Auditing Minor Surgery in Primary Care

A Compelling Case For National Standards
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This re-audit aimed to compare minor surgical outcomes at a primary care
practice by a single practitioner with both a previous audit and with national
standards. Procedural site, post-operative infection and histological accuracy

were assessed.

In the period of May 2018 — April 2019 137 surgical procedures were identified.
The audited practice carried out more procedures on the head/neck compared
to the national standard (p<0.001). The audited practice had a post-operative
infection rate of 3.6%, compared to the previous audit finding of 1.5%
(p<0.001). Histological accuracy by the ESGP far exceeded previous national

findings (2,3).

Comparing with national standards revealed both an interesting, yet disturbing
picture - there are no meaningful national standards. A self reported national
audit in 2016 (2) cite an infection rate of 0.4%, whilst the a 2008 randomised

Abstract

Minor surgical procedures are an increasingly routine part of primary care in the
UK, in line with the Department of Health drive to move health provision to
ocal settings (1). This should not come at the expense of procedural quality and
natient safety. Previous studies (2,3) found mixed effectiveness of surgical
orocedures in primary care.

control trial (3) cites a radically different figure of 19.2%.

This audit recommends:

A safer surgery checklist in primary care (figure 3)

A register of surgery done in primary care as described in (2), so as to lay the
foundation of a meaningful national standard in minor surgical procedure

outcomes..

Implementation of a GP led follow up clinic for operative procedures.
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Before anaesthetic is administered

* Has the patient confirmed their
dentity?
LYes
ONo

¢ |5 the surgical site marked?
UYes
ONo

* Does the patient have a known
allergy?
UYes
ONo

¢ |5 there a risk of >500mil blood loss
ONo

QYes, and two cannula with IV

fluids emergency drugs are
prepared.
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Figure 1: A graphic breakdown of the patient population revealed by running the search of Vlision

Graph 1: Comparison of surgical sites at the audited practice and that at Botting et al (2). Error
bars represent 95% confidence intervals.
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e Responder bias since GPs
confident in their work would

reported data about the ~ weeks post-procedure.

e Reviewed by blinded independent
reviewers randomised to compare
primary and secondary care.
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Before skin incision

+ Are there any critical or non-routine
steps?
es
Mo

* How long will the case taker

+ Are there specimen pots ready for
tissue sampling?
'fes
Mo

* Are there equipment issues or
concemse

e
Mo

Figure 2: Infographic comparing key elements of the
Botting et al national audit and the MiSTIC randomised

controlled trial.

After the procedure

¢ S5pecimen labelling ensuring correct
identifiers on sample pots?

UYes
QMo

* Has the patient been booked a
follow up appointment if necessaryr

UYes
QMo

* Were there any key eguipment
problems to be addressed?”

Yes
QMo

Figure 3: Amended version of the WHO safer surgery checklist for
primary care.
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Conclusions and further research

The quality of minor surgery at the audited GP
differed from national standards. This audit has
highlighted an impasse as it is unclear which standard
should be used.

We propose that the MiSTIC trial to be more reliable
since it uses randomisation and directly compares
primary care and hospital settings.

Inline with moving minor surgery to primary care
more high quality research into the effectiveness of
this needs to be carried out.
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