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Introduction / Background ___ Resuts

E—0—01% o G " G mm mm mm
Colorectal cancer and major abdominopelvic surgery are Compliance was higher in the elective cases compared to \“\,l/?“}i r
venous thromboembolism (VTE) risk factors. Prophylaxis emergency. Compliance remained highest in the first two L B
at discharge mitigates VTE events. Four-monthly months of each FY1 rotation, but declined towards the y Flective
Foundation doctor (FY) rotations rely on departmental end, with similar four-monthly cyclical trend noted for ' Emergency
induction and/or handing down of knowledge to prescribe each rotating cohort.
extended VTE prophylaxis upon discharge. Six key educational and operational interventions
incorporating a multi-disciplinary approach were made in e ——— G G G G~ OO
January 2020. Re-audit demonstrated 100% compliance in - r ey vy . 4
the three months following intervention. No VTE events \ \ /\ \ AN )\
were noted from missed prescriptions. ] (=] (=] (] (2=
This audit aimed to assess departmental compliance with 1. Documentation of clear post-operative instructions by the operating surgeon in their - -
VTE prophylaxis prescribing after elective and emergency e | INITIAL AUDIT PERIOD | RE- AUDITPERIOD |
colorectal cancer surgery. :m:
Standard: NICE Guideline NG89 To identify, address and 2. Documentation of duration of VTE prophylaxis duration on the drug kardex if the oo
rectify variations with compliance. sationt was mot alieadly on snticongulation mdication Brior to serRery. Figure 1 : Timeline of variation in compliance with

extended VTE prophylaxis prescribing at discharge
3. Hospital pharmacist engagement and involvement in monitoring the medical before and after imp]ementation of action p]an

Methods and Materials

A retrospective audit of all colorectal cancer surgery

records and drug kardex to increase compliance with extended prophylaxis m
between 1/8/2018 to 29/2/2020. Data obtained from

electronic patient records and NELA database. All PYONCTING ¢ Socharme. At our rural English hospital, the rotation of Foundation
diSCharge summary prescriptions, Correspondence and 4. Modification of the electronic discharge summary by inserting prompts - Where a Doctors. is the mOSF frequent movement of healthcare
imaging records analysed to identify VTE events. Patients - o , professionals forming the extended colorectal surgery

. _ ] ] diagnosis of ‘cancer’ was entered or a colorectal surgical procedure was entered, a t F dati doct tati h tb ttributed
taking oral anticoagulation preoperatively were excluded. €am. roundation aoctor rotation nas not been attribute
The authors decided to stop audit in February as the reminder to the discharging clinician would appear. as a factor in decreased compliance with extended VTE
COVID-19pandemic was beginning to affect elective N— . R prophylaxis prescribing at discharge.

5. Education of ward nursing, pharmacy and medical teams.

surgical services across the UK and locally. Conclusions

6. Patient education to increase awareness. Our audit demonstrated foundation doctor education,
amongst other institutional changes, can improve
BOX | LlSt Of the Six innervations performed as part extended VTE prophylaxis prescribing in colorectal cancer
of action plan following initial audit SUTSEry.
Contact References
CHEA TZE ONG 1. 1. https://www.nice.org.uk/guidance/ng89/chapter/Recommendations#interventions-for-people-with-cancer
Department of Surgery, Hereford County Hospital 2. 2. https://bestpractice.bmj.com/topics/en-gb/1087
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ntroduction:

The numbers of cancer-related cases are increasing every day. There

* 90% of patients had skin cancer-related condition.

is a high turnover of patients on the elective lists. The theatre listin . :
.g . : : . 5 * Median age of patients were 76 (Range 25-96).
form is an important document to complete as it entails details of
the procedure, type of anaesthesia, type of skin cancer patient has
and many more. Patients with skin cancer need accurate listing Patient Details 37 6
because they are often old with multiple co-morbidities. They have . :
multiple skin lesions which need to be clear of which specific site to Consultant Details 98.5
be operated on. Listing Surgeon 84.6
Therefore, the lists need to be planned efficiently from admissions, Diagnosis 4.9
to ensure a full list can be completed in a timely manner. This, in turn Procedure 99.6
woul.d aIIO\{v _the staff members to ant|C|p_ate ano! plan for p.roblems, Operating time 92.9
provide efficient and safe use of theatre list, avoid cancellations and T = =
: : rgency of Surger :
delays, avoid near events and also act as a source of income for the gency sery
department. Use of Anti-Coagulant 99.6
Pre-Operative Assessment Clinic 70.8
Pacemaker Check 99.2
Theatre Listing Form of Burns and Plastic Surgery Department Legibility 384
St Helens & Knowslev Hospial Completed List of Comorbidities 41.1
LISTING FORM DEPARTMENT OF BURNS AND PLASTIC SURGERY
Home Tel: Hospital number:
Work Tel: Name: o . . .
NioTe Tor FoB Gondar Sow e Only 19.9% had accurate completion of theatre listing
GP (Name & Practice): Address: forms.
Consultant Name: Select Listed by: Grade: Select
ytodo[] Agreed TG cate. . . -
Consultant only to do .
ANAESTHETIC OPINION ONLY (1 procedure Discussion:
URGENT (SCC/Molanoma) L] meame. ..
VR\'lﬁb';,I;ro!:?eE mtg Ee?t?\\!a ilable Slot
PI;?_%;T‘;?;:”CEDWT”?W [ Not applicable a%%ay?f special circumstances . . .
Refer o PLCP Poly befors sting There were several cancellations and delays in the surgical procedure
I“LthdmnDdiﬁ:fﬁl' PACEMAKER ) MPLANTABLE DEFIS ) due patient becoming temporarily unfit for the procedure or had a
ntended Management: ntl-cqagu ants re-op clinic perating time: . o .
DaylinpUStHWhist Eéfg’,;f;,"og,e_. No /Yes | Anaasthetic  Hie  Mins pacemaker. However since the forms were not filled properly, it was
LHiGareponaiiedaton Egg‘rﬁ:;’gdﬁﬁggs W EEEZD”(A;OO) only known on the day of the procedure. This delay reduced the
[NHSC] Privatel) | VoINS confimed (] _(A219) efficiency of the theatre list and patients’ surgical procedure had to be
CO-MORBIDITIES RESPIRATORY HAEMATOLOGICAL SKIN ) ) ) . . . . ) ,
%“TL%""““”“‘“ S Emphysema @tﬁ%ﬂi ESSS rescheduled. This indirectly causes dissatisfaction in patients’ care and
Myo_cardial Infarction =Asthmq ‘ Anaemia . Me[apoma ) . .
N oodprossure  Dloroncnie D Prweve vt Dl Bowers Disosee a waste of NHS resources as the surgical slot could be given to
[] 1 Cholesterol (S_ASTR_OINTESTINAL [] Previous PE CANCER . .. .
oo™ oo Csabety  Huwons, another patient on the waiting list.
[] Periph. Vasc.disease [] Liver disease ENDOCRINE [] Gastric cancer
EXfpﬁL&i[}ﬂﬁiCi%W =8\r::rnafivecmitis %B?ageﬁestype; %gancreaticcancer . . . ) . e . .
iamaee  Commbom. CRRSSITE  Eoms There was lack of information of patients’ co-morbidities. This caused
[] Heart block MUSCULOSKELETAL [ 1 Thyroid Difficult Airway . 5
Skl e o T = the department to lose money when not all co-morbidities are ticked.
oo [ Spoririss” [ Coaltoey ot
[ Dialysis [ ] Dementia

-
When complete please email to plastics.mailbox@sthk.nhs.uk  E-form available from Carmel.hughes@sthk.nhs.uk < : n C I l I S I O n ]
| ]

] ﬂmprovement is needed as over 80% of the forms were incompletem
Aim: filled. An online listing form would increase the accuracy of completing
these theatre forms. This will improve legibility and increase the
completion of all criteria to avoid unnecessary cancellations and

We reviewed the accuracy and completion of current listing forms. ensure excellent patient care.
Improvements to the form were considered along the way.

A re-audit in six months will be performed after the implementation of

Method : w\e online listing forms. /

References:
ﬁeatre listing forms for elective surgeries from Burns and PIastD 1. NHS.Non-Melanoma Skin Cancer Treatment. https://www.nhs.uk/conditions/non-melanoma-skin-
Surgical Department at St. Helens and Knowsley Teaching Hospital were cancer/treatment/ (accessed 2 July 2020).
. d. 267 f | d der t th iod. t . 2. NHS. Operating theatres: opportunities to reduce waiting lists.https://improvement.nhs.uk
.re-vu-ewe : 2l v.vere Sl lyEt LlelEl b Mo s (gl ot 150 retizny /documents/3711/Theatre_productivity_report__Final.pdf (accessed 2 July 2020).
if it is completed and if so, whether the forms were completed correctly. 3. NHS. The NHS Long Term Plan. https://www.longtermplan.nhs.uk/wp-content/uploads/2019/01/
Several information such as demographics of patients, surgeons or nhs-long-term-plan-june-2019.pdf (accessed 3 July 2020).
registrars completing the form, legibility and patients’ comorbidities
Qere taken into account. / Contact Details:

Name: Dr Adlene Adnan

Trust: East Lancashire Trust Hospital
Email: adlene_aia@yahoo.com
Phone : 07709710653



Introduction

The prevalence of asymptomatic pancreatic
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.

Types of Pancreatic Cysts

Pseudocysts

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

Serous Cystadenomas
- Usually women in
50s.

- Mostly
asymptomatic.

- Benign in nature.

Intraductal Papillary
Mucinous Neoplasms
- Most common
neoplastic cyst in
pancreas.

- Produces mucin and
Has risk of

malignant
transformation.

Mucinous Cystic
Neoplasms

- Typically found in
women.

- They have malignant
potentials

{ ¥

Methodology

Retrospective data was collected across three

| hospital sites in our Trust between January

2018 to January 2019 when there were no
trust guidelines. Reaudit was performed
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.

Results

Periods N MOT Refe;rals No MOT Referral
Firt |79 42(33%) 37 (47%)
Second | 28 18(64%  10(36%)

First Period

m Surveillance

w No Surveillance

® Survelllance

2 No Surveillance

Figure 1: Surveillonce among non-MDT group

1007

%
50%
[]
0% -

First Period Second Period

B MDT = Non-MDT

Fiqure 2: Surveillonce Scans in both periods.

Discussion

Implication of COVID-19: 12 months data could
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
(Table 1)

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-Gl specialists which could be
unnecessary. (Fig.1)

*44% of patients underwent surveillance following
1MDT 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
radiology capacity.

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

King's College Hospital

MHS Foundation Trust

Recommendation

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

-Re-audit cycle to be performed over 12
months period after one year of
implication of the guidelines for more

updated and comparable results.

King’'s Guidelines: Snapshot

Clinical features that warrant urgent referral
to King’s HPB MDT regardless of size &

morphology:

- Obstructive jaundice, weight loss.

- Elevated serum 19-9 or CEA.

- Strong family history of pancreatic cancer
- New onset or worsening diabetes.

- Repeated attacks of pancreatitis.

References

(1)Karen S L, Aarti S, Nell M R, et al. Prevalence
of Incidental Pancreatic Cysts in the Adult

Population on MR Imaging (2) Ye RC, Joo K P,
Jin-Young J, et al. Incidental pancreatic cystic
neoplasms in an asymptomatic healthy
population of 21,745 individuals (3) James M S,
Joo H H, Paul M. American Gastroenterological
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and Management of Asymptomatic Neoplastic
Pancreatic Cysts. Grace H E, Brintha K E, Bryan G
S, et al. American College of Gastroenterology
Clinical Guideline: Diagnosis and Management of
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Introduction / Background

In 2011 the National Mastectomy and Breast Reconstruction Audit (NMRBA) found clear
variations in the delivery of information, services and patient outcomes nationally in 18,000
women.

This lead to the development the 2012 Oncoplastic Breast Reconstruction Guidelines for Best
Practice (OBPS). The OBPS provide a range of quality criteria (QC) and associated targets,
which define a framework that should be used to assess current practice and deliver high
qguality care in every stage of the patient’s clinical pathway.

A new autologous breast reconstruction service was established in our unit on July 2018. This
audit was developed to assess the new service against quality criterias (OBPS) related to
patient outcomes, complications and satisfaction with information; as well as areas for
service improvement.

Vi Vien Toh; John Kiely; William Holmes
Mid Yorkshire Hospitals NHS Trust

Methods and Materials

Sample: All patients who have had free flap reconstruction following mastectomy since
service inception (July 2018) up to March 2020 were identified using the UK National Flap
Registry.

Sample size: 32 patients; 33 flaps.

Audit process: Prospective data collection using the UK National Flap registry; patient
electronic medical records, patient survey (Breast-Q) and Plastic Surgery department
M&M archives (electronic) by Plastic Surgery trainees in the Breast Microsurgery firm.
100% of data obtained was validated through an independent review by a Consultant and
results were compared at completion of data collection.

1. Identify the rate of post-operative complications following free flap breast 1. 3% (1/33) of free flaps failed. The average length of stay of readmissions is 3 days (0-15) .
reconstruction; and the incidence of return to theatre and length of hospital stays related Common complications (Chart 1) include mastectomy flap infections (23%) or fat necrosis
to this. (15%)

2. Determine number of unplanned readmissions after free flap breast reconstruction 2. 33%(11) of patients were readmitted to hospital. The average time of admission was on
within 3 months following discharge from initial surgery. QC17 of OBPS targets post-op Day 25 (7-82). 73% (8/11) of readmitted patients returned to theatre;
unplanned readmissions should occur in less than 5% of cases within 3 months.

3. Determine if all patients with postoperative complications following free flap breast 3. Patients who were classified as Grade Il and above in the Clavien-Dindo Classification for
reconstruction are reported (audited) and discussed in the departmental clinical Surgical Complications* were deemed significant enough to be reviewed at CG. 11
governance; CG (morbidity and mortality; M&M) meetings; as targeted in QC18 of OBPS. patients were identified; only 73% (8) of cases were formally discussed at M&M.

4. Determine the number of patients who were satisfied with their information provision at 4. 59% (19) of patients returned their post-operative Breast-Q’s despite a 100% return rate
3 months; based on their BREAST-Q survey tool?>3? results. QC19 of OBPS states that of pre-operative questionnaires. 58% (11/19) of patients scored an overall above 80% for
satisfaction with information provision should be reported by 80% of patients at 3 satisfaction with information provision (Chart 2); although results were skewed by a poor
months. response rate.

National AS 63 R rentena v ienmons. e Chart 2. Overall Breast-Q scores for satisfaction with information provision

Mastectomy ASSOCIATION Of BAPRAS How satisfied or dissatisfied were you with the mformal:ionvoureceivedfromyours::'r‘geonaboae\ma

and Breast . BREAST SURGERY S i et | e | s Scores

Recqnstructlon a. How the breast reconstruction surgery was to be done? 1 2 3 4

AUdIt b. Healing and recovery time? 1 2 3 4 100

ONCOPLASTIC BREAST RECONSTRUCT'ON c. Possible complications? 1 2 3 4 90
Guidelines for Best Practice B . i ’ i 30
e R e e | 2 3 P
later)? 70 i I
f. ‘::ceogra\;o:uacr:; ;gnsofmetlrmqgofyour breast 1 2 3 a
g :2xlggit::€;§:‘e?ssofbreastreconstrumon would take 1 2 3 a 60 T
h. Whatsizevoucoulé!expectyourbreaststobeaher 1 2 3 a 50 1+ — RASCH 1.0
i. How much pain to expect during recovery? 1 2 3 4 40 — — B RASCH 2.0
j-  What you could expect your breasts to look like after 1 2 3 a
surgery? 30 i
k. ::::;:?i:g:;ﬁg:::g:g:\ :urgetyitwould take to feel 1 2 3 a
I.  How the surgery could affect future breast cancer screening 1 2 3 4 20 T =
(e.g., mammogram, self-examinations)?
m. :;:I::ss;nsation in your reconstructed breast(s) and 1 2 3 4 10 i
n. m\s:‘ ;:r;::i:::fr:;’;geﬁen“ with their breast 1 2 3 s 0 | | | | | | | Patient
s Dk oy e A it 0. Whatthe scas would ook ike? 1 2 3 s 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19

November 2012

Contact

Miss Vi Vien Toh/ Mr. William Holmes
Mid Yorkshire Hospitals NHS Foundation Trust
Email: vivien.toh@nhs.net, willholmes@nhs.net

BREAST-Q VERSION 2.0 © Memorial Sloan Kettering Cancer Center and The University of British Columbia, 2017. All rights reserved.
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B Abdo Fat necrosis
B Abdo Breakdown
® Abdo Infection

W Breast Fat necrosis
® Breast Breakdown
w Breast Infection

Other PE

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

Discussion & Plans for Service Improvement

1. Majority of reoperations were debridement of mastectomy flap necrosis. This was
presented at Breast CG. To reduce mastectomy flap necrosis rates; intraoperative
assessment and aggressive debridement of mastectomy skin flaps is performed.

2. All readmissions were reviewed; 27% (3/11) were inappropriate. To reduce unnecessary
readmission, follow-up appointments are streamlined to help early identification and
management of complications with support of the use of telemedicine.

3. Although 100% of postoperative complications were audited in the local Breast
Reconstruction database; some significant complications were not highlighted for CG. A
named representative (trainee) was tasked to monitor and log future cases for CG.

4. Poor postoperative response rates were related to difficulties with postal returns and
inconsistencies with timing of follow-ups. To improve return rates; an online form was
enabled and follow-up appointments were streamlined to allow surveys at 3 months
post-op.

Conclusions

Prospective audits using objective and nationally recognised tools can help

surgeons to identify areas for development earlier in order to build a strong

service. The lessons learned include:

 Aggressive intraoperative assessment of mastectomy skin flaps by Breast
and Plastic surgeons;

* Need for earlier recognition and senior review of patients at higher risk of
reoperation.

 Regular follow-up appointment to enable postoperative Patient Reported
Outcome Measures (PROMS) questionnaire completion.

Oncoplastic Breast Reconstruction: Guidelines for Best Practice. November 2012. Source: http://www.bapras.org.uk/docs/default-source/commissioning-and-policy/final-oncoplastic-guidelines---healthcare-professionals.pdf?sfvrsn=0
Breast-Q™ UK Version; Reconstruction module (Postoperative) 2.0. http://qportfolio.org/wp-content/uploads/2018/12/BREAST-Q-USERS-GUIDE.pdf

Pusic AL, Klassen A, Scott A, Klok J, Cordeiro PG, Cano SJ. Development of a New Patient Reported Outcome Measure for Breast Surgery: The BREAST-Q®©. Plast Reconstr Surg. 2009 Aug;124(2):345- 53.

Dindo D, Demartines N, Clavien PA. Classification of surgical complications: a new proposal with evaluation in a cohort of 6336 patients and results of a survey. Ann Surg. 2004;240(2):205-213. doi:10.1097,/01.s1a.0000133083.54934.ae
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Background Results
The 62-day target requires all fast-track suspected cancers to * Seventy-two patients (mean age 79 years) breached the 62-day
be treated within 62-days of referral. Boxplot of delay (range. median and CI days) at each stage in pathway target, making up 10.1% of the skin cancers treated for the time
period
This objective was set out by the Department of Health in the ’
National Health Service (NHS) Cancer Plan 2000 and * There were 65 SCCs and 7 melanomas
adjusted in the 2007 Cancer Reform Strategy? to include an . " o | |
expected compliance of 85%. = oo * The median time from referral to procedure in patients who breached
° g’ %1 was 75 days (IQR 68-90)
£ 06160
] 1 * The longest delays in the pathway occurred in those who had an
Objectives 50 - . . Initial diagnostic biopsy (mean 54.0 days) or an initial appointment
. % é with dermatology that were subsequently referred to plastic surgery
The ObjeCUVe Of thlS aUd|t was tO eStab“Shed the cause Of i Time EBP ref timefromGP  Time from Time from Time from Time from (mean 427 dayS)
delay for patients exceeding the 62-day wait target for skin O P Ceived  dermapt Plasties” Plasticaapt formal | | |
cancer excisions at University Hospitals of North Midlands. procedure * Delays were most commonly due to inadequate operating capacity
Delay (29%), followed by delays due to patient fithess for surgery (26%)
_ _ A chart to show delays (days) at each stage in the pathway using boxplots
This was measured against the NHS Cancer reform strategy _ _ _ _ _
standard * In accordance with Summer being the busiest time for referrals in our
centre, the peak of breaches occurred in November and in February,
Mean/*median |SD/*IQR following a decrease in service provision over the Christmas period
Methods ;I'o:cal nurlnber ofddays from GP referral |70.5 6.24
O formal procedure Suggestions for future directions and Conclusions
A thorough analysis of the timeline fr_om GP referral to Days taken for GP referral to be x5 %5 5 | o | | |
treatment was undertaken for all patients who breached the received « Appropriate triaging of patients to either plastic surgery or
62-d_ay treatment target for cutaneous squamous cell Days from GP referral to Dermatology |9.34 4 552 dermatology in order to redupe delays caused by inter-specialty
carcinoma (SCC) and melanoma between Oct 2017 — Sep appointment referrals e.g. for complex lesions
20109. :
Factors involved in the breach of these patients were identified Days fror?StGP refgrrtal to tPIaSt'C 9.80 8.03 « “Parallel” clinics where dermatologists and plastic surgeons are
and explored. These included: surgery (1%) appointmen consulting in adjacent rooms
Days from Dermatology appointment [(41.71 25.23
« Patient co-morbidities to Plastic Surgery appointment « Consider some form of mini pre-assessment for patients so that
 Time between GP referral sent and received Days taken to biopsy in Dermatology |25.07 16.06 unexpected co-morbidities don't lead to cancellations
* Initial specialty and action taken Days taken to biopsy in Plastic 26.38 10.56
* Time to biopsy Surgery « Fast Track histology pathways for those undergoing incision biopsy
* Time from biopsy to formal procedure Days from biopsy to formal procedure [{49.6 29.9
« MDT and histology wait times With the above efforts, the number of patient encounters with the
Table demonstrating delays at various stages of the skin cancer referral pathway healthcare service and the |ength of time they Spend Waiting for
Statistical analysis was undertaken using SPSS. diagnosis and treatment of skin cancer could potentially be reduced.
References Contact m
1.Department of Health. The NHS Cancer plan: a plan for investment, a plan for reform. 2000. Chantal Patel w B «
2.Department of Health. NHS Cancer reform strategy. 2007. University Hospitals of North Midlands U nive I'Slty H OSpltals

Email: chantalpatel@hotmail.co.uk Of North Midlands
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Fig 1 — Intra-operative photograph showing the resection
of an intradural tumour (meningioma)

OBJECTIVE

To provide a service evaluation of all intradural spinal tumour resections conducted at the Royal

1The University of Birmingham

Intradural tumours can be intramedullary
or extramedullary. The vast majority are
benign, and are treated with surgical
resection if they become symptomatic. (-2

Orthopaedic NHS Foundation Trust (ROH) from January 2017 to December 2018

METHODS

All patients who underwent intradural tumour resections at the ROH between January 2017 and

December 2018 were reviewed.

Pre-operative, intra-operative and post-operative outcomes were obtained from patient case
notes, the online clinical portal, theatre books and the PICS software system.

Intradural spinal tumour resection

Treated at ROH
January 2017 — December 2018

Insufficient follow-up data (under 6 weeks)

Extradural pathology

Table 1 — Inclusion and exclusion criteria for cases in this service evaluation

18 patients were identified. One patient was
excluded (extradural pathology), leaving 17
patients for review.

Mean Age at Surgery (Years) 60.9 (Range:
29-82)
Sex (M:F) 3:14

Table 2 — Summary of patient characteristics (n=17)

The following NICE guidelines, applicable to the excision of extramedullary intradural
tumours, were used as a guide for generating outcomes. 3) These served as a benchmark to
which the ROH intradural resection service was compared.

= Specialist MDT discussion and management plan formulation is beneficial for all patients

following presentation.
= |nvestigation with MRI.

= Aim of treatment for patients with low-grade tumours is to prevent further neurological

deterioration.

= Monitoring and early resection of enlarging or symptomatic lesions in high-risk patient
groups, for example those with neurofibromatosis types 1 & 2.
= Regular follow-up with MRI and clinical examination to identify and treat postoperative

complications or tumour recurrence.

All pre-operative, intra-operative and post-operative outcomes investigated are outlined in

the ‘Results’ section.

RESULTS

The following four tables show the results for each outcome.

PMH requiring HDU admission (Y/N)
Significant FH (Y/N)
ASA

Smoking status (Y/N)

Pre-operative imaging: Whole spine MRI (Y/N), brain
MRI (Y/N), gadolinium MRI (Y/N)

Mean time from diagnosis* to operation (weeks)
MDT review (Y/N)

Pre-operative Treatment

Oswestry Disability Index (ODI)
EQ-5D

8
1

ASA 3: 2 patients
ASA 2: 12 patients
ASA 1: 3 patients

3

16 patients had a full-spine MRI. Of these, 3 also
had a brain MRI and 5 had a gadolinium-enhanced
MRI.

1 patient had a cervical spine MRI only

7.6. (Range: 1 day-16 weeks)

15 patients were reviewed at MDT pre-operatively
1 patient had symptomatic spinal cord compression
and underwent urgent resection

1 patient was added onto operating list following
diagnosis, without MDT review

Opioids: 7

NSAIDS: 3

Physiotherapy: 4

Steroid Injections : None

Not reported
Not reported

Table 3: Results of pre-operative outcomes. *diagnosis taken as date of MDT.

Contact: Basil Yannoulias
Email: BXY544@student.bham.ac.uk
Telephone: 07979615223
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‘Skin-to-skin” mean time (hours) 2.8 (based on data from 13 cases)

‘In-out” mean time (hours) 3.3 (based on data from 15 cases)
Mean estimated blood loss (ml) 280 (based on data from 6 patients)

Use of instrumentation (Y/N) 1 (hemilaminectomy performed for L5 neuroma)

Valsava Manoevre Performed (Y/N) 4
Use of staples for closure (Y/N) 3
Tethering of tumour to cord or rootlets 12
(Y/N)

Rootlets excised (Y/N) 9
Dural Tear (Y/N) 1
Local Anaesthetic Infiltration (Y/N) 17

Enoxaparin use Prescribed at 24 hours post-operatively in all cases. Patients then received a

mean of 1.5 additional doses on subsequent days. (Range: 0-6)
Over 1 day (9); over 2 days (4)
29.5 (based on data from 13 patients)

Dexamethasone use
Mean bedrest duration (hours)

Antibiotic cover 9 patients received 24 hour cover. 8 patients received a single dose. NB: the

North American Spine Society recommend a ‘single dose of preoperative
prophylactic antibiotics’ for typical cases, whilst ‘prolonged postoperative
regimens may be considered in complex situations’. (4)

Table 4 — Results of intra-operative outcomes

Infection (Y/N)
Neurological Deficit (Y/N) 4
CSF Leak (Y/N)

Return to theatre (Y/N)

None

None
None

Post-operative headache (Y/N) 4. Mean duration: 3.5 days.

Mean time of bed-rest (days) 2.4

Maximum post-operative pain score (VAS) 5.9 (Range: 1 to 10)
Post-operative Opioids (Y/N) 8

Post-operative NSAIDS (Y/N) 4

Mean time to TWOC (days) 4.7 (Range: 1-14)

Mean length of stay (days) 7.7 (Range: 2-18)

Table 5 — Results of short-term post-operative outcomes. *Short-term was defined as within two weeks post-operatively.

Clinical examination at follow-up 17

Post-operative imaging Post-operative MRl in 13
XR only in 1 patient

No post-operative imaging in 3 patients

Post-operative symptoms 14 patients experienced improvement, 11 of which experienced
complete resolution of symptoms. No change form presentation was
seen in 3 patients.

16 patients out of 17 did not suffer from new deficits. 1 patient

awaiting MRI for a suspected new lesion; suffered proprioceptive loss.

Return to theatre (Y/N) None

Post-operative headache (Y/N) 4. Mean duration: 3.5 days.

Mean time of bed-rest (days) 2.4

Post-operative treatment 1 patient received steroid injections (suffered from degenerative

changes in lumbar spine; not to do with resection)
Re-admission (Y/N) 1 patient was re-admitted (following a fall unrelated to the resection)
Recurrence (Y/N) 0 patients (minimum 5-month follow-up period)
Time for histological diagnosis (days)* 12.5 (Range: 5-20).
Oswestry Disability Index (ODI)

EQ-5D

Not reported
Not reported

Table 6 — Results of long-term post-operative outcomes. * Specimen taken during surgery, then sent for histological
analysis.

DISCUSSION

The results of this audit suggest that the ROH provided a safe and effective intradural resection
service from January 2017 to December 2018. All patients received pre-operative MRI scans,
16/17 patients did not suffer from further neurological deterioration, and all patients
underwent post-operative clinical examination. No recurrences were reported over a minimum
5-month follow-up period. However, one patient was not reviewed at MDT pre-operatively and
four patients did not undergo post-operative MRI scanning.

CONCLUSION

The intradural resection service in January 2017— December 2018 largely adhered to NICE
guidelines. The following changes will be made to improve the service:
1. Review all patients by the spinal oncology MDT pre-operatively and neuro-oncology MDT
following histopathology results
2. Calculate and record pre-operative and post-operative ODI and EQ-5D scores for all
patients undergoing intradural tumour resections.
3. Upload outcomes to British Spine Registry
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BACKGROUND WHAT DOES THIS STUDY ADD?

= Pancreatic cancer mortality closely matches incidence(1). This study is the first to incorporate both quantitative and qualitative techniques to evaluate the
= Surgical resection via pancreaticoduodenectomy (PD) offers a potentially curative solution fast track pathway for resectable pancreatic cancer in UHB and referring centres
for cases that have not metastasised beyond the pancreatic tissue(2).
= Preoperative biliary drainage (PBD) became standard practice to minimise the risk of
operating on jaundiced patients, but has been shown to increase the risk of Aim: To provide an up-to-date evaluation of the fast track pathway for resectable pancreatic
complications(3). cancer, by exploring views of clinicians involved in its delivery.
= A ‘fast track’ pathway for resectable pancreatic cancer which avoids PBD was introduced in Objectives:
University Hospitals Birmingham NHS Foundation Trust (UHB) and referring centres in I.  To assess awareness of the fast track pathway among clinicians in UHB and referring
2015(4). centres
* The pathway has been shown to increase the number of patients undergoing PD, decrease Il.  To assess barriers in implementing the pathway in UHB and referring centres
the time taken to receive PD, and save around £3200 per patient(4). lll.  To assess facilitators in implementing the pathway in UHB and referring centres

IV. To explore clinicians’ views of reasons behind successful, partially successful and

METHODS ay

= Study Design: service evaluation with a sequential explanatory design. Online questionnaires
sent to members of the hepatobiliary MDT in UHB, and separate questionnaires to members
of the hepatobiliary MDT in referring centres. Questionnaire results used to inform UHB Questionnaire 3 respondents: consultant hepatologist, consultant gastroenterologist
development of a topic guide for one-to-one, semi-structured interviews. and consultant surgeon.

* Inclusion criteria: member of MDT involved in treating pancreatic cancer in UHB or a
referring centre and able to communicate in English

= Exclusion criteria: any patient treated for pancreatic cancer via the fast track pathway

= Ethics: ethical approval obtained from University of Birmingham IREC

= Sampling and recruitment: purposive sampling for questionnaire respondents. Interviewees

Referring Centre 11 respondents (8 respondents provided occupation information): 3
Questionnaire consultant gastroenterologists, 2 consultant surgeons, 2 clinical nurse
specialists and 1 consultant hepatologist.

Interviews

recruited using snowball method from established contacts, and from questionnaire follow- 11 clinicians interviewed (5 face-to-face, 6 by telephone), comprising:
up v' 6 clinicians from UHB, 5 clinicians from referring centres.

= Data collection: questionnaires designed to take less than 5 minutes to complete. Interviews v' 4 surgeons, 5 clinical nurse specialists, 1 gastroenterologist, 1
recorded and transcribed verbatim. medical oncologist

= Data analysis: questionnaire analysis auto-generated by Qualtrics XM® software. Braun and
Clarke’s thematic analysis used to analyse interview transcripts. One transcript was
independently coded by project supervisor for investigator triangulation

RESULTS

\WWewent.to-the-local-teams-ana-\

started with a fairly soft launch: | think
Heartlands and New Cross first.”

“They have made a real effort to visit, “We just went round all the referring

give feedback on cases, tell us how trusts. | think within three or six
things are going, suggest months we’d been to all the referring

improvements, ask what we think.” trusts.”

Yes

Mo

0 s i s : % } Theme: Evolution Theme: Collaboration Theme: Leadership

Figure 1: Awareness of fast track pathway among respondents | ¢ Phased implementation e UHB team willing to e Securing funding

from UHB. Questionnaire included an item asking if _ . L ]

respondents were aware of the fast track pathway for ¢ Introduction of template prO\”de regUIar feedback to e Visits to referrlng centres

resectable pancreatic cancer in UHB and referring centres; all 3 documents to guide referring teams to engage sta keholders and

respondents indicated awareness. Horizontal x-axis represents . . . .

the number of respondents, and vertical y-axis indicates the referrers * Discussions at prOfeSSlOﬂa| Manage OppOSItIOH

Yes/No options available. e Increasing bilirubin (marker meetings e Engaging and educating

T ijaundice) thrachnld far o Cultiira nf oper clinical nuirge SpeCia“StS
_ eligible patiel Theme: Coordination sti Theme: Clinical benefit 1dy days

i e Flexible theatre space > | e Pathway guided by the

e Dedicated pathway benefits of avoiding PBD

coordinator e Emotional impact on

0 1 : 3 ; : 8 7 ! e Necessity to Continua”y patients of rapid diagnosis

Figure 2: Awareness of fast track pathway among respondents educate referrlng teams to and progre.ssmn to Sur_gery

from referring centres. Horizontal x-axis represents the number of ensclire cn e Further e reauired

respondents, and vertical y-axis indicates the Yes/No options “We’ve found it quite easy to do the to

“The main reason to do it was just to
avoid the biliary drainage and improve
the care for the patients.”

available. operating theatres because of the way

we work because we’re a big team and
we don’t have named lists.”

resectable pancreatic

CONCLUSION STReNZTHS & LIMITATIONS

* Pathway depends on extensive collaboration between stakeholders in UHB and referring Strengths Limitations
centres
= Clinical nurse specialists vital in managing the communication triangle between the referring v' Clinicians from both UHB and referring

) ; . X Limited questionnaire respondents
unit, UHB and patients. centres included

= Pathway relies on clinical leaders in UHB to ‘sell’ benefits of pathway, provide feedback,
manage opposition and ensure ongoing stakeholder engagement
= Phased implementation of the pathway may have aided in managing clinician opposition as it

v" Clinicians from a range of specialties and

B X Patients not included

arose, providing more time to build acceptance and enable centres to learn from one another. v Independent coding of transcript for _ :
= Culture of continuous improvement, such as through introduction of template documents and triangulation X Underrepresentation of gastroenterologists,
dedicated pathway coordinator. medical oncologists and radiologists

= Pathway follows NICE guidance to provide upfront surgery for resectable pancreatic cancer,

but more evidence needed to ascertain effects of NAC(5). ¥ Questionnaires provided general

" Interviewees noted emotional impact on patients of early diagnosis and surgery rnlder.standmglof tI;e It.orn.c wl’wereas , X Pty for .gateke.eper I.ouas dueto
» Practical factors such as flexible theatre space ensured sustainability of the pathway in UHB Idnes:\h”ews explored clinicians: VIews In snowball sampling of interviewees

and referring centres.

FUTURE RESEARCH REFERENCES

" Adefinitive randomised controlled trial comparing NAC to a control group in which fast 1. Neoptolemos JP, Kleeff J, Michl P, Costello E, Greenhalf W, Palmer DH. Nat Rev Gastroenterol

track surgery is carried out, such that the patients in the control group can have the Hepatol. 2018
advan.tag.e of-av0|d|ng PBD. o 2.Kimura W, Miyata H, Gotoh M, Hirai |, Kenjo A, Kitagawa Y, et al. Ann Surg. 2014.

" Toassistin wlder uptake of the pathrvay, future research may focus 9” gaining an 3.Scheufele F, Schorn S, Demir IE, Sargut M, Tieftrunk E, Calavrezos L, et al. Surgery. 2017.
understanding of contextual factors in other tertiary centres and their referrers. 4. Roberts KJ, Prasad P, Steele Y, Marcon F, Faulkner T, Cilliers H, et al. HPB (Oxford). 2017.

= (Qualitative work to assess emotional impact of early versus delayed PD for pancreatic

i 5. NICE Guideline 85: Pancreatic cancer in adults: diagnosis and management. 2018
cancer patients

Contact: Basil Yannoulias. Email: BXY544@student.bham.ac.uk Telephone: (+44)7979615223
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| . . _ List of 150 patients who have had anterior resections between 2014-2019 gathered from Fi gure 1.
The Royal College of Pathologists (RCPath) [1] have published guidelines Data was initially gathered from the histopathology secretaries who - e patieniquest o dontifed o 2o Llllqlé?:]rggr;gn;he
on the clinical information required on histopathology request forms for provided a list of 150 patients who have had anterior resections between — orocess of data
colorectal cancers. Specific information such as the nature of resection and the years 2014-2019. The request forms were manually checked for the . ‘ — — collection. N = 50
site of tumour, histological type of tumour, preoperative tumour staging clinical information provided on each paper form against the RCPath . (total number of
(along with details of preoperative therapy if given) should be specified on guidelines and data recorded on a proforma. A total of 50 paper request ? l l request forms
the request forms. A background of the patient’s family history (specifically forms were reviewed and audited (see figure 1). — 24 request forms dated | | 26reques’ forms dated audited).
familial cancers or IBD), if the tumour was detected as part of a screening . f [
programme and the type of surgery performed [1] are also information that 3 !
the RCPath has identified as being a requirement on histopathology forms. ] Number of equsst forms
o (n = 50)

Objectives

- : T A study carried out in Scunthorpe General Hospital, UK [2] assessed 500
1. To audit the compliance of the clinical information provided by 94% (47/50) of the request forms mentioned the site of tumour resection; y P P [2]

surgeons in our local trust in relation to the RCPath guidelines. 56% (28/50) specified the nature of resection and 48% (24/50) had clinical request forms of patients with large bowel cancer resections and
mentioned the type of surgery performed, (i.e. whether open or found that the clinical information was inadequate in relation to the RCPath

2. To suggest ways in which the current practices can be improved to laparoscopic, see figure 2). Out of the 50 request forms reviewed, 10% guidelines. It was noted that the pre-operative stage of the tumour was

ensure greater adherence to guidelines. recorded in 5.4% of cases, and 0.6% of request forms mentioned whether
the tumour was detected as part of a screening programme [2]. In
comparison, to our audit which was 4% for both parameters. The lack of
adequate information on clinical request forms could be due to several
reasons, one important aspect we considered was the lack of space on the
paper request forms. To improve this, we have suggested an electronic
form with mandatory fields to be completed .

mentioned whether pre-operative therapy was given and specified the

3. To encourage collaborative work between surgeons and nature of therapy. Only 4% recorded the preoperative tumour staging and

histopathologists with an aim to implement changes to further whether the cancer was detected from a screening programme (see figure
Improve clinical practice 3). Information such as family history, histological type of tumour on

diagnostic biopsy, duration of pre-op therapy, the type and dissection
plane of operation were not recorded on none of the request forms.

50 ©
45 i Conclusions
40
> 35 4 To conclude, reporting of clinical information provided on request forms is
< 30 S substandard and needs improvement. The nature of the resection and site
S 25 & 2 : L : :
o . S of tumour are being well recorded. However, significant information such
o . x as pre-op therapy, type and dissection plane of operation attempted and
10 2 family history are absent in the majority of request forms audited. We
c - believe that the implementation of an electronic form would help improve
0 the information histopathologists receive and plan a reaudit to assess
Resection Site of tumour Type of surgery 0 - whether our suggested change was significant in improving outcomes.
(Ia /o en) Detected aspartof Pre-optumourstage Pre-optherapygiven Natureoftherapy
P/OP screening
Clinical information Clinical information
Figure 2. Bar graph showing the frequency of reporting for resection, Figure 3. Bar graph showing the frequency of reporting of clinical Tefeﬁnﬁz‘)ez:hre O S el e T TS e e o G e
: = . . : : : _ : u Y, uirke, . | :
site of tumour and type of surgery on request forms (n=50). Information on the request forms provided to histopathologists. (n=50). oyl Collene @ Faliclon 6e, Decanar 2007
2. Ntala C, Gumber A, et al. How adequate is the information provided on histopathology

request forms for colorectal cancer resection? Gut 2015



Poster 95: Audit on Oncoplastic/Reconstructive Breast Surgery Operative Notes According to the Royal College of
Surgeons and Association of breast surgeons Guidelines before and after the introduction of standard templates at

BASO~ACS

Introduction:

The Association of breast surgeons(ABS) and the Royal College of
Surgeons (RCS) have standard guidelines for operative notes as
lack of proper documentation can lead to
Issues with Patient safety
Difficult for on call team to look after patient without all
appropriate information
Nursing staff may not be able to read note or post op
Instructions
Medico legal issues
|s procedure being described in adequate detail?
Would they stand up to scrutiny in a coroners court if needed

Glenfield Hospital Leicester.

Javeria lgbal ,Ahmed Gaber, Walid Sasi ,Jaroslaw Krupa.

University Hospitals Leicester.

Methods:

First Audit: A Retrospective review of 31 operative notes of
oncoplastic/reconstruction procedures from August-October 2019.
Review of operative notes of oncoplastic/reconstruction procedures
Intervention : Standard Operative note templates introduced.
Re-Audit: Total 31 operative notes reviewed from July-September 2019
(delay due to Covid:19).

Results: Allthe notes reviewed before introducing the templates had information on the procedure performed, side of the performed

procedure, the type of prosthesis used and instructions for the drains. Date was missing in 2% of notes, surgeons name in 10%, Name of
assistant in 15% and specimen weight in 60% of the notes. Similarly, 50% of the notes missed out the indication for surgery, the VTE
prophylaxis and the type of dressings used. Specimen orientation was only mentioned in 5% of the notes. Similarly, other standards like
position of prosthesis (subpectoral/pre- pectoral), amount of expansion, postoperative antibiotics, use of mesh, use of local anaesthesia were
missing. None of the notes reviewed were 100% compliant with the standards.

Re-audit after the introduction of the templates showed 100% information on all the standards except for indication of surgery which was
missing in 9(30%)) of the operative notes.70% of the notes were 100% compliant.
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The introduction of preformed standard operative notes for complex Oncoplastic and reconstructive procedures improved the

compliance rate from 0% to 70%.

Contact

Miss Javeria Igbal

University Hospitals Leicester.
javeriaigbal5@hotmail.com
07944635654
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Introduction & Objectives Methods and Materials ___ _  Discussion

) , ) i . _ _ _ ] ] _ e Considerable gains could be made in efforts to aid smoking cessation
* The thoracic patient undergoing lung resection often has modifiable risk factors. * Retrospective analysis of 101 consecutive cases undergoing anatomical lung ®one group demonstrated a paradoxical increase in pulmonary
resections in 2018 was performed. complications post surgery in patients who had recently stopped
 We set out to examine our current practice in optimising key variables from KEY ®5m_°k'n8 | | |
referral to anatomical lung resection for cancer. * Pre-operative anaemia, BMI, smoking status and COPD were studied . It is more generally accepted that pre operative smoking cessation
Fl N Dl NGS is beneficial prior to lung resection®’.
* Our key variables were chosen pragmatically as both optimisable and with * The actual management was then compared to evidence based optimisation e It appears many patients are not on optimal inhaled therapy prior to
evidence base of importance in lung cancer resection strategies. lung resection and it may be the referring respiratory physician best
placed to initiate this.

Evidence Based Optimisation Criteria . Resuts

* 32% of the patients were current smokers.
= Of these smokers, 43% were advised to stop smoking pre-operatively, 39%
offered nicotine replacement therapy and 28% referred to a smoking
) cessation service.
2) BMI _ ,
= Referral rates by registrars were higher than by consultants.

e We acknowledge inherent limitations of retrospective case note
analysis

LIMITATIONS:

e |t is possible that measures taken but not documented or performed
at referring unit

1) ANAEMIA?

e A larger cohort is necessary to evaluate anaemia and BMI more fully

e Associated with increased morbidity and * Mulnutrition is a risk factor for . . . L
mortality of thoracic surgery ! complications after thoracic surgery * 43% of patients had COPD based on spirometry with all being in either Stage 1 or

e Should be identified, investigated and y BMIiﬁS‘S/Weight Idos; ;13'1|5%/6 Stage 2.
corrected pre-operatively months recommended to delay surgery

o to allow for enteral nutrition
: IrorT therapy preferred . .Ilne treatment e |nitiate oral nutritional supplements for
for iron deficiency anaemia

5-7days before surgery * Only 2% of patients had a haemoglobin <10, with one being investigated for this
and one not.

= Only 51% of those with COPD were on appropriate inhaled therapy.

e We aim to introduce changes in practice to improve our optimisation

F UTU R E . * In the Covid era with greater use of telephone consultations the
: optimisation is even more challenging

* 3% of this cohort had a BMI < 18.5 yet none were referred to the dietician.
e Our unit intends to recruit into the Project MURRAY feasibility study

3) SMOKING?3 4) COPD*

e Associated with increased risk postoperative * Use short-acting bronchodilators, as

morbidity and mortality (pulmonary necessary, as the initial empirical treatment
complications) of COPD to relieve breathlessness and

* Should be stopped at least 4 weeks before exercise limitation.
surgery o Offer LAMA+LABA+/-ICS to people who

have spirometrically confirmed COPD and
do not have asthmatic or steroid responsive
features and remain breathless or have
exacerbations

Conclusions

 We identify several areas of potential improvements for our patients undergoing

* A delay of 4 weeks to allow smoking cessation anatomical Iung resection.

appears reasonable

e Both behavioral support and

pharmacotherapy are effective * Considerable gains could be made with our smoking cessation measures and in

the treatment of COPD with appropriate inhaled therapies. These improvements
need to be made as a collaborative effort with our respiratory colleagues.

* Our ability to keep patient waiting times short from outpatient review to
admission date provides a challenge in providing optimisation pre-operatively.
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