Editorial
Perioperative care: who, when, and why?
of SSI and hence the patients’ subsequent outcome. I suspect that
surgeons’ knowledge, based on the same questions, will be similarly low.
In order to further reduce SSI, robust research is needed in knowledge
translation, to ensure successful implementation of case-appropriate
antibiotic prophylaxis, as well as targeting other specific measures to
ensure that antibiotic prophylaxis is successfully implemented across
diverse working environments. Further work is needed which shows
how best to implement these interventions. Successful implementation
therefore needs education and can only be successful once it becomes
a sustainable implementation. As surgical services expand globally, a
larger focus on quality assurance is needed. Research programmes are
themselves a vehicle to expanding safe surgical practice. Collaborative
networks between surgeons and anaesthetists have delivered such
programmes and improvements.8 Doing so at a global scale presents
a new challenge that will require even greater international and interspecialty collaboration.3 Jocum, et al’s study shows that, although there
is some distance to go to achieve optimum perioperative care,1 the
potential gains to patients in doing so will be great.

Perioperative care aims to improve outcomes for patients around
the time of their operation. If this benefit is viewed as achieving a
complication-free, early discharge following a surgical episode, then
good care before, during, and after the operation is encompassed
within it. In order to span this timeframe, perioperative care needs to
be delivered collaboratively across the broad team looking after the
patient, including anaesthetists, surgeons, and nursing staff.
Jocum, et al’s article1 in this edition of the journal highlights the
limitations of anaesthetists’ knowledge of the antibiotic prophylaxis
needed for surgical procedures. Surgical site infection (SSI) is one of the
most common complications following surgery, with a high morbidity.
It has been shown to be more common in low and middle-income
countries, than in high-income countries.2 In Africa, mortality following
surgical complications (or ‘failure to rescue’) approached 10% in the
African Surgical Outcomes Study (ASOS).3 Unnecessary or excess SSI
may therefore drive mortality, and therefore it is important to prevent
SSIs. Preventing death after surgery is typically taken as the primary
objective of effective perioperative care. Whilst the mortality rate in
high-risk groups (e.g. emergency laparotomy) is as high as 30%,4 the
overall hospital level mortality for all procedures is typically less than
2%. With over 300 million operations annually,5 this translates into
several million deaths annually within 30 days of surgery. Some of
these deaths are potentially preventable. Mortality as a sole indicator
of perioperative care, however, ignores the other 98% of patients who
are subject to a wide range of morbidity. Indeed, between 13 and 18%
of surgical patients suffer some postoperative complication, of which
SSI is one of the leading postoperative complications.3 Targeting these
perioperative morbidities can bring benefit to a far greater number of
patients, and may decrease surgical mortality.
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Perioperative complications have implications for quality of life, timely
discharge from hospital, return to normal activities, and the ability to
work. Other common preventable morbidities that strike patients
within 30 days of an operation may have a similar impact, including
pneumonia, acute kidney injury, venous thromboembolism, myocardial
infarction, urinary tract infections.3 Additionally, complications that
have traditionally been considered surgical may also be influenced
by perioperative care, including anastomotic leak and the volume
of intraoperative fluids.6 Furthermore, complications that may have
traditionally been seen as medical, such as acute kidney injury, are
influenced by the intraoperative and postoperative care.7 These
examples illustrate the potential wider impact of optimum perioperative
care on patients’ outcomes, and have allowed perioperative medicine to
develop into a speciality in its own right in some parts of the world.
Jocum, et al’s paper elegantly shows that anaesthetists’knowledge of best
practice to reduce SSI is imperfect.1 It is possible that the anaesthetists’
role in antibiotic administration may directly impact on the incidence
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