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operative notes at UHL, legibility continued to be a problem. Therefore, we
introduced an e-template to compare against RCS guidelines. Our aim was
to maintain accurate and legible records of surgical procedures.
Methodology: A total 100 of operative notes were audited prospectively.
Audit population of general surgery patients who had procedures between
5th of April and 5th of July 2019 mainly at LRI and less at GH and LGH. Each
document was assessed against RCS guidelines.
Results: 100%compliance in recording nature of operation, name of sur-
geon and assistant, name of procedure, operative findings, details of
closure, blood loss and ability of FY1 and nurse to read.
99% had incision details written up, 98% had post-op instructions listed,
94% had recorded VTE prophylaxis and 90% with antibiotics prophylaxis.
The least compliance was prosthesis, 83% Date and time were missed in 6
notes, Name of anaesthetist not documented in 3,Operative diagnosis
not clearly written in 2,Complications not filled in 10, Extra procedure
left blank in 11, Details of tissue removed/added not clarified in 9 and
Signature missed in 10.
Conclusion: Remarkable improvement in legibility of operative notes
noticed after introducing the e-forms as they are not subjected to hand-
writing. A better outcome in all standards was also accomplished. We
emphasized and discussed about the importance of surgeon signature for
authentication.

119.
ARE WE MONITORING URINE OUTPUT IN SURGICAL WARD SETTINGS
WHILE INDICATED OR PLANNED?

Safia Zahir Ahmed, Mohammad Miah, Khurram Anwer. Northern
Lincolnshire and Goole NHS Foundation Trust, Scunthorpe, UK

Background: Occurrence of AKI is associated with substantial in-hospital
mortality, exceeding 50% when AKI is part of a multiple organ failure
syndrome. According to the guidelines, physiological ‘track and trigger’
systems should be used tomonitor acute patients. Monitoring urine output
at admission, initial assessment and as a routine can help in recognising
and responding to oliguria. Protocols are in place to monitor the urine
output of people who are at risk of acute kidney injury alongside a track
and trigger system, and to respond to any changes. Our audit objective was
to find out the number of patients undergoing major surgery or advised by
the physician do they have urine output monitoring in place?
Methods: Prospective data collected of all general surgical patients who
were admitted in 2 weeks between 28th May to 10 June 2019 at District
Hospital. The data was reviewed through record and on bedside who had
planned or indicated urine output monitoring.
Results: 77 patients were included inwhich 39 had a plan in place for urine
outputmonitoringwhile 27 patients hadUrine output accuratelymonitored
and in-addition 7 patients had no plan ofmonitoring butwasmonitored and
all of themwas catheterized. Total number of catheterized patients were 26
and unfortunately,3 of them did not have their urine output monitored.
Conclusion: Decrease urine output is common among critically ill patients
and prompt fluid resuscitation is needed to prevent.
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SURGICAL PATIENTS SHOULD BE ASSESSED FOR VTE RISKS AND
RECEIVE APPROPRIATE VTE PROPHYLAXIS e WARD PERSPECTIVE

Mohammad Miah, Safia Zahir Ahmed, Khurram Anwer. Northern
Lincolnshire and Goole NHS Foundation Trust, Scunthorpe, UK

Background: The House of Commons Health Committee reported in 2005
that an estimated 25,000 people in the UK die from preventable hospital-
acquired venous thromboembolism (VTE) every year. The inconsistent use
of prophylactic measures for VTE in hospital patients has been widely
reported. According to the guidelines risk assessment and VTE prophylaxis
on admission for people undergoing abdominal surgery should have anti-
embolism stockings or Intermittent pneumatic compression or pharma-
cological prophylaxis outweighs their risk of bleeding. Continue until the
person no longer has significantly reduced mobility relative to their
normal or anticipated mobility. Our audit objective is to find out whether
all the patients assessed for VTE and bleeding risks, any patient was not on
AES, was the pharmacological prophylaxis considered.
Methods: Prospective data were collected over 2 weeks by patients record
review and bedside examination. All the patients who were admitted
under General surgery were included.
Results: Out of 77 patients 37 underwent Surgery or Invasive procedure
and 40 patients were treated conservatively. 99% had VTE risk assessment
and 89% received pharmacological prophylaxis while 88% was indicated.
51% did not receive mechanical VTE prophylaxis compared to 71% in
Published national report.
Conclusion: Pharmacological VTE prophylaxis is reaching the high-quality
standards with almost 100% VTE risk assessment but need more
improvement in mechanical VTE prophylaxis in a surgical patient.

123.
HOW ADEQUATE IS THE INFORMATION ON THE HISTOPATHOLOGY
FORM FOR COLORECTAL RESECTION: RETROSPECTIVE RE-AUDIT

Safia Zahir Ahmed, Miss Geeta Kaur, Khurram Anwer. Northern
Lincolnshire and Goole NHS Foundation Trust, Scunthorpe, UK

Background: Histopathology report is the most important and integral
part in the management of colorectal resection. According to Royal college
of pathologist, colorectal resection forms should contain confirmation of
the specimen along with the diagram of the procedure, type of surgery,
dissection plane, tumour detected as part of screening programme, pre-
vious biopsy details, previous chemoradiotherapy and its date mentioned
on the report, history of familial cancer or IBD and preoperative staging.
The aim of this re-audit was to review if we are compatible to the guide-
lines provided by the Royal college of pathologists.
Material and Methods: Data was collected retrospectively from 1/January
2016 to 30/July 2019 in Scunthorpe General hospital. All patient who un-
derwent colorectal resection for bowel cancers were included in this study.
Results: 131 patients underwent colorectal resection the request form
analysis revealed that 83 form mentioned it was open technique, 20 lapa-
roscopic and 28 forms were unclear. The diagram was present in 44% and
dissection plane was mentioned in 43%. Mention of previous biopsy on the
report, preoperative staging and preoperative therapy was 11.4%, 5.4% and
4.5% respectively. Clinical information of familial cancer/IBD wasmentioned
in 0.76% request forms and 0% information of screening. In contrast to
previous audit, presence of diagram and dissection planes was only 0.4%.
Conclusion: Compared to previous audit there is gradual improvement in
clinical details on the request form according to the guidelines but still
have not reached the standards. This audit identified that histopathology
request form needs to be improved.

126.
INTRODUCTION OF ERAS PROTOCOL TO A LIMITED RESOURCE SETTING
e A SURGICAL AUDIT

Malith Nandasena, Lakmal Munasinghe, Bawantha Gamage. Department of
Surgery, University of Sri Jayawardenapura, Colombo, Sri Lanka

The principal aim of the ERAS protocol is to attenuate the stress response
to surgery by optimizing the patient’s normal physiology.
Elective colorectal cancer resections performed by a single surgeon at the
University surgical unit of the Colombo-South-Teaching-Hospital, Sri
Lanka from 2011 to 2019 were audited. The modified ERAS protocol was
initiated with the aim of assessing the outcome of patients.
One hundred and twelve colorectal resections were performed (71.4%
laparoscopic or laparoscopic-assisted). Median age was 60 years. Male:
Female was 1.08: 1. Mobilizationwas started on post-operative day 01. Oral
clear fluids were started on postoperative day 01 and normal diet was
established by day 03. 70% of the patients had bowel opening on post-
operative day 03. Naso-gastric intubationwas done in 40% of the cases and
median day of removal was day 02. Median day of catheter removal was
post-operative day 02. Three, who underwent laparoscopic-assisted low
anterior resections had anastomosis leaks. Two, needed re-opening and
other was managed conservatively. Median days of hospital stay were 5
days (range 3-21 days). No difference observed between open and lapa-
roscopic groups. Thirty day mortality rate was zero.
Although ERAS has proven promising results inwestern countries, the data
from developing countries are scarce. In this background, this audit shows
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