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Introduction / Background

R L g—¢-C-C-5—6882C-8
Colorectal cancer and major abdominopelvic surgery are  Compliance was higher in the elective cases Compareiivto \f‘y’ /r
venous thromboembolism (VTE) risk factors. Prophylaxis  emergency. Compliance remained highest in the first two 3 /
at dischargemitigates VTE events. Feomonthly months ofeach FY1 rotation, but declined towards the ; [ ——
Foundation doctor (FY) rotations rely on departmental end, with similar foumonthly cyclical trend noted for . ' Emergency
iInductionand/or handingdown of knowledge to prescribe |each rotating cohort.
extended VTE prophylaxis upon discharge Six key educational and operational interventions
Incorporating a multdisciplinary approach were made In SUSEemomomomnoms. 00 00 Aomownoenawns 22 22 22 a8 2
Januarn2020. Reauditdemonstrated 100% compliance in - reyvrEe -~ !
the three months following intervention. No VTE events /\ 2\ /\ /\ AN AN
were notedffom missecprescriptions ][] (o] (] [

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 antergency . TV AR PO | RE-AUDITPERIOD |
colorectalcancer surgery |
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 patient was not already on anticoagulation medication prior to surgery. Figure I : 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

A retrospective audit of all colorectal cancer surgery

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

electronicpatient recordsand NELA database. All OO - 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. S the mOSt frequent movement l¢althcare
imaging recordanalysecto identify VTEevents. Patients diagnosis of ‘cancer’ was entered or a colorectal surgical procedure was entered, a prOfeSSIOnaléormlng the extended colorecta SUrgety
_ _ _ _ gNosi I $ al surgicz u S el , - - -
taking oral anticoagulation preoperatively were excluded. team. Fou.ndatlon doctor rotat!on has _not been attributed
The authors decided to stop auditFebruary ashe reminder to the discharging clinician would appear. asa factorin decreased compliance with extended VTE
COVIBL9pandemic was beginning to affect elective o | 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 1 :List of the six innervations performed as part extendedVTE prophylaxigrescribing in colorectal cancer
of action plan following initial audit surgery
Contact References
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Thenumbersof cancerrelated casesare increasingeveryday There

ntroduction:

A 90% of patients had skin canemdated condition.

Is a highturnover of patientson the electivelists. Thetheatre listing : :
form is an important documentto complete asit entails details of A Median age of patients were 76 (Rangedt.
the procedure,type of anaesthesiatype of skin cancerpatient has
and many more. Patients W|_th skln_cancer nee(_j g_ccurate listing Patient Details 876
becausethey are often old with multiple co-morbidities Theyhave _
multiple skinlesionswhich needto be clearof which specificsite to Consultant Details 98.5
be operatedon. Listing Surgeon 84.6
Therefore,the lists needto be plannedefficiently from admissions, Diagnosis 4.9
to ensurea full list canbe completedin atimely manner This,in turn Procedure 99.6
woul_d aIIO\_/v_the staff membersto ant|C|p_ate ano! plan for prpblems, Operating time 92 9
provide efficient and safeuse of theatre list, avoid cancellationsand U fs 38 8
delays,avoid near eventsand alsoact asa sourceof incomefor the rgency ot surgery :
department Use of AntiCoagulant 99.6
Pre-Operative Assessment Clinic 70.8
Pacemaker Check 99.2
Theatre Listing Form of Burns and Plastic Surgery Department Legibility 38 4
St Helens & Knowslev Hospitals Completed List of Comorbidities 41.1

LISTING FORM DEPARTMENT OF BURNS AND PLASTIC SURGERY

Home Tel: Hospital number:

URGENT (SCC/Melanoma) [ ] timeframe

ROUTINE (BCC)
Will be booked into Next Available Slot

e - pecial requirements:
Pli_:’?.%;:'l;?;:ncemnuvn?er (] Not applicable (kif required/ clinical delay?/ special circumstances

Refer to PLCP Policy before listing

RENAL [[] Systemic Sclerosis
[] End stage renal failure L] Ank. Spondylosis
[ Chronic renal Disease ] Osteoporosis

[ Dialysis

[] Stroke / TIA
[] Cerebral Palsy
[] Epilepsy

[ ] Dementia

OTHER
[[] Obesity
[[] Smoker

When complete please email to plastics. mailbox@sthk.nhs.uk

E-form available from Carmel hughes{@sthk.nhs.uk

Aim:

We reviewed the accuracyand completion of current listing forms.
Improvementgo the form were consideredalongthe way.

/T heatre listing forms for elective surgeriesfrom Burns and PIas%
SurgicaDepartmentat St Helensand KnowsleyTeachingHospitalwere
reviewed 267 formswere analysedundertwo monthsperiod,to review
iIf it iscompletedandif so,whetherthe formswere completedcorrectly
Severalinformation such as demographicsof patients, surgeonsor
registrars completing the form, legibility and LJ- ( A Soyharidlies

were takeninto account j

Work Tel: Name: . . =

o Te: 508 Sendorsaed A Only 19.9% had accurate completion of theatre listing
GP (Name & Practice): Address: fo rm S

Consultant Name: Select Listed by: Grade: Select

Date listed 12/11/2018

Consultant only to do D A-qlreed TCl date. .. - - .
e T Discussion

ANAESTHETIC OPINION ONLY  [] Procedure u

(please refer to the flowchart for guidance on anaesthetic opinion)

Therewere severalcancellationsand delaysin the surgicalprocedure

e L e e e M7 | PACEMAKER L IMPLANTABLE DEFIB [] due patient becomingtemporarily unfit for the procedureor had a

Intended Management: Anti-cc_oagulants Pre-op clinic Operating time: . o .

DaylnpuStHWhist Eéfg,;:gogre_. Mo ves | Anaosthetic s Mins pacemakerHoweversincethe forms were not filled properly, it was

Disotbeesoese.,| D Otver anicoags |Mdica prototagy oW rarot T only known on the day of the procedure This delay reduced the

NHSC) prvael) | JopBEOR? | " contmed ] _(6215) efficiencyof the theatrelistandLJl U A sungicafprécedurehadto be

CO-MORBIDITIES RESPIRATORY HAEMATOLOGICAL SKIN . . . . . . . e ~ e

B s Dt 0ses rescheduledThisindirectly causedissatisfactionn LJIF U A &argand Q@
Myocardial Infarction [ ] Asthmq ‘ Anaemia . Me[apoma . . .
%?”B%i.";.presm v > Dlrredue Ve O Bowsns Dinse a waste of NHSresourcesas the surgical slot could be given to
1 Cholesterol GASTROINTESTINAL [] Previous PE CANCER . . . -

e oo D aauibetty L cancer anotherpatient on the waitinglist.

HVenocs naucioney Clcroms - Clombasstpe1 [ oancreate cancer : : P A g e :

@ B G, @ﬂp - Therewaslackof informationof LJ- U A (S}yﬁurlalqlﬂ_lgs Thlsc_:aused
oo otte, Ol oromacamits RiimologicaL  Dowineamoes the departmentto losemoneywhennot all co-morbiditiesareticked

Conclusion:

ﬂ mprovementis neededas over 80% of the forms were incompletem
filled. Anonlinelisting form would increasethe accuracyof completing
these theatre forms. This will improve legibility and increase the
completion of all criteria to avoid unnecessarycancellationsand
ensureexcellentpatient care

Are-auditin sixmonthswill be performedafter the implementationof
@e onlinelistingforms. /
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Introduction

Theprevalence of asymptomatgancreatic
cystranges fron2.2%- 13.5%. The majorityf

these arancidentally diagnosed. Only 31% of
thesecysts were documentenh radiology
reports. Neoplasiavasincreasingly identifiedn
them. Most NHS Trust® not have robust
pathways tomanage incidental pancreatic cys
Wereviewed management of incidental
pancreatic cysts and adherenteguidelines.

Types of Pancreatic Cysts

Pseudocysts
- Seenn pancreatitis.
- Benignin nature
with no malignant
transformation.

SerousCystadenoma
- Usually womenmn
50s.

- Mostly
asymptomatic.

- Benignin nature.

Intraductal Papillary
MucinousNeoplasm:
- Most common
neoplastic cysin
pancreas.

- Producesnucinand
Hasrisk of
malignant
transformation

.....

MucinousCystic

Neoplasms

- Typically foundn P
women. e

- Theyhavemalignant AL &
potentials r___
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Methodology |
Retrospectivalatawascollectedacrosghree
- |hospital sites in our Trust between January el
2018 to January2019 when there were no

trust guidelines Reauditwasperformed
between July 201% February 2020 following
the introduction oflocalguidelinesvhich
recommendall pancreatic cyst$o be discussed
In specialist multidisciplinary team (MDT)
meetings

Results
4 : ANT A
Periods N MOTReferrals  NoMOT 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.

I’,,«i

Implication of COVHL9: 12 months datacould
not be collectedin the secondphasedueto

disruptionsin the localservices causeoy COVID
19. The resulting sample size ovane
monthsistherefore smallein comparisorto the
first audit cycle.

Atrend ofincreasedMDTreferral was observed
In the second periody 11%(p=0.3 with Chi
sguare test).

36%0f patientswere still not referred
(Tablel)

During the initial audit, 62(23/37) of patientsn
the NonMDTgrouphadno surveillance scans,
potentially missinghigh-risk patients and 38%f
patients (14/37) still underwent surveillance
scans frormon-Gl specialistavhich could be
unnecessaryFig.1)

*44% ofpatients underwent surveillance followin
1MDTin the second perioés compared to 83%
| prior to guidelines (p= 0.002) (Fig.2)

Conclusion

-Robust guidelinem place for incidental
pancreatic cysts helps identify higksk
cysts whichwarrant future surveillance
and appropriate treatment, avoid
unnecessaryimagingthereby releasing
radiologycapacity.

-MDT referral ensures malignant
transformationsare identified early and
reduce morbidity and mortality.
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King's College Hospital

MHS Foundation Trust

Recommendation

Discussion andissemination othe new
trust guidelines with other relevanion-Gl
teams will help inthe adherencedo this
pathwayand avoidlosing highrisk
patients inthe community.

—

-Reaudit cycleto be performed over 12
months period after ongearof
iImplicationof the guidelines for more
updated and comparablesults.

King & Guidelines: Snapshot

E '
+ & Clinical featureghat warrant urgent referr
~ 1toY A yHPBMDTregardlesf size&

morphology:

- Obstructive jaundice, weighoss.

- Elevated serum 19 or CEA.

- Strongfamily history of pancreaticancer
- New onset or worsenindiabetes.

- Repeated attacks gfancreatitis.
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Introduction / Background

In 2011 the National Mastectomy and Breast ReconstructionAudit (NMRBAYound clear

which define a framework that should be usedto assessurrent practice and deliver high
quality carein everystageof the LJI (i A dinfcal@tway

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

ViVienToh John Kiely; William Holmes
Mid Yorkshire Hospitals NHS Trust

Methods and Materials

variationsin the deliveryof information, servicesand patient outcomesnationallyin 18,000 A Sample All patients who have had free flap reconstructionfollowing mastectomysince

women serviceinception(July2018 up to March2020were identified usingthe UKNationalFlap
Registry

Thisleadto the developmentthe 2012 OncoplastidBreastReconstructiorGuidelinedor Best

Practice(OBPS) The OBPSorovide a range of quality criteria (QC)and associatedargets, A Samplesize 32 patients 33flaps

A Audit process Prospectivedata collection using the UK National Flap registry, patient

electronic medical records, patient survey (BreastQ) and Plastic Surgerydepartment
M&M archives(electronic) by PlasticSurgerytraineesin the BreastMicrosurgeryfirm.
100% of data obtainedwasvalidatedthrough an independentreview by a Consultantand
resultswere comparedat completionof datacollection
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Chart 1.Frequency of complication types as causes for readmission.

Discussion & Plan®r Service Improvement

2020 BASO Annual (virtual)
Meeting

1. Identify the rate of postoperative complications following free flap breast 1. 3%(1/33) of free flapsfailed. Theaveragdengthof stayof readmissiongs 3 days(0-15) . 1. Majority of reoperations were debridement of mastectomy flap necrosis This was
reconstruction andthe incidenceof return to theatre andlength of hospitalstaysrelated Commoncomplicationg Chartl) includemastectomyflap infections(23% or fat necrosis presented at Breast CG To reduce mastectomy flap necrosisrates intraoperative
to this. (15%) assessmenandaggressivelebridementof mastectomyskinflapsis performed

2. Determine number of unplanned readmissionsafter free flap breast reconstruction 2. 33% (1) of patients were readmitted to hospital. The average time of admission was on | 2. All readmissionsvere reviewed 27% (3/11) were inappropriate Toreduceunnecessary
within 3 months following discharge from initial surgery Q7 of OBPStargets post-op Day25 (7-82). 73%(8/ 11) of readmittedpatients returned to theatre; readmission follow-up appointmentsare streamlinedto help early identification and
unplannedreadmissionshouldoccurin lessthan 5% of caseswithin 3 months managemenbf complicationswith supportof the useof telemedicine

3. Determineif all patients with postoperative complicationsfollowing free flap breast 3. Patientswho were classifiedas Gradell and abovein the ClavierDindo Classificatiorfor 3. Although 1002 of postoperative complications were audited in the local Breast
reconstruction are reported (audited) and discussedin the departmental clinical SurgicalComplication$ were deemed significant enough to be reviewed at CG 11 Reconstructiordatabase somesignificantcomplicationswere not highlightedfor CG A
governanceCG(morbidity and mortality; M&M) meetings astargeted in QCL8 of OBPS patientswere identified; only 73%(8) of caseswvere formally discussect M&M. namedrepresentative(trainee)wastaskedto monitor andlog future casedor CG

4. Determinethe numberof patientswho were satisfiedwith their information provisionat 4. 59 (19) of patientsreturned their postoperative BreastQQ despitea 106 return rate 4. Poor postoperativeresponserates were related to difficulties with postal returns and
3 months basedon their BREASD surveytool?3 results QCl9 of OBPSstates that of pre-operativequestionnaires58%(11/19) of patientsscoredan overallabove80%for Inconsistenciesvith timing of follow-ups To improve return rates an online form was
satisfaction with information provision should be reported by 80% of patients at 3 satisfactionwith information provision(Chart2); althoughresultswere skewedby a poor enabled and follow-up appointmentswere streamlinedto allow surveysat 3 months
months. responseate. postop.

: Chart 2.0verall Breas@Q scores for satisfaction with information provision -

Nn%;s'%;é‘&'ortny Conclusions

an reas . . . . . . .

Reconstruction Prospectiveaudits using objective and nationally recognisedtools can help

surgeonsto identify areasfor developmentearlierin order to build a strong
service Thelessondearnedinclude

A Aggressivantraoperative assessmenbf mastectomyskin flaps by Breast
and Plasticsurgeons

Needfor earlierrecognitionand seniorreview of patientsat higherrisk of
reoperation

Regularfollow-up appointmentto enablepostoperativePatient Reported
OutcomeMeasureg PROM&juestionnairecompletion

A
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