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Editorial
Ian Holland

Well over another year has passed and after much email activity the odd virus (computer rather than human) another edition of CEM is on its way to you. In my editorial last year, which was my first I remarked how evident it was when I collated the replies to your regional coordinators how much activity is going on in many units. This continues to be very much the case and I have found putting this report together and getting an insight to the activity that is being undertaken and an indication of the effort being made inspires me to want to do more to find out how effective are the things I do in clinical practice. I hope you will be to you too.

The whole intention of the CEM publication is to let members know what is being done so that we can learn from one an others findings and utilise ideas colleagues have for improving our own practice. 

Some of you may read this and find that your region or unit is not mentioned and whatever clinical effectiveness you are doing not included in the annual report. In some instances this will be because your regional activity is such that I haven’t the space for everything and have summarised your coordinators report and will put the full report on the Web. For a very few it may be because I haven’t caught up with changes to regional representation but I’m afraid in most cases it’s because you haven’t let your coordinators know what your unit has been doing despite their request for information, so can I repeat the plea of last year for you all to keep your regional coordinators informed of unit activity? This year I have deliberately left out coordinator names where I am not certain of who the regional coordinator is, if you know who it is do let me know. If you aren’t sure who that is or want to send reports directly to me please contact me at ian.holland@fvah.scot.nhs.uk.

Last year we began to put reports on the Web. My thanks go to Steve Worrall for his very efficient help in ensuring that what  I send him is put on the clinical effectiveness part of the BAOMS website promptly, I will continue to update the information and some of the reports e.g. The Yorkshire regional audit on third molars will be available in their entirety on the web site in the future 

Finally my sincere thanks to regional coordinators for their hard work and perseverance. My thanks also to my fellow CEC members for their support and encouragement, especially Patrick for his help with the computing and Simon for his ideas, feedback and enthusiasm. Again, please read on and let me know how we can make it better next time round!

Chairman’s report
Patrick Magennis

I should first thank Simon Rogers for all his hard work for the Clinical Effectiveness Sub-committee for the last 3 years. He steps down leaving the committee busier than it has ever been. I hope to keep up his very high standards, but perhaps direct the efforts of the CEC in a slightly different direction. Whether this will be successful will depend, as always, on the enthusiasm and support of the committee, the regional advisors, and of course all the ‘rank and file’ who contribute to our activities.

I have outlined the direction change in the newsletter which accompanies this edition of Clinical Effectiveness Matters, but just in case your Flyer flew straight into the recycling, I will mention them again here. 

CEC Welcomes All Grades

One of the key changes I wish to make is to include all grades of maxillofacial surgeon in the activity of the CEC. At the core of clinical effectiveness is good practice. This applies to consultants, SAS grades, academic oral surgeons, SHO’s, specialist registrars and maxillofacial surgeons currently working outside the specialty (medical students supporting themselves in dental practice, and PRHO/SHO/Foundation Year 1&2 working in medicine). Just listing these groups took 3 lines of text, demonstrating the diversity within our specialty. So if you are reading this and would be interested in getting involved with the CEC, just contact myself, Gary Cousin or Ian Holland.

New Improved CEC Section on BAOMS Website

There has always been lots of clinical effectiveness information on our website. This included the unexpurgated version of Clinical Effectiveness Matters, guidelines and useful links.

We have now updated our section to include:

Breaking News

Highlighting the latest developments in CEC and Clinical Governance.

Discussion Points

Simon Rogers has started this section with a review of the first randomised study of Hyperbaric Oxygen in Osteo-Radio-Necrosis

Useful Links

It is impossible to monitor the entire internet. We will post links to website which you may find useful, or your patients may print out and bring to your clinic! If you find any links that should be on this site, be sure to use the suggest a link form to let us know about it (or send an e-mail if you prefer).

National Log of Unusual Surgical Conditions (NLUSC)

I hope this will become the equivalent of the BNF’s yellow card system for drug related problems. There are many conditions that are too rare for even a regional unit to obtain sufficient cases to draw conclusions. Osteo-radio-necrosis, bisphosphonate related bone necrosis, fractures of the edentulous mandible, carcinoma ex-PSA are my suggestions. Please let me know if you have any other ideas. The data recorded will be minimal and can be done by e-mail , on-line or using a paper proforma.

I would like to ask everyone reading this to visit the CEC section of the BAOMS website (go to www.baoms.org.uk and click on audit). There will be regular changes and updates, so don’t just go there once. Call in from time to time and check for upgrades.

National Benchmarking Activity

This year it is MRSA and DVT protocols. Next year, why not come to the lunchtime meeting at BAOMS and tell us what you would like?

Abstracts from CEC section of BAOMS website

Is Hyperbaric Oxygen now contra-indicated in the Management of Osteo-Radio-Necrosis

Simon Rogers discusses the recent paper in the Journal of Clinical Oncology.

Annane D, Depondt J, Aubert P, Villart M, Gehanno P, Gajdos P, Chevret S. Hyperbaric oxygen therapy for radionecrosis of the jaw: A randomised, placebo-controlled, double blind trial from the OR96 study group. Journal of Clinical Oncology 2004; 22: 1-8.

Bisphosphonate associated Bone Necrosis – the start of an epidemic ?

A short review of current papers and invitation to log any new cases you see.

Clinical Guidelines - Links

With links to full copies which can be downloaded.

Validated Guidelines

Management of Patients with Impacted Third Molars 
Management of Pericoronitis 
Management and Prevention of Dry Socket 
Management of Unilateral Fractures of the Condyle

Non-Validated Guidelines

Dentoalveolar Surgery 
Maxillofacial Trauma 
Temporomandibular Joint Disorders 
Preprosthetic Surgery and Implantology 
Orthognathic Surgery 
Salivary Gland Disorders 
Head and Neck Oncology 
Cleft Lip and Palate 
Craniofacial Surgery 
Referrals for Oral Squamous Cell Carcinoma

Referral Guidelines – For PCT’s

Apical surgery 
Exodontia in warfarinised patients 
Non-third molar exodontia 
Third molars

NICE Guidelines of Relevance to Oral and Maxillofacial Surgery

Customised titanium implants in orofacial reconstruction
Surgical site infection 
Referral for suspected cancer clinical guideline: second consultation 
CJD guidance 
CJD Advisory Subcommittee minutes 
NICE Head and Neck (CSG)

Royal College of Pathologists

Minimum dataset for head and neck carcinoma histopathology reports 
Minimum dataset for the histopathological reporting of common skin cancers

Association of Dental Implantology

Implants

British Association of Dermatologists

Basal Cell Carcinoma Guidelines 

British Association of Otorhinolaryngologists Head and Neck Surgeons

Effective Head and Neck Cancer Management 2000
Head and Neck Cancer Dataset

Regional Reports

Merseyside
Patrick Magennis

One of the major our achievements this year is the successful revalidation of our Practice Development Unit (PDU) status.

We have continued our commitment to Head and Neck, Orthognathic and Oral Rehabilitation database development. A new trauma database is in the planning stages. 

A review of patients presenting to the regional maxillofacial unit with osteoradionecrosis between 1994 & 2003 (10 years)

Santhi Goru, Dental Student. Janaki Goru, Dental Student. A W Kanatas, Senior House officer  Mr SN Rogers, Consultant

Abstract

Osteoradionecrosis is a very serious complication of head & neck cancer resulting in a severe loss in quality of life and high mortality rates. The reported incidence of ORN varies enormously from 0.4 – 56% the outcome of treatment also varies 

Discussion

Studies of this kind have been carried out in other countries, but none to date have been done in the UK. There needs to be a much higher awareness of ORN especially amongst GDP’s

To develop a better preventative and management regime for ORN

Aim 

To report the presentation, treatment and outcome of patients diagnosed with ORN at the MFU UHA. The study has two main components, firstly a retrospective case note study and secondly a cross-sectional health related quality of life survey.

Method

Identifying patients with ORN

HBO Unit – Murrayfield Hospital Site
Pathology List – Dental Hospital
Pathology List Database – MFU UHA

All lists were cross matched with the Medway and Oncology databases, so only cases being treated at the MFU were included in the study. Developed a proforma which was run against requested case notes as an when notes became available. Data gathered was entered into a spreadsheet, compared and contrasted. Patients included in the study were entered for QOL assessment

Results

82 potential cases; 60 case notes assessed;  23 actual cases of ORN. Gender ratio =   1.3 : 1,  males : females.

Site of cancer:  majority in oral cavity, mainly tongue or soft/hard palate.

Radiation dose was unavailable for 9 patients.

Total Radiation Dose (Gy)
No. of ORN cases

<50
1
51-59
2
60-69
8
70
3

Cause of ORN was iatrogenic from 1º surgery in 91.3% of cases

Cause
Number of ORN cases

Exodontia
7
Implants
1
Trauma from prosthesis
1
Tumour surgery
12
Spontaneous
2

Resolution of ORN occurred in 52% of cases. 

However, in 13% of cases, active progressive disease was present. Of all the 23 cases, 14 are still alive with 9 patients being disease-free. Of the remaining 9 deceased patients, 3 patients were disease-free.

Conclusion

ORN is a serious, debilitating, often progressive and an expensive condition to manage. Management with an MDT approach should have an emphasis on prevention. Rehabilitation of ORN patients is often difficult and unpredictable. Treatment of ORN is dependent on different protocols administered at various health care sites. In view of our results, HBO therapy has shown promising results in conjuction with necessary surgery.

Multidisciplinary Audit Projects By Practice Development Unit (PDU)

Six projects have been selected to illustrate PDU audit activity these are:

Oncology trismus study
Pre-operative fasting audit
Maxillofacial trauma clinic audit
Inter departmental pre-op assessment audit 
MFU PDU weight monitoring audit
MFU oncology tracheostomy audit

Other Completed projects

Comparison of miniplates and reconstruction plates in mandibular reconstruction

The influence of the pattern of mandibular invasion on recurrence in oral squamous cell carcinoma

Factors influencing crude & disease specific survival in patients treated with primary surgery for oral and oropharyngeal squamous cell carcinoma

Improved disease specific survival – Analysis of outcome in patients treated with primary surgery for OSCC over a ten year period

Post-operative radiotherapy may not offer benefit for oral cancer patients with close margins and nodal disease without extracapsular spread

The effect of delay of adjuvant radiotherapy on locoregional recurrence and Disease -specific survival in oral and oropharyngeal squamous cell carcinoma

A survey of the utilization of hyperbaric oxygen by Maxillofacial oncologists

A feasibility study of computer-assisted health-related quality of life data collection in patients with oral and oropharyngeal cancer

A prospective quality of life study of speech and swallowing function in patients undergoing primary surgery for oral cancer

Timing and presentation of recurrent oral and oropharyngeal squamous cell carcinoma and awareness in the out patient clinic

An audit of death within 30 days of primary oncology surgery

Feasibility study of the retrospective use of the ACE-27 in head and neck cancer patients undergoing radiotherapy

Deprivation and Health Related Quality of life outcome in oral and oropharyngeal cancer

Patients information based on health-related quality of life outcomes

Comparison of UW-QOL between patients attending general dental practice and Patients with oral and oropharyngeal cancer

Comparison of the domains of anxiety and mood of the university of Washington head and neck cancer questionnaire (UW-QOL V4)

Oral Rehabilitation with Endosteal Implants following resection of oral malignancy 

Cancer Related Death in head and neck cancer – multicentre database

De-centralised data collection in head and neck cancer

The relationship between health related Quality of Life past medical history and American society of Anaesthesiologists (ASA) score in patients undergoing primary surgery for oral and oropharyngeal cancer 

A review of patients presenting to the regional maxillofacial unit with osteoradionecrosis between 1994 & 2003 (10 years)

Appearance following primary surgery for oral and oro-pharyngeal cancer: A comparison of case notes and patient-completed questionnaire

Conservative Management of Otitis Media in Cleft Palate

The Use of Porous Polythylene Implants in the Regional Maxillofacial Deformity Unit

A survey of general dental practitioners in the Mersey region concerning the NICE guidelines for the removal of wisdom teeth

A baseline audit to determine if the documentation for dental referral is being correctly and timely completed

Ongoing projects

Impact perception – Patients views on the cause of their cancer and symptoms 

A Multi centre study of orthodontic / orthognathic care

Audit of adherence to NICE guidelines for the removal of Wisdom teeth

Early Detection of recurrence in oral squamous cell carcinoma

The value of the APACHE 

Global quality of life in patients treated by primary surgery for oral and oropharngeal scc

Liverpool Oral Rehabilitation Questionnaire 

Molecular Diagnosis of Dysplastic Lesions & Oral Cancer

Immune Nutrition in Head & Neck Cancer

Head and Neck 14 day Referral Audit

Head and Neck Oncology Database

The evaluation of shoulder and neck function in patients treated for oral and orophyngeal cancer

Oral and oropharyngeal cancer: Information needs for patients and their family / carers with specific reference to health-related quality of life outcomes

Head and Neck Multidisciplinary team (MDT) meeting

The use of Health-related quality of life information within the head and neck cancer multidisciplinary team

North London
Keiran Coghlan

University College Hospitals London

Regional Head and Neck oncology audit. 1 October 2003 – 30 September 2004. Nick Kalavrezos 

Included major oncology procedures, excluded WLE, laser vaporisations PDT Primary RT Hypopharyngeal-Laryngeal disease.

37 cases, 30 SCC, 2 ameloblastoma, 2 mucoepidermoid Ca, 2 adenoid cystic, 1 polymorphous low grade carcinoma. The most common sites were tongue and floor of mouth. 0ver one third presented with stage 4 disease with good correlation between clinical and pathological staging. Margins were clear in 16 cases, close in 13 and positive in 4. Reconstruction with a range of free flaps with RFFF and fibula flaps commonest. 

The Royal London and St. Barts

The Management of Patients With Maxillofacial Infections: A Retrospective Clinical Audit. Mr Scott Rice, Mr Christopher Bridle, Mr Kieran Coghlan

Introduction

The management of infections in the head and neck region is a topic of considerable interest and has local and national significance. It accounts for 19% of the on-call workload at this unit. This audit sought to establish if patients presenting to OMFS in a nine month period were being managed appropriately, cost effectively and according to evidence based best practice.

Materials and Method

A nine month retrospective study examined the hospital records and pathology results of 245 patients who were treated for maxillofacial infections between January and September 2004. Patients within this study were referred to OMFS for treatment and were managed either conservatively with prescription, or with clinical incision and drainage. All samples for microbiological assessment were taken with sterile hospital wound swabs and transported in Stuarts Charcoal transport medium. Culture and sensitivity testing was performed by the hospital microbiology service and was done using both blood-agar and McConky agar plates. The date and time of: sample collection, delivery, results and approval was recorded.

Results

There were 245 cases in the 9 month period. 99 (40%) required no intervention and were managed conservatively. 146 (60%) had incision and drainage. Of those incised and drained, 90 (62%) cases were swabbed for culture and sensitivity, 41 (28%) were not. 15 (10%) cases were deemed to be void due to duplication. 

The mean time for consultant approved microbiology results was 4.57 days (SD=2.26). Within this, collection from the patient to arrival in the lab was found to take a mean of 2.14 days (SD=1.89) and arrival in the lab to non-approved results took 2.01 days (SD=2.17).

Microbiology results showed Mouth Flora most commonly isolated (38.5%), Skin Flora (16.7%), Staphylococcus A (14.4%), Coliforms (3.3%), a-haemolytic streptococcus (2.2%), Streptococcus Milleri (2.2%). No growth was reported in 16.7%.

Discussion

The results showed that the bacteria commonly associated with intra-oral and extra-oral infections in the maxillofacial region were not being identified by general microbiology. Our findings differ from the contemporary literature on oral pathogens; little to no anaerobes were isolated, few strains of aerobes were identified; there was no differentiation between probable causative and synergistic microorganisms. Possible reasons for this include the sampling technique, transport and handling and the investigation protocols employed by the hospital microbiology service. Blind antimicrobial treatment is commonly given for five days which equates to the same time period for the microbiology results.

A Prospective Analysis Of Outcome In 133 Consecutive Tracheostomies Carried Out Over A 12 Month Period. Mr Mike Millwaters, Mr Scott Rice, Mr Peter Hardee, Dr Helen Drury

Introduction

A multidisciplinary team led by OMFS and anaesthetics provides support and advice for medical and nursing teams caring for patients with a tracheostomy at the Royal London Hospital. The indications and outcomes of patients with tracheostomy were followed and compared to the results of the previous years audit and contemporary literature.

Materials and Method

A twelve month prospective study of all tracheostomy patients during in-patient stay at RLH between November 2002 and October 2003. Patient demographics, progress and information was recorded using a standard pro-forma datasheet.

Results

There were 134 patients who underwent tracheostomy. 42 (31%) percutaneous tracheostomies, performed by an anaesthetist, and 92 (69%) surgical tracheostomies: 72 performed by OMFS; 10 by neurosurgery; 5 by ENT; 1 by plastics; and 5 by other teams. The diagnoses on admission were poly-trauma (25), neoplasia (20), SAH (20), head injury (20), respiratory failure (10), peritonitis (9), and others indications (30). Indications for tracheostomy were long-term intubation (108), neoplasia (20) trauma (5) and other (1).

The time from intubation to tracheostomy ranged from 0 – 44 days (mean 9 days). Those undertaken for neoplasia and trauma had a mean of 0 days. Tracheostomy for respiratory reasons had a mean 11 days. Patients were cannulated for a mean of 20 days: (neoplasia 9 days, Trauma 18 days and those with long-term intubation 31 days.) 73 patients were de-cannulated prior to discharge; 21 patients died with tracheostomy tube in-situ; 40 patients were transferred with tracheostomy tube in-situ.

Major complications included bleeding post insertion (3), displacement of the tracheostomy tube (2), and problems re-inserting tube during tracheostomy change (1). There were no deaths. Minor Complications included the flange digging into wound (12), minor delayed bleeding (3), inflamed skin (1) and wound granuloma (1).

Discussion

The number of tracheostomies has risen slightly since the last audit of the same time period however the distribution between percutaneous tracheostomy and surgical tracheostomy has remained the same. Compared to the previous audit, there was no significant difference in complication rates with an overall rate of 19% (4.5% major). There was no difference in the complication rates amongst percutaneous and surgical techniques. This is in keeping with current literature. Compared to the literature there were fewer complications with no deaths (compared to 1 reported death), lower major complications and fewer minor complications. The ideal time from intubation for tracheostomy is 14 to 21 days. Results at RLH showed a mean of 11 days.

Other audits undertaken during the year

Audit of completion of drug charts in OMFS.

Audit of discharge letter completion.

Audit of Ketamine use in paediatric A&E patients with facial lacerations.

Audit of elective surgery cancellations.

Audit of adequacy of consent form completion.

Case note audit.

Audit of antibiotic use in dentoalveolar surgery.

Audit of day case facility usage in the Dental Institute.

Audit of surgical margins in oncology cases (2002-203).

Delayed discharge audit.

North West Region
Mr S Langton

The Four Bs (Blackburn, Burnley, Bolton & Bury) 

An audit of clinical activity, November 2003. Mr. Mark Edmondson.

This prospective study was designed to produce a ‘snapshot’ of the clinical activity within the 4B’s in a typical month. Theoretical capacity is compared with actual workload. The study examines staffing levels, numbers of clinics, minor operations and theatre lists. Waiting times are also included along with changes in trends in trauma and some annual predictions are calculated.

Brief results for the month of November include:-

178 clinics offering 2080 appointments

DNA 13%

1040 New referrals (out of hours referrals unrecorded estimated at 100+ per month)

60 minor ops lists with 317 procedures performed

79 GA Lists with311 procedures performed

Annual predictions include:-

25,000 Clinic Appointments

12,500 New Referrals (excluding out of hours calls)

9-10,000 operations

North Manchester (North Manchester General Hospital, Rochdale, Oldham & Tameside)

North Manchester General Hospital

The stability of sagittal split osteotomies.  Mr. Rory McCloy, Dr. T. Barker, Mr. Murray Foster

Aim:  To identify differences in stability between fixation methods

Method: All advancement SSO’s carried out by one surgeon over 6 years (22 advancement procedures)

Radiographs: pre-op, 3 days post-op, 6 months post-op analysed by one clinician

Results: Skeletal relapse: Plate range 1mm-3mm, mean 0.75mm; Wire range 0mm-4mm, mean 1mm. Dental Relapse: Plate range 0mm-1mm, mean 0.25mm; Wire range –3mm to 2mm

Conclusions: Amount of relapse similar to that found in most published work. 

Central Manchester (Manchester Royal Infirmary, Hope Hospital, Trafford General Hospital & Wigan)

A clinical audit of facial skin cancers. Dr. K. Anjum, Dr. I Ahmad, Dr. A. Joshi, Mr. R. E. Lloyd)

Aim: To compare the current practice in Trafford General Hospital with the NHS Cancer referral Guidelines (2000), which state that patients referred with suspected cancer should be seen within two weeks. Also to examine incomplete excision rate and correlation between clinical and histological diagnosis.

Results: 

3.9 weeks from referral to clinic.

Incomplete excision rate 2.2%

Correlation between clinical and histological diagnosis 94%

Conclusions & Action Plan: A direct booking system has now been introduced and the audit will be repeated.

Northern Ireland
Martin Ryan

An Audit to assess the appropriateness of referrals to OMF Surgery Department, Ulster Hospital, Dundonald

Mr T Cullen, SHO.

Method

Data was collected by members of the department over a 10 week period regarding new patients attending Outpatient Clinics.  

Information collected included a degree of urgency requested by referring Practitioner and an assessment was made if this urgency was appropriate and also if a referral to OMFS was appropriate.  

The total number of referrals was 124.  A breakdown of the source of referrals was given; the majority being General Dental Practitioners.

106 were by letter

17 by phone

 and 1 by e-mail.

The degree of urgency requested was:

Urgent - 29 Soon - 16 Reasonably Soon – 18 and  Routine - 61.

In 16% (20 cases) the degree of urgency requested was considered inappropriate.  In 7 cases it was felt that maxillofacial assessment was unnecessary.  A further breakdown of the results was in relation to how the referrals were made in Urgent cases and a discussion was made on why inappropriately waited referrals were made.

Audit of facial views of facial trauma

Ms Nicola McCurley, SHO

The aims and objectives of this Audit was to assess the current practice of taking facial bone radiographs and to investigate if all radiographs taken for patients suspected with facial trauma are necessary and to form a new clear pathway for patients with facial trauma.  At present in Altnagelvin Hospital every patient that is suspected of a facial bone fracture has a 15* and 30* OM view as well as a lateral OM view.  The first 50 consecutive patients taken to A&E with facial bone fractures were examined and the x-rays were collected. 

Around 76% of patients were included as they had the full complement of radiographs carried out. 

80% showed no sign of facial fractures.  

2%, one patient had a fracture seen only on the lateral view and not seen on the OM views.  

12% showed facial bone fractures and the lateral view made no difference to the diagnosis. 

These findings were discussed.  It was felt that probably in the future, the lateral facial bone view did not need to be included as a basic radiographic examination of a suspected facial bone injury.

Audit of Orthognathic Surgery in Altnagelvin Area Hospital from 1999 to 2004

Mr Peter Gordon, SHO

This was a retrospective Audit of all Orthognathic Surgery carried out in Altnagelvin Hospital in the last 5 years.  There were 2 parts to this, 1 was to set up a database of all these patients and also to carry out a telephone questionnaire on patient satisfaction. 

Results

36 patients were eligible - 26 female and 10 male.

25 had a Class III jaw relationship and 11 had a Class II jaw relationship.

21 of the 25 Class III jaw relationships were treated with bi-maxillary osteotomies.

The average maxillary advancement was 5 mms, the average mandibular setback was 7.5 mms.

4 out of 25 cases were treated with Le Fort I advancement surgery only, with an average movement of 4.5 mms.  

There were 11 cases of Class II malocclusion, 6 were treated with bi-maxillary osteotomies with an average maxillary advancement of 1.5 mms and a maxillary impaction, on average, of 4.5 mms with an average mandibular advancement of 7 mms.

The remaining 5 patients were treated with mandibular advancement surgery only. 

The average hospital duration for all patients was 4.6 days.  The majority of patients were in HDU for between 18 and 24 hours.

Inpatients were recorded having some form of complication.  This included failure of post-op mandibular positioning of screws. The need for removal of maxillary plates sequestrum for a buccal plate sagittal split osteotomy and 1 "bad split".  This Audit is ongoing and there is still the telephone questionnaire part of the study to be completed.

Pilot TMJ Audit

Joanne McMaugh, SHO

This was a pilot Audit, looking at the numbers and management of patients with TM joint dysfunction syndrome presenting to clinics in Altnagelvin Hospital.  This showed that the vast majority of these were managed with simple explanations to the patients and that the majority improved significantly within a few months of presenting. 

Warnings and Consent with Wisdom Tooth Surgery

Brian Purcell

Aim of Audit 

The aim of this Audit was to look into the extent of patients understanding and recall of warnings given prior to lower wisdom tooth surgery and how effective are the warnings given.  Obviously this has important implications for the consent process. The method was to carry out a patient interview immediately prior to the planned procedure.  This pro forma was presented and the scoring system that was proposed was discussed.  After discussion it was felt that the continuous variable system that was being proposed was probably not necessary and a simple discontinuous variable system would be sufficient.  It was hoped that this Audit would be piloted in Altnagelvin and then if it worked well, could be taken to the other Units and applied regionally.  .

Northern Region
Mr R Langford

Outcomes of free-flap surgery

Mr S.Hickey. Sunderland Royal Hospital, 15 July 2004

The aims of the study were to assess the overall success for free-flap surgery, assess the factors influencing success and the complications of surgery.

This was a retrospective study of all OMFS free-flap patients over the last 13 years at Sunderland Royal Hospital.

170 patients were identified from a review of the Liverpool Oncology Database.

144 patients’ notes were available involving 145 free-flaps.

71% of the patients were male.

The age-range was 20-85 with a mean of 75 yrs.

93 % cases involved a radial forearm flap, 80% of which were placed intra-orally.

Arterial anastamoses were all end to end and 95% of venous anastamoses were end to side.

The average hospital stay was 17 days; mode 12 days.

The overall flap success rate was 94%.

Complications were reported and discussed.

The only significant variable associated with flap failure was ASA grading.

Management of Orofacial Infections

Mr S.Lovell. James Cook University Hospital, 15 October 2004

Orofacial infections frequently present to our specialty. The aim of this study was to assess whether we are managing them effectively. Assessment involved identifying patients admitted with an oro-facial infection. Assessment of referrals, pre-referral management and subsequent hospital care was performed. Gold standard management should consist of removal of the cause, institution of drainage, control of infection and the appropriate use of antibiotics.

Suitable patients were identified retrospectively from clinic, theatre and A&E notes.

Seventy patients were identified over a six month period for whom 40 complete records were available. Equal numbers of male and females were included; mostly young adults without any relevant medical problems. Two thirds were referred by general dental or general medical practitioners. 68 % had been prescribed antibiotics prior to referral. After admission antibiotics were prescribed in all cases and in 80% of cases antibiotic cover for both aerobic and anaerobic was provided. Pus was obtained for culture and sensitivity in 60% of patients. The cause of the infection was removed in 82% and drainage achieved in 80%. Treatment was only modified in 1 case as a result of the microbiology report. Culture and sensitivity reports were rarely available prior to discharge. Management was clinically effective.

A prospective audit is being planned and a joint project with ENT has been proposed.

Audit presentations for 2004/2005

Cumberland Infirmary, Carlisle – 15 April 2004

Unnecessary duplication of dental radiographs. Miss E.Dougher

Surgical/orthodontic management of impacted maxillary permanent canines. Mr Abdelnaby

Post-operative morbidity following bimaxillary osteotomy. Mr W.Ryan 

Effectiveness of orthognathic treatment planning
. Mr M.Thomas

Sunderland Royal Hospital – 15 July 2004

Audit of medical history questionnaire. Mr A.Laud/MissB.Latheesh

A pilot investigation of the use of IV sedation in children (under 16) for the management of ectopic canines. Mr M.Dorman/Miss K.Stone

The use of tracheostomy in oral malignancy. Mr S.Henney

Outcome of free-flap surgery – Sunderland’s experience. Mr S.Hickey

Audit on theatre waiting time. V.Gupta

Adult co-morbidity evaluation (ACE 27) and oral cancer. Mr N.Brown/Mr M.Abu-Serriah

James Cook University Hospital, Middlesbrough – 15 October 2004

Treatment of orofacial infections. Mr S.Lovell

Accuracy of fine needle aspiration cytology. Miss R.Gadipelly

Problems with PACS (Picture Archiving System). Miss J.Wylie

Euro 2004 and maxillofacial trauma. Mr J.Adams

Which outpatients DNA? Miss M.Barlow/Miss J.Norris

Delays in discharging patients. Miss C.Barr

Newcastle General Hospital – 14 January 2005

Full OPGs vs. sectional OPGs. Miss T.Gilligan-Blay

Elective theatre cancellations due to urgent cases. Mr L.Farrar

Review after third molar removal – completing the loop. Mr A.McGregor

Improvement in BSV following orbital floor repair. Miss M.Fullarton

Monitoring during treatment under IV sedation. Mr C.Murphy

Royal Surrey County Hospital, Guildford
Cyrus Kerawala

Cutaneous squamous cell carcinoma. 

Clinician Una Man Senior House Officer 

Date Apr 2004. 

Type of audit Retrospective audit of 20 cases

Audit standards British Association of Dermatology Guidelines

Aims of audit Assessment of documentation. Histological assessment of resected tumour (differentiation, excision margins etc).Treatment pathway. Follow up

Audit findings Treatments: Primary closure 6 patients, Flap closure 10 patients, Skin graft 4 patients

Preoperative size of lesion documented in only 45% of cases

Surgical excision margin only documented in 5 cases

65% of clinical diagnoses incorrect (i.e. BCC rather than SCC)

Histological margins completely excised 45%, close 40%, incomplete 15%

Delay in initial clinic appointment in 7 patients (> 4 weeks)

Wide variation in follow up

Outcome Lack of documentation of preoperative size and surgical excision margin in notes

Poor correlation with clinical and histological diagnosis (therefore increased use of punch biopsy, cytological scrapings)

Protocol for follow up of patients

Re-audit 2 years

Returns to theatre

Clinician Rajiv Gaikwad(SHO)Steve Walsh (SpR)

Date August 2004

Type of audit Retrospective audit of returns to theatre over one-year period (April 2003 – May 2004)

Audit standards Unexpected returns to theatre identified from theatre book.  “Unexpected” defined as unplanned return to theatre within one month of primary surgery.

Aims of audit To assess the clinical reasons for unexpected returns to theatre

Audit findings 10 cases identified (four trauma, three oncology, two aesthetic, one infection)

90% of patients returning to theatre operated on by Consultant

Oncology

Evacuation of parotid haematoma, Skin graft failure after BCC excision, Free flap anastamosis exploration

Infection

Fistula excision subsequent to incision and drainage

Trauma

Persistent diplopia following orbital floor

Infected parasymphyseal fracture requiring IMF

Deranged occlusion of parasymphyseal and condylar fracture (IMF) x 2

Outcome Acceptable rate of return to theatre

Need for IMF provision in all patients having open reduction and internal fixation of fractures if condylar displacement apparent

“Unexpected returns” book to be kept in theatres for prospective identification of cases which will now be discussed on a monthly basis

Re-audit 2 years

Other audits covered and presented at the monthly meetings.

May 2004 Obstructive sialadenitis

July 2004 Conservative management of TMJ disorders

September 2004 Two week rule referrals

October 2004 Third molar surgery

Detail on web site

Scotland
Ian Holland

Units have there own departmental audit and clinical effectiveness meetings. Units in the West of Scotland meet monthly for clinical governance and teaching and part of this meeting for 2004 will include audit of morbidity and mortality. All units come together on an annual basis for a Scotland wide meeting where national and regional audit presentations re made amongst other presentations.

An Audit of Dentoalveolar trauma Presenting at Glasgow Dental Hospital Between 2002-2004

G Wright A Bell G McGlashan R Welbury

An Audit of 400 children who attended the paediatric trauma clinic at the Glasgow dental Hospital was undertaken retrospectively from case notes. ^0% of the children were male and covered an age range from less than 1 up to 16 years of age. 43% of patients were in the 8-11 year age range.

Results

The location of trauma was evenly split with half occurring outdoor and half indoors, with falls responsible for 49% of injuries. 58% of patients presented between April and September. Of those sustaining trauma to the hard tissues, 64% of children suffered trauma to multiple teeth. 13% involved root fractures with apical and middle third fractures more common than coronal third fractures. Injuries to the supporting bone were evident in 4% of children. Sporting injuries resulted in twice as many injuries to hard tissues than supporting periodontal tissues, in those few older children where assault was the mechanism of injury the situation was reversed.

The Single Visit Biopsy-an Audit of Patient Satisfaction - Dr Carrie Broughton, Staff Grade, Falkirk & District Royal Infirmary

Pterygoid vs. Pre-pterygoid Split in the Low Level Le Fort 1 Osteotomy; Quo Vadis? Girish Bharadwaj, SHO, Queen Margaret Hospital, Fife

An Evaluation of Surgical Treatment for Internal Derangement of the Temporomandibular Joint. Dr Pavan Padaki, SHO, Regional Maxillofacial Unit Glasgow

Topical Photodynamic Therapy – The Ayrshire & Arran Experience. Rahul Jayaram, SHO, Crosshouse Hospital, Kilmarnock

A Protocol for Referral of Cases for Apicectomy to a Specialist  Service. Mr Nick Malden, Locum Consultant in Oral Surgery. Edinburgh Dental Institute

Review in Minor Oral Surgery – Do Patients Need Or Want It? Dr Jane Shearer, Associate Specialist, Falkirk & District Royal Infirmary

An Audit of Free Flap Morbidity in the Reconstruction of the Oro-facial Region. Mr John Devine, Consultant Oral & Maxillofacial Surgeon Regional Maxillofacial Unit, Southern General Hospital

Audit on the Utilisation of Theatre for Non-elective Cases in Scottish Maxillofacial Units. Dr Vicky Beale, SpR, Regional Maxillofacial Unit, Southern General Hospital

South Thames
Keith Altman

Audit of Head and Neck Minimum Data Set for Histopathological Reporting. (Neil Shah, SpR, KSS, London)

All units looked at their pathological reporting in relation to the requirements of the Head and Neck Minimum Data Set.

Audit of Head and Neck Cancer Services Access Times. (Richard James, SpR, KSS)

This was a re-audit of a similar audit carried out in 2002. It was undertaken on a regional basis. The results of this audit were compared with those of 2002 to complete the audit cycle.

Audit of temporal standards for the treatment of mandibular trauma. (Jeremy Collyer, SpR, KSS)

The aim of this audit was to assess the availability and accessibility of CEPOD lists for mandibular trauma.

South West Region
Peter Revington

Collation of audit projects across the region is ongoing with intentions to try to develop regional audit projects.

Projects currently on going within the Bristol group.

Compliance/ need for warfarin control prior to minor oral surgery. 

25 year audit of trends in fracture pattern/ management

Doctors communication skills.. a patient perception

Outcome measures of alveolar bone grafting.

Trent Region
Stephen Layton

Blood Transfusion in Major Head and Neck Surgery

Mohhammed Alam and Richard Crosher ROTHERHAM crosher.sec@rothgen.nhs.uk

Aims & Objectives: To review the protocol for ordering blood. To audit the compliance with hospital transfusion guidelines. 

Gold Standard: Guidelines produced by hospital

Materials & Method: Retrospective audit, using case notes, cross match and anesthetic forms

Results: 31 patients audited. 10 patients required transfusion. 26 out of a total 123 requested units used. No correlation with type of surgery and transfusion

Conclusion: A change in practice was introduced as a result of the audit, and the new policy involves group and saving for head and neck cases rather than cross-match

Cancellation of Elective Surgery in Leicester Royal Infirmary

Dr Sreedevi Sankaran and P Ameerally LEICESTER  pjameerally@yahoo.co.uk  

Aims & Objectives: To identify the reasons for cancellation of elective GA cases over a period of 9 months

Gold Standard: National standards for Performance Indicator 2002/03. Final performance indicator for acute and specialist trusts, Chi 2002/2003

Materials & Method: 1008 cases retrospectively audited

Results: 135 of the 1008 cases were cancelled. 123 cancelled cases were dento-alveolar. 2 cancelled cases were oncology cases. Reasons for cancellation included bed shortage (83 cases), absent surgeon (18) and insufficient time (28)

Conclusion: A change in practice was suggested with regards to performing more dentoalveolar operations as day cases. Only one surgeon, who has now left, was responsible for the 18 cases that were cancelled as a result of operator absence - therefore no change in protocol was recommended with respect to this variable

Smoking Cessation Advice in A&E,  Sheffield Dental Hospital

Neena Bhandary CCDH SHEFFIELD martin.payne@sth.nhs.uk

Aims & Objectives: To assess whether all patients in A&E were given smoking cessation advice

Gold Standard: 100% of patients who smoke should be given advice on smoking cessation

Materials & Method: 65% of 173 patient notes were audited

Results: M:F = 57:43 (attendance). M:F = 66:44 (proportion of smokers). Documentation of whether patient smoked in 71% of cases. 63% of patients audited smoked. 12% of smokers offered cessation advice. 83% of smokers accepted referral to support group, of which all were male

Conclusion: There was good documentation of smoking habits, but poor cessation advice No suggestions were made for practice change/ re-audit

Audit of the Periodontal Condition of Surgically Exposed Canines

Alifya Patanwala LINCOLN micheal.coupland@ulh.nhs.uk

Aims & Objective: To examine the periodontal condition around canines exposed by the “Open Exposure” technique

Gold Standard: A benchmark study was used as the gold standard.  Contra lateral canine also used as a comparative reference

Materials & Method: 45 patients identified. 6 point pocket probing depths taken post-operatively

Results: Mean pocket probing depth = 1.31mm. Compared favourably to benchmark study (2.34mm).  Mean probing depth of contralateral tooth = 1.43mm

Conclusion: Open exposure technique provided an acceptable periodontal outcome in the canines exposed. No suggestions were made for practice change/ re-audit

The Value of FNA in the Management of Parotid Masses

Brian Castling and Jeremy McMahon SHEFFIELD bcastling@yahoo.co.uk

Aims & Objectives: To assess the value of Fine Needle Aspiration in the investigation of parotid masses

Gold Standard: Not stated

Materials & Method: FNA results collected retrospectively for 10 patients Royal Hallamshire Hospital and 15. patients Mountlands. Compared with post-operative histology. Results divided into 4 categories – “suggestive of true pathology”, “non-diagnostic”, “sampling error” and “misleading” 

Results: Suggestive of true pathology = 46% RHH, 65% M. Non-diagnostic = 31% RHH, 23% M. Sampling error = 13% RHH, 1% M. Misleading = 10% RHH, 11% M

Conclusion: FNA should be used as an adjunct, not as a diagnostic test. No suggestions were made for practice change/ re-audit

Re-audit of Warfare Management in MOS

Charikleia Mavrofillidou CCDH SHEFFIELD martin.payne@sth.nhs.uk

Aims & Objectives: To re-audit the success of guidelines regarding Warfarin management employed as a result of an initial audit into the management of Warfarinised patients attending for Minor Oral Surgery

Gold Standard: March 2002 guidelines circulated in department: INR taken on the day of the procedure.  If 3+ teeth to be removed, no change in patient’s warfarinisation if INR 4 or less Normal POIG.  If INR greater than 4, then adjusted with standard letter

Materials & Method: Audit of 160 cases. 91% required no change in Warfarin regimen. Mean INR = 2.3. 9% of patients required adjustment

Results: 4 cases of bleeding, 4 cases of septic socket. Bleeding only occurred in cases of multiple extractions

Conclusion: Management of warfarinised patients generally complied with the circulated guidelines (actual rate of compliance not disclosed in presentation). Complications were minimal

MRSA infection in Head and Neck Cancer Patients Undergoing Free-Flap Surgery at the Leicester Royal Infirmary

Mr P Ameerally LEICESTER  pjameerally@yahoo.co.uk

Aims & Objectives: To assess the post-op MRSA infection rates of patients receiving free-flap surgery

Gold Standard: Hospital target MRSA infection rates.

Materials & Method: 31 patient investigated over a period of 1 year. Swabs taken of nose, axilla, groin pre-op. Post-op complications recorded

Results: 42% of patients developed MRSA infections. Mainly occurred in 4th-10th day post-op. Main site = tracheostomy. Other common site = donor site. Multiple site infection was common. No statistical difference in the number of “at-risk” patients infected. Patients with MRSA infections had a prolonged recovery period

Conclusion: Several changes have been implemented as a result of the audit, including the use of a single room, nursing is now performed with gown and gloves, alcohol hand washing has been employed. Follow-up of audit demonstrated a 10% infection rate, confirming a great improvement patient management

Retrospective Audit of Apicectomies

Noel Perkins, SHO, Chesterfield  npphoenix2@yahoo.co.uk

Aims & Objective: To assess the quality of apicectomy referrals. To assess the quality of record keeping

Gold Standard: Not stated in presentation

Materials & Method: Sample size = 25 patients; 29 apicectomies 

Results: Standard of referrals: Re-root treatment mentioned in only 22% of referrals; 50% pre-op radiographs showed unsatisfactory or no root fillings.  Standard of record keeping: Periodontal status not recorded in 79% of cases; 14% of teeth had recorded evidence of assessment of coronal restoration; Histopathology results recorded in case notes in only 38.5% of cases; Post-op radiographs reported in 95% of cases (when taken).

Audit of Apicectomy Success

Alex McDonald LINCOLN stephen.layton@ulh.nhs.uk

Aims & Objectives: To investigate success rates. To identify areas for improvement

Gold Standard: Oginni 2002 – 71% success rate

Materials & Method: Audit of 87 patients in Lincoln and Boston over a 1 year period. Criteria of failure based on whether tooth had been extracted at the time of contact

Results: An overall success rate of 87% was noted

Conclusion: Success rate was favourable in comparison to study by Oginni. Prognostic markers of success such as patient symptoms and radiography were not used in the audit. The results did however provide an indication for future patients as to the likelihood of an apicected tooth being extracted. A single operator has now been appointed to standardise pre-operative assessments of potential apicectomy cases

Audit of the Availability of Investigations in OMFS

Mr Hussain and Mr P Ameerally  LEICESTER  pjameerally@yahoo.co.uk

Aims & Objectives: To assess the availability of investigation results on Outpatient Clinics

Gold Standard: 100% of investigations should be available to clinicians

Materials & Method: Audit of a 1 month period, noting all missing investigations

Results: 64% of sample had missing investigations. Main type of missing investigation = radiographs 41% of missing investigations led to a 15 minute delay in seeing patient. 59% of missing investigations led to a greater than 15 minute delay. 

Conclusion: Absent patient investigations was a cause of considerable delay in outpatient appointments. A new form has been introduced to reception to ensure investigations are made available

West Midlands Report
Keith Webster
University Hospital Birmingham 

Audit of waiting times for Head & Neck Cancer Patients. Mr Webster/Parmar/Martin

The head and neck group received 105 new referrals over a six month period.  20% came via the two week wait. 14 out of 60 patients exceeded the 31 day target from intention to teat to treatment and 7 out of 60 patients breached the 62 day initial referral to first treatment target.  The breaches mainly occurred in thyroid cancer patients and patients with a complex history who needed opinions from other specialties. 

Audit of wait to see Maxillofacial Team in A&E dept. Mr Webster/Youssefpour

Although there is a four hour wait target in A&E, patients referred to Maxillofacial Surgery by GP’s or A&E need to be seen in A/E.  A prospective four week of audit times showed most delays are due to the SHO being scrubbed in theatre.  We now arrange to see non urgent cases in the early afternoon when the SHO is more likely to be available.

A comparison of MRI and arthroscopy findings in TMJ dysfunction patients  Mr Speculand/ Dr Hejmadi

A retrospective review of correlation of MRI and arthroscopy. 70 patients eligible. Data completion half way.

Quality Assurance audit of intra-oral radiographs (City Hospital). Dr Martin/ Dr Sheikh

Between 2003 and 2004 74 intraoral radiographs were taken. 76% had good diagnostic value, 14% had some diagnostic value and 10% had no diagnostic value. These figures were within the criteria set by NRPB.

Compliance with Nice Guidance on 3rd molar removal. Mr Lopes/Dr Kim/ Mrs Lopes

A total of 300 patients recorded prospectively at three units  (City, Sandwell and University Hospital) 60% of referrals were compliant and a further 30% were not compliant but went on to have surgery. All operated patients were compliant with the guidelines. Although dentists may not complete this information on the referral letter the patients referred were appropriate.

Are post operative radiographs needed in facial trauma? Mr Lopes/Dr Bali

A total of 270 non complicated fractures were surveyed. Radiographs did not alter the post operative management in any. The return to theatre rate was about 1.6% and the decision to re operate was made clinically, not on the radiographs

A prospective evaluation of shoulder function following selective neck dissection. Mr Webster/Lopes/Grew/Dr Alanna

EMG and QOL scores pre and post op were measured. 10 patients accrued so far, aiming for 30 patients to complete project

A prospective audit of Mandibular fracture complications.  Dr Godbold/Mr Lopes

A study of270 fractured mandibles operated in one year. Early results show that using external oblique ridge plates, leaving wisdom teeth in fracture line and sub optimal management of condylar fractures are recurring themes. Departmental guidelines to address these problems will be formulated.

Audit of quality of information given to patients and carers at head and neck cancer pre op visits.

A Semi structured interview has been piloted via a questionnaire. recruitment will be complete in 3 months.

Audit of compliance with European Society of Oral Medicine management of oral lichen planus. Mr Lopes/ Dr Khan

15 patients recruited.  Most patients had not been given antifungals or adequate advice on use of medication.

Compliance with British Society of Paediatric Dentistry guidelines on the management of traumatised adult dentition. Dr Ujam 

Traumatised teeth are not being adequately splinted, as suitable equipment is not available in the A/E Dept. In future such trauma will be referred to the dental hospital

Audit of blood use in orthognathic surgery. J Sebastian

An audit of blood use shows there is no need to cross match blood for all orthognathic surgery. Anaesthetists appear to consistently over request blood. No need to x match, anaesthetists over order bloods

Birmingham Children’s Hospital

Antibiotic prophylaxis guidelines for paediatric cardiac patients. Mr Monaghan/ Dr Bhogal  Dr Hutton

An audit of practice at Birmingham Children’s Hospital showed that the recently introduced changes announced nationally have led to confusion and that partly this is due to discrepancies in the guidance given for procedures under LA or GA

Audit of storage of intra oral x-rays  Dr Hutton/Dr  Bhogal

The use of a new x-ray packet located in the notes reduced the loss of intra-oral radiographs.

Paediatric Trauma audit  Dr Idle/ Dr Addison

An analysis of 200 operated paediatric trauma cases showed a significant increase in mandibular fractures in juvenile boys due to inter-personal violence

Shrewsbury

Surgical Accuracy of Orthognathic Surgery using Cephalometric Analysis January 2004

Parotid Gland Surgery Audit November 2004

Wolverhampton

Audit of referral letters for removal of wisdom teeth, to ensure referral letters from GDP’s meet guidelines set out in NICE recommendations. No progress has been made with this project as no consensus can be reached on the format of referral form to go to General Dental Practitioners.

Research into the relationship between the clinical picture, histopathology and imaging in head and neck cancers. 

Prospective audit on the delivery of PEG and non-urgent long-term complications of PEG placement 

Worcester

Skin Cancer Project

Warfarin Project

Ectopic Canine Project

Oral Lichen Planus Project

Yorkshire Report
Sheila E. Fisher

Clinical effectiveness work remains active across the Units in Yorkshire. Our main Regional Audit looked at patient experience after surgery for impacted wisdom teeth, led by Dr Jon Pedlar, Senior Lecturer/ Hon Consultant in Oral Surgery at the Leeds Dental Institute which has yielded very interesting data which can be compared with the previous Regional Audit, undertaken a few years ago.

The impact of wisdom tooth surgery – 2 year review

Background to this audit

This audit of suffering after wisdom tooth surgery was a follow up of one conducted in 1996/7. That had demonstrated high but variable levels of pain, swelling, trismus, numbness and disturbance of various life activities. Following the 1996/7 study, the protocol in use within the unit achieving the best overall results, had been circulated and consultants had been asked to consider whether a change in their own protocol might reduce suffering in their patients. This current audit was in part to measure any improvement in outcomes.

Methods

During 2002-2003, for each consultant within the old Yorkshire Region, 100 consecutive patients having lower third molar teeth removed under general anaesthesia were included. Entry of patients into the survey ceased at 12 months for all firms who had not achieved 100 entries by that time. Patients recorded their expectations of surgery preoperatively and clinical staff recorded which wisdom teeth were removed and the indication for surgery. As with the 1996/7 study, patients were asked to complete a questionnaire recording their suffering 14 days later and return it in a reply paid envelope. Values for pain etc, were recorded using a 10 cm visual analogue scale. No follow up was made for non-responders. 8 weeks postoperatively 20% of responding patients were followed up by telephone, reminded of their expectations and asked whether these had been met. Differences between results for the two studies was sought with the Mann Whitney U test, using SPSS on a PC.

Results

General findings

774 subjects were recruited, of whom 355 (46%) returned questionnaires about suffering. In 1996/7 473 out of 747 (63%) returned proformas. The gender ratio and age distribution was substantially unchanged.

Indications for surgery

750 records included the indications for surgery. They showed a pattern of indication similar to that reported in published literature: recurrent pericoronitis (500), caries in the 8 or 7 (197), infection or abscess (39), other wisdom teeth to be removed (26), other surgery (e.g. orthognathic procedures) (24), cysts and tumours (22), orthodontic treatment (19), pulpal or periapical pathology (13), cheek trauma (11), hygiene (10), fractured mandible (1).

Aspects of suffering

The pain scores followed the same apparently bimodal distribution seen in the earlier study and did not differ in severity.

Numbness persisting at 14 days was recorded by 96 subjects (29%), but only 3 (0.9%) indicated lingual dysaesthesia. Data are not strictly comparable, but the proportion of subjects indicating persistent numbness in 1996/7 was 13.5%.

Summary

1. There was no obvious change in demographics of patients undergoing wisdom tooth surgery and indications for surgery were in line with previous studies, although a few unconventional indications were recorded.

2. There was no change in scores for pain, swelling, trismus, sleep disturbance from 1996/7 to 2002/3, but possibly disturbance of eating and time off work had worsened.

3. Pain, in particular, showed a bimodal distribution.

4. Persistent numbness of soft tissues was reported by 25%, but numbness of the tongue was rare (0.9%).

5. Most frequently cited causes of suffering remained pain, trismus and feeling unwell, with swelling a close fourth, but a range of other personal and social factors were given.

6. Patient expectations of the surgery broadly matched ours, but postoperatively, although expectations were met for many patients, 19 / 36 felt things were worse than they had expected.

7. There is clearly still a great deal of suffering associated with wisdom tooth surgery, despite all our efforts and our results have not improved.

Regional Meeting

Our Regional meeting, hosted at Dewsbury Hospital in March opened with a talk by our guest speaker, Peter Stevenson, a Captain with a major airline who has done considerable work on aspects of patient safety and error avoidance.

Members of staff, of all grades from a number of Units presented their work, opening with aspects of trauma and emphasising the need to educate new staff in eye assessment:

An Audit of compliance of the recording of eye observation in post operative patients. Dr Jill Winterton, SHO, Oral & Facial Specialties Department, Mid Yorkshire NHS Trust

An Audit of Head and Neck MDT Cancer patients. Alastair Campbell, SHO, York District Hospital

Audit of the fast track malignancy referrals to the OMFS department at the LDI/LGI. Clare Roberts, Staff Grade Leeds Dental Institute

Is packing necessary following exposure of palatal canines? Julie Burke, Clinical Tutor, Leeds

An audit of the documentation of the information given to patients regarding the possible risks and residual effects of surgery prior to Parotidectomy and Submandibular Gland. Louise Middlefell – Staff Grade – Mid Yorkshire Hospitals NHS Trust

Wessex Region
Mr N Baker

Poole Hospital NHS Trust

Retrospective audit of squamous cell carcinoma of the tongue.  

This audit looked at presentation, site, differentiation and treatment modality with the aim of defining prognostic factors for squamous cell carcinoma of the tongue and treatment outcomes.  It was found that the clinical staging was essential and was an important predictor of prognosis as well as cervical metastasis.  The greater the differentiation and the smaller the tumour, the better the outcome.  Surgery and radiotherapy were most effective for T3 and T4 only and surgery was the best modality for T1 and T2 tumours.  As per previous studies, nodal involvement reduces long-term survival by 50%.

Queen Alexandra Hospital, Portsmouth

Activity of 2nd on call in oral and maxillofacial surgery. Mrs Prudence Baxter and Luke Williams.

140 consecutive days of on call were surveyed and 21 telephone calls were received with 8 resulting in actual call out of the second on call.  This meant that 1 in 5 nights, a phone call may be taken by a second on call and 1 in 20 nights, the second on call may have to come in.

Isle of Wight – 3rd Molar Audit. Ms Carol Hetherington.

The audit involved 100 consecutive third molar referrals in a 12-month period. 91% of the referrals had progressed to surgery.  Of the 91%, all had experienced two or more episodes of pericoronitis or other pathology necessitating removal of the teeth.  In 93% of the referral letters, it had been specified why they had been referred and this correlated well with signs reported on consultation.  Of the 9% who did not go ahead with surgery, one had ear problems and was subsequently referred to ENT. The others did not fulfil the criteria of the NICE Guidelines for 3rd molar removal

Southampton University Hospitals 

Mandibular bone plate removal. Mr F Hasim

The aim was to determine the rate of mandibular bone plate removal following trauma and orthognathic procedures. 19.1% (16/84) of plates placed as a result of mandibular fractures were removed, whilst 20% (5/25) were removed following orthognathic surgery. 

Complications following orthognathic surgery. Ms S Patel

The notes of 49 patients undergoing orthognathic surgery from 2000 – 2003 were reviewed. Complications with regards to postoperative infection and altered sensation in the lip or chin were documented. A rate of 20% of infection was described following internal fixation, whilst there was a rate of 44% of altered sensation. 12 (24%) of patients underwent a further procedure. Facial aesthetics and occlusal outcomes are under analysis.

Theatre waiting times for fractured mandibles. Ms K Siudem-Bromley

The notes of 34 patients treated for fractured mandibles between November 2003 and April 2004 were analysed. The average time from initial assessment to operation was two and half to three days. This information will be used as evidence to support a trauma list.

Notes
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