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SurgWeek-2 IR Tld, FINETEMSNZTRTCOFEN (FEFI - BRFMEMOLL) ENRE

TN, BHRALEERAT 2, INTOANSFEERESH. BROFHH L CARFHON TS
HRET 2. Ffo NE - BAOWTRHRRET 5. BASNZBEMBNBRLUTOLED TH S,

Specialty
PER
Excluded procedures RS2 FH

Abdominal surgery | Ascitic drain (drainage of peritoneal cavity) XKRKL+—Y (BBEEKL F—)

BEEBA R Endoscopic ultrasound BERANRHFERE

Laparoscopic ultrasound BEREE T BERRE

Breast surgery Breast biopsy IE4£#
Cardiac surgery Insertion of cardiac pacemaker R— 2 X—/1—1EAF i
DA PCI: percutaneous coronary intervention PCl : @EMNBEIRKA > 5 — N> 3>

Transluminal balloon angioplasty of coronary artery BEIIRIRE R/ )L — > HRRIHT

Colorectal surgery | Colonoscopy (diagnostic or therapeutic) KIBRBRERE (GERIIE 2 IZ8EM)
K5 - BEBEAR Flexible sigmoidoscopy (diagnostic or therapeutic) it S IRIEIZIERE GCERI E 2 ILBERN)
Proctoscopy (diagnostic or therapeutic) ERE (BER I8 EN)

Dental procedures | Implantation of tooth &> 72> MEA
ERLE Insertion of dental prosthesis ERHERYES
Orthodontic operations E5IBIELE

Restoration of tooth EDIEENE

Extraction of tooth iki&

Gynaecology Cervical biopsy FEEI4ER
BAR Colposcopy (diagnostic or theraaeutic) JJLRAOE— (BRI E fo EBEM)
Any vaginal delivery (normal delivery, breech delivery, forceps delivery, vacuum delivery) 3~
Obstetrics TOREDG (EESH. BRI, HFOH. |K3I9%)
ER Repair of obstetric laceration ERIZGEE
Ophthalmology Removal of foreign body from cornea MAEEYkkE
Orthopaedics Bone biopsy B&E#&
BRAR Injection in to joint BIENPAEST

Muscle biopsy #41&

Otolaryngology Nasendoscopy (diagnostic or therapeutic) REMNEHERE (W E 2IEBERN)
B SIRMRR .
Packing of cavity of nose &FE/XyF> 4
Thf)racic surgery Bronchoscopy (diagnostic or therapeutic) EXERE EZENELIIEEN)
FER A
Chest drain MIRE kL —>3EA
Upper ERCP: endoscopic retrograde cholangiopancreatography (diagnostic or therpaeutic) ERCP :
gastrointestinal RRRREITIHEEEREER (MR IZRERN)
surgery Liver biopsy  FF&£i&
LEHEESNR

OGD: Oesophago-gastro-duodenoscopy (diagnostic or therapeutic) OGD : LE5E{LERNEER
H (RE- B - T2EBARE. SWNELIEEN)

Bladder biopsy FEBt&ERR
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Extracorporeal shock wave lithotripsy (ESWL) {RAVEE KRR (ESWL)

Urology* Flexible cystoscopy (diagnostic or therapeutic) $RMBEMSERE GCERTIOE £ ISEEM)
WERERE

Percutaneous nephrostomy #R 5B EE KM

Percutaneous nephrolithotomy (PCNL) #ENE#AM (PCNL)

Vascular surgery Transluminal (endovascular) procedures on arteries (diagnostic or therapeutic), including with
mEANR open cut down to the artery ENARICXN T 2 RBEEN (MER) FE (BRI LIIBEN. BRAD

ABIH cut down Z#ESBEZED)
Transluminal (endovascular) procedures on veins (diagnostic or therapeutic) #EIRICX 9 2RE

PRy (MEA) FH (R EIEBEN)
Insertion of central venous catheter/ line (CVC) AR>S >~ (CVC) EA

Other
Z DAt

Lumbar (spinal) puncture [EHEZERI

Percutaneous tracheostomy EEHSKETIR

Skin biopsy (including shave biopsy of skin) &4

Therapeutic epidural injection BEMEEN TS

SE O ERRENEIIZBRYIBRT (TURP)  BREMNBEEZEVIRM (TURBT) . £5MEB T COREBEMERE. 8L UVREATVME
Efffld. WRICEH B,

Abbott TEF, Fowler AJ, Dobbs TD, Harrison EM, Gillies MA, Pearse RM. Frequency of surgical treatment and related
hospital procedures in the UK: a national ecological study using hospital episode statistics. Br J Anaesth.
2017;119(2):249-257.
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I8k B : IEEAIFREE (Case Report Forms)

CRF TiE. RETRENIcEI Y aviE KT BT —F AN DEEDFH LS NIBE, AlKkOY
VIl > TRREND,

BEERBLUMEIT—F

1.1 Period operated in 1, Period T (00:00 31st Aug 2026 - 23:59 6th Sep 2026) |
. 2, Period 2 (00:00 7th Sep 2026 - 23:59 13th Sep 2026) |
FHiTR A 3. Period 3 (00:00 14th Sep 2026 - 23:59 20th Sep 2026) |
4, Period 4 (00:00 21st Sep 2026 - 23:59 27th Sep 2026) |
5, Period 5 (00:00 28th Sep 2026 - 23:59 4th Oct 2026) |
6, Period 6 (00:00 5th Oct 2026 - 23:59 11th Oct 2026)
2.1 Sex 1#5l 1, Female | 2, Male
2.2 If female and age 10-59: pregnancy 1, No |
status 2, Yes - first trimester (<13 weeks) |
_ 3, Yes — second trimester (13-28 weeks) |
BEIRDE R 3, Yes - third trimester (>28 weeks)
3.1 Age 1,<52 weeks | 2, 1-4 years | 3, 5-9 years | 4, 10-17 years |
- 5, 18-29 years | 6, 30-39 years | 7, 40-49 years |
FiE 8, 50-59 years | 9, 60-69 years | 10, 70-79 years |
11, 80-89 years | 12, 90 years or more
4.1 ASA 1, Grade | | 2, Grade Il | 3, Grade lll | 4, Grade IV | 5, Grade V |
6, Grade VI
5.1 BMI <Integer value>
(Link to calculator:
https://extras.bhf.org.uk/patientinfo/bmi-
v1.01/app/index.ntml)
6.1 Co-morbidities 1, Ischaemic heart disease | REMMEIER
(Please tick all that apply) 2, Congestive heart failure | 1@HEO0AE
3, Cerebrovascular disease | NIMEKE
4, Diabetes mellitus - insulin dependant | #ERE (1~ Y VfE
& b)
5, Diabetes mellitus - non-insulin dependant |  #&R® (1>~ XY
VERBL)
6, Chronic kidney disease (Cr>176.8 ymol/L or >2 mg/dL) | 18
HERE
7, Human immunodeficiency virus (HIV) |  HIV RRZiE
8, Hypertension | &IE
9, None of the above _LtEHEERL
6.2 If HIV: HIV status 1, Untreated HIV | KiA%E HIV
HIV BEDIHE - HIV DiRRE 2, HIV with CD4 cell count <200 cells/mm® | CD4 #fifz#k <200
cells/mm3 @ HIV
3, HIV with CD4 cell count 200-500 cells/mm® | CD4 #fifg#k 200~
500 cells/mm3 @ HIV
4. HIV with CD4 cell count >500 cells/mm?® | CD4 #fif2#% >500
cells/mm3 @ HIV
5. HIV with CD4 cell count unknown CD4 F3#AEED HIV
7.1 Clinical frailty score 1,1 -Very fit| &THRTR. FIN
httos: b K /sites/default/fil 2,2-Well| R, BICEBNEWSEETERW, £FIFEL
(https://www.bgs.org.uk/sites/default/file 3,3 -Managing well | FEENH > THEFIFEILLTWS
s/content/attachment/2018-07- 4,4 -Vulnerable | HULHE->TW3, TP N
, 2 > N
05/rockwood cfs.pdf) 5,5 - Mildly frail | ##7 IADL (B3 DN E
6, 6 - Moderately frail | EAR% & ADL IC6 BT HRE
7, 7 - Severely frail - completely dependent for personal care
FO@O DI EEEIICE T D RE
8, 8 - Very severely frail | (ZIFELED
9,9 - Terminally ill #&REBIREE
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8.1 Smoking status 1, No - never smoked | WWX — Z N &E TEEER L
) 2, No - ex smoker, stopped > 6 weeks ago | WWX —TTEIEE. 6
(Please tick all that apply) SBRSLLERTIC e Ik
BUERT (T 250%ETNTEIR) 3, No - stopped in the last 6 weeks | WWX —@% 6 BRELAICH
1k
4, Yes - current smoker | IREBEH
5, No - previously vaped, stopped > 6 weeks ago | LW\ X —BLET
VAPE %Z{EM., 6 BRI LaTlicHIE
6, No — previously vaped, stopped in the last 6 weeks| WLWWZ —i8
% 6 BRELIAIC VAPE ZH1E
7, Yes - currently vapes &\ —3R7E VAPE R
9.1 Type of admission 1, Elective (planned admission) |  fF# AR
2, Emergency (unplanned admission) & AR
10.1 Indication for surgery 1,Benign | BRMEEE
e I 2, Malignant / pre-malignant | Eit/mEEES
3, Trauma | 4%Mg
4, Obstetrics ¥R
10.2 If malignant: Intent of this operation 1, Curative | 1REBHDOFl
BEDBE | SHOFMER 2, Palliative  #EFIE KD i
10.3 If malignant: Extent of malignancy 0, Pre-malignant | BIZEM
BEHDES  BEEDLMND 1, Primary only | [FRFD M
2, Nodal metastases | ' >/\EnEs#dH D
3, Distant metastases | EREEH D
4, Not staged JRHAAR ST
10.4 If trauma: Mechanism of injury 1, Fall less than 2 metres | 2 X— M JLERFDEE
. 2, Fall more than 2 metres | 2 X— LU EDEZE
(Please tick all that apply) 3, Road traffic collision — occupant | RBEEHR—ES
MMEDIBE : DEME: (ZYT2HDEITA | 4, Road traffic collision - pedestrian | BB —H1T&E
TEIR) 5, Road traffic collision - cyclist | RBZ#H—HEE
6, Gunshot | ##l
7,Stab | HIAl
8, Other penetrating injury (not gunshot/stab) | Z®DfthDZEEE
NG
9, Assault — blunt force | R{T—#ME
10, Blast / explosion | /&%
11, Crush injury | #RiEE
12, Industrial / Occupational | 35815 = /BiZE R &=
13, Animal bite | E1¥I%HtS
14. Sport related |  RR—YBE&E
15, Burns or thermal injury | %45
16, Self harm | B1f&
17, Other (specify) 01t
105 If trauma: Identify all injuries 1, Single acute fracture | HEHESESHT
: 2, Multiple acute fractures | ZFAMEEH
(Please tick all that apply) 3, Hand injury | F04ME
MMEDIBE : BESM (FUTZ250%ETAN | 4 Traumatic brain injury | SMSEERIEE
TEIR) 5, Skull fracture | BEEE B
6, Facial fracture | EEEEEIT
7, Neck injury (vascular/airway) | ZEZEE (NEF/KE)
8, Rib fractures | BB Bif
9, Pneumothorax/Haemothorax | i1/
10, Lung contusion |  Ffiifs
11, Cardiac injury | [DM8%
12, Abdominal solid organ injury | BEEZREEEREES

13, Abdominal hollow viscus injury | REZRFRZEfEAR1E1S
14, Vertebral fracture | BHEEIT

15, Spinal cord injury | &BEEE

16, Upper limb dislocation | _ERARF

17, Upper limb soft tissue injury | _EEERERERBIEE
18, Lower limb dislocation | A%

19, Lower limb soft tissue injury | TEERERHERIEES
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20, Vascular injury | IM&E#EE
21, Nerve injury ##Zi84

Body region of main operation
F 12 B FMTER ML

1, Head and neck | 2, Thorax | 3, Abdomen | 4, Pelvis |
5, Upper limb | 6, Lower limb | 7, Spine

was the reason for hospital transfer?
(Please tick all that apply)

foBEn SEREL 54 © EhEH (4T3
0% NTER)

12.1 Describe the indication for the operation: | <Free text>
(For example: perforated duodenal ulcer, | FHHEIGOANE%TH
symptomatic inguinal hernia, fractured
neck of femur, hip replacement for
osteoarthritis, obstructing ureteric stone
with sepsis, bladder tumour, foetal
distress in labour, patient choice for
caesarean section etc.)
9.2 If emergency admission: On presentation, | O, No | 1, Yes
was the patient septic? ZRABRDES | KT ICEIE T - e h
9.2a If sepsis: Duration of time from 1, <30 minutes | 2, 30-59 minutes | 3, 60-119 minutes | 4, 120
identification of suspected sepsis to first | minutes - 24 hours | 5, No antibiotics given within 24 hours
antibiotics being given KIMFED O DIHE | WILER W EHIS N TH SHEREEKRSETD
K
9.3 If emergency admission: On presentation | O, No | 1, Yes
were their signs of shock? RRAARDISE | ERICY 3y 7 #IEDH - feh
9.4 If emergency admission: Time of 1, Under 12 hours | 2, 12-23 hours | 3, 24-47 hours | 4, 48-71
symptom onset / injury to presentation hours | 5, 72 hours or more
to hospital KBARDHE | FERFER / ZED 5K E TORHE
9.5 If emergency admission: Time from 1,<1 hour | 2, 1-2 hours | 3, 3-6 hours | 4, 7-12 hours | 5, 13-24
presentation to hospital to review by hours | 6, Over 24 hours | 7, Unknown
surgical team ZRARDEHE | KEDH SN F — LALRE TORMS
9.6 If emergency admission: Time from 1,<1 hour | 2, 1-2 hours | 3, 3-6 hours | 4, 7-12 hours | 5, 13-24
review by surgical team to decision for hours | 6, Over 24 hours | 7, Unknown
operation KRABRDEE | ABF— LR 5 FHNRE X TORH
9.7 If emergency admission: Duration of time | 1.<2 hours | 2,2 - 6 hours | 3, 7-18 hours | 4, >18 hours
from decision to operate (booking of KRARDHE | FMORE (FMRER) »5FMEIEX CORME
theatre case) to patient arrival in theatre
9.8 If emergency admission: What was the 1<2 hours | 2,2 - 6 hours | 3, 7-18 hours | 4, >18 hours |5, No
intended window from booking the case window set | 6, Unknown
to the operation? FRARDEBE | FINRERICEE S NcFMTE TORFER
9.9 If emergency admission: Immediately 0, No |
prior to attending this hospital, did 1, Yes - Traditional or faith healer | {=ER/EMAHE
patient seek care from anywhere else? 2, Yes - Community health worker | Hugi{RET —5H—
(Please tick all that apply) 3, Yes - Family/primary care doctor | ZREE/HH D D
FRABRDBE | COREETICKRDERICHD 4, Yes - Another hospital (transferred) this patient to this
EERMEEEZZ LN YT ZEDET hospital |  flifzh S DEERE
NTER) 5, Yes - Other |
6, Unknown
9.9a If transfer from another hospital: What 1, For input from a surgical speciality not available at referring

hospital | BNTTHERICRWAREMZENLE
2, No surgeon at referring hospital | #BNTTHERR ICHARIED LR W

3, Anaesthetic requirement | FRE:_EDER
4, No operating theatre | FTZEARL)

HDU ZF7cid ITU DinE
ZhrRmrE (B :

5, HDU or ITU requirements |
6, Diagnostics; for example no CT scanner |
CT %&L)

7, Interventional radiology unavailable | VR 4]

8, Blood product availability | [IIEEHFTE

9, Equipment limitations (robot/laparoscopy/stapling devices
etc) | HF|OHIMW (OKRY ~, BREE. R7T—7F5—%)

10, Complexity requires tertiary centre (i.e. patient factors) |
FEGI DEHEMED S5 SRR DN E

11, External disruption; for example power issues, flooding, staff
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strikes | SIREE (B : 8. HK AKF1F)
12, Financial constraints | &FR&IH
13, Other, please specify

9.10

If elective admission: How many days
passed between the patient being
booked for the operation to having the
operation?

<Integer value (days)>

FEABRDBE | FMFHLS5FMERER TOHEK

13.1 Was the WHO Safer surgery checklist 0,No | 1, Yes
used in theatre? WHO OF v 7 UZX R ZFERLTVWRIN?
14.1 Grade of the most senior surgeon in 1, Consultant or equivalent | #EEEL X)L
theatre 2, Doctor/surgeon with 3 or more years of experience | 3 £H
o &b EROAREDRERME Bk
3, Doctor/surgeon with 1-2 years of experience | 3FEBXM
4, Non-physician ES:IDEIN
15.1 Grade of primary surgeon 1, Consultant or equivalent | #EEEL N)L
(Defined as performing over 50% of the 2, Doctor/surgeon with 3 or more years of experience | 3 £H
critical operative steps) Bk
FAAiTE ORERE 3, Doctor/surgeon with 1-2 years of experience | CE-3=F S
4, Non-physician BRI
16.1 Grade of the most senior anaesthetist in 1, Consultant or equivalent | #EEEL N)L
theatre 2, Doctor/surgeon with 3 or more years of experience | 3 £H
b &b HRORBBIEDRERIE Bk
3, Doctor/surgeon with 1-2 years of experience | 3FEBXM
4, Non-physician BRI
17.1 Type(s) of anaesthesia 1, General (gaseous) | Z=&ME: (RARRE)
(Please tick all that apply) 2, General (total intravenous) | 5 RE (TIVA)
PRy 3, Neuraxial - epidural |  FERE\FRE:
4, Neuraxial - spinal | B8 < ®E TR
5, Regional nerve block | FR#EIOvY o
6, Sedation only |  $&%%
7, Local anaesthetic |  JERTRRER
8, None 7L
18.1 Time of knife to skin (start of operation) 1, 08:00-17:59 | 2, 18:00-23:59 | 3, 00:00-07:59
FdTONIRERET
19.1 Main operation FEZEZRTH See drop down list
20.1 Planned initial operative approach 1,0pen | BMRFN (FR. BEEGRE)
2, Standard minimally invasive (e.g. laparoscopic, thoracoscopic)
FEINYEFHY 7O0—F ; PR .
HF | EEREREF (GO, R L)
3, Robotic assisted | AMRw ~ZEFAiT
4, Hybrid minimally invasive / open | /\ 7'V v RFE1ff
5, Endoluminal | EERFM CHLE - [& - REEGREDERERNTRE
&9 B M)
6, Natural orifice transluminal BEfABROIREREFM (O - I -
EREDBRBORNSAD. FABEAETITS Fiif. RENBZERD
fii7z &)
21.1 Final (completion) surgical approach 1,0pen | BKRFN (FR. BEEGRE)
2, Standard minimally invasive (e.g. laparoscopic, thoracoscopic)
REMBFRY 7O0—F ; PR .
R F | EENEEEFN (ERE. EmEY)
3, Robotic assisted | AMRw hZEFAiT

SurgWeek-2

Global Surgical Audit




SurgWeek-2 Study Protocol version 3.0 (30 April 2026)

INA T Uy REFAf
KB - RIEIR EDEER TR

4, Hybrid minimally invasive / open |
5, Endoluminal | ERERFM CHLE -
&9 2 F i)

6, Natural orifice transluminal BEfAROSEEREFM (O - AT -
EREDBRBORNSAD. FABEALTITS Fiif. RENBEZERD
i E)

22.1 Degree of intra-operative contamination 1,Clean | &%
2, Clean-contaminated | %552
3, Contaminated | 5%
4, Dirty &~
23.1 How was the main surgical wound 1, Primary closure | —XREAH
closed? 2, Left to heal by secondary intention ZXRAFICER T/
Fle B F MR DOFETE
24.1 What dressing was used for the main 1, Antimicrobial (e.g. inadine, silver) | #i&M (Bl : inadine. iR&E
surgical wound? A)
FrAFMAICERLERLY YV S 2, Negative pressure (e.g. VAC, PICO) | PF&ERI$ (] : VAC.
PICO)
3, Glue-containing (e.g. Prineo) | #E&&I&HE (I : Prineo)
4, Simple dressing only | BffiRL v > 7 DH
5,Nodressing KLw¥>JixlL
23.2 If wound healing by secondary intention: 1, Foot | 2, Leg | 3, Abdomen | 4, Other
Location of the wound left to heal b N N e
e Y —RBEOBE | SRABICERAIOB
secondary intention
25.1 Skin preparation 1, Chlorhexidine in alcohol | Z)LO—=IL&B 7 AIAFI IV
) 2, Aqueous chlorhexidine | KEZ QILANF Y IV
PI tick all that | e )
(Please tick all that apply) 3, Povidone-iodine (aqueous) | IRE K> I—K (Okik)
EEHESE (YT D2E0EITNTER) 4, Povidone-iodine in alcohol | RER>3A—K (ZILO—/ILEH)
5, Alcohol only | Z)JLO—ILD A
6, Olanexidein | A ZxF> Iy
7, loban drape or equivalent | loban KL — 7% IdFAEH
8, Other, please specify | Z Dfth
9, Unknown 7<Ef
26.1 Were there any power outages during the [ O, No | 1, Yes, 1-14 minutes total power outage |
operation? 2, Yes 15-29 minutes total power outage |
FMRICEELND > ch (RIEERRE) 3, Yes, 30-59 minutes total power outage |
4, Yes, > 1-hour total power outage | 5, Not sure
26.2 If there was a power outage: Did this 0, No |
result in any change of procedure? 1, Conversion from minimally invasive to open | {E{2EFHiH 55
EENH > HBE  MAEBIC DAL > eh BFMNDEE
2, Abandoned procedure objective | BRI D F1iiH 1k
3, Alternative procedure performed | Bl ®F1fi % HE1T
4, Other (please specify)
26.3 If there was a power outage: What was 1, No impact | FZ7#&L

the impact to the patient?
EEDH-HBE  BENDEE

2, Minor complication | E#REHHE
3, Moderate complication | HZEEDSHIE
4, Life-threatening complications 4@ %Zh I AHHE
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ik —5

unit length of stay.

27.1 How was 30-day follow-up completed? 1, In-person clinic follow-up | RETONEKR 7 A O—7F v/
i 2, Telephone/video call | BsE / E'FA@E
(Tick all that apply) . . - N
. _ 3,H tal d JRBEECERDL B2 —
lite 30 HODEMIZED K S ICEREL foh ospital record review fSELiER +
27.2 If follow-up in person or <Integer value (days)>
teleph ideo: On what t- . - P o= 5
SleRiNeEIERes B TTEH 20 EHANE S REE/ EFA TTONIBE | BEGWRADECE
operative day did the patient return to s .
normal activity? DR N b
' (5. NE. HEHTOREBEEZSD)
(This could include work, care or (FIEEEDZEEICERL TVLWARWSEEIE 99 #AAH)
community roles)
(If the patient has not returned to
normal activity, please enter 99)
28.1 30-day Clavien-Dindo grade 1, Grade | | 2, Grade Il | 3, Grade llla | 4, Grade lllb | 5, Grade IV a
fi#& 30 HXA® Clavien-Dindo 948 | 6, Grade IV b | Grade V | 99, No complications
28.2 If 30-day complication: Which post- 1, Surgical site infection or fracture-related infection | FrafizRk
operative complication(s) did the R 3 BITBIERRE
patient have? 2, Deep organ space infection | 33238/ f#i2s - (AR
(Please tick all that apply) 3, Pneumonia | Bz
filit% 30 HUAICEHHENH > 121BE - ED | 4, Unexpected ventilation | FH L& WA TIFIRETE
&£ S BINREHHENH > feh 5, Acute respiratory distress syndrome (ARDS) |
6, Pulmonary embolism | ffiZEeE
7, Deep vein thrombosis | JRERERARMARIE
8, Myocardial infarction | V1B
9, Anastomotic leak | & EHEETE
10, Acute kidney injury resulting in dialysis | B = Z Uz 2EEBE
=
11, Wound dehiscence | Blg#R
99, None of the above
29.1 30-day reoperation 0, No |
-, 1, Yes, planned re-operation
i 30 BN O BFT P peration
2, Yes, unplanned re-operation |
3. Yes, both planned and unplanned re-operations
30.1 Post-operative length of stay (days) <Integer value (days)>
(Day O is the day of operation) ieERBEH (FNX%HZ0BHEBET3)
31.1 30-day hospital re-admission 0,No | 1, Yes ffitk 30 HUN DB AR
31.2 If re-admitted: Length of readmission <Integer value (days)>
sta
(If gi/ischar ed on the same day as BARLBE | SARMEH
a9 Y (BABRYEICER L 2881 0 £AN)
readmission then enter 0O)
32.1 Was the patient admitted to critical 0, No - not required |
care (high dependency unit or intensive | 1, No - planned to go to critical care but no bed available | LYLY
care unit)? Z—AEFETH 2 hRNy RV o 1o
BEISEREEELIIETARBEEICAE 2, Yes - planned from theatre | I3\ —FMENSFEAE
Lfeh 3, Yes - unplanned from theatre | [FW\W—FMENSFHEFEAE
4, Yes - unplanned from ward [FW\W—FEHNSIEFEAE
32.2 If critical care admission: Critical care <Integer value (days)>

BERERE/ ETRREICAZ LGS : AZHE
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33.1 Did you patient have an enhanced 0,No | 1, Yes
recovery after surgery (ERAS) protocol | £#IC Enhanced Recovery After Surgery (ERAS) 7O kIJ—JLF
or equivalent? IERAZED S DM H > foh
10.6 If malignancy: Was histology 1, Not performed | EfEs x> 7z
performed? 2, No specimen | #&{4£7% L
EMREBEDGS  REARREEERESI L 3, Yes - benign | B
fen 4, Yes — malignant with RO resection margin | =i —B4¥Eh DIk
#iim RO
5, Yes — malignant with R1 resection margin | 52— EM4h D HIER
Wiim R1
6, Yes — malignant with R2 resection margin | i —BEN DHIER
Wiim R2
7, Yes — malignant but no resection margin provided i — &
ED\VIBRETI® B AR U
34.1 Did the patient receive antibiotics at 1, Yes, at induction of anaesthesia | &\ —REEE AR IC RS
induction of anaesthesia? 2, No, but had a dose within the previous 8 hours | WWX — 772
BEEIRBEARICIEEZRS S ND Lg% 8 KeEMUAIC®RESH D
3, No and did not have any antibiotics in the preceding 8 hours.
WWZ —iB%E 8 REIURIC B MEER S B L
35.1 On how many postoperative days within | <Integer value (days)>
30 days of the operation did the patient | Ffif# 30 BRI, BELND A ED 1 AMEEKR S Z 3T likE
receive at least one dose of antibiotics #
36.1 Did the patient have a wound swab sent | 0, No |
for microbiology? 1, Yes, but no growth on any specimens | [\ =772 U 2 ETH
BEDRIEBA S WRISHEMREICRES BiUL
nicn 2, Yes, growth on one or more specimens but organisms with no
antimicrobial resistances | ([FW\W—1 DL LORETEEETH D,
U e EEmi 7 U
3, Yes, growth of organisms in one or more specimens with
antimicrobial resistance W\ —1 DU EOBRGBTHEEMEEZET 3
HERD
36.2 If 36.1 is option 3, which organisms had | Enterobacterales :

resistance to antibiotics?
(Please tick all that apply):

36.1 ¢ 3 OFE : EDHEICTEERME
- feh

1, Escherichia (e.g. E. coli) |

2, Klebsiella (e.g. K. pneumoniae) |
3, Enterobacter |

4, Proteus

Specific resistances : & DM EE

5, ESBL-producing Enterobacterales (e.g. E. coli, Klebsiella) |
6, Carbapenem-resistant Enterobacterales (CRE) |

7, Pseudomonas aeruginosa (multidrug-resistant) |

8, MRSA (Methicillin-resistant Staph aureus) |

9, VRE (Vancomycin-resistant Enterococcus)

Anaerobes : KR

10, Bacteroides fragilis |

11, Other Bacteroides spp. |
12, Peptostreptococcus |
13, Clostridium spp.
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Other :
14, Gram negative | 15, Enterococcus

16, Other not listed, please specify

37.1 How was the majority of the cost of 1, Insurance provided by the government (national or regional
surgery supported? level) | BURF (BEF7ziZgL R)L) HRET Z1RME

. - . - _ 2, Insurance provided by employer (or household members'
FRRAOAHR @ EO &S RN employer) | ERE (FRZAEBEREKOERE) MEHT 2RE
3, Insurance that the patient has privately arranged and paid for
| EENMEARICERL X > TWBREE
4, Insurance but unknown how this was arranged | {#&& D 72h%
ZHRIFZREREA
5, External funds or grants awarded by charities/NGOs | ZZH]
/NGO L L2 AMBESFcIFBIHE
6, Out-of-pocket payments (patient paid the hospital directly) |
6, BCBHE (BEMNMEREANEEIILWN)
7, Free at the point of use (e.g. UK National Health Service) #|F
KR (6 : 3=E NHS)

37.2 If option 1-5 from ‘how was the 0,No | 1, Yes

ajority of th t of
e i |37 1~5 EsmRLLES  BEEECEEE LS
supported: Did the patient pay anything

out of pocket?

37.3 Did an inability to pay result in a delay 0,No | 1, Yes
. . B
to the patient having an operation® WA NE &Lk D, BEOERAENS M
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ORy M Fioizs (8 201 K0 21.1 h52IK)

Robotic platform
ORy h#iE

1, da Vinci Xi | 2, da Vinci X | 3, da Vinci Si | 4, da Vinci 5 | 5, Versius |
6, Hugo RAS | 7, Senhance | 8, Moon | 9, KangDuo/KD-Surgibot |

10, Tourmai/Rebo | 11, Hinotori | 12, ROSA robotic system |

13, Sina surgical system | 14, Microport | 15, Sentire surgical system |
16, Mako robotic-arm assisted surgery system | 17, Ottava surgical
system | 18, SSi Mantra | 19, Single-port system (please specify) |

20, Other ( please specify)

If no robot had been available today,
what would have been done for this
patient?

5 UAHAOMRNY NAMERATERD - LIBA.
ZDEEICFEADI TN TW D

1, Cancel this operation |
2, Open surgery |
3, Laparoscopic or other minimally invasive equivalent surgery

Was team briefing completed, including
plans for emergency undocking and
system failure?

0,No | 1, Yes
BRRT7Y - RyF VIV IR T LABRERONBSBEEZEEDF—LTV—T 1>
JREBESI LD

Lifetime number of robotic cases for the
console surgeon
AVY—IY—Iv>DINEFTOORY &
FITAERIER

1,012 1-10| 3, 11-25 | 4, 26-50 | 5, 51-100 | 6, Over 100

Grade of the bedside assistant 1, Consultant or equivalent |
. . e 2, Doctor/surgeon with 3 or more years of experience
Ry RYA RF YRS OB foLreRon Y TP
3, Doctor/surgeon with 1-2 years of experience |
4, Non-physician
Was a proctor present? 0,No | 1, Yes
70745 —RR/KEL TWeh
Was a dual console used? 1, No | 2, Yes - Trainee at second console |
Ta7I)LaAvY—IiEERShizh 3, Yes - Consultant at second console |
4, Yes - Proctor at second console

Was telepresence (remote input) used?
TLZLEYR ERAN) FERASnLH,

1, Not available | 2, Available, but not used | 3, Used - Lead surgeon |
4, Used - Second surgeon | 5, Used - Proctor | 6, Used - Observer

What was the docking time (from start of
prep and draping to being fully docked)
in minutes?

Free text

Ry KE CEE - RL—EYIREEhSRERYFVIET) [

What was the console time (from docking
to undocking the robot) in minutes?

Free text

AvY—LEE (RyxyImhs7y - Ryxy %) [4]

What was the overall theatre time (from
patient being wheeled into theatre to
being wheeled out of theatre) in minutes?

Free text

RFMEFERRE (BEDFMEAZL THSREITSZET) [4]

What was your port configuration?
R—KNECE

1, Robotic-specific layout | ARy N ERRE

2, Same as standard laparoscopic/thoracoscopic or equivalent |{Z#Ef 7R
BERESR / MIRESE R e IFRIEFRERA U

3, Single-port |EFL

4, Other (please specify) Z0fth (B{kKIIcFEE)

Did you use a wristed stapler?
wristed stapler Z L fzh

0,No | 1, Yes | 99, Unknown

Primary energy source
FRBIRILF—FT/INA X

1, Monopolar and bipolar | €/ R—Z—& K P/NAR—F—
2, Advanced bipolar | BE/\4A R—5—
3, Ultrasonic | B&i&

11
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, Combination (please specify) | #F8 (E{SHICTH)
. Unknown 7<BH

o1

Was fluorescence imaging (e.g. ICG -
indocyanine green) used?
H¥AX—=3>F (il :ICG, indocyanine
green) (FfERAINich

, No |
, Yes - No change to procedure | (W —flT=tZE L L
, Yes - Led to change in procedure (&W—MIRXZEEICD%h - o

N — O

Did you experience failure of any of the
following during the operation?

FPICUTOWT O DHEZ RER L b

, Instrument wrist or tool tip | FEMEE o &Y —ILEiRDOBE
, Cautery problem | E& X X DFERE

, Shaft failure | ¥+ 7 b ORE

, Cable failure | 77— 7 )L DIE

, Housing failure /\7 ¥ > OiKE

o b~ wnNn -~

Was there additional
laparoscopic/thoracoscopic or equivalent
assistance required beyond what was
planned initially?

0,No | 1, Yes
LAFEL TV LR, BIMOERESE /RS X L XREOHMDBRETH >
feh

If converted: what was the reason for
conversion?
IvN=Y 3> UiBE. ZDEHAH

1, Bleeding | i

2, Poor exposure | ERTER

3, Equipment malfunction | #4285k

4, Progress too slow | #{Th%Ed £z

5, Oncological concerns | EEREZHNB=

6, Other (please specify) Z0fth (E{FHICTE)

How many other major cases are on your
list today?

Free text
AEHDOFMY R S ITfttd major case (F A4 30

How many other minor cases are on your
list today?

Free text
AEDFEMY X N ITHED minor case (A4 H 2 H

Compared with the approach you would
have otherwise used (laparoscopic or
equivalent or open), how did the robotic
case affect your musculoskeletal
comfort?
RRBIRLTWeTHZST77O0—F (FERE
FERIFFER) SHELT, SEOORY
b FTMTE OHBRROPBES [CED K S
BREESZch

1, Much worse than alternative | fX&EE& D MR D E L
2, Worse than alternative | fX&E& DEW

3, No difference | Z= (&7

4, Better than alternative | X&EL D B L)

5, Much better than alternative | {X&EL D H7R D B
99, Unable to answer [B&TEE

Was there a trainee involved in the
operative console in this case?

1,No | 2, Yes
C DIEFITIHMEEN I Y —ILRIEICES L ich

EEFMioma (BRA11.1 Hh5RIK. £/ UFEREERS)

Has the patient had previous abdominal
surgery?
BEIEECEBFMEZ T ELBDID

0, No |

1, Yes, open surgery | & D —BIIEF4iT

2, Yes, minimally invasive surgery | 3 D —{K{REEF1i7

3, Yes, open and minimally invasive surgery & D —BEFiT & (BEEFHTD
w7

If open: Incision

FRIEFMDEE - YIFEE

1, Vertical midline | IEF#t5IR

2, Paramedian | f£1EHY5

3, Transverse | #4758

4, Oblique (e.g. Kocher / McBurney) | &t75 (1 : Kocher ¥/ McBurney
VIR

5, Flank | RIREZREIRE

6, Pfannenstiel | Pfannenstiel t15d

12
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, Chevron/Rooftop | Chevron,/Rooftop 15
, Thoraco-abdominal | FIBSEREIRR
, Not applicable

If standard minimally invasive, robotic
assisted: — Was there an extraction site?
EENERERFME EORY NZEFMHOD
Ba  EEREH s feh

No |

, Yes - Vertical midline | & D — IEF{ittI5H

, Yes - Paramedian | & b — 5 1E 475

, Yes - Transverse | & b — 1415

. Yes - Oblique (e.g. Kocher / McBurney) | & b —#1t158 (1 : Kocher Y5
/McBurney t58)

A wWN— O © N

5, Yes - Flank | & b —IBEEREIRE
6, Yes - Pfannenstiel | 8 D —Pfannenstiel Y1
7, Yes - Chevron/Rooftop | &% D —Chevron/Rooftop HIfE
8, Yes — Thoraco-abdominal | & b — S ERYIEE
9, Yes — Other
Was a stoma created? 0, No |
. 1, Yes - end ileostomy | & D —EIIEATAIFT (BEFAR)
Pl tick all that |
(7\ ia_sev LE\&;_&;’:;D y) 2, Yes - loop ileostomy | 30 —[EIRGATAIFY (RFLX)
Eax - 3, Yes - double-barrelled ileostomy | & 0D —[EIBATAIFY (Z&EFHFR)
4, Yes — end colostomy | & 0 —#&BB A TAIFT (BFLX)
5, Yes - loop colostomy | 3 0D —#£BB A TAIF (RFL)
6, Yes — double-barrelled colostomy | & 0D —#EB A T (Z&EHR)
7. Yes — urostomy | D —REEXA~—<
8, Yes — mucus fistula | 3 b —#5&E
9, Other, please specify
Was a bowel anastomosis performed? 1, No |
_ 2, Yes — Stapled and intracorporeal | & b —8#BBYWE - WS
BEMARTONEA *
BEUGRTDNRL 3, Yes — Stapled and extracorporeal | & D —#8WYWE - EAYE
4, Yes — handsewn and intracorporeal | % b —FH#WWE - ARYES
5, Yes — handsewn and extracorporeal @ b —F#V\ME - EAYE
Did any of the following intra-operative 1, Operating time >4h | FirkEfE 4 RKEE
complications occur? 2, Solid organ or ureteric injury | REER X cIZREEES
BUF Offi R & HIE I o foh 3, Vascular injury | IMEE#E
4, Blood transfusion | #ilfl
5, Haemodynamic instability | MiTENRERZE
6, Vasopressor requirement | FEZE
7, None of the above
Was tranexamic acid used intra- 0, No |
operatively? 1, Yes - given prophylactically on induction | 3 D —E AR IC FRHRIZ S
fiipic h R F Y ARIFERS LD 2, Yes - given in response to bleeding @ 0 —HMicxt L T&RE
If colonic resection: Did the patient have 0,No | 1, Yes

mechanical bowel preparation pre-
operatively

TEEETIBRDBE : Bl MK ERILEZIT > e

If clean-contaminated/ contaminated/
dirty abdominal operation: Were gloves
and instruments changed prior to
abdominal wall closure?

0,No | 1, Yes
EER/BER/ NEOEMBFMOBE | EEMAHEMICFREFEZML h

If open or extraction site: What suture
was used for fascial closure of the
incision

FIERIE 23 FEHAIN D 2155 | HRFHEIC
ERALEER

1, PDS | 2, PDS Plus | 3, Prolene | 4, Vicryl | 5, Vicryl Plus | 6, Catgut |
7, Maxon | 8, Nylon | 9, Other | 10, Unknown

If open or extraction site: Was the fascial
closure technique:

1, Continuous running suture | EfFES
2, Interrupted sutures | fEEifES
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(Please tick all that apply)
FIERIX 3 EHEIN S 21558 | HIRFEF
®

3, Small bite technique | small bite technique
4, Large bite technique | large bite technique
5, Unknown

If laparoscopic or robotic assisted
abdominal operation: Which port sites
were closed at fascial level?
fERRRE o ld ARy b XIBOEEFiT D5
B EDR— NIz HEL NILTE#E U2
a)

0, None |

1, All ports sized 5mm and above | 5 mm Bl ED&R— bk
2, All ports sized 8mm and above | 8 mm MU EDER— ~
3, All ports sized 10mm and above 10 mm U ED&R—k

If ports closed: How were these ports
closed at fascial level?
R—NEAEZT > cBE | HIERERHEAE

—

, Vicryl | 2, Vicryl plus | 3, PDS | 4, PDS plus | 5, Prolene | 6, Maxon |
, Nylon | 8, Triclosan impregnated/coated | 9, Other, please specify

~

How was the skin closed

di]eikbaprs

, Staples | A7 —7Z—

, Interrupted sutures | fEETHES

, Subcuticular suture | E TIE&RES

, Skin glue | REFR#EEA

, Left open or delayed closure B D & & /EERAH

o b~ wnNn -~

Did the patient experience any of the
following post-operative complications?

(Please tick all that apply)
BT iR S HHEE 3 o feh

—

, Stoma complications (high output/prolapse/necrosis) | X b —Y&HHE
(BHER. Rid. £E3E)

, Wound dehiscence | B3R

, Line associated infection | T > 8@

Jleus | 1LTR

, Intra-abdominal collection | BEREEPET

, Fistula (enterocutaneous/enteroenteric) | E7. ((BREE/IBI5E)
, Hernia | NJL=7

, Stroke | BXzEH

9, Acute Kidney injury | 24 BEES

10, Electrolyte disturbance | EfRERE

11, Adhesive small bowel obstruction | &%/ \IBEHZE

0 ~NO ok WN

12, Reintubation | BiEE
13, Mechanical ventilation | A TFEIREIE
14, Septic shock |BMEEES> 5 v &

15,
16,

Blood transfusion | il
None of the above

FRREMDES

(&M 9.1, 11.1, 20.1. 21.1 B 55K, fee URELIER X 7 (XEERHHM IR <)

Was the patient seen by or discussed
with a Consultant or equivalent surgeon
prior to a decision to operate?
FHUAERTIC. Consultant 7z IFEZED AR
ENEBEZZEELEHBREL D

0, Not seen or discussed with a Consultant or equivalent surgeon | 2%
@b IhTunian

1, Patient discussed with a Consultant or equivalent surgeon | Consultant
XBAZEDHABEEHREL I

2, Patient seen by a Consultant or equivalent surgeon Consultant &7z (&

RAFEOARIENZRL

Was the patient seen by or discussed
with a Consultant anaesthetist or
equivalent prior to the operation?
Firaiic. Consultant RERIEF o lFREH
NEBEZZRELEHERLID

0, Not seen or discussed with a Consultant or equivalent anaesthetist | 22
RHIHFBE SN TULAL

1, Patient discussed with a Consultant or equivalent anaesthetist |
Consultant ERIEF i ldAEE L& L o

2, Patient seen by a Consultant or equivalent anaesthetist Consultant &

BREXCIRFENZR U

Did the patient have a CT scan pre-
operatively?

0,No | 1, Yes
fif@lic CT REZ{T > fch

Was a risk prediction model used before
the operation to predict post-operative
mortality?

0,No | 1, Yes
BT R FRDIHDY 27 FRAETILEMaTIcERLh
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Did the patient have a history of active
cancer in the last 5 years?

0,No | 1, Yes
BE 5 EURITTEENMEEDBLED B - feh

What was the indication for the
laparotomy?

(Please tick all that apply)
FARET DSBS SR T - e b

21

1, Perforation — Oesophagus | 2, Perforation - Stomach |
3, Perforation — Duodenum | 4, Perforation — Small bowel |
5, Perforation - Large bowel | 6, Perforation - other

B AE

7, Sepsis — perforation | 8, Sepsis — anastomotic leak |

9, Sepsis — abdominal abscess | 10, Sepsis - intestinal fistula |
11, Sepsis - iatrogenic injury | 12, Sepsis - not specified

EiES

13, Obstruction - Tender small bowel obstruction |

14, Obstruction - Non-tender small bowel obstruction |

15, Obstruction - Tender large bowel obstruction |

16, Obstruction - Non-tender large bowel obstruction |

17, Obstruction - Gastric outlet obstruction |

18, Obstruction - Incarcerated/strangulated hernia |

19, Obstruction - Hiatus hernia / para-oesophageal hernia |

20, Obstruction - Volvulus | 21, Obstruction - Internal hernia |

22, Obstruction - Incisional hernia | 23, Obstruction - Intussusception |
24, Obstruction - Pseudo-obstruction | 25, Obstruction - Foreign body |

R

26, Ischaemia - small bowel | 27, Ischaemia - large bowel |
28, Ischaemia - stomach | 29, Ischaemia - oesophagus |
30, Ischaemia - other

Z Dt

31, Other - abdominal wall dehiscence |

32, Other - bleeding or haemorrhage |

33, Other — abdominal compartment syndrome | 34, Other - colitis |
35, Other - planned re look laparotomy | 36, Other-specify

Did the patient have a white cell count
and/or CRP tested?

(Tick all that apply)

0, No | 1, White cell count | 2, CRP
HmREE & ¢/ Ficld CRP ZRIE L feh

If WCC above: White cell count (x10°/L)

(Please record the value closest to the
time of decision to operate/booking
patient for theatre)

Free text
HmMREZAE L BE - gk (x1079/L)

If CRP above: C-Reactive Protein (CRP)
(mg/L)

(Please record the value closest to the
time of decision to operate/booking
patient for theatre)

Free text

CRP ZHIE Lci5a | C RIbMEER (CRP)  (mg/L)

Did the patient have a blood lactate
tested?
mAFFzJE L feh

1, No - cannot measure in our hospital | L\ X — Y4B TILEIEAREE

2, No - can measure in our hospital, but not performed | LW\ X —HEETlE
BITE RTRE IS AN R IEAT

3, Yes - arterial blood gas | &\ — &R ME T R

4, Yes- venous blood gas &\ —&2ARIMER A X

If blood lactate: What was the blood
lactate?

Number
MPABEZAELCBEE « ABEE
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If adult: Estimated blood loss
BADBZE | #HELHME

1,<100 ml | 2, 100-500 ml | 3, 501-1000 ml | 4, >1000 ml

If child: Estimated blood loss as
percentage of estimate blood volume

1,<5% | 2, 5-10% | 3, 11-20% | 4, >20%
INBDIBE  HERBINKEICNT 2HELMES

Was the abdomen left open at the end of
the operation i.e. a damage control
laparotomy?

0,No | 1, Yes
FIETRICFBEREDE E & Lich (damage control laparotomy)

If the abdomen was left open: how many
more re-look laparotomies did the patient
undergo?

Free text
FREBDOXX & LIcHZS | ZDEME re-look laparotomy %17 - feh

If the abdomen was left open: Which
technique was used for the open
abdomen at the primary operation?
FEREDOXX & LGS | PIEFMkCE
DEREEBEZRWH

1, Traditional temporary abdominal closure methods, including but not

limited to Bogota bag, opsite sandwich etc. | {3 R —RFHIBE BEEASHER
(Bogota bag. opsite sandwich % &% &%)

2, Vacuum-assisted or negative pressure therapy device | BERREHEET

INA R

3, Mesh mediated or dynamic fascial closure techniques | X v ¥ a N EX

fe |3 BRI AR AR PR SR =

4, Skin-only closure options | KZ[§ d & D ESEE

7, Other (please specify)

If the abdomen was left open: What was
the closure technique for the open
abdomen at the final relook laparotomy?
FEEREDEF & LIBE | &K relook
laparotomy RDEEERFI TS > e h

1, Primary fascial closure | —XfhIEEAH

2, Mesh mediated or assisted fascial closure | X v ¥ a NFEF 1z ISFBI T &
PES P 8

3, Component separation techniques |

4, Bridged fascial closure (when midline cannot be closed) | bridged
fascial closure (1EEASHBERE)

5, Skin only closure | FZ& D B84

6, Other (please specify)

What was the frequency of post-
operative observations for the first 24
hours following the operation?

(Observations include blood pressure,
heart rate, temperature, oxygen
saturations, respiratory rate and
conscious level)

0, No observations done in the first 24 hours | 1, Observations done
between every 0-4 hours | 2, More than 4 hours between each set of
observations
fiite 24 EICH T2 BRTEEIF ES TH o feh

(BRZR(ICFMME. DR R BREME, HR#E. S#LNILZE20)

When were they first reviewed by a
Consultant or equivalent surgeon
following the operation?

it |#IC Consultant 7z lEEAZEDARIE
NEZELZDIEVNDH

1, Within 6 hours | 2, Over 6 hours but less than 12 hours |

3, Over 12 hours but less than 24 hours | 4, Over 24 hours |

5, Not reviewed by a Consultant or equivalent surgeon in the post-
operative period fii#&Ic Consultant £/ IFAFEDARIEIC L ZZELRL

FEVROEES RHE 19.1 H5721K)

Gravida (number of pregnancies Free text

including this pregnancy) SEDFIRE & O IFIREI 4K

Parity (number of previous births after Free text

24 weeks gestation) YR 24 3B LUED DR E1E

Number of previous caesarean deliveries Free text
BEEE E V)RR

Previous uterine surgery (other than 0,No | 1, Yes

caesarean deliveries)

FEFME (FETRLN
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Current pregnancy (weeks)

Free text SEIDFEIRERK (&)

Current pregnancy (days)

ShEoRFBE (H)

Free text

Maternal complications during pregnancy

IR ORHASHHE

1, Anaemia | &l

2, Pre-eclampsia | 7 R1E

3, Antepartum haemorrhage | 9881 I

4, Diabetes in preghancy (gestational) | {EiRFER IR

5, Suspected placenta praevia or placenta accreta spectrum | BIERREE &
felFRBRBEARYT N T LKL

6, None of the above

Was the woman in labour prior to
Caesarean delivery?

0,No | 1, Yes - Tst stage | 2, Yes - 2nd stage
& E V)RR I RN S - fe b

Was the labour induced or spontaneous?

1, Induced | 2, Spontaneous G IFFRNEARFERH

Category of urgency
K2ENE

1, Immediate threat to life | £@ICBES ICEREHSH S

2, Maternal or foetal compromise, but not immediately life threatening |
BARIEFREICEEDSHIDVELICEMEENT HDTIFEREWN

3, Needing early delivery but no compromise | R2EAD N REEHEHE - A
REERU

4, Elective FEF1iT

If labour occurred: Maternal
complications during labour (Tick all that
apply)

FEN B - Icim s | AR OEHASHHE

1, Failure induction of labour | 285 R RIN

2, Placental abruption | & zRa% 5 HA R &

3, Delay in first stage | 2455 1 Hi:B7E

4, Delay in second stage | D5 2 BB

5, PROM >24 hours | BIffE/K# 24 K2

6, Infection (e.g. chorioamnionitis) | &% (B : #EREEREL)
7, Failed instrumental birth | 282 AN

8, Obstructed labour | #zE

9, Suspected uterine rupture | FERZDEEL

10, None | 11, Other (please specify)

Main indication for Caesarean delivery
& E VIR O FE R

1, Failure to progress / labour dystocia | DETRE /DB HE

2, Failed induction of labour | 2 FHR TN

3, Suspected foetal compromise | FR/BHEBER 258 L

4, Malpresentation | BRI E %

5, Twin pregnancy | SBAFIR

6, Previous Caesarean delivery with contraindication to VBAC | VBAC &£=X
=S BEREVIR

7, Maternal medical conditions | RHAEE S HI3E I

8, Obstructed labour / cephalopelvic disproportion | #2E / |BE B4 AN 5%
9, Placenta Praevia (major) & Placenta Accreta spectrum | BIERAEE

(major) HLXVCBERBARY hZ LA
10, Placenta abruption | &A% 2 HE R B
11, Suspected uterine rupture | FERZDEEL)
12, Cord prolapse | B H
13, Maternal request | ARHA#HE
14, Severe foetal macrosomia | &ERKRIEEXE
15, Other, please specify

Type of skin incision FEEYIEOELE

1, Transverse (Joel Cohen / Pfannenstiel) | 2, Midline vertical

Pre-operative haemoglobin (gram/litre)

Free text #fiBINEZ OEY> (g/L)

Were uterotonics given to prevent post-
partum haemorrhage?

0,No | 1, Yes
ERENFHORLOICFEINFEREZRS Lich

Intra-operative blood loss (millilitres)

Free text fiffRHIME (mL)
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Was blood loss measured or estimated
IS (& EROHEED

1, Measured (quantified) | 5381

2, Estimated (visual) | #E& (B18)

3, Mixed (partly measured, partly estimated) | J8& (EROHIICSER. ZBHH
ICHERE)

4, Unknown

Did the patient have a post-partum
haemorrhage?
ERHMFH > feh

0, No |

1, Yes - primary post-partum haemorrhage | &% O ——X4$E%ZHIM

2, Yes - secondary post-partum haemorrhage | & 0 — ZR{EEZH M
3, Yes - primary and secondary post-partum haemorrhage & D ——X
- ZRMEDEA

Additional blood loss after surgery (ml)
up to 24 hours postpartum

Free text
it 24 BEE coBMEmME (mL)

What measures were taken to treat the
post-partum haemorrhage? (Tick all that
apply)

EfBMmICY LTI 0B

, Additional uterotonics | B1D F = INHESR

, Artery ligation | Ejff#E2k

, Balloon tamponade | /N)L—> % YiRF—F

, Compression suture (e.g. b-lynch) | EiE#&& (£l : B-Lynch &)
, Hysterectomy | =

, Blood transfusion | &

, None of the above

Was uterine rupture confirmed at
caesarean delivery?

Of NO o0 b WN —

,No | 1, Yes
FEVRKICFERAESER S NI

Did any of the following intra-operative
complications occur?

(Tick all that apply)

BT iR & HHEIE 3 > e b

, Uterine angle extension | & AERYIHE
, Impacted foetal head | #1E!25E

, Bladder injury | BEBtiEE

, Bowel injury | [B&1815

, Ureteric injury | RE1BE

, None of the above

Did the woman had post-operative sepsis,

if so, what was the source of this?
& ICIMEED P o Io3mE . F DREER AT
jJ\

No |

, Yes - surgical site infection | 3 D — FTERAIRRS
, Yes - intra-abdominal sepsis | & D — SRR RE

, Yes - endometritis | &% D — F=RE

Yes - urinary tract | 3 b — RERRES

. Yes - chest source | 3 D —FIERREZ

, Yes - other (please specify) | & D —ZDfth (GZ&H)
, Yes — unknown ¢ D —7<Bf

NOoO O WN—O O0ONAWN —

Post delivery haemoglobin (gram/litre)

Free text @B AEI/OEY (g/L)

Did the woman receive a blood
transfusion after Caesarean delivery but
before discharge?

0,No | 1, Yes
#EUIR#ED 5BFTE TORICEM%Z 32 f2h

If return to theatre: What was the reason
for return to theatre?
FMEANBAELUESE. ZOEHE A

1, Repair of wound dehiscence | AlgtREE

2, Treatment of post-partum haemorrhage | E#%HMIC 3 %585
3, Treatment for sepsis | BUME X T 2R

4, Repair of organ injury | fEasi85&EE

5, Other (please specify)

Length of hospital stay following Free text
caesarean section #EUIRZROER B
Number of foetuses in pregnancy? 1,112,2|3,3 BRE#HK

Presentation of baby at birth

1, Cephalic | 2, Breech | 3, Shoulder H 4 KRAAL

Apgar score at 1 minute

Free text 1 2% Apgar score
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Apgar score at 5 minutes

Free text 5 73 Apgar score

Was the baby admitted to the neonatal
unit?

0,No | 1, Yes #&ERBEEICARLH

Did the baby suffer any of the following
complications within 30 days of birth?
4% 30 HUAICU T OEHEZRHIh

, Birth asphyxia | 4 RIR5E

, Seizures | [FWh A

, Skin laceration | FZEZA

, Cephalohaematoma | SEMAE

, Skull fracture | BEBET

, Brachial plexus injury | BithiE#EE
Neonatal death | F4BIET-

, None |

, Other (please specify) |

© 0NN ®WN —

B X FFONMENH 25 (R 105 15 DIK)

Please identify all the patient's fracture
locations.

(Tick all that apply)
BEOBIEMUZBEIRL TS

1, Humerus | EBi® 2, Radius/Ulna | #8&/R& 3, Femur | XBEE

4, Tibia/Fibula | B8 /BFE 5, Hand | F

6. Paediatric nail bed injury (Age <16 years) | /NBTEREE (16 mLLT)
7. Finger laceration with digital nerve injury | 1§ D2l + 58S

8, Pelvis/Acetabulum | B# /E&EH 9, Foot| & 10, Spine | B

11, Other (please specify)

Was this revision surgery?

0,No | 1, Yes ZhixBEFifin

If femoral fracture: What is the location
of the femoral fracture?

BAL

31, Proximal | 3z 32, Diaphyseal | B&&8 33, Distal
KEEEBIMDHE | BIIAL

If 31 Proximal: What kind?
ERLKBEEBRITOES - EOF A TH

31B (Intracapsular) | B (BE&IR)

31A1/A2 (Extracapsular, Peritrochanteric) |
31A3 (Intertrochanteric/ Reverse Oblique)
oblique)

Al/A2 (EE&ISh. ExT30)
A3 (BxFE/reverse

If femoral fracture: Was this an open
fracture of the femur?

0,No | 1,Yes KREREBHOEHS : RREHD

If tibia/fibula fracture: What is the
location of the tibia/fibula fracture?
S/ e D&me @ BIshL

41, Proximal | ¥z 42, Diaphyseal | B&%a8 43, Distal | &{i
44, Malleolar segment (Ankle) 528 (EBIEM)

If tibia/fibula fracture: Was this an open
fracture of the tibia/fibula?

0,No | 1,Yes RE/HESHDEHSE  FAREHFDL

If hand fracture: What is the location of
the hand fracture?
FOEITDEZE | BT

51, Carpal bones |F1#RE 52, Metacarpals | FF&
53, Phalanges #581&

If hand fracture: Was this an open
fracture of the hand?

0,No | 1,Yes FOEHODEHS : FAREHD

If pelvic fracture: What is the location of
the pelvic fracture?

61, Pelvic ring | B8#& 62, Acetabulum E&FH

BEBITOHE | BT

If pelvic fracture: Was this an open
fracture of the pelvis?

0,No | 1, Yes
BREITDHE : BREHH

EREEBOES (44 15 DIK)

Documented peripheral neuropathy?

0,No | 1,Yes REHEEEDLHENHZH
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Malleolar involvement (tick all that apply)
REDORES

0, None (isolated syndesmosis injury) |7 U (EfhD syndesmosis E15)
, Lateral | A& 2, Medial | A& 3, Posterior %%

—

Type of definitive fixation
R EEE

, Plates and screws | 7L —hk&ZX T 12—

, Fibular nail |BE&8ERET

, Hindfoot nail | hindfoot nail

External fixator (non-circular) |BIAEE GEY > HY)
, Circular / Hexapod frame |V >~ 2% /hexapod frame
, Cast | ¥ 7X

Other

NoO ONwWN —

Was the syndesmosis fixed?
EARHE TS ISEE U e

No |
Yes - rigid fixation (screw) |i&\W\—rigid fixation (R 2—)

If yes: Was the posterior malleolus fixed?

1
2,
3, Yes - Flexible fixation (tightrope) &L\ —flexible fixation (tightrope)
0,

No | 1,Yes ®BRZEEULRH

Total time intended restricted/non-weight
bearing from surgery? (days)

MRICFES nickf/AERRER (B)

Free text

Intended immobilisation once
unrestricted weight bearing

0,None | 1, Cast | ¥ 7 2,Boot | 7—Y 3, Other
far Bl RARIR R D EE R

FREHDBE (ERV\WT D DORBERH, 5 7IR)

What is the Gustillo-Anderson
Classification of the fracture?

1.1122]3,3a|4 3b|5 3c
Gustilo-Anderson 948

Type of irrigation at debridement
77U — R VROFESE

1, Saline only |£EBRBIEKDH 2, Water | K 3, Soapy | A&
4, Including betadine |[X¥ > &%F 5, Other

What skeletal stabilisation was completed
at the time of initial debridement?

1, Definitive stabilisation | 2, Provisional stabilisation
AET 7Y —RYVRICiThnicBREDESE

Provisional method employed 1, Cast |[¥ 7R
REIEDHE 2, External fixator (non-circular) |BI#EE GEY > J'HY)
3, Circular / Hexapod frame | > '8 /hexapod frame
4, Internal fixation |AEE 5, Nothing |%& L
6, Removal splint | splint Bk
7, Mono-lateral Exfix + cast
Definitive fixation at initial debridement 1, Amputation | tI#F 2, Cast | ¥ 7R
MET 7Y —RK~Y VREORIKEEE 3, External fixator (non-circular) | BI4EE GEY >R
4, Circular / Hexapod frame | U >~ 4'# /hexapod frame
5, Intramedullary nail | 88A%] 6, Plate / screws | FL—k /XY U 12—
7, K wires | 8, Mono-lateral ExFix + cast
Definitive method of skeletal stabilisation | 1, Amputation | Il 2, Cast | ¥ 7R
if not at initial surgery 3, External fixator (non-circular) | BIAEE GEY > JHY)
HIEIFM CREEIE LD > fciFE O RIEE 4, Circular / Hexapod frame | Y >~ Z'# /hexapod frame
5 5, Intramedullary nail | 88%] 6, Plate / screws | FL—k /XY U 12—
7, K wires | 8, Mono-lateral ExFix + cast
Was a definitive closure achieved at initial | O, No | 1, Yes

debridement?

#ElT 7 U — RV UEc definitive closure %ZER U fch

If no: what type of wound dressing

ERL TWRWES | BIREBITE

1, Negative pressure | [2ERE

2, Standard dressing (not negative pressure) | 22 KL v > >y (BBETIE
7&0Y)

3, Honey | l&5&D 4, Other (specify)

What was the method employed for
definitive closure?
=N AIFAEE

1, Primary closure (at index procedure) | —XREA#H (#IEIFHTE)
2, Delayed primary closure (i.e. not at index procedure) | JEZE—XEISE (¥
B F TR Cld AR )
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3, Skin graft only | #ERZ D &

4, Local muscle flap (e.g. gastrocnemius, peroneus brevis) | BETEF
(B : BERSRA. ERESM)

5, Local fasciocutaneous flap (e.g. keystone or propellar) | FETEERE F
(%1 : keystone flap. propeller flap)

6, Free flap — fasciocutaneous (ALT, groin flap etc) | M8t F# (6l : ALT.

REEBRERFRE)

7, Free flap — free muscle flap with skin graft (latissimus dorsi, gracilis

etc) | BRI HHER (Fl : [REH. BHHRLE)

8, Left ot heal by secondary intention ZXRAFICEfc

If primary or delayed closure, was any
bone shortening or deformation
undertaken

0,No | 1, Yes
—RAETIFBE—RAEDIGE | BEMECEERBEZIT > ch

What was the total number of operations
this patient underwent?

Free text
Z DEEHIZ S B FAMTEIEL

How many days were there between the
initial operation and final operation?

Free text

AEFMH 5 REFMR TORK

For how long were antibiotics continued
following definitive closure (days)

Free text
SEEAHERICTEEZ MG L HE (B)

REEEHR DS (31B 15 IK)

Did the patient receive a hip
hemiarthroplasty

0,No | 1, Yes
AL EEEMRMNZZZ(T feh

If yes: approach
RipfeBsa 7 70—F

1.Anterior | 815 2. Anterolateral | gifll’5 3. Posterior | #&75
4. Other

If yes: what was the implant

1.Cemented | 2. Uncemented = F7zHZ& 1>V K

If yes: what was the cement
BB E XY NOEE

1.No antibiotic | FIEZEA L
2. Single antibiotic | BHIMEEAD
3. Dual antibiotic ZHTEREAD

BFHEMDHE (31A1/2 £fcid 31A3 15

%)

Was the implant
ERA> TSV K

1.Short nail | 2. Long nail | 3. Sliding hip screw | 4, Other

If SHS: was a trochanteric stabilisation
plate used?

0,No | 1, Yes
SHS D184 : trochanteric stabilisation plate Z £ L fzh

FSEERRESETDES (BEEE 41, 42, 43 M DRAEEITHN 5 DIK)

Was the fracture fixed with
EE A

1, Intramedullary nail |BEAET

2, Plate / screws | 7L—hk /XY 12—

3, External fixator (non-circular) |BIAEE GEY > J'HY)
4, Circular / Hexapod frame |Y >~ Z'# /hexapod frame
5, K wires | 6, Amputation HJHf

If external fixator was used: was this
RIAEEZERLEES : 2DHE

1.A temporary fixator |
2. Definitive external fixation

FOFMOBE (BHTEL 6, 7 H52IK)

Following repair of the nailbed was the
nail plate re-affixed to the nail bed?

0,No | 1, Yes JKEER. MBRZHEEL D

Was the digital nerve directly repaired
(with sutures)?

0,No | 1, Yes iEmREEEREELLH

21



SurgWeek-2 Study Protocol version 3.0 (30 April 2026)

SurgWeek-2

Global Surgical Audit

Following alignment of the digital nerve
ends, were microsurgical sutures used to
directly repair the nerve?

0,No | 1, Yes
HIRMTIREER. ERE TRSZRAVWTEREBEL D

BREABFMOSBE

Were local antibiotics used during any
surgery?
BRTIEZEZER U b

0,No | 1, Coatedimplant| 2, Topical powder |

3, Local antibiotic carrier e.g. beads, cerament (please specify) | BFiitE

EX v Y7 (fl: beads. cerament, EiLH)
4, Irrigation | %% 5, Other (specify)

N 2

NEEREY v~ ~DiFE (RE 19.1 15 2IK)

Hydrocephalus aetiology
7KBESE DR E

1, Malformations (e.g., Spina bifida, Chiari) | &£X&# (Bl : ZHBHE.
Chiari &)

2, Aqueduct stenosis | HN/KE LR

3, Post-haemorrhagic (e.g., SAH in adults, neonatal IVH) | s (%l : &
ADL BRI, #H4ROKNEMLIN)

4, Tumour - benign | [E& — Bk

5, Tumour — malignant | &5 — B4

6, Trauma | 2ME 7, Infection | &

8, Cyst (e.g., colloid, arachnoid, pineal) | #fz (fl : OO R#Eha., < LIEE
e, RRAEERD)

9, ldiopathic intracranial hypertension (IIH) | 4F&EBEZERETELE (IH)
10, Idiopathic Normal Pressure Hydrocephalus (iNPH) | 45514 1E & EKEE
fE (iNPH)

11, Other (specify)

Birth status (up to 18 years old)
HAROERKRE (18 ELLT DIBER)

1, Pre-term | 2, Term | 3, Not known

Does this patient have a concurrent
CNS infection or within the last 3
months

0,No | 1, Yes
REPRERRERENH D, FicldiBE 3 HMBAUAIICH - eh

Primary shunt insertion

0,No | 1, Yes
PEY v > MEAD

If primary shunt insertion is ‘No’ —
revision shunt insertion (components
revised)

AEY v MEAT TWWZ) OFE  BF
fiicsxLiaYR—%x> K

1, Ventricular catheter | BZERIAT—F )L
2, Peritoneal catheter | BEREEIAT—F )L
3, Both |

4, Neither (just valve)

What shunt catheters are available in
your hospital?
HRBIDHEXTHERMERY v N AT —
JU

7—_

1, Antibiotic only |ITEAT—7T LD d*
, Plain only [B&AT—7T LD
, Both antibiotic and plain FIEAT—TIILEBELT—TILOWEA

N

Catheters used for shunt surgery

1, Antibiotic | 2, Plain $EIQ> v > hF i CERLIEAT—T I

Shunt infection (30-days)

0,No | 1,Yes ¥+ kR (30 HUA)

Postoperative day shunt infection
confirmed

(Date of operation is day 0)

&M BAEIC > v v MRBREDER S NI
(FMTBZ= 0 HE &9 3)

Shunt infection within 12 months

0,No | 1, Yes
12DhBEADY v > bR
(12 DMBRROY v > NERETMOD . BEIEZZITTH LD,

22



SurgWeek-2

| Surgical Audit

SurgWeek-2 Study Protocol version 3.0 (30 April 2026)
(Are you happy to be contacted at 12 NEwg ZBRUHZS. 2O 120ARROY v Y NREREFHEZT S fcHic. &

months to assess for 12-month shunt
infection?

By ticking yes, you agree to ensure you
have the appropriate ethical or
regulatory approvals in place and keep
the data secure at your hospital
(including operation date) and the team
running this study module will be in
touch closer to the time to assess for
12-month shunt infection)

ZERHENI IR LOERZME L. FHZELT —9 ZBHERTREICR
EIdcL, BLEWIRZDYTEY 12— ILEEF— ADFTHERHAAE D W PR(ICE
BIBEICABLIEDBDET B, )

Clavien-Dindo V. g7 5RT0DHE (&M 28.1 H 52 IE)

On what post-operative day did the
patient die?

(day O is the day of operation)

Free text
BEFMRBRMBBICFET LD
(FMEHZ= OHB &9 %)

Where did the patient die?
BEFEITERE LD

1, In hospital which they underwent the index operation | #FEIF1ii% 3+ fz
BT

2, In a different hospital to that where they underwent their index
operation | #NEIFAiTZ 3 1} 7= fwbt & 5l DFEPT

3, Out-of-hospital (i.e. at home or in the community) | Be# (B Z fzidih
HA)

4. Hospice or equivalent RRERFfzldZhIcBY T BhEE

Was a formal autopsy performed for this
patient, and the results available to you?

COBEICEALGHRZTON. Z0HR%Z

BELTWSD

0, No autopsy performed | Zl#&i&{To TLIARW

1, Autopsy performed, but results not available to me | & (EfT N izh.
HERIFIEBEL TLRL

2, Autopsy performed and results available
(AR}

B@A\Thh., BmRHIEEL T

Was the case formally reviewed at a
departmental Morbidity and Mortality
(M&M) meeting or equivalent?

Z DIERIIE. ZERIO Morbidity and
Mortality (M&M) A>7 7L > X EfldZ
NICEY T 2ETCER TR S nich

0, No |
1, Yes, but the results are not available to me | I\, 7ZZ UERIFEEL T
LR LY

2, Yes and results available [\, #ERZEELTWS

Cause of death
FEEA

1, Primary (from the disease) | BJ&Ic & %E1=
2, Secondary (complications of an operation)

FMAHEIC K BFET

Please outline the cause of death

If available, please include the cause(s) of
death recorded on the death certificate.

Free text
TROBEZLHL T LT W
e cHhHNIE. RSB ICEEH I NICERDLEZH TSI,

Failure of which organ system using the
Advanced Life Support algorithm
(ABCDE) predominantly led to this
patient's death?

Advanced Life Support ® ABCDE 7/LO
UXLICEDE, EOBBROEENEL L
TZDEEDORTICE S fch

1, Airway, including airway obstruction | Airway : K@ (REFEZ2D)

2, Breathing, including hypoxia and primary respiratory failure |
Breathing : FEIR (EEER&H &K C—RMEMFIRALZ )

3, Circulation, including distributive, hypovolaemic, obstructive,
cardiogenic and neurogenic shock | Circulation : {5 (2HEEMK. ERE
. BAZEM. DRME. RREY 3 v I Z2ET)

4, Disability and exposure, including neurological events,
hypo/hyperthermia, toxins, metabolic or electrolyte disturbance |
Disability and exposure : #EZHES. BFR/ SER. 5. AHEB
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IEREREZED
5, Not able to identify a cause of death ZER%E4FE TE/RL)

Based on the information you have
available, was this death preventable?
BAEMNBTREABRICEDE, ZORTET
BHATRE T3 > e b

1, Not preventable | FB5AAIAE
2, Possibly preventable (< 50% likelihood) | FREAEgEMES D (50% k)
3, Probably preventable (>50% likelihood) FBEIEIEEENE LY (50%7#B)

Before presentation to hospital, what
opportunities or changes in this patient's
care may have prevented death?

(Tick all that apply)
KBERIDERPET. TOREDE T AT A
BEDH BT 7 EOBS T FEER A

1, Earlier diagnosis/recognition of disease | %RE D & b FHED ZHT /3854
2, Better access / affordability of primary assessment | FIH85HEND 7 &
ERERBRERGBONE

3, Better health seeking behaviours | & D @722 21T

4, More appropriate triage into secondary care or hospital | =R EEH#E
SIREAND L DEYRRNY 7=

5, Optimisation of existing long-term conditions | BIEDIEMEE D REL
6, Improved physiological reserve at baseline (prehabilitation) | EfErR4E
BENFHEEOAL (FLNEYT—23Y)

7, Other (please specify) | ZDftt (GT#)

8, None of the above

In the pre-operative, but while the patient
is in hospital, what opportunities or
changes in this patient's care that may
have prevented death?

(Tick all that apply)

MR N AR DRFE T, CDEEDFRTZ
BFIF = rlREE D H 2T 7 L OBWRE L FEE
RIS D

1, Earlier diagnosis / recognition of disease | %TE D & b RHED W,/ 3854

2, Better access or affordability of assessment | fHiIND 7V L X £z ld&

HaiE0RE

3, Improved communication between staff members or teams in the

hospital | WERERRA Y v 7 - F—LABOIAZI 2 =5 —Y 3 VHE

4, Improved monitoring / recognition of deterioration | E{tOE=% U >4
RO E

5, Improved access to diagnostic tests and imaging | IRE - BIRZEAND 7

AE =

6, Earlier initial resuscitative treatment | FIHAERE AR D R HARIA

7, Better availability of resuscitative products (e.g., blood, fluids, drugs) |

mEEM (IR, WR. EAHRE) OftiaE

8, Prompt escalation to senior clinician(s) | LHRkEANDHRRGT A AL — 3

>

9, Earlier decision for surgical intervention | Ffii/™ A D RHRE

10, More operating theatre capacity or better access to operating

theatre | FMEF v /¥ T « DB IFEREF 7 £ RADKE

11, Admission under the correct speciality team | BEYIREZERIF — LD

ABE

12, Incorrect decision for surgery - e.g. patient should have been offered

a less invasive treatment or non-surgical management or surgery was

futile | TEVIEFMHIET (B BERBEECIEFMEENLE LD >y HB 0

FFM BRI ERTH o)

13, Suboptimal preoperative optimisation; for example lack of recognition

of comorbidities, inadequate resuscitation | fiifIEE(LDR+0E (B : 6

FREDREE U, F+9718E)

14, Availability of a higher care environment e.g., high dependency unit or

intensive care | SERERE (HDU £zl ICU & &) DOFFERTAEE

15, Improved capacity for non-operative strategies (interventional

radiology / endoluminal) | EFMAEEEE (VR/ EBENEER) OFHINE

16, Other (please specify) | ZDftt (GT#)

17, None of the above

In the intra-operative phase, what
opportunities or changes in this patient's
care may have prevented death?

1, Improved communication between staff members or teams in the
hospital | WERERA Y v 7 - F—LABOIAZI 2 =5 —Y 3 VHE

2, More experienced surgeon present in theatre | & D RBREERARIED
AR

3, More experienced anaesthetist present in theatre | & D REBRE = 2 FREY
HMEDIZERW
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(Tick all that apply) 4, Improved availability of surgeons from other specialities | fhEFIARIE
iTREEFET. COBEDFRTZRITAIREE | NOF I EAKE
DH 3T T LOESEIFEE R IFEH 5, Better availability of resuscitative products (e.g., blood, fluids, drugs) |

FEEM (IR, WK, EHGE) OHfGEHE

6, Avoid surgical technical errors | FiFH T 5 — D@8

7, Improved surgical decision making | FirIkr 0 E

8, Higher quality equipment / avoid equipment failure | & b S@mERHEEIRD
TR/ e an & oD [E]58¢

9, More stable supply of electricity | & D ZE U fcBHHEHE

10, Wrong operative decision - e.g. colonic anastomosis when should
have had stoma | NEYIAMTZGER (B 0 A A—=FICIRE & 2 TREVE
Z{To71c)

11, Wrong operative approach — open when should be done
laparoscopically or reverse | NEYIRFAM 7 7O—F (fl : EREEHNEF L LY
DICHE. £lcldZ o)

12, Delay in conversion to a different operative approach e.g.
laparoscopic converted to open | fiDMHAD IV /IN=T3 Y DENR (6 :
IERER S AN DEEHIENT)

13, Escalation to senior surgeon | EfRABRIEND IR AL —> 3>

14, Other (please specify) | ZDftt (&)

15, None of the above

Following the operation, but whilst the 1, Availability of a higher care environment e.g., high dependency unit or
patient is still in hospital, what intensive care unit | EEAERE (HDU £/ ICU 2 &) OFAERTREME
opportunities or changes in this patient's | 2, Earlier diagnosis / recognition of post-operative complication | fii#&&#
care may have prevented death? FED K D BEADZHT /754

3, Improved monitoring / recognition of deterioration | E{tOE=7Y >

(Tick all that apply) e

MELEDEEARRFDOERET, CDEEDI 4, Improved access to diagnostic tests and imaging | RE - BIRZKAD 7
T IEREDH 2T 7 L0 F izid 7 ARE

ZEREAH 5, Better availability of resuscitative products (e.g., blood, fluids, drugs) |
FEEM (IR, WK, EHGE) OGRS

6, Prompt escalation to senior clinician(s) | LHREANDRRGT A AL — 3
>

7, Earlier decision for surgical / endoscopic / radiological / re-
intervention | Fit/ WREE /IVR/ BN ADEBIRE

8, More operating theatre capacity or improved access to operating
theatre | FMEF v /¥ T « DEIMKXIFEREF 7 L RADKE

9, Improved capacity for non-operative rescue strategies (interventional
radiology / endoluminal) | 3EF4Tf rescue strategy (IVR/BIEPREE) O
wHleE

10, Improved communication between staff members or teams in the
hospital | WERERA Y v 7 - F—ABOIAZI 2 =5 —Y 3 VHE

11, Improved access to rehabilitation | Y/\EUF—> 3 VA ADT7 ¥ = AKE
12, Improved symptom relief (pain control, nausea and vomiting) | fEK#E
M &R, Bo - BH) oz

13, Better access to supplementary nutrition | #iBIRBAD 7 7 € AWE
14, Appropriate VTE prophylaxis or anticoagulation | #&t07x VTE FB5 % 7=
IR ERE

15, Affordability of treatment or care | JBEF/cld7 7 DEHR&BRTREMH

16, Incorrect decision for reoperation e.g. should have been offered
conservative management or less invasive treatment or surgery was futile
| MEY)IREFMHET (6 RENBRCEEEBERENIEE UL ey HBWEF
it BADMEIR TH o 1)

17, Other (please specify) | ZDftt (GT#)

18, None of the above

Following the operation, after the patient 1, Earlier diagnosis / recognition of post-operative complication | i &#
had been discharged from hospital, what | FED & D RERDZHT /B3
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opportunities or changes in this patient's
care may have prevented death?

(Tick all that apply)

BREORET. CDBEDFHRTEITTZA
BEEDH 2T 7 LOWRF cFEFE S AH

2, Improved monitoring / recognition of deterioration | E{tOE=%Y >

/ RBEORE

3, Better access / affordability of assessment | BEHEAND 7 7 A F /=i

BERE&RONE

4, Better health seeking behaviours | & D @YR3Z21TE

5, More appropriate triage back into secondary care/hospital | R EE#

B/ REAOB N 7 —YDNE

6, More regular follow-up with the clinical team | ZE&F—Alc & % & D EHH

WE7A0—7v 7

7, Improved access to rehabilitation | J/\EYU F—> 3 YADT7 I RAHE

8, Improved symptom relief (pain control, nausea and vomiting) | fEJX#EF0
(K. BD - BE) DW=

9, Better access to supplementary nutrition | fBIREBAND 7 7 & AKE

10, Appropriate venous thromboembolic prophylaxis or anticoagulation |

EY) 72 B AR MAS ZRASE T B85 = fe (R HURERCE

11, Affordability of treatment or care | JBEF/cld7 7 DEHR&BRTEEMH

12, Other (please specify) | 13, None of the above

Advanced presentation of the disease 1, Not present | %3474 L
requiring surgery (e.g. advanced cancer, 2, Present, but did not contribute | EELAEFS LEMN > T2
massive hernia) 3, Contributed slightly | o g hIcEFE U e
FMEEUIEBOETENEN el & 4, Contributed moderately | FEEIcF5 LTz
(B TR, EANILZ=T) 5, Contributed significantly AXE<&F5U1:
Unstable physiology at the time of 1, Not present | %474 L
presentation (e.g. shock, hypoxia) 2, Present, but did not contribute | EELAEFS LEMN > T2
KEROEBEZHRENTZECH >l & 3, Contributed slightly | 3 M EF5 L1z
Bl :>vavy. EER) 4, Contributed moderately | PEEICHF S L
5, Contributed significantly AKE<ZFE5UT:c
Underlying frailty 1, Not present | %474 L
RN LI 2, Present, but did not contribute | EELAEFS LEMN > T2
3, Contributed slightly | o g hIcEFE U e
4, Contributed moderately | FEEICHF S L
5, Contributed significantly AKE<ZFE5UT:c
Underlying long-term health conditions 1, Not present | %474 L
ERNSRIASERE 2, Present, but did not contribute | FEL N EFES Liah o7
3, Contributed slightly | o g hIcEFE U e
4, Contributed moderately | HEEICHF S L
5, Contributed significantly AKE<ZFE5UT:c
What is the source of the above 0, Data inputter only (including grade) | 7—¥ AAEDH @Iz &)
information? 1, Morbidity and Mortality meeting |
2, Two independent senior clinician opinions | 2 & DML U = E#HRERERE D

(We would recommend using the
outcomes of a morbidity and mortality
meeting or two independent senior
clinician opinions on the case)

(Tick all that apply)
LEEBERDOERRIS D

(MGM A>T 7 LY RAD#ER, £/l 24
DHIZU fz LIRERIREDERRZAWS Z &N
HREIN3)

BR
3, Other, please specify
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Fi% C | REBEBSICHIGUERE
4.1 ASA - PS o8

Class

EE

FLBY

Normal health
ERE R ERIRE

Healthy, non-smoking, no or minimal alcohol use
BRTHDO, FBREZET, BEALAN, XRBSLKLETHS

Mild systemic disease

BEOEHHRE

Mild diseases only without substantive functional limitations. Examples
include (but not limited to): current smoker, social alcohol drinker,
pregnancy, 30 < BMI < 40, well-controlled DM/HTN, mild lung disease
FEMNBEERIREZHDEVEEDREDHERT 2RE, Al LT, RE
BUER, HRMECE. FiR. 30<BMI<40. Ov hO—/ILRBESIERKET
IEME. BEOMKRERENEEND (KIELINSIKERSEWL)

Severe systemic disease

EEO02HHRE

Substantive functional limitations. One or more moderate to severe
diseases. Examples include (but not limited to): poorly controlled M or
HTN, COPD, morbid obesity (BMI > 40), active hepatitis, alcohol
dependence or abuse, implanted pacemaker, moderate reduction in
ejection fraction, ESRD undergoing regularly scheduled dialysis,
premature infant PCA < 60 weeks, history (> 3 months) of MI, CVA,
TIA or CAD/stents
BA S DVSHSBERIRZ S RRE, PEENSEEDEEZ 1 DULEET 2, 6l
ELT, AV MA-ILAROERA K 2 iEBME, COPD. RAIAETE
(BMIz40) . SEBNERFA. PILDA—ILKREFERIFEA. R—AX—H—1EA
A PEEOREEET, EHENPOREERS. ZHREBEHK 60 BFRKE
DORER. 3L ABAOLHEE - NNERSE - —@ERMEMA/E - BEARE
B/ ATV NBBEBRENEEND (LELINSIKESRKRW)

Severe systemic disease that is a
constant threat to life
e BICBENTEEOLSMHRE

Examples include (but not limited to): recent (< 3 months) MI, CVA,
TIA or CAD/stents, ongoing cardiac ischaemia or severe valve
dysfunction, severe reduction in ejection fraction, sepsis, DIC, ARD or
ESRD not undergoing regularly scheduled dialysis

Pl LT, &8 3NARME) OOBHEER - INMERE - —BIERE M -
BWEREE /A7 NEEB., ETFOLHENFZIEEERRE. ERLK
HEET, BUMEE, BEEMERRE. SUETRERE. EHERZRITTL
BWKHBREBRENEENS (LELINSICERSKEW)

Moribund: survival not expected
without surgery

BILREE | FMET bR NIEERED
HEFTELZL

Examples include (but not limited to): ruptured abdominal/thoracic
aneurysm, massive trauma, intracranial bleed with mass effect,
ischaemic bowel in the face of significant cardiac pathology or
multiple organ/system dysfunction

Ble LT BREU RS/ B RBNIRIE. EEMNME. mass effect ZfH 55
ERLHM. EEQVNERICREHE/ LRREREZHSBERMGR E
NEEND (RELINSICRS KW

Brain-dead organ donor

IMFEREAR R Bt E

BMI, body mass index; DM, diabetes mellitus; ESRD, end-stage renal disease; HTN, hypertension; PCA, post conceptual
age; MI, myocardial infarction; CVA, cerebrovascular accident; TIA, transient cerebral ischaemic attack; CAD, coronary
artery disease; DIC, disseminated intravascular coagulation; ARD, acute respiratory distress.
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7.0 BRI LA T =)L >

Clinical Frailty Scale*

Very Fit — People who are robust, active, energetic
and motivated. These people commonly exercise
regularly. They are among the fittest for their age.

2 Well — People who have no active disease
symptoms but are less fit than category |. Often, they
exercise or are very active occasionally, e.g. seasonally.

are well controlled, but are not regularly active
beyond routine walking.

4 Vulnerable — While not dependent on others for
daily help, often symptoms Ilmlt activities. A common
complaint is being “slowed up”, and/or being tired
during the day.

t 3 Managing Well — People whose medical problems

5 Mildly Frail — These people often have more
evident slowing, and need help in high order IADLs
(finances, transportation, heavy housework, medica-
tions). Typically, mild frailty progressively impairs
shopping and walking outside alone, meal preparation
and housework.

6 Moderately Frail — People need help with all
outside activities and with keeping house. Inside, they
often have problems with stairs and need help with
bathing and might need minimal assistance (cuing,
standby) with dressing.

é?’

SurgWeek-2

Global Surgical Audit

7 Severely Frail - Completely dependent for
personal care, from whatever cause (physical or

cognitive). Even so, they seem stable and not at
high risk of dying (within ~ 6 months).

8 Very Severely Frail - Completely dependent,
approaching the end of life. Typically, they could

| not recover even from a minor illness.

9.Terminally lll - Approaching the end of life. This
category applies to people with a life expectancy

<6 months, who are not otherwise evidently frail.

Scoring frailty in people with dementia

The degree of frailty corresponds to the degree of dementia.
Common symptoms in mild dementia include forgetting the
details of a recent event, though still remembering the event itself,
repeating the same question/story and social withdrawal.

In moderate dementia, recent memory is very impaired, even
though they seemingly can remember their past life events well.
They can do personal care with prompting.

In severe dementia, they cannot do personal care without help.

* |. Canadian Study on Health & Aging, Revised 2008

2.K Rockwood et al. A global clinical measure of fitness and

frailty in elderly people. CMAJ 2005;173:489-495.

© 2007-2009.Version |.2.All rights reserved. Geriatric Medicine DALHOUSIE

Research, Dalhousie University, Halifax, Canada. Permission granted u N IVERSITY
to copy for research and educational purposes only ering Mind.

9.2 BMmiE
BUMAE & (3.
BE, R

EFERUIEBEICRES NS, 4

9.3y¥gvy
Vv Eld, BEE

o T HE'T}E:{RTé 0)

LT, EmE (Slzi’;JEDHIR}:T: MAP <65 mmHg)
OEE (Bl ARELR) BENEEND, °

-I O -I 0N I\Eﬁlu\
BHERE S DAL

REICN T DEERICOBAEICE > THEL D, &
IcHt% LT SOFA (Sequential Organ Failure Assessment) ¥ X7 HAMIC 2 ALY

ERH L VOBEHREN T TD EBRDIBEREADICE D, MHEEE
9w %?ﬁ?ﬁMT%%ozavﬁ [&. BUMAEE.
BRERPTR. MITHEME. £EFENFRZEAGLE TIT S,

TGN HEHE?F— ift_ L&"?Fﬁﬂi'-f% t :E)I]:_]: \ \

NZENIIHREEEERIND. Hd

ERLUHESRESZ K
DRME. BREN. DHEERD 4EEND
RRFTR &

IR, BEREOZE(L. ZR. BR5CITERTE

EHIEIANEIERRE(CIBTEL . EEARBA

/X/Fi (UR =5I(C %{ZIS@{'@“B{_L/\EE% LS %)J;E:._,\Taa 5o 4
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10.2 #RIBRIFAMT

BENFME . EE (B AA) ZZRICVIBREFLIEBRET 2 I ZBENE L TTTON2ARBNA
THOH, RIAFEX I3 eRZzBETH D TH 5, °

10.2 #EFOEYFiT
BMNFNEF, BRZEEY 5 &<, EROEN. £FDEDORE. IcFERBICHSBHED
EEZENE L;Tﬁbh%%ﬂﬂ’] ATHB, 58

14.1 Consultant F7/zldZNICHEHYT %E
BEDEBLUOBERIMICOWTHIZIULCEEZET 5. T2 BERZRAc LRABE, io3HX
D??T%UE ICEWTZENERFEDOHAEERZE T 2MKREZIET .
(H#2 : NHS Employers “The consultant role and responsibilities”. General Medical Council
(GMC) DEMDEEIEEFEICETZ2NMY VR %S EITER) °.1°

18.1 Knife to Skin (FfiiFass)
BEORBICRIDOABKTIFEIMZ Sh, FMFRVABRSNICBRZET, 1.2

22 'I ,g- }%_-13 '|4 15

Clean G&#)

e, M8e. HLE. FRIIBRETERRICEALTE ST, PEEEBANDEAND R VIREE,

Bl - NILZ TR, . RERBEN. ILIRFWN. SRR - BREMERIN. B RER
BIEEMN 72 &,

Clean-contaminated (&%)

MERER. 2R, HILE. FRIGPREBERRICHE I NIZZET TEALTWS, EoldHZRiESICH]
HINIEADH DD, BILE /WIRETERABTY ORE Z # RVIREE,

Bl © HEYIBRINT (KEHZL) « BUIBRMT. BEEFEEM EHREL) . FEUVIRMR. VBRI K&,

Contaminated (G5%)

BB/ WREEFEABTYORERENH D, FEBMETIF LR DRI Z 4 S VIFA

Bl - REVIBRIT (RAEH D) . BEREEM FEHRH D) . EHRBEVIRMN (FA&L) . B
B, FHMERIDT T —RTY IaE,

Dirty (‘&)

HILE /RIREIBSRNAY OZERGIRH. BIEA. REBLCHKIL U BENH D IRE,

Bl © ZFLME S KIEREICX I % Hartmann Fiff. ZAMBEEEICN I 2FHEMN. AREHR. BENL -

)
—

28.1 Clavien-Dindo 248> X T I

MEOFEERIF. UTOLSICHEINS,

- REAM (Failure of treatment) R OFMHAARIPRFINARZER TERN > HEE
B9, HIZIE. ERETHEEHENROFHEREY. NAFHMEROEERRGE,

- #EfE (Sequelae) : HBDUEBICH > THRHINTWBIHERZIET, BRI KEBEELIT/IETIER
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BOBERNARY., BHEROZERE2RRE,

- BfHEE (Complication) : EEERMIEZZENS DERTH>T. BEICEELGFEXZRIFL. hD
BEAKECFBBREEOVWITNICHZE LBV DZIET,

Clavien-Dindo 748 Cld. BHHEOEEEZRET 2ERIGVEE S NBERNRTH S, "6 ULich>
T, ABUEMHETH. EDLSICHREINIEMNCKL > THENERD 5%, FIZIE. UEEEeEREN
RELUTEDMEEOATEEINIGEIL Grade | &2 50, MR T TCOBFMEZELLHEIE
Grade lll &£72 %,

%@1‘&@ ;%tll\\

- MR EHEF. MRICEBNEEREEZRIFIVCESICRDTRET B, E—OHINEIATHIET

THDH,. INiX Grade V ICHDFEI NS,

- MEOBEERIE. FiiE BEEENZVEETH, INTED S,

. LEJT\HHﬁaﬁ (30 H) NICREULLEEERIE. BREICAEULBDEED, INTHRET S,
ZHHFKIFEDHREV, FIZIE, HILFERRBEO2HICIT - EZMN EENEEERNERE (OGD) TN

7\%2{#1073\,\%0) FEHHEE ARSI RVWA, HINmEICT Yy 71kM% T > 72788 OGD (& Grade

llla DEMIEE HBT, BREDOHBRFBMNLEZHMNFREABREIND LD, BHHEE LU TREL TE

ANSYAN AN

Clavien- | & (144 v 7 {&IFHIR)

Dindo %

L —
N

I EWEE ( TFEESnZRE 2h<) C ARRAA. RRENNA. RCEBERENNAZHEE LW, EE
BTEREED S5 D Sk Bk,

HRINBREICIE, BEOKA GILHE, RHE BEE ARE BRESR) . BRRE S0y RYA
RTBIML AR EERE £ Th A VABLA R N3,

Bl A LoR (EEEBANSD®RE) . AU Y AR TERELEEAY I AMNE. Y7 U Yy TARLEED. IR
R TAEL LA BEE,

Il Grade | THARSN2BHZBI 2EYBELZEIT 20D, BNE L VELEIMIBEZE T,

B : PR TRR L L FME AR, ARKNICORRLU cOBEE. T/ F9/0 Y TaRUICREFERMSE. HE
ETREU AR IZREBRRE. BIMICHY 28I,

1l AR, AREN. TCRIBSERENNAZETZDD,
Bl RERNARERR (BENFREEHBV) ( VRFR. H502BHICLZFMENDBAE,

v ETEREREZEI 2EMEENIEAHHE. WM, RcEEMERZEH (TIA ZER<)
Bl ATIREREZEY MK, MBRHLzET 28 2. <HETHM BKEFEH,

\Y BEDORT

28.2 filit¢ 30 HAUR D EHHEE

FMSBAIRF (Surgical site infections)

FAERAIERZIE, M1 30 AT, KERFTHEE LYY — (CDC) DEFR [CED < REBLIFA!
SSI £/ IFREVIFRISSI & UT. UTDKSICEET %,
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1. BEEMNMEIFMNS 30 BURITEKEL TWB I &,
2. REMVIFREIOKE. RTHE. HE. XEHERBICRATNSIE,
3. BEICUTOSEDHBLCES 1 DERHD & BIEH S DIEMEEER. BIERH < WL S DR
EYIRE. ERPRAV X o (FEIEREZHTIC K 220, BIEIA BRI cREREICK DRSS

Z&,
4, BEICUTOSEARCED 1 2Z2RHB & 1 &KH. TRE. BREUER. iR, BIFRE.

EHMHEH (>387C) .

SHTREAERS (Fracture related infection)
SIEEREE F. BIFBROWTNOBETHEUSDREEIET, UToS50WIFnh 1 DTHER
fei%a. FRI OEEZHEEZ KT,

1. EIL. WA, FiclZAIBER

2. RIERH S DIRMIER. KIEFMPRICRZRDOD &

3. A ED 2 DDOREDREER, > T I MRAEDEEN S, RIFEWICE—DORRED
AEshsdZ&

4. FMPICEREU OREEBAICHEYM OFEZRSD. ZNHRIBEBFENRE TERINS Z
&

TRREEE UTIE, REFRR. R BIRAR. HcGEERITE. MBREY—N—LEF. Hflk -
RN - FRORIEERR ENET NS, RREEZBHIBRICIE. FRIZEV. EESHEEDE
EEMRT Do

FER /B3R - ABRRRF: (Deep organ space infection)
Ffitk 30~90 HUAICHKE L. FMHRENIZ SIS E 23 (BE/ BB L DES) Ik
REZET. NL—UHhSOREER. MAEDZNRERE. FRIEBERIRED U ITEZETRE

(Bl : BB%) OFTRZF. FEDHER/AEREOELEZHICITODEEERT D, 7

i & HHiE (Postoperative pulmonary complications)

TEMafHERBIRTHMEIEE & 95, Inid. iR, 2HEEIREBERRE (ARDS) . &K UFH
UVBWAIMNREEZSOEATMEB TH D, ZOFHBIEE I PRISM EIEALLEERERICEDOWT
Ws, '8

it ftiz¢ (Postoperative pneumonia)
KEEKFHEE LYY — (CDC) ICLBMADERZRAWD, 2L, —EBOSINMER THRETIRIR
BREHIRSNTWRZEEZEL, BEEMZ %,
UToS56dia< b 1 ERHZRLIT I & -
- ICE S HRIRR DG WFEL (>38°C)
- BINEGHA (HMBREL <4x109) FizldAMEKIES (BMEkE >12x109)
- T0REBZDHATIF. MICHASHRRROBZVWEBIKEDOZE(L

Mo UTDS5508< &b 2HBZ/MCI L
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CFRTCIRBRMER O EIR. RICIIEROMERZE . HDWEKE MY OBIM,. K5I HEEDIEN
CFRTCIRRIR O BIR K o (3IBR. 5D WIS IEIREEE, S8R
* 3%\ IL: %%\ iﬁ_ 3: iu}u&ﬁ
- AARBOE (BRRRIE. BRERFEZEEM)

FIRE7RER D . ZWTIIHER X IREE TR I 2NETH B, UTOARRISMAZXZFIT S !

- R CITETHETERY 2288
° /XIFEﬂ/‘J_"\/ é'ﬂﬁ
- R

FHULBWAIMKREER (Unexpected ventilation)
FHAURWTIEATHIRERIE, LTOWIThhEEET o

- FRIC—ERE I NR. FRENRK. EEMNAIHR, £EEALXERALR (ECMO)
EBUGE
- Fifig. FEEBDICKRETERN S ES

AMMRESBEMEE (Acute Respiratory Distress Syndrome: ARDS)
ARDS (&, 2 TUORAMDOKEEMES CH O, MOEZBEDITE. MESEOEM,. SXAEKO
BAZERL., BERRMES L OHAIEOBEREE ZH# S, Berlin consensus definition?° ZFW\ 5,

SEIFIRESEERRE (ARDS) DBMIEE — 4BHEINTCZRLI &

1. FEAEKRFEA A OERRIRENS 1 BRMUA. Rc3ERFEROBLNS 1 BEUA
2. MEREGRAER Al TR s &

(7K, KD, BEEHDOH TRETDICHBTERVNHD)

3. KA FIRAETHBDIE
(DALY IERBRE DA TIE TR ICHBTERLEHD)

4. BRI $E : 200 mmHg < Pa02/FI02 < 300 mmHg m> PEEP Z#zix CPAP = 5 cmH20
FREEfE - 100 mmHg < PaO2/FIO2 < 200 mmHg h> PEEP > 5 cmH20
=JE : PaO2/FI02 < 100 mmHg > PEEP = 5 cmH20

CPAP : KitfIUBRSE. FIO2 : IRABRIRE. PaO2 : BIMRMEERE. PEEP : IFURKRBE

FZEMAE (Pulmonary embolism: PE)
fiZEMfE (PE) 21d. UTOWIThNEEERT %o

EREZWT THERS S N REMRME PE
(CT fEhiER. (CTPA) THEXIBAL EDMBRAICHCRFTRRIEZRD S, KiclFEKMIT
YVFIZT4«—TPEDEWAREETRY. IcIMEER T PE 2539 %)
- BIR CTHERR S N BBERY PE. X7 3BRIRF — LANBIER PE EHIBTL 72 D,

RERERIkMmA2EE (Deep vein thrombosis: DVT)
FRERERARINASEE (DVT) 221%. FEROBEZB DT THEESFRMSES U, UTOWT M TIERS
Nzt DEEET .
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- TEBEERET. RESIK= 2 EIEZEN & D PIREANIC EBREEERL ZFRHD D
- CTB#IER T, BREFIR=2IKEB L D ARAIICKR T 2MENFTERREZ O 5,

i OABHEE (Postoperative cardiac complications)

AU EEZE (Acute Myocardial Infarction)

DEEE (type 1. 2. 3) (&, BEROHEELENESZR (2018) ICEDE. 2M/OEREMOERRFT
BZzMHSRMOHEENGD. D cCTnEDLEEB KV / FLIFMETZRSD., FDOS5EDHBLEDH T
DN N—tEVIAILEREEZRBZZ HBET. ISICUTOARED TEEBZREIHEDEEERT
%o

- DERRE IMAEIR

- Ffe R OERZE(L

- mH QRO HIR

- BIMMERERIC—3T 2B DBERREET. XEHREMEEHEEZ I BERMR
- BEIIOER 2 SEIR TEIRMIEZHERT D2 & (type 2 £/cld 3 TIEFEZHLARW)

MAT, AR CTEEESZRET SHIRICAMLT T O— AMEIEZ RO IHEIF type 1 Ml OEEEZE
fcd. A7 7T O—AMSE S (FEBRG. DHRRFBE CMHGOTIEOIAMMNH 2IH5E I type 2
Ml DEEZH T, cTnENFIARIREICA SR, KCRBREEIER S NDHEIIC, DHENERET S
FER & Frlc R MM OEREEHHETE S 2 0fE5EIE type 3 Ml OEEEZHcT, 23

V& I&ST2 (Anastomotic leak)
2 DO ZEESEE DOARNYESERDEFKMEN K L. BIERNEEEADRKBEEUCREZ WS, 24

SMEESE (Acute kidney injury)
SUBEEZE. LTOWThH ZHIcITBEEERT D, 2

- 48 BREMAICILEY L 7F = (SCr) »0.3 mg/dL U E LR UIHE
cBEANFECISHESNDIRN—RA T4 VED 1.5 ZM kI, 7 BUANICERUEHES
- [REN 6 BFEICH 2D 0.5 mL/kg/BEERETH 255

33.1 ERAS (Enhanced Recovery After Surgery)
ERAS (fiigEE@{t 707 L) &, FHERZERRML. EEEELTHIFL. MREEZREET D
ZEEBNE U, ZEMNDNDIET Y XICE D Afi#sYT 7 /XX TH %, 26

33



A
SurgWeek-2 Study Protocol version 3.0 (30 April 2026) SurgWeek-2

Global Surgical Audit

OMRy NFRTEY2—)L:
ARy ~FATICE [+ % minor procedure & major procedure :

Specialty : BP9 Minor Major
General Surgery Cholecystectomy Colectomy
Inguinal hernia repair Gastrectomy
FEEFEEHMN. BEANILZFEEN Pancreaticoduodenectomy

TERRUIRRAT. SYIRRMT. FEER+ —IERYIRRAT

Urology Pyeloplasty Nephrectomy
Cyst Decortication Prostatectomy
BRI, BREEEM BRI, AUIZBRIERRIT
Gynaecology Salpingo-oophorectomy Hysterectomy
Endometriosis excision Sacrocolpopexy

INEEBHN. F=REEREIRIT FEREHM. WEEEER

Cardiothoracic Thymectomy Mitral valve repair
Lung wedge resection CABG
PRI T, AhEB 2 I BRAT Lobectomy
BIE AR, BEAR/ /M (CABG) . FiZE
IR
Neurosurgery Stereotactic brain biopsy Brain tumour resection
SEEG electrode placement Spinal pedicle screw placement
EAIRN4ER, SEEG EREE MREBYIRRIT, BHEMSIRI VY 1 —BEWN
Orthopaedics Arthroscopy Total knee arthroplasty
Ligament reconstruction Total hip arthroplasty
BAENIRFIN. WS HEEM Spinal pedicle screw placement

AT BB, ATKRBESBERT, SHHESR
AU 1 —BETM

ENT Tonsillectomy Transoral robotic surgery for oropharyngeal
Rk R tumours
Thyroidectomy
FIRSERER IO I R OMOMR Y NFiif. FRIRF
ity
Breast Lumpectomy Mastectomy
Sentinel lymph node biopsy Latissimus dorsi flap breast reconstruction

AEEDIRM, € FRILY Y /NEER | ABTIRMN. EEHRFICESAEHEN

Plastics Carpal tunnel release Lympho-venous anastomosis or another
Nerve repair microsurgery procedure
FIRERMIN. HRIESEN Free flap reconstruction
U > )NERRARM ST 7o 32 Dt D BEHER T 1.
WERlE R B 2T
Paediatric Orchiopexy Pyeloplasty
Pyloromyotomy Fundoplication
FEEREEM. WPIARTIRMT ERTCRT. EPIRET
Vascular Varicose vein surgery Abdominal aortic aneurysm repair
Venous thrombectomy Aorto-iliac bypass
TEERIREFMT. ARARILAS FERRAT IEERRENARIRIEIEMT. KENARES B BOAR/ X/ SRl

FREO—EBFHEBENLZDDTRIBL, HEXTLHDHZRLICEDICT ER,
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BEHFMEY2—IL:

- FRESUREORM | EEMREIRT Uik, BlIROBES LOEEREZTSEIIC. EME. B
F. @MEHULRY Y 7 ORBEFE (97»7D T DGERMIFLE) 2L, SSICHE. &
F. B ZaCHREDRWITHI & ZET, 2

ALIX: 4uvztm MEMMFZEOMMREZH0 Y. HELBERBSOWHIIC L DROBIICMZ S
NBWRRE) EEHRSIND, BE. ik 3~5 HTHED. 2~3 BFERLIRICHET 5, 28

KRRENEY 2L

- FRREAT : BEREANELET 51 IcEEZYIFR I AR FERZIET . VR, BRI, XRES]
BRI, WEDEFICIGU T, B, FBIEFR, BYURGES TS TRMUEERD 55, RaFICE. FHE
YIRlc & DEEANDTEN DBRZRT 7 E AN AL RS, 2

HFEYVHREY 22— :

- EfgHIM (Postpartum haemorrhage: PPH) : —RXRMEZHMIEEEZLERHBMOF THRE —K
MERHDTH D, X ERDEZETIE. — K PPH (&, BIEDHRE 24 BREILAKIC 500 mL X E. &E
@ﬁ&24ﬁﬁumu1mmmLui®ﬁ%ﬁM%m®%%A%MjoWHM B®E (500~1000
mL) FLEFEE (1000 mL#8) [2fEINnd, EEPPH IEE5ic, #Z%FE (1001~2000 mL) t
B (2000 mL#B) ICHNEI NS, TR PPH (. 2% 24 BEN S 12:BEE TOMICIRD
EEFLEERGEEHME ERI NS,

- Apgar X7 : Apgar X A7 F. FfrEROHEEROBRKRREZERENL TFHMEIT 25 ETHOD.
EEE. DE. R HER. ﬂﬂl&@SIE\E%%#’L%#’LONZ,.E\\’CE%LA B 0~10 HTKT,
HER 1 28KV DDA TRET %, 3

Score 0 1 2

Colour Blue or Pale Acrocyanotic Completely Pink

KEE BRFERRFT/ —E mEEF 7/ —t 25V

Heart rate Absent <100 bpm >100 bpm

IEick=4 U 100 El/93 K7 100 [Bl/4 Bk

Reflex irritability No Response Grimace Cry or Active Withdrawal
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University Hospitals Birmingham NHS Foundation Trust Audit approval (CARMS)

Audit title Surgical outcomes and national/international surgical benchmarks
Audit Code CARMS-24253

Your audit has now been registered with the Clinical Audit Team and will appear on the Clinical Audit Regjstration and Management System (CARMS).

Please ensure that you log on to the system to update it with any progress made. Once your audit it completed you will need to log in to the system and update your audit status to complete. You will also be required to input your
'key' findings and any recommendations (if applicable) that may have come out of the audit.

Please note that all recommendations will be monitored and you be required to update the progress made on each recommendation (action). Also the person nominated for the action will be alerted so ensure you liaise with them
appropriately.

This audit code must be quoted to the Medical Records department (ext 8171/8172) or Health Informatics (http://charon/Requests/) if you wish to use their services in connection with this audit.

Please only request notes if you will definitely need to view them, as the Medical Records department have limited space and capacity. If you request patient identifiable data from Informatics, this can only be sent to UHB
(@uhb.nhs.uk) or nhs.net email accounts.

If you have any queries please contact ClinicalAudit@uhb.nhs.uk.
Thank You
CARM.S.

Clinical Audit & Registration Management System

43



A
SurgWeek-2 Study Protocol version 3.0 (30 April 2026) SurgWeek-2

eeeeeeeeeeee al Audit

48% F : REDCap ZRWcA Y o404 v T —5 &

7 —% &, Research Electronic Data Capture (REDCap) 7x 777U or—yavzB@stdicy
ERY—N—ZBUT. AVF0YTPE - RESNS, REDCap Ic & D, HEARERLEBZI X
TLARNTT—FZ AN - RET B ENTES, REDCap —/\—(F&EE University of Birmingham
ICEDBEEINTWS, T—INR—RTFYTO—RENZDRBERET T DA THD., BEEZRTE
TEBEMIFNEL R,

University of Birmingham [c& (7% REDCap 7—4% X—X &, INFTUTZEDERDOEEHZR
THMEICERINTE .

- CovidSurg Study (85 nE. 1,040 fEz&Zh0) %@k | COVIDSurg Collaborative. Mortality
and pulmonary complications in patients undergoing surgery with perioperative SARS-CoV-2
infection: an international cohort study. Lancet. 2020;396(10243):27-38.
doi:10.1016/S0140-6736(20)31182-X.

- European Society of Coloproctology 2017 Left Colon and Rectal Resection Study (49 H
E. 335 KeZSm)

ZEHk - 2017 European Society of Coloproctology (ESCP) Collaborating Group. The
2017 European Society of Coloproctology (ESCP) international snapshot audit of left colon,
sigmoid and rectal resections - Executive Summary. Colorectal Dis. 2018;20.

- Right lliac Fossa Treatment Study (5 hE. 290 #EZS10)

ZZEH - RIFT Study Group on behalf of the West Midlands Research Collaborative.
Identifying children at low-risk of appendicitis: systematic review and prospective, multicentre
validation of risk prediction models in children presenting with right iliac fossa pain. Lancet
Child Adolesc Health 2020;4:271-80.

SurgWeek-2 ffE TERT % REDCap 7—% X—X (&, University of Birmingham R® NIHR
Global Health Research Unit on Global Surgery Ic & DEBBEInTE D, YENICRESI N
University of Birmingham @ Virtual Machine 28RN T&E L TW5, ZDOEEE(E. University of
Birmingham (Edgbaston, Birmingham, B15 2TT) @ Storage and Virtualisation Team N&f%
B35, T—IR—AY—/N\—(CIIRERES{ (“at rest” encryption) HMESh T\, £T7—7
Birmingham 1 NRICRESIN. ZFOFXEFRFIN. MOFEFANBEEXIND I EFBW, D1~
IMEBMICELTH o RERRAT 4 VI —ERE, H—/N\— Ry hT—U, ANL—IVEEIY
BNTTREZHER. B—EERERLBAVWLSEFINTWS, KREY—/N\—Y T KT 7iE. R~
EHEN 2B —N\—HTREYY Y EZ A INAIL -3y TEB, F4TIXA1/L—>ay
& FIAAREREREA T —N\—aRZ2HE T 5O EENICETINS, YEBYT—/\—[EERIC
& REYY YV IFBEBNICAI/RA N THEEHEI NS, RAMRFRLFREBT—N—V T KT 7DE
BORSTRICIE. Y—EXFREEBCIEDITREY Y YRFFH TRITI NS, INTOYEERIFER
INTED., BEERERFICIEI AT LAEYEEANEH 77— MXEIN D, REVYVIEFE—DOYEY
—N\—LICRBESNZDTIFHRL<, BHORIANCOHBEESI . ZOEZEENICTAIRAI L —
¥av93, Lich>T. BE—DOYEBNFAEICKEFELRW S, MEBNICREEHABIND, TNTD
YBEBE L MRE Y —/\—Y 7 7 £ 7& University of Birmingham IT Services IC & D #fi5E 18
INd, INTOYBERIERINTED, BERICIE VAT LAIBYEICEEENNERI NS,

44



SurgWeek-2 Study Protocol version 3.0 (30 April 2026) 53;%33
e REDCap 7—9 RX—X Y RAFLADtEF 1) 7 v &, &E University of Birmingham D 7#tC
HEOWTEE SN, General Data Protection Regulations (GDPR) DEH(CEMT 5, AT,
BHRAMRERICEWT, ZNEFNOEDOT — Y REZEHICK > TEMIND, T—YNETTE. E
2T —F ZECEFART 70I)LIE, BITRAICEND., Xy R T =7 ICERINTVWEWRERT R
IRy 7AVE1—F LICRK 25 FHRGFESIND, PV ERBARELRAICRESI NS, BAT—%
FEHITRERICZRRICRE I NS,

T—IR—=ZETE. BT« TBEROHBAITTREBRIET—VINELZW, BEODEF—LIRERA
T—YDHETYTA—RT B, T—I\DF7 7 2RAFHIREIN. SurgWeek-2 IcT7—FEANT S
BHRAMREICIFEROI—F—ZE/NXXT—RIMMTEI NS, ZEEICIIERRICETOMRESN
DY TEND, PRIARF—LAIEEEZRETETZBERN—TT7 /A LEBWN, IRTOERKIFZD
MRESZHAINFELTITS, INTOT —F FENHA TR - |ESIN D, WEEMLOT—F IR
HURW, BANRESIND Z EIFRW, AR TERS NIZER{LT —F 1. EE University of
Birmingham [c&EWTHREE X, Omar Omar (Senior Statistician, University of
Birmingham) (C& > THETEh %,

45



A
SurgWeek-2 Study Protocol version 3.0 (30 April 2026) SurgWeek-2

uuuuuuuuuuuuuuuuuuu

8% G : RSl (Operational Delivery)

National Lead
ZhlE. 2nE T GlobalSurg & & U* CovidSurg AR TEBEINZARIE - REBREDX Y k77—
IDSEREIND, REICKITZIAMROAERZES, FLREZINIUTOELD TH S,
- mini-team /Hospital Lead & steering committee OERRBROAE 2D &
- BEICH T 2ERAEE &L O NIHR Unit on Global Surgery Db RERFZEEEN D B0 (< BRI (< B
5952
- steering committee £ & OCEHIHOHERAFRE &, BN ODRRBFZIAI 2 =27 -3 v%{T52 &
- BEATEMEREEEI DL
- Hospital Lead 8 KV ZFDF—LZE{ZFIT DI &

DEICHU T, BROBEARE ISR LOARENF T2 &

Hospital Lead
BHERICBTDT—INEDE—DEFETH D, HERTOHNFT Y AEBFRE2ME. £KU local
collaborator team fAD 5| EMERRICEFEZE S, consultant F7zIE senior clinician TH 3 Z &
MNEFE LW, KIAFRICEWT Hospital Lead & U TEEEIRZBZCOHODOREBEEHFEIUTOELED T
H3
- R COMREBICHDELREARZIE IS &
(- BEE&$%. REDCap ND7—% 7 v 7O— KNICB9 % Caldicott guardian DFFRIENS. HER
DREZESAO 7O N O—)LIRE)
HEEZA DT RTD local collaborator team B D3| EMETE/HET S &
Hospltal co-lead ZEEIT D &
HATOMRBANL L. BEROBEREZERATRE - RRKIT D&
(if:tat\ ZNICRb 2 HEMREZFERI D &)

Hospital co-lead

BRRICHR T DT —IINEDEETED—ATH %, Hospital Lead ZZ#E L. mini-team [CSMNT 3
local collaborator Z2#E L. mini-team NEEZREL TT—YNEZTSDZXIET 5, AOR—
NAEDEREICEWTEEEREBDLODREEGIIUTOELED TH B,

IR OEBEARFRER LTI HNF VAR O —%EFIT B &

- mini-team OEEH L VOBEEICEBNICSMT S &

- hospital lead &AL, ERNEEEER /IREKRHEFICHRE SN LSICTD L

Local Collaborators (F—#% IX&E#)
IhlF. BWRICEWT, B—FFEHOEMERT 1 BE0T7T—YNEZEBYEITZ. KRRK3IAXT
DF—LhSEBHREIND, BENGF—LIK. EFE. HEE. consultant 72 &, ERIERARERL
NIVDBIRIGA Y IN—D55 %, KIR— MNMARDOHERMICEWTEEERZR DO DRIEZEHFIFLL
TOEEEDTH S,

ﬂzﬂz@ CBARFHEERLET—IHNF VAR Y —%2EFITEE
- T—HINER KLV REDCap AND7 v 7O— RICEBmHNICEST 5 &
. reglonal lead/local lead &AL, BRMNEESEER /BREASSMICHRSEINDLSICTEIE

46



