Improving the results of major amputation surgery questionnaire: Results
The following questionnaire is designed to determine the view of VSGBI Members on the draft framework for ‘best practice’ in undertaking lower limb amputation. 

For each of the proposed standards please indicate which of the following most closely represents you view:

KEY:

A =   agree with standard and already do it

B =   agree with standard, don’t do it yet, but could probably comply without a major 
         upheaval

C =   agree with standard, but currently do not see how it can be achieved in this hospital 

         without a major upheaval

D =   do not agree with standard and do not do it yet, but could probably comply without 

         a major upheaval

E =   do not agree with standard, and currently do not see how it can be achieved in this 

          hospital without a major upheaval

Draft standards for major limb amputation

1. All patients should be assessed and managed by a multidisciplinary vascular specialist team that regularly undertakes lower limb amputation.  

	A
	B
	C
	D
	E

	110
	20
	7
	0
	2

	79%
	14%
	5%
	0%
	1%
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2. The decision to amputate should be timed and recorded in the notes, and a named individual should be allocated preoperatively for support and to co-ordinate care (Amputation Champion). 

	A
	B
	C
	D
	E

	33
	63
	23
	16
	4

	24%
	45%
	17%
	12%
	3%
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3.  All patients should have a formal clinical risk assessment including review by, or in consultation with a consultant anaesthetist. Controllable risk factors should be optimised before the intervention. 
	A
	B
	C
	D
	E

	67
	54
	11
	8
	1

	48%
	38%
	8%
	6%
	1%
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4. Discharge planning and rehabilitation should be considered preoperatively, and review by the rehabilitation team encouraged at this stage. 
	A
	B
	C
	D
	E

	84
	29
	20
	3
	3

	60%
	21%
	14%
	2%
	2%
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5. Operation should take place on a planned operating list during normal working hours (target 75% amputations done between 8am and 8pm).

	A
	B
	C
	D
	E

	62
	38
	33
	2
	5

	44%
	27%
	24%
	1%
	4%
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6. Patients not booked on a planned list should have their amputation done within 48h of the decision to operate, and no patient should have their operation deferred more than once, unless there are new medical contraindications. 

	A
	B
	C
	D
	E

	62
	47
	28
	2
	1

	44%
	34%
	20%
	1%
	1%
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7.  The operation should be done, or directly supervised by a trained surgeon who has a regular practice in amputation procedures, and has knowledge of the implications for rehabilitation.
	A
	B
	C
	D
	E

	111
	21
	8
	0
	2

	78%
	15%
	6%
	0%
	1%
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8. The aim should be to undertake below knee amputation (BKA) wherever appropriate: aim for below knee: above knee amputation ratio >1, with continuous audit of outcomes and revision rates.

	A
	B
	C
	D
	E

	86
	32
	2
	11
	5

	63%
	24%
	1%
	8%
	4%
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9. Planned operation should only be undertaken in a facility with ready access to blood products and availability of level III critical care (ventilation, renal support). 

	A
	B
	C
	D
	E

	123
	10
	3
	2
	3

	87%
	7%
	2%
	1%
	2%
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10. Amputation should only be undertaken in a unit with 24/7 network or on site vascular cover, with access to multiprofessional support (cardiac/respiratory/renal/ diabetes).

	A
	B
	C
	D
	E

	115
	7
	8
	6
	6

	81%
	5%
	6%
	4%
	4%
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11. There should be prompt access to a local amputee rehabilitation team, including early mobilisation and physiotherapy, followed by formal referral to a specialist prosthetic team.

	A
	B
	C
	D
	E

	125
	13
	2
	0
	1

	89%
	9%
	1%
	0%
	1%
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12.  All major limb amputations should be recorded on the National Vascular database; clinicians should undertake regular review of their practice and outcomes (morbidity and mortality meetings).

	A
	B
	C
	D
	E

	77
	46
	11
	3
	4

	55%
	33%
	8%
	2%
	3%
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