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Introduction With issues of increasing demand for endoscopy pro-
cedures, there is a need to validate surveillance referrals. A nurse-led 
review of surveillance referrals was set up. The aim was to ensure 
that patients are seen at the right time based on current guidance – 
right patient, right time, right test.
Methods A protocol was developed which outlined the process for 
nurses to review referrals for patients on planned surveillance wait-
ing list for colonoscopy. All referrals were reviewed with the hospi-
tal notes; relevant information documented on the protocol form 
which included changes in health; medication etc. Referrals with no 
change followed the pathway of original planned care. Referrals 
which did not meet the guidance (coded by nurses as: no/unsure) 
were reviewed by consultant colorectal surgeons. After consultant 
review if there were changes to planned care both the patient and 
their GP’s were informed by letter of the changes.
Results A total of 296 surveillance referrals were reviewed between 
March – November 2012.Of these referrals were 126 were appropriate 
170 were identified as needing changes to planned care. Of the 170 
patients where changes were recommended, 115 were removed from 
the waiting list. 22 patients had a date change and 33 patients had no 
change to their planned care. Issues found for patients were: age, men-
tal capacity, patient choice consideration, and documentation were: 
old versions or incomplete/illegible referrals, initial consultation docu-
mentation did not always include family history. See diagrams below:
Conclusion Nurses are able to identify changes to planned sur-
veillance colonoscopy referrals. Reducing risk to patients through 
inappropriate colonoscopy procedures; reducing waiting list and 
releasing capacity to other patients. This review shows there is a 
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Introduction Endoscopy remains important diagnostic tools for 
evaluating disease, early detection of malignant lesions and the 
delivery of therapy within the gastrointestinal (GI) tract. There are 
a number of regimens that are utilised for the administration of 
intra-venous sedation, including benzodiazepines (BDZ). However, 
sedation for endoscopy is not without its risks with an influential 
report suggesting that many major complications arise from 
patients being over-sedated (1). Thus, factors that are utilised to 
reduce the amount of sedation, without a detrimental effect on 
intra-procedural comfort, are important. Thus the aim of our study 
was to assess the impact of a change in syringe size of BDZ offered 
to endoscopists on the amount of BDZ administered in sedated GI 
endoscopy.
Methods A 2 centre, prospective trial comparing BDZ use across 
all forms of sedated endoscopy across two time periods. In the first 
period (1st November 2010- 31st October 2011) endoscopists were 
given a single 5 ml syringe containing 5 mg midazolam. In the 
 second time period (1st November 2011- 31st October 2012) endosco-
pists were given two 2.5 ml syringes each containing 2.5 mg mid-
azolam. BDZ use, comfort scores and complications were compared 
across the two time periods. Patients who had a general anaesthetic, 
and those who did not have sedation, of their endoscopy were 
excluded.
Results Table 1 details the results. Significantly less BDZ was 
administered in the second time period without an impact on 
comfort scores. Complications related to sedation were not 
 different.
Conclusion Offering endoscopists smaller syringes reduces BDZ 
use but not at the expense of comfort levels. Further longitudinal 
study is required to further evaluate whether reduced BDZ usage 
has an impact on complications.
Disclosure of Interest None Declared
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Abstract Oc-076 Table 1  

Period 1 (x1 5ml midazolam syringe) Period 2 (x2 2.5ml midazolam syringe) P value

Male:Female 4770 : 4990 4910 : 4948 0.15

Age +/- standard error of the mean (SEM) 63.1 yrs +/- 0.6 63.2 +/- 0.4 0.88

Total number of endoscopic procedures 9760 9828

Sedation proportion 65.2% 66% 0.63

Midazolam dosage (+/- SEM) 2.97 +/- 0.05 2.51 +/- 0.02 < 0.0001

Comfort scores 1.1 +/- 0.008 1.0 +/- 0.004 0.45

Complications 0.08% 0.07% 0.98

Abstract Oc-077 Figure 
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DEVELOPMEnT AnD VALIDATIOn OF nEW cLInIcAL 
DISEASE SEVERITY InDEX FOR PATIEnTS WITH 
InFLAMMATORY BOWEL DISEASE: A PROSPEcTIVE 
MULTIcEnTRE STUDY

doi:10.1136/gutjnl-2013-304907.078
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Introduction Due to the different presentations of patients with 
inflammatory bowel disease, several clinical severity indices were 
used in the past. Interestingly, most (if not all) of these indices were 
not properly validated and did not go through a robust methodol-
ogy. Our aim is to develop a new clinical disease severity index that 
valid, easy obtainable in the clinic and suitable to all IBD patients.
Methods The development of Swansea IBD clinical severity index 
(SICSI) followed a clinimetric approach. Items were devised using 
IBD experts opinions and through reviewing 17 clinical severity 
indices commonly used in studies for UC and CD. To ensure items 
are applicable, we asked a small focus group of IBD specialists, stat-
isticians and methodologists to review these items and ensure good 
face and content validity. Psychometric properties were tested on 
210 patients to remove redundant items and shorten the index. 
Construct validity was checked using biochemical markers like CRP, 
WBC, HB and albumin and clinical indices which are: Harvey Brad-
shaw index, simple clinical colitis activity index and perianal disease 
activity index. If patient is having an endoscopy, endoscopic indices 
will be recorded as well which are mayo clinic score, Rachmilewitz 
scores and simple endoscopic score.
Results We found that 7 items account for 98% of the variance of 
the total score and they are: Abdominal pain or discomfort, stool con-
sistency compared to the usual, blood in stool, number of stool fre-
quency, general well being, nocturnal symptoms and urgency. Items 
that had high item total correlation > 0.8 like physician global assess-
ment were removed from the index as they are redundant. Tempera-
ture and abdominal mass had a zero variance score and did not add 
any value to the total score and were removed during factor analysis. 
Internal consistency (Correlation of items with each other) was 
acceptable (Cronbach alpha = 0.827). SICSI had good correlation 
with the clinical, biochemical and endoscopic severity scores (r > 0.5).
Conclusion It is clear that the Swansea IBD clinical severity index 
will perform well in clinical practise. Further studies are going on to 
implement the index in clincal practise. The index has been incorpo-
rated into our local IBD registry to follow up and moniter patients. 
There are plans to develop an iPhone application.
Disclosure of Interest None Declared
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IBD-SSHAMP (SUPPORTED, SELF HELP AnD 
MAnAGEMEnT PROGRAMME); UK’S FIRST InTERnET 
BASED REMOTE MAnAGEMEnT SYSTEM FOR MAnAGInG 
STABLE IBD
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Introduction In February 2012 the Luton & Dunstable University 
Hospital in Hertfordshire, became the first hospital in UK to com-
mence a remote management programme for stable inflammatory 
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need to have a validation process of surveillance referrals with a 
cost saving in our case of 115 less colonoscopies equating to 23 
lists.

Further changes to processes could enhance patient care further 
such as nurse reviewers contacting patients by telephone or in 
appropriate clinics. Improvements in documentation and electronic 
data bases for surveillance patients which include family history of 
colorectal cancer to inform decision making.
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cOST SAVInGS AnD OUTPATIEnT cLInIc APPOInTMEnTS 
SAVED: A 2 YEAR REVIEW OF A nURSE LED TELEPHOnE 
ADVIcE LInE FOR InFLAMMATORY BOWEL DISEASE
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Introduction In 2008 the Luton & Dunstable University Hospital 
set up a nurse led telephone advice line for inflammatory bowel dis-
ease (IBD) patients. This service was set up to provide specialist 
assistance for GPs, IBD patients and their carers in the community. 
A recent national audit looking into the role of the IBD specialist 
nurses highlighted the value patients attribute to easy access spe-
cialist advice at the point of need [1]. The patients can call for a 
range of issues including general advice, their blood results, to 
change clinic appointments or to discuss patient self management 
of flares in their IBD. The advice line has become a major compo-
nent of the IBD nursing post.
Objective To assess the cost savings and number of outpatient 
appointments (OPAs) saved through nursing intervention using the 
IBD advice line.
Methods For a 2 year period every phone call to the advice line 
was logged and recorded. If the advice given help prevent or expe-
dite a patient request for an urgent OPA, then this was recorded. 
Both the patients’ GPs and IBD Consultants were informed of 
any changes in the patients’ clinical management. A cost analysis 
was made using the national tariff of £85 for a routine OPA clinic 
visit. 
Results In 2011 a total of 1252 phone calls were received. This led 
to 305 OPAs being saved and 44 being expedited. This saved our 
local primary care trust (PCT) £25,925. In 2012 a total of 2205 
phone calls were received. This led to 194 OPAs being saved and 58 
being expedited. This saved our local PCT £16,490.
Conclusion There has been a year on year increase in the number 
of patients using the IBD advice line. In the last 2 years 3457 calls 
have been received, 499 OPAs have been saved and 102 OPAs have 
been expedited. Over 2011 and 2012 this nurse led advice line has 
saved our local PCT £42,415. As a result of our audit we have 
 managed to secure funding for the advice line where clinical man-
agement has been shown to saved a clinic appointment.
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