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Colorectal cancer and major abdominopelvic surgery are 
venous thromboembolism (VTE) risk factors. Prophylaxis 
at discharge mitigates VTE events. Four-monthly 
Foundation doctor (FY) rotations rely on departmental 
induction and/or handing down of knowledge to prescribe 
extended VTE prophylaxis upon discharge.

Introduction / Background

Compliance was higher in the elective cases compared to 
emergency. Compliance remained highest in the first two 
months of each FY1 rotation, but declined towards the 
end, with similar four-monthly cyclical trend noted for 
each rotating cohort.
Six key educational and operational interventions 
incorporating a multi-disciplinary approach were made in 
January 2020. Re-audit demonstrated 100% compliance in 
the three months following intervention. No VTE events 
were noted from missed prescriptions.Objectives

A retrospective audit of all colorectal cancer surgery 
between 1/8/2018 to 29/2/2020. Data obtained from 
electronic patient records and NELA database. All 
discharge summary prescriptions, correspondence and 
imaging records analysedto identify VTE events. Patients 
taking oral anticoagulation preoperatively were excluded. 
The authors decided to stop audit in February as the 
COVID-19pandemic was beginning to affect elective 
surgical services across the UK and locally.

Methods and Materials

At our rural English hospital, the rotation of Foundation 
Doctors is the most frequent movement of healthcare 
professionals forming the extended colorectal surgery 
team. Foundation doctor rotation has not been attributed 
as a factor in decreased compliance with extended VTE 
prophylaxis prescribing at discharge.

Discussion

Our audit demonstrated foundation doctor education, 
amongst other institutional changes, can improve 
extended VTE prophylaxis prescribing in colorectal cancer 
surgery.

Conclusions

This audit aimed to assess departmental compliance with 
VTE prophylaxis prescribing after elective and emergency 
colorectal cancer surgery. 
Standard: NICE Guideline NG89 To identify, address and 
rectify variations with compliance.

Results



Poster 10: Accuracy in Completing theatre listing forms

Introduction: Results:
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Theatre listing forms for elective surgeries from Burns and Plastic
SurgicalDepartmentat St. Helensand KnowsleyTeachingHospitalwere
reviewed. 267formswere analysedunder two monthsperiod,to review
if it is completedandif so,whether the formswerecompletedcorrectly.
Several information such as demographicsof patients, surgeonsor
registrars completing the form, legibility and ǇŀǘƛŜƴǘǎΩcomorbidities
weretakeninto account.

Aim:

Method:

Conclusion:

Theatre Listing Form of Burns and Plastic Surgery Department

We reviewed the accuracyand completion of current listing forms.
Improvementsto the form wereconsideredalongthe way.

Thenumbersof cancer-relatedcasesare increasingeveryday. There
is a high turnover of patientson the electivelists. Thetheatre listing
form is an important document to completeas it entails details of
the procedure,type of anaesthesia,type of skin cancerpatient has
and many more. Patients with skin cancer need accurate listing
becausethey are often old with multiple co-morbidities. Theyhave
multiple skin lesionswhich needto be clearof which specificsite to
beoperatedon.

Therefore,the lists need to be plannedefficiently from admissions,
to ensurea full list canbecompletedin a timely manner. This,in turn
would allow the staff membersto anticipateand plan for problems,
provideefficient and safeuseof theatre list, avoidcancellationsand
delays,avoidnear eventsand alsoact asa sourceof incomefor the
department.

Improvementis neededas over 80% of the forms were incompletely
filled. Anonline listingform would increasethe accuracyof completing
these theatre forms. This will improve legibility and increase the
completion of all criteria to avoid unnecessarycancellationsand
ensureexcellentpatient care.

A re-audit in sixmonthswill be performedafter the implementationof
the onlinelistingforms.

Adlene Adnan1, BismarkAdjei1, Deniz Hassan2, Hazem Alfeky, Ashraf Mostafa2, Sami Ramadan2, Alex Benson2

Å90% of patients had skin cancer-related condition.
ÅMedian age of patients were 76 (Range 25-96).

ÅOnly 19.9% had accurate completion of theatre listing 
forms.

Description Percentage Completed

Patient Details 87.6

Consultant Details 98.5

Listing Surgeon 84.6

Diagnosis 4.9

Procedure 99.6

Operating time 92.9

Urgency of Surgery 88.8

Use of Anti-Coagulant 99.6

Pre-Operative Assessment Clinic 70.8

Pacemaker Check 99.2

Legibility 88.4

Completed List of Comorbidities 41.1

Discussion:

Therewere severalcancellationsand delaysin the surgicalprocedure
due patient becomingtemporarily unfit for the procedureor had a
pacemaker. Howeversincethe forms were not filled properly, it was
only known on the day of the procedure. This delay reduced the
efficiencyof the theatre list andǇŀǘƛŜƴǘǎΩsurgicalprocedurehadto be
rescheduled. ThisindirectlycausesdissatisfactioninǇŀǘƛŜƴǘǎΩcareand
a waste of NHSresourcesas the surgical slot could be given to
anotherpatient on the waiting list.

Therewaslackof information ofǇŀǘƛŜƴǘǎΩco-morbidities. Thiscaused
the departmentto losemoneywhennot all co-morbiditiesareticked.

Contact Details:
Name: Dr Adlene Adnan 
Trust: East Lancashire Trust Hospital  
Email: adlene_aia@yahoo.com     
Phone : 07709710653
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The prevalence of asymptomaticpancreatic
cyst ranges from 2.2% - 13.5%. The majority of  
these are incidentally diagnosed. Only 31% of  
these cysts were documented in radiology
reports. Neoplasia was increasingly identified  in 
them. Most NHS Trusts do not have robust  
pathways to manage incidental pancreatic  cysts. 
We reviewed management of incidental  
pancreatic cysts and adherence to guidelines.

Introduction

Types of Pancreatic Cysts

Pseudocysts
- Seen in pancreatitis.
- Benign in nature
with  no malignant  
transformation.

SerousCystadenomas
- Usually women in
50s.
- Mostly
asymptomatic.
- Benign in nature.

Intraductal Papillary  
MucinousNeoplasms
- Most common  
neoplastic cyst in  
pancreas.
- Producesmucinand
Hasriskof
malignant
transformation.

MucinousCystic  
Neoplasms
- Typically foundin  
women.
- They havemalignant  
potentials

Methodology

Results

Discussion

Implication of COVID-19: 12 months datacould
not be collected in the second phase due to  
disruptions in the local services caused by  COVID-
19. The resulting sample size over nine
months is therefore smaller in comparison to  the 
first audit cycle.

A trend of increased MDT referral was  observed 
in the second period by 11% (p=0.3  with Chi 
square test).

36% of patients were still not referred 
(Table1)

During the initial audit, 62 % (23/37) of  patients in 
the Non-MDT group had no  surveillance scans, 
potentially missing high-risk  patients and 38% of 
patients (14/37) still  underwent surveillance 
scans from non-GI  specialists which could be 
unnecessary.(Fig.1)

44% of patients underwent surveillance  following 
MDT in the second period as  compared to 83% 
prior to guidelines (p= 0.002)  (Fig.2)

Conclusion

-Robust guidelines in place for incidental  
pancreatic cysts helps identify high risk 
cysts  which warrant future surveillance 
and  appropriate treatment, avoid 
unnecessary  imaging, thereby releasing 
radiologycapacity.

-MDT referral ensures malignant  
transformations are identified early and 
reduce  morbidity andmortality.

Recommendation

Discussion and dissemination of the new
trust guidelines with other relevant non-GI
teams  will help in the adherence to this
pathway and  avoid losing high-risk
patients inthe community.

-Re-audit cycle to be performed over 12  
months period after one year of 
implicationof the guidelines for more 
updated and  comparableresults.

Kingȭs Guidelines: Snapshot

Clinical features that warrant urgent referral
toYƛƴƎΩǎ HPB MDT regardless of size&
morphology:
- Obstructive jaundice, weightloss.
- Elevated serum 19-9 orCEA.
- Strong family history of pancreaticcancer
- New onset or worseningdiabetes.
- Repeated attacks ofpancreatitis.
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Retrospectivedatawascollectedacrossthree
hospital sites in our Trust between January
2018 to January2019 when there were no
trust guidelines. Reauditwasperformed
between July 2019 to February 2020 following  
the introduction of local guidelines which  
recommend all pancreatic cysts to be discussed 
in specialist multi-disciplinary team (MDT) 
meetings.

Table1:
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In 2011 the National Mastectomy and Breast ReconstructionAudit (NMRBA)found clear
variationsin the deliveryof information, servicesand patient outcomesnationally in 18,000
women.

Thisleadto the developmentthe 2012OncoplasticBreastReconstructionGuidelinesfor Best
Practice(OBPS)1. The OBPSprovide a rangeof quality criteria (QC)and associatedtargets,
which define a framework that should be used to assesscurrent practiceand deliver high
qualitycarein everystageof theǇŀǘƛŜƴǘΩǎclinicalpathway.

A new autologousbreastreconstructionservicewasestablishedin our unit on July2018. This
audit was developedto assessthe new serviceagainstquality criterias (OBPS)related to
patient outcomes, complicationsand satisfaction with information; as well as areas for
serviceimprovement.

Introduction / Background

1. 3%(1/33) of free flapsfailed. Theaveragelengthof stayof readmissionsis 3 days(0-15) .
Commoncomplications(Chart1) includemastectomyflap infections(23%) or fat necrosis
(15%)

2. 33% (11) of patients were readmitted to hospital. The average time of admission was on 
post-op Day 25 (7-82). 73% (8/11) of readmitted patients returned to theatre; 

3. Patientswho were classifiedasGradeII andabovein the Clavien-DindoClassificationfor
SurgicalComplications4 were deemed significant enough to be reviewed at CG. 11
patientswere identified; only73%(8) of caseswereformallydiscussedat M&M.

4. 59%(19) of patientsreturned their post-operativeBreast-QΩs despitea 100%return rate
of pre-operativequestionnaires. 58%(11/19) of patientsscoredan overallabove80%for
satisfactionwith informationprovision(Chart2); althoughresultswereskewedby a poor
responserate.

Objectives

Å Sample: All patients who have had free flap reconstructionfollowing mastectomysince
serviceinception(July2018) up to March2020were identified usingthe UKNationalFlap
Registry.

Å Samplesize: 32patients; 33 flaps.

Å Audit process: Prospectivedata collection using the UK National Flap registry; patient
electronic medical records, patient survey (Breast-Q) and Plastic Surgerydepartment
M&M archives(electronic)by PlasticSurgerytrainees in the BreastMicrosurgeryfirm.
100%of dataobtainedwasvalidatedthroughan independentreviewby a Consultantand
resultswerecomparedat completionof datacollection.

Methods and Materials

1. Majority of reoperations were debridement of mastectomy flap necrosis. This was
presented at Breast CG. To reduce mastectomy flap necrosis rates; intraoperative
assessmentandaggressivedebridementof mastectomyskinflapsisperformed.

2. All readmissionswere reviewed; 27%(3/11) were inappropriate. To reduceunnecessary
readmission, follow-up appointmentsare streamlined to help early identification and
managementof complicationswith supportof the useof telemedicine.

3. Although 100% of postoperative complications were audited in the local Breast
Reconstructiondatabase; somesignificantcomplicationswere not highlightedfor CG. A
namedrepresentative(trainee)wastaskedto monitor andlogfuture casesfor CG.

4. Poor postoperativeresponserates were related to difficulties with postal returns and
inconsistencieswith timing of follow-ups. To improve return rates; an online form was
enabled and follow-up appointmentswere streamlinedto allow surveysat 3 months
post-op.

Discussion & Plans for Service Improvement

Prospectiveaudits using objective and nationally recognisedtools can help
surgeonsto identify areasfor developmentearlier in order to build a strong
service. Thelessonslearnedinclude:
Å Aggressiveintraoperativeassessmentof mastectomyskin flaps by Breast

andPlasticsurgeons;
Å Needfor earlier recognitionandseniorreviewof patientsat higherriskof

reoperation.
Å Regularfollow-up appointment to enablepostoperativePatientReported

OutcomeMeasures(PROMS)questionnairecompletion.

Conclusions

1. Identify the rate of post-operative complications following free flap breast
reconstruction; andthe incidenceof return to theatreandlengthof hospitalstaysrelated
to this.

2. Determine number of unplanned readmissionsafter free flap breast reconstruction
within 3 months following discharge from initial surgery. QC17 of OBPStargets
unplannedreadmissionsshouldoccurin lessthan 5%of caseswithin 3 months.

3. Determine if all patients with postoperativecomplicationsfollowing free flap breast
reconstruction are reported (audited) and discussedin the departmental clinical
governance; CG(morbidityandmortality; M&M) meetings; astargeted in QC18of OBPS.

4. Determinethe numberof patientswho weresatisfiedwith their informationprovisionat
3 months; basedon their BREAST-Q survey tool2,3 results. QC19 of OBPSstates that
satisfaction with information provision should be reported by 80% of patients at 3
months.

Results

Figure 1.Label in 16pt Calibri.

Chart 2. Overall  Breast-Q scores for satisfaction with information provision  

Chart 1.Frequency of complication types as causes for readmission.


