature monitoring during emergency surgery (2023) against NICE standards. Anaesthetic charts were reviewed for the presence of temperature readings and the use of forced-air warmers (FAWs). A re-audit was conducted at 16 months after interventions were implemented including ensuring the availability of measurement devices, reminder stickers on machines, emails to staff outlining NICE guidance and discussion at clinical governance meetings. The audit showed that:
· Over 50% of theatres did not have a nasal temperature probe available. Infrared thermometers were the most readily available device (however these were not recommended by NICE)
· 58% of theatres had evidence of temperature monitoring (this figure increased to 78% at the re-audit) 
· The use of FAWs was 86% (this figure increased to 92% at the re-audit) 
· No cases had a temperature reading every 30 min (this figure increased to 30% at the re-audit)
Data from the monthly surgical site infection audit at another Hospital in England, which included a sample of anaesthetic records from 36 patients undergoing elective and emergency surgery in April 2021 were reviewed in recovery and documented vital signs and surgical timings were taken from Cerner medical records. The audit (The surgical patient who came in from the cold. Reducing hypothermia in the post-anaesthetic care unit) showed that: 
· 19% of patients (7/36) had a temperature documented on their anaesthetic chart.
· 42% of patients (15/36) arrived in recovery with a temperature < 36°C, of these over half (8/15) required active warming initiated in recovery.
· All seven patients who had a temperature documented intra-operatively arrived in the post-anaesthetic care unit with temperature > 36°C. All patients received > 500 ml of intravenous fluids; however, only eight (22%) had their fluids warmed
· 75% of patients (27/36) had a forced-air warmer used intra-operatively.


Surgical safety checklists
[bookmark: _Hlk206772870]A stakeholder highlighted the World Health organization (WHO) Surgical Safety Checklist, including team brief and debrief as an area of quality improvement. The WHO Surgical Safety Checklist is a widely used tool by surgical teams to reduce avoidable errors and complications before, during, and after surgery. However, it was noted that there is variability in practices and documentation, and in attitudes towards the checklist.  
Selected recommendations 
NICE’s guideline on perioperative care in adults (NG180):
Surgical safety checklists
1.4.8 Ensure that the World Health Organization (WHO) surgical safety checklist is completed for each surgical procedure, including dental procedures.
1.4.9  Consider adding steps to the WHO surgical safety checklist to eliminate preventable events reported locally or nationally, such as those in NHS Improvement's national patient safety alerts and surgical 'never events'. Follow the WHO surgical safety checklist implementation manual when adding steps to the checklist.
Current UK practice
The NHS Provisional publication of Never Events reported as occurring between 1 April 2024 and 31 March 2025 (extracted on 24 April 2025) showed that:
· 403 patient safety incidents on the Strategic Executive Information System (StEIS) met the definition of a Never Event according to the Never Events list 2018 (published 28 February 2018)
Issues for consideration
For discussion:
What is the priority for improvement?
· There are no existing quality statements for the suggested quality improvement areas on intraoperative care.
· There are consider recommendations for cardiac output monitoring and adding steps to the WHO surgical safety checklist. Consider recommendations cannot be used to underpin a quality statement as they are not measurable. 
What is the key action that will lead to improvement?
Could we focus on a specific audience or setting?
Can we develop a specific, measurable statement?
For decision:
Should this area be prioritised for inclusion in the quality standard?


[bookmark: _Toc208847668]Managing pain
Stakeholders highlighted the identification of patients at risk of pain complications including those with pre-existing chronic pain conditions in the perioperative pathway as an area for quality improvement. A stakeholder felt that preoperative preparation for surgery should include optimising patients health and well-being, educational provision about the surgical pathway, and the management of expectations, to reduce the risk of pain related complications. Pain management should be improved intra and post operatively to support recovery, and be patient centred throughout the perioperative period. 
Stakeholders also highlighted the postoperative identification of patients who develop problematic pain in the absence of postoperative complications. Some patients do not follow a trajectory of decreasing pain and decreasing opioid use after surgery and these patients should be reviewed in a transitional pain clinic (a bridge between acute pain and chronic pain services). A stakeholder felt that the use of multi modal analgesia in the perioperative period with an emphasis on opioid stewardship is an area for quality improvement. The stakeholder highlighted that modified release opioids should not be used for post-operative pain.  
Selected recommendations 
NICE’s guideline on perioperative care in adults (NG180):
Planning pain management
1.6.1 Discuss the options for postoperative pain management with people before they have surgery, including dental surgery.
Take into account:
· clinical features including comorbidities, age, frailty, renal and liver function, allergies, current medicines and cognitive function
· whether the surgery is immediate, urgent, expedited or elective.
Include in the discussion:
· the likely impact of the procedure on the person's pain
· the person's preferences and expectations
· their pain history
· the potential benefits and risks, including long-term risks, of different types of pain relief
· plans for discharge.
1.6.2  Offer a multimodal approach in which analgesics from different classes are combined to manage postoperative pain. Take into account the factors listed in recommendation 1.6.1.
1.6.3 If controlled drugs are used, follow the recommendations on prescribing controlled drugs in the NICE guideline on controlled drugs.
1.6.4 Consider prescribing pre-emptive analgesia for use when local anaesthesia wears off.
1.6.5 Offer oral paracetamol before and after surgery, including dental surgery, irrespective of pain severity.
1.6.6 Do not offer intravenous paracetamol unless the person cannot take oral medicine.
1.6.7 Offer oral ibuprofen to manage immediate postoperative pain of all severities (including pain after dental surgery) unless the person has had surgery for hip fracture (see the recommendations on analgesia in the NICE guideline on hip fracture).
1.6.8 Do not offer an intravenous NSAID to manage immediate postoperative pain (including pain after dental surgery) unless the person cannot take oral medicine.
1.6.9 If offering an intravenous NSAID to manage immediate postoperative pain, choose a traditional NSAID rather than a COX‑2 (cyclo-oxygenase‑2) inhibitor.
1.6.10 Offer an oral immediate-release opioid only if immediate postoperative pain is expected to be moderate to severe. When giving an oral opioid:
· give the opioid as soon as the person can eat and drink after surgery
· adjust the dose to help the person achieve functional recovery (such as coughing and mobilising) as soon as possible.
1.6.11 For people who cannot take oral opioids, offer a choice of PCA (patient-controlled analgesia) or a continuous epidural to relieve pain after surgery. Take into account the benefits of a continuous epidural for people who:
· are having major or complex open‑torso surgery or
· are expected to have severe pain or
· have cognitive impairment.
1.6.12 Consider a single dose (0.25 mg/kg to 1 mg/kg) of intravenous ketamine given either during or immediately after surgery to supplement other types of pain relief if:
· the person's pain is expected to be moderate to severe and an intravenous opioid alone does not provide adequate pain relief or
· the person has opioid sensitivity.
In August 2020, this was an off‑label use of intravenous ketamine. See NICE's information on prescribing medicines.
Gabapentin
1.6.13 Be aware that, although there was evidence showing that the use of gabapentin to supplement other types of pain relief can be beneficial, the evidence about when to give gabapentin, and how much to give, was inconclusive. The committee therefore made a recommendation for research.
Current UK practice
Data from the Perioperative Quality Improvement Programme (PQIP) Report 5 (March 2023 to March 2024) showed that:
· pain at the surgical site was an issue for patients and was the most reported anaesthetic-related discomfort in 2023/24 with 18% of patients reporting severe pain with 24 hours of surgery
· despite this, 95% of patients reported being either satisfied or very satisfied with perioperative pain management
Data from an audit of 88 patients undergoing the Enhanced Recovery After Surgery (ERAS) pathway between January and June 2022 at a UK hospital was analysed for junior doctor adherence to ERAS recommendations on postoperative opioid prescribing within the colorectal department (ERAS Audit: Junior Doctor Compliance with the Elective Colorectal Enhanced Recovery After Surgery (ERAS) Pathway at Bristol Royal Infirmary). It showed that: 
· Avoidance of systemic opioids was achieved in 7 patients (7.9%)
An example from surgical specialities (cancer), included data from the Variation in perioperative practice in elective colorectal cancer surgery: opportunities for quality improvement, an audit on 216 patients attending for surgery for colorectal cancer at 14 Hospital Trusts within the YCR BCIP region (Yorkshire and the Humber). The audit showed that:
· 57% of patients (123/216) were seen by an acute pain team on day 1
Issues for consideration
For discussion:
What is the priority for improvement?
· There are no existing quality statements for the suggested quality improvement areas.
· The recommendations on controlled drugs and non-steroidal anti-inflammatory drugs after surgery for hip fracture link to corresponding NICE guidelines. As a result, these areas overlap with the scope of existing quality standards and may not be appropriate for this quality standard.
· There are consider recommendations on selecting analgesia and intravenous ketamine. Consider recommendations cannot be used to underpin a quality statement as they are not measurable.
· There is a research recommendation for gabapentin. Recommendations for research cannot be used to underpin a quality statement as they are not measurable.
What is the key action that will lead to improvement?
Could we focus on a specific audience or setting?
Can we develop a specific, measurable statement?
For decision:
Should this area be prioritised for inclusion in the quality standard?


[bookmark: _Toc208847669]Information and support for people having surgery
Whole pathway approach
Stakeholders felt that the perioperative point of contact was an area for quality improvement. A stakeholder suggested the establishment and regular review of work by a named lead for perioperative care, who has the scope to lead and deliver a whole pathway approach from contemplation of surgery to recovery. 
A stakeholder highlighted the need to integrate digital systems, such as Electronic Patient Record (EPR) and Electronic Prescribing Medicines Administration (ePMA) in surgery and theatres to ensure a coordinated approach across the full patient pathway. Currently there are areas where patients are administered medications in recovery, and since the ePMA system is not aligned with the theatre system, there is the potential for overdosing as doses can be administered without knowledge.
Selected recommendations 
NICE’s guideline on perioperative care in adults (NG180):
1.1.1 When booking surgery, give people a point of contact within the perioperative care team who can be approached for information and support before and after their surgery.
Current UK practice
The Health Services Safety Investigations Body in their Investigation report: Electronic prescribing and medicines administration systems and safe discharge (2019) reported on the simultaneous prescription of two anticoagulation medications and highlighted risks associated with prescribing medicines for patients during a stay in hospital and on discharge, particularly when patients are taking unusual medication treatments at home prior to admission. The investigation showed that:
· 2,036,657 incidents were reported to the National Reporting and Learning System (NRLS) as occurring in England (between April 2018 and March 2019), and of these, 216,154 were classified as medication incidents, with approximately 1% of the medication incidents reported as resulting in moderate harm, severe harm or death (data published by NHS Improvement on 25 September 2019)
· 35% of acute trusts had ePMA supported inpatient prescribing (between January 2016 November 2017)
· digital maturity around ePrescribing across trusts ranged from 0% to 71%, with the average being 21% (2017)
Communicating and giving information 
Stakeholders felt that all people undergoing surgery (regardless of surgery type) should be involved in shared decision making before surgery. Effective two way communication processes were considered vital for achieving consistent high quality perioperative care outcomes. A stakeholder suggested embedding a standardised shared decision making tool in perioperative care to empower patients to take a lead in their care and provide clinicians a framework for treatment decision making. 
Stakeholders felt that the communication of information, and the involvement of family members and carers was particularly important for high risk people. The surgical care pathway should make provision for patient education, and surgery schools were suggested as an appropriate method for achieving this. One stakeholder felt that all people scheduled for elective major surgery should attend a surgery school. 
Selected recommendations 
NICE’s guideline on perioperative care in adults (NG180):
1.1.2 Follow the recommendations in the NICE guidelines on patient experience in adult NHS services and shared decision making, particularly relating to:
· involvement of family members and carers
· communication
· information
· shared decision making.
Existing quality statements
NICE’s quality standard on Patient experience in adult NHS services (QS15):
Quality statement 4: Individualised care
People using adult NHS services experience care and treatment that is tailored to their needs and preferences.
Quality statement 5: Preferences for sharing information
People using adult NHS services have their preferences for sharing information with their family members and carers established, respected and reviewed throughout their care.
Quality statement 6: Decision making
People using adult NHS services are supported in shared decision making.
Current UK practice
Data from the Perioperative Quality Improvement Programme (PQIP) Report 5 (March 2023 to March 2024) showed that:
· 98% of patients reported satisfaction with the information shared by their anaesthetist
An example from surgical specialities included data from 29 hospitals in England and Wales on pre-operative education for patients undergoing total hip replacements (THR) and total knee replacements (TKR), surveyed between July and September 2023 (Pre-operative education and prehabilitation provision for patients undergoing hip and knee replacement: a national survey of current NHS practice). The survey showed that: 
· 28 hospitals provided pre-operative education to patients waiting for TKR and THR (primarily provided in a single face-to-face session with talks/presentations led by nurses, physiotherapists and occupational therapists, with provision of written information/booklets. Some hospitals offered virtual, video, website or other electronic formats)





Information and support for people with learning disabilities 
Stakeholders highlighted perioperative communication and support for people with a learning disability undergoing surgery as an area of quality improvement. Stakeholders felt that staff should be aware of the communication and support needs of people with a learning disability so that they can respond to them and allow time to offer additional explanation and reassurance when needed. At the preoperative assessment of a person with a learning disability, consideration should be given to the admission of an adult carer, parent or advocate including the provision of overnight accommodation.
Stakeholders felt that everyone involved in the admission of a patient with a learning disability should be mandated to consult the person’s Hospital Passport (Health Passport) at the first contact and ensure that the necessary information within it, is passed on to other wards and departments. In addition, consideration should be given to environmental factors (particularly as hospitals can be disorienting and confusing places) and efforts made to make reasonable adjustments to suit the needs of the person. Stakeholders highlighted that the rate of perioperative complications was higher in people with a learning disability and that pain detection and management is particularly challenging in this group of people.
Selected recommendations 
NICE’s guideline on perioperative care in adults (NG180):
1.1.3 For people with a learning disability, follow the recommendations on communicating and making information accessible in the NICE guideline on care and support of people growing older with learning disabilities.
Existing quality statement
NICE’s quality standard on Learning disability: care and support of people growing older (QS187):
Quality statement 5: Hospital admissions
People growing older with a learning disability meet hospital staff before any planned hospital admission to agree arrangements that make the stay easier for them.
Current UK practice
No published studies on current practice were highlighted for this suggested area for quality improvement; this area is based on stakeholder’s knowledge and experience.
Issues for consideration
For discussion:
What is the priority for improvement?
· The recommendations on the involvement of family members and carers, communication, information, shared decision making, and people with a learning disability link to corresponding NICE guidelines. As a result, there are existing quality statements covered in other quality standards for the following suggested quality improvement areas:
· individualised care
· preferences for sharing information
· decision making
· hospital admissions for people with a learning disability
What is the key action that will lead to improvement?
Could we focus on a specific audience or setting?
Can we develop a specific, measurable statement?
For decision:
Should this area be prioritised for inclusion in the quality standard?


[bookmark: _Toc208847670]Additional areas
Summary of suggestions
The improvement areas below were suggested as part of the stakeholder engagement exercise. However, they were felt to be either unsuitable for development as quality statements, outside the remit of this particular quality standard referral or need further discussion by the committee to establish potential for statement development. 
There will be an opportunity for the committee to discuss these areas at the end of the Advisory Committee meeting.
Table 2 Summary of information available for additional areas
	Suggested area for improvement
	Within remit of NICE QS
	In scope

	Guideline recs
	Relevant 
existing QS 

	Workforce
	No
	No 
	No
	No

	Environmental impact of Anaesthesia
	No
	No
	No
	No


[bookmark: _Toc404587491]Workforce
The workforce standards of the nursing division relevant to the perioperative care pathway was suggested as an area of quality improvement.
This suggestion has not been progressed. Quality statements focus on actions that demonstrate high quality care or support, not the workforce standards that enables the actions to take place. The committee should consider which parts of care and support would be improved by increased workforce standards. Workforce standards may be referred to in the audience descriptors.
[bookmark: _Toc404063922][bookmark: _Toc404587493][bookmark: _Toc432164930][bookmark: _Toc467141920][bookmark: _Toc467141971]Environmental impact of anaesthesia
The environmental impact of intravenous and inhalational general anaesthesia was suggested as an area of quality improvement. Strategies to improve sustainability and reduce contributions to global warming were highlighted. 
This area has not been progressed because quality standards focus on areas for quality improvement that can be addressed by local commissioners. National strategies are outside the scope of quality standards.
[bookmark: _Appendix_1:_Additional]© NICE 2025. All rights reserved. Subject to Notice of rights.
[bookmark: _Toc208847671]Appendix 1: Response log for key stakeholders
[bookmark: _Hlk71544661]Responses from key stakeholders and action taken:
British Anaesthetic and Recovery Nurses Association: No response received
British Orthopaedic Association: No response received
Centre for Perioperative Care: Comments received
Diabetes UK: Comments received
Royal College of Anaesthetists: Comments received from the Faculty of Pain Medicine
Royal College of Nursing: Comments received
Royal College of Surgeons of England: No response received
The Association of Perioperative Practice: No response received
Thrombosis UK: No response received
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[bookmark: _Toc208847672]Appendix 2: Suggestions from registered stakeholders
	ID
	Stakeholder
	Suggested key area for quality improvement
	Why is this a key area for quality improvement?
	Data sources
	Supporting information

	Perioperative Programs

	1
	CPOC
	All elective patients for major surgery should attend a prehabilitation programme
	Patients who are frail or physically inactive have an increased risk of complications. 
	

	REFS within: https://www.cpoc.org.uk/guidelines-and-resources/guidelines-resources/resources/key-reducing-waiting-lists 

	2
	NCD
	Recommendation 1.5.1 - postoperative care
	
	
	

	3
	SCM2
	Enhanced recovery programmes should be offered for all major/overnight stay surgical patients
	Lot in evidence base, with the use of EPRs associated with reduced LOS, better short and long-term outcomes including survival in colorectal cancer patients.

Recent GIRFT study published in BJA in June 2025, confirmed that EPR can help to minimise hospital stay
https://gettingitrightfirsttime.co.uk/girft-study-shows-that-enhanced-recovery-pathways-following-elective-surgery-can-help-minimise-hospital-stay/#:~:text=A%20GIRFT%20study%20has%20found,and%20rectal%20surgery%20in%20England
	Data – can be generated from hospital EPRs.
Freedom of information to ensure all hospitals deliver EPR with nurse support to help with ward level delivery.
Could enhance this with explicit asking if sites have named nurse resource.
	

	4
	SCM3
	Ensuring that all patients, particularly those with cancer are advised of improving fitness before surgery include nutrition and psychological well-being – universal prehab.
Consider explicit support for all high-risk patients – targeted prehab.
This aligns with CPOC and RCOA/Macmillan guidance
	National prehab guidance being updated and due to be released in September 2025, which supports the care of cancer patient

Centre for perioperative care/RCOA - https://www.cpoc.org.uk/sites/cpoc/files/documents/2021-06/Preoperative%20assessment%20and%20optimisation%20guidance.pdf.
Moore, J., Beaney, A., Humphreys, L., Merchant, Z., Parmar, K.K. and Levett, D. (2025), Optimisation of the patient having oncological surgical through prehabilitation: a narrative review. Anaesthesia, 80: 85-94. https://doi.org/10.1111/anae.16513
	Access through hospital and regional cancer alliances.
	

	5
	SCM4
	Key area for quality improvement 2
Recovery enhanced recovery unit

	The enhanced recovery unit (ERU) is intended for people who are predicted to be in critical care for fewer than 48 hours following their operation, before being discharged to the surgical ward.

	CPOC & FICM 2020 Guidance on Establishing and Delivering Enhanced Perioperative Care Services
FICM 2020 Enhanced Care: guidance on service development in the hospital setting 
	These are a relatively new model in the recovery area.


	6
	SCM4
	Key area for quality improvement 1
Prehabilitation for all surgical patients
	Prehabilitation for Surgery is a proactive, multidisciplinary approach that prepares patients physically and mentally before surgery to improve recovery, reduce complications, and enhance overall outcomes. 

	[bookmark: _Toc208847673]GIRFT Earlier screening, risk assessment and health optimisation in perioperative pathways: guide for providers and integrated care boards 2025
	There is variability in the prehabilitation of surgical patients

	7
	SCM5
	Key area for quality improvement 4
Early referral, uptake and adherence to prehabilitation programmes 
	Research data illustrates variable referral, uptake and adherence of evidence based prehab programmes 
	Prehab programmes reduce
Complications
Length of hospital stay
 Result in improved longer term healthy behaviours 
	

	8
	SCM6
	Prehab/ Optimisation pre-surgery

Definition of ‘good post-op care’
	Other topics need to be optimised in elective surgery.
	Prehab/ optimisation- lots of publications (NIHR, RCoA Guidance) and Centre for Periop care
	 

	9
	SCM7
	Exercise prehabilitation should be offered to all patients undergoing planned surgery
	Freedom of information request to all NHS trusts show variable delivery of exercise prehabilitation across the NHS

Pufulete et al (2025) Prehabilitation provision and practice in the UK: a freedom of information survey. British Journal of Anaesthesia, Volume 132, Issue 4, 815 - 819
	PQIP national cohort reports discuss use of prehabiliation
	The trial of patients undergoing major abdominal surgery published by Barberan-Garcia et al. randomised 73 out of 144 patients to a personalised (with motivational interviewing techniques), combination program of both unsupervised and supervised exercise prehabilitation for high risk patients for 6 weeks before undergoing major abdominal surgery. 41% of the operations were segmental colon resection followed by rectal resection (16%) and gastric bypass (10%). The primary outcome was the incidence of complications, defined as any deviation from the normal postoperative course and classified using the guidelines ‘Standards for definitions and use of outcome measures for clinical effectiveness research in perioperative medicine: European Perioperative Clinical Outcome (EPCO) definitions'. This is a more detailed classification system than the Clavien-Dindo classification used by most other studies and includes choices of complication category from 10 medical complications and 6 surgical complications. The incidence of complications in the prehabilitation group was significantly lower than the control group (31% vs. 62%, p = 0.001), accounted for by three complications with significantly lower incidence in the intervention group: cardiovascular complications, infection of uncertain source and paralytic ileus. There was no significant difference in planned postoperative ITU stay, length of hospital stay, transfusion requirement or reintervention rate. Interestingly there was a significant increase in endurance time (as measured by time able to cycle at 80% power on a cycle ergometer) in the intervention group from baseline to pre-surgery. Mean endurance time increased from 325 seconds to 765 seconds in the prehabilitation group, and only increased from 323 seconds to 362 seconds in the control group. 

Barberan-Garcia, A. et al. Personalised Prehabilitation in High-risk Patients Undergoing Elective Major Abdominal Surgery: A Randomized Blinded Controlled Trial. Ann. Surg. 267, 50–56 (2018).

	10
	YCR
	Maximising the duration of ‘Enhanced recovery programmes’. Where possible patients should be offered prehabilitation from the point of diagnosis. 
	It is important that the prehabilitation or preoperative element of ‘Enhanced recovery programmes’ are long enough for clinically significant improvement and where possible are offered from the point of diagnosis.

For example, evidence for people with cancer demonstrates that a three-week intensive prehabilitation programme can reduce the risk of surgical complications. Shorter interventions lasting around two weeks also improve functional capacity, although further research is needed to confirm their clinical impact.

Active Together provides exercise, nutrition and wellbeing support for people before during and after cancer treatment. Active Together in Sheffield has been associated with an overall 10% improvement in survival for people with bowel, lung and upper gastrointestinal cancers. Active Together participants entered treatment stronger and fitter. This meant they had a better chance of tolerating surgery, spent less time in hospital, had reduced side effects of treatment and recovered more quickly, reducing the physical and emotional toll of cancer treatment.

These positive impacts can be strengthened by ensuring that where possible people are provided with prehabilitation from the point of diagnosis.
	Active Together Service Evaluation Report, 2024, https://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&ved=2ahUKEwiGt7Xav7SOAxXSZ0EAHXveJFEQFnoECAkQAQ&url=https%3A%2F%2Fwww.shu.ac.uk%2F-%2Fmedia%2Fhome%2Fresearch%2Fawrc%2Fprojects%2Factive-together%2Factive-together-service-evaluation-2024.pdf&usg=AOvVaw1s8VXO93DHjXKaGDWREPvA&opi=89978449 
Chen, J., Hong, C., Chen, R. et al. Prognostic impact of a 3-week multimodal prehabilitation program on frail elderly patients undergoing elective gastric cancer surgery: a randomized trial. BMC Gastroenterol 24, 403 (2024). https://doi.org/10.1186/s12876-024-03490-7 
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	Preoperative care

	11
	AfN
	When ALL patients are scheduled for surgery they should be assessed and if appropriate referred for nutrition support during the pre-operative period (to include support beyond oral nutrition supplementation, such as weight management and lifestyle support).
	The MUST Report by BAPEN identified that 1 in 3 hospital patients over 65y are malnourished or at risk of malnourishment on admission, and 41% of nursing home residents are undernourished. This combined with the Health Survey for England finding that 64% of adults are overweight or living with obesity results in patients being at risk of having a poor nutritional status prior to surgery, which has been linked to higher rates of surgical complications, infection rates, poor surgical wound healing, pressure ulcer development, prolonged hospitalisation, increased readmission rates, prolonged recovery and increased mortality rates.
	Health Survey for England (HSE)
MUST 
BAPEN
	The Global Nutrition Report highlights the fact that poor nutrition can lead to health and disease concerns. These can impact on surgical success and recovery, ranging from factors such as sarcopenic obesity, dehydration and micronutrient deficiencies, highlighting the importance of nutritional support whilst waiting for surgery to limit malnutrition risk. Additionally it is accepted that excess body weight increases the risk of surgery complications, and therefore for patients in the pre-operative period for planned surgery following the NICE guidelines relating to overweight and obesity management, and the importance of nutritional support within these, is a key factors in supporting patients to reduce their risk of excess-weight related complications.

	12
	AfN
	ALL patients should be assessed and referred where appropriate for nutrition support during the post-operative period (to include support beyond oral nutrition supplementation, such as weight management and lifestyle support).
	Whilst dietetic referrals occur in surgical cases relating to areas such as gastrointestinal surgery, nutrition support and referrals should be considered in all cases. The NDNS shows that UK dietary intakes for the majority of individuals do not meet the UK dietary recommendations and HSE data shows the majority are overweight or living with obesity, these indicate the majority of patients will be in a sub-optimal nutritional state throughout the perioperative period, and therefore during the post-operative stage this can results in higher infection rates, poorer surgical wound healing, increased pressure ulcer development, prolonged hospitalisation, increased readmission rates, prolonged or stunted recovery.
Doctors have the trust of the clinical and non-clinical workforce to deliver change at individual and system levels.
	Health Survey for England (HSE)
MUST 
BAPEN
National Diet & Nutrition Survey (NDNS)
	ESPEN and ERAS guidelines indicate the importance of nutrition within the post-operative phase of perioperative care. These can aid in reducing the incidence of prolonged hospitalisation, delayed recovery and increased readmission rates related to poor nutrition. Additionally utilising this window of opportunity increases the likelihood of patients to engage with NICE guidelines regarding nutrition support in respect to weight management, diabetes, oral health, CVD prevention and cancer (incl. WCRF cancer risk reduction guidelines) .

	13
	CPOC
	Organisations providing emergency surgery should
i.) have clear pathways, and 
ii.) evidence that every patient has a risk assessment and 
evidence that every patient undergoes Shared Decision Making.
	Patients undergoing emergency surgery have worse results. Many organisations do not have clear pathways, and predictable problems occur. Having a clear NICE requirement would help organisations to improve their pathways.
	From College of Emergency Medicine: Evidence that pathways are needed: https://rcem.ac.uk/wp-content/uploads/2024/10/RCEM-Advisory-Statement-regarding-the-management-of-adults-presenting-to-the-Emergency-Department-who-may-require-an-emergency-laparotomy-2-2.pdf 
NELA: Only 86% had a risk assessment and only 85% of all older patients had a frailty assessment: https://indd.adobe.com/view/6af28812-8e93-4a31-a6e9-ff89b22667bf
	NICE mandates Shared Decision Making: NG197: https://www.nice.org.uk/guidance/ng197 
Patients should undergo Shared Decision Making. This should explicitly be undertaken with emergency patients, based on their individual values and risk prediction.
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	DUK
	QS should be ensuring that care takes into account the particular needs of people with diabetes (and other long term conditions like epilepsy and Parkinson’s Disease).
	Diabetes UK suggests that one of the five priority areas for this QS should be ensuring that care takes into account the particular needs of people with diabetes (and other long term conditions like epilepsy and Parkinson’s Disease). Advances in diabetes technology and treatment mean that specialist input may be required before, during and after surgery. There is best practice guidance for people with diabetes undergoing surgery: Perioperative Care of People with Diabetes Undergoing Surgery | Centre for Perioperative Care which would be useful to make reference to. Also, where possible, people with diabetes and other conditions like Parkinson’s disease should be supported to manage their own medications and technology when in hospital.  
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	NCD
	Recommendation 1.3.1 - preoperative risk assessment using a validated tool
	
	
	

	16
	NCD
	Recommendation 1.3.4 - preoperative anaemia management
	
	
	

	17
	NCD
	Recommendation 1.3.10/1.3.11 - preoperative nutrition
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	NHS PST
	Key area for quality improvement 1
	Management of perioperative anticoagulation for patients on long term therapy – this work would align with national work being undertaken by Medication Safety Improvement Programme
	Data may be available from the Medication Safety Improvement Programme – 
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	PUK
	Patients scheduled for surgery should be screened and treated for their Iron Deficiency Anaemia (IDA) (at least 4 weeks) haemoglobin and iron measurements optimised prior to surgery.
	Anaemia is highly prevalent in surgical patients and is an independent risk factor for increased mortality, postoperative complications, and length of stay. NICE guidelines recommend early identification and treatment (NICE NG24: Blood transfusion). This requires sufficient time between listing and surgery to investigate underlying causes (e.g. iron deficiency, B12, folate, CKD) and intervene appropriately. Delays in investigation reduce the opportunity for effective treatment (oral or IV iron) and can lead to avoidable transfusions. Management of ID/IDA is recommended by a number of guidelines including the BSH Identification and management of preoperative anaemia in adults, 2024 and CPOC Perioperative Anaemia Guidelines (2025). CPOC recommends all patients with anaemia having a major operation (with expected blood loss of >500ml or 10% blood volume) should have a documented plan for preoperative, intraoperative and postoperative management of anaemia, in line with Patient Blood Management (PBM). GIRFT 2021 states that screening patients for anaemia before major elective blood loss surgery is a key perioperative process. However, audits confirm this is not routinely implemented. PQIP reports [PQIP Report (2023–2024) , PQIP Report (2021 -2023)] highlighting that 67% of anaemic patients are left with no preoperative treatment for  anaemia, including 31% of patients with severe anaemia. This can lead to poor outcomes for patients. Indeed, numerous studies have shown that treating iron deficiency anaemia (IDA) pre-operatively improves haemoglobin levels and reduces post-operative complications. This has been further reinforced through the QS138, where 34% of patients identified as having IDA received no treatment, and this can vary between 25-66% depending on speciality. The report also showed at least 42% of patients treated with iron (oral or IV) were done so inside 4 weeks despite the optimal time for oral iron being 12 weeks, and IV Iron being 4-6 weeks. The recommendation from the latest report is: Hospitals should examine the procedures in place for the pre-operative identification and the timely management of iron deficiency anaemia, Further highlighting the need for this to be addressed.
	NICE NG24: Blood transfusion  
CPOC Perioperative Anaemia Guidelines (2025) 
BSH Identification and management of preoperative anaemia in adults, 2024
PQIP Report (2023–2024)
PQIP Report (2021 -2023)
GIRFT Programme National Specialty Report 
Allogeneic blood transfusion is associated with increased risks of mortality, postoperative infection, surgical re-intervention, and longer hospital stays in colorectal cancer surgery. (Acheson et al., Ann Surg 2012) 
Preoperative anaemia, even to a mild degree, is independently associated with an increased risk of 30-day morbidity and mortality in patients undergoing major non-cardiac surgery. - Musallam et al., Lancet, 2011
Preoperative iron deficiency (even without anaemia) is independently associated with increased mortality, more SAEs, and prolonged hospital stay after cardiac surgery. (Rossler et al., BJA, 2020) 
Administration of perioperative IV iron reduces the need for blood transfusion, and is associated with a shorter hospital stay, enhanced restoration of iron stores, and a higher mean Hb concentration 4 weeks after surgery. (Froessler et al., Ann Surg, 2016)
Intravenous iron was more effective than oral iron at treating preoperative anaemia and iron deficiency in patients undergoing colorectal cancer surgery, p=0.048. 
(Keeler et al., Br J Surg, 2017) 
While there was no effect on the primary composite outcome in the PREVENTT trial, readmissions to the hospital following surgery were significantly lower in the treated group in the first 8 weeks (risk ratio 0.61 95% CI 0.40 to 0.91) and 6 months (rate ratio 0.64 95% CI 0.44 to 0.92) after the index operation. (Richards et al., Lancet, 2020 (PREVENTT trial))
In cardiac surgery, IV iron + ESA significantly reduced transfusion (OR 0.33, p=0.008) and improved Hb levels. 
( Kong et al., Br J Anaesth, 2022 (INITIATE trial))
Quality improvement projects (e.g. Sinclair et al., BMJ Open Qual, 2020) demonstrate that earlier anaemia detection and treatment leads to sustained reductions in transfusion rates and increased Hb optimisation (Hb ≥130g/L).
	Red cell transfusion plays a very limited role in anaemia management for patients who are to undergo elective surgery. Ideally, such patients will have attended a preoperative assessment clinic in plenty of time to allow anaemia to be fully diagnosed and treated allowing them to proceed to surgery with an adequate haemoglobin level. (BSH Identification and management of preoperative anaemia in adults, 2024)
It is estimated that consistent uptake of anaemia screening to 60% would deliver savings of around £3m associated with units of blood saved due to lower transfusion rates, reduced critical care, saved bed days and reduced admission rates. Preoperative anaemia is most commonly related to iron deficiency, which has many causes, but which can be treated by iron either in oral or intravenous (IV) form (GIRFT 2021).


	20
	PUK
	Patients with a post operative Hb of <100μg.l−1, ferritin < 100–300 μg.l−1 and transferrin saturation < 20%, or reticulocyte haemoglobin content < 28 pg, or with high blood loss (>500ml or lasting >2 hr), should be managed with high dose IV iron therapies to correct their anaemia prior to discharge.
	Peri-operative blood loss may result in acute or late post-operative anaemia occurring. The concerns surrounding postoperative anaemia relate to its potential impact on recovery, rehabilitation, hospital re-admission or re-operation, and patient well-being. Reducing allogeneic blood transfusion improves long-term outcome and survival (Munoz et al 2018)
NG24 recommends considering IV iron after surgery for patients who have iron deficiency anaemia and cannot tolerate or absorb oral iron, or are unable to adhere to oral iron treatment, as well as for those who are diagnosed with functional iron deficiency.
Evidence in RCTs has shown improved outcomes following high dose IV iron postoperatively, such as changes in haemoglobin, and/or reductions in transfusions, and improvements in quality of life.
	Bisbe et al (2014) demonstrated the group receiving high dose IV iron achieved greater haemoglobin rises than the oral iron group, and was associated with better scores on EQ-5D “usual activities”
Khalafallah et al 2016 demonstrated post operative IV Iron resulted in fewer transfused blood units were given in the IV iron group vs standard of care.

	NG24 3 pillars recommend the treatment of anaemia both pre and post operatively.
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	RCN
	Increased access to frailty specialists for older people living with frailty across the perioperative pathway (with a need to focus on emergency care pathways), including shared decision making
	GIRFT identified variation in frailty identification and assessment with many older patients who arrive through the emergency pathway not having an initial assessment. Where patients are not assessed, it’s less likely there will be an effective early response because patients may be assessed by staff in A&E or other medical or surgical specialties where frailty assessment is not embedded in pathways and practice.  
	As an example, we can see from the National Emergency Laparotomy Audit that only around 30% of older people living with frailty are reviewed by a specialist despite this being a key metric of the audit (and one which has existed since the introduction in 2013). Yet to see significant improvement, despite attachment to Best Practice Tariff targets.
	Clinical guidelines including those published by the Royal College of Surgeons and the Centre for Perioperative Care advocate for frailty assessment followed by specialist input from frailty/perioperative care teams.
Research into Perioperative Care of Older People Services have demonstrated favourable outcomes for older people reviewed by specialists across a variety of surgical specialties
1. Partridge JS, Moonesinghe SR, Lees N, Dhesi JK. Perioperative care for older people. Age Ageing. 2022;51(8):afac194. doi:10.1093/ageing/afac194 - DOI - PubMed
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	RCN
	Longer-term, holistic postoperative recovery models
	There is variance in the structure and length of follow up between surgical specialities, with clear disparity between elective and emergency care pathways. There is a lack of guidance on when and by whom patients undergoing emergency surgery should be followed up and a paucity of research that has explored recovery trajectories in this group.
	
	Qualitative research has begun to explore this issue and has identified that lack of information and unclear recovery advice are barriers t recovery for older people undergoing emergency abdominal surgery. However, this area remains underexplored and in order to advocate for better patient experience and outcomes it needs to be highlighted as a priority area
Patient Experiences of the Emergency Laparotomy Pathway: A Qualitative Study - PubMed
In their own words: recovery after emergency general surgery in the older patient - PubMed
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	SCM1
	1.1 Information and support for people having surgery
1.2 Preoperative care (1.3.2)
Living well prior to surgery. 
Development of strategies to empower people to engage with own health management preoperatively.
	There is a consensus (GIRFT / CPOC) that more should be done to support health optimisation while individuals wait for surgery. 
This would help reduce post-surgical complications with the additional benefit of improving long-term health. 
Those in the most deprived areas of the county have longer waiting times for surgery (Kings fund). Proactive early preoperative screening is one strategy some are using to help address this.
	Centre of perioperative care note key areas of health optimisation. 
1 smoking cessation 
2 exercise 
3 nutrition 
4 alcohol moderation 
5 medication review/senior review
6 psychological preparation and mental health optimisation 
7 practical preparation
See supporting info links.
	Resources | Centre for Perioperative Care
NHS England » Early screening, triaging, risk assessment and health optimisation in perioperative pathways: guide for providers and integrated care boards
People Living In The Poorest Areas Waiting Longer For Hospital Treatment | The King's Fund
The Vital 5 - South East London ICS 
Fitter Better Sooner Toolkit | Centre for Perioperative Care
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	SCM1
	7.1 Preoperative care (1.3.1)
Implementation of a standardised, evidence based, risk assessment scoring tool preoperatively to support shared decision making and treatment choice
	There is inconsistent application of validated risk assessment tools in the preoperative preparation of individuals from surgery.  
Risk assessment algorithms are not used as an arbitrary tool to decide if surgery is appropriate or not but can provide the user with valuable information to help frame a shared decision on treatment.
	The Centre for Perioperative care support the use of the surgical outcome risk tool (SORT). This has been validated for inpatient surgical procedures. For example, Patients undergoing inpatient surgery with >1% predicted risk of 30-day mortality should be considered for postoperative enhanced care, and with >5% risk should be considered for postoperative critical care admission
	Developing and validating subjective and objective risk-assessment measures for predicting mortality after major surgery: An international prospective cohort study | PLOS Medicine
https://www.cpoc.org.uk/sites/cpoc/files/documents/2021-06/Preoperative%20assessment%20and%20optimisation%20guidance.pdf
https://bjssjournals.onlinelibrary.wiley.com/doi/10.1002/bjs.9638
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	SCM1
	7.2 Preoperative care (1.3.2)
Inclusion of frailty scoring in preoperative assessment.
	Frailty is associated with increased perioperative risk and poorer outcomes from surgical treatment.
An accurate frailty score can help direct preoperative intervention and support shared decision making discussions.
	Recent study published in the British journal of anaesthesia has highlighted that only a third of preoperative assessment clinics employ frailty screening as standard. 
This is despite frailty being associated with longer hospital stays and higher risk of postoperative delirium, morbidity, and mortality
	https://www.sciencedirect.com/science/article/pii/S0007091225002661
Perioperative Care of People Living with Frailty | Centre for Perioperative Care
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	SCM2
	Patient risk calculated using new models and shared decision making used to support conversations with families and patients
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	SCM5
	Access to and effective use of community data and records to  facilitate profiling and segmentation of the surgical waiting list in order to deliver the right care in the right place by the right team at the right time
	Poor access to community held records, insufficient information in referral letters from primary care to secondary care services and poor utilisation of such information results in late recognition of factors that predispose to poor outcome - e.g. smoking status, diabetes status, hypertension, anaemia, frailty, dementia
	
	

	28
	SCM5
	Screening for predictors of adverse outcome (anaemia, diabetes control, hypertension control, frailty and dementia) in preoperative assessment clinic and in emergency surgery
	GIRFT data demonstrates variation in screening of predictors of adverse outcome
	
	

	29
	SCM5
	Implementation of CGA based perioperative services for patients living with MLTC, frailty and or dementia at risk of adverse outcome
	NELA, NHFD, GIRFT identified variation in frailty identification and assessment with many older patients who arrive through the emergency pathway not having an initial assessment. Similar data in QIP audits in elective surgical settings. Where patients are not assessed, it’s less likely there will be an effective early response because patients may be assessed by staff in A&E or other medical or surgical specialties where frailty assessment is not embedded in pathways and practice
CGA based perioperative services have clinical and cost effectiveness
Scale up of such services being evaluated through NIHR funded study  
	NHS England CQUIN05 specifies rapid identification of frailty in emergency care settings followed by initiation of comprehensive geriatric assessment
Similar approaches in elective setting across different surgical specialties CPOC/BGS guidance
JOCC/BGS guidance
	

	30
	SCM6
	Prehab/ Optimisation pre-surgery.
Emergency surgery
	Emergency surgery is extremely overlooked. Both for post-op care, rehab and short and longer term recovery.
Geris input low at EmLap (see NELA) could be improved.
Other topics need to be optimised in elective surgery.
	Prehab/ optimisation- lots of publications (NIHR, RCoA Guidance) and Centre for Periop care.
Shared decision-making available at CPOC but how to actually make sure it happens 
NELA for geris input in EmLap
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	SCM7
	Patients identified to be living with severe and complex obesity preoperatively should be offered treatment for this modifiable comorbidity prior to surgery
	There is evidence of significant variation in use of body mass index cut offs for orthopaedic surgery and referral for weight management patients in excess of these BMI cut-offs (McLaughlin et al, 2023).
There is significant variation in access to specialist weight management services across the NHS.A freedom of information study across the 42 ICSs reported that 34 commissioned medical weight management programmes and 38 funding bariatric surgery. Thirteen reported using criteria that were not compliant with NICE guidance. A large area of the country centred around the East of England does not have a bariatric unit reducing access to care. There is significant geographical variation in the availability of both bariatric and specialist medical weight management services across England, with large portions of the country without local access to a service or no service at all. Where services are available, there is significant inconsistency in eligibility for bariatric surgery despite nationally available guidance (Elhariry, 2025).
McLaughlin J, Elsey J, Kipping R, Owen-Smith A, Judge A, McLeod H. Access to hip and knee arthroplasty in England: commissioners’ policies for body mass index and smoking status and implications for integrated care systems. BMC Health Serv Res. 2023;23(1):77.
Elhariry M, Iyer P, Isack N, et al. Variation in the commissioning of specialist weight management services and bariatric surgery across England:Results of a freedom of information-based mapping exercise across the 42 integrated Care Systems of England. Clinical Obesity. 2025;15(3):e12731. doi:10.1111/cob.12731ELHARIRY ET AL . 9 of 9
	Clinical Practice Research Database (BMI, obesity medication, specialist weight management referral) and Hospital Episode Statistics (Obesity coding, Surgery for obesity treatment codes) are routinely collected.
	Background
The high co-prevalence of obesity and end-stage osteoarthritis requiring arthroplasty, with the former being a risk factor for complications during arthroplasty, has led to increasing interest in employing preoperative weight loss interventions such as bariatric surgery and diet modification. However, the current evidence is conflicting, and this study aimed to investigate the effect of weight loss intervention before arthroplasty in prospective randomized controlled trials.
Methods
Four electronic databases (MEDLINE, EMBASE, Web of Science, and Cochrane Central Register of Controlled Trials) were searched for prospective randomized controlled trials that compared weight loss interventions with usual care from inception to October 2023 by following the PRISMA guidelines. The Cochrane risk of bias tool and GRADE framework were used to assess the quality of the studies. Meta-analyses were performed when sufficient data were available from 2 or more studies.
Results
Three randomized controlled trials involving 198 patients were identified. Two studies employed diet modification, and one study utilized bariatric surgery. All three studies reported significant reductions in body weight and body mass index (BMI), and intervention groups had fewer postoperative complications. There was no difference in the length of stay between the intervention group and the control group. Variable patient-reported outcome measures were used by different research groups.
Conclusion
Weight loss intervention can achieve significant reductions in body weight and body mass index before arthroplasty, with fewer postoperative complications reported. Further studies with different populations could confirm the effect of these interventions among populations with different obesity characteristics.
Lau LCM, Chan PK, Lui TWD, Choi SW, Au E, Leung T, Luk MH, Cheung A, Fu H, Cheung MH, Chiu KY. Preoperative weight loss interventions before total hip and knee arthroplasty: a systematic review of randomized controlled trials. Arthroplasty. 2024 May 17;6(1):30. doi: 10.1186/s42836-024-00252-4. PMID: 38755708;
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	YCR
	All people who smoke should be automatically enrolled into smoking cessation services whilst awaiting surgery.
	Research consistently highlights the wide-ranging risks associated with perioperative smoking. For example, one study finds an increased relative risk of 20% for postoperative mortality for those who currently smoked and a 40% increased relative risk of major postoperative complications.  Smoking before surgery can also increase hospital stays, readmission and admission into intensive care. 
Evidence from various healthcare settings indicates that smoking cessation support should be ‘opt-out’ rather than ‘opt-in’. We recommend that all people who smoke are automatically enrolled into smoking cessation services before surgery. Evidence suggests that this is likely to be more effective than simply ‘discussing lifestyle modifications’ with people who smoke.
For example, the Yorkshire Enhanced Stop Smoking study (YESS) provided opt-out, co-located smoking cessation support to people who smoke as part of their lung screening appointments. 15.0% of all eligible people self-reported quitting after four weeks. This is a higher quit rate than is seen in lung screening units that do not provide such intensive intervention. For example, the UK Lung Screening Trial provided standard smoking cessation advice leaflets and signposted participants to existing services rather automatically enrolling people into an on-site service. This trial had a 9.9% self-reported quit rate, compared to the 15.0% quit rate of the YESS study at a comparable point.
The automatic enrolment or ‘opt-out’ nature of the support helps smoking cessation services to capture those who may otherwise pass up the opportunity to quit by presenting smoking cessation and the lung health checks as a comprehensive package rather than an optional add on. This approach has also been seen to be effective in maternity and hospital in-patient settings.
Surgical pathways should introduce a screening process for smoking status and automatically enrol people who smoke into smoking cessation support before surgery. Uptake and quit rates should be monitored and, where possible, smoking cessation support should be provided sufficiently ahead of surgery to increase likelihood of quitting. The standard best practice is 12 weeks of combined behavioural support and pharmacotherapy.  
	Pierre S, Rivera C, Le Maître B, Ruppert AM, Bouaziz H, Wirth N, Saboye J, Sautet A, Masquelet AC, Tournier JJ, Martinet Y, Chaput B, Dureuil B. Guidelines on smoking management during the perioperative period. Anaesth Crit Care Pain Med. 2017 Jun;36(3):195-200. doi: 10.1016/j.accpm.2017.02.002. Epub 2017 Feb 24. PMID: 28238936.
Vu JV, Lussiez A. Smoking Cessation for Preoperative Optimization. Clin Colon Rectal Surg. 2023 Feb 3;36(3):175-183. doi: 10.1055/s-0043-1760870. PMID: 37113283; PMCID: PMC10125302.
Murray RL, Alexandris P, Baldwin D, Brain K, Britton J, Crosbie PAJ, Gabe R, Lewis S, Parrott S, Quaife SL, Tam HZ, Wu Q, Beeken R, Copeland H, Eckert C, Hancock N, Lindop J, McCutchan G, Marshall C, Neal RD, Rogerson S, Quinn Scoggins HD, Simmonds I, Thorley R, Callister ME. Uptake and 4-week quit rates from an opt-out co-located smoking cessation service delivered alongside community-based low-dose computed tomography screening within the Yorkshire Lung Screening Trial. Eur Respir J. 2024 Apr 18;63(4):2301768. doi: 10.1183/13993003.01768-2023. PMID: 38636970; PMCID: PMC11024392.
Brain K, Carter B, Lifford KJ, Burke O, Devaraj A, Baldwin DR, Duffy S, Field JK. Impact of low-dose CT screening on smoking cessation among high-risk participants in the UK Lung Cancer Screening Trial. Thorax. 2017 Oct;72(10):912-918. doi: 10.1136/thoraxjnl-2016-209690. Epub 2017 Jul 14. PMID: 28710339; PMCID: PMC5738533.
	1.3.2. Discuss lifestyle modifications with people having surgery, for example stopping smoking and reducing alcohol consumption. Follow the relevant NICE guidance on lifestyle and wellbeing.

	Intraoperative care
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	NHS PST
	Key area for quality improvement 3
	Standards for intra and postoperative monitoring of patients
	National incident reporting data e.g. LFPSE and NRLS.
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	SCM4
	Key area for quality improvement 3
WHO Safer Surgery Checklists including Team brief and debrief
	The WHO Surgical Safety Checklist is a simple, 19-item tool developed by the World Health Organisation to improve the safety of surgical procedures worldwide. It is used by surgical teams to reduce avoidable errors and complications before, during, and after surgery.
Although it is undertaken widely there are variances in practices and documentation.
	World Health Organisation Safe Surgery: safe surgery saves lives (2009)
	There is variability in attitudes towards the WHO, documentation and processes.
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	Sol
	Hypothermia Prevention and Management in Adults having surgery NICE CG65
Low evidence of 2016 updates being implemented into clinical care (correct method of recording core temperature and introducing pre warming for all surgical patients)
	NICE CG65 presents guidelines for pre-warming /intraoperative warming/patient temperature monitoring. Despite excellent guidance, the incidence of inadvertent perioperative hypothermia remains very significant from UK and other European studies and audits.
It is associated with a significant complication burden from SSI/MCE/Coagulopathy/MV/PU thus adversely impacting a number of objectives for ERAS and patient QoL.
There is an absence of UK audit infrastructure for TM and therefore the extent of sub-optimal TM outcomes is unknown yet significant given reports from local audits.
Patient temperature management is likely one of the most upstream interventions to improve with the potential to significantly impact patient outcomes for post-operative ERAS and QoL. 
Solventum using electronic core measures – between 45-65% IPH
	Burden of Hypothermia [UK, European Studies]
The burden of hypothermia in surgical patient undergoing general and regional anaesthesia remains high. Range (30.4% - 53.5%). Studies show the incidence of hypothermia can be significantly reduced with optimised peri-operative temperature management protocols[ 2,3,4,5,6,7]
Alfonsi (2019)2 - The study shows that despite the availability of effective warming systems, prevalence of hypothermia (Tc<36˚C) among patients admitted to the RR remains high (53.5%) and that the reasons for failure to prevent perioperative hypothermia was the consequence of a warming device underutilization and/or was related to the type of health facilities. The observation is that only a combination of pre-warming and intraoperative warming throughout the anaesthesia significantly reduces the incidence of hypothermia and suggests that professionals make the best possible use of active warming systems and monitor patient temperatures to better identify the prevalence of hypothermia.
Croydon University Hospital (2022)3 -The study reflects that data from the monthly surgical site infection audit at Croydon University Hospital (CUH) suggest up to 50% of patients arrive in postanaesthetic care unit (PACU) hypothermic and sets out to audit temperatures as per the NICE guidelines for preventing hypothermia in the peri-operative period which states that temperature must be monitored and maintained > 36.5°C in all patients undergoing anaesthesia for a surgical procedure. The study confirms that that a significant proportion of surgical patients (42%) arrive hypothermic to the PACU despite 75% of patient having FAW in OR but no fluid warming and poor temperature monitoring. 
University of Sheffield (2022)4 -Study reflects a baseline of Inadvertent peri-operative hypothermia (IPH) at 40%. IPH is defined as a core body temperature of < 36°C and is a serious complication of surgery, which has been linked to infections, shivering, bleeding and changes to drug metabolism. Guidelines recommend that all patients are warmed for a minimum of 30 min before anaesthesia and study demonstrates that anaesthetic room pre-warming reduces the incidence of IP, with results down to 29.5%.
Grothe –(2019)5 - Patients subjected to prewarming showed an intraoperative hypothermia rate of 15.8% and a postoperative hypothermia rate of 5.1%. Patients without prewarming showed an intraoperative hypothermia rate of 30.4% and a postoperative hypothermia rate of 12.4%. This means a 52% reduction of the intraoperative hypothermia rate and a 41%reduction of the postoperative hypothermia rate for patients who received prewarming (p < 0.0001) 
Grote (2020)6 - Study shows that an increase in the length in forced-air warming interruption time was associated with a significant increase of the intraoperative hypothermia rate. Hypothermia rates varied from 7.4%-40.0% depending on the warming interruption time (P < .0001)
Scott et al (2015)7 – improved Temperature Management protocol associated with improved outcomes.
n= 45,304 patients; 44,064 - temperature management; 1,240  - no  temperature management [ temp <36oc or no warming
HAI – 7.5% vs 12.9% (odds ratio = 0.68); MCE – 1.4% vs 3.1% (odds ratio = 0.60; Mortality – 1.4% vs 4.8% (odd ratio = 0.41); Mean LOS  - 9 days  vs  13.6 days (OR = 0.83); Median IQR = [4] 2-8 vs [5] 2-14 days
	Impacts of Pre-warming

1.Grote R, Wetz AJ, Brauer A, Menzel M. [Prewarming according to the AWMF S3 guidelines on preventing inadvertent perioperative hypothermia 2014 : Retrospective analysis of 7786 patients]. Anaesthesist. Jan 2018;67(1):27-33. This is published in German but the abstract is in English.

2.Anaesthesia 2022, 77 (Suppl. 4), 6–44 T [Article 59] The effect of anaesthetic room pre-warming on the incidence of inadvertent perioperative hypothermia: a quality improvement project. Rona J, University of Sheffield Medical School; Andrzejowski J, Wiles M, Royal Hallamshire Hospital, Sheffield. In n=314 urology patients universal gown reduced hypothermia from 40.9% to 29.5%. A 27.6% reduction.

3.Kaufner et al 2019: Impact of brief prewarming on anaesthesia related core-temperature drop, hemodynamic, microperfusion and postoperative ventilation in cytoreductive surgery of ovarian cancer: a randomized trial

-47 women scheduled for cytoreductive surgery were prospectively enrolled. 
-Women in the study group were treated with a prewarming of 43 °C during epidural catheter placement. BCT (Spot on, 3 M) was measured before (T1), after induction of GA (T2) at 15 min (T3) after start of surgery, and until 2 h after ICU admission (TICU2h). 
-Primary endpoint was BCTdrop between T1 and T2. 
-Results: BCTdrop was 0.35 °C with prewarming and 0.9 °C without prewarming (p < 0.005) and BCT remained higher over the observation period (ΔT4 = 0.9 °C up to ΔT7 = 0.95 °C, p < 0.001). 
-Conclusion: Prewarming at 43 °C reduces the BCTdrop and maintains normothermia without impeding the perioperative routine patient flow. 

4.Short interruptions between pre-warming and intraoperative warming are associated with low intraoperative hypothermia rates discontinuities in warming give rise to significant hypothermia- Grothe 
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	Managing pain

	36
	RCOA
	Pre-operative identifying of patients at risk of pain complications. 
Recommendations to reduce this risk:
Identify the patients at risk of pain complications in the preoperative period 
Preoperative preparation for surgery to include optimising health and well-being, manage expectations and provide education about the surgical pathway. There should be a variety of ways to provide pre-admission education including in-person, written and digital support.  High risk patients may require dose reduction of long-term opioids or psychological interventions. 
The use of multi modal analgesia in the perioperative period with an emphasis on opioid stewardship.  MR opioids should not be used for post-operative pain. https://www.gov.uk/drug-safety-update/prolonged-release-opioids-removal-of-indication-for-relief-of-post-operative-pain
Post-operative identification of those developing problematic pain in absence of post operative complications. Inpatient pain team reviews as per GPAS inpatient pain standards. 
In addition to standard surgical follow up patients who don’t follow the expected trajectory of decreasing pain and decreasing opioid use after surgery should be reviewed in a transitional pain clinic – a bridge between acute pain and chronic pain services
N.B. FPM guidelines on this topic are currently in the final stages of drafting and can be shared. 
	Patients undergoing surgery are at risk of pain-related complications.  These complications can occur in the immediate post operative period, but some may persist beyond the period of normal tissue healing.  There are interventions that, if put in place throughout the perioperative period, can reduce these risks. 

Opioid misuse has not been quantified in the UK but there have been concerns that this trajectory will mirror that of the USA. Opioid prescriptions have increased in the UK by 34% between 1998 and 2016. Post-operative identification of patients  
Surgery and opioids: evidence-based expert consensus guidelines on the perioperative use of opioids in the United Kingdom. British Journal of Anaesthesia, Volume 126, Issue 6, 1208 – 1216
Opioid prescribing trends and geographical variation in England, 1998–2018: a retrospective database study The Lancet Psychiatry, Volume 6, Issue 2, 140 – 150
Avoiding an opioid crisis in the UK. BMJ. 2019 Mar 11;364:l1033. doi: 10.1136/bmj.l1033. PMID: 30858226.
	Severe uncontrolled pain in the first 24hours post operatively.
In the UK, the percentage of patients with severe pain immediately postoperatively remains unchanged despite various changes in pain management and surgical techniques. Around 11% of patients experience severe pain, and 37% experience moderate pain, in the first 24hrs after surgery (BJA 2016; 117: 758–766).
Post operative pain trajectory not decreasing as expected
Some pain lasting longer than 24 hours is normal and to be expected as part of the usual healing process. However, this transitional pain may have an impact on a person’s daily function and quality of life, causing a limitation in activities and contributing to psychological distress and limiting rehabilitation goals.  
Chronic post-surgical pain (CPSP). 
CPSP is defined in the ICD-11 classification of diseases as pain developing or increasing in intensity after a surgical procedure or a tissue injury and persisting beyond the healing process, i.e. at least 3 months after surgery or tissue trauma. The pain cannot be attributed to another cause eg infection, malignancy and is localised to the surgical/injury area or related to this area. The mean incidence of pain 6-12 months after surgery is 20-30% but varies hugely based on the surgical procedure - with some operations associated with CPSP rates of 50% - BJA education 22; 5 190-196 and the severity and impact on quality of life of the chronic pain.  This incidence decreases after time. It is the most frequent postoperative complication.
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	RCOA
	Routine identification and documentation of patients with pre-existing chronic pain conditions in the perioperative pathway
	Patients with pre-existing chronic pain conditions are at significantly higher risk of:
Increased postoperative pain and analgesic requirements
Opioid-related complications, including prolonged use
Delayed functional recovery
Longer hospital stays
Higher readmission rates
Increased morbidity and, in some populations, mortality
Despite these risks, chronic pain is often under-recognized in surgical pathways, and few perioperative protocols include structured assessment or tailored analgesic planning for this group. Identification allows early multidisciplinary pain management interventions and stratification for complex care pathways (e.g., perioperative pain service, regional anaesthesia, enhanced recovery).
	NHS England GIRFT Reports: Recommend integration of chronic pain assessment in surgical planning, particularly in orthopaedics.
Faculty of Pain Medicine (FPM) / RCoA: Emphasise the need for perioperative pathways to consider patients with chronic pain and opioid use.
	Chronic pain affects over 30% of surgical patients and is a significant predictor of increased perioperative morbidity, prolonged opioid use, and delayed recovery. Currently, there is no routine structured identification of such patients in most surgical pathways. This QI project proposes integrating a standardised chronic pain screening process in preoperative assessment. Early recognition would enable multidisciplinary planning and tailored analgesia. Evidence supports that proactive management in this group improves perioperative outcomes and reduces length of hospital stay, opioid consumption, and readmissions. This aligns with national guidance on optimising surgical care and represents a measurable and impactful area for quality improvement.
Liu QR, Dai YC, Ji MH, Liu PM, Dong YY, Yang JJ. Risk Factors for Acute Postsurgical Pain: A Narrative Review. J Pain Res. 2024 May 20;17:1793-1804. doi: 10.2147/JPR.S462112. PMID: 38799277; PMCID: PMC11122256
Schug, Stephan A.a,*; Bruce, Julieb. Risk stratification for the development of chronic postsurgical pain. PAIN Reports 2(6):p e627, November/December 2017. | DOI: 10.1097/PR9.0000000000000627
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	RCOA
	Managing pain
Management of pain is a major concern for many patients who are about to go through a perioperative process.
Pain management must be contemporary, support recovery and at all times, be patient centred and involve/inform the patient in planning, preparation and key decisions.
	Effective management of post operative pain is a major concern and source of considerable anxiety for many patients. Pain management options, and pre-operative physical and emotional preparation are important areas in which planning and shared decision making are vital. 
For patients with a learning disability, sensory loss, dementia, low receptive and expressive language capacity (and many other conditions) pain management can be less successful, and methods of identifying severity of pain less effective, thus leading to adverse recovery outcomes and psychological impact. These patients may find it difficult to provide accurate assessments of pain using some assessment methods such a pain score. 
Pain management options and processes should be fully explained to and understood by patients and their families and carers to enable informed decision making and planning for most effective pain management to occur.

	“Nearly half of adult patients undergoing surgery experience moderate or severe postoperative pain. Inadequate pain management hampers postoperative recovery and function and may be associated with adverse outcomes. This multidisciplinary consensus statement provides principles that might aid postoperative recovery, and which should be applied throughout the entire peri-operative pathway by healthcare professionals, institutions and patients.”
Guidelines – Perioperative pain management in adults: a multidisciplinary consensus statement from the Association of Anaesthetists and the British Pain society
	Guidelines – Perioperative pain management in adults: a multidisciplinary consensus statement from the Association of Anaesthetists and the British Pain society - recommendations
The Robert Jones and Agnes Hunt Orthopaedic Hospital NHS Foundation Trust-
Information for patients – Managing Pain After surgery
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	SCM6
	Pain management intra-and post-op
	
	
	

	Information and support for people having surgery
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	CPOC
	All elective patients for major surgery should attend a surgery school.
	Many patients arrive for surgery deconditioned. There is evidence that this increases complications.
	REF: https://doi.org/10.1111/anae.16648 
“Surgery schools may improve clinical outcomes from major surgery,
may improve patient-centred outcomes including physical function, comfort, anxiety, quality of life and preparedness, and
are well accepted by patients who attend, increase patient satisfaction and improve patient experience”
	Currently, 3% of patients are responsible for 45% of hospital costs. If just a few could reduce their risk of complications, this would be hugely beneficial for the patients, staff, systems, bed usage and financial costs. REF (page 2): https://www.cpoc.org.uk/guidelines-and-resources/guidelines-resources/resources/key-reducing-waiting-lists  
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	CPOC
	All patients for any surgery should be involved in Shared Decision Making
	There is a 14% incidence of surgical regret. Many patients are not offered a discussion based on the Benefits, Risks, Alternatives or doing Nothing (BRAN) options. Ensuring SDM would mean patients would be more empowered and less passive in their preparation and recovery.
SDM also means that some patients will decide against surgery. This means they are less likely to suffer post-operative complications.
	
	NICE mandates Shared Decision Making: NG197: https://www.nice.org.uk/guidance/ng197 
Patients should undergo Shared Decision Making
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	NCD
	Recommendation 1.1.1: Perioperative point of contact
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	NHS LDA
	Perioperative communication
	People with learning disability and Autistic people may have challenges in understanding information related to the intervention that can impact on their capacity to consent to procedures. It may also impact on their cooperation with staff in procedures since they may not understand interventions. It is essential that staff are aware of their communication needs and can respond to them.
	Adherence to MCA and the use of best interest decision-making.
Demonstrate efforts in making reasonable adjustment that will require use of information in accessible formats such as social stories.
	Mental Capacity Act
Reasonable Adjustment resources on NHSE website
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	NHS LDA
	Post-operative communication
	In the post-operative period the person with learning disability or Autistic person may not understand the process and may reactive adversely in their behaviour to it that can complicate cooperation with staff in interventions. Staff must be aware of the communication needs of the person and to make allowance for them by giving them time to explain and reassure.
	Staff should involve the assistance of people who the person knows well to help with communication
Staff should make information in accessible formats available to the person
	Information in accessible format in adherence with the Equality Act

	45
	NHS LDA
	Reasonable adjustment
	Good standards in care require staff to understand the needs of the person with learning disability and / or Autistic person. Efforts to adjust interventions to suit the needs of the person must be made.
	Staff should make efforts to understand the person’s needs in order to adjust their approach to the person.
	Involve family members and / or support staff who know the person well to assist in supporting the person.
Refer to the person’s Hospital Passport on how to communicate and support the person.
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	NHS LDA
	Environmental factors
	The physical environment can be a challenge to people with learning disability and Autistic people. It can be busy that is disorienting and confusing for the person. People with sensory sensitivities may find the built and physical environment alienating for them because of harsh noise, bright lights, many voices.
	
	Resources available on making environments more acceptable to people who have sensory sensitivities
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	NHS LDA
	Detection of complications
	The rate of perioperative complications higher in people with learning disability and Autistic people. Pain detection and management is challenging.
	
	O’Brien, E.M., Stricker, P.A., Harris, K.A., Liu, H., Griffis, H. and Muhly, W.T., 2024. Perioperative management and outcomes in patients with autism spectrum disorder: a retrospective cohort study. Anesthesia & Analgesia, 138(2), pp.438-446.
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	NHS PST
	Key area for quality improvement 2
	Need to ensure integrated digital systems (e.g. EPR, EPMA. Stock management systems) across surgery and theatres to ensure a coordinated approach across the full patient pathway eg there are still areas where patients are administered paracetamol in recovery as the EPMA system is not aligned with the theatre system where previous doses may have been administered.
	National incident reporting data e.g. LFPSE and NRLS.
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	SCM1
	Embedding a standardised Shared decision making tool in perioperative care
	The use of validated SDM tools can help empower patients to take a lead in their care while providing clinicians of a framework for treatment decision making. 
Despite this, evidence of application of SDM practice in routine surgical practice is patchy. NICE note the importance of strong leadership in the implementation of SDM, but also recognise that this can be expensive. NHS England sets out advice on what good SDM practice looks like. With suggestions on frameworks to support the implementation at a workforce level, with use of specific tools such as ‘BRAN’ and ‘Ask 3 Questions’.  
	Centre for perioperative care, NICE, NHS England (to name a few) advocate for SDM in the perioperative pathway. 
NHS England notes that “Although patients are far more informed than they were even 20-30 years ago, some people express frustration because they do not feel that they have adequate input into decisions about their health and their lives”. 
CPOC advise the use of the ‘BRAN’ tool to aid decision making, noting reduced patient regret, improved patient satisfaction and communication with their healthcare team.
	https://www.nice.org.uk/guidance/ng197/chapter/Recommendations#embedding-shared-decision-making-at-an-organisational-level
https://www.england.nhs.uk/wp-content/uploads/2019/01/shared-decision-making-summary-guide-v1.pdf
CWUK_patient_leaflet_v6.1 FINAL (1).pdf
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	SCM2
	Communication/information/involvement of family members and carers particularly for higher risk patients
	Surgical care pathway should make provision for patient care preparation and education. Inclusion of family and care members is very important in this process.
Surgery schools are a method of achieving this and are advised by CPOC/RCOA
Recent publications supports their role in periop practice.
Fecher-Jones, I., Ainsworth, B., Gan, T.J., Moonesinghe, S.R., Shaw, A.D., Grocott, M.P.W., Levett, D.Z.H. and the Perioperative Quality Initiative Surgery School Consensus Group (2025), Perioperative Quality Initiative consensus statement recommendations on the definition, development, implementation and outcomes of pre-operative surgery schools. Anaesthesia. https://doi.org/10.1111/anae.16648
	Quality marker in hospitals.
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	SCM3
	Communication and giving information
Effective two way communication processes are vital if consistent high quality perioperative care outcomes are to be achieved.
	Effective communication and information sharing with patients plays an integral part in the delivery of positive perioperative care outcomes, ensuring patient safety and in reducing patient fear and anxiety during the treatment pathway. The perioperative pathway from start to finish is often long, complex, and involves inputs from a multi -disciplinary team at various stages of the process. This requires thorough planning, and at all stages must be patient centred and ensure that the patient and their family are always provided with that is needed to make informed decisions and will benefit from introduction of a “key patient contact person” from the outset.
See – Patient experiences during the planned perioperative care pathway: An integrative review
https:doi.org/101111/jan.16071
	Patient feedback collected via friends and family and other information collection processes in hospital trusts up and down the country regularly shows that around 65% of adverse patient experience can be traced back to communication and information processes. For patients with a learning disability, sensory loss, dementia, low receptive and expressive language capacity (and many other conditions) communication and information process difficulties are often more common, and potentially have adverse effects on health outcomes.
Lack of information and understand can adversely affect patient ability to prepare for the physical and psychological impact of surgery and recovery.
The WHO Surgical safety checklist recognises the significance of robust patient communication processes and their link to improved care outcomes.
	WHO Surgical safety Checklist (2008)
NICE guidelines on patient experience in adult NHS services
https://www.nice.org.uk/guidance/cg138
Patients’ experience and needs during perioperative care: A focus group study
PMCID:PMC7266520 PMID32546983
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	SCM5
	The establishment and regular review of work delivered by a named lead for perioperative care (with no specialty bias) to lead and deliver a whole pathway approach from contemplation of surgery to recovery
	A lack of a whole pathway approach leads to 
inefficient transfer of information 
 inefficient use of the workforce 
poor outcomes 
unnecessary intervention 
unwarranted variation
	Data sources span 
HQIP audits (for each surgical subspecialty)
registries
NCEPOD reports 
complaints and litigation
HSSIB
CQC
GIRFT
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	SCM6
	Shared multi-disciplinary decision-making pre-surgery
	
	
	

	Additional areas
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	RCN
	Workforce
	Workforce has been identified as a key area for improvement by multiple guidelines relevant to the perioperative pathway. Specific to nursing, the RCN has developed Workforce Standards that are applicable to perioperative care settings
	RCN Nursing Workforce Standards, set out what is required to secure a nursing workforce able to deliver the safe, effective, compassionate, person-centred nursing care that our patients and service users need and deserve and ensure they are listened to.
always feel safe, cared for, and listened to
	https://www.rcn.org.uk/Professional-Development/publications/rcn-nursing-workforce-standards-uk-pub-011-930
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	RCN
	Sustainability in anaesthesia
	Anaesthesia providers need to reduce the contribution their practice makes to global warming. Inhalational anaesthetics like desflurane and nitrous oxide have a significant global warming potential. Strategies to improve sustainability include using lower flow rates of these agents, opting for alternative agents with lower GWP (like sevoflurane or isoflurane), or utilizing total intravenous anaesthesia (TIVA) when appropriate.
	
	Hospitals can implement measures to reduce energy consumption in operating rooms and other areas where anaesthesia is administered, and ensure responsible water usage
Choosing anaesthetic machines, equipment, and supplies from manufacturers committed to sustainability, and prioritizing reusable items over single-use disposables, can significantly reduce environmental impact
Minimising waste by reducing plastic waste from single-use items, optimizing drug and material usage, and promoting recycling and proper disposal of medical waste.
Principles of environmentally‐sustainable anaesthesia: a global consensus statement from the World Federation of Societies of Anaesthesiologists - White - 2022 - Anaesthesia - Wiley Online Library



