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IMPORTANCE Anesthesia is one of the essential requirement before most of surgical 
procedure. This perioperative medicine practice require skill, training and 
implementation of standards. Various tools have been used for monitoring of clinical 
practice standards. These practice standards and performance indicators could be 
either from pre-anesthesia optimization, perioperative management, or post-
operative outcome. This clinical audit was carried out at a tertiary care teaching 
hospital. Three key performance indicators were selected including incidence of 1) 
postoperative nausea & vomiting, 2) post-operative pain and 3) hypothermia. This 
audit highlighted requirement of improvement in practice for optimum pain 
management in general surgery and orthopedic cases as well as adequate 
management of hypothermia in elderly patients. 
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nesthetic practice and protocols have been much 
improved in recent times. Safe delivery of 
anesthesia, early recovery and prevention of 
complications are desired in clinical setting.1 This 

can be carried out by clinical training, monitoring of the 
practice standards and improvement where required. 
Multiple key performance indicators have been used in 
anesthetic practice including incidence of post-operative 
nausea & vomiting, post-operative pain, incidence of 
hypothermia and many others.2 Enhanced recovery from 
anesthesia and surgery has been implicated as an 
important indicator for valuation of clinical practice. Above 
mentioned indicators are important components of 
enhanced recovery program. There results can be helpful in 
implementation of enhanced recovery program in clinical 
practice.3 

 

 
 
OBJECTIVES  
To evaluate the outcome of different key performance 
indicators of anesthesia in surgical patients.   
 

 
 
METHODS  
This clinical audit was carried out in recovery room of the 
operation theatre at Shalamar Hospital Lahore, Pakistan. 
Three indicators were selected keeping in view their 
importance in patient care and management. These 

included 1) incidence of post-operative nausea & vomiting, 
2) post-operative pain and 3) incidence of hypothermia. 
Data were collected from the files of 100 surgical patients 
in the month of November 2020 in the recovery room with 
the help of recovery staff and documented in prescribed 
Performa. 
 

 
 
RESULTS  
 
A total of 100 surgical patients including pediatric, adults 
and elderly were included in audit. Age range was about 1 
years to 89 years. Overall, 85% cases were conducted under 
general anesthesia while 15% under spinal anesthesia. 
Considering gender, 48% cases were male and 52% were 
female. Percentages of different surgical specialties were 
also noted. Regarding key performance indicators results, 
incidence of post-operative nausea & vomiting remained 
less than 5% in all types of surgeries. Considering post-
operative pain, around 10% of the patients of orthopedic 
surgery experienced moderate to severe pain and about 8% 
of general surgical patients experienced moderate to 
severe pain, however, patients suffering pain from ENT and 
plastic surgery remained around 1% while patients of 
urology surgery were pain free. Regarding hypothermia, it 
remained less than 5% overall where general surgical 
patients suffered more hypothermia as compared to 
orthopedic, urology, ENT or plastic surgery. Also, 
hypothermia was noted more in patients of advanced age. 
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Graph 1: Key performance indicators of anesthesia practice  

 
 
DISCUSSION 
 

Clinical practice cannot be improved unless we can find 
areas of improvement. Completing an audit is only the 
beginning. While it can be relatively simple to perform an 
initial audit, taking the next step and improving care quality 
is much harder and labor intensive. NICE Guidelines, Royal 
College or other professional societies in form guidelines, 
or the findings of various confidential enquiries provide a 
chance to re-examine our existing practice and to ensure 
auditing leading to quality improvement projects.4 Audit 
provides an evidence to design and contemplate future 
quality assurance projects. The sources of such evidence 
and data are from randomized controlled trials, smaller 
non-randomized studies or even expert opinion and 
guidance from bodies such as NICE, as described above. 
Audit provides an evidence that we have an issue and we 
need to work on them. Audit defines the gaps for quality 
improvement projects.5 Generally, simply exhorting people 
to ‘do better’ does not work at enhancing quality. 
Introduction of process facilities and is more productive 
than trying to change the minds. Designing and 

implementing such programs facilitates the process of 
improvement. This is a continuous process of managing, 
survey, implementing and re-examining.6,7 Different bench 
marks have been decided for these quality indicators. For 
example, generally accepted bench mark for post-operative 
nausea & vomiting is that it should be less than 30%, our 
results remained quite well. As for example, Paul and 
colleagues found incidence of postoperative nausea and 
vomiting up to 11% in low risk patients while up to 27% in 
high risk patients.8 With reference to incidence of 
postoperative pain, ideally should be no pain, so we can say 
that we need to improve our practice especially in general 
surgical and orthopedic surgical procedures. Joshi and 
colleagues have previously highlighted the importance of 
pain control as inadequate pain management has 
consequences for the health and care resources.9 
Considering postoperative hypothermia, its usually 
accepted bench mark is less than 10%, we remained well, 
but still it should be improved especially in elderly patients. 
Vural and colleagues found incidence of hypothermia 
around 11%. They concluded that adequate measures of 
temperature control could help in prevention of 
inadvertent hypothermia.10 

The improvement in practice need continues monitoring, 
quality improvement meetings and training of staff. This is 
followed by regular audits to find the areas of improvement 
and the results of interventions done and to find further 
areas of improvement. Our audit has certain limitations as it 
was a limited sample size. We can have larger sample size 
to get more authentic results to implement changes. 
However, implementing adequate management measures 
can help to reduce the incidence of above mentioned 
clinical problems and it can lead to improved patient 
outcome helping also in implementing enhanced recovery 
from anesthesia and surgery program. 

 
 

CONCLUSION  

This audit highlighted requirement of improvement in 
practice for optimum pain management in general surgery 
and orthopedic cases as well as adequate prevention and 
management of hypothermia in elderly patients. 
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