
Results: The target sample of 300 patients has been set. A total of 102

impacted on the effective discharge notification of acute surgical
patients.
Methods:: Discharge summaries of all patients discharged from a
Surgical Assessment Unit were collected and analysed, to identify the
date of completion and grade of responsible clinician. Data collection
was carried out over three weeks before the initiation of lockdown
measures and continued for a further three weeks during the peak of
the Coronavirus pandemic with a three-week interventional period in
between.
Results: In the initial audit, 36.2% of the 246 patients had delayed dis-
charge summaries with an average of 7 days to complete. On re-evalua-
tion, 45.3% of the 223 patients had delayed discharge summaries, with
an average of 12 days to complete. A survey conducted post-re-audit
identified that the most common reason for this was due to time
constraints.
Conclusions: The reallocation of surgical staff has affected communi-
cation between primary and secondary care. Given the potential reper-
cussions of these delays, healthcare systems should be made aware of
this consequence, especially in preparation for any future resurgences.

473 Post-Tonsillectomy Advice: What Are UK Patients Being

notes greatly increased the availability of operation notes at follow-up
This innovation has significant implications for upholding well-coordi-
nated continuity of care for patients undergoing surgery.

481 Improving the Quality of Pelvic Radiographs - Making A
Difference One Picture at A Time

S. Saleem, S. Parikh, T. Parratt
Colchester General Hospital, Colchester, United Kingdom

Inadequate pelvic radiographs can lead to missed pathology, necessi-
tate repeat imaging, and subsequently compromise patient safety. The
audit conducted aimed to assess and improve the quality of pelvic
radiographs at our Trust against local and international guidelines.
Retrospective analysis of pelvic radiographs over a one-month period
using PACS at Colchester General Hospital was conducted. All pelvic
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radiographs were assessed according to International Guidelines (EUR
16250EN). Postoperative radiographs were measured against local
guidelines. The results were then presented in the departmental meet-
ing and a re-audit was performed in June 2020.
A total of 190 pelvic radiographs were collected in September 2019.
From the 23 postoperative radiographs, 9 did not include distal end of
prosthesis. During the re-audit in June 2020 the same number of pelvic
images were collected. Data showed that only 2 out of 29 postoperative
images did not include the distal end of the prosthesis.
The audit demonstrated need for improvement at our Trust. This was
carried out through a presentation in the departmental meeting,
highlighting areas that needed improvement. The re-audited results
from June 2020 have shown an improvement in the quality of pelvic
radiographs and have had direct implications in clinical outcomes.

482 New Zealand Rural Hospital Junior Doctor General
Surgery Guidelines for Emergency Department (ED): every little

Method: Audit standards were derived from GMC and RCSEng guide-
lines. An initial audit of the evening handover was conducted over a
period of two weeks. Following this, a standard operating protocol
(SOP) was introduced, with re-audit 4-weeks following
implementation.
Results: The initial audit identified an inconsistent format and signifi-
cant variability. Few handovers commenced with all team members
present (11%) and were uninterrupted (33%). A laminated handover
SOP checklist was produced and a new proforma was introduced to
document tasks or reviews required overnight. A mandatory evening
surgical HDU round was invoked and a “watchers” system was intro-
duced to identify patients at highest risk of deterioration.
Re-audit demonstrated significant improvements in all domains
to> 85%. ICU referrals overnight decreased from 6% to 2%. Further

improvements measures were implemented in the form of a dynamic
virtual handover document.
Conclusions: A structured SOP improved the consistency of the hand-
over process. A night review of all HDU patients reduced the rate of ICU
referrals. Implementation of virtual handover processes may be re-
quired in the COVID-era.

487 Reducing Intraoperative Fluoroscopic Radiation
Exposure in Orthopaedic Theatres at A Trauma Centre
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ely collected including appointment time, arrival time and
at which radiographs were taken.
84% (n¼ 16) of radiographers believed patients would be dis-

. However, of the 296 patients questioned, 56% (n¼ 165) were

. Most patients (89%) felt the waiting time should be under
s. Only 36% were seen in this time frame. There was moder-

ive correlation (R¼-0.5); higher waiting times led to increased
action. Mean waiting time was 00:37 and the maximum 02:48.

Key contributing factors included volume of patients, staff shortages
(73.7%), equipment shortages (57.9%) and incorrectly filled request
forms. Eight (42.1%) had felt unwell from work related stress.
Conclusions: A concerted effort is needed to improve staff and patient
opinion. There is scope for change post COVID. Additional training and
exploring ways to avoid overburdening the department would benefit.
Numerous patients were open to different days or alternative sites.
Funding requirements make updating equipment, expanding the de-
partment and recruiting more staff challenging.
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