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A B S T R A C T  

Objective: Analysis of various cases admitted to surgical unit of Pakistan Institute of Medical Sciences (PIMS), 

Islamabad.  

Patients and Methods: This cross-sectional study was conducted from Jan 2016 – Dec 2016 at Department of General 

Surgery, PIMS Islamabad. The record of all the cases admitted in Surgical Unit II during the year 2016 was reviewed. All 

data was collected on a specially designed performa that included basic information of patients like demographics 

characters, mode of admission i.e. emergency, outpatient department, referred or transferred from another unit, 

management i.e. operation or conservative treatment, the outcome of management i.e. discharge, referred or death, and 

the presence of co-morbidities. Data was recorded and analyzed by using SPSS version 20.  

Results: Total number of admissions during the study period was 822, out of these 54.3% (n=447) were males and 

45.60% (n=375) were females. The mean age of the patients was 35.9. The Record showed that 33.09% procedures 

were performed in an emergency while 66.91% were elective. Among these appendicectomy was the commonest 

emergency procedure while cholecystectomy was the commonest elective procedure. Majority of patients (94.89%) were 

discharged with full recovery and there were 19 (2.31%) deaths.  

Conclusion: Most patients were managed by surgery elective. Cholecystectomy being the most common elective 

procedure followed by breast surgeries and Appendicectomy was the most common operation performed in emergency. 

In Pakistan, there is a need for Surgical Audit in our hospitals for proper planning and betterment of health care system 

of the country. It is recommended to start computerized audit and sharing of patient’s database. 
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I n t r o d u c t i o n  
 

The surgical audit is an important strategy to maintain 

standards in surgical care in the hospitals. This is 

systematic, critical analysis of the quality of surgical care 

that is reviewed by peers against explicit criteria or 

recognized standards, and then used to further inform and 

improve surgical practice with the ultimate goal of 

improving the quality of care for patients. This standard 

should encourage administrators to provide adequate 

resources for these important activities. The word “audit” 

comes from the Latin word audire, meaning “to hear”.1 

Clinical audit is a process that has been defined as 

"a quality improvement process that seeks to improve 

patient care and outcomes through systematic review of 

care against explicit criteria and the implementation of 

change".2 Adapting audit system for the diversified field of 

surgery makes possible to analyze huge data and 

identifies areas for improvement of the clinical working. It 

may help in estimation of work burden, sorting of common 
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problems and preparing for their management in future.3 

In 1988, Flint under the title of “Philosophy and principles 

of auditing” described it as a social phenomenon with no 

purpose of gaining the reward except making the things 

serviceable and usable for ease. In the light of his 

philosophy audit emerged and evolved to fulfill the needs 

and interests.1 Prof David Johnson defined audit as 

“means of quality control for medical practice by which the 

profession shall regulate its activities with the intention of 

improving overall patient care”.4 So when it comes to the 

field of medicine it becomes the mean which represents 

medical practice quality control. It also assures the 

prevention and restriction of malpractice and promotes 

patient care as an outcome to it.3 The term audit is usually 

associated with accounting and implies the numerical 

review by an outside investigator for the prevention of 

fraud but in the clinical setting it is the collection of the 

data for the purpose of setting professional standards, 

assessing clinical performances and modifying the clinical 

practice.4 Clinical audits combined with feedback are a 

well-established quality improvement intervention, which 

is acceptable to practitioners and widely used in primary 

care.5 The evidence that quality assessment and quality 

assurance audits have improved medical practices is not 

much stronger than the evidence for utilization review. 

Many studies suggest that medical care evaluation 

studies have a marginal effect on the practitioner.6 A 

review of the historical development of auditing has 

shown that the objective of auditing and the role of 

auditors are constantly changing and auditing is seen to 

be evolving all the times.7 

In the surgical audit, it is difficult to set standards and to 

apply, so we need to measure the variations in outcome. 

It is nonpunitive, an educational process aimed at 

improving the outcome of patients. Locally relevant 

criteria should be compared to guide local resource 

allocation, surgical practice, and decision making. A good 

surgeon must never hide his/her faults but should learn 

from them in order to serve better his patients and 

improve his practice. 

In Pakistan, a structured program for the clinical audit is 

not available except in very few institutions. It is not a 

regular practice to conduct surgical audit routinely 

therefore proper clinical data is not available which can be 

reviewed and analyzed in terms of morbidity, mortality 

and other clinical outcomes, in order to improve the 

overall clinical practice.8 This study will help to predict the 

mortality and morbidity and will provide an idea and 

planning for future risks management from the current 

medical record. The aim of the study is to report the 

analysis of all admitted cases in surgical unit II of Pakistan 

Institute of Medical Sciences, Islamabad. 

P a t i e n t s  a n d  M e t h o d s  

This cross-sectional study was conducted at Department 

of General Surgery Unit II, PIMS Islamabad from January 

2016 to December 2016. An emergency day covered by 

the general surgery unit II was the every 4th day of the 

week and a weekend on the 4th week. It has two out 

patient days and three operation theatre days in a week. 

Data was collected on a self-designed performa which 

comprised of evaluation patient’s basic information, 

demography, mode of admission to surgical unit i.e. 

emergency/outpatient department/referred/transferred 

from another unit, management i.e. operation or 

conservative treatment, the outcome of management i.e. 

discharge/referred/death, and the presence of co-

morbidities. Details of the admissions were noted from the 

admission register that records patient’s demographic 

data, date and mode of admission. Details of the surgical 

procedures (emergency/elective) were recorded from the 

computerized data maintained by the paramedical staff at 

the reception of major OT and the department of HIMS. 

The collected data was recorded and analyzed by using 

SPSS version 20.  

R e s u l t s  

A total of 822 admissions were made during the year 

2016. Among them, 54.9% (n=447) were males and 45% 

were females (n=375). The mean age of the patients was 

35.9 years. Viral marker for hepatitis B was reactive in 

0.24% (n=2) and for Hepatitis C was reactive in 3.1% 

(n=26) patients. The minimum inpatient admission stay 

was only 1 day while the longest duration of stay was 63 

days with a mean hospital stay of 8.2±5.2 days. The 

record showed that these were 272 emergency 

operations, Appendicectomy being the commonest 

emergency procedure done in 57.35% (n=156) patients. 

Laparotomies accounted for 17.65% (n=48) of total 

operations performed in an emergency which include 
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Exploratory laparotomy for gastrointestinal perforation, 

penetrating, non-penetrating abdominal trauma, gunshot 

and stab wounds (Table 1).  

The elective procedures make up 66.91% of total 

surgeries performed at our unit. Cholecystectomy being 

the commonest elective operation, performed in 181 

(32.91%) cases, followed by breast surgery done in 85 

(15.45%) cases (table 2).  

As shown in table 3, 780 patients (94.89%) were 

discharged to home, while the mortality was 2.31% (n=19) 

in the year of 2016. 

D i s c u s s i o n  

The surgical audit has become an important part of the 

modern practice of surgery and an integral requirement 

for the surgeons, continuing professional development 

and commitment by further analysis thereby resulting in 

improved practice habits. In the developed world, a very 

successful national system for audit and comparative 

audit services are available9. In our study, a total of 822 

patients were admitted in surgical unit II from different 

modes of admission. Ali SA. et al reported a higher 

number of admissions in one year.10 We observed the 

male predominance of 54.9% in our study; similar finding 

(56%) has been reported in an Indian study.11 The mean 

age of the patients was 35.9 years and this finding is 

consistent with another local study.12 In this study 

frequency of elective procedures were much higher than 

those performed in an emergency. Cholecystectomies 

were on the top among all procedures. A local study 

reported similar results with a higher number of 

cholecystectomies in elective procedures followed by 

breast surgeries13. Among all the cases 

appendicectomies were the most commonly performed 

procedures followed by exploratory laparotomies in an 

emergency. Qureshi et al and Bhatti et al also reported 

appendiceal diseases as a most common emergency in 

their audit.13,14 Another study showed acute appendicitis 

as the commonest emergency procedure.8 and one of the 

local studies depicted inguinal hernia is the most common 

elective procedure.15 Comorbidities included diabetes 

(12.02%), hypertension (6.9%) and tuberculosis (1.76 %) 

cases. A British study conducted on minor surgical 

procedures at general practitioner level, reported head 

and face being the commonest sites observed.3 In our 

Table 1: Frequency of treatment given in emergency 
cases (n=272) 

Type of treatment Number Percentage 

Exploratory laparotomy /GI 
perforation / penetrating / 
non-penetrating abdominal 
trauma / gunshot / stab 
wounds / obstruction  

48 17.65 

Acute appendicitis / 
appendectomy / 
appendicular mass 

156 57.35 

Repair suturing of trauma 
wound  

21 7.72 

Vascular repairs 7 2.57 

Anorectal diseases  8 2.94 

Amputations  6 2.21 

Conservative management  26 9.56 

Table 2: Frequency of treatment given in elective 
cases (n=550) 

Type of treatment Number Percentage 

Conservative management  56 10.18 

Cholelithiasis/ 
Cholecystectomy 

181 32.91 

Hernia repairs 59 10.73 

Anorectal diseases 35 6.36 

Breast diseases  85 15.45 

Thyroid diseases  42 7.64 

Abdominal lymph node 
biopsies 

03 0.55 

Major abdominal procedures 35 6.36 

Congenital anorectal 
disorders 

06 1.09 

Vascular diseases 15 2.73 

Stoma reversals 14 2.54 

Eosophagectomies 05 0.91 

Thoracotomy, thymectomy  04 0.73 

Splenectomy 09 1.64 

Liver abscess 01 0.18 

Table 3: Outcome of all admitted patients (n=822) 

Outcome Number Percentage 

Discharges 780 94.89 

Death  19 2.31 

Referred  2 0.24 

Discharge on request 15 1.82 

Leave against medical 

advice 

6 0.73 



 

                           103 JIMDC  2017  103 

study, 7.7% cases were managed conservatively and 

discharged on medications which included acute 

pancreatitis, acute cholecystitis, patients with mild to the 

moderate liver or chest trauma, patients with ureteric colic 

and some patients with pelvic inflammatory diseases. The 

mortality was 2.31% which is more than other local 

studies (1.5%) 4 and (1.2%).14 In an international study, 

McGuire et al reported of 1.8% mortality in the audit of 

44,603 surgeries.16 The higher mortality rate in our study 

might be due to increased number of morbids referred 

cases from the peripheral hospitals to PIMS, Islamabad. 

The mortality rate of Scottish study after emergency 

surgery is high (5.1%).1 It is suggested that proper 

structured surgical audit is done regularly for a good 

surgical practice. Knowledge of the current pattern of 

admissions, diseases spectrum and health care resources 

should be known, as it is beneficial for both the patient 

and the clinician.18 

C o n c l u s i o n  

Elective procedures were 2/3rd of total operated cases in 

2016, while 1/3rd were operated in an emergency. We 

recommend the need for evaluating surgical work in the 

hospitals and immediate implementation of a surgical 

audit of admissions and procedures performed in the 

hospitals. As, unless we know the diseases spectrum and 

the changes occurring in the pattern of admissions, 

proper and better health care planning becomes difficult. 
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