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	Variable
	Options

	Hospital type
	· Primary level - few specialties, mainly internal medicine, obstetrics & gynaecology, paediatrics and general surgery, or just general practice. Limited laboratory services available and no specialised pathological analysis (i.e., 'district', 'rural', or 'community' hospital)
· Secondary level - more differentiated by function with as many as 5 to 10 clinical specialties, usually from 200 to 800 beds (i.e., 'regional', 'provincial' or 'general' hospital)
· Tertiary level - highly specialised staff and technical equipment, clinical services highly differentiated by function, may have teaching activities, usually from 300 to 1,500 beds (i.e., 'national', 'central', 'academic', 'teaching' or 'university' hospital)

	Hospital ownership
	· Government, publicly owned
· Private non-for profit organisation e.g., charity, NGO
· Private for-profit organisation
· Public-private partnership (partly funded by both)

	Total hospital beds
	(number)

	Waiting lists management
	· Yes, there is an electronic list
· Yes, there is a paper list
· No, there is no record of that

	Emergency surgery provision
	· No
· Yes - but patients are admitted for assessment only. All patients needing emergency surgery are transferred to another hospital.
· Yes - patients are admitted for assessment and can have emergency surgery on-site if needed. Emergency surgery is only available during the daytime.
· Yes - patients are admitted for assessment and can have emergency surgery on-site if needed. Emergency surgery is available 24 hours a day.

	Day-case surgery unit available
	· Yes
· No

	Payment of surgical costs
	· Insurance provided by the government (national or regional level)
· Insurance provided by employer (or household members' employer)
· Insurance that the patient has privately arranged and paid for
· Insurance but unknown how this was arranged
· External funds or grants awarded by charities/NGOs
· Out of pocket payments (patient paid the hospital directly)
· Other








Appendix 4: Definitions

Surgical site infection
Surgical site infection is defined at 30 days post-surgery using the Centers for Disease Control (CDC) definition of deep incisional or superficial incisional SSI as follows
1. The infection must occur within 30 days of the index operation
2. The infection must involve the skin, subcutaneous, muscular, or fascial layers of the incision
3. The patient must have at least one of the following: purulent drainage from  the  wound;  organisms detected by wound swab; diagnosed clinically or at imaging; wound opened spontaneously or by a clinician
4. The patient has at least one of the following: pain, tenderness, localized swelling, redness, heat at the wound site, systemic fever (>38°C).


Clavien-Dindo complications
Adverse post-operative events may be classified in different ways:
· Failure of treatment - This occurs when the original surgery fails to achieve its intended benefits;
· Sequelae: The recognised consequences of a given procedure; for example, gut malabsorption following a large small bowel resection or immune deficiency following splenectomy.
· Complication: Any deviation from the normal post-operative course that has an adverse effect on the patient and is not either a treatment failure or sequel.

In the Clavien-Dindo classification 35, the factor determining the severity of a complication is the treatment required. Consequently, a given complication may be graded differently depending on how it has been managed. For example, an anastomotic leak may be managed just with antibiotics if it is contained (grade II) or it may require re-operation under anaesthetic (grade IIIb).
Some other considerations:
· Intra-operative complications are not considered unless they have an adverse effect on the patient post-operatively. The only exception to this is intra-operative death; this is classified as grade V.
· All post-operative adverse events are included, even when there is no direct relationship to the surgery.
· All adverse events within the follow-up period (30 days) are included, even after following discharge.
· Diagnostic procedures are not included. For example, a diagnostic oesophagoduodenoscopy (OGD) to look for a source of bleeding without any intervention would not be considered a complication, but a therapeutic OGD with clipping of a bleeding vessel would be considered a grade IIIa complication. Since negative exploratory laparotomies are considered diagnostic procedures, they should not be recorded as complications.


	Grade
	Definition (examples listed in italics)

	I
	Any deviation from the normal postoperative course without the need for pharmacological (other than “allowed therapeutic regimens”), surgical, endoscopic or radiological intervention.
Allowed therapeutic regimens are: selected drugs (antiemetics, antipyretics, analgesics, diuretics and electrolyte replacement), physiotherapy and wound infections opened at the bedside but not treated with antibiotics.
Examples: Ileus (deviation from the norm); hypokalaemia treated with K; nausea treated with cyclizine; acute kidney injury treated with intravenous fluids.

	II
	Requiring pharmacological treatment with drugs beyond those allowed for
grade I complications. Blood transfusions and total parenteral nutrition are also included.
Examples: Surgical site infection treated with antibiotics; myocardial infarction treated medically; deep venous thrombosis treated with enoxaparin; pneumonia or urinary tract infection treated with antibiotics; blood transfusion for anaemia.

	IIIa
	Requiring surgical, endoscopic or radiological intervention, not under general
Anaesthetic (GA).
Examples: Therapeutic endoscopic therapy (do not include diagnostic procedures); interventional radiology procedures.

	IIIb
	Requiring surgical, endoscopic or radiological intervention, under GA.
Examples: Return to theatre for any reason.

	IVa
	Life-threatening complications requiring critical care management with single organ dysfunction, or neurological complications including brain haemorrhage and ischemic stroke (excluding TIA).
Examples: Single organ dysfunction requiring critical care management, e.g. pneumonia with ventilator support, renal failure with filtration; SAH; stroke

	IVb
	Life-threatening complications requiring critical care management with multi-organ dysfunction.





Clinical Frailty Score
	Score
	Level
	Definition

	1
	Very fit
	People who are robust, active, energetic and motivated. These people commonly exercise regularly. They are among the fittest for their age.	

	2
	Well
	People who have no active disease symptoms but are less fit than category 1. Often, they exercise or are very active occasionally, e.g. seasonally.

	3
	Managing well
	People whose medical problems are well controlled but are not regularly active beyond routine walking. 

	4
	Vulnerable
	While not dependent on others for daily help, often symptoms limit activities. A common complaint is being “slowed up”, and/or being tired during the day. 

	5
	Mildly frail
	These people often have more evident slowing, and need help in high order IADLs (finances, transportation, heavy housework, medications). Typically, mild frailty progressively impairs shopping and walking outside alone, meal preparation and housework. 

	6
	Moderately frail
	People need help with all outside activities and with keeping house. Inside, they often have problems with stairs and need help with bathing and might need minimal assistance (cuing, standby) with dressing. 

	7
	Severely frail
	Completely dependent for personal care, from whatever cause (physical or cognitive). Even so, they seem stable and not at high risk of dying (within ~ 6 months). 

	8
	Very severely frail
	Completely dependent, approaching the end of life. Typically, they could not recover even from a minor illness. 

	9
	Terminally ill
	Approaching the end of life. This category applies to people with a life expectancy <6 months, who are not otherwise evidently frail. 
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Patient REDCAP No:

HEPPO @

Global Surgery

Preoperative form

Age ____ yrs (months if <1y) Sex O Male O Female Height ______cm
Weight kg Gestational age (if <16y)
ASAgradeQI QII QIII OIV OV

weeks

Smoking status
O Never smoked Q Current smoker/ex-smoker (<6 weeks)
O Ex-smoker (>6 weeks)

Clinical Frailty Score
01 02 O3 04 O5 06 07 08 Q9

Co-morbidities (tick all that apply)

0 Ischemic heart disease 0 Congestive Heart Failure
Q Cerebrovascular disease QO Chronic kidney disease
0 NIDDM (Diabetes Mellitus) O IDDM (Diabetes Mellitus)

Did the patient have a test for SARS-CoV-2 in the 72h before
surgery?
QO Yes - PCR 0 Yes - Lateral flow 0O No

Did the patient have any symptoms related to inguinal hernia
before surgery?
QYes O No

Q If yes, time since first symptoms (until now) (months)
0 Date of diagnosis (dd/mm/yyyy)
Q At birth (neonate 28d) QO As an infant (up to 1y)

0 Date of decision for surgery
0 Date of operation

___ (dd/mm/yyyy)
(dd/mm/yyyy)

Was the patient able to do daily activities while waiting for
surgery (work, school, or family duties)?
0 Yes (completely) O Some, but not all Q No, not at all

Site of hernia QO Left QO Right QO Bilateral

Size of inguinal hernia (largest one if bilateral)
0 Limited to inguinal region QO Limited to scrotum
0 Extend to mid-thigh 0 Extend to knee or beyond

Intraoperative form

Indication for surgery

0 Symptomatic QO Incarcerated
0 Obstruction O Strangulated

Urgency of surgery
Q Elective 0 Emergency

If emergency, was the patient
already on the elective waiting list
for surgery? O Yes 0O No

Mode of Anaesthesia

0 Local 0O Sedation (e.g., midazolam)
0 General Inhaled O TIVA

0 Regional (spine-related / regional
nerve block)

If general inhaled, what was the
agent used?

0 sevoflurane QO halothane

QO desflurane QO N20 QO isoflurane

Was the anaesthesia given by the
professional who repaired the
hernia?

QO Yes 0O No (anaesthetist / anaesthetic

nurse / technician)

WHO checklist? O Yes 0 No
Prophylactic antibiotic? O Yes 0O No

Primary Operator
0 Senior surgeon (Cons. or Attending)
0 Trainee surgeon [0 Non-surgeon

If senior surgeon, what was the
speciality?

QO General surgeon QO Urology

Q Paediatric surgeon Q Other

If non-surgeon:

0 Medical practitioners
O Non-medical practitioners

How many inguinal hernias were
performed prior to this?
Q0-50 0 51-100 0O 101-200 O >201

Operative approach

QO Open Q Laparoscopic

0 Laparoscopic converted to open

0 Robotic O Robotic converted to open

Size of inguinal hernia
0 <1.5cm QO < 3cm QO >3cm
0 Not known

Bowel resection O Yes 0 No

Type of hernia repair

Q Primary herniotomy QO Lichenstein
QTIPP QTREPP 0 Plug and patch
Q PHS (bilayer) 0 Desarda 0O Bassini
Q Shouldice

MIS: O TAPP Q TEP O SILS O
Other.

Mesh used?
oYes O No

If mesh used:
Country of manufacture:

Was the excess mesh re-sterilised
and re-used? O Yes O No

Type:
QO Permanent synthetic 0 Composite
0 Absorbable synthetic 0 Biological

Suture used to fix the mesh to
inguinal ligament:

0 Absorbable [ Non-absorbable
0 Not fixed O Glue QO Tackers

Operative contamination
0 Clean QO Clean-Contaminated
0 Contaminated QO Dirty

Were reusable gowns used in this
procedure?

QO Yes - All scrubbed staff

0 Yes - some scrubbed staff) 0 No

Were reusable drapes used in this
procedure? O Yes O No

Was recycling of waste performed?
(select all that apply)

0 Yes (paper) Q Yes (plastic)

O Yes (glass) 0O No
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Patient REDCAP No:
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Postoperative form

30-day follow-up
0 Yes - Telephone Q Yes - In-person O No

30-day surgical site infection

0 Yes, without readmission within 30-days
Q Yes, with readmission within 30-days

Q No

30-day Reoperation
Q Yes
Q No

If reoperated, what was the reason for reoperation?
QO early recurrence
0 bleeding

Q injury to the vas deferens
Q other.

Post-operative length of stay
0 Same day discharge
QO Admitted

If admitted, what was the number of days inpatient?
(considering day after surgery as day 1,if the patient has not been
discharged prior to the end of 30-day follow-up, enter '31°)

days

Overall Clavien-Dindo complication
Q0 None 0 Grade I

Q Grade II Q Grade IIla
QO Grade IIIb Q Grade IVa
Q0 Grade Ivb QO Grade V





