
291 Pre-Operative Venepuncture: An Audit of The Trauma
and Orthopaedic Department at The Royal Sussex County

ance for trauma patients.
Method: We identified all patients that underwent intermediate or mi-
nor trauma and orthopaedic surgery within a three-month period from
December 2019- February 2020 at the RSCH. We excluded major trauma
patients, patients taking anticoagulants and patients with complex ad-
mission or past medical history. Computer records were used to iden-
tify pre-operative investigations and admission history.
Results: 843 patients met our inclusion criteria. In total, 92 clotting
studies and 200 transfusion samples were taken preoperatively. The
majority of tests were for patients undergoing ankle 130/292 (45%) or
Tibia/Fibula 54/292 (18%) procedures. This equates to approximately
1168 blood tests per year. Based on the lab cost of £15.97 for a transfu-
sion sample and £18 for a coagulation sample, this is a cost of approxi-
mately £19,616 each year on blood testing that is not indicated.
Discussion: We hope that by presenting these results we will help re-
duce the unnecessary time and financial burden of routine venipunc-
ture in departments undertaking intermediate and minor surgery.
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Introduction: An informative medical handover facilitates safe patient
care. It was recognized that insufficient clinical information at hand-
over resulted in unsafe communication in the general surgical depart-
ment at Pinderfields General Hospital (PGH). We aim to utilise the
Royal College of Surgeons’ (RCS) and British Medical Association’s
(BMA) guidelines to improve the existing handover system, facilitate an
efficient and relevant handover, and furthermore improve patient
safety.
Method: General surgical foundation doctors (FDs) (n¼ 15) at PGH were
surveyed to establish their perspectives of existing handover documen-
tation. Subsequently a handover tool was iteratively designed, using
tests of change, combining RCS and BMA guidelines with FDs’ sugges-
tions of patient information required for safe handover. At two time
points, FDs in the department were re-surveyed to measure
improvement.
Results: Prior to implementation of a formal document, only 20% of
FDs reported sufficient patient identifiers of the handover. This im-
proved to 67% post intervention. Pre-intervention, 0% perceived the
handover as ‘Excellent’, 20% as ‘good’. Post-intervention, these im-
proved to 34% and 60% respectively.
Conclusions: Over six months, we improved the FD’s handover docu-
ment, resulting in positive feedback of perceived safety of surgical pa-
tient handovers. However, recognised time constraints have
highlighted the need for more efficient handover documentation.

examined compliance to standard of care following service improve-
ments in line with the updated SBNS/BASS national guidelines for CES.
Method: A retrospective analysis of 200 patients referred to neurosur-
gery for suspected CES: 100 pre- and 100 post-service improvement
SBNS guideline implementation.
The online neurosurgical database was reviewed, cases assessed for
completeness of referral information (including appropriate exam and
pre-referral MRI) with patient demographics, referring hospital and
outcome also recorded.
Results: Prior to the SBNS guidelines only 19 patients received MRI
prior to referral, 70% of all referrals were incomplete or contained erro-
neous clinical information. Post-service improvements there was a 68%
increase of pre-referral MRI (32 cases), and an improvement in quality
of clinical information with only 19% of referrals providing insufficient
or unreliable information.
Conclusions: Through relatively simple changes to local policy, patient
care flow and education of emergency department clinicians we have
significantly improved pre-referral MRI rates as well as overall referral
quality across the whole DGH network.
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