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The world is still in the grip of a COVID-19 pandemic. The

small part of the well-resourced world that I live in (the UK) is

now focusing on trying to get back to some semblance of

normality. Our thoughts are with those who are at a very

different phase of dealing with the ravages of this virus, and in

particular those in other parts of the world with far fewer

resources.

The UK is one of the wealthiest countries in the world. We

have a ‘free at point of care’ NHS or universal health coverage.

We had a growing challenge with keeping up with demands

for elective major surgery before COVID-19. This seemed to be

common to all well-resourced countries and even worse

elsewhere, as was well summarised in Ludbrook’s editorial in

the British Journal of Anaesthesia entitled the ‘Hidden pandemic

of postoperative complications …’ published in 2018, well

before we had seen the first surge of COVID-19.1 Dobbs and

colleagues2 have now quantified the additional backlog of

elective surgery in the NHS after the initial outbreak of COVID-

19 in England (pre-vaccine era). They used robust national

hospital episode statistics (HES) from England and comparable

data from Wales to come up with an estimate of 2.3 million

additional surgeries that are now added to the waiting lists

that were already growing and out of control. To use a coastal

analogy, as providers, we had big waves crashing down on us,

we could see a tsunami on the horizon and the seas just got

bigger. At the same time, we are all exhausted. Tired of step-

ping up, acting down (or un-retiring for some of us), extra

shifts, proning teams, cancelled leave, lockdowns, personal

protective equipment challenges, being infected with COVID-

19, having long COVID, and so on. So, what now? Sink or

swim? Do you want to be an agent of change and recovery? I
of original article: 10.1016/j.bja.2021.05.001.
think most of us do. But first, everyone should get a decent

break, take a holiday, and rebuild some energy.

What should we do next? Systems work best when you

have a dialogue from top to bottom and bottom to top. The

very top usually does want to hear your great ideas, but we

need to work via existing structures. You know your line

manager. Do you know theirs, and the chain to the top? Who

is your chief financial officer? Who sits on the board? Have

you been to a board meeting or read the minutes? Learn to

speak the lingo. Old adages: ‘Bring solutions not problems’;

‘it’s not about the money e it’s about the money’; ‘have an

outline business case’; ‘know the cost of everything and the

value of everything’; ‘own your problems’; ‘have an elevator

pitch’ (e.g. ‘Did you know that death after surgery is now the

third commonest cause of death in the world after cancer

and heart disease and more than HIV, malaria, and tuber-

culosis together?’).

Then we must look on this as a challenge rather than a

problem, and a massive opportunity rather than another

crisis. The last global crisis was allegedly the financial crash of

2008e9. The UK was hit pretty badly, and the infamous

handover note left for the incoming Minister of the Treasury

read: ‘I’m afraid there is no money’.3 Well, there is a lot less

now. I was privileged at that time (2008e13) to be a National

Clinical Lead (with Alan Horgan, a surgeon from Newcastle,

UK) for our NHS Enhanced Recovery Partnership Program.4 We

saw the rapid spread and adoption of enhanced recovery after

surgery (ERAS) principles and practices throughout the NHS

starting with major cancer surgeries (colorectal, urological,

and gynaecologic) and primary hip and knee replacements,

which resulted in reduced lengths of stay, fewer complica-

tions, no increases in readmissions, far greater levels of pa-

tient and provider satisfaction, cash savings, and increased

bed availability; it was like opening a hospital for free.4 This
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program was all about quality and value (not cost), it was

driven by data and change management experts, it focused on

return on investment (ROI) rather than cost cutting. Circa 2010

things seemed to slow down again, and we saw less and less

process and outcome data and reverted to more of a cost-

cutting culture. Surgery waiting lists were starting to grow

again by 2018 and then … COVID-19.2

Whatever we come up with as a plan or strategy for the

next 5e10 yr, it needs to be achievable and affordable, and

rapidly deliver high value healthcare.5,6 It has been said that

‘the greatest innovation in modern healthcare would be to do

what we know’. Here are six things that I think we know will

make a difference. I classify them as ‘things we can’t afford

not to do’, as opposed to the usual excuse of ‘things we can’t

afford to do’. Five of the recommendations are the same ones a

group of usmade in the policy document entitled ‘Modernising

Care of Patients Undergoing Major Surgery’ published in 2005

(Fig. 1). You may already be doing all of this (well done), but

many of our institutions still are not.
New standards of care

ERAS is supposed to have been the new standard of care in the

UK since 20124 when a declaration was signed in public by our

healthcare leaders. Yet I still go to virtual meetings where

colleagues are talking about new ERAS pathways. There are no

excuses for anything other than total ERAS and beyond.7e9 The

pathways are all written and open access. For those still

struggling to get local engagement with ERAS badged en-

deavours, I recommend focusing on the immediate post-

operative phase using the DRink, EAt, Mobilize (DREAM)

approach.10 Loftus and colleagues11 published results of a

quality improvement programme in which they just focused

on DREAM and delivered all the promises of ERAS. By focusing

on this very tangible combined process and outcome, there is a

natural adoption of enhanced recovery principles (e.g. less

opioids, multimodal painmanagement, more precise fluid and

haemodynamic management).
The following actions are needed to im

•  Implement new standards of care that in
   assessment, preparation and triage, intr
   post-operative resources.
•  Establish pre-operative assessment at a
   pathway, in order that decisions can be 
   procedures.
•  Encourage clinical teams to spend relat
   technology that will save greater amoun
•  Prioritise the rational use of critical care
   major surgery.
•  Analyse data and evaluate the differenc
   NHS centres and those in other countrie

Fig 1. From: Bennett D, Emberton M, Garfield M, Grocott M, Mythen M (

The Improving Surgical Outcomes Group 2007, University College Hos
Re-engineer the surgical pathway

There are numerous working examples of re-engineering

surgical pathways now in the NHS.12 13 Getting access to pa-

tients as close to the ‘moment of contemplation of surgery’ is

key. Telephone or online triage allows RAG rating (Red, Amber,

Green). Filtering out lower risk patients allows allocation of

resource to the high-risk subset (about one in five), and en-

ables shared decision-making and end-of-life dis-

cussions.12e15 ‘Surgery schools’12 are appearing and there are

anecdotal reports of greater patient engagement with ‘virtual

surgery school’ since COVID lockdowns. COVID-19 has been a

catalyst to many of these changes; there is probably no going

back to over-use of the last-minute preoperative clinic. The

‘Fitter, Better, Sooner’ campaign has been promoted by the UK

Royal College of Anaesthetists.16
Appropriate adoption of technology

Appropriate adoption of technology improves outcomes, but

this has to be imbedded in a system that can evaluate the

value proposition.5,7,12 Avoidance of major complications

should be the focus. They are miserable for the patient and

reduce the quality and quantity of life. They also consume bed

days and reduce patient flows and productivity (opportunity

costs). If adoption of novel technology reduces complication

rates (e.g. acute kidney injury, lung injury, surgical site in-

fections) then there will be an ROI. There are numerous such

technologies to be considered (monitors, drugs, devices, etc.).

It would be a false economy is to write them off based on

acquisition cost.17,18
Lack of critical care beds

Lack of critical care beds in the UK (about 7 per 100 000 of pop-

ulation vs 20 inGermany, 25 in theUSA, and anaverage of 12e14

in theEU)hasbeenveryobvious in thepandemic. Surgecapacity

has been provided by expansion into the operating rooms,
plement the modernisation of care.

corporate improved pre-operative
a-operative care, and improved use of

 much earlier stage in the patient
made about fitness for various

ively small amounts of money on
ts of money in other areas.
 resources, for patients undergoing

es seen in patient outcomes between
s.

2007) Modernising Care for Patients Undergoing Major Surgery. London:

pital.
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recovery areas, and beyondwith redeployment of staff. We just

about kept up with demand within the acute hospital footprint

and did not have to use temporary field hospitals to the extent

that was originally predicted. However, this has accelerated the

opening of the already proposed or planned Enhanced Post-

operative Care or Level 1þ units.19e21 I recently participated in a

Twitter fest of exchanges regarding naming such units (e.g.

PERU vs PACU vs ESCU). We must keep the pressure up on this

overdue expansion. The Modernising Care of Patients Under-

going Major Surgery policy document was motivated by this

shortfall in acute care beds, and it was written in 2005!
Data, data, and more data

Death after surgery is now considered the third most common

cause of death in the world after cancer and heart disease, and

leads to more deaths than HIV, malaria, and tuberculosis

together. Do you know the length of stay and readmission

rates for the types of cases that you routinely care for? What

about rates of acute kidney injury or wound infection? Gather

all your available data and share it. You may already get reg-

ular reports that include the data recommended by the Peri-

operative Quality Initiative (POQI),22 but many of us do not.

The minimum data set recommended by POQI should be re-

ported to all of us.22 Benchmark as much as you can. Do an in-

house evaluation. For example: ‘I wonder why we have top

quartile results here, but bottom there?’ What can we learn

from that? All of our hospitals have data. If you’re not already,

then be more interested in it and pester for it. We are part of

the biggest industry in the world. We have to know what we

do. Andwe are now evenmore highlymotivated to do this. We

are all providers, payers, and patients. In the UK we can join

the Perioperative Quality Improvement Program (PQIP).23 A

snap audit of DREAM rates can be done by one person with the

back of an envelope and a pencil.10

Finally, not on the original list are research and disruptive

innovation. Research active hospitals have better outcomes.

Patients in research studies have better outcomes, including

the control group.24 In the UK we have a national portfolio of

approved studies (National Institute of Health Research

[NIHR]) that attract additional research support funds.24 We

have an excellent Perioperative Medicine Clinical Trials

Network (POMCTN) that provides education, training, and

support.25 The aftermath of a crisis is usually an excellent time

for disruptive innovation. During the pandemic we have seen

plenty of ‘thinking outside the box’ and rapid evaluation of

newways of working. For example I see no reason to go back to

physical clinics when ‘virtual’ works well. It has been rather

refreshing to be in ‘can do’ mode. Clinical trials, structured

evaluation of novel technologies, quality improvement, and

disruptive innovation are things we cannot afford not to do. As

the cost cutting looms on the horizon, we must defend these

activities. The original strap line for our NIHR was ‘for the

Health and Wealth of the Nation’.

All of these proposed changes and more are supported by

the UK Centre for Perioperative Care (CPOC). ‘CPOC is a cross-

specialty centre dedicated to the promotion, advancement,

and development of perioperative care, for the benefit of both

patients and the healthcare community’.26 There is wealth of

open-source materials on their website including many

endorsed guidelines and publications.26

In parallel with the challenges and opportunities that are

presented by the surgery backlog from the COVID-19 pandemic

that is still raging in many parts of the world, we are also
coming to terms with yet another silent pandemic: post-acute

COVID-19, or ‘long COVID’ syndrome.27 The persistence of

symptoms and delayed complications, long-term complica-

tions of COVID-19, or both, have been described in millions of

patients. The organ-specific sequelae have been codified, and

hypothesised pathophysiology is being formulated.27 However,

successful management strategies and therapies have not been

determined. Evidence-based guidelines on timing and type of

surgical management for long COVID patients are, under-

standably, not yet available. Many long COVID patients have

exacerbations triggered by ‘stress’. This is likely to be a major

factor in planning surgery for such patients.

Whatever we face, we must stay calm and carry on. If we

continue to lead (irrespective of our title) the delivery of safe,

effective, patient-centred care, wewill deliver the ‘triple aim’ of

health, care, and cost.9,12 We are the stewards of fiscally

responsible healthcare. We know what to do5e27; the greatest

innovation would be to do it.4,11 I see enormous opportunity,

but I think we are still starved of data.4,22 I can handle the truth.
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