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2 km. Furthermore, early feeding and early in ambulation
may have improved gastrointestinal function and may have
contributed to suppress respiratory complications [24,25].
As a result of this program, patients were discharged home
during the second or third day on average. While we have
not pointed out the cost savings, nevertheless, we calcu-
lated that a merely reduction in hospital stay saved €2,550
for a single patient. No side effects or hospital readmissions
due to protocol were observed. On the contrary, patients
enjoyed the resumption of their daily activities and showed
a high degree of compliance.

This multidisciplinary program can be proposed to all
patients undergoing aortic surgery without prior selection,
major technological investments and long-term surveil-
lance. Nevertheless, this multidisciplinary approach re-
quired a period of almost two years, during which medical
and nursing staff worked closely with patients in revising
their protocol and constructing a care plan for the whole
perioperative phase. There are limitations within this
study: in particular we did not investigate the value of the
impact of single intervention (surgical or anesthesiological
or rehabilitative) in postoperative outcome; furthermore,
we did not consider a control group.

In conclusion, the results hereby presented suggest that
a multidisciplinary approach including a revision of tradi-
tional surgical care program combined with optimal pain
relief by continuous epidural analgesia, early oral nutrition
and enforced mobilization, would enhance recovery and
reduce the length of hospital stay after abdominal aortic
surgery. Further large-scale studies are required to docu-
ment the safety of early rehabilitation and to establish if
such improvement is preserved over a longer period.
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The authors stated that they have not pointed out the cost savings, and
they only calculated that merely reducing hospital stay saved €2,550 for a
single patient in a fast-tracking multidisciplinary program in patients who
had undergone elective abdominal aortic surgery [1]. This retrospective
population-based study shows that results of the fast-track approach for
abdominal aortic surgery can be achieved in the “real world”. However,
these findings highlight the need for continuous outcome monitoring and
associated quality improvement efforts to ensure that all further health
providers and institutions involved are achieving desired outcomes. For that
reason this multidisciplinary program could be based on research commis-
sioned by the National Coordinating Centre for Health Technology Assessment
(NCCHTA). The purpose of the NCCHTA method is to ensure that high quality
research information on the costs, effectiveness and cost-effectiveness (CE)
is produced in the most effective way for those who use, manage and
provide care in the National Health System (NHS). Furthermore, every year
the NCCHTA decide which of the many suggestions received from NHS and
its users should become research priorities. The main objective of such a
study could be the diffusion of state of the art evidence without any
mandatory role regarding guidelines implementation or rationing in health
care. However, collected results could not be questionable in the sense that
an improvement of the quality of life is dependent on the pre-procedural
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base case values and independent of the pre-operative co-morbidities.
Following conventional practice, utility values for the different health states
could be obtained from appropriate CUA database, using the states of
perfect health and death as anchor values in order to estimate the disutility
that would inform the model.

At this point it would be wise to mention that recently the Leapfrog
Group have made surgical case volumes and mortality rates key criteria for
high-risk procedures [2]. This might seem reasonable at first glance for
abdominal aortic surgery, but a recent study on the use of mortality as a
surgical quality indicator for hospitals, showed that a very large caseload is
necessary to provide a valid measure of quality. In this regard, novel
statistical approaches, such as cumulative sum charts (CUSUM), may be
appropriate, as these methods permit detection of concerning outcome
trends shortly after the occurrence of adverse events.

The authors show that the short-term results for abdominal aortic surgery
in fast-tracking multidisciplinary program can be replicated in a large “real-

world” setting in the majority of hospitals, and for that reason | would like
to congratulate the authors. However, the excess adverse event rate in
some hospitals is of continuing concern and underlines the need for contin-
ued quality improvement efforts and new statistical approaches to provide
valid and timely measures of outcome.
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