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Belgium 

2025 - 1 in 5 >65 

2050 - 1 in 4 >65



▪ Degenerative

J Vasc Surg 2020, Nature 2020, Lancet 2019

OA BPH

PVD AAA

Cancers

▪ Neoplastic

▪ Vascular





Cosin
1950s, Oxford
LoS - 286 to 51 
days!

Devas and Irving 
1970s, Hastings

1st registry 1988

Standardized Audit 
of Hip Fracture 
in Europe (SAHFE)

FFN



78 yrs old F

Living alone

No support

‘Difficult’ 
historian

Osteoarthritis

Diabetes

Hypertension

SOB ?cause 

Anaemia

No surgery

HbA1c 8.2%

BP 170/88

ECG/CXR NAD

Hb 100g/l

Elective colorectal cancer  
(orthopaedic/vascular/gynae/any) surgery

Or 
Emergency surgery

Slow on feet

Slow walking 

Poor strength

Sedentary

Fatigued



Physiological status 

Social determinants

18-25% of >65 yrs live in 
poverty

70-75% of >65yrs 
overweight or obese

8% of >65 yrs smoke

50% of >65 yrs inactive

Lifestyle behaviours

Longer waiting times
Higher complication rates 

8-30% of >65 yrs live in 
poverty

5-25% of >65 yrs smoke

40-80% of >65yrs 
overweight or obese

15-60% of >65 yrs inactive

15-40% >65 live alone 20% >65 live alone 



Barnett et al, Lancet 2012

One in four surgical patients has a chronic disease with 
associated 10-fold increase in risk of postop death



Frailty Hub www.bgs.org.uk

Weight loss

‘Weak’

Slow on feet

Sitting about 

Tired

Frailty is a distinctive health state related to the ageing process in which 
multiple body systems gradually lose their in-built reserves.

http://www.bgs.org.uk/


https://doi.org/10.1093/bja/aet420

https://doi.org/10.1016/ S2666-7568(22)00013-7

SDM

Consent



Most frail individuals are also multimorbid (8 of 10)
Fewer multimorbid adults have frailty (4 of 10)





Prehabilitation;
smoking, alcohol, 
exercise, nutrition 

counselling  

Enhanced 
care/HDU/ITU

Elective/
planned 

Emergency







 Personal cost

▪ 1 in 7 people express decisional regret 

 Organisational cost 

▪ Healthcare

▪ Social care

▪ Informal sector

Realistic medicine?
Value-based care?



Hundreds of papers telling us 
these factors are bad for you
- MLTC
- Polypharmacy
- Frailty
- Cognitive impairment 



 Increasing no.s of older people having elective/emergency surgery
 Older people more likely to present with complexity
 Complexity results in older people being at risk across all measures
 Our services have not adapted and this has system level impact  





Why?

How? 

What?

Where?
Who?







SDM is the process by which people are supported to: 
- understand the care, treatment and support options 
available & risks, benefits and consequences of options
- make a decision about a preferred course of action, 
based on evidence based, good quality information and 
their personal preferences What is the matter with the patient?

What matters to the patient?
- Symptoms/qol
- Longevity
- Mode of death 







Step 1 
- Effective use of data
Step 2
- Embed screening at 

‘front door’ 
- (Royal decree 2007)



www.e-lfh.org.uk 

www.cpoc.org.ukwww.bgs.org.uk



Anaesthesia 2022, 77 (Suppl. 1), 92–101 doi:10.1111/anae.15607









Surgical & POPS 
CGA clinic

+/- Anaesthetic 
clinic

Aortic MDM and 
SDM

▪ Data driven reorganisation of care pathway 
▪ 1 in 4 with aortic aneurysm chose not to have surgery
▪ Non op group were older, more comorbid, disabled, frail, cognitively impaired
▪ 12-month mortality rate higher in non op group (41% v 7%)
▪ Demonstrating benefits to patients and cost savings

Scarfield et al Age Ageing 2024

1 in 4 in AAA 





78 yrs old F

Living alone

No support

‘Difficult’ 
historian

Osteoarthritis

Diabetes
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SOB ?cause 

Anaemia

No surgery

HbA1c 8.2%

BP 170/88
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OA

Diabetes

HTN

SOB ?cause

‘Difficult’ 
historian

Pain

HbA1c 8.2%

BP 170/88

Ischaemic ECG 

Anaemia

Deconditioning

Cog impair’t

Social issues

Assess/Treat (meds/physio)

Assess/Treat/plan/refer

Assess - ABPM/treat

Assess/optimise/refer

Diagnose/Iv iron

Diagnose/Tx/Physio/OT

Diag/assess/plan/long term

Equipment/POC
Psychological support
Discharge planning

NICE

CPOC

AAGBI

ESC

CPOC

Nutrition 
Exercise

NICE, SIGN

BGS, CGA
toolkit



Detailed info to 
anaesthetist
Admission on day 
of surgery

Planned 
individualised 
intraop care

Proactive standardised 
mx of ileus, diabetes, 
fluid balance

Effective rehabilitation 
Appropriate discharge plans

Mechanisms 
▪ POPS Letter
▪ Nursing handover
▪ Surgical handover
▪ Joint ward rounds
▪ MDTMs
▪ Physical presence

Continuity of postop care 
 Medical management  
 Rehabilitation 
 Discharge planning 

▪ POC, ICT, care home

 Communication

▪ Patient

▪ Family/carers

▪ Primary/community care





Year What happened?

2003 Start of charity funded project

2005 (BP) Mainstream funding for POPS service

2008 (BP) Funding for additional CNS and consultant (2009)

2010 Used remaining grant funding to secure 1 year research SpR

2011 Research grant for POPS Vascular RCT

2012 FY2 became deanery funded, rebadged money for OOPE

2013 (BP) 3 PAs for the amputee rehab unit

2014 (BP) Funding for 4 PAs = WTE Gynae POPS CNS

2014 (BP) 7 Pas for vascular POPS consultant (2015)

2015 FY programme (with funding for 2 cons but 2 OOPE, 1 cons)

2016 Vanguard funding for translation to DVH

2018 (BP) 3 PAs for orthogeriatrics expansion

2019 (BP) 5PAs for cardiac surgery

2019 Funding for POPS@EKHUT
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Organisational factors and mortality after an 
emergency laparotomy
Oliver et al, BJA 2018

Postoperative geriatric medicine review was 
associated with substantially lower mortality in 
older patients
OR 0.35; 95% CI:0.29-0.42

1
2
3

45

6
7



 Mixed results
 Concerns about power, methodology
 Often due to a lack of fidelity to CGA
 Lack of focus on implementation









Partridge, Age and Ageing 2014

We don’t have the money
We don’t have the workforce

So it can’t be done at a District General Hospital!!



Sharing of sample business plans/cases



• Curriculum, Competency 
framework

• E-learning & face to face

• LSBU MSc 

Nurses & 
Allied health 

• Modular training programme

• From contemplation to 
recovery

Junior 
doctors

• Curriculum

• OOPE/T

• Darzi fellows

Specialist 
trainees

• E-learning modules

• MSc

• POPS conferences

National/

International



 Understanding core components
 Accessible resources
 Adaptation to local context through 

coproduction and iterative change 
 Changing culture thro leadership & teamwork
 Testing and reporting honestly





 Guidelines and standards
 Healthcare Policy
 National audit
 Wider engagement 

▪ Lobby groups, think-tanks

▪ Voluntary sector

▪ Patients and public 



(£500k over 20 years)
Worked with patients, carers and communities and professionals to 
- understand the needs of the older surgical population 
- co-produce a novel model of perioperative care
- evaluate the clinical and cost effectiveness at single centres
- distil the core components of POPS and core outcomes
- develop and test an implementation strategy
- secure funding to test the strategy at scale

POPS-SUp (£1.5million)
NIHR HSDR 2024

Can CGA-based perioperative medicine 
services (POPS services) be implemented 
throughout the NHS, to improve clinical 
outcomes for older patients undergoing 
elective and emergency surgery with cost-
effectiveness?





▪ BGS POPS SIG www.bgs.org.uk (hopefully EuGMS too!)

▪ CPOC (@CPOCnews  www.cpoc.org.uk )

▪ NHS Elect POPS network 

▪ POPS eLearning module – via BGS or CPOC

▪ National audits 

▪ ANZGM www.anzsgm.org and ANZCA POPS SIG

▪ POPS, CPOC, EBPOM, RCoA, ANZCA, ANZGM conferences

jugdeep.dhesi@gstt.nhs.uk
@JKDhesi

@POPS_GSTT
@CPOC_News 

POPS SIG Meeting 
11 September 2025 

Wellcome Collection 

http://www.bgs.org.uk/
http://www.cpoc.org.uk/
http://www.anzsgm.org/
mailto:jugdeep.dhesi@gstt.nhs.uk

	Dia 1: In search of the ‘ideal’ model for perioperative care for older adults       Perioperative medicine for Older People undergoing Surgery (POPS)
	Dia 2: The success of health and social care means more fun…
	Dia 3: …but also more pathology (requiring surgery)…
	Dia 4: …and this ‘new’ surgical population comes with a  lifetime of ‘accumulated issues’
	Dia 5: We realised this in hip fracture a long time ago…
	Dia 6
	Dia 7
	Dia 8: …the impact of MLTC;…
	Dia 9: …of frailty…
	Dia 10: …and the impact of cognitive impairment 
	Dia 11: Surgical patients are living with complexity;  SNAP3 results
	Dia 12
	Dia 13: ...maybe she gets great care  (prehab and/or ERAS)…
	Dia 14: …but this still happens …
	Dia 15: …as illustrated in SNAP3… 
	Dia 16: …and incurs great cost!
	Dia 17: It’s clear we know these things are bad for you…
	Dia 18: …and there are many reasons why we need a  new approach!
	Dia 19: Searching for the right model of care The good news is that we have used the bad news…
	Dia 20: …and a primary school approach to scaling up!
	Dia 21: What does the new model needs to deliver? Coproduction with patients and carers…
	Dia 22: …including perspectives on perioperative complications…
	Dia 23: …and perspectives on shared decision making,… 
	Dia 24: …but co-production also meant understanding  healthcare professionals views
	Dia 25: What does this coproduced model need to deliver? 
	Dia 26: Operationalising this new model  Starts with recognising the issues…
	Dia 27: …then do ‘something’; talk to patients/families...
	Dia 28: …start care on the right foot…
	Dia 29: …but also acknowledge when additional expertise is required…
	Dia 30: …to deliver a CGA based model of perioperative care
	Dia 31: But what is in the black box of periop CGA?
	Dia 32: Including delivery of and documentation of SDM…
	Dia 33: …that can be delivered in the ‘real world’ 
	Dia 34: Remember Maria…
	Dia 35: …preoperatively we can do better (whatever the time we have available) period… 
	Dia 36: …so that postoperative care delivers better outcomes
	Dia 37: But we have only addressed the first two issues…
	Dia 38: …does it work? The single centre work…
	Dia 39: …replicated across centres… 
	Dia 40: …and supported by big data studies
	Dia 41: But it doesn’t it work everywhere…
	Dia 42: …and what about prehabilitation? 
	Dia 43: What about rolling out?
	Dia 44: Translation across specialties worked…
	Dia 45: …but what about translation across geography?
	Dia 46: The money;  no golden goose but we can reallocate money…
	Dia 47: …and refashion the workforce
	Dia 48: It’s not just the money or the workforce,  it’s about implementation science…
	Dia 49: …through formalised networks, nationally and internationally…
	Dia 50: …and influencing at national level
	Dia 51: Where are we now and what’s next?
	Dia 52: Improving outcomes for older/high risk surgical patients requires multimodal approach…
	Dia 53: …but there are lots of resources

