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Peri-Operative Care: Who’s Responsibility?
I can not provide an “evidence based” answer to this question.
Currently the responsibility probably lies with the surgeon who typically shares that
responsibility with a multi-disciplinary team including anaesthesia and nursing staff.
Not surprisingly there is evidence that highly motivated, well organised and educated
teams that practice best evidence based practice and have a high case load produce
better patient outcomes than smaller and less well run units. Also, not surprising is
that attention to detail that starts with pre-operative evaluation and patient
preparation including risk modification through dietary changes and exercise
programmes improves results. The closest thing to an “evidence base” that I can find
are the randomised trials of “fast-track” surgery versus a “traditional approach”. The
“fast track” approach uses a multi-modal best-evidence based practice and a multidisciplinary team. Results seem to consistently demonstrate improved outcomes in
terms of length of hospital stay although re-admission rates may be higher. A
common theme in these programmes is a much greater degree of patient
involvement and responsibility. However, the studies of “fast track” surgery do not
address the question of who should be responsible for various components of perioperative care. There is a compelling argument that it should be a specialist in perioperative medicine. Consider for example determination of a patient’s fitness for
major surgery. There has been a long tradition of surgeons referring patients to a
Cardiologist who are usually well trained and skilled in the evaluation and
management of ischaemic heart disease but not best placed to answer the question
“is this patient fit for surgery?” and “how should they best be managed in the perioperative period?”. This is an increasingly complex subject and the answer to these
questions requires specialist knowledge and expertise that is not yet commonly
available. I think there is a strong argument for the continued development of an
independent speciality of peri-operative medicine. Peri-operative physicians with
skills and interest in peri-operative risk and most effective therapeutic intervention
should then take responsibility for peri-operative care.

I. A. Scott, R. S. Lodge, and D. M. Russell. Evidence-based guide to perioperative
medicine. Internal Medicine Journal 37 (6):389-401, 2007.
J. Maessen, C. H. C. Dejong, J. Hausel, J. Nygren, K. Lassen, J. Andersen, A. G. H.
Kessels, A. Revhaug, H. Kehlet, O. Ljungqvist, K. C. H. Fearon, and M. F. von
Meyenfeldt. A protocol is not enough to implement an enhanced recovery
programme for colorectal resection. British Journal of Surgery 94 (2):224-231, 2007.
J. Nygren, J. Hausel, H. Kehlet, A. Revhaug, K. Lassen, C. Dejong, J. Andersen, M.
von Meyenfeldt, O. Ljungqvist, and K. C. Fearon. A comparison in five European
Centres of case mix, clinical management and outcomes following either
conventional or fast-track perioperative care in colorectal surgery. Clinical Nutrition
24 (3):455-461, 2005.
F. Carli and G. S. Zavorsky. Optimizing functional exercise capacity in the elderly
surgical population. Current Opinion in Clinical Nutrition and Metabolic Care 8 (1):2332, 2005.
N. B. Foss, D. S. Christensen, M. Krasheninnikoff, B. B. Kristensen, and H. Kehlet.
Post-operative rounds by anaesthesiologists after hip fracture surgery: a pilot study.
Acta Anaesthesiologica Scandinavica 50 (4):437-442, 2006.

Professor Monty Mythen (continued)

D. R. Goldhill. Preventing surgical deaths: critical care and intensive care outreach
services in the postoperative period. British Journal of Anaesthesia 95 (1):88-94,
2005.
E. H. J. Hulzebos, P. J. M. Helders, N. J. Favie, R. A. De Bie, A. B. de la Riviere, and
N. L. U. Van Meeteren. Preoperative intensive inspiratory muscle training to prevent
postoperative pulmonary complications in high-risk patients undergoing CABG
surgery - A randomized clinical trial. Jama-Journal of the American Medical
Association 296 (15):1851-1857, 2006.
K. Jensen, H. Kehlet, and C. M. Lund. Post-operative recovery profile after
laparoscopic cholecystectomy: a prospective, observational study of a multimodal
anaesthetic regime. Acta Anaesthesiologica Scandinavica 51 (4):464-471, 2007.
J. Maessen, C. H. C. Dejong, J. Hausel, J. Nygren, K. Lassen, J. Andersen, A. G. H.
Kessels, A. Revhaug, H. Kehlet, O. Ljungqvist, K. C. H. Fearon, and M. F. von
Meyenfeldt. A protocol is not enough to implement an enhanced recovery
programme for colorectal resection. British Journal of Surgery 94 (2):224-231, 2007.
J. Nygren, J. Hausel, H. Kehlet, A. Revhaug, K. Lassen, C. Dejong, J. Andersen, M.
von Meyenfeldt, O. Ljungqvist, and K. C. Fearon. A comparison in five European
Centres of case mix, clinical management and outcomes following either
conventional or fast-track perioperative care in colorectal surgery. Clinical Nutrition
24 (3):455-461, 2005.
W. Raue, O. Haase, T. Junghans, M. Scharfenberg, J. M. Muller, and W. Schwenk.
"Fast-track" multimodal rehabilitation program improves outcome after laparoscopic
sigmoidectomy - A controlled prospective evaluation. Surgical Endoscopy and Other
Interventional Techniques 18 (10):1463-1468, 2004.
P. Older, R. Smith, P. Courtney, and R. Hone. Preoperative Evaluation of CardiacFailure and Ischemia in Elderly Patients by Cardiopulmonary Exercise Testing. Chest
104 (3):701-704, 1993.

