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ABDOMINAL AORTIC ANEURYSM QUALITY IMPROVEMENT PROGRAMME
(AAAQIP)

ELECTIVE ABDOMINAL AORTIC ANEURYSM
PRE-OPERATIVE CARE BUNDLE
Guidance Notes For Use

Introduction
The Vascunet Report (2008) identified elective abdominal aortic aneurysm mortality as substantially greater in the UK than in other countries (7.9% vs. 3.5%)1. Early and late AAA mortality rates have been found to be increased in patients with a preoperative clinical diagnosis of “unfit for open surgery” 2. The U.K. Small Aneurysm Trial also found poor preoperative lung and renal function to strongly associate with postoperative death 3. Identification of preoperative factors associated with a high mortality risk is important to inform surgical policy and to direct suitable preoperative interventions. Bernstein et al, (1988) advocated a 72% 5-year survival of all their AAA patients as a direct result of an aggressive policy of screening for and selectively treating coronary disease and carotid stenosis preoperatively 4.
Preoperative assessment, risk scoring and MDT working are defined quality standards in the Vascular Society of Great Britain and Ireland’s (VSGBI) framework for improving the results of elective AAA repair (2009)5. To achieve these standards nationally, there is a need to introduce reliable preoperative screening checks through best practice protocols, ensure the involvement of the relevant clinicians and reduce variation in vascular practice.  

Therefore, the AAA QIP has outlined a strategy that aims to:
i) Reduce risk: Identify those high at risk from surgery and in need of preoperative intervention.
ii) Provide a pathway of care for those who are currently not fit for surgery.

iii) Ensure the minimum personnel required including anesthetists with interest in vascular anaesthesia are involved in the decision to treat. 
iv) Provide patients with the appropriate information and offer them a choice of treatment.

The following care bundle has been designed to achieve these aims. It should be implemented on all patients before surgical intervention.  
The Care Bundles Concept

The theory behind care bundles is that when several evidence-based interventions/guidelines are grouped together and applied in a single ‘protocol’, it will improve patient outcome*.

· It is a simple method of monitoring adherence/existence of local guidelines, and as such is a valid assessment of quality.

· It will provide rapid easily interpretable information.

· It is a form of auditing and can identify areas for improvement.

· It is NOT research.

· It is NOT prescriptive. Each unit can identify their own criteria for each element.

AAA PRE-OPERATIVE CARE BUNDLE

A. STANDARDS: 

To be completed on all patients (AAA>5.5cm) proceeding to intervention.
	Protocol in Care Bundle
	Intervention
	Measure

	1. All patients should undergo standard pre-operative risk assessment.
	Use Elective AAA Safe for Intervention Checklist.
(Care pathway Proforma 1)
	No. of patients having checklist completed. 



	2. All patients should undergo CT angiography for assessment for OR or EVAR.


	Include as integral part of AAA Care Pathway.
	No. of patients undergoing CTA.

	3. All patients should be seen by an anaesthetist with interest in vascular anaesthesia prior to listing for surgery.


	Ensure local process for anaesthetic involvement.
	No. of patients being seen by an anaesthetist.

	4. Patients should be assessed for surgery through a MDT process involving surgeon and radiologist as a minimum, with input from an anaesthetist interested in vascular anaesthesia.
	Complete MDT Proforma. 
(Care pathway Proforma 2)
	No. of patients assessed through MDT. 

	5. Patients should be given written information about their treatment and choice (if suitable) between OR and EVAR.
	Use local hospital AAA information leaflet or national AAA QIP patient information leaflets.
	No. of patients given AAA patient information leaflets and offered choice of treatment.


Notes:
1. Elective AAA Pre-operative Safe for Intervention Checklist. This is a traffic light protocol taken from the EVAR 1 and 2 trials. It has been reviewed and adapted for use by the Vascular Society and Vascular Anaesthesia Society of Great Britain and Ireland. The document forms a preliminary checklist to indicate whether to proceed with intervention or whether treatment should be postponed whilst patient fitness is improved. It is advised that all patients being considered for intra-abdominal aneurysm surgery should be assessed against it prior to being investigated for surgery.
2. CT Angiograpy. Vascular radiology departments should have a standard protocol for AAA EVAR assessment.  If renal impairment is present further action may be needed, based on the eGFR:
· eGFR > 60 
no additional procedures required

· eGFR 30-60 
ensure adequate oral rehydration before CT

· eGFR < 30 
patient to be formally discussed at MDT to decide if fit for intervention, prior to imaging. Patient to be managed using written protocol to minimize risk of contrast induced nephropathy. Consent to include statement on risk of requiring renal replacement therapy. 
· Care needs to be taken with IV contrast in renal impairment and local guidelines should be followed.

· CTA will be performed according to local protocols pertaining to the particular type of scanner in use. In general, assuming that a modern multi-slice scanner is available for assessment, the protocol should include a suitable volume of IV contrast injection (100-120 mls) with bolus-tracking to trigger the imaging and maximum 2mm slice acquisitions, with 1mm reconstructions in order to produce adequate raw data for 3D analysis.
· Ultrasound measurements of aortic diameter should use inner to inner wall in line with the NHS abdominal aortic aneurysm screening programme.
3. Anaesthetist. All patients should be seen pre-admission by an anaesthetist with an interest in vascular anaesthesia. N.B. For this purpose an anaesthetist with an interest in vascular anaesthesia should be performing regular elective vascular anaesthesia. 
· Medication. At this stage, medication should be reviewed and optimised for the intervention. 
4. MDT.
· All elective procedures should be reviewed pre-operatively in an MDT that includes surgeon(s) and radiologist(s) as a minimum. An anaesthetist with interest in vascular anaesthesia should be consulted before deciding to admit for surgery. Centres should move towards anaesthetists attending MDTs. If this is not currently achievable applications for sessions for anaesthetists to attend the MDTs should be supported. Fitness issues that may affect whether open repair or EVAR is offered must be considered. ALL CT scans and patients who are seen with an AAA > 5.5cm, and those being considered for treatment below 5.5cm, should be discussed at the MDT. The decisions made at the MDT should be recorded, including the decision regarding Open or Endovascular repair for those patients proceeding to treatment. Any patient preferences for open or endovascular repair should be documented
· Surgeons and radiologists who perform AAA treatments should regularly attend AAA MDT meetings. Whilst it is recognised that current anaesthetic job plans may not include provision for attendance at these MDT meetings, this should also be an aim. 

· It is advised that the MDT is supported by a coordinator in order to ensure all appropriate cases are discussed and adequate documentation is maintained. 
5. Patient Information. All patients should be provided with an AAA information leaflet detailing the risk, complications and expected outcomes/recovery periods of AAA treatment options. Two patient information leaflets have been designed for this purpose, one for patients undergoing regular surveillance and one for patients being considered for intervention. The ‘Recovery from AAA Repair’ patient information leaflets taken from the Vascular Society’s AAA Quality Improvement Programme should also be provided to patients at the consultation or following surgery to provide more information on what to expect after AAA surgery e.g. pain, medication, returning to work.
6. Consent. All patients should sign a consent form detailing the risks, benefits and complications of the procedure. Standard agreed information should be included along with any local risk figures. All patients should be asked if their data can be entered into the National Vascular Database.

Structure Change:

This bundle needs to be incorporated into routine paperwork.
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B. PROTOCOLS

PROFORMA 1

                           The Vascular Society and 
                            Vascular Anaesthesia Society of Great Britain & Ireland

Elective Abdominal Aortic Aneurysm
– Preoperative Safe for Intervention Checklist

Guidance Notes For Use
The Quality Improvement Programme is designed to reduce the peri-operative mortality rate for elective AAA intervention to less than 3.5% by 2013.

The Safe for Intervention Checklist (overleaf) will help to grade the risk of treatment for individuals with an unruptured AAA.  It is recommended that the Checklist is completed for every patient being considered for elective AAA treatment and filed in the patient case notes.  
The Checklist is designed to be used as part of decision-making process on whether to proceed with intervention or whether treatment should be postponed whilst patient fitness is improved.  It is not designed to be used to decide on the need for intervention, but to inform the consent process with individual patients.  It is recommended that the results of the Checklist should be shared with the patient and their views recorded in the case notes.  
This Checklist should be used as part of preoperative workup as defined in the Quality Improvement Framework which should include preoperative assessment by an anaesthetist with experience in elective vascular anaesthesia (1).  It is intended that the Checklist should be used as part of a suite of Quality Improvement Programme tools including an AAA pathway and an Multi-Disciplinary Team (MDT) proform (www.aaaqip.com).

This document is endorsed by the VSGBI and VASGBI as a preliminary checklist. It is advised that all patients being considered for intra-abdominal aneurysm surgery should be assessed against it prior to being investigated for surgery.
(1) http://www.vascularsociety.org.uk/library/quality-improvement.html
Elective Abdominal Aortic Aneurysm – Preoperative Safe for Intervention Checklist


	Questions
	Y
	N

	1. Has the patient had a myocardial infarct or unstable angina/ angina at rest in the last 3 months?
	
	

	2. Has the patient had new onset of angina in the last 3 months?

	
	

	3. Does the patient have a history of poorly controlled heart failure?

(nocturnal dyspnoea or inability to climb one flight of stairs due to SOB)
	
	

	4.  Does the patient have severe or symptomatic cardiac valve disease? (e.g. Aortic stenosis with gradient >60mmHg or requiring valve replacement, drop attacks)
	
	

	5. Does the patient have significant arrhythmia? (Symptomatic, ventricular, severe bradyarrhythmias or uncontrolled supraventricular tachycardia)
	
	

	6. If available, does the patient have any of:-

1. FEV1 < 1.0 L or <80% of predicted value ; 2. PO2 < 8.0 kPa; 3. PCO2 > 6.5 kPa
	
	


If the answer to any of 1 – 6 is yes, the patient is coded RED and is very high risk for surgery
	Questions
	Y
	N

	7. Does the patient get SOBOE climbing one flight of stairs? (short slope if lives on one floor)
	
	

	8. Does the patient have evidence of moderate renal impairment (creatinine >180 micromol/l) or previous renal transplant ? 
	
	

	9. Has the patient had treatment for cancer in last 6 months, or has life threatening tumour?
	
	

	10. Does the patient have poorly controlled diabetes mellitus?                                  

(HbAlc > 7.5%, blood sugar usually >10 mmol/l)
	
	

	11. Does the patient have uncontrolled hypertension (i.e. SBP >190; DBP >105)
	
	

	12. Has the patient had a TIA or CVA within the last 6 months?  
	
	


If the answer to any of 7-12 is yes, the patient is coded AMBER and is higher risk for intervention. 
	Questions

	If the answers to all of the above are no, the patient is coded GREEN and is fit to proceed, provided they are on appropriate preoperative medication


Other Risk Factors 

Other risk factors that increase the risk (amber) or preclude (red) repair (circle): Yes / No

 (e.g. dementia, cancer, stoma, adhesions - specify if yes):…………………………………………
Please Tick

	Patient is coded:
	
	Proposed Action: 

	Red
	
	Not recommended for immediate intervention – Specialist review required if surgical treatment still to be considered.
	

	Amber
	
	Significant comorbidity requiring preoperative optimisation.
	

	Green
	
	Fit to proceed to further stage of formal assessment
	


N.B. It is recommended that all patients scoring red or amber should be reviewed by an Anaesthetist with experience in Vascular anaesthesia prior to listing for intervention.
Name:





Grade:


       Date:


 PROFORMA 2
NHS: Multidisciplinary Care Pathway for Elective AAA Intervention


                                  DETAILS OF AAA 







Asymptomatic / Symptomatic (circle)







Give details if symptomatic:







Maximum diameter (cm):

Date decision made to investigate with a view to intervention: 
/
/

Name of Vascular Consultant making this decision:



Information leaflet on AAA and treatment options (circle): Yes / No 
State reason if no:

Urgency of investigation (circle): Urgent / Routine 

KNOWN RISK FACTORS
   Tick


Risk



Details

(


Technical



(


Cardiac impairment

(


Respiratory impairment

(


Renal impairment

(


Other (specify):

INVESTIGATIONS REQUESTED (state reason if not requested)
   Tick


Test



Results

(


FBC


(


HbA1c (if diabetic)

(


U&E

(


LFT 

(


Coagulation screen1
(


Cross infection screen

(


ECG

(


CXR*

(


CPX

(


Respiratory function*

(


MUGA or echo*

(


CTA
* Not required unless unsuitable for CPX or specifically indicated
MULTIDISCIPLINARY TEAM MEETING
 Date:  ..  / ..  / ….

To discuss all patients with AAA > 5.5cm including those not operated on and those with aneurysms < 5.5cm being considered for treatment. Based on information captured above and with details of each case presented 
by the clinical team that did the outpatient consultation.
1. Team members present

Surgeon (s):

Radiologist(s):

Co-ordinator:
2. Anatomy


Suitable for EVAR: Yes / No / Maybe 


Comment: 
3. Physiology


Fit for surgery: Yes / No / Maybe


Comment: 

4. Decision 


Intervene:  EVAR /  Open


Further investigation: 

Imaging (comment):

Physiology (comment): 

Specialist consultation:


No intervention (comment): 

5. MDT sign off

Surgeon:


Radiologist:

6. Co-ordinator transmits documents to Anaesthetist, date:  ..  /  ..  /  ….

7. Decision re critical care bed: 
Yes / No 

Comments on fitness for intervention:

Signed off by Consultant Vascular Anaesthetist:

TREATMENT PLAN DISCUSSED WITH PATIENT AFTER MDT 
     DATE:  ..  /  .. /  ….
Open Repair     □
Waiting list form completed □    Patient given OR info leaflet □ 

EVAR
         □
Request form completed □    Patient given EVAR info leaflet □ 

No Intervention □      
Patient’s comments or requests: 

AAA PRE-OPERATIVE CARE BUNDLE AUDIT TOOL 

Has the patient met the criteria (AAA >5.5cm) to proceed to intervention? 
Please circle answer



YES / 
NO


Patient ID: 

Date & Time: ……/……/……… ………:……hrs 
AAA patient proceeding to intervention:
	AAA Pre-Operative Care Bundle Checklist
	Yes
	No
	Reason if NO

	1. Elective AAA Safe for Intervention Checklist completed?      
	
	
	

	2. CT angiography carried out on patient?
	
	
	

	3. Anaesthetist consulted on decision to treat?
	
	
	

	4. Multi-Disciplinary Proforma completed?
	
	
	

	5. Patient given evidence based written information about the treatment they should be offered? 
	
	
	

	6. Patient offered a choice (if suitable) between OR and EVAR?
	
	
	


Name:





Designation:


       Date:


Signature:

PATIENT LABEL


Name:


DOB:


Hospital No:





NHS Number:








Hospital Number:








PATIENT DETAILS


Patient Name:


D.O.B:











Insert Label
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