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PERSPECTIVE 

Causes, pathophysiology and results of emergency laparotomies 

Denial Smith

INTRODUCTION 

mergency laparotomies form a broad group of time-sensitive 
surgeries done on a variable patient population. Broadly, they 
can be divided into trauma and non-trauma laparotomies. 

Most common non-trauma surgeries include laparotomies done for 
intestinal perforation and obstruction, while trauma laparotomies are 
done for hemorrhage control as well as control of peritoneal spillage 
after bowel injury. The average mortality rate after emergency 
laparotomies ranges from 10% to 18% in different studies which is 
much higher than elective surgeries [1]. There is significant global 
inequity among different countries in terms of access to standard 
emergency surgical facilities, with lower-income countries sharing the 
highest burden of surgical mortalities. Regular audits and perioperative 
care pathways have been used to enhance the outcome of these 
surgeries in many high-income countries [2].  As these countries already 
have separate well-developed trauma care networks, only non-trauma 
laparotomies (acute abdomen) are included in their audits and care 
pathways for emergency laparotomies. National Emergency 
Laparotomy Audit (NELA), Australian and New Zealand Emergency 
Laparotomy Audit-Quality Improvement (ANZELA-QI), and 
American College of Surgeons National Surgical Quality Improvement 
Program (ACSNSQIP) are some of the large national-level audit 
programs for improving care in this subgroup of surgical patients. 
NELA, a joint national audit, was started in 2012 in response to the 
high mortality seen in emergency laparotomy in Great Britain and 
Ireland. NELA gave standards of care that were subject to RAG rating 
(i.e., red = not met, amber = partially met, and green = met). The 30-
day mortality among emergency laparotomy patients reduced from 
11% in the first report in 2015 to 9.6% in the fifth report in 2019 [3]. 

Note that NELA includes only surgeries done on gastrointestinal tracts 
and excludes all appendicectomies, cholecystectomies as well as 
trauma, vascular, obstetric, and transplant laparotomies. Elective 
surgery patient care pathways like Enhanced Recovery After Surgery 
(ERAS) have caused a significant reduction in morbidity and length of 
stay for elective surgery patients, but such well-defined evidence-based 
pathways are still evolving in the field of emergency laparotomy. 
Extending the components of elective surgery pathways to emergency 
laparotomies is difficult because these pathways primarily work by 
attenuation of stress response to surgery through careful planning and 
preoperative optimization. Such interventions have a limited role in 
emergency laparotomies, as the stress response cascade has already set 
in by the time patient qualifies for surgery and preoperative 
optimization is marred by the paucity of time. Along with this, 
emergency laparotomies require appropriately selected fluid, 
electrolytes, nutrition, and pain management regimen throughout the 
perioperative period which are more complex and difficult to achieve 
due to the deranged patient physiology [4]. 

  CONCLUSION 

Emergency laparotomies form a heterogeneous group of surgeries with 
higher mortality when compared to similar elective surgeries. After the 
introduction of evidence-based pathways and regular audit programs, 
care for surgical patients has improved in many high-income countries. 
This is in contrast to the low-income and middle-income groups of 
countries, where a large number of the population lacks access to 
affordable basic life, saving surgical care. More dedicated efforts and 
collaboration at the international as well as national levels are needed 
to bring quality health care within reach of all inhabitants of the planet. 
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ABSTRACT 

Emergency laparotomies have remained a challenging entity for many 
decades. Only during the past 10 years, serious efforts have been made 
to improve their outcome by conducting audits and designing care 
pathways. Indications for emergency laparotomies can be broadly 
classified into trauma and non-trauma surgeries, which are either 

done for the control of hemorrhage or/and done for the control 
of sepsis and organ dysfunction. Goal-directed resuscitation for 
septic/hemorrhagic shock, consultant-led multidisciplinary 
teams, and timely transfer to intensive care units form core 
principles of management for these patients. Global inequity in 
access to standard and affordable emergency surgeries is an area 
of concern requiring integrated efforts at the international level. 
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