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AHSQC	Founda7on	Partners	

To our current Foundation Partners: 
     -Thank you 

(from the AHSQC team and our patients) 



20,000!!! – Jul 2017 

*3,013 Inguinal 
Patients 

242 surgeons 
294 sites 
24,348 pts 



Data	Request	Process	



Surgeon/FP/Non	FP	Process	



Basic	Informa7on	



Publica7ons	CommiZee	

•  Corey	Deekan	
•  12	Members:	AHSQC	volunteer	surgeons	

•  2	week	maximum	review	

•  Feasibility	checklist	
•  Author	feedback	
•  Data	Analysis	performed	at	Data	Coordina7on	Center	(Vandy)	



Approved	Data	Requests	Available	On	Web	
31	Ac7ve	Requests	



Peer	Review	Publica7ons	Available	



AHSQC	Advocacy	on	a	Governmental	Level	



Abdominal	Wall	Reconstruc7on	–AHSQC	
Defini7on	Recognized	by	CMS	

•  Ventral	hernia	repair	with	myofascial	release	(abdominal	wall	
fascial	layer	separated	from	muscular	layer)	

•  Implica7ons	for	QI,	coding,	and	reimbursement	

•  Myofascial	releases	
– Rives,	Ramirez,	Rives+TAR	





MDEpiNet	
•  MDEpiNet	–	FDA	led	ini7a7ve	designed	“…to	improve	medical	
device	safety	and	effec7veness	throughout	the	device	life	
cycle”	

•  Global	par7cipa7on	of	clinical	registries,	academic	centers,	
integrated	health	care	systems,	major	public	and	private	
payors,	prof	socie7es,	trade	orgs,	individual	companies,	Feds	



Have	Any	Of	You	Heard	This	in	Your	Clinic?	

•  “What’s	going	on	with	all	these	bad	meshes?”	
•  “Aren’t	they	tested	in	humans	before	you	place	them	in	us?”	

•  “All	these	mesh	recalls	have	me	scared”	

•  “Who	is	making	sure	these	meshes	aren’t	making	people	sick?”	

•  “Is	anyone	working	together	to	try	and	fix	this?”	



Patients understand 
and accept when 
there might be a 

perceived problem, 
you work together to 

try and solve it. 



Short	Term	Goals	
•  No	Hernia	Lei	Behind	

– Big	change	in	data	collec7on	

•  Focus	on	Follow	Up	
– Capture	clinical	follow	when	you	see	pa7ents	
– PROs	
– Data	Integra7on	



Evalua7on	of	Fascial	Release	
Techniques	with	Short	and	Long	

Term	Follow	Up	

William	W.	Hope,	MD	

Associate	Professor	of	Surgery	

New	Hanover	Regional	Medical	Center	
Wilmington,	NC	
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Research)	
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External	oblique	

•  Advantages	
– Well	described/studied	
– Easy	to	perform/reproducible	

– Provides	good	flap	advancement	
•  Disadvantages	

– Subcutaneous	dissec7on	
–  Infec7on	risk	
– ?Overu7lized	

   

Ramirez OM, Ruas E, Dellon AL. “Components separation" method for closure of abdominal-wall defects: an 
anatomic and clinical study. Plast Reconstr Surg. 1990. 
Albright, Diaz, Davenport, Roth. The component separation technique for hernia repair: a comparison of open and 
endoscopic techniques. American Surgeon. 2011 
 
 



Endoscopic/Laparoscopic	

•  Goals	
– Minimize	wound	morbidity	
– Achieve	same	advancement	of	7ssue	

•  Advantages	
– Does	appear	to	achieve	goals	

•  Disadvantages	
– Learning	curve	
–  Indica7ons/cumbersome	



Posterior	component	separa7on	
•  Tranversus	Abdominis	Release	

–  Recently	described	
–  Gaining	popularity	

•  Goals	
– Minimize	wound	morbidity	

–  Achieve	component	release	
•  Advantages	

–  Seems	to	achieve	goals	
– Wide	overlap	mesh	

•  Disadvantages	
–  Long	term	outcomes/sequela	data	needed	   

Novitsky, Yuri W., Heidi L. Elliott, Sean B. Orenstein, and Michael J. Rosen. "Transversus Abdominis Muscle 
Release: A Novel Approach to Posterior Component Separation during Complex Abdominal Wall 
Reconstruction." The American Journal of Surgery 204.5 (2012): 709-16. Web. 





Ques7on	

•  Myofascial	Release	

– External	oblique	will	
have	a	higher	Surgical	
Site	Infec7on	(SSI)	rate	
then	Tranversus	
Abdominis	Release	
(TAR)	



External	Oblique	vs	TAR	



External	
Oblique		

TAR		

p-value:	
External	

Oblique	vs	
TAR		

Missing:	
External	
Oblique		

Missing:	
TAR		

Surgeons	
contribuEng	data		

N		 67		 111		 0		 0		

Sites	contribuEng	
data		

N		 50		 79		 0		 0		

Primary	surgeon	
affiliaEon		

N	(%)		 0.672EP		 6	(17)			 21	(19)			

			Academic		 17	(57)			 45	(49)			

			Private		 5	(17)			 22	(24)			

			Private	pracEce	
with	academic	
affiliaEon		

8	(27)			 24	(26)			

Surgeon and site volume 
 



External	Oblique		 TAR		
p-value:	External	
Oblique	vs	TAR		

Missing:	External	
Oblique		 Missing:	TAR		

Prevalence	of	comborbidiEes		 358	(82)			 2130	(82)			 0.845EP		 0	(0)				 0	(0)				

ComorbidiEes		 N		

			Immunosuppressant		 30								 177								 2	(<1)			 16	(1)				

			Smoking	(within	1	year)		 54								 278								 2	(<1)			 16	(1)				

			NicoEne	use	(within	1	year)		 80								 435								 2	(<1)			 16	(1)				

			Hypertension		 217								 1418								 0	(0)				 0	(0)				

			Diabetes	mellitus		 83								 568								 2	(<1)			 16	(1)				

			Dyspnea		 28								 154								 2	(<1)			 16	(1)				

			COPD		 47								 240								 2	(<1)			 16	(1)				

			History	of	abdominal	wall	
surgical	site	infecEon		 150								 767								 2	(<1)			 16	(1)				

			History	of	component	
separaEon		 22								 145								 2	(<1)			 16	(1)				

			History	of	open	abdomen		 112								 403								 2	(<1)			 16	(1)				

			Current	steriod	use		 11								 57								 3	(1)				 19	(1)				

Comorbidities 
 





External	Oblique		 TAR		
Missing:	

External	Oblique		
Missing:	

TAR		

27	(7)				 162	(7)				 46	(11)			 241	(9)				

InfecEon	type		 N		

			Superficial	SSI		 16								 112								 0	(0)				 2	(1)				

			Deep	incisional	SSI		 10								 45								 0	(0)				 2	(1)				

			Organ	space	SSI		 2								 9								 0	(0)				 2	(1)				

Surgical	site	infecEon	requiring	treatment		 27								 161								 0	(0)				 0	(0)				

Surgical	site	infecEon	requiring	procedural	
intervenEon		 17								 139								 0	(0)				 0	(0)				

Treatments	administered	for	SSIcata		 N		

			Oral	anEbioEcs		 15								 76								 0	(0)				 0	(0)				

			IV	anEbioEcs		 12								 56								 0	(0)				 0	(0)				

			Wound	opening		 14								 103								 0	(0)				 0	(0)				

			Wound	debridement		 8								 34								 0	(0)				 0	(0)				

			Suture	excision		 0								 0								 0	(0)				 0	(0)				

			Percutaneous	drainage		 3								 21								 0	(0)				 0	(0)				

			ParEal	mesh	removal		 1								 2								 0	(0)				 0	(0)				

			Complete	mesh	removal		 2								 5								 0	(0)				 0	(0)				

SSI outcomes 
 



SSI/O	requiring	
procedural	
interven7on		

48	(54)			 234	(55)			 347	(80)			 2155	(83)			

Treatments	
administered	for	
SSI/Ocata		

N		

			Oral	an7bio7cs		 26								 151								 0	(0)				 0	(0)				
			IV	an7bio7cs		 17								 72								 0	(0)				 0	(0)				
			Wound	opening		 27								 164								 0	(0)				 0	(0)				
			Wound	
debridement		

23								 55								 0	(0)				 0	(0)				

			Suture	excision		 1								 1								 0	(0)				 0	(0)				
			Percutaneous	
drainage		

13								 41								 0	(0)				 0	(0)				

			Par7al	mesh	
removal		

1								 3								 0	(0)				 0	(0)				

			Complete	mesh	
removal		

3								 6								 0	(0)				 0	(0)				

External	Oblique		 TAR		
Missing:	

External	Oblique		
Missing:	

TAR		

Surgical Site Occurrences Requiring Procedural Intervention 



Ques7on	

• Myofascial	Release	

– In	External	Oblique	
Release	Endoscopic	
will	have	lower	SSI	



Endoscopic	vs	Open	External	Oblique	



Open		 Endoscopic		
p-value:	
Open	vs	

Endoscopic		

Missing:	
Open		

Missing:	
Endoscopic		

Surgeons	
contribuEng	data		

N		 67		 6		 0		 0		

Sites	
contribuEng	data		

N		 50		 6		 0		 0		

Primary	surgeon	
affiliaEon		

N	(%)		 1.000FE		 11	(16)			 0	(0)				

			Academic		 30	(54)			 3	(60)			

			Private		 11	(20)			 1	(20)			

			Private	pracEce	
with	academic	
affiliaEon		

15	(27)			 1	(20)			

Surgeon and site volume 
 





Open		 Endoscopic		
Missing:	

Open		
Missing:	

Endoscopic		

24	(6)				 8	(14)			 48	(11)			 1	(2)				

Infec7on	type		 N		

			Superficial	SSI		 14								 6								 1	(4)				 0	(0)				

			Deep	incisional	SSI		 8								 2								 1	(4)				 0	(0)				

			Organ	space	SSI		 2								 0								 1	(4)				 0	(0)				

Surgical	site	infec7on	requiring	treatment		 24								 8								 0	(0)				 0	(0)				

Surgical	site	infec7on	requiring	procedural	
interven7on		 18								 2								 0	(0)				 0	(0)				

Treatments	administered	for	SSIcata		 N		

			Oral	an7bio7cs		 11								 8								 0	(0)				 0	(0)				

			IV	an7bio7cs		 11								 3								 0	(0)				 0	(0)				

			Wound	opening		 13								 2								 0	(0)				 0	(0)				

			Wound	debridement		 7								 2								 0	(0)				 0	(0)				

			Suture	excision		 0								 0								 0	(0)				 0	(0)				

			Percutaneous	drainage		 4								 0								 0	(0)				 0	(0)				

			Par7al	mesh	removal		 1								 0								 0	(0)				 0	(0)				

			Complete	mesh	removal		 1								 1								 0	(0)				 0	(0)				

SSI/SSO outcomes 
 



Open		 Endoscopic		
Missing:	

Open		
Missing:	

Endoscopic		
Surgical	site	occurrences	exclusive	of	SSI	(SSO-
EI)		 67	(18)			 19	(33)			 48	(11)			 1	(2)				

SSO-EI	complica7on	typecata		 N		
			Seroma		 12								 7								 0	(0)				 0	(0)				
			Infected	Seroma		 4								 1								 0	(0)				 0	(0)				
			Hematoma		 5								 0								 0	(0)				 0	(0)				
			Infected	Hematoma		 0								 0								 0	(0)				 0	(0)				
SSO-EI	requiring	treatment		 47								 12								 0	(0)				 0	(0)				
SSO-EI	requiring	procedural	interven7on		 39								 6								 0	(0)				 0	(0)				

Treatments	administered	for	SSO-EIcata		 N		
			Oral	an7bio7cs		 15								 8								 0	(0)				 0	(0)				
			IV	an7bio7cs		 13								 2								 0	(0)				 0	(0)				
			Wound	opening		 18								 3								 0	(0)				 0	(0)				
			Wound	debridement		 19								 5								 0	(0)				 0	(0)				
			Suture	excision		 1								 0								 0	(0)				 0	(0)				
			Percutaneous	drainage		 10								 1								 0	(0)				 0	(0)				
			Par7al	mesh	removal		 1								 0								 0	(0)				 0	(0)				
			Complete	mesh	removal		 2								 1								 0	(0)				 0	(0)				

Surgical	site	infec7on	or	occurance	(SSI/O)		 79								 20								 48	(11)			 1	(2)				

SSI/O	requiring	treatment		 59								 13								 0	(0)				 0	(0)				
SSI/O	requiring	procedural	interven7on		 48	(61)			 6	(30)			 348	(81)			 38	(66)			

Treatments	administered	for	SSI/Ocata		 N		
			Oral	an7bio7cs		 22								 9								 0	(0)				 0	(0)				
			IV	an7bio7cs		 17								 3								 0	(0)				 0	(0)				
			Wound	opening		 25								 3								 0	(0)				 0	(0)				
			Wound	debridement		 22								 5								 0	(0)				 0	(0)				
			Suture	excision		 1								 0								 0	(0)				 0	(0)				
			Percutaneous	drainage		 13								 1								 0	(0)				 0	(0)				
			Par7al	mesh	removal		 1								 0								 0	(0)				 0	(0)				
			Complete	mesh	removal		 2								 1								 0	(0)				 0	(0)				

SSO/PI 



Summary	

•  External	oblique	not	associated	with	increased	SSI	compared	to	
TAR	

•  External	Oblique	releases	have	more	SSO	but	not	clinically	
significant	(no	difference	in	interven7ons	for	SSO)	

•  Endoscopic	external	component	separa7on	does	not	impart	a	
decrease	in	wound	related	complica7ons	(SSI/SSO)	
–  In	fact	SSO	higher	in	endoscopic	vs	open	but	not	clinically	significant	
(no	difference	in	interven7ons)	



Conclusion	

•  Commonly	held	belief	of	increased	SSI	with	external	myofascial	
release	compared	to	TAR	not	supported		

•  Commonly	held	belief	of	decreased	SSI	with	endoscopic	
external	myofascial	release	compared	to	open	not	supported	

•  No	difference	in	recurrence	rates/Quality	of	life		
– 1	YEAR	RECURRENCE	DATA!!	





-Venous Thromboembolic Events in 
AWR- Is there an opportunity for 

quality improvement?  
Luciano	Tastaldi,	MD		



What the problem is?  



•  66-year	old	Male,	BMI	27	

•  15cm	Hernia		
	
•  Clean	Wound	

•  No	comorbidi7es		

•  No	previous	history	of	DVT	
	
•  No	signs	of	Chronic	Venous	Insufficiency	

The common AWR patient  
(in the best case scenario... ) 



Usual Risk Stratification 
Tools  

Risk	Score	 Prophylaxis	 DuraEon	 VTE	rate	

0	[lowest]	 Early	Ambula7on	 During	Hospitaliza7on	 <0.5%	

1-2	[low]	 Either	compression	boots	OR	
Prophylac7c	an7coagula7on		

During	Hospitaliza7on	 1.5%	

3-4	[moderate]	 Compression	boots	AND	
Prophylac7c	an7coagula7on	

During	Hospitaliza7on	 3.0%	

5-8	[high]	 Compression	boots	AND	
ProphylacEc	anEcoagulaEon		

7-10	days	total		 6.0%	

>8	[highest]	 Compression	boots	AND	
ProphylacEc	anEcoagulaEon	

30-days	total		 6-18%	

5



•  57-year	old	female,	BMI	35	
•  IBD	
• Midline	+	Parastomal	Hernia	15cm		

• Diabetes,	Hypertension	
• No	previous	history	of	DVT	
• Visible	Varicose	Veins		

The common AWR patient  
(In a worse, but not unsual, case 
scenario...) 



Risk	Score	 Prophylaxis	 DuraEon	 VTE	rate	

0	[lowest]	 Early	Ambula7on	 During	Hospitaliza7on	 <0.5%	

1-2	[low]	 Either	compression	boots	OR	
Prophylac7c	an7coagula7on		

During	Hospitaliza7on	 1.5%	

3-4	[moderate]	 Compression	boots	AND	
Prophylac7c	an7coagula7on	

During	Hospitaliza7on	 3.0%	

5-8	[high]	 Compression	boots	AND	
ProphylacEc	anEcoagulaEon		

7-10	days	total		 6.0%	

>8	[highest]	 Compression	boots	AND	
ProphylacEc	anEcoagulaEon	

30-days	total		 6-18%	

8

Usual Risk Stratification 
Tools  



Creation and validation of a condition-specific venous 
thromboembolism risk assessment 
tool for ventral hernia repair 
Christopher J. Pannucci, MD, MS,a Marten N. Basta, BA,b John P. Fischer, MD,b and 
Stephen J. Kovach, MD,b Salt Lake City, UT, and Philadelphia, PA 
Surgery.	2015	Nov;158(5):1304-13.	doi:	10.1016/j.surg.2015.04.001.	Epub	2015	May	7	

• NSQIP	2005-2013	–	VHR	
•  113.873	pa7ents		
•  Simplified,	hernia-specific,	30-day	VTE	risk	
assessment	tool		

• Comparable	risk	predic7on	with	fewer	items	
when	compared	to	tradi7onal	tool	(i.e	Caprini	
Score)	

Hernia-Specific Risk Stratification 
Tool 



Creation and validation of a condition-specific venous 
thromboembolism risk assessment 
tool for ventral hernia repair 
Christopher J. Pannucci, MD, MS,a Marten N. Basta, BA,b John P. Fischer, MD,b and 
Stephen J. Kovach, MD,b Salt Lake City, UT, and Philadelphia, PA 
Surgery.	2015	Nov;158(5):1304-13.	doi:	10.1016/j.surg.2015.04.001.	Epub	2015	May	7	

10	

13	



Comorbid patients 
 
Multiple risk factors 
 
Major Operations 
 
 
 
 
 
 
 
 
 
 

Bottomline - The AWR 
patient : 

But How 
High?  



The size of our problem (CCF)  

HERNIAS	>	10CM		 DVT		 PE	

674	 12	(1.78%)	 13	(1.92%)	

HERNIAS	>	15CM		 DVT		 PE	

366		 12	(3.27%)	 13	(3.55%)	

Is it just us?  



The size of our problem (AHSQC)  

90 surgeons / 64 centers – rates 0 to 
50%  

HERNIAS	>	15CM		 DVT		 PE	

1264	 23	(1.81%)	 35	(2.77%)	

HERNIAS	>	15CM		 DVT	/PE	

1264	 47	(3.72%)		



Higher Volume Surgeons (>20 cases)  

This is everyone’s problem...  

Higher	Volume	(>20)				n=933	
Hernias>15cm		

DVT/PE	=	4.3%	

	
•  18	Surgeons/11	centers	
•  74%	of	the	cases		
• Responsible	for	85%	of	the	VTE	events			
•  85%	Events	Happening	During	Hospital	
Stay	



Comparing to Bariatric literature...  	

•  Helm	et	al.	(2017)	–	NSQIP	data	–	59.424	surgeries	–	0.5%	-	80%	a&er	
hospital	discharge	

•  Nimeri	et	al.	(2017)	-	NSQIP	data	2010-2016	–	(0.25%	to	0.45%)	

•  Aminian	et	al.	(2017)	–	NSQIP	data	–	(0.22%)	-	85%	a&er	hospital	discharge	
	
•  Froehling	et	al.	(2013)	–	Open	RYGB	–	0.3%	(7d)	to	1.9%	(30d)		

•  Banka	et	al.	(2012)	–	41.094	Open	RYGB	–	1.4%		
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DVT/PE	

Number	of	Cases		 %	of	DVT/PE	

High	Volume	(>20)				n=933	

DVT/PE	=	4.29%	



+	No	Difference:	Age,	gender,	Morbid	Obesity,		Diabetes,	Func6onal	Status,	Steroid	Use,	COPD,	Smoking,	ASA	Class,	
CDC	Wound	class,	Recurrent	Hernia,	OR	6me,	Intraop	complica6on	

Variable		 No	VTE	n=893	 VTE	n=40	 P-Value		

BMI	 34.4±6.7	 35.7±6.7	 0.22	

H.	Width		 19.1±5.3	 19.9±6.3	 0.44	

Epidurals	 475	(53.5%)	 21	(52.5%)	 >0.99	

AnEcoagulant	Therapy	 72	(8%)	 4	(10%)	 0.56	
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Number	of	Cases		 %	of	DVT/PE	

Highest	Performing	

Average/Lower	
performing	surgeons		

High	Volume	(>20)				n=933	

DVT/PE	=	4.29%	



Variable		 Highest	
Performing	(7)	
n=393	

Average/Lowest	
Performing	(11)	
n=540	

p-value		

Recurrent		 220	(56%)	 344	(63.7%)	 0.02	

Diabetes		 83	(21%)	 164	(30%)	 0.002	

ASA	Class	III/IV	 297	(76%)	 479	(88%)	 <0.001	

CDC	Wound	Class	2-3-4	 145	(37%)	 194	(36%)	 0.008	

LOS	 7.3±5.7	 7.9±6	 0.089	

BMI	 33.9±6.5	 34.9±6.8	 0.03	

OR	7me		 4.4±0.8	 4.2±0.8	 <0.001	

+	No	Difference:	Age,	gender,	Morbid	Obesity,		Steroid	Use,	COPD,	Hypertension,	IBD,	Hernia	type,	Epidurals	use,	H.	
width,	An6coagulant	therapy,	Intraopera6ve	complica6ons	,	Func6onal	Status	



While	developing	an	ERAS	pathway...	
	
• Different	protocols	for	prophylaxis	among	5	surgeons	at	the	same	ins7tu7on	

• Great	varia7on	in	prescrip7on	orders,	doses	
	
• Minucious	inves7ga7on	when	an	event	occur:		rare	missing	doses	of	Heparin	
Postopera7vely	

		

• No	inves7ga7on	on	preopera7ve	Heparin	missing	doses		

-Investigating  the Problem at 
home - 



	

	

	

•  18	Surgeons	Contacted	via	Secure	Email		
	
•  Asked	for	detailed	VTE	prophylaxis	
protocols	

•  Circumstances	when	the	protocol	is	not	
followed	or	modified	

•  Eventual	problems	with	compliance	

•  100%	Response	Rate		
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WHAT	ARE	THEY	DOING	?	

	WHAT	ARE	THEY	DOING?	



SCD’s	-	100%	Use	

INTRA-OP	

POST-OP	–	ENTIRE	LENGTH	OF	STAY	

No	problems	with	Compliance		



Post-op	Heparin	-	100%	Use		

LDUH	Post-op	 78%	(14)	

LMWH	Post-op	 22%	(4)	

Some	Compliance	Problems:		2	Centers	–	All	paHents	with	VTE	events	had	missed	one	or	several	doses	during	
hospitalizaHon		



Mandatory	Pre-op	Heparin	dose	-	83%	Use		

5000ui	Heparin	SC	 94.5%	(7)	

40mg	Enoxaparin	 5.5%	(1)	

Lots	of	Compliance	problems	–	No	orders;	AdministraEon	Hold	due	to	Transfer	to	OR;	Delayed	AdministraEon	(amer	
inducEon)		



SelecEve	Pre-op	Heparin	dose	–	17	%	Use		

	WHAT	ARE	THEY	DOING?	

SelecEve	use	
(High-Risk	paEents	only)	

Problems	with	
Compliance	

FREQUENT	
MISSING/DELAYED	

DOSES	
-	Hold	due	to	
Transfer	

-	Administra7on	
aier	anesthesia	or	
at	the	end	of	the	

case		



Use	of	Risk	StraEficaEon	Tools	/	Extended	Prophylaxis	

3	Surgeons		 17%		

Caprini>5	 Enoxaparin	14	
days	

Caprini>5	 Enoxaparin	30	
days		

Prior	History	of	VTE	 Enoxaparin	or	
Apixaban	14	

days		



• Preopera7ve	Educa7on/Counseling	

•  Exercise	Instruc7ons	–	Supervised	and	Self	Driven	

•  In-Hospital	PT	

• Post-discharge	PT	

Physical	Therapy	–	1	Surgeon		

WHAT	IS	HE	DOING	?	



Physical	Therapy	–	1	Surgeon		
WHAT	IS	HE	DOING	?	

x5	x5	

x5	



Variable		 Highest	Performing	
(7)		n=393	

Average/Lowest	
Performing	(11)	
n=540	

P-Value		

Mandatory	Pre-op	heparin	 7	(100%)	 8	(73%)	 0.25	

Post-op	LDUH	 4	(57%)	 10	(91%)	 0.25	

Post-op	LMWH	 3	(43%)	 1	(9%)	 0.25	

Extended	Prophylaxis		 1	(14%)	 1	(	9%)	 >0.99	

Physical	Therapy	 1	(14%)	 0	 0.39	

Bleeding	Requiring	Transfusion		 2	(0.5%)	 8	(1.5%)	 0.2	

Low	numbers	–	Interpret	with	care...		



•  Standardized	our	protocols	
	
• Ac7ve	par7cipa7on	of	the	
aZending	checking	pre/postop	
orders	

	
• Pa7ent	educa7on	/	counseling	
	
• QI	project	in	the	QC	

We need to do something...  
Current	Protocol		

5000UI	Heparin	SC	pre-op	

Orders	and	AdministraEon	verified	during	
safety	huddle	

No	Epidurals	–	Switch	TAP	Blocks		

Enoxaparin	40mg	QD–	weight	adjust	if	needed	
StarEng	in	night	of	surgery		

SCD	Intra-op	

SCD	Post-op	–	at	least	18h/day	

Early	MobilizaEon		

Constant	Encourage	for	AmbulaEon		
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5-month	period	

366	cases	

VTE	-	18	(4.9%)	

Bleeding	requiring	transfusion	–	7	(1.9%)	

115	cases		

VTE	-	2(1.73%)	

Bleeding	requiring	transfusion	–			1	(0.9%)	



Suggested		VTE	PrevenEon	Strategy		

5000UI	Heparin	SC	pre-op	

Orders	and	Administra7on	verified	by	the	surgeon	during	safety	huddle	
	

Avoid	Epidurals	–	Switch	to	TAP	Blocks		

Enoxaparin	40mg	QD		
BMI>40	–	Enoxaparin	40mg	BID	

SCD	Intraop	

SCD	Postop	–	at	least	18h/day	

Early	Mobiliza7on	/	Ambula7on		

Supervised	Exercises	(Family,	Nursing,	Resident,	Medical	Student)		

Consider	Extended	Prophylaxis	in	selected	pa7ents	(Highest	risk/BMI>40)	



•  Educate	your	Pa7ent	

•  Take	ac7ve	part	in	preven7on	

• Check,	check,	check...	

• PE:	Low	threshold	to	diagnose	and	treat	
	
•  Let	us	know	what	you	think	–	tastall@ccf.org	

•  Let’s	track	evolu7on	together	and	see	if	we	are	in	the	right	way...		

AHSQC	RECOMMENDATIONS	





AHSQC	Inguinal	Hernia	Module	Update	



We	Can	Do	Some	Things	BeZer	Together	Than	As	
Individuals	

•  Common	way	to	track	pa7ents	
•  Learn	from	each	other	and	our	pa7ents	
while	we	take	care	of	them	

•  Have	a	voice	with	the	FDA,	CMS,	payers,	
hospitals	

•  MOC	Part	IV	

•  Show	you	are	helping	the	greater	good	
for	hernia	



RCT-LW	vs	HW	Mesh	for	TEP	
(Burgmans	et	al,		
Ann	Surg	2016)	

Lap TEP 

LW Mesh 

HW Mesh 

n=950 

n=478 

n=471 

Randomize	

2 year 
FU 

2 year 
FU 

12% 

15% 

0.9% 

3% 

0.8% 

2.7% 

Any Pain Relevant 
Pain Recur 



Should	You	Switch	to	Heavyweight	Mesh…?	

•  Did	the	pa7ents	in	the	study	look	like	your	pa7ents?	
– Mean	BMI	25kg/m2	(standard	devia7on	2.7kg/m2)	
– Observed	chronic	pain	rate	of	12-15%	at	2	years	

•  If	your	chronic	pain	rate	at	2	years	is	5%	
– Regardless	of	mesh	type->you	probably	shouldn’t	switch	mesh	

•  If	your	chronic	pain	rate	at	2	years	is	20%	
– And	you	use	LW	mesh->switch	to	HW	
– And	you	use	HW	mesh->something	else	is	going	on	



Preliminary	Inguinal	Hernia	Characteris7cs	
AHSQC-Unilateral	

	
Open	

	(n=885)	

	
Laparoscopic	

(n=848)	

	
Robo7c-Assisted	

(n=357)	

Total	Surgeons	(n)	 89	 68	 52	

Private	Pract	(%)	 59	 71	 85	

Median	Age	(y)	 65	 60	 63	

BMI	(kg/m2)	 26	 26	 27	



Preliminary	Inguinal	Hernia	Periop	Outcomes	
AHSQC-Unilateral	

	
Open	

	(n=885)	

	
Laparoscopic	

(n=848)	

	
Robo7c-Assisted	

(n=357)	

Intra-Opera7ve	(n)	 3	 4	 2	

Non-wound	(%)	 2	 2	 3	

SSI	(n)	 2	 0	 0	

SSO	(%)	 4	 7	 2	

SSOPI	(n)	 4	 1	 2	





Preliminary	Inguinal	Hernia	EuraHS	QoL	
(Overall)	AHSQC-Unilateral	

Lower Scores 
Better 



Preliminary	Inguinal	Hernia	EuraHS	QoL	(Pain)	
AHSQC-Unilateral	

Lower Scores 
Better 







Registry	Life	Cycle		





The	Future	
•  Help	answer	the	relevant	ques7ons		
•  Registry	data	reflects	real	life		
•  Point	out	issues	early	(lap	7ssue	repair,	mesh	removal	aier	
posterior)		

•  Techniques,	published	studies,	guidelines	will	come	and	go	and	
change	

•  The	registry	is	only	as	good	as	the	data	and	needs	to	be	a	
reflec7on	of	the	whole	

•  Keep	par7cipa7ng	and	help	us	grow	together	
	



AHSQC	Periopera7ve	Bundle	for	Abdominal	
Wall	Reconstruc7on	

Ajita	Prabhu,	MD	FACS	
Cleveland	Clinic	Comprehensive	Hernia	Center	

	

	



Disclosures	

•  Research	Support	
–  Intui7ve	Surgical	

•  Honoraria	
– Bard	Davol	
– Medtronic	
– Cooper	Surgical	

•  Advisory	Board	
– Medtronic	



Full	Disclosure	

•  Congratula7ons!	It	is	finally	7me	to	reap	rewards	from	hard	
work	and	collabora7on	of	200	surgeons.	

•  My	favorite	topic	in	hernia	surgery	

•  Time	to	“I	the	Q”	(YES!!!!!)	



What	The	Heck	Is	The	AHSQC	Bundle???		

•  Group	of	best	prac7ces	for	AWR	
•  Derived	from	analyses	of	data	contributed	to	AHSQC	since	its	
incep7on	in	2013	

•  Opportunity	to	examine	our	prac7ces	and	discover/correct	our	
misconcep7ons	

•  Evidence-based	recommenda7ons	from	peer-reviewed	
publica7ons	



Stages	of	Care	
•  Preopera7ve	

– Staph	decoloniza7on	
– Bowel	prepara7on	
– DVT/PE	Prophylaxis	

•  Intraopera7ve	
– Drains	
– TAP	Blocks	

•  Postopera7ve		
– Epidural	Analgesia	



Prehospital	
Chlorhexidine	(CHG)	
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Bowel	Prep	

VHR 
elective, class I (clean) 

wounds 

Bowel 
Prep 
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Suggested		VTE	PrevenEon	Strategy		

5000UI	Heparin	SC	pre-op	

Orders	and	Administra7on	verified	by	the	surgeon	during	safety	huddle	
	

Avoid	Epidurals	–	Switch	TAP	Blocks		

Enoxaparin	40mg	QD		
BMI>40	–	Enoxaparin	40mg	BID	

SCD	Intraop	

SCD	Postop	–	at	least	18h/day	

Early	Mobiliza7on	/	Ambula7on		

Supervised	Exercises	(Family,	Nursing,	Resident,	Medical	Student)		

Consider	Extended	Prophylaxis	in	selected	pa7ents	(Highest	risk/BMI>40)	



Epidurals	for		
OVHR	

OVHR 
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TAP	Block	

OVHR 

TAP Block 
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Stages	of	Care	
•  Preopera7ve	

– Staph	decoloniza7on	–	Avoid	CHG	scrub	at	home	
– Bowel	prepara7on	–	Abandon	preop	bowel	prep	
– DVT/PE	Prophylaxis	–	QI	Opportunity	

•  Intraopera7ve	
– Drains	–	Do	not	contribute	to	wound	morbidity	
– TAP	Blocks	–	May	confer	an	advantage	for	LOS	

•  Postopera7ve		
– Epidural	Analgesia	–	No	benefit	for	LOS	



AHSQC	ORACLE	

Ivy	Haskins	



Data	Collec7on/Variables	Free	Discussion	

Ajita	Prabhu	


