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Background The challenge — A very wide remit!

Our population is ageing and at 65 we can expect to live an aver-m ‘Improve the medical care of patients admitted under the vascular
age of 18-20 more years, with just over half of these spent in
good health but the remainder with disease and disability. More
older people are undergoing surgery however, older people have |
worse outcomes following surgery than their younger counter-

surgical team’.

An Age Old Problem

’ of the care received by elderly
. ph undergoing surgery

My original idea was to implement comprehensive
geriatric assessment for frail older patients admitted
under the vascular team to evaluate whether this had

Comprehensive Geriatric Assessment

parts. Many reports have also demonstrated deficiencies in care. | _ o Fupciona
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operative medical complications. Affective | Statu
There is an emerging evidence basis for the role of comprehen- 5o Sy s

sive geriatric assessment (CGA) and collaborative care in order . _ _ .
This proved to be challenging, partially due to difficul- e  CCA

to improve outcomes. CGA is a multi-modal assessment oo e . _ vy " ooy
that evaluates various aspects of a patients physical, ties in identifying all appropriate patients. | therefore |

mental and psychosocial health. It focuses on ‘geriatric c_:hangec.l the remit to focu§ on patients With lower .
limb peripheral vascular disease complications. This

syndromes’ such as frailty and delirium which are preva-
Y - - Y - - P - 0 f ag e allowed easy identification of patients, but also on the

lent in the older surgical population and impact on their , _ _ _
post-operative outcomes. Models of pro-active collabora- h — whole represented the frailest and most co-morbid cohort of patients admitted un-

. . into Perioperative Deaths
tive care have been shown to improve outcomes. der the vascular team.
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Timely transfer to vascular unit
Named discharge co- under the care of a named
P DSA cvc I es ardinator vascular consultant

Pain team involved
(within 12 hours)

MRSA screening

i

Aim statement:

“By August 2017, 275% of patients admitted
as an emergency due to lower limb peripheral
vascular disease will undergo a multi-modal
assessment based on the principles of com-
prehensive geriatric assessment (CGA) within
72 hours of admission.”

Review by a member of the
diabetes team (within 12
hours) where appropriate;
regular blood glucose
monitoring

Cycle 2A: Twice weekly MDT board
Pressure area
rO U n d S assessment and

precautions

Written information and

counselling should be Undergo relevant diagnostic

arterial imaging where

> offered to patients and appropriate (within 48 hours)

Cycle 1B: Self-conducted comprehensive family
geriatrician assessment

Antibiotics where indicated,

Nutritional assessment according to local protocol

and dietician advice

Cycle 1A: Twice weekly collaborative ward - T ronmas
Care decisions made in
rOU nd S conjunction with patient

and family

r
Undergo a formal assessment of the
g Have revascularisation options

RESU |tS Reviewed by a consultant potential for rehabilitation to guwde the discussed at a vascular
—_— vascular anaesthetist for appropriate level of amputation imaging MDT meeting and the

optimisation and post- decision documented in the
Outcome 1: Run chart showing percentage of eligible patients Qutcome 3: Bar chart showing number of patients with post-
who received comprehensive geriatric type assessment operative complications and severity according to the Clavien-Dindo avaiiatie Bocording 1o preaperative asssesment
with emergency access to Level 3 care
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60 g % seen within Any deviation from the normal postoperative course without the need
50 72hrs for pharmacological treatment other than the “allowed therapeutic
1 \ regimens”, or surgical, endoscopic and radiological interventions _p  Routine antibiotic prophylaxis Rapid access to blood
40 \ , =ie== % seen du ring Requiring pharmacological treatment with drugs beyond those allowed according to local policy products
30 admission for grade | complications. Blood transfusions and total parenteral
20 nutrition are also included.
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performed in normal working hours
Outcome 2: SPC chart showing no particular influence on 7 N

to a local amputee

Ie ngt h Of Stay [+ rehabilitation team including
If discharged to early mobilisation and
Formal referral to a home, specialist physiotherapy
5 specialist amputee domiciliary
25 rehabilitation team rehabilitation physio

Qutpatient review and
rehabilitation follow up

(prosthetics) should be available

should be continued by

with rapid access to
Vascular team as needed

mCD 5 the rehabilitation team
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Wound and pressure area
care should be managed
according to local
protocols
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Diabetes Medicine should
review appropriate patients at
least twice weekly and
according to need
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Limita amputee mobilisation should ang accycrjrdin 1o need '
5 H-3o be developed by the thereafter d
5 pa o o o o o o o o ] o ] = 5 = ° H ° specialist team and
R & &R & & & & & & & &® ®& & & & & Thoughts: No benefit? Wrong measures? Wrong interventions? 26company the patient
E & & & & & & s s & 5 & 5 & 5 &g
3 ] & m £ 3 & b £ 3 & b = g b & J

Challenges and limitations What now... —

. It's hard to measure ‘quality of care’ Narrow down the patient = Lower Limb Amputation:

Working Together

A review of the care received by patients who
underwent major lower limb amputation dua

. No baseline data before | started to allow comparison intervention group and change — — S sy
. Balancing workload with other clinical and training commitments the system: ——

. Changing your behaviour is easy but changing the behaviours of others is very hard
Implementation of best practice for patients underqgo-

ing major limb amputation through the creation of a
dedicated amputee care pathway. rerras]

. One person can’t change an entire service in a year

. You need to start small and expand, not the other way around

. In order to see sustainable improvement you need to change the system
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