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INTRODUCTION

Operation notes form a vital part of the clinical notes for any patient undergoing a surgical procedure. Not only should they provide a record of what happened in theatre, but they should also contain
detailed information on post-operative management of the patient. The Royal College of Surgeons state in their publication ‘Good Surgical Practice’ that surgeons must ensure that there are clear
operation notes for every procedure which should contain sufficient detail to enable continuity of care by another doctor.! In practice, the level of detail recorded on operation notes is highly variable
and, at times, illegible. Poor or illegible documentation can compromise detailed medical record keeping, the quality of patient care and patient safety. Well designed proformas for procedures have
shown to standardise and improve the quality of information recorded, compliance with gold standards and improve post-operative care.??3

THE PROBLEM

The current operation note template used in OUH contains lots of space for free script without direction of what to record or reference to any of the RCS Gold Standard criteria. This means details are

often omitted from the operation note which can subsequently affect patient care. For example, operation notes often do not indicate in appropriate detail whether or not post-operative antibiotics are
required or when surgical drains should be removed. This can delay treatment and decision making which ultimately affects the quality of patient care. Furthermore, the post-operative care of surgical
patients is often delivered by junior doctors. Lack of instruction on operation notes can delay decision-making as juniors have to spend time seeking senior input before actions can be taken.

AlIM To standardise and improve the quality of information recorded in operation notes from major Head and Neck Oncology surgery

Plan " RCS Criteria Not Recorded / Insufficient
Operative Diagnosis 68% 32%
To audit operation : — o . .
R e 1.3  Record your work clearly, accurately and legibly Operative Findings 88% 12%
and neck surgery » Date and time =5 704 Complications 12% 88%
pre and post » Electivefemergency procedure ' / Oé l unclear if none or not recorded
intervention » Names of the operating surgeon and assistant CDC;C_d S — Extra Procedures 12% 88%
ACt w » Name of the theatre anaesthetist unclear if none or not recorded
@ > Operative procedure carried out / }/ Details of tissues added / 100% 0%
A new proforma » Incision ’ removed / altered
was designed to » Operative diagnosis o
facilitate better » Operative findings /// dentification of 8% 92%
. C Prostheses / Implanted
record keeping and g > Any problems/complications Materials
detailed post- » Any extra procedure performed and the reason why it was performed o _ . .
operative » Details of tissue removed, added or altered Closure Technique 2% 28%
instructions Study » Identification of any prosthesis used, including the serial numbers of prostheses mm Anticipated Blood Loss 0% 100%
and other implanted materials
e ET I » Details of closure technique Antibiotic Prophylaxis 24% 76%
recorded on the » Anticipated blood loss (recorded in detail)
operation notes » Antibiotic prophylaxis (where applicable) DVT Prophylaxis 18% 82%
was assessed » DVT prophylaxis (where applicable) (recorded in detail)
against RCS » Detailed postoperative care instructions Detailed Post-Operative 38% 62%
e » Signature Instructions
' 0 Signature Present 94% 6%
g None or illegible

FOCUS OF NEW DESIGN NEW OPERATION NOTE DESIGN

Specifically target areas of insufficiency and ambiguity Side 1 Side 2

OPERATIVE NOTE CONTINUED
Patient sticker

Facilitate information recording without adding to the surgeons’ workload MRN

OUH BLENHEIM UNIT First Name
OPERATION NOTE Surname

Pre-printed sections that can be circled to reduce the time spent hand writing
instructions

OPERATION TITLE:

RCS GOId Standard aideS'mémOire in free Script SECtionS to rEduce OmiSSionS SURGEONS  oooveooeeicss eoeeeveemeiess eoeemeeeeeoenns eoeeeseeneenes oeeoeeeeioenee eeeeeseeiains

DIAGNOSIS: ..
R I : ; l ' I I : ; PROCEDURE: INCISION, FINDINGS, RESECTION, RECONSTRUCTION, ADDITIONAL STEPS, CLOSURE
POST OPERATIVE INSTRUCTIONS
Airway; Breathing; Circulation; Specific medication; Mobility; Wounds, flaps, drains, sutures & dressings; Diet: Discharge, Follow up

Pre Intervention Post Intervention

Date

Time

Elective / Emergency
Name of Surgeon
Name of Assistant
Name of Anaesthetist

RSCEng MANDATORY INFORMATION www.rcseng.ac.uk/library-and-publications/college-publications/docs/good-surgical-practice/

ANTIBIOTIC PROPHYLAXIS PRE-OP GIVEN YES / NO POST-OP ANTIBIOTIC: ...t PO/IV
ANTICIP. BLOOD LOSS [ 1. DOSE ....ccoceveeeeeeee. FREQ DURN i
TIMING EMERGENCY / ELECTIVE VTE START DATE & TIME
NO. OF PATHOLOGY SPECIMENS .......c..covoie et DALTEPARIN TEDS FLOWTRON/IPC
PROSTHESES USED (stickers please) ........ccccceeniieveinineieienns FEEDING TO START ....cevererecrerceene NG / PEG / ORAL
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Further notes / mandatory RCSE data / post-op instructions / prosthesis stickers / signatures overleaf

CONCLUSION

4 New operation note improved quality of documentation in all areas
that previously had not meet the RCS gold standard

SURGEON(S) SIGNATURE(S)

Operative Findings
Details of Tissues Removed / Added...
Details of Closure
Anticipated Blood Loss
Antibiotic Prophylaxis
DVT Prophylaxis
Detailed Post-Op Instructions
Legible Signature

A Greatest improvement seen in the post-operative care instructions
particularly antibiotic prescription, VTE prophlyaxis and feeding regimes

A provides a template for design of future electronic operation
notes

100% 0% 100%

Adequately Documented B Inadequately Documented
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