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Al Day Case TURBT
S MacDermott, B Patel
Torbay Hospital

Reservations about day surgery provision of TURBT hinge on
the adequacy and the safety of the procedure in this setting.
The adequacy is judged by tumour recurrence rates and
sampling of muscle, particularly on initial resection.

We have reviewed 165 TURBTs in 126 patients (age range
29-91), recording presence of muscle at histology, tumour
grade and stage, complications, admissions, recurrence at next
cystoscopy and grade of surgeon.

Of resections, 70 were the initial resection for a transitional cell
cancer, and muscle was evaluable on microscopy in 50% of
these, and overall in 54%. This figure has increased to 70% for
primary resections since 2003. Of the remainder, the majority
were Ta tumours. Recurrence rate at first check cystoscopy was
17%. Of cases having a subsequent resection, 57% yielded
muscle and recurrence rate was 30%. Thirteen patients (8%)
required admission directly from the day unit, and 4 (2.4%)

Day case Shoulder Surgery: is it Safe
YA and Well Tolerated ?

| Gill, A lossifidis, G Menon, P Lakkireddy
Mayday University Hospital

AIMS: This was a prospective audit, with the primary aim to
ensure greater than 50% of shoulder surgery was occurring as
day case procedures, based upon the 2002 Royal College of
Surgeons Guidelines. The secondary aims were to establish
whether the procedure was well tolerated, with high levels of
satisfaction and a low complication rate.

METHODS: Shoulder surgery was performed in our dedicated
day surgery complex, combining an interscalene block with
general anaesthesia. All surgery was carried out by the same
surgeon using arthroscopic techniques. Patients were sent
home within 8 hours after the operation. Patients were then
contacted at 24hrs using a standard telephone assessment,
recording analgesic requirements, nausea, hospital admission
rate, pain and subjective satisfaction levels.

RESULTS: 109 patients were assessed during the review period
(61 men, 48 women) the mean age was 46 (range 19-67), with
58 right and 51 left shoulders. 73 Subacromial

were later emergency admissions, mainly for pain (4), bleeding
(5) or retention (4). The operator was a consultant in 55% of
cases and a registrar in 45%.

The figures for successful muscle sampling and recurrent
tumours is similar to that in the literature at 54 v 60% and 20 v
42% respectively. We feel these results suggest TURBT is a
suitable procedure for day surgery in selected cases with
acceptable levels of oncological care in terms of muscle
sampling and recurrence. Obviously, case selection is
important, as there are many larger tumours which will not be
suitable for resection in the day care setting. The admission
rate is higher than the norm, but seems acceptable for this
extension of day care

Decompressions, 20 Rotator cuff repairs and 16 Stabilisations
were performed. 104 patients (95%) were discharged home by
five pm without complications; however the remaining five
cases required overnight admission for medical or anaesthetic
reasons. Immediate postoperative nausea was presentin 11
(10%) of cases compared with only 7 (6.4%) patients at 24hrs.
With an interscalene block there was significant pain relief
achieved lasting a mean of 18 hrs and with the use of simple
analgesia the mean 24hr pain score was 4.68 (range 0-10).
Regular analgesia was only required in 55% of patients. There
were no surgical complications. In terms of satisfaction the
majority of patients were satisfied or very satisfied with the
overall day case service.

CONCLUSIONS: Our study has demonstrated the significant
majority of shoulder procedures as day cases are successful.
The use of interscalene block provides additional pain relief,
and with simple analgesia results in satisfied patients.



Carpal Tunnel Surgery in the Day
A3 Surgical Unit

M Ismail, Chatnis, Compson
Kings College Hospital

BACKGROUND: Carpal tunnel syndrome is the most common
peripheral nerve entrapment syndrome affecting approximately
3% of the population. The gold standard treatment is open
surgical decompression, which is frequently carried out in the
day surgery unit under local anaesthetic. Our aim was to
calculate the cost of a single carpal tunnel decompression and
the cost to staff a single theatre for one half day session in
order to find the most cost effective way to plan carpal tunnel
surgery. In our experience it is possible to comfortably carry out
7 carpal tunnel decompressions in a dedicated local
anaesthetic half day list.

MATERIALS AND METHODS: We calculated the cost of all
consumable items required to carry out a carpal tunnel
decompression including; alcohol wipes, local anaesthetic,
syringes, gauze swabs, gowns, drapes, masks, gloves, surgical
equipment, suture material, dressings and the cost of
autoclaving utilised equipment. We also calculated the cost of
staffing a single operating room for a half day operating
session.

RESULTS: The cost of consumable items for an average primary
carpal tunnel decompression was £39.29 and the cost of
staffing a single theatre was in the region of £400. The cost for
a single procedure including staffing if 7 cases are performed is
£96.43, whereas if only 5 cases are performed the cost per case
is £119.29.

CONCLUSIONS AND CLINICAL RELEVANCE: Most of the costs
in carpal tunnel surgery in the NHS is related to staffing and
theatre time. Substantial reductions in cost can be obtained by
increasing the number of cases performed in a single operating
session. However factors such as cancellations will increase the
overall costs.

A Prospective Audit
N Sivaji, A Kishore, K MacKenzie
Glasgow Royal Infirmary

Safety of Day Adult Tonsillectomy —

AIM: To study the safety of day case adult
tonsillectomy.

DESIGN: Prospective study

Materials and methods: All patients who undergo day
case adult tonsillectomy at the Glasgow Royall
infirmary have their postoperative data recorded
prospectively both on the day case ward and by the
liaison nurse who visits them the day after. Data
obtained from patients operated from August 1999 to
March 2004 were studied.

RESULTS: 216 adults underwent tonsillectomy on the
day surgery unit. Seven patient with incomplete data
were excluded from the study. The mean age was 22
yrs. All patients had standard dissection tonsillectomy
with ties and diathermy for haemostasis. There were
11 unplanned overnight detentions (6.2%). The main

reason was postoperative bleeding followed by
nausea and vomiting. While five patients had minor
bleeds that required observation only, six patients
(2.8%) had significant primary haemorrhage that
required surgical intervention. Any bleeding that
occurred did so within 6 hours postoperatively. In the
24 hour postoperative period, eight patients had
severe pain and required additional analgesia. None
of them required admission for pain or dysphagia. No
patient had any further bleeding. The results are
compared with the National prospective Tonsillectomy
Audit (NPTA: Jul 2003-Sep 2004).

CONCLUSIONS: The incidence of significant primary
bleeding was low (2.8%) and this occurs in the
standard observation period of 8 hrs in the day case
ward. There was no other significant morbidity in first
24 hrs. Day case adult tonsillectomy can be safe and
feasible to carry out provided standard criteria are
followed.



Varicose Vein Surgery as a Day Case

K Nagpal, ] Glore, P Lee Chong, S Singh,
W Pillay, P Tan, RJ Cuschieri

Doncaster Royal Infirmary

To Assess the Feasibility of Recurrent

Data were collected prospectively on seventy consecutive
patients (77 legs) undergoing redo Saphenofemoral
(SFL)/Sapheno-popliteal (SFP) ligation by consultant surgeons
as day cases. Follow-up was done by structured telephonic
guestionnaire.

Out of 70 patients intended to be treated as day cases, four
(5.7%) required overnight admission. There were 53 females
and 17 males. Median age and median BMI was 47.5 years and
27 respectively. Almost all patients were ASA Grade I/11. Median
operating time was 75 minutes (Range 25-140 min.).None of
the patients required readmission or developed DVT.11%
developed wound infection and 4% had lymph
leak/lymphocele. Overall, 91% of patients were pleased with
the initial results falling to 80% in the longer term. 89% of
patients would have their surgery performed again as day case.

We conclude that redo SFL/SPL can be performed safely as a
day case procedure.

AB Day Case Bilateral Varicose Vein
Surgery

S Goode, N Altaf, M Traves, J Vernon,
B Braithwaite

Queens Medical Centre, Nottingham

INTRODUCTION: A proportion of patients treated as daycases
have bilateral varicose veins. Many surgeons only treat one leg
at a time. This results in two episodes of care for the hospital
which can be inconvenient for the patient with work or childcare
issues. The aim of this study was to assess whether day case
bilateral varicose vein surgery is a feasible option.

METHODS: A retrospective analysis of all day case varicose
vein surgeries performed over a 5 year period at a teaching
hospital. 533 patients underwent conventional varicose vein
surgery. The mean age of patients was 45 (+ 12) years and 388
(72%) were female. 462 patients had unilateral operations (397
=GSV, 65 =SSV) and 67 had bilateral operations.

RESULTS: Bilateral vein operations took significantly longer
than unilateral operations (40+/-12 minutes vs. 48+/-15
minutes, P<0.0005). However, patients having bilateral
varicose vein surgery did not have a longer hospital stay
(unilateral = 6 hours 54 mins 45 mins; bilateral = 6 hours 40
mins + 42 mins, P = 0.02). Over the 5 years, one patient who
underwent bilateral surgery was admitted; 12 of those patients
who underwent unilateral surgery required overnight
admission.

CONCLUSIONS: Although bilateral varicose vein surgery is a
longer procedure than unilateral varicose vein surgery, it seems
that those patients undergoing bilateral varicose vein surgery
do not have a prolonged hospital stay. Only 1 patient
undergoing bilateral vein surgery required admission over the
5 year period. Bilateral varicose vein surgery is a safe
procedure in the day case setting and treatment of both legs in
asingle operation is more cost effective for the hospital and
more convenient for patients.



Yeah or Ouch?

S MacDermott, M Kirollos, R Mason,
M Stocker

South Devon Healthcare Trust

Local Anaesthetic Circumcision —

Whilst circumcision is an ideal operation for the day surgery
setting, a number of patients may not be suitable for day case
general anaesthesia. This may be due to co-morbidities or
social circumstances. Over the past number of years we have
offered such adult patients the choice of surgery as day cases
under local anaesthetic, rather than needing to be admitted for
their operation. We present a study of the results of this care.

Fifty nine circumcisions have been carried out over 8 years on
patients ranging from 22 to 94 years of age (mean 60).
Anaesthesia was by a combination of dorsal nerve and ring
block, using a mixture of lidocaine and bupivacaine. Topical
anaesthetic can be applied around the base 10 minutes prior to
injection if desired. Body mass index was >30 in 7 patients.
Twenty two patients had an ASA score of 1, 29 were ASA 2 and
5 were ASA 3; these included a number of patients with insulin

A8 Adult Circumcision under Local
Anaesthesia: Patient Satisfaction and
Cost Analysis

V Raja, DM Sharma, A Lipp, RJWebb
Norfolk and Norwich University Hospital

INTRODUCTION: The majority of adult circumcisions are
performed under general anaesthesia often supplemented with
a penile block. Penile block is an effective anaesthetic allowing
surgery to be safely and cost effectively performed in a
significant proportion of adult patients.

OBJECTIVES: To assess patient satisfaction and cost
effectiveness of circumcision performed under local
anaesthetic in adult patients.

METHODS: We retrospectively reviewed the cases of 26
patients who had local anaesthetic circumcisions at the Norfolk
and Norwich University Teaching Hospital over the last 2 years.
A patient satisfaction questionnaire and perioperative pain
score was sent out to each patient. A cost analysis was
performed comparing the average costs of local and general
anaesthetic circumcisions.

dependent diabetes. Two patients (3.4%) required inpatient
care postoperatively, 92 and 86 year old ASA 3 patients.
Telephone follow-up data were available in 38 patients,
assessed within 24 hours of the surgery. Overall wellbeing was
reported as very good in 19, good in 17 and reasonable in 2. A
small amount of bleeding occurred in 9 and a moderate amount
in 1. Pain was scored as not present in 22, mild in 14 and
moderate in 2. All 37 who answered liked being treated as day
cases. Thirty seven reported themselves very satisfied with the
care episode and 1 was satisfied.

We believe these data show good results for local anaesthetic
circumcision, in terms of low complication and admission rates
and high patient satisfaction. The use of local anaesthesia in
this group allows the extension of day surgery to patients who
would otherwise not be eligible and would require in-patient
treatment.

RESULTS: Our initial analysis showed that local anaesthetic
circumcisions were well tolerated in the majority of patients.
The overall cost of circumcision was less than that of a general
anaesthetic circumcision.

DISCUSSION: The common perception that circumcision under
local anaesthetic is poorly tolerated procedure is not accurate.
We found that patients who were appropriately counselled and
who received an expertly delivered penile block were satisfied
with this option. The treatment is equally effective and the risks
or complications, costs of general anaesthesia and hospital
stay can be avoided in these patients. We also found that this
resulted is a more cost effective use of resources. Thus their
operation can be performed closer to home in the community.
Not all patients are suitable for the local anaesthetic approach
and patients younger than 40 years were less likely to accept
this option. We conclude that local anaesthetic circumcision is
a safe, well tolerated and cost effective procedure in selected
adult patients.



Spinal Anaesthetic
RO Hart, M Mallik
Royal Preston Hospital, LTH NHS Foundation Trust.

Day-Case Pilonidal Sinus Surgery Under

INTRODUCTION: Pilonidal surgery normally requires the
patient to be prone. General Anaesthetic of a prone patient
entails known problems with airway maintenance, Cervical
spine care etc. Spinal Anaesthesia avoids most of these
problems as well as providing excellent postoperative
analgesia. However, many health professionals believe that
spinal anaesthesia is unsuitable for day surgery, pilonidal
surgery or both. We review one surgeons 5 year experience of
day case pilonidal sinus surgery under spinal anaesthesia.

METHODS: The hospital computer records were searched for
records of patients undergoing pilonidal sinus surgery under
ROH from 2001-2006. The case notes were then reviewed.

RESULTS: Over the 5-year period from January 2001 to
December 2006 inclusive 25 patients underwent 28 operations
for excision of pilonidal sinus and primary closure under ROH in
the Day Case Unit. Two patients undergoing surgery for
recurrence stayed overnight. All the rest (260f 28, 93% of the
total, 100% of those undergoing primary surgery) were
discharged the same day.

COMMENT: Day case Excision and primary closure of pilonidal
sinus under Spinal anaesthesia can be performed routinely and
safely.

Interscalene Brachial Plexus Block for
YY) post Shoulder Surgery Pain Relief in

Daycase Patients

JB Sadashivaiah, S Ghatge

University Hospital of North Staffordshire

Shoulder surgery, one of the most painful orthopaedic
procedures is now being largely performed on a day-case basis
with the use of interscalene brachial plexus block (ISB) for
postoperative analgesial~3.We aimed to evaluate the efficacy of
ISB in shoulder surgery in providing adequate analgesia in day
case patients following our experience with inpatients.

Thirty eight adult patients (inpatient and day case) undergoing
elective shoulder surgery received ISB under general
anaesthesia using 30 ml of 0.25% levo-bupivacaine. Local
anaesthetic was injected when the twitch threshold was <0.6 mA.
Pain scores were noted at the time of awakening, at discharge
from the recovery room and discharge from the hospital using the
numerical rating scale (NRS, 0-10) and categorical pain scores
(CPS) with a predefined correlation (0 none, 1-3 mild, 4-6
moderate, >6 severe). The need for intra- and postoperative
opioids was documented. All patients were prescribed regular
Co-codamol (30/500 2 tabs qds) and ibuprofen (400 mg tds)
postoperatively. Patient satisfaction was scored as yes/ no at the
time of discharge from recovery and again at discharge from
hospital. Any complications including numbness, persistent limb
heaviness, hoarseness, dyspnoea and Horner’s syndrome were
documented. Chi- Squared test was used for statistical analysis.

None of the patients needed opioids intra operatively. There was
no significant difference in the pain scores between inpatients (n
= 18) and day case patients (n = 20) at awakening (88 vs. 95%, p

<0.05) and at discharge from the recovery room (83% vs. 92%, P
<0.05). Two inpatients needed rescue analgesia in the recovery
room. One of them had a NRS score of 10 on waking from
anaesthesia and his discharge from the recovery room was
delayed due to suboptimal pain relief. At discharge from the
hospital (the next day for inpatients), 72% of inpatients had
satisfactory pain scores compared to 95% day case patients.
Ninety percent of the NRS and CPS scores agreed with our
predefined correlation. Satisfaction scores were 100% in both
groups. Five patients (2 inpatients and 3 day case) had
complications of ISB such as paraesthesia, numbness, persistent
heaviness and ptosis. There were no unplanned admissions or
readmissions after discharge in the day case group.

Good analgesia with minimal side effects (such as sedation,
PONV) is a vital component of day surgery. Prolonged recovery
may disrupt patient flow and increase institutional costs per
patient. This study demonstrates that ISB is a safe and effective
technique of analgesia for shoulder surgery and facilitates day
case discharge with high levels of patient satisfaction. It also
validates our predefined correlation between the NRS and CPS.
Complications although limited to the immediate postoperative
period, highlight the need to provide comprehensive information
leaflets for day case patients.

REFERENCES:

1. European Society of Regional Anaesthesia (ESRA) guidelines
for postoperative pain management. 2004.

2. Rawal. Br/ Anaesth. 2001;87:73-87.
3. Conroy, et al. Orthopaedics 2003;26:501-3



Vitreoretinal Surgery

M Tavakkolizadeh, P Chandra, C Davies, B
Al-Shaikh

William Harvey Hospital, Ashford, Kent

Subtenon Block for Pain Relief after

BACKGROUND: Subtenon’s block has been used as a safe
anaesthetic technique for a variety of ophthalmic procedures.
Over the last decade there has been increasing interest in using
this technique for managing postoperative pain. Here we
describe a prospective study, comparing the effect of
subtenon’s block following vitreoretinal surgical procedures, to
general anaesthesia alone, in controlling postoperative pain.

METHODS: All 26 patients who underwent vitreoretinal surgery
under general anaesthetic during June 2006 at William Harvey
Hospital, Ashford, Kent, were included in the study. Patients
were allocated to either the subtenon’s group or the GA only
group. Informed consent was obtained. All patients received
standard general anaesthetic (GA). The block was performed by
the surgical team at the end of the operation using 2-3ml of
0.5% L-bupivacaine as the standard dose. All patients were
prescribed a standard postoperative antiemetic and analgesia
care plan (cyclizine 50mg tds prn and Co-codamol 500/30 qds
prn PO). In both groups, the postoperative antiemetic and
analgesic use was recorded at six hour intervals prospectively
until discharge the following morning (within 23 hours). Data
were compared using unpaired Student t-test. All patients were
examined by the surgical team prior to their discharge.

RESULTS: Fifteen of the 26 patients received GA only (Group ).
Eleven patients received subtenon’s block under general

anaesthetic (Group Il) at the end of the operation. The general
anaesthetic and recovery was uneventful in both groups. None
of the patients required any antiemetics postoperatively. All of
the patients were discharged home the morning after the
operation as planned. In the first six postoperative hours, group
I required an average of 0.87 analgesic tablets while group Il
required 0.36 (P<0.08). There was a significant reduction in
analgesia requirements in the second six hour postoperative
period, with group | using 1.14 tablets, while group Il used only
0.27 tablets (P<0.008). Group | used 0.2 analgesic tablets
afterwards until discharge while group 11 did not need any over
this time period (P<0.1). Postoperatively, 54% (8 of 15) of the
patients in group | required analgesic tablets in the first six
hours, 60% (9 of 15) in the second six hours and 14% (2 of 15)
afterwards until discharge. The above figures were 18% (2 of
11), 18% and 0% in group Il respectively. No complication of the
subtenon’s block was found on clinical examination in any of
the patients.

DISCUSSION: A recent survey of anaesthetic practice for
vitreoretinal surgery in the UK showed that general anaesthetic
is still the most favoured technique across the country. Over the
recent years there has been an increased interest in regional
techniques specially subtenon’s block which is supported by
strong evidence on its safety. In our study the block was
performed by the surgical team at the end of the surgery, using
a low volume of local anaesthetic. Utilising this block as an
adjunct to GA showed a significant reduction in the
postoperative analgesia requirements in the six to twelve hour
postoperative period. This can potentially reduce the need for
the overnight stay of the patients after vitreoretinal surgery and
save approximately three hundred pounds per patient.

Spinal Anaesthesia in Ambulatory
Al2 Surgery — Introducing a New Service

in the West of Scotland
S Gambhir, P Wilson, | McMenemin, H Hosie
Glasgow

Spinal anaesthesia, until relatively, recently was mainly used for
inpatient surgery. However modification of technique and use of
adjuvants has led to its successful use in the ambulatory setting.
An informal survey of practice across various hospitals in the
West of Scotland revealed that the use of spinal anaesthesia in
day surgery was not common. Several reasons were cited,
including low patient acceptance, nursing issues, surgeons’
attitudes and anaesthetic staff’s reservations, including risk of
PDPH and delayed respiratory depression, delayed discharge
times and preoperative time consumption among others.
However it has been shown that spinal anaesthesia provides
reliable surgical anaesthesia with rapid recovery and minimal
side effects in appropriate cases and is now widely used in
various parts of the world and indeed the United Kingdom. Based
on this we decided to introduce low dose spinal anaesthesia in
three Day Surgery Units in the West of Scotland. The introduction
of this new service involved a multidisciplinary approach. The
first step was discussion with the anaesthetic staff at the 3
hospitals regarding low dose spinals and presentation of current
evidence of low morbidity associated with SAB in day surgery. We
then communicated with the surgeons, arranged sessions for
nurse education and developed patient information leaflets.
Finally we put in place a system for routine follow up of all
patients receiving spinal anaesthesia and developed a system to
audit our discharge times, complication rates, surgeon and

patient satisfaction. We performed spinal anaesthesia on 100
appropriate patients undergoing various procedures including
orthopaedic surgery on lower extremities, gynaecological,
urological, perirectal procedures and lower abdominal
procedures such as inguinal hernia. Patients received low dose
hyperbaric bupivacaine (5-7.5mg) and 10 micrograms fentanyl
intrathecally. All patients were telephoned 24-72 hours after

surgery.

Mobilisation (min) 126 (80-248)

256 (100-360)

Discharge (min)

Need for supplementation 1%
Hypotension 0%

pruritus 21%
Nausea/Vomiting 5%

PDPH 0%

Delayed voiding 2%

Patient satisfaction: 95%/5%/0/0
very good/good/poor/very poor

Surgeon satisfaction: 85%/15%/0/0

very good/good/poor/very poor

CONCLUSIONS: The low dose spinal technique is easy to
perform, has a very high success rate and an enviable safety
record. Use of this technique will depend upon acceptance by
surgeon and patient, and the expertise of the anaesthetist. By
appropriate patient selection, choice of equipment, drugs and
adjuvants, the anaesthetist can tailor spinal anaesthesia to the
day surgery setting.



Assessing the Suitability of Day Case
V&) Middle Ear Surgery using a Generic
Feasibility Tool

K Tober, A Matthews, A Richards,
D Alderson

Torbay Hospital

INTRODUCTION: The benefits of day surgery are well known,
however, there is a lack of published data concerning adult
middle ear day surgery. Two main studies have been done,
looking at major ear day surgery!, and at day case
myringoplasties?. We used an experimental generic day surgery
feasibility questionnaire adapted for ENT cases to assess
whether patients having middle ear surgery would be suitable
for discharge on the day of surgery. This enabled us to identify
factors potentially delaying the discharge of a patient and has
also helped us to implement a pathway for day case middle ear
surgery within our trust.

METHODS: Data were collected over a six month period from
June 2006-December 2007 by nurses filling in an audit form
placed in the patient’s notes. The information collected
included: anaesthetic technique and postoperative
interventions on the first night. The incidence of postoperative
complications including dizziness, bleeding, pain and nausea
was recorded, along with nursing and patient opinion on
whether or not patients might have been suitable for discharge
on the first postoperative night.

RESULTS: 50 patients were studied, ranging from 17-69 years
old. 2 patients were eliminated due to incomplete data. All 50

underwent middle ear surgery including: tympanoplasty (18),
myringoplasty (8), ossciuloplasty (3), stapedectomy (3) and
mastoidectomy (8). 25 out of 48 patients were considered fit for
discharge on the day of surgery, based on the lack of
postoperative complications. Of these, 17 patients felt that they
would have been happy to have the procedure done as a day
case. Out of the 23 patients considered unsuitable to discharge
the same day, reasons included: dizziness (7), bleeding (3),
pain (2), nausea (1). 4 patients were late recovering following
afternoon operations and 2 did not meet the social criteria. 3
out of 5 patients who did not meet the medical criteria would
have been unsuitable for same day discharge, due to dizziness
(1), late recovery (1) and social circumstances (1). 12 of the
patients considered unsuitable for discharge required
interventions after 8 pm. In the case of 10 patients this involved
the changing of dressings.

CONCLUSIONS: Our results using the feasibility tool suggest
that patients having middle ear surgery could potentially be
done as day cases. This is provided they meet the medical and
social criteria and also have their operation in the morning,
thus helping to prevent overnight stays due to late recovery.
Collating this data has enabled us to develop a pathway to
transfer middle ear surgery to a day case procedure. To date,
we have completed 3 myringoplasties and 3 tympanoplasties
as day cases, with excellent outcomes.
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Emergency Surgery via the Day
Al4 Surgery Unit: Patient Outcome and
Satisfaction

AC Mayell, ME Stocker
South Devon NHS Foundation Trust

INTRODUCTION: Following the establishment of a day surgery
pathway in May 2005, for patients requiring emergency
abscess drainage, we have now treated in excess of 90 patients
and have detailed postoperative outcome data from them.

METHODS: Data were taken from the Daynamics database
which captures real time day of surgery data, and records
postoperative telephone questionnaire responses. The
following information was collected: patient demographics,
operation, times of admission, transfer to theatre, return to the
recovery unit, first fluid intake, mobilisation and discharge. The
follow up data were collected by a designated nurse on the first
postoperative day. This included general feeling, pain
assessment, incidence and severity of nausea or vomiting, and
need for further medical input. They were asked if they liked
being treated as a day case rather than an inpatient, whether
they liked our unit, and were they able to park.

RESULTS: Over a 20 month period, 90 patients have followed
our day surgery pathway for emergency surgery, the majority

for incision and drainage of abscesses. Their median time from
admission to discharge was 5 hrs 49 minutes, with an
interquartile range of 4 hours 23 to 7 hours 30 minutes. The
admission rate was 5.5%, and 40% of these were due to there
being no carer available. 49 of the 84 patients were
successfully contacted the following day. 42 felt “good”, or
“very good” following surgery, and all 49 felt “much as” or
“better” than expected. In terms of postoperative pain, 30 of
the 49 patients were pain free and a further 18 had mild pain.
No patients complained of nausea or vomiting, and 2 patients
required help postoperatively, 1 by the emergency department
and 1 by a district nurse. 48 out of 49 patients were very
satisfied with the experience and all patients liked the day case
unit and being a day case patient. None of the patients had
problems parking at the unit.

DISCUSSION: This review of our outcome data has confirmed
the successful establishment of a service designed to reduce
emergency bed days and increase patient satisfaction. The low
rate of admission, postoperative pain, nausea and vomiting,
show that this service is preventing unnecessary stays in
hospital. There was a high rate of patient satisfaction, and
almost all patients preferred this method of admission.



Day Case Surgery Targets for
AlLS Ophthalmology

A Gaur, P Watts
University Hospital of Wales, Cardiff

BACKGROUND/PURPOSE: A report titled “Making better use
of NHS day surgery in Wales” presented by the Auditor General
for Wales to the National Assembly in September 2006 pointed
out that despite clear benefits for patients, day surgery rates in
Wales remain low. It also highlighted that not all trusts’ systems
for measuring performance capture cases complying with the
23:59 definition of day surgery. British Association of Day
Surgery (BADS) has produced a “Directory of Procedures” in
2006 where day case targets for various specialities are given.
Using these targets as a standard we looked at the
performance of day case surgery in Ophthalmology at the
University Hospital of Wales, Cardiff.

METHODS: Data were collected retrospectively for a 12-month
period (January 2006-December 2006), using the computer
records of the Ambulatory Care Services for the ophthalmic
surgical procedures for which targets are given in the “Directory
of Procedures” published by BADS.

RESULTS: Targets were achieved in 7 out of the 12 procedures
(60%) and in 4 procedures (33.3%) the performance was very
close to the standards. Day case performance was below the
target in one procedure (vitrectomy using pars plana
approach). It was highlighted that in some instances
appropriate codes to indicate the type of admission in the
ambulatory care services were not used.

CONCLUSION: Day case surgery targets in ophthalmology
where achieved or were very close to standards in 93% of the
procedures. Recommendations were made to address the
issues highlighted.

The Management of Serious
Unplanned Clinical Events in Day
Surgery

M. Mallick, C Buckle, B Watson

Queen Elizabeth Hospital

INTRODUCTION: Serious unplanned clinical events are rare in
the day surgery setting. Examples of such events would include
anaphylaxis at induction of anaesthesia requiring resuscitation
and in-patient admission, or major unexpected intra-operative
haemorrhage requiring postoperative transfer to critical care.
We asked senior nurses working in 15 day surgery units how
prepared they were to manage such an event. We compared
their responses with the guideline recently developed at our
hospital. This project was prompted by one of our staff who
had experienced a family member suffering a serious
unplanned clinical event at another day surgery unit.

RESULTS:

DISCUSSION: The public and our patients reasonably expect
day surgery to be safe and straightforward, yet most day
surgery units will have to deal with a serious unplanned clinical
event from time to time. By their very nature, such events are
unpredictable. Commonly, senior staff will be assisting with the
patient while others are left to tell the accompanying carer that
something has gone wrong. Sensitive, professional handling of
the situation at this stage will not only help allay anxiety but
also help the accompanying carer to make practical plans for
the coming hours and days. Such management should also
reduce the risk of complaints, which are often related to a lack
of timely information. We found that all of the units contacted
felt that there were deficiencies in their plans for dealing with
this sort of event. We believe that every day surgery unit should
develop guidance and resources for staff dealing with a serious
unplanned clinical event, and that these should be taught and
practised using simulated scenarios.

Guideline standard for managing serious unplanned clinical event

Number of units
meeting
standard (n=15)

Specific member of staff designated to liase between clinical team and accompanying carer 8

Private waiting area made available for briefing accompanying carer

1

telephones, refreshments, car parking and local accommodation

Written information provided for accompanying carer detailing facilities such as 0

Accompanying carer provided with list of clinical staff responsible for patient’s

management both in day surgery and admission ward 0
Senior medical staff attend day surgery to debrief staff after the event 4
‘Fire drills’ to practise implementation of guideline 1
Specific teaching of guideline to all day surgery staff 2




Surgery (RADS) — Non Elective Day
Surgery (NEDS)

D Kamming, E Ball
University College Hospital London

Rapid Assessment and Discharge

Non-elective surgery has traditionally been undertaken on a
‘first come first served’ basis unless the case is ‘life or limb’
threatening whereby prioritisation is based on clinical urgency.
The National Confidential Enquiry into Perioperative Death
(NCEPOD) 3 cases have a target time to theatre within days of
decision to operate and are often postponed in preference to
NCEPOD 1 and 2 cases which have a target time to theatre of
minutes to hours respectively. A drive toward clinical efficiency
in our trust resulted in a 50% reduction in theatre capacity for
non-elective surgery. This resulted in an average hospital stay
for NCEPOD 3 patients of 3.95 days. This duration of inpatient
stay resulted in patient dissatisfaction and inefficient use of
limited inpatient beds and cancellation of elective procedures.

We undertook a non-elective perioperative service redesign
incorporating centralised preassessment. An appropriate list of
non-elective surgical procedures were agreed with the surgical
directorates and with management. These included any cases
that could be safely discharged home prior to being readmitted
days later to a dedicated RADS-NEDS list. Procedures agreed
included hand injuries, general surgery or gynaecology
abscesses, minor maxillary facial surgery and evacuation of
retained products of conception (ERPCs). A referral pathway

was agreed and formalised from Accident and Emergency (A&E)
to the pre-assessment clinic (PAC). The PAC ensured all the
criteria were met for safe discharge prior to surgery and for day
surgery suitability.

In a9 month period 250 patients have had RADS-NEDS. Two
weekly four hour theatre sessions were provided by
management. Regular audit was undertaken focussing on
theatre utilisation and efficiency of these dedicated theatre
sessions. All the patients were admitted and discharged from
our day surgery ward. 1000 hospital bed days have been saved
with an estimated saving to the trust of £500,000 based on an
inpatient surgical bed day cost of £500 a day. Patients have
reported high levels of satisfaction with the service especially
the ERPCs who can go home after the distressing diagnosis to
grieve with their partner. The knowledge that they have a
dedicated surgical slot to return to for their procedure
performed as a day case is reassuring compared to the
uncertainty of the emergency theatre process.

The service redesign process has been so successful that we
have now expanded the pathway. There are now four agreed
pathway options which include; 1) home preop, home postop
(as described above); 20 home preop, overnight stay postop
(23-hr bed); 3) admit preop, home postop; 4) admit preop and
overnight stay postop. To accommodate the extra numbers of
patients and because of the audited high level of efficiency the
RADS-NEDS theatre capacity has been expanded from two to
three sessions a week.

Are consent Forms being Filled in
Al8 Correctly in Day Surgery?

C Smith, L Guppy, RC Himpson, S Walker,
CL Ingham Clark

The Whittington Hospital, London

INTRODUCTION: The NHS plan 2000 identified the need for
changes in the way that patients were asked for consent to
treatment. As a result of this, standardised consent forms and a
model consent to treatment policy were produced by the
Department of Health. NHS trusts were asked to implement
these in 2002. We carried out an audit looking at the correct
usage of standard consent forms in patients undergoing Day
Case Surgery at The Whittington Hospital.

METHODS: Data were collected prospectively over a three
week period. Information was collated from 123 standard
consent forms (consent form 1) from a range of specialities
(general surgery, urology, orthopaedic surgery, gynaecology
and pain control). A proforma was designed to assess the
consent forms for completeness, omissions and legibility.

RESULTS:
Incomplete

Patient demographics 3%
NHS/hospital number 1%
Named Consultant 23%
Procedure detailed clearly 5%
Left or right side indicated clearly 10%
Benefits 10%
Significant risks 24%
Mode of anaesthesia 5%
Treatment beyond scope of procedure 91%
Signed by doctor, complete and legible 83%
Signed by patient, complete and legible 43%
Signed by interpreter, complete and legible | 50%
Top sheet given to patient 85%

DISCUSSION: Most consent forms were filled in adequately
with respect to the procedure being performed and the
appropriate risks and benefits. However the person taking
consent was often poor at filling in their own details, and
ensuring that the patient did as well. The patient was most
often not given a copy of the consent form. This has potential
medico-legal implications. In order to avoid rushed filling in of
forms, and cancellations on the day, it would be ideal for the
consent form to be completed in advance of the procedure,
either in outpatients when the procedure is planned, or in
preassessment clinic.

We are feeding back this information to all specialities
concerned and then re-auditing consent forms for a further
three-week period to assess any change in practice.



Laparoscopic Gastric Banding for
Morbid Obesity in the Day Surgical
Setting

MF Dunsire, AG. Patel, N Awad, T Whitfield,
G Allan, T Livingston

Kings College Hospital

INTRODUCTION: Laparoscopic adjustable gastric banding is
the least invasive bariatric operation. It is similar in terms of
surgical time and tissue damage to a laparoscopic
cholecystectomy. The majority of which, in our trust, are
performed on a day case basis. Anaesthetists are traditionally
reluctant to treat morbidly obese patients on a day case basis
due to lack of data on the safety of this approach. Recent
sporadic reports have indicated that it may be possible to
perform these procedures on a 23 hour stay or a day case basis
in our institution we decided to explore the feasibility of
performing laparoscopic gastric banding on a “true” day case
basis.

METHODS: Patients up to a weight of 150 kg and ASA score of 2
or less were considered appropriate for day case gastric
banding. These patients had their surgery in a morning session
and were scheduled to go home that evening. Experienced
consultants performed the surgery and anaesthesia. These
preliminary results are part of an ongoing project.

Pt Age | ASA | BMI |Duration (min) Outcome
1 34 2 46 70 Discharged
2 37 1 49 120 Discharged
3 29 2 47 65 Discharged
4 40 2 45 57 Admitted
5 33 2 47 62 Discharged
6 58 3 43 60 Admitted
7 61 2 40 90 Admitted

Day Case Thyroid Surgery: Patients
A20 i up for it — Are You?

B Lieske, G Howat, M Sames, A McLaren
Buckinghamshire Hospitals NHS Trust

INTRODUCTION: Day case thyroid lobectomy was introduced
into routine practice in our trust following a brief pilot study. All
patients listed for thyroid lobectomy and meeting standard day
surgery criteria were placed on a day surgery pathway. To
assess our service we undertook a patient satisfaction survey.
This study was conducted to evaluate clinical outcomes as well
as patient satisfaction with the day surgery approach. To our
knowledge this is the first such study to be reported.

METHODS: We keep a prospective database of all thyroid
procedures with information on demographics, operation type,
anaesthesia, histology and postop complications. The patient
satisfaction survey was conducted by telephone. We collected
information on postoperative analgesia requirements, return to
normal function, complications, and levels of satisfaction with
the service provided.

RESULTS: Over a 22 month period we performed 49 thyroid
lobectomies. 36 of these were planned as day cases and 26

To date seven patients have been treated. All patients were
female. 4 (57%) were discharged on the same day and 3 (43%)
were admitted. The reasons for admission were :patient 4 —
postoperative pain; patient 6 — inappropriate patient for day
case surgery; patient 7 — postoperative port site bleeding.

DISCUSSION: Usually anaesthetists have been reticent to treat
morbidly obese patients on a day case basis due to a perceived
increase in the frequency of perioperative complications, in
particular airway problems. However there is now recent
evidence to suggest that these patients can be treated safely
on a day case basis. We did not encounter any anaesthetic
problems in our group. Patient selection is critical for the
success of laparoscopic gastric banding as a day case
procedure. As our results demonstrate we had 1 potentially
avoidable admission. Patient 6 had an ASA score of 3 with
significant medical problems. She should have been referred
for inpatient surgery. This was recognised on admission to the
day case unit. The other 2 admissions were due to reasons
common to all laparoscopic day case surgical procedures not
specific for laparoscopic gastric banding.

CONCLUSIONS: Itis possible to perform laparoscopic gastric
banding on a true day case basis providing careful patient
preassessment and selection is performed.

were performed as a day case procedure. We were able to
interview 25 of these 26 patients. All patients were aware that
they would go home on the same day. The average length of
stay was 8.5 (6-12) hours. 19 patients needed to take
painkillers at home for an average of 3.5 (1-10) days. Three
patients needed to consult their GP for suspected infection (1),
hoarseness (1) and indigestion (1). There were no re-
admissions. The majority of patients (90%) returned to work /
normal activities within 14 days (average 10 (2-14) days).
Patient satisfaction was high, with 23 patients completely
happy with the information they received about surgery and
aftercare and completely satisfied with the care and support
they received. Three patients would have preferred to stay in
hospital overnight, but all others were happy to recommend
day case thyroid surgery to a friend.

CONCLUSIONS: Day case thyroid surgery is effective in routine
clinical practice. Our patient pathway and clinical outcomes
resultin high levels of patient satisfaction.



Prospective Non-randomised trial of
Stapled Haemorrhoidopexy versus
Transanal Haemorrhoidal
Dearterialisation

P Nastro, S Ahmed, P Giordano

Whipps Cross University Hospital NHS Trust

AlIM: To compare the short-term efficacy and safety of transanal
haemorrhoidal dearterialisation (THD) versus stapled
haemorrhoidopexy (SH) for the treatment of second/third
degree haemorrhoids.

METHODS: Patients with second degree haemorrhoids who
had failed to respond to conservative treatment and/or
sclerotherapy and all patients with third degree haemorrhoids
were offered surgical intervention consisting of SH or THD.
Operations were performed as day case procedures under GA.
SH was carried according to Longo’s technique. THD was
carried out using a disposable proctoscope, specifically
designed for this purpose. The proctoscope has on its right side
a small channel for the insertion of a fine Doppler probe. Just
distal to the tip of the Doppler probe there is a small window to
allow suturing of the rectal mucosa 2 cm above the dentate
line. With a clockwise rotation of the proctoscope, the Doppler
probe was used to accurately locate all the terminal branches of
the haemorrhoidal arteries, which were then sutured one by

one with a 2/0 absorbable stitch mounted on a 5/8 needle. A
sutured mucosopexy was also performed. Preoperative and
postoperative symptoms, postoperative pain and return to
normal activities were all assessed prospectively. Patients were
followed up at 2 and 8 months.

RESULTS: Respectively 28 (20 male; mean age 54) and 24 (16
male; mean age 48) patients underwent THD and SH. The mean
postoperative pain (scale 0-10) in THD and SH groups was 1
versus 2.5 at day 1 and 3 versus 4 at day 10. There was no
difference in analgesia requirements. At a mean follow-up of 4
(range 2-8) months patient satisfaction was similar in the two
groups but more patients undergoing THD (25/28 vs 12/24)
had returned to work within 4 days. Two patients in the SH
group complained of faecal urgency. There was 1 recurrence in
each group.

CONCLUSIONS: Short-term results show that THD and SH with
minimal postoperative pain are both safe and effective for the
treatment of second/third degree haemorrhoids. Patients
undergoing THD return to work sooner and seem to have fewer
complications.

Laparoscopic Cholecystectomy:
A Prospective Study

TVu, M Singh, R Aguilo, N Marshall
Newham University Hospital

Clipped versus Clipless Technique in

INTRODUCTION: The technique of laparoscopic
cholecystectomy (LC) still has areas of refinements, including
complications of clips being dislodged. The accepted technique
has been the use of titanium clips for sealing the cystic duct and
anterograde dissection of gallbladder using electrocautery .The
use of an ultrasonically activated scalpel for tissue cutting and
coagulation is a potential replacement for electrosurgery. The
primary use of the Harmonic scalpel in LC has been for the
division of the cystic artery and liver bed dissection.
Advancements in the Harmonic scalpel blade tip now provide for
the reliable ultrasonic division and closure of the cystic duct.

METHODS: A prospective study of 22 consecutive patients
undergoing LC using the clipless Harmonic Scalpel technique
followed by 22 consecutive patients using the conventional
clipped technique with electrocautery. All operations were
performed in a London University Hospital by a single
consultant surgeon between March 2006 to November 2006.
Data were collected peri- and postoperatively comprising age,
gender ASA, BMI, length of operation, duration of hospital stay,
complications and time taken to return to normal activities.

RESULTS: There were 17 females and 5 males in both the
clipped and clipless groups. There was no significant difference
between the 2 groups with respect to age or ASA grade. The
mean age of patients in the clipless group was 42.8years
(range 22-61) and 50 years (range 23-83) in the clipped group
(p>0.05). All patients in the clipped and clipless group were
ASA 1-2, except 1 patient in the clipped group which was ASA 3

(p>0.05). The mean operating time for the clipless group was
31.7 mins (range 9-90) and a mean of 37.4 mins (range 15-70)
in the clipped group. This was inclusive of instrument
preparation and skin closure. The mean postoperative duration
of stay was 7.7 hours (range 3-9) in the clipless group and all
patients were discharged on the same day. The mean
postoperative duration of stay in the clipped group was 13.7
hours (range 4-53), and 6 patients had an overnight stay.
However the duration of operation and length of inpatient stay
with the clipless group was less compared to clipped group.
Although this was the case it was not statistically significant
(p>0.05). There were no conversions to an open procedure or
any clinical or radiological biliary leakage in either group. In the
clipless group, 1 patient developed port site infection that
responded to oral antibiotics. In the clipped group, 1 patient
also developed a port-site infection and 1 patient had
persistent right upper quadrant pain but ultrasound scan did
not demonstrate any collection. There were no significant
difference (p>0.05) in the complication rate between the two
groups.

DISCUSSION: In our study the clipless technique has inherent
advantages in respect to length of surgery and duration of in-
patient stay compared to conventional clipped technique but
due to the small sample numbers it was not statistically
significant (p=0.08). The Harmonic scalpel provides complete
haemobiliary stasis for all patients in our study and is a safe
alternative to standard clip or ligature closure of the cystic
duct. Furthermore, there may be a cost savings inherentin a
procedure utilising a single disposable instrument as well
inpatient stay and recovery period.



A23 Study Design of a Pilot Randomised
Clinical Trial Comparing Day Surgery
and Inpatient Surgery for Breast
Cancer

VS Marla, S Stallard
Victoria Infirmary

BACKGROUND: Over the past 10 years, breast cancer
treatments and anaesthetic management have changed. More
patients are now treated by breast conserving surgery (BCS).
Sentinel node biopsy and node sampling procedures have
meant that patients may not require a drain in their axillary
wound postoperatively. Within the UK there are a few centres
that have day surgery (DS) for breast cancer, none currently in
the West of Scotland. To address this issue we initially did a
systematic review of DS for breast cancer. This showed that DS
for breast cancer is safe with equivalent complication rates, but
there is lack of evidence from randomised clinical trials (RCTs).
Patient satisfaction and psychological well-being is high,
however further trials with validated questionnaires are
required to confirm this. Patients with breast cancer differ from
other patients undergoing DS, as they require emotional
support, counselling and information. It is unclear how best to
provide these in the DS setting.

OBJECTIVES: To determine which method of care (day or
inpatient care) is of most benefit for the treatment of patients
with breast cancer undergoing BCS with axillary sampling. We
will assess:1) Postoperative complications (nausea and
vomiting, pain control, wound complications), 2) time taken to

return to normal activities, 3) patient satisfaction with the type
of care they received, 4) psychosocial effects of day care and
inpatient (IP) care, 5) patients’ views on the information they
received, 6) information about who provided support to the
patient around the time of their operation, 7) cost of both
treatments.

METHODS: All eligible patients would initially undergo a

DS preassessment. Those found to be fit for DS would be
randomised. As there have been no previous similar studies, we
cannot power the study and hence it is a pilot randomised trial
over a 6 month period. We are also keeping a note of the
patients who refuse randomisation and have a preference for
DS or IP surgery. These patients would be followed up in a
separate patient preference group.

FORMS AND QUESTIONNAIRES: Validated questionnaires:
FACT-B: A quality of life questionnaire designed for breast
cancer patients and A Surgical Site Infection Form. Other forms:
Patient Diary, unexpected admission to hospital and reasons
for exclusion from the trial. As well as filling in the
questionnaires, a qualitative assessment will be made in a
semi-structured interview with each patient postoperatively in
the clinic. This will address the question of how best to deliver a
DS service to women with breast cancer. The study has received
ethical approval and has been started and results will be
presented at a further meeting.

An Audit of Patient Satisfaction with
A24 Anaesthetic Services in a Large Day

Surgery Unit

AT Prewett, H Thakkar, P Found

King’s College Hospital Day Surgery Unit

King’s College Hospital Day Surgery Unit (KCHDSU) is one of the
largest day case units in the country, treating over 20 000
patients every year. A high percentage of these patients receive
general anaesthesia. We carried out a prospective audit to
assess the level of patient satisfaction with the anaesthesia
service and to determine the factors affecting this satisfaction.

METHODS: We recruited 105 patients from all surgical lists with
the exception of termination of pregnancy. Patients were
contacted on the first day following the procedure and
completed a telephone questionnaire assessing a range of
experiences regarding their patient journey. The questionnaire
examined patient experiences of the nurse-led preoperative
assessment; the preoperative anaesthetic consultation;
postoperative pain, nausea and vomiting; the induction and
recovery environments; efficacy of discharge analgesics; minor
side effects and overall satisfaction with the anaesthetics
service.

RESULTS: Full data were collected for 91 patients. Data were
analysed using the Graph Pad Prism statistical package to
apply the Mann Whitney rank sum test. 94% of patients rated
their overall satisfaction with the anaesthesia service as either
excellent or good. However 39% reported no discussion of pain

in the preoperative assessment, 10% emerged from
anaesthesia with pain that was worse than expected and 18%
felt their discharge analgesia was inadequate. Overall
anaesthesia satisfaction score was found to be significantly
affected by satisfaction with the preoperative anaesthetic
consultation (*; p=0.01, n=91) and the efficacy of discharge
analgesia (*; p=0.03, n=89). 62% of patients experienced more
than one side-effect, the most common being tiredness (67%),
sore throat (44%) and dizziness or blurred vision (26%).

CONCLUSIONS: Patients undergoing general anaesthesia at
KCHDSU experience a high level of satisfaction with the
anaesthetics service. Future improvements should focus on the
preoperative discussion of pain, improving discharge
analgesia, and decreasing the incidence of minor side effects.



Day Surgery vs Inpatient Arthroscopic
Shoulder Procedures — an Analysis of
Cost effectiveness

M Ismail, R Singh, S Sinha, R Allom, ] Sinha

Kings College Hospital

JAVAS)

BACKGROUND: Arthroscopic shoulder surgery is commonly
carried out for a variety of pathologies both on a day surgery
and inpatient basis. It is safe and results in high patient
satisfaction. In view of financial pressures on trusts and funding
constraints it is important to find the most cost effective ways
of performing these common procedures.

AlIM: To analyse and evaluate the costs involved in arthroscopic
shoulder surgery undertaken as daycase procedures as
compared with similar operations carried out on an inpatient
basis.

MATERIALS AND METHODS: A retrospective cost analysis was
carried out for all arthroscopic shoulder procedures
(subacromial decompressions, acromio clavicular joint
excisions, rotator cuff repairs and stabilisations) carried out at
Kings College Hospital for a three month period between
February and April 2007. Costs were then compared for
inpatient and day surgical procedures. Costs accounted for
were for; preassessment, all consumable items and
instruments utilised, inpatient/day surgery bed, operating
time, staff and operating room costs.

RESULTS: There was a significantly reduced total cost of
surgery in the day surgery setting as compared with inpatient
procedures. These cost savings could be accounted for by
telephone preassessment; not needing porters for transfer to
theatre and absence of overnight stay. No patients operated on
in the day surgery unit required admission to a hospital bed.
Furthermore in a well established day surgery unit staff become
familiar in performing a given procedure thus increasing
efficiency and patient turnover. Also performing a large number
of arthroscopic procedures allows the bulk purchase of
essential equipment at a lower cost.

CONCLUSIONS: Day surgical arthroscopic shoulder procedures
are a cost effective, convenient and patient friendly option for
many common shoulder problems. There is still a role for
inpatient surgery in patients with severe comorbidities however
most arthroscopic shoulder surgery should be carried out in the
day surgical setting especially in high volume units.

Antiplatlet Medication and Early
Wound Complications after Groin
Hernia Repair

S Kumar, R Srivastva, S P Khanolkar

The Royal Infirmary

BACKGROUND: Antiplatelet medication (APM) such as aspirin
and clopidogrel may increase the risk of surgical bleeding and
postoperative complications such wound haematomas.

AlIM: To assess early wound complications such as bruising or
swelling after laparoscopic or open mesh repair of groin hernia
specifically in patients on APM.

PATIENTS AND METHODS: Patients undergoing open and
laparoscopic repair of groin hernia in Day Surgery Unit were
asked to complete a questionnaire including history of cardiac
and vascular disease and current medication specifically if
taking aspirin or clopidogrel. Two weeks postoperatively,
patients were contacted on phone and asked if they had to see
their GP for wound complications such as excessive bruising or
swelling. Chi square test was used to determine significance
between the two groups of patients.

RESULTS: 55 patients, 52 males and 3 females, median age 58
years (range 16 — 84) had open or laparoscopic groin hernia
repair between May and July 2006. 10/55 (18%) patients were
on APMs. 3/10 (30%) patients developed wound complications
such as a bruised or a leaky wound. Of the other 45 patients, 4
were lost to follow up, 8/41 (19.5%) patients developed wound
complications such as bruising or mild swelling. Patients on
APM were not significantly more likely to develop early
postoperative complications than patients not on APM (3/10 v
8/41,P > .05).

CONCLUSIONS: 18% of the 55 patients undergoing day case
groin hernia repair were on antiplatelet medication and were no
more likely to develop early wound complications compared to
non-APM group.



Audit on Prophylaxis of Postoperative
Nausea and Vomiting in Ambulatory
Care Services

S. Arunachalam, R. Hughes

University Hospital of Wales

Postoperative hausea and vomiting (PONV) contributes to a
significant delay in recovery. It is considered more dreadful than
the surgery itself by some patients. The objective of this audit
was to find out the current practice by anaesthetists to prevent
PONV in our Ambulatory Care Services (ACS) unit. The BADS
guide to PONVlgives a scoring system? to identify low,
intermediate, high-risk patients and recommends prophylaxis.
We have compared our practice against these guidelines with
our aims to reduce the incidence of PONV, to optimise the use
of antiemetics cost-effectively, to be aware of these guidelines
and to improve our practice.

METHODS: This prospective audit was carried out for a period
of 4 weeks between Nov’06 and Dec’06 on adult patients in our
ACS. A questionnaire attached with the anaesthetic chart was
filled by the anaesthetist and the recovery staff. Each patient
was given a risk score and the prophylaxis received was
compared against the BADS recommendations.

RESULTS: A total no of 143 questionnaires were analysed.
Male: Female 80:63. 17(12%) had a low risk, 95(66%) had an
intermediate and 31(22%) had a high risk of suffering PONV.
22(15.4%) patients received total intravenous anaesthesia. 6
patients out of 17(35.2%) low risk patients received single
agent prophylaxis against BADS recommendations. In the
intermediate risk group, 54 (56.8%) patients received
appropriate single agent prophylaxis. The remaining 41 (43.2%)
received either no or combination prophylaxis against the

recommendations. In the high risk group only 8 (25.8%)
received combination prophylaxis as recommended but 23
(64.2%) did not receive appropriate prophylaxis. Of the total
143 patients 28 (19.6%) received treatment for PONV in the
recovery room. In the low risk group, 1 (5.9%) patient
experienced PONV. In the intermediate risk group, 16 (16.8%)
experienced PONV, of which 5 (5.3%) did not get any antiemetic
and 3 (3.6%) received more than one antiemetic. In the high
risk group,11 (35.5%) experienced PONV of which only 3 (9.7%)
received combination prophylaxis and 8 (25.8%) did not receive
a combination of antiemetics.

Risk groups Prophylaxis
Appropriate Inappropriate

Low-risk 1% 1%

Intermediate-risk | 0% 0%

High -risk 21% 21%

CONCLUSIONS: The above results inform that >19% of
patients have experienced PONV. It also suggests that there is a
poor recognition of the high-risk patients and an overuse of
antiemetics in the low risk group. Our local guidelines need
updating to raise awareness of risk factors 23, pharmacological
and non-pharmacological techniques to reduce the incidence of
PONV. This might be a useful aid to effective and economic use
of resources and improving patient care.
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Volatile versus Total Intravenous

2VAS] Anaesthesia. An 11 year study 4;[
Outcomes Following Day Case Surgery
at Torbay Hospital.

PG Margetts, ME Stocker
Torbay Hospital

BACKGROUND: Minimising anaesthetic complications is
recognised as a key factor in enabling effective one day surgery.
Total Intravenous Anaesthesia (TIVA) with propofol is
increasingly considered to be preferable to inhalational
anaesthesia with volatile agents for day case procedures,
although the evidence for its superiority is not yet conclusive.

Methods: Database (Daynamix®© Calcius Systems) analysis of
all patients aged 16 years or over who received a general
anaesthetic in Torbay Day Surgery Unit (DSU) between August
1995 and November 2006. A total of 41350 patients were
included: 9681 received volatile agents and 31669 received
TIVA.

RESULTS: Hospital admissions rates for anaesthetic
complications (nausea, vomiting, dizziness and feeling faint)
were 1.22% (n=118) for the volatile group and 0.92% (n=292)
for the TIVA group (p = <0.01). This equates to a number
needed to treat for TIVA of 337 to prevent 1 admission. Over the
study period the use of TIVA in Torbay DSU increased from 60%
of patients in 1996 to 80% in 2005. Over the same period the
anaesthetic related admission rate dropped from 2% to 0.3%.
The mean time from arrival in recovery to discharge from the
DSU was 142 mins 53 secs for the patients receiving volatile

agents and 135 mins 34 secs for TIVA patients, a difference of 7
mins 19 secs (95% Confidence Interval 6 mins 18 secs to 8 mins
20 secs). One day after operation 4.5% of patients who
received volatile agents versus 3.3% who received TIVA
complained of nausea on routine telephone follow up (p<0.01).
2.2% of volatile agent patients versus 1.2% of TIVA patients
reported vomiting (p<0.01). 7.0% of volatile agent patients
versus 5.0% TIVA patients reported drowsiness (p<0.01) and
4.4% of volatile patients versus 3.6% TIVA patients reported
dizziness (p<0.01).

CONCLUSIONS: Although only cautious conclusions can be
drawn from retrospective studies the very large number of
patients involved, and the broad inclusion criteria strengthen
our results. The fall in admission rate must be seen in the
context of the increased complexity of our surgical case mix
over the same period. It is in part due to optimisation of other
areas of anaesthetic technique, such as tighter protocols for
administration of antiemetics and intravenous fluids, but these
results suggest the use of TIVA may also be a factor. The TIVA
patients were discharged earlier on average than the volatile
agent patients but a difference of 7 minutes is not of clinical
significance. Anaesthetic recovery probably contributes less to
determining discharge time than organisational factors.
Streamlining of the DSU procedures in the more recent years of
the study, when proportionally more patients received TIVA,
may well explain the small difference between the two groups
of patients. The reduced incidence of post anaesthetic
complications after twenty four hours for patients who received
TIVA has major clinical significance. It further supports the
available evidence for the use of propofol TIVA as the first
choice anaesthetic technique for day surgery patients.



Should Ambulatory Surgery be the

A29 Gold Standard for Inguinal Hernia
Surgery in Patients over 8o years? —
Analysis of a Small Series

A Mawhinney, M Farquharson
Basingstoke and North Hampshire NHS Trust

INTRODUCTION: There is still debate as to whether
laparoscopic or open surgery is preferable for unilateral
inguinal herniorrhaphy and whether local or general
anaesthesia should be recommended. However, it is generally
agreed that ambulatory surgery is now the gold standard for
inguinal herniorrhaphy although concern continues as to
whether this is appropriate for the very old with significant co-
morbidity.

METHODS: A series of 24 consecutive patients were identified
who had been booked for ambulatory inguinal herniorrhaphy
and who were operated on by the senior author. Age, co-
morbidity and type of operation were recorded in addition to
any complications requiring an unplanned admission or re-
admission. Patients booked for in-patient treatment were also
identified and the reason for this decision documented.

RESULTS: All ambulatory patients had open mesh repair; 23
under LA and 1 under GA. The age range was 80-98 years and
co-morbidity was significant. There were no unplanned
admissions and no re-admissions in the patients in whom same
day discharge was planned. During the period of this study 9
patients over 80 years had “in-patient” hernia repair by the
same surgeon. This decision was made at the out-patient
consultation and was based on a combination of medical and
social factors.

CONCLUSIONS: Although many patients over the age of 80 can
be advised against surgery, others have a hernia which is
grossly symptomatic, or in danger of strangulation, and surgery
has to be considered. Elderly patients benefit from an early
return to their own environment if this is the safe option.
Careful selection based mainly on the post discharge support
available is essential. In the time period of this series it was
possible to plan ambulatory inguinal hernia surgery for 71% of
the patients over 80 years. The low incidence of complications
suggests that ambulatory surgery may be the gold standard
even for patients of this age.

A30 Is the Day Surgery Unit used
Efficiently for Patients Undergoing

Emergency Surgical Procedures?
K Miyagi, C Yao, RC Himpson, S Walker, CL
Ingham Clark

The Whittington Hospital, London

INTRODUCTION: Previous studies have shown that emergency
day surgery (EDS) can be safe and efficient. However, it is not
clear that it is being used as widely as possible. We carried out
an audit of the extent of use of day surgery for patients
undergoing emergency surgical procedures at The Whittington
Hospital.

METHODS: Data were collected for a 10 week period from
February to April 2007 in one hospital. All trauma and CEPOD
lists were reviewed, and procedures identified which were
potentially suitable for day surgery. Hospital notes for these
patients were then examined to see if the patients fulfilled
selection criteria for day surgery. These guidelines included
social criteria, peri-operative variables and medical co-
morbidity. If there were no contraindications the patient was
considered suitable for day surgery.

RESULTS: There were 422 patients operated on as
emergencies during the study period (291 on CEPOD list, 133 on
trauma list). 114 (27%) procedures were potentially suitable for
day surgery. 42 sets of notes have been reviewed to date. The
audit will be completed shortly. Of those patient notes
reviewed, 50% had no contraindications to day surgery. 47.5%
were not suitable. The notes of one patient (2.5%) did not
contain enough information to assess this completely.

DISCUSSION: So far we have identified a significant number of
patients who would have been suitable for day surgery. This
could have led to greater satisfaction for the patient, and
financial savings for the hospital. We will feed back to all
specialities involved, and raise awareness of the use of EDS,
with written guidelines. We will then prospectively audit its
usage following these interventions.



Where Have all the Varicose Veins Gone?
Sarah M Zilvetti, S Naz, DL McWhinnie
Milton Keynes General Hospital

A31

Varicose vein surgery accounts for a significant workload in the
vascular and general surgical units. The majority of these
procedures are performed on a day case basis but in recent
years due to economic restraints, the NHS has established
strict selection criteria to identify patients requiring surgical
intervention. Skin changes and/or ulcers, thrombophlebitis and
bleeding are the main indications for varicose vein procedures
funded by the NHS. In our region the selection criteria were first
introduced in 2004 on a voluntary basis and made compulsory
in 2005.

AIMS: To assess the impact of the implementation of these
criteria in our population, the number and type of varicose vein
procedures both within the NHS and the private sector were
calculated for the six year period 2002 -2006. Data from the
primary care trust confirmed that no operations had been
funded in other regions. While private procedures may have
been referred outside the region, it is likely that the numbers
are small as there was no significant decrease in other private
procedures such as gallbladder or hernia operations within the
same time frame.

RESULTS: Since 2003 there has been a steady decrease in the
number of both NHS and private varicose veins requiring
surgery with an overall reduction of 41% and 51% respectively
between 2003 and 2006. When the age groups are compared,
the NHS group shows a trend to include older patients.

2002 | 2003 | 2004 | 2005 | 2006
NHS 189 | 285 246 205 169
Private 107 143 90 76 63
Total 296 | 428 336 281 232

CONCLUSIONS: The overall reduction of varicose vein
procedures in the NHS within a defined population might
suggest that many operations previously performed were
unnecessary or that there is at present an unmet need for
varicose vein surgery. The failure to see an increase in private
varicose vein surgery may reflect the primary care practitioners’
reluctance to refer what is perceived as “cosmetic” surgery.
Nevertheless, the trend towards older patients undergoing
surgery suggests that with associated co-morbidity, fewer of
those patients will be suitable for day surgery and that varicose
vein surgery may therefore not be a representative procedure
for inclusion in the audit commission basket of 25.

Early Home Care after Discharge from
the Day Surgery Unit
V Wilson, S Kumar

The Royal Infirmary

BACKGROUND: Day surgery is deemed suitable for patients
residing within 10-15 miles of the DSU or the base hospital.
Supervision or support by a responsible adult for 24 hrs after
discharge from the DSU is generally recommended.

Aim: To assess travel to home and care in the home after
discharge from the DSU.

PATIENTS AND METHODS: Patients who were discharged from
the care of the general surgeons were contacted two weeks
after discharge from our DSU and were asked how did they get
home and who provided home care after discharge. Patients
were also asked if they had to contact their GP or the hospital
for any postoperative complications. Patients’ demographic
details and type of surgical procedure were also recorded.

RESULTS: 54 patients, including 26 females, median age 53
(range 21-82) had day surgery were discharged home after the
following procedures: laparoscopic cholecystectomy 22,

laparoscopic groin hernia repairl4, thyroid surgery 2,
laparoscopic Nissen fundoplicationl 1, open hernia repair 4.,
epigastric hernia repair 2. mini-laparotomy for Meckel’s
diverticulum 1, drainage of a chronic abscess 1, laparoscopic
retroperitoneal node biopsy 1, and laparoscopic insertion of
dialysis catheter 1, laparoscopic liver biopsy 1, other
procedures 4. 28/54 (51.8%) of the patients were discharged
home the same day. Patients travelled 2-100 miles after
discharge from the DSU 13 (24%) of these patients travelled 20
or more miles. Three (5.5%) patients travelled alone after
overnight stay in the DSU and had no one to look after them at
home. There were no postop problems in patients staying home
alone or travelling a long distance.

CONCLUSIONS: After discharge from the DSU 24% of the
patients travelled more than 20 miles to get home and 5.5%
had no adult support at home. These patients did well but merit
further study about postoperative home support.



A33 Why do Day Surgery Operations get
Cancelled?
JDear, CL Ingham Clark, S Walker
Whittington Hospital

INTRODUCTION: Day Surgery Units (DSUs) need to run very
efficiently in order shorten patient waits and be cost-effective.
Cancellations on the day of surgery impair the efficiency since
they result in under-utilisation of operating lists. The aim of this
study was to determine the reasons for all cancellations on the
day of surgery for one DSU for a year.

METHODS: A prospective record was kept of the reason given
for all cancellations on the day of surgery in one hospital DSU
for the calendar year 2005. This record was interrogated to
determine the reasons for cancellations and to consider ways
of reducing them in future. Cancellations were divided into
hospital clinical, hospital non-clinical and patient reasons.

RESULTS: In the year 2005 4809 day case operations were
done at the hospital and 100 (0.02%) were cancelled on the
day. 61 were for hospital clinical reasons, mainly ascribed to
“operation no longer needed” (21) or “surgeon changed
management plan” (14). 24 were for hospital non-clinical

reasons, most commonly running out of theatre time (9). 15
were for patient reasons, usually because the patient decided
they no longer wanted the operation (11). The majority of
operations cancelled on the day were for minor surgery
involving cysts, abscesses or lumps.

DISCUSSION: The rate of cancellation on the day in our DSU
was very low, perhaps partly because all patients are asked to
sign a form at pre-assessment confirming they will attend for
surgery. However the commonest reasons for cancellation were
the surgeon or the patient deciding not to go ahead with the
operation. Shorter waiting times from the outpatient clinic
decision to operate to the date of surgery may reduce this. In
addition improving the practice of taking the first part of
informed consent in the outpatient clinic (not yet prevalent in
our hospital) may enable the patient to make a more informed
choice at this early stage. This would reduce the inconvenience
to patients and the inefficiency of the DSU that results from
cancellations on the day of surgery.



The Expansion of Laparoscopic Day
Case Major Urological Procedures: an
Initial Experience

A Golash, C Luscombe, P Rajjayabun,
C Hammond, | Smith

University Hospital of North Staffordshire

INTRODUCTION: There has been a huge expansion in the
surgical technique of major urological procedures. Operations
like nephrectomy, pyeloplasty and adrenalectomy are now
done laparoscopically with great benefits to patient and
hospitals alike. We reported the world’s first true day case
laparoscopic simple nephrectomy last year. Since then, we have
introduced other advanced procedures as day cases i.e. radical
nephrectomy, pyeloplasty and adrenalectomy and report our
initial experience.

METHODS: Day case advanced urologic procedures were
envisaged by the urology and anaesthetic departments. A
protocol for identifying the appropriate patient and
implementing a suitable care package was constructed, based
on our experience with other advanced day case laparoscopic
procedures. Generally fit and well motivated patients were
identified and counselled for procedures like nephrectomy,
pyeloplasty and adrenalectomy. Patients were admitted at
07.30 hrs for an operative list commencing at 08.30 hrs.
Patients received inhalation based anaesthesia, supplemented
with balanced analgesia and multimodal prophylactic
antiemetics. A transperitoneal approach was used in all cases.

Patients were discharged with a five day supply of ibuprofen SR
1,600 mg and Co-codamol 30/500 mg. Telephone follow up and
support from the district nursing services were provided.

RESULTS: 16 cases have been successfully performed so far —
6 nephrectomies, 6 pyeloplasties and 4 adrenalectomies (for
Conn’s syndrome). Operative times varied from 1.30 hrs to 3.00
hrs. There were no major immediate or delayed complications .
Postoperative pain was moderate reducing to mild by the
3rd-4th postoperative day and was manageable with the
discharge medication supplied. However, there was one re-
admission with painful breathing, but no major cause was
found and he made an uneventful recovery. All but one patient
would prefer to have their procedure done as day cases again.

CONCLUSIONS: Our limited initial experience would suggest
that advanced laparoscopic day case procedures are feasible
and perhaps safe enough. To our knowledge, this is the first
series in the world for day case laparoscopic nephrectomies
and the first series in the UK for day case laparoscopic
pyeloplasty and adrenalectomy. A cohesive team approach and
a support network for the patient is an absolute essential. We
believe that this new regime will further push the boundaries of
laparoscopic surgery.

Development of Preoperative
Screening within the Day Case
Preoperative Assessment Service at
Poole Hospital Trust

JHindess, H Walsgrove

Poole NHS Trust Hospital

Effective preoperative assessment (POA) is vital to the delivery
of high quality, responsive surgical services and has been
supported by the NHS Modernisation Agency ‘Operating
Theatre and Preoperative Assessment Programme (2003) and
Good Practice Guidance for Day Surgery (2002) and inpatients
(2003). In addition, improvement of preoperative assessment
meets with the Modernisation Agency’s 10 High Impact
Changes for Service Improvement.

Within this culture of promoting high quality POA services, our
surgical clinical care group proposed developments for
improving the services currently provided. The first part of the
development plan was to introduce preoperative screening
(POS) for all elective surgical patients, immediately following
the decision to admit for surgery. POS would be a new stage in
the patient’s journey, aimed at assisting with early
identification of medical and other related issues during the
patient’s admission process for surgery. As the day unit already
ran a one-stop POA service that was of a high standard, the care
group felt that it was appropriate to incorporate POS into the
POA service. At this point a 6 month pilot project was
undertaken to evaluate the impact of introducing POS for the
Trust.

The POS process involves all surgical patients (in-patients and
day cases) being directed to day case POA, immediately
following the decision to admit. The patient is seen by an
experienced POA nurse, who has received appropriate
education and training and has been assessed as competent.
Following a short patient assessment the nurse decides
whether the patient is: suitable for day case or short-stay
admission; to go on for full day case/short-stay POA at this
point; to be referred to in-patient admissions for in-patient
POA; required to be referred to GP/other health professional for
intervention and then referral back for in-patient, day case or
short-stay POA. POS improves the process of decision-making,
ensuring that patients are being admitted to the most suitable
establishment for their surgery, whether this is day case, short-
stay or in-patient. Also it identifies potential problems at an
early stage, allowing time to deal with any issues well in
advance of surgical admission and planning for patients to be
put on the most appropriate operating lists, at the most
suitable time.

Following the success of the pilot project, the Surgical Clinical
Care Group was able to secure funding to continue POS as a
permanent service. The pilot project demonstrated that POS
provided an opportunity for patient problems to be dealt with
more efficiently and effectively; a POS co-ordinator post
facilitated good channels of communication throughout the
patient’s surgical journey and a focal point for dealing with
problems/issues; intended management of patients improved
resulting in increased capacity and financial savings for the
Trust and less potential disruption for patients.



B3 Does Grade of Anaesthetist Affect
Outcome after Day Surgery?

JHanousek, M Stocker, ] Montgomery
Torbay Hospital NHS Foundation Trust

We conducted a retrospective audit to determine whether the
grade of anaesthetist is a significant factor in the outcome of
day-case surgery in a District General Hospital (South Devon
Healthcare NHS Foundation Trust). Data were taken from the
Day Surgery Unit’s (DSU) computerised information system
Daynamics©(Calcius Systems). Anaesthetists were grouped as
consultants, staff and associate specialists (SAS), and trainees.
The three groups’ performances were compared against each
other using the Chi Squared test. Outcomes measured were:
frequency of unplanned admissions overall and year by year,
frequency of unplanned admissions with an anaesthetic cause,
admission rates with regard to speciality workload, and
complications reported via a post-discharge telephone call. All
day-case procedures performed under general anaesthesia in
the DSU from 1st January 1996 to 31st December 2006 were
included in the study. The range of patients accepted for day
surgery expanded over the study period to include older
patients and those with higher ASA class. The procedure range
includes all the procedures in Basket 2000. Consultants
performed 63% of procedures, SAS 21%, and trainees 16%.
There were a total of 1,515 unplanned admissions over the 11
years out of 60,708 day-surgery patients (2.5%). Overall the

B4 Training Tomorrow’s Doctors to be Day
Surgery Practitioners

DR Appelboam, ] Dean, M Stocker
Torbay Hospital

The government has placed Day Surgery firmly at the centre of
their strategy for the NHSL. However, not all current doctors
embrace it with such enthusiasm. If we are to achieve the
challenge of treating day surgery as the norm and continue to
move procedures from an inpatient to day surgery setting, our
future doctors need to be educated in the role of day surgery
within the NHS, its scope, challenges and future direction. This
needs to include not only clinical training, but education in the
broader aspects of day surgery, from booking policies, the role
of preassessment, the importance of audit of patient outcomes
and the role of management within the day surgery unit.

The GMC in their document ‘Tomorrow’s Doctors’ 2recommend
that students should have the opportunity to undertake
‘options’ during their undergraduate course. In addition to the
core curriculum, these optional courses (Special Study Units, or
SSUs) aim to provide the opportunity for in depth learning in
areas self selected by students. We identified that the day
surgery environment could provide an ideal placement for such
amodule and the opportunities for training that we could offer
were difficult to resist. We describe such an SSU developed in
our day surgery unit and the enthusiasm with which it was
welcomed by the students involved.

The module was designed to give each student first hand
experience of Day Surgery as a speciality, with the emphasis
not only on medical aspects, but encouraging an interest in the
administration, information technology, organisational and
multidisciplinary features of the unit.

rate of unplanned admissions decreased over the period
studied from 4.2% in 1996 to 1.7% in 2006. The admission rate
for operations performed by consultants was significantly lower
(2.4%) than other grades of anaesthetist (SAS doctors 3.1%,
trainees 3.4%, p<0.001). When each year was looked at
separately a similar result was seen. In the last four years
admission rates for SAS and consultants have converged
whereas admission rates for trainee anaesthetists have
remained higher. We analysed all the unplanned admissions
according to possible cause. We found consultants’
anaesthesia-related admission rate significantly (p<0.001) the
lowest at 0.85% (SAS 1.45%, trainees 1.20%). We found the
overall workload distribution was maintained across most
specialities except orthopaedics and community dental
procedures. To avoid case-mix bias we analysed the admission
rates after excluding these 2 outlying specialities and found
similar results (consultants 2.64%, SAS 3.07%, trainees 3.72%,
p<0.001). We analysed complications reported in the post-
discharge follow-up telephone call with an overall response
rate of 56%. 48.8% of respondents reported complications
(nausea, vomiting, dizziness or pain). Patients anaesthetised
by consultants reported significantly (p<0.001) fewer
complications (47.4% vs. SAS 52.3%, trainees 49.2%). We
conclude that anaesthesia provided by consultants during an
eleven-year period resulted in fewer admissions and a lower
incidence of post-discharge complications, both of which
measures reflect a higher quality service.

6 students attended the 3-week module, and enjoyed a mixture
of tutorials, clinical placements and self directed learning
(SDL). They spent time with all members of the multi-
disciplinary team, as well as with individual patients, and in
specific clinical areas. They rotated through attachments to
anaesthetics and peri-operative management, surgery, primary
and secondary recovery, pre-assessment, and administration.
They were also given the opportunity to directly compare the
journey of a patient through the Day Surgery Unit with a patient
undergoing day surgery as part of the inpatient process. In
addition, they were encouraged to use their SDL time further
exploring special patient groups treated within the day surgery
unit (e.g. paediatric patients, diabetic patients, patients
undergoing community dental procedures), and the role of the
extended practitioners, who perform sub-tenon’s blocks for
ophthalmic surgery and surgery for carpel tunnel repairs.

Without exception, all the students gave positive feedback, and
expressed how useful and interesting a placement it had been.
We believe that such a placement is invaluable in exciting an
interest in Day Surgery, and in encouraging the next generation
of doctors to develop different skills to optimise the delivery of
medical care in the future.

REFERENCES:
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Rapid Development of Day and Short
Stay Surgery — is it Possible?
JRyan, R Morris, S Reed

York Hospitals NHS Foundation Trust

BACKGROUND: York has had a day surgery unit since the
hospital opened in 1976. The unit has now undergone its
second redevelopment which has been 7 years in the planning.
This was a major investment for the Trust and provides much
needed capacity to increase the number of patients treated as
day cases. The Unit has 6 theatres (including one with laminar
air flow tent), 12 first stage recovery spaces, 45 second stage
recovery spaces and a separate extended stay area (for under
24 hour stays) which is equipped with 22 modified trolleys.

METHOD: It was crucial that this development should allow the
Trust to move considerable numbers of patients into both day
and short stay surgery. The initiative was introduced by the
Chief Executive of the Trust to all clinicians and managers and
the process was then managed by the Trust Service
Improvement Team. Weekly meetings with Directorate
Managers were arranged and each Directorate was asked to
review the BADS Directory of procedures and consider which
procedures their consultants would accept as a default to day
surgery or a default to 23 hour stay. Having agreed these
procedures the Trust adopted a policy where these patient were
all listed management intent of day case and they were to be
sent to the Day Unit for preoperative assessment to ensure
suitability. Modelling of the potential numbers to be transferred
by each speciality was performed and used to enable
discussions about the movement of in-patient theatre lists to
the day surgery unit. The potential to reduce surgical bed
numbers was also considered. Having agreed the potential
move of activity consideration was given to any training and

equipment issues that might prevent the transfer. A need for
substantial further investment in equipment was identified and
successfully prioritised through the Trust Capital Budget.
Having agreed the move of lists this started to occur in
December 2006 and is on going as the larger and more difficult
to source pieces of equipment arrive.

RESULTS: When this first transfer period is completed at the
end of May over 50 lists will have been transferred per month
from main theatres. The increase in activity for the basket of 25
procedures is shown in Table 1. The total number of patients
treated per month are also shown. In the first phase of this
operation 60 surgical beds were closed from an operational
base of approximately 180.

DISCUSSION: This has been a rapid change process and has
only been possible because of the leadership and support
provided by the Chief Executive and his team. Considerable
investment has been provided to day and short stay surgery in
facilities and equipment and the Trust is now able to gain
benefit from this by reducing its in-patient bed numbers. This is
an evolving process and we are now discussing further moves
of activity and bed reductions with the individual directorates.

Month % c()jfat;/a: :Se et 85| Total no. treated
August 65.5 920
September 69.3 898
October 68.0 956
November 65.5 1025
December 79.0 1033
January 73.9 1264
February 74.6 1058
March 735 1212




A Survey of Parents Views on
P1 Providing Own Analgesia for Children

to use at home after Day Surgery
JWoodcock, J Payne, A Lipp
Norfolk and Norwich University Hospital

BACKGROUND: This year our day surgery unit was asked to
review the practice of giving a supply of analgesia to all
patients after their day surgery procedure. We had routinely
provided paracetamol and NSAIDs to most of our patients to
take home. After discussions with the anaesthetists and patient
representatives from the public patient forum we decided to
ask adult patients to purchase their own paracetamol and
ibuprofen before admission, to use at home after surgery. The
case for paediatrics was felt to be different by paediatric
anaesthetists who were worried about the following issues:
Parents might not have a supply of suitable analgesics at home,
parents might not want to use these analgesics for their
children after surgery, parents who usually get analgesics as a
free prescription from their GP might be unwilling to buy them
for use after surgery. We decided to conduct a survey of
parental views to see if these concerns were justified.

METHODS: We asked 50 parents attending the day unit with
their child the following questions: 1) do you give your child
painkillers at home if they are unwell?, 2) if yes, what do you
use?, 3) do you usually buy this painkiller from a pharmacy or

supermarket?, 4) do you usually get a prescription for this
painkiller from your GP?, 5) do you have some painkillers for
your child at home now and what are they?, 6) up until now
parents have been provided with painkillers for use after their
child’s operation. Would you be happy to use your own
painkillers and buy any additional ones for your child to use at
home after their operation? If not, why not?

RESULTS: 48 forms were completed. 2 parents would not use
painkillers if their child was ill at home. 46 had analgesia at
home. 39 parents happy to use own analgesia after operation.
9 parents not happy to use own analgesia after operation, 5 on
grounds of cost, 3 worried that over the counter drugs not
strong enough and need to know dose. 2 parents commented
that they would be happy to use own drugs if informed in
advance what to buy.

OUTCOME: As 5 out of 48 parents were worried about the cost
implications of providing analgesia for their child
postoperatively we have decided not to change our practice of
supplying paracetamol and ibuprofen to parents for
postoperative use. As some parents were uncertain about
which analgesics and doses used for postoperative pain relief
we are planning to write a leaflet with advice about pain relief
for children and will specify what dose(volume) of analgesia
each child should receive according to their weight.

A Macdonald, M Fouladi, ] Shibeb
William Harvey Hospital, Ashford, Kent

Ambulatory DCR Without Tears!

Dacrocystorhinostomy(DCR) is an operation almost always
required by the elderly. It has been notorious for causing
postoperative nasal pain and bleeding, and has necessitated
both a general anaesthetic and an overnight hospital stay. We
describe and demonstrate both the Anaesthetic and the
Surgical techniques, which together produce an improved
procedure, with reduced waiting times, lower risk, and
increased acceptability for this group of patients.



Ambulatory Nurse-led on-call Service:
The Haslar Experience
T Mapp, S Twiss, K Williamson

Royal Hospital Haslar, Portsmouth

In 2002 the Department of Health recommended that 24 hour
support should be provided from day surgery units and could
be achieved by issuing mobile phones to nurses with an on call
commitment for out-of-hours carel.

We reviewed our experience of an ambulatory nurse led on-call
service over the 3 year period April 2004-March 2007. The Day
Surgical Unit at the Royal Hospital Haslar is part of Portsmouth
Hospitals NHS Trust and performs elective orthopaedic,
plastics, maxillofacial and general surgery.

SERVICE: A trained ambulatory care nurse holds the unit
mobile phone overnight from Mon to Fri. All patients must meet
stringent discharge criteria per department protocol. Patients
are given verbal and written postoperative discharge
instructions and the mobile phone number to contact between
1900 and 0800 on the first postoperative night if they have any
problems or questions. All consultations via the out-of-hours
mobile phone are recorded. Data collected includes patient
details, date and nature of operation, reason for call and advice
given including outcome of the consultation.

Number of calls and outcome:

Outcome & advice
Year Patients | Postop . i request | calls
treated | calls |2dmitted \VISItAKE| GB i | Soan
2004-5 4440 34 1 4 0 6
2005-6 4668 30 0 1 0 4
2006-7 4991 33 2 2 2 3

Very few patients required clinical review in the first 24 hours
(12/14099) and 13 patients used the service for advice later
than 24 hours post discharge.

REASONS FOR CALL AND SURGICAL SPECIALITY: Over the
three year survey period patients expressed concern about
bleeding (32 calls), pain (16), PONV (9) medication (8) and 23
sought general advice. Orthopaedic (49/97 calls) and general
surgery (19/97 calls) patients were the most likely to use the
service. A laparoscopic care practitioner provided separate
back up for the developing ambulatory laparoscopic surgery
programme during this period. Maxillofacial (9/97) and plastics
(4/97) were infrequent callers. The speciality was not recorded
for 9 of the calls.

DISCUSSION: The nurses provide a high quality accessible
service but the overall uptake of the nurse led post discharge
on-call service on the night following surgery was consistently
low over the three year review period. We are currently
assessing the cost effectiveness and viability.

REFERENCE

1. Day Surgery: Operational Guide ‘Waiting, Booking and
Choice’ 2002

Anaesthesia for High Intensity

P4 Focussed Ultrasound (HIFU)
Treatment of Prostate Cancer in Day
Surgery

D Kamming, A Smith, HU Ahmed, R Illing,
M Emberton

University College Hospital London

INTRODUCTION: High Intensity Focussed Ultrasound (HIFU) is
aminimally invasive treatment of localised prostate cancer
which is claimed to be ideally suited for Day Surgery. The
treatment consists of aiming high frequency (1-4 MHz)
ultrasound energy into the prostate cancer from a rectal probe
effecting discrete necrosis of malignant prostate tissue. The
treatment is performed using a Sonoblate 500 HIFU ultrasound
machine which enables ‘real time’ adjustments to treatment.
The energy can be delivered with 2mm precision reducing the
risk of morbidity such a impotence and incontinence. There is a
risk of rectal injury and fistula formation therefore the patient
needs to be immobile during treatment. We present our data
from our experience of HIFU under general anaesthetic (GA) as
a Day Surgery procedure in our institution over the past 9
months.

METHODS: All patients were preassessed and booked to have
the procedure as day surgery. If the patient lived at distance
from the hospital they were booked into a local hotel both pre
and post - operatively with their escort. All the patients were
admitted to the day surgery ward on the morning of the HIFU
and were prescribed a phosphate enema to ensure an empty
rectum preoperatively. A standard anaesthetic was given which
included fentanyl titrated to pulse and blood pressure
throughout the procedure, propofol as an intravenous
induction anaesthetic and sevoflurane as an inhaled

anaesthetic agent to a MAC of 1.5 oxygen and air (50:50) and
low flow anaesthesia delivered via a circle system. An LMA was
inserted in the majority of patients. All patients were electively
paralysed with atracurium for the insertion of the rectal probe
to reduce the risk of rectal injury (especially important if
previous radiotherapy in salvage treatment). Antiemetic
prophylaxis was given to all patients in the form of
dexamethasone at induction and ondansetron perioperatively.
Paracetamol and diclofenac (unless contraindications) were
given perioperatively intravenously to all patients. A standard
dose of 120 mg gentamicin was also given to all patients at
induction. All patients had TED stockings and Flowtrons applied
for thromboprophylaxis. All patients had a warming blanket
applied.

RESULTS: 77 HIFU patients data were collected prospectively
over a 9 month period. The main age of the patient group was
64 years (range 47-78). 26 patients were ASA 1, 48 patients
were ASA 2 and 3 patients were ASA 3. The average length of
the operative procedure was 203 minutes (~3.5 hours) and the
average length of total hospital stay was 299 minutes (~5
hours). All patients had a suprapubic catheter inserted under
GA ,pre-HIFU. 7 patients (11%) were admitted to the hospital
overnight. 3 patients were admitted for surgical reasons
including perioperative urethral dilatation and postoperative
haematuria. 2 patients were admitted for slow recovery from
anaesthesia as a result of the procedure being in the afternoon
and 2 patients for nausea and vomiting postoperatively. No
patients were admitted because of postoperative pain. Patients
would return to a trial without (suprapubic) catheter clinic
(TWOC) 2 weeks after the procedure.

CONCLUSIONS: HIFU is a new minimally invasive surgical
procedure which is indeed ideally suited for day surgery.
Postoperative pain is not a problem with this procedure.



P5 Anaesthesia for Laparoscopic
Gynaecological Day Cases A Survey in

the Yorkshire Region
KN Madhusundana, Z Rafique, | Russell
Hull Royal Infirmary

INTRODUCTION: When auditing day care efficacy, unplanned
hospital admission is considered to be one of the indicators of
patient care! Postoperative nausea and vomiting (PONV), or
pain are the most important factors leading to unplanned
admissions?:3 from day units. As gynaecological laparoscopies
are one of the most common day case procedures, women
undergoing gynaecological surgery are known to suffer higher
than average PONV rates? and pain after laparoscopic
sterilisation can be difficult to control, then poor postoperative
care of this subgroup of patients could lead to a significant
number of patients having to stay overnight. Internal audit in
our day unit revealed a higher unplanned hospital admission
rate of 4%. So we decided to see the practice of the other
anaesthetists in the region to see if our techniques were “in
line” with modern practice. The only survey we could find was a
decade old one® and since then there is substantial
advancement in technology, pharmacology and techniques.

METHODS: We conducted a telephone survey of the
anaesthetic departments in the region to determine the number
of anaesthetists regularly involved in gynaecological day cases
and collected data regarding their clinical practices through a
structured postal questionnaire.

RESULTS: A total of 103 anaesthetists (81 Consultants,

10 Associate Specialists, and 12 Staff Grade) were regularly
involved in anaesthetising day care gynaecology cases in the
region. 71 out of 103 returned the completed questionnaire
making the response rate of 69%.

DISCUSSION: Most of our anaesthetic practice seems to be in-
line with available evidence except use of local anaesthetics
and TIVA. While local anaesthetics are applied by surgeons,
anaesthetists can encourage their use. Local anaesthetic is
primarily being used for port-site infiltration which alone is not
shown to decrease postoperative pain or opioid requirement®,
topical application to the fallopian tube being also
recommended’. A decade ago the main reasons for the
anaesthetists not to employ TIVA were economics and
unavailability of pumps. At present the reasons seem
multifactorial, but 17% of the consultants claim to have had no
training. This raises an important and valid point about training
and continuous professional development.

CONCLUSIONS: Our survey has provided up to date data about
the anaesthetic practices for laparoscopic gynaecological day
cases in the Yorkshire region. There is underutilisation of local
anaesthetics as a part of a multimodal approach to control
postoperative pain. Lack of training in some of the important
anaesthetic techniques like TIVA appears to be one of the
important factors for not employing the technique.

REFERENCES:

1. The Royal College of Anaesthetists. a compendium of audit
recipes 2nd edition 2006;5.6:116-7.
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Anterior Cruciate Ligament
Reconstruction with Femoral Nerve
Block is safe as a Day Case Procedure
C Hamer, M Stocker, K Holmes, M Hockings

South Devon Healthcare NHS Foundation Trust,
Torquay

BACKGROUND: Arthroscopically assisted anterior cruciate
ligament (ACL) reconstruction has traditionally been performed
as an inpatient procedure however our hospital has recently
transferred it to the day case setting.

OBJECTIVE: The aim of this prospective observational study
was to evaluate the feasibility of performing ACL
reconstructions with femoral nerve blocks as a day case
procedure, implement this change and audit our outcomes.

FEASIBILITY STUDY: From November 2005 to April 2006 all
ACL reconstruction patients were entered into the day case
feasibility study. Data were recorded on 2 occasions; 6 hours
postoperatively and the following morning. Questions were
asked regarding suitability for day case both medically and
socially, postoperative analgesia and antiemetic requirements,
bleeding, ability to eat, drink and mobilise. Six hours
postoperatively the patient and nurse were asked whether they
felt fit for discharge, if not why not, and whether they were
waiting for a procedure or intervention which would prevent
them going home During the study period 7 patients attended
for ACL reconstruction. On the first postop night 6 patients
required simple analgesia, 6 required oramorph and none
required intravenous opiates. There were no significant other
problems. No patients were considered fit for discharge on the
day of surgery. Reasons given were all organisational and
include awaiting: intravenous antibiotics, postop x-ray,

dressing change or physiotherapy, and the presence of a
working femoral nerve block. These results helped inform our
changes. We introduced education regarding safe mobilisation
with a femoral nerve block and a shorter postoperative
antibiotic protocol. Physiotherapists agreed to prompt
mobilisation and brace fitting in the day case unit.

PATIENT OUTCOME STUDY; METHODS: Since November 2006
patients undergoing ACL reconstruction have been treated as
day cases. All received general anaesthesia using propofol and
remifentanil or alfentanil and a femoral nerve block.
Paracetamol and NSAIDs, where tolerated, were given
intraoperatively and as regular postoperative analgesia,
oramorph was prescribed as required. Prior to discharge all
patients were seen by the physiotherapist and mobilised on
crutches. They were given a patient information leaflet on local
anaesthetic nerve blocks with details of what to expect, what
precautions to take and who to contact with problems. Primary
and revision ACL reconstructions were included as part of the
study. Patients were followed up at day 1 and day 7 postop by
telephone.

RESULTS: To date 14 patients have been through this pathway,
8 were discharged as day cases, the others either had
afternoon surgery delaying discharge to the following morning
or surgery in the private hospital where our protocol was not
enforced. All patients had good working femoral nerve blocks,
were able to mobilise safely and easily with crutches and
reported no adverse effects from their block at follow-up phone
calls and at 6 week postop surgical review. All reported good
analgesia at home and high satisfaction with being a day case.

CONCLUSIONS: With appropriate education of patients and
staff ACL reconstruction with femoral nerve block is a safe day
case procedure. Appropriate list scheduling, tight protocol and
timely physiotherapy are essential for it to succeed.



Audit of Patients own Provision of
Analgesia to use at home after Day
Surgery

H Howe, A Lipp

Norfolk and Norwich University Hospital

BACKGROUND: Our day unit used to supply patients with 30
paracetamol and 14 diclofenac in prepared take out packs. We
were asked to review this process after the following points
were raised: The drugs supplied were widely available over the
counter at low cost. Most patients already have a supply of
similar drugs at home. Many of the drugs provided as take
home medication may be unused and wasted. 30 paracetamol
is potentially fatal if taken in overdose. Many patients prefer
certain drug formulations and may get fewer side effects and
more benefit from their preferred drugs. Patients are asked to
bring all prescribed medication to use while in hospital as an in-
patient and are discharged with the remaining drugs to use.
Adding analgesia would be in line with that process. The Trust
needed to make substantial savings. After discussions with the
anaesthetic department, pharmacy and the patient public
forum, we decided to ask patients to buy their own analgesia
before surgery and bring it with them on the day of surgery. At
preassessment patients were given a leaflet advising them that
paracetamol and ibuprofen would be effective after surgery.
Advice about dosage and side effects was included and
patients were advised to read the contra-indications and
instructions on the packets. Patients were asked to bring their
chosen analgesia with them on the day of surgery, unopened in
a bag provided by the day unit for all medication to be carried

Anaesthetists
P Syme, JVernon
Nottingham University Hospitals City Campus

m Back Pain amongst Consultant

In 2005 a concern was raised about the possibility that sitting
on low theatre stools could be contributing to episodes of back
pain amongst Consultant Anaesthetists at Nottingham City
Hospital. As part of a risk assessment, in 2005, a questionnaire
surveyed the opinions of Consultant Anaesthetists regarding
the comfort of seating arrangements in theatre and any
episodes of back pain they had suffered. The results showed
that 55% of the responding consultant anaesthetists had had
an episode of back pain in the previous three years that they
felt could be attributed to the theatre stool and 73% felt the
stools aggravated pre-existing back pain (response rate 65%).
Of the twelve consultants who had back pain related to theatre
stools, seven required more than one dose of analgesic and
three would not have been able to work on subsequent days.
The risk was assessed as high and funding was secured to
purchase a chair for each theatre. Anaesthetists were involved
in selecting two suitable designs of swivelling adjustable
chairs.

Back pain is a frequent occurrence commonly associated with
sickness absence. Anaesthetists are at risk due to cumulative
strain from a static posture. Methods to reduce back pain
include, sitting in a comfortable position, changing that
position at least every twenty minutes, using the swivel
capacity of the chair rather than twisting the body, and
removing arm rests to prevent leaning?.

in. Posters were displayed in the waiting area with similar
information. On the day of surgery, the analgesia was shown to
the anaesthetist who checked that it would be suitable and
recorded this in the “patient’s own analgesia” section of the
drug chart. The drugs were then locked away until discharge
when they were handed back to the patient. If patients had not
brought suitable medication or additional prescription only
drugs such as di-hydrocodeine were needed they would be
prescribed by the anaesthetist. We audited the following
aspects of this new process: 1) did patients bring analgesia as
instructed? If not, why not?, 2) what analgesia did they bring?,
3) was analgesia recorded correctly?, 4) did patients get take
home drugs prescribed if they didn’t bring adequate analgesics
with them?, 5) did patients feel pain relief they had purchased
was effective?

RESULTS: 100 patients were audited; 95 brought suitable
analgesia and 3 forgot to bring any because “1 didn’t think he
needed any” (septoplasty) or “1 brought 2 tablets only”.
Several patients brought opened, incomplete packets. Some
anaesthetists were uncertain how to record the patients own
drugs. Some anaesthetists prescribed take home drugs that
were the same as patients own drugs. 77 patients said pain
relief was adequate at postop follow up. 4 patients said pain
relief was not adequate. 19 patients not contacted for follow up

OUTCOME: The process will be continued. Nurses at
preassessment will reinforce need to buy new tablets and bring
them in an unopened box. Anaesthetists were reminded to
record drugs in the correct place and not prescribe the same
drugs to take home.

The anonymous questionnaire was repeated in April 2007 to
record any differences in Anaesthetist comfort and episodes of
back pain in the year before and after the introduction of
theatre chairs (April 2006) and to survey awareness about
advice to prevent back pain.

The results showed a significant reduction in episodes of back
pain related to theatre seating in the year after the introduction
of the theatre chair compared to the previous year (0 compared
to 4 episodes of back pain out of 23 responders, chi squared
test p<0.05). 19 out of the 23 responders found the new chairs
more comfortable than the stools. Consultants’ awareness of
specific advice from the ergonomics department on preventing
back pain was generally poor. (Questionnaire response rate
66%).

The department took an important step to improve health and
safety at work by purchasing a chair for each theatre at a total
cost of £1730 (17 theatres). There is however a lack of
awareness regarding advice to prevent back pain which needs
to be addressed. There are implications in this work for the
provision of suitable seating and education for theatre staff.

REFERENCE:
1 Betterbacks@hse.gsi.gov.uk



Can Day Case Laparoscopic Surgery be
a Feasible Setting for Surgical
Training?

C Simpkins, Tl Edwards, N Johnson

Torbay Hospital

INTRODUCTION: Increasingly laparoscopic cholecystectomy is
performed as a day case. Concerns that training may result in
increased admission and readmission rates, and a reduction in
productivity may prevent it occurring in this setting. This study
set out to investigate this premise.

METHODS: All patients to have undergone day case
laparoscopic cholecystectomy in an NHS district general
hospital were reviewed. Grade of operating surgeon and level
of supervision were noted and correlated with prospective data
on length of operation and subsequent need for admission
and/or readmission.

Day Case Laparoscopic
Chglecystectomy — The Sheffield
Experience

K Russon, L Englert, C Briggs, | Cameron,
M Peterson

Sheffield Teaching Hospitals

BACKGROUND: The Department of Health proposes that 75%
of elective cases should be done as a day case!. Laparoscopic
cholecystectomy has been identified as a procedure where 50%
of cases should be done as a day case?. We describe our
experience of our first 2 years as we developed our day case
laparoscopic cholecystectomy service.

METHODS: Our day case laparoscopic surgery service
commenced in May 2005. Patient selection criteria were: Age
18-70years old, ASA 1-2, BMI <39, carer for 48hours postop,
not more than 1 admission for acute cholecystitis or
pancreatitis and no inpatient episode of acute cholecystitis in
the past 6 months. Patients attended for preoperative
assessment on a date that coincided with the surgeon’s clinic to
enable potential problems to be addressed at that time. Tests
were arranged as per NICE guidelines3. The patient pathway
was described to the patient and they were given a purpose
designed patient leaflet. On admission all patients were given
(unless contraindicated) diclofenac 100 mg, paracetamol 1 g,
ondansetron 8 mg orally and 20 mg enoxaparin
subcutaneously. All patients received a general anaesthetic and
were intubated. Induction consisted of fentanyl, midazolam,
propofol and vecuronium. General anaesthesia was maintained
with oxygen, air and isoflurane. 10 mg morphine, 50 mg
cyclizine, 8 mg dexamethasone and 1500 mls Hartmann’s were
given intraoperatively. 0.5% bupivicaine was infiltrated into the
port sites by the surgeons at the end of surgery. Normothermia
was maintained. Postoperative patients could receive a further
20 mg of morphine if required in the post anaesthetic unit. A
prophylactic dose of oral domperidone prior to discharge was
encouraged. Patients could be discharged once
cardiovascularly stable, had passed urine and were adequately

RESULTS: 132 laparoscopic cholecystectomies were performed
between March 2005 and March 2007. 94 were performed by
consultants and 38 by trainees under direct supervision.
Overall 39(29.5%) were admitted/readmitted, 27 (28.7%) of
those performed by consultants and 12 (31.6%) for trainees
(p=0.746 Chi2).The mean operating time was 63 mins, 62mins
(95%Cl; 57 to 68) for a consultant and 65mins (95%Cl; 58 to 71)
for a trainee (p=0.643 Student t).

CONCLUSIONS: The results of this series suggest that,
provided training is conducted under direct supervision, the
impact in terms of length of procedure and
admission/readmission rate is negligible. NHS trusts and
Independent Sector Treatment Centres alike, should be
reassured that training will have no adverse effect on
productivity or incur additional costs related to unplanned
hospital stay.

analgesed. Each patient was given a discharge pack that
included information, contact numbers, TEDS and medication
for 3 days (paracetamol 1 g qds, diclofenac 50 mg tds (tramadol
50 mg tds if NSAIDs were contraindicated), codeine phosphate
30-60 mg prn, domperidone prn.) Each patient was followed up
by phone call for 5 days postop.

RESULTS: We have completed 63 cases over 2 years. Surgery
has lasted between 15 minutes and 2 hours with 40% being

1 hour or less. There have been no conversions to open. 62% of
patients required no opiate in PACU; 54% had eaten within 4
hours after surgery and over 80% within 8 hours. We have
needed to admit 5 (8%) patients: 3 due to pain; 1 had a
persistently low SpO2 and 1 had not passed urine. Follow up
phone calls on day 2 postop revealed that 65% of patients were
free of nausea and 83% of patients were eating normally.
Moderate or severe pain was reported by 13% of patients on
day 2 but by day 5 pain was only reported as moderate by 2
patients and no one reported severe pain.

CONCLUSIONS: Our multimodal anaesthetic technique
including morphine can be successfully used for day case
laparoscopic cholecystectomy.

REFERENCES
1. Department of Health. The NHS Plan. London 2000

2. British Association of Day Surgery. BADS Directory of
procedures. London 2006

3. National Institute of Clinical Excellence 2003
www.nice.org.uk/pdf/CG3NICEguideline



Efficiency and Outcomes by Ring
Fencing Theatre Capacity for NCEPOD
3 patients

E Ball

UCLH NHS Foundation Trust

Emergency Day Surgery: Improving

Limited non-elective surgical capacity prevents easy access for
NCEPOD category three patients to the NCEPOD theatre. As a
result these cases were regularly being postponed for several
days, with an average preop length of stay for non-infected
closed hand injuries of 3.95 days. This led to bed blockages,
patient dissatisfaction, potentially compromised outcomes and
was costing the Trust around £500 per patient per night.

It was necessary to find a way of providing ring-fenced theatre
time within normal operating hours for these cases. In order to
so do, we brought together a process modernisation team,
involving nursing preassessment, surgical and anaesthetic
teams, Day Surgery and non-elective theatre teams, radiology,
A&E and our admissions unit.

Hypothermia in Patients Undergoing
Day Surgery — an Audit

R Adapa, L Brennan
Addenbrooke’s Hospital, Cambridge

BACKGROUND: Perioperative hypothermia is generally
regarded as undesirable; however patients undergoing day
surgery are typically considered to be at low risk for developing
hypothermia. The risk of hypothermia can be underestimated
during surgical procedures of short duration and low severity,
as it is not widely known among medical and nursing staff that
the reduction of core temperature during the first hour of
anaesthesia primarily comes as result of heat redistribution. As
aconsequence, the temperature of patients undergoing these
procedures is often not monitored or they are not provided with
the necessary thermal care. Though inadvertent hypothermia
can have severe adverse effects including the risk of adverse
cardiac events, the most frequent adverse effects in the
immediate postoperative period include prolonged recovery
time, impaired thermal comfort and postanaesthetic shivering?.
Prolonged recovery is also potentially expensive because
postanaesthesia charges and costs are similar to those in
intensive care units2. The Royal College of Anaesthetists has
laid down targets for best practice related to temperature
regulation in perioperative care. These include: 100% patients
with temperature below 36°C should have evidence of active
warming or documented reason for exclusion. Where the
patient’s temperature is outside the normal range, timely
appropriate measures should be taken to bring the
temperature within the normal range. 100% theatre
temperature at or above 21°C.

With the stated aims of reducing pre- and postoperative length
of stay for these patients to 0 days, improving patient
satisfaction and outcomes, and reducing wait time, as a result
of improved clinical efficiency, for all patients to the NCEPOD
theatre, this group developed a novel pathway. Utilising our
centralised preassessment facility to screen all potential
candidates, the resulting proposal was a protocol driven
service, with an agreed list of acceptable procedures, and Day
Surgery appropriate patient selection, led by the
preassessment team.

Initially piloted with ERPCs only, the pathway has now been
developed to include general surgery, maxillo-facial and hand
trauma, to include 23 hr postop stay. Successful in achieving all
three stated aims, average length of in hospital stay has
demonstrably dropped, patient feedback has been almost
exclusively positive, and access to the NCEPOD theatre has
clearly improved for those who need it most.

AIM: The aim of this audit was to identify the incidence of
hypothermia in patients undergoing day surgery.

METHODOLOGY: This audit was approved by the Audit
department at Addenbrooke’s Hospital, Cambridge. All patients
who underwent day surgery in the Day Surgery Units at
Addenbrooke’s and Ely during the period from 01 March 2007
to 05 April 2007 were included in this prospective audit. An
audit proforma was developed where the following variables
were recorded by operating department practitioners and
recovery nurses: duration of surgery, theatre temperature, use
of active warming devices in theatre and/or recovery room,
patient temperature in the preoperative period and
immediately after arrival from theatre, the presence or absence
of postoperative shivering and the length of stay in the
recovery room. This datasheet was tagged to the long running
anaesthetic audit database, which provides further patient
details such as ASA classification, nature of surgery and patient
co-morbidity. Core temperature measurement was performed
using standard infrared temperature probes.

RESULTS: A total of 129 patients were operated in Ely Hospital
and 314 patients were operated in the Day surgery unit at
Addenbrooke’s Hospital during the five week period. The data
collected is currently being analysed and the results will be
available for presentation during the conference.

REFERENCES:
1. Kiekkas, et al. AORN Journal 2005;81:379-92.
2.Lenhardt, et al. Anesthesiology 1997;87:1318-23.



Increasing Day Surgical Discharges
for Patients Going Home with Drains
Following Breast Surgery

M Rose, T Molloy

East Kent NHS Hospitals Trust

The authors have been seconded as day case programme
managers for 12 months to help improve day case rates within
East Kent towards rates recommended by the British
Association of Day Surgery Directory. One of our goals was to
improve patient pathways, ensuring standardised practice
across the trust. As our role developed, it was apparent that our
day case rates following breast surgery were not within target
range. It was highlighted that one of the main reasons was that
many of these patients have surgical drains inserted and then
stay in hospital overnight because of this. Our goal was change
current practice by discharging patients with drains or to form
new protocols for removal of drains prior to discharge on the
day of surgery, approximately six hours after their insertion.

Our protocols were developed from research-based evidence
with clinician support and through liaison with community
management and staff. We then developed the patient pathway
and supporting literature for nursing staff and patients which
was shared with the multi-disciplinary team. Patient

satisfaction and experience were continually audited. Our
challenges included ensuring conformity of all clinicians within
all disciplines with the pathway, communication with, and
acceptance from, the community teams to take on new
practices, implementation of change management, introducing
new methods of practice versus traditional in patient care and
ensuring that the new methods of practice were beneficial to
patient care.

To date we have increased the percentage rate for day case
breast surgery and ensured flexibility of decision making and
practice for individual patient care enabling discharge with or
without drain. The community team are involved and are
satisfied with the increased amount of care in the community.
There is also improved communication between hospital and
community. There have been no readmissions, patient
satisfaction levels are high and we have realised financial
benefits due to reduced length of stay.

In the future, we need to continually audit patient satisfaction,
monitoring possible future problems to enable satisfactory
resolutions. There will be research and discussions to possibly
extend current practice to other procedures and specialities
and expand service across other sites within the Trust.

and Acceptable as Day-Case
Procedure? Torbay Hospital
Experience

S Sinha, N Johnson, M Stocker
Torbay Hospital

Is Laparoscopic Cholecystectomy Safe

This audit reviewed the outcomes of patients undergoing day
case laparoscopic cholecystectomy to assess the feasibility
and safety of this procedure as a day case.

MATERIALS AND METHODS: This is a retrospective analysis of
prospectively collected data regarding 133 day case
laparoscopic cholecystectomies performed between March
2005 and March 2007 at Torbay hospital. Data were collected
from the day surgery unit’s Daynamix®© database (Calcius
Systems). The results of a follow-up telephone questionnaire to
assess post-discharge clinical symptoms and patient
satisfaction were analysed.

RESULTS: The median age of the patients was 48 years. There
were 109 female and 22 male patients. 74 patients had an ASA
grade |, 55 patients were grade Il and the remaining 3 patients
were grade I1l. ASA status of one patient was not documented.
The mean operative time was 63.4 minutes. There were no
conversions to open procedures. There was no significant intra-
operative bleeding or no visceral injury and no mortality. All

patients had commenced eating and drinking and were fully
mobile before discharge home. There were 25 admissions
directly from the day surgical unit (admission rate of 18.7%).

20 readmissions (15.03%) within 30 days of surgery. The most
common cause of same day admissions was pain (8 patients)
followed by extended surgery (5 patients). Most common cause
of 30 days readmission was abdominal pain (12 patients). All
patients are routinely telephoned by a day surgery unit nurse
the morning following their surgery and data recorded from a
structured questionnaire. A response rate of 62.4% was
achieved from these telephone calls. No patient needed any
medical help or had to contact general practitioner in
immediate postoperative follow-up. Postoperative symptoms
like nausea (3%), vomiting (0.75%), bleeding (4.5%), and
dizziness (2.2%) were reported by only minority of patients. No
patient reported severe pain. 81.9% of patient described their
experience as good or very good, 16.9% as reasonable and only
1.2% as bad, all reported being very satisfied and liked being a
day case.

CONCLUSIONS: Day case laparoscopic cholecystectomy is
safe, feasible, and cost-effective when patients are carefully
selected. It also provides good patient satisfaction.



Meta-analysis of Prospective Clinical
Studies Comparing Preservation
versus Elective Division of Ilioinguinal
Nerve during Open Mesh Inguinal
Hernia Repair

MP Charalambous, P Lykoudes,

T Beresford, M Machesney

Whipps Cross Hospital

P15

BACKGROUND: Chronic groin pain is a significant recognised
complication following open, mesh repair of inguinal hernias.
The ilioinguinal nerve has been implicated in the pathogenesis
of this condition. However, it is still unclear which treatment to
reserve for this nerve.

OBJECTIVE: Using metaanalysis, to evaluate the effect of
preservation versus elective division of the ilioinguinal nerve on
chronic groin pain, numbness and sensation loss after open
mesh inguinal hernia repair.

METHODS: The Medline and Cochrane databases were
searched for relevant prospective clinical trials that compared
preservation versus division of the ilioinguinal nerve between
1966 and 2007.

RESULTS: Four prospective trials, of which 3 were randomised
controlled trials (RCTs), encompassing 1828 patients with trial
sizes ranging from 20 to 895, were identified. Follow-up was at
1 month (3 studies), and 6 months (4 studies). Postoperative
groin pain was similar between the two groups both at 1 and 6
months after the operation. However, moderate to severe pain
was less common in the nerve division group. Groin numbness
was similar between the two groups at 1 month, but higher in
the division group at 6 months. Sensation loss was higher in
the division group both at 1 and 6 months postop.

CONCLUSION: Elective division of the ilioinguinal nerve may
reduce long-term moderate to severe chronic pain, but it may
be associated with increased groin numbness and sensation
loss. Further large-scale randomised controlled trials are
warranted.

Service in a Busy District Genera
Hospital

P Krishnan, O Ntima, S Armanious, C Davies
William Harvey Hospital, Ashford, Kent

Patient Satisfaction with Day Surge.
i ™

OBJECTIVE: To evaluate patients’ views on the process and
outcome of day surgery and to study patients’ satisfaction with
information regarding anaesthetic technique, analgesia and
control of nausea and vomiting.

METHODS: Questionnaires completed after questioning a
census of 93 day case surgery patients presenting for elective
general, gynaecology, ENT, orthopaedic and ophthalmic
surgery. Responses obtained through verbal questioning
during routine postoperative telephone follow-up by day
surgery nursing staff. The main outcome measures were :1)
satisfaction with preassessment with regards to feeling
prepared, verbal and written information; 2) satisfaction with
anaesthetic information regarding technique, control of pain,
nausea and vomiting, allaying concerns, and ability to ask
questions.

RESULTS: A 100% response rate was obtained. 97% of
surveyed patients were seen in preassessment and were
satisfied with verbal and written information provided. All
patients were seen by an anaesthetist on day of surgery. 95%
felt that the anaesthetic technique had been explained
sufficiently whilst 3% disagreed. 5% of patients felt that
inadequate information on postoperative pain control was
provided. 65% patients felt adequately informed about
postoperative nausea and vomiting whilst 20% disagreed. 95%
of patients felt they were given opportunity to discuss concerns
however 4% felt they were not able to ask questions or discuss
concerns. 92% of patients’ questions were answered
satisfactorily.

CONCLUSIONS: Overall patient satisfaction with
preassessment and information on anaesthetic aspects of
surgery is high. There is certainly scope for improving levels of
patient information regarding postoperative nausea and
vomiting and improving knowledge on analgesic alternatives.



Patient Support after Ambulatory
Surgery: Current Practice in UK Day
Surgery Units

KWilliams

Royal Hospital Haslar, Portsmouth

The DoH has identified postoperative support as one of the four
key elements for successful day surgery with the following
recommendations: “24 hour support should be provided from
the day surgery unit without planned reliance on primary care.
Support pathways should often include issuing mobile phones
to nurses with an on call commitment for out-of-hours care”.
The aim of the survey was to establish current national practice
to inform a review of our provision of post ambulatory surgery
care.

METHODS: 261 UK day surgery units were surveyed by postal
guestionnaire in March 2007 to assess patient support and
contact arrangements for the night following ambulatory
surgery. The units were identified by the Royal College of
Anaesthetists hospital database and the DoH register of UK
trusts and hospitals. The survey was publicised on the BADS
website with a link to the questionnaire. Response rate was
58% (151/261)

RESULTS: 75% (112/151) of units had a hospital support
pathway:

23 hour stay ambulatory unit 19
nurse on call service 17
surgical speciality ward 3
speciality medical staff 55
hospital site clinical manager 6
AandE 55

25% (38/151) of units used Primary Care support pathways:

Preoperative Fasting - The Rules Have
P18 Changed g

E Jacintha, L Adewale
Birmingham Children’s Hospital

BACKGROUND: Adequate fasting to reduce the risk of
regurgitation of gastric contents must balance against the risks
of prolonged fasting leading to hypoglycaemia, dehydration
and patient distress. The revised American Society of
Anesthesiology (ASA) and the RCA guidelines regarding
preoperative fasting allow clear liquids to be consumed up to
two hours and solids up to six hours before elective surgery.
However there seems to be a lag between dissemination of
information and implementation of these guidelines. Hence we
sought to evaluate whether these revised recommendations
have changed practice at our hospital.

METHODS: Parents of children having chair dental anaesthesia
as day cases were given a questionnaire to complete during
preoperative assessment prior to operation. The following
information was gathered: instructions regarding fasting times
received by parents, sources of information, time since last
drink and meal, whether child was offered a drink after waking
up, whether child was distressed, hungry or thirsty before the
operation.

GP 24
NHS direct 11
district nurses 3

Only 24% (36/151) of units provide the DoH recommended
model providing support via day surgery nurses on an
overnight ambulatory unit or via mobile phone contact. 31%
use a speciality ward, clinical site manager or resident surgical
staff either as a single contact or in combination (37/151).
Aand E is the single point of contact for 20% of units (30/151).
A significant number of units (25%) rely purely on primary care.

DISCUSSION: This survey reveals a wide variation in post
discharge contact arrangements in UK day surgery units. Only a
minority of units are implementing the2002 DoH guidelines but
the reasons are not known. As Ambulatory Surgery has
extended in scope and complexity the focus of post discharge
care has moved towards the surgical speciality
multidisciplinary team over a longer postoperative course
which may be a more clinically appropriate pathway for
planning future postoperative ambulatory care. The 2002
guidelines may no longer represent the optimal clinical model.

REFERENCE

1. Day Surgery: Operational Guide ‘Waiting, Booking and
Choice’ 2002

RESULTS:
% of children
Fasting instructions from one source 76
Fasting instructions from >1 source 24
Hungry before surgery 72
Thirsty 60
Irritable & distress 62

Duration of starvation [<3 hrs | 6 hrs | 12 hrs |>12hrs

NPO for clear drinks 26% | 14% | 23% | 37%

NPO for food 4% 27% | 69%

DISCUSSION: 107 patients participated in the audit. The mean
starvation time was 13 hrs and 8 hrs to food and clear drink
respectively, which are longer than the 6 hrs required before
hypoglycaemia becomes a risk. Our preoperative fasting
instructions comply with ASA recommendations. However this
audit reveals prolonged fasting times indicating a lag between
information given and implementation of practice. It also
emphasises the importance of education and communication
between preassessment staff and parents and positive
instructions regarding feed and drink to be stressed on
information leaflets, as these issues were identified to be major
reasons for prolonged fasting.

REFERENCES
1. Simini. The Lancet 1999; 353:862
2. Greerley, et al. Anesth Analg 2003;96:965-9.



Re-audit of Pain and Postoperative
Nausea and Vomiting after Day-case
Tonsillectomy, Adenoidectomy or Both
in Children

JVergese, P Nalwaya, S Edmends

University Hospital of North Staffordshire

Following the recommendations of an audit of pain and
postoperative hausea and vomiting (PONV) after paediatric
tonsillectomy, adenoidectomy or both in our hospital; we re-
audited this group of patients. The initial audit at the University
Hospital North Staffordshire showed a 35% incidence of PONV
— mainly associated with opioid use and prolonged starvation
times (>8 hours). The main reason for overnight stays in these
patients was the timing of surgery in the evening. Although
PONV was not a major contributor to delayed discharge, it
accounted for the majority of postoperative morbidity.

The recommendations from the first audit were to reduce
fasting periods, increase use of non-opioid analgesics'and to

Sentinel Node Biopsy in Breast
P40 cancer: Is it Cost l:l;fe/ctive?

T Davidson, R Rajput, L Jones, S Harries,
D Clarke

Warwick Hospital

INTRODUCTION: Sentinel node biopsy (SNB) has been proven
to be a safe and reliable way of staging the axilla in women with
breast cancer. In the present financial climate in the NHS, the
question that has been often raised is, whether this new
surgical procedure has cost benefits to the units that do offer
this procedure.

AIM: The aim of this study was to assess if this hew surgical
technique was cost effective and if following its introduction
into routine practice, it could be offered as a day surgery
procedure.

METHODS: A retrospective study of 50 patients having
treatment for breast cancer at the Warwick Breast Unit were
included in this study. 25 patients who had treatment for breast
cancer with a wide local excision or mastectomy with an axillary
node clearance (ANC) were compared with 25 patients who had
awide local excision or mastectomy with a sentinel node
biopsy. The sentinel node biopsy was performed by a surgeon
who was doing the procedure as part of the NEW START
programme under the apprenticeship model.

encourage the use of antiemetics2. Patients were actively
encouraged to have oral fluids at least 3 hours before surgery.
Increased availability of dosing charts and improved education
encouraged regular prescriptions of paracetamol, nonsteroidal
antiinflammatory drugs and antiemetics.

The re-audit included 112 paediatric patients who underwent
tonsillectomy, adenoidectomy or both as day cases.
Observations included the time of operation and discharge,
fasting time, premedication, anaesthetic technique, PONV, pain
scores, analgesics and antiemetics used.

Our data show an improvement in the standard of care
achieved as a result of the earlier recommendations. Further
benefits that could be achieved are also discussed.

REFERENCES:
1. Mather & Peutrell. Pediatric Anaesthesia 1995;5:185-8.
2. O’'Brien, et al. Anaesthesia 2003;58:707-11

RESULTS: Patients who had a sentinel node biopsy had an
average hospital stay of 1.32 days compared to an average of 4
days for the axillary clearance group. The time for the operative
procedure was marginally more for the SNB group (1.27 vs. 1.16
hours). This could be due to the fact that the surgeons
performing the technique were still in their learning curve as
part of the NEW START programme. In all patients in the axillary
clearance group, the operative procedure necessitated the use
of ligaclips for haemostasis and the use of a low pressure
suction drain which were not used for any patients in the SNB
group. In the postoperative period, none of the patients in the
sentinel node biopsy group needed a district nurse
appointment compared to the axillary clearance group where
every patient needed at least one visit by the district nurse to
remove the drain. There were no postoperative seromas in the
SNB group compared to 56% of patients in the ANC group who
developed seromas which were treated arange of 1to 8
aspirations. The costs involved in the SNB group would include
the radiopharmaceutical and lymphoscintiscan, blue dye and
the purchase of the hand held gamma probe. None of the
patients in the SNB group had any complications that would
have prevented them from going home on the day of the
operation.

CONCLUSIONS: The above study shows that SNB is a cost
effective procedure and more importantly that this can be
provided as a day case procedure with huge financial benefits
to the NHS.



The Experience of Pain and the use of
a Multimodal Analgesia Regime after
Day Case Surgery

JHindess

Poole NHS Trust Hospital

Recently the number of patients under going day case surgery
has greatly increased, which is beneficial to both patients and
the NHS. However, the past research shows that pain is a large
problem for day surgery patients, and can lead to a number of
negative consequences. In order to overcome such problems
we in the Day Case unit at Poole have for some years provided
our patients with a multimodal analgesic regime (oral morphine
syrup, ibuprofen and paracetamol) to take home after surgery.
The effectiveness of the approach is dependant on patient
concordance; yet, clinical audit reveals that some of the
patients do not take the analgesia correctly. Patient barriers to
pain management have been highlighted in previous research,
however little research has addressed patient’s experiences of
pain after day surgery with the examination of factors they feel
influence concordance. This is essential if the effectiveness of
analgesic strategies are to be maximised.

The Extended Role of the Health Care
PP Assistant

CTickner
Royal Surrey County NHS Trust

This paper describes the process of developing an
autonomously practising health care assistant capable of
delivering an entire care pathway (including discharge) to
selected groups of patients without any direct supervision from
qualified nursing staff.

Evaluation takes place after the treatment of 100 patients, the
project is discussed and implications for the future are
identified.

With this in mind we felt that further research would be of great
interest and value. With the assistance of a PhD student we
undertook semi structured interviews with specific patients
post surgery in order to gain a detailed insight into patients
experience into day surgery and the factors that encourage or
discourage them from following a multi modal regime. The
interviews were transcribed and analysed using Interpretative
Phenomenological Analysis therefore exploring issues
underlying patient concordance.

Currently this research is at the data collection staged with a
number of interviews completed. It is hoped that the findings
will provide a deeper insight into the experiences of patients
when they return home after day case surgery, and give a
greater understanding of the factors that influence patient’s
concordance with analgesia.

Ultimately results may then be used in the future research to
guide interventions aiming to maximise the efficacy of
analgesics among day case patients.



The Trials and Tribulations of the
P23 Introduction of Paediatric Day Case

Tonsillectomy to a District General

Hospital

JIngham, S Singam

Torbay Hospital

We report the introduction of Day Case Paediatric Tonsillectomy
into a District General Hospital. Our focus will be on the
organisational difficulties faced and overcome. In January 2006
Epsom Hospital published their results and practice for Day
Case Tonsillectomy. This provided the impetus for our team at
Torbay to adopt a similar protocol. We started well with
motivated surgical, anaesthetic, and nursing staff attending a
study day at Epsom. We could see no reason we could not
provide a similar service in Torbay. We had an enthusiastic
team, managerial support, and an existing well-run Day Theatre
Unit. We planned to adopt Epsom’s successfully proven formula
with local modifications to our needs. A key decision early on
was to initiate the service gradually, initially involving just one
enthusiastic surgeon, anaesthetist, and theatre nurse. An
anaesthetic protocol was developed and reviewed by the
anaesthetic department. Disposable reinforced LMAs were
made available for use. The equipment for the modified
surgical technique of coblation was also made available. Our
initial plan was to perform 20 tonsillectomies on children aged
3-12yrs in our main theatre block, keeping them in overnight,

The Use of 23-Hour Stay Beds — How
P do we Compare to the BADS

Recommendations and can we

Increase Short Stay Surgery Rates?

JCooper, S Ford
Royal Free Hospital

INTRODUCTION AND AIMS: Although there has been a steady
increase in the proportion of elective surgery performed as day-
cases in our Trust, a 23-hour stay facility opened a year ago
often runs at <50% capacity. The aims of the audit were a) to
assess how many patients currently allocated inpatient beds
would have been suitable for 23-hour stay surgery instead, b)
to highlight particular specialities and types of surgery that
could be targeted for improvement, and c) to assess our
performance in comparison to the standards set out in the
2006 BADS Directory of Procedures.

METHODS: All elective operating lists were prospectively
analysed on a daily basis over a 5 week period, to identify
surgical patients occupying inpatient beds, for whom day
surgery or 23-hour stay might reasonably be considered
appropriate, using the ‘Directory of Procedures’ for guidance.
Prior to surgery, the anaesthetist responsible for each patient
was asked to complete a questionnaire giving their opinion
about the patient’s suitability for day or 23-hour surgery, and
for details about any surgical, anaesthetic, logistical or social
contraindications to this. Information on date of discharge was
collected from the hospital computer system (PAS).

RESULTS: 1155 patients had elective surgery during the study
period. 607 (52.6%) were listed as day-cases, 93 (8.1%) 23-
hour stay and 455 (39.4%) were allocated ward beds. 151

but assessing their pain and nausea scores and readiness to
discharge postoperatively — our “virtual discharges”. These
were performed between March and October 2006 with
positive feedback from patients, parents, and the Paediatric
Ward. 19 of the 20 patients were deemed fit for discharge at 6
hours post surgery. At this stage we reported back to a larger
steering group presuming a smooth transition now to the Day
Case Unit and to begin discharging patients on the day of
surgery. Two issues arose to slow our progress. Firstly a key
member of our theatre nursing team resigned at this point for
unrelated reasons. The policy of having a close knit team was
now exposed and we had to recruit and train another
enthusiastic nurse. Secondly a debate ensued as to whether a
paediatric in-patient bed be ring-fenced whenever a day-case
list is performed. Discussion over these issues continued for 6
months. To maintain the project’s momentum we continued to
perform tonsillectomies in the main theatre from October 2006
to March 2007, review patients postoperatively, and began to
allow patients home if they wished 6 hours post surgery. Follow
up by phone call the next morning was recorded. We presented
the results of the postoperative pain and nausea scores for
both the virtual discharges and those allowed home to our
Anaesthetic Clinical Effectiveness meeting in April. Once
resolution of these outstanding issues was reached we were
able to perform our first tonsillectomies in the Day Unit
fourteen months after embarking on the project.

patients of the 455 inpatients were identified as potentially
suitable for 23-hour stay, and their anaesthetists given
guestionnaires, of which 141 (93%) were returned. Of these, 44
(31%) were identified by the anaesthetist as possible
candidates for 23-hour stay; 97 (69%) were considered
unsuitable. 27/44 (61%) of those considered suitable went
home from their ward bed in under 24 hours, and 3 were
cancelled for lack of beds. 14/44 (32%) stayed longer than 24
hours. Of those not deemed suitable, 5 (5%) went home in
under 24 hours. Thus, 30 inpatients (27 inpatientand 3
cancelled patients) would have been suitable additional
candidates for our 23-hour stay unit. This represents 2.6% of
all elective surgical patients and 6.6% of elective ward-stay
patients, and equates to an increase in 23-hour stay workload
of a third. Specialities identified as having most potential to
increase 23-hour stay rates were plastic surgery and
gynaecology.

CONCLUSIONS: There does appear to be potential to shift
some of the workload from inpatient beds to 23-hour stay. We
estimate that we could increase the use of 23-hour stay beds
by at least 30%, thus reducing inpatient bed days by 280 per
year. This is likely to be an underestimate as we have
discounted patients who stayed in a ward bed longer than 24
hours. Itis possible that some of these patients would also
have been suitable for 23-hour stay with better organisation
and some encouragement.



The use of Intrathecal Lignocaine for
Day Case Stapled
Haemorrhoidectomy: The Sheffield
Experience

AP Hormis, JD Fraser, S Brown, P Dobbs
Sheffield

INTRODUCTION: Patients with haemorrhoids represent a
significant proportion of the workload of general and specialist
colorectal surgeons. They affect between 4.4. and 36.4 % of the
population!. The conventional treatment described in 1937 by
Milligan and Morgan in the Lancet is by open excision?.
However, open procedures are associated with increased
postoperative pain which limits haemorrhoidectomy in the day
case setting. Stapled haemorrhoidectomy is a technique that
results in lower postoperative pain, shorter operating time and
shorter hospital stay and an earlier return to normal activity 3-5,
We describe our results, in which intrathecal 2% lignocaine was
used in a day case setting to provide anaesthesia for stapled
haemorrhoidectomy.

METHODS: A retrospective audit between 2002 and 2006 of all
patients undergoing stapled haemorrhoidectomy in our
hospital was undertaken. All patients were counselled about
general and spinal anaesthesia and they were free to make
their own choice. All the procedures were carried out by a
single surgeon.

RESULTS: We included 36 patients. 22 patients had a spinal
anaesthetic — 20 had intrathecal 2% lignocaine. 2 patients
were given intrathecal 0.5% bupivacaine. 14 patients had a

general anaesthetic for the procedure. Our results in the
lignocaine group showed no admissions overnight were needed
for pain or nausea. 4 patients in the general anaesthetic group
were admitted overnight. The reasons for this were severe
postoperative pain and nausea. The lignocaine group required
no additional intraoperative analgesia and no postoperative
morphine was needed in the Post Anaesthetic Care Unit.
Importantly there was no evidence , on telephone follow up
after 24 hours, of any transient neurological symptoms®. The
time to return to mobility and potential discharge in the
intrathecal lignocaine group was 149 minutes compared with
268 minutes in the general anaesthetic group

CONCLUSIONS: We feel this a novel technique that is safe and
effective. It has a potential time to discharge and return to
mobility of 119 minutes quicker than a general anaesthetic for
the same procedure. Postoperative pain was reduced and we
had no transient neurology following lignocaine used
intrathecally. This would seem to be an ideal technique for day
case stapled haemorrhoidectomy.
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Transferring Procedures to the Day
48] Case Setting: a Proposed Generic
Process

C Hamer, K Holmes, M Stocker

South Devon Healthcare NHS Foundation Trust,
Torquay

BACKGROUND: National and local initiatives to transfer more
surgery to the day case setting means the BADS Directory of
Procedures challenges us to consider increasingly complex
procedures as suitable for day surgery. Our department is a
forward thinking one that has actively transferred a number of
procedures to its day case unit over the years. Each time the
process of evaluation and transfer has been reinvented with
changes and improvements.

PROPOSAL: We believe it would be beneficial to produce a
generic process for transfer of procedures from inpatient to day
surgery. This can be adapted to any speciality or specific
operation, for in the future we believe such methods may be
used to transfer many of our established inpatient based
surgical procedures to the day case arena.

THE GENERIC PROCESS: We have produced a feasibility
assessment form that can be used to aid the transition from
inpatient to day case surgery. The form serves as an audit tool
to assess whether anything is being done as an inpatient that
could not be done at home and to identify any areas of
postoperative care that may need addressing to aid smooth
transition. The results of this evaluation inform the process of
transferring the procedure to day surgery. Once a new day
surgery procedure is introduced, patients not only get our

standard unit follow-up telephone call 1 day postoperatively,
but an additional call on day 7. Data from these structured
interviews enable early audit of patient outcomes, satisfaction,
and whether they liked being treated as a day case. They also
alert us early to any post discharge problems that may have
occurred.

THE FEASIBILITY ASSESSMENT FORM: Data is recorded on 2
occasions; the first 6 hours postoperatively (or 8 pm for
afternoon cases, being the time they would need to be fit for
discharge if treated as a day case), the second 8 am the
following morning. Questions are asked regarding analgesia
and antiemetic requirements, bleeding, and ability to eat, drink
and mobilise. Suitability for day case both medically and
socially, was assessed. Procedure specific questions were
asked here along with the patient and nurse’s opinion
regarding fitness for discharge, any reasons not fit for
discharge as a day-case, and outstanding procedures or
intervention which would prevent same day discharge. The
patients are asked if they would have liked to go home the
same day. Evaluation of the data collected on the first
postoperative day shows whether interventions required
overnight could have been provided at home. This may
highlight a process change needed prior to transfer of the
procedure to day case.

CONCLUSIONS: To date, we have used the generic process to
transfer 4 different procedures from 3 specialities. We found
the day case feasibility form a useful tool. It has highlighted
that one of the main reasons for discharge delay relates to
organisational issues and has helped inform the day case
process.



