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INTRODUCTION

Acute High-risk Abdominal (AHA) surgery carries high morbidity and
mortality, and Iin 2012 a national AHA protocol was introduced In
Denmark, to Improve quality and ensure consistency of treatment
nationwide. This iIs continuously monitored based on automatic data
acquisition (Figure 1), however, external validation remains sparse.
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Figure 1. National algorithm for identification of patients with acute high-risk abdominal
conditions requiring surgery.

Abbreviations: Index-contact defines relevant diagnosis- and procedure code. Contact defines the
registration of an acute admission to the hospital.

Aim
To assess completeness and correctness of data from the Danish

National Quality Registry for AHA surgery patients treated at Aalborg
University Hospital.

METHODS

We conducted a retrospective, single-center validation study at Aalborg
University Hospital, Denmark, including patients treated during the period
from 28th March 2022 to 30th April 2024. Patients meeting predefined
AHA criteria were identified through manual audit of operating theatre
booking lists and confirmed by electronic health record (EHR) review.
This manually identified cohort served as reference and was compared
with cases captured by the Danish National Quality Registry for AHA
surgery patients.

RESULTS

Completeness

A total of 701 patients were identified across the two data sources. Of
these, 211 (30.1%) were present In both cohorts, 455 (64.9%) were
identified only in the manually audited cohort, and 35 (5.0%) appeared
only in the registry cohort (Figure 2).
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Figure 2. Study designh — two data sources compared (areas proportional to n)

Manual audit (EHR cohort)
Theatre lists + EHR review - n = 666

National Quality Registry (AHA cohort)
ICD-10 diagnosis + procedure codes - n = 246
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Accordingly, the registry algorithm failed to identify 64.9% (455 of 701) of
all identified cases.

The main discrepancies appeared to be related to the identification
algorithm.

Correctness

Of the 35 cases found only In the registry cohort, 24 (9.8% of the total
cohort) did not fulfil predefined AHA criteria upon chart review and were
thus falsely identified. These included patients with cancer or other
chronical conditions booked for subacute procedures, patients with a
suspected AHA-diagnosis who upon diagnostic surgery did not meet the
criteria, but also patients with a suspected non-AHA-diagnosis booked for
surgery accordingly (i.e. obs. appendicitis). The remaining 11 were
missed due to misinterpretation of the procedure booked on the theatre
list or incorrect booking.

Thus, the sensitivity of the automatic data acquisition was calculated to
32.3% (Figure 3).
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Figure 3. Sensitivity of electronic national registry algorithm for automatic identification of acute
abdominal emergency conditions requiring surgery compared to manual auditing of the
electronic health records in the period from March 2022 to April 2024.

Of the 211 patients found in both data sources, 206 had available time
stamps for admission and first surgical procedure, which is one of the key
guality indicators monitored. Among these, 14 (6.8%) showed
discrepancies exceeding 24 hours between the two sources regarding
the interval from admission to time of surgery (Figure 4).
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Figure 4. Time stamps (nh = 206)

CONCLUSION

Our study demonstrated significant limitations in data completeness
within the Danish National Quality Registry for AHA surgery patients.
Notably 64.9% of patients were not Iidentified by the algorithm
combining procedure coding and data on admission.
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	Baggrund
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	Lederskab
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	Situationsovervågning
	Situationsovervågning fungerede (gennemsnit på 3.63), og medarbejdere hjalp hinanden og delte relevante informationer.

	Gensidig Støtte
	Gensidig Støtte fungerede godt (gennemsnit på 3.73), og medarbejderne opsøgte blandt andet på eget initiativ feedback på beslutninger.


	Konklusion
	Samarbejdet i Lægevagtens Natberedskab fungerede generelt godt - særligt teamets struktur og kommunikation. Medarbejderne havde et kendskab til hinandens roller og kompetencer, som de aktivt brugte til at finde den bedste løsning for patienten. Dette blev faciliteret af, at de sad sammen, hvilket de brugte aktivt til at effektivisere kommunikationen.
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