
This audit identified that consenting for diagnostic laparoscopy/appen-
dicectomy did not cover many serious complications and was overall
inadequate. One of the most common and serious complications was il-
eus/SBO (occurred in 9%) and was not consented for in 88% of patients.
12% of patients had a normal appendix and this was not consented in
100% of these patients.
Later, posters and teaching sessions were created to optimise the con-
sent process for appendicectomy.
This was re-audited (Cycle 2) again between June 2019 – July 2019 with
49 patients to identify whether a positive change was identified. It iden-
tified that an 12% increase in consenting for ileus/SBO, 10% increase in
conversion to open and 47% of individuals started consenting for hernia

i-

mechanical VTE prophylaxis. 85.5% of patients received extended VTE
prophylaxis with no documented indication, and only 20% of open ne-
phrectomies received 28 days LMWH. At RLUH 44/49 cases (89.7%) re-
ceived inpatient LMWH. All 5 patients who did not had a documented
reason why. 100% of inpatients at received inpatient mechanical VTE
prophylaxis. 4 patients underwent open nephrectomy, however none
of these received 28-day extended LMWH prophylaxis.
Conclusions: Comparing guidelines with local data reveals that pre-
scribing practice for both in- and outpatient LMWH is variable and often
is based on personal preferences. The above results have been pre-
sented locally at each institution and practice standardised with re-au-
dit ongoing.

of a local protocol-based approach for electrolyte monitoring with
streamlined dietetics referrals is likely to improve adherence to best
practice.

988 A Quality Improvement Project; Improving the Quality
and Safety of Handover During COVID-19

M. Chawla, M. Said Noor
University College London, London, United Kingdom

Aim: The World Health Organisation (WHO) positions effective hand-
over, in its top five patient safety solutions. During our District Hospital
Trust’s COVID-19 response, an unprecedented reorganisation of all
teams occurred. All surgical and medical speciality junior doctors were
re-deployed and split into 4 zones to cover the hospital. In this quality
improvement project (QIP), we sought to understand our trainees’
thoughts on this new multi-zonal handover process and aimed to iden-
tify risk-reduction measures to aid better patient care.
Method: The opinions of trainees on the new handover system were
obtained using an online Likert scale survey. Following the responses, a
new morning and night handover proforma was developed. This was
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used trust-wide and a post-intervention repeat survey was conducted
to assess the new changes.
Results: The primary survey received 31 responses with feedback illus-
trating mixed effectiveness of the existing handover process. Free text
comments highlighted issues surrounding “safety”, “poor organ-
isation”, “poor continuity of care” with one serious incident reported.
Post-intervention of a new handover proforma, a repeat online survey
received 25 responses. Results were significantly more positive with
>84% of responses being in the “strongly agree to agree” category, in-
cluding for “continuity of care”, “organisation”, and “safety”.
Conclusions: This QIP illustrates a good example of a low-cost inter-
vention to create a better handover system and aid hospitals during
time of crises. For us, it managed to reform the handover process and
ultimately improved our patient care. Forthcoming, we would like to
create a national best practice guide for effective handover.

ance compliance for closed paediatric hand fractures.
Method: This was a retrospective review from 1st January to 31st
December 2019 and a prospective study from the 1st April to 15th June
2020. The retrospective cases were collated by health informatics. The
prospective data was recorded on the department’s database. Exclusion

criteria: nail bed injuries with tuft fractures, ligament injuries only,
open fractures and patients aged 18 at time of surgery.
Results: In 2019 the majority (73%) of patients (n¼26) were referred
within 48hrs but waited a median of 5 days to be seen in clinic by a
hand surgeon resulting in significant delays in treatment. After service
reconfiguration in 2020, all patients (n¼ 6) were operated on within
72 hours of the decision to operate - mean time to surgery 1.5 days
(range 0-3 days). The mean time from referral to clinic was 1.33 days
(range 0-6 days). 4 patients were operated on within 7 days of injury. Of
the 2 patients operated on>7 days, 1 was referred 32 days post injury
and 1 failed conservative management.
Conclusions: The introduction of a ‘rapid-access’ musculoskeletal unit
with early senior review and a dedicated theatre has created ‘gold-stan-
dard’ compliance with national standards for the operative manage-
ment of closed paediatric fractures.
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guidance was low with 3/64 patients receiving antibiotics in-line with
local guidance. This was predominantly due to the frequent use of
Ciprofloxacin (49/64) which is not advised locally, however is in-keeping
with guidance from organisations such as EAU/BASHH. Ultrasound was
used acutely in 46/64 patients with 28/46 showing evidence of
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