
management of patients.

Method: Handovers between the neurosurgical high dependency unit
and the ward team were prospectively evaluated as patients were
stepped down over a 6-week period. The handover rate and consequen-
ces of poor handovers (missed investigations, referrals, or delayed dis-
charges) were documented. After 6-weeks, handover proforma was
introduced and the rates were recalculated.
Results: In the initial 6-week period, 36 patients were transferred, with
only 2(5.6%) appropriately handed-over. Consequently, 9(26%) patients
had delayed scans, 5(15%) missed referrals, and 24(71%) delayed dis-
charges. In the 6-week period following the introduction of the pro-
forma, a total of 28 patients were transferred, with 19(67.8%)
documented handovers. Consequently, 1(3.5%) patient had a scan de-
lay, 0 missed referrals and only 2(7%) patients had delayed discharges.
Conclusions: By raising awareness of handovers and introducing a pro-
forma, we improved documented handovers by 62.3% whilst reducing
the rate of missed investigations, referrals, and delayed discharges by
over 90%. This project highlights how small, simple, and easy to en-
force changes can lead to significant improvements in the quality of
care provided to patients.

(18%).
Conclusions: A high proportion of consent forms are not completed to
BOA standards and are illegible. Pre-populated stickers could aid in
achieving 100% legibility and 100% risk inclusion. The stickers will be
implemented in other trusts and methods to increase compliance with
sticker use will be trialled.

305 Using Urology Specific Ward Round Sheets to Improve
Clinical Documentation

D. Evans
Gloucestershire Hospitals NHS Trust, Gloucester/Cheltenham, United Kingdom

Aim: To improve the documentation of vital clinical information on
the urology ward round. To prompt clinical staff to review antibiotics,
venous thromboprophylaxis, patient observations, and formulate a
plan in a structured format.
Method: A retrospective, cross-sectional analysis was performed on
the urology ward to assess whether the following parameters were
documented/accounted for during ward-round: date, time, NEWS
score, antibiotics, venous thromboprophylaxis, and whether the entry
was easily found in the medical notes. Following this, a urology-specific
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ward-round sheet was synthesised between the medical and nursing
staff. This standardised sheet was easily identifiable in the notes and
ensured all the above parameters were accounted for by prompting the
note-taker to record them. Two months following introduction of this
standardised ward-round sheet the same parameters were analysed on
all the urology inpatients in the same retrospective, cross-sectional
manner.
Results: Documentation of the NEWS score improved from 30% to 93%
with the introduction of the ward-round sheet. Similarly, documenta-
tion of whether antibiotics were reviewed improved from 30% to 60%,
and documentation of venous thromboprophylaxis improved from 20%
to 53%. It was also noted that the ward-round entry was easier to find
with the ward-round sheet.
Conclusions: Documentation of key clinical information is vital to en-
sure optimal patient care. Surgical ward-rounds can be quick paced
and important considerations such as antibiotics and venous thrombo-
prophylaxis may be missed. This simple intervention improved the
documentation of the intended parameters. The next step is to alter
and improve the ward-round sheet before re-auditing.

Method: In this QIP, we reviewed all ENT operations over a retrospec-
tive one-month period recording percentage of notes uploaded to pa-
tient e-record and the number of surgeons in theatre. We created two
novel RCSEng compliant e-operative notes with a user guide, generic
and tonsillectomy-specific, and prospectively collected data to com-
plete the cycle.
Results: 261 patients were included in both study periods. Only 36/
134(27%) had e-operative pre-intervention improving to 71/127(56%)
post-intervention. In the latter period, 76% of operations included a
registrar and were more likely to have e-operative notes(72%) com-
pared to when a consultant was operating alone(6%). There was low
uptake of our tonsillectomy e-proforma(33%).
Conclusions: Our QIP has already proved effective with our templates
increasing operative documentation on e-records. Increased use of e-
template was more likely with the presence of a registrar in theatre.
Room for improvement remains and we will re-audit after the intro-
duction of further user-friendly operative templates and IT training.
This QIP has also revealed additional operative training opportunities
of which registrars can take advantage.
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