
rate of SSIs at ASPH, an audit was performed to review the use of antibi-
otics prior to surgery.
Method: Local antibiotic policies for surgical prophylaxis were used as
the audit standard. Data was collected prospectively over a two-week
period. Recovery nurses filled out a proforma identifying type of sur-
gery, patients’ weight, antibiotics received and dose.
Results: 120 datasets were collected. Due to incomplete data, 113 were
analysed; 81 patients required prophylactic antibiotics. The audit iden-
tified that current practice was not aligned with local policy. Where an-
tibiotic use was indicated, all bar one patient received appropriate
antibiotics. The primary issue identified was incorrect gentamicin dos-
ing when a 5mg/kg dose based on creatine clearance was required.
Gentamicin was dosed appropriately in 15 out of 49 cases, with 160mg
administered in most cases regardless of policy.
Conclusions: Reasons underlying this are likely to be multifactorial, in-
cluding ototoxicity risk, dose calculation and administration time; at
present, the scheduling of theatre cases does not allow for a 30-minute
gap from induction of anaesthesia to start of surgery. Working in part-
nership with the microbiologists we plan to create a gentamicin dose
reference chart for display in all anaesthetic rooms to simplify dosing
and improve compliance.

1434 An Audit of Surgical Consent Standards in Patients
Undergoing Elective ENT Surgery

T. Shivabalendran, U. Ahmed, A. Eweiss, H. Kaddour
Department of Otolaryngology and Head & Neck Surgery - Barking, Havering
and Redbridge University Hospitals NHS Trust, Essex, United Kingdom

Aim: Good Surgical Practice (RCS England) and GMC guidelines inform
a surgeon’s practice in the consent process for an operation. Since the
Covid-19 pandemic, many surgical departments have converted from
face-to-face to telephonic consultations. The clinic letter is of increased
importance given that it forms a key part of the medical record which
the patient should receive to ensure sufficient time and information to
make an informed decision.
Method: Clinic letters of patients undergoing elective ENT surgery at
our trust over a four-week period were examined in this retrospective
audit of compliance with RCSEng and GMC guidelines. Additional data
was collected on clinician grade and proportion of letters sent to
patients. Patients rated satisfaction with consultation on a five-point
Likert scale.
Results: 135 eligible patients were included in our audit and the ma-
jority were listed by a consultant (57%). In all domains, consultant
letters were more likely to be comprehensive as compared to regis-
trars. Overall quality of clinic letters was highly variable regarding
documentation of diagnosis (52%), surgical risks (50%), discussion of
alternative or no treatment (30%) and registrar discussion with con-
sultant (31%). There was also a stark difference between registrars
and consultants sending patients copies of clinic letters (10% vs
47%). Only 10% of patients received a leaflet on their condition. 90%
of patients were either satisfied or very satisfied with their clinic con-
sultation.
Conclusions: Refresher sessions on consent, updated template letters
and increased provision of patient information leaflets will be
introduced to the ENT department, and improvements monitored with
further re-audit.

consequent expenditure and whether a more cost-effective alterna-
tive exists.
Method: A retrospective search was conducted of patients within a
four-month period who underwent an oesophago-gastroduodenoscopy
(OGD) for IDA. Patients with an identifiable cause of IDA, ferritin >40ug/
mL and haemoglobin (Hb) >12g/L in women or> 13g/L in men were ex-
cluded. The costings of a single tissue biopsy and HP stool testing were
sought from our local departments.
Results: Ninety-nine patients’ results were analysed after exclusions
(n¼ 99/127, 78.0%). All patients had biopsies taken at OGD. On aver-
age, three biopsies were obtained per patient. Forty-two patients had
no abnormalities visualized on OGD and all ninety-nine patients
were HP negative. A single biopsy costs £70; £65 per hematoxylin and
eosin based histological examination and £5 per single-use biopsy
forceps. Accounting for forty-two patients with macroscopically nor-
mal OGDs leads to a total expenditure of £8820. A HP stool test costs
£14.
Conclusions: Guidelines recommend HP testing either non-inva-
sively or at OGD as an alternative strategy, based on weak evidence
that HP may cause IDA. HP prevalence is falling; histological exami-
nation of biopsies obtained at OGD therefore appears expensive and
unnecessary. It is more cost effective to perform a stool test in the
case of a normal OGD and commence treatment accordingly with bi-
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