
The Perioperative Vision  
Meet Doug !  

perioperative medicine: 
building models of care

The aim of perioperative medicine is to deliver the 

best possible care for patients before, during and after 

major surgery.  Perioperative medicine is a natural 

evolution in healthcare using existing skills and 

expertise within the NHS to provide an improved 

level of care throughout the perioperative period.

The multi-disciplinary perioperative medicine 

team can be led by doctors from various specialties, 

including anaesthesia, surgery, acute medicine, 

cardiology, and care of the elderly. They will provide 

evidence based perioperative care, driven by robust 

audit data. GPs and surgeons will have a single 

point of contact to ensure the individual needs of 

complex patients are carefully co-ordinated from 

the decision to offer surgery, through to the 

weeks and months after the procedure.

Perioperative medicine teams will lead the assessment 

and preparation of patients for surgery to optimise 

the treatment of co-existing medical disease. Teams 

will plan care in hospital, provide advice and support 

during the days after surgery, and review patients in 

clinic when they return home to ensure all harmful 

consequences of surgery are fully resolved.

The perioperative medicine team would provide an 

additional level of care for those patients who need 

it. This would include assessment and treatment 

before surgery, as well as individualised care in the 

days, weeks and months afterwards.  Perhaps most 

importantly, this team provides a single point of 

contact for surgeons and GPs co-ordinating the 

care of these complex patients. 

This complete model of care does not yet exist in the 

NHS, but there are numerous examples of hospitals, 

which have successfully implemented some of its key 

components. In the pages that follow, we describe 

some of these success stories, as well as identifying 

the gaps in care and exploring how a joined-up 

pathway would work. 
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Preoperative Assessment  

• Assessment of Risk Level 

• Shared Decision Making  

• Comorbidity (Definition, Optimisation)  

• Lifestyle Choices (e.g. Smoking, Alcohol) 



Perioperative Reality 



“Ageism” in Surgery ? 

• No Denominator 

– ? lack of referral 

– ? lack of presentation 

– ? lack of operability 

– ? lack of consent    

 

• ? Risk averse 

• Equity of Access 

 



Cardiopulmonary Exercise Testing 



Snowden et al. 2013. Ann Surg 257; 6: 999-1004   
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Young Fit 0.9 
Fit Old 1.0 day 
 
Unfit Young 1.9 day    
Unfit Old 2.9 day 

Young Fit 12 
Fit Old 13 day 
 
Unfit Young 16 day   
Unfit Old 23 day  

Snowden et al. 2013. Ann Surg 257; 6: 999-1004   



Exercise Testing Evidence 

Outcome (Patient Groups) 

• Colorectal 

• Hepatobiliary 

• Pancreatic Surgery 

• Vascular 

• Liver Transplantation  

• Oesophageal  

• Obesity 

• Renal Transplant  

 

Diagnostic  

• Pulmonary Hypertension  

• Cardiac Limitation  

• Respiratory Limitation  

• Pulmonary shunting  

• Ischaemia  

• Aortic Stenosis  
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Exercise Therapy 



(1) Exercise Referral Context  

Exercise referral scheme (typically a 10-12 week, leisure centre 

based).  

 

Comments  

• Weak evidence for an long term increase in physical activity  

• No evidence to support benefit to other outcomes (e.g. QOL).  

• ? Value compared with alternative interventions to promote 

physical activity (e.g. behaviour change) 

BMJ 2011;343:d6462 Pavey TG et al  



(2) Physical Activity vs Exercise  

Physical Activity  

• Bodily Movement via skeletal 

muscles 

• Energy Expenditure  

• HIGH Correlation with fitness  

• Planned, structured and 

repetitive movements 

• Key objective is to improve 

physical fitness 

 

• Bodily Movement via 

skeletal muscles 

• Energy Expenditure  

• Correlation with fitness  

Exercise  



(3) Surgical Timescales 

• Short surgical timescales  

• 4-6 weeks at worst (? Opportunity to prolong) 

Vs  

• Mostly 12 week exercise courses 

• Unmotivated, sedentary patients  

• Busy Clinicians   



Preoperative Exercise  



Preoperative Exercise Therapy 

Preoperative aerobic exercise training in elective intra-cavity surgery: 

A systematic review 

 

• 2443 Abstracts  : 10 Studies included  

 

Comments 

• Feasible, safe  

• Improvement in CRF (5-15%) 

• Variability in studies  

– Age and risk groups (CABG, Lung Surgery, Colorectal) 

– Intervention regimes  

O’Doherty A.F. et al. 2013. BJA.  



Home Based ?  

Home based  

RCT Colorectal Surgery  

38 days (median) exercise regimes  

Protocolled vs Unstructured Exercise  
 

Results 

• N= 133: Mean Age 61 yrs 

• 33% Respond; 38% Retain baseline; 29% Deteriorate 

 

Problems 

• Poor adherence (15-20%) 

• Poor support networks (physical and social)  

• Disbelief that fitness aids recovery 

Carli F et al. 2010. BJS 97 1187-97   
Mayo et al 2011. Surgery; 150; 505-514 



Hospital Based?  

Hospital Based  

• Feasibility RCT 

• N=16 (Surgical)  

• Older Age > 65 yrs 

• 3 x week ; 40 min sessions  

 

Methods 

• Qualitative Interviews 

• Quantitative CRF results 



Qualitative Considerations  

Theme 1 – Surgical intervention and shared decision-making   

• Respected  the surgical team  

• Right decisions regarding patient clinical care.   

  

Theme 2 – Activity levels and physical fitness prior to surgery 

• Understanding that Physical fitness was important before surgery 

• Responsibility to play an active role in their own recovery.  

• Needed support and guidance of a healthcare professional. 

  

 Theme 3 – Pre-operative exercise programme 

• Surgery focused mind and increase motivation. 

• Training was manageable and challenging enough to produce subjective physical benefits. 

• Attending the hospital gym three times per week was just acceptable over a six-week period.  



Exercise in Surgery   

• 80% - CRF improvement (variable) 

• Non-exercisers want to exercise (Hawthorn Effect) 

• Recruitment – Only 20% of eligible numbers  

• Barriers to Preoperative Exercise 

– Travel , Access and Commitments 

– Contactability  

– Fitness 



Retention Improves Response  

RCT  

Hospital Based  

• 39 subjects 

• Colorectal Surgery 

• Pre and post Chemotherapy 

• 90% Adherance  

• 15% reduction in function  

• Negated by Structured training 

West et al 2014: BJA: Advanced access  



Community Based 

• Community - based exercise programs  

• Volunteers (65-87 yrs) 

• Remove Barriers (Travelling, Access, Contact, Commitments) 

• N= 53 : Delayed control study  

• Local gyms (Live Well Program (n= 19) and  Private Gym (n=34) 

 

Regime:  

• Supervised 

• Normal Unstructured vs High Intensity Structured  

• Up to 6 weeks  

• Offered 3 x week  
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Community  
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Fitness Matters ?  



Conclusions  

• Community setting removes many barriers  

• Structured, Intense program is acceptable 

• Variable response (expected)  

• Response in 4 weeks (60%) 

• 6 weeks exercise improved response 

• Initial Fitness unrelated to response  



Questions Yet to Answer  

• Will it improve Surgical outcome ? 

• Will it improve Patient outcomes   

– Rehabilitation ? 

– Functional Recovery  

– QOL   

• Will it be maintained ? 

• Is it scalable  

• ? Economic Value  



What we Need to Happen  
 

• Co-design and development  of newer 

pathways and prototypes  

• Collaborations key to success 

• Primary Acute Care Networks 

• Behavioural components to be incorporated  



 


