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1. Background and Justification 

This guidance has been produced by GIRFT in partnership with the Royal College of Surgeons 

of England (RCS) and Association of Surgeons of Great Britain (ASGBI). It is aimed to provide 

advice on various aspects of surgery which should be available and clearly documented in a 

laparotomy or laparoscopic bowel resection operation record. The document is not a 

comprehensive guide to this surgical procedure; however, it is hoped that surgeons will find the 

advice it offers helpful. 

This document was developed from the analysis of existing guidance, medical negligence claims 

notified to NHS Resolution by NHS trusts, feedback from NHS panel firm lawyers and expert 

witnesses. It has been established that poor operative documentation has made the investigation 

of incidents leading to claims difficult and has prevented the defence of good clinical practice. 

This guidance seeks to provide (non-mandatory) recommendations of what would reasonably be 

expected to be documented to support both good clinical communication with colleagues and 

potential review of operations in response to a patient complaint.   

It is expected that the recommendations listed would be included within the documentation of 

patient care and although the majority will be included in the operation note, the information could 

be contained elsewhere in the patient record including assessment in A&E, ward round entries, a 

separate WHO Surgical Safety Checklist and drug charts. It is preferable where possible that the 

operation record is typed. The documentation where appropriate may be made by other members 

of the surgical team apart from the operating surgeon. However, it is the operating surgeon’s 

responsibility to ensure that appropriate documentation has occurred. The operating record 

should accompany the patient into recovery and to the ward. 

The guidance includes case vignettes which provide useful context and should be read in parallel 

with the recommendations. 



 
 

2. Recommendations for documentation of practice in all 

patients undergoing laparotomy and laparoscopic bowel 

resection 

1. The indications for the operation and the evidence both in terms of serological markers, 

imaging, presenting complaint and clinical examination that has led to the recommendation to 

perform this operation.  

2. Documentation of the informed consent process including the risks of not operating should be 

available. The likelihood of a blood transfusion or the need to proceed to a laparotomy or any 

other additional procedures as relevant should be recorded along with the associated risks. It 

should be clearly documented if the patient does not consent to any of these relevant 

procedures including transfusion.  

3. Safety briefing, sign in, time out, and sign out as part of WHO Surgical Safety Checklist1. 

Presence of required surgical equipment should be confirmed2. 

4. Record names of all surgeons with name/grade of lead surgeon and assistants. 

5. Record names and grade of anaesthetist(s) and type(s) of anaesthetic used. 

6. Record the date and time of the procedure.  

7. Record drugs given pre-operatively and during surgery e.g. antibiotics, local anaesthetic 

8. Record the insertion of a urinary catheter if carried out. 

9. Record patient position and skin preparation. 

10. Describe or draw the location of the incisions made with reference to anatomical landmarks 

and previous surgical wounds and whether the procedure is laparoscopic or open. Describe 

adhesions or any other difficulty encountered and how these are addressed, particularly noting 

any significant structures that were protected or damaged in the process. 

11. If a laparoscopic procedure is performed, the following should be documented: 

a. confirm that the laparoscope was inserted into the abdomen under direct vision. 

b. document the insertion of the other ports both in terms of position (epigastric, right 

costal margin etc.…) and size (5/10/12mm) and that they were inserted under direct 

vision +/- use of local anaesthetic.  

c. record the level at which the intra-abdominal pressure was set. 

d. record if the patient was placed in the reverse Trendelenburg position with right side 

up. 

12. Document the findings at the time of surgery such as the presence of a mass, abscess, diffuse 

peritonitis, hernia, constricting bands in bowel or signs consistent with ischaemia as well as 

any other abnormality to the abdominal organs including whether the tissue is friable.  

13. Record if any tissue sample was sent to pathology. 



 
 

14. If a section of bowel is resected describe the location and reason for resection as well as the 

method used to transect the bowel and that the remaining bowel is well perfused at the 

transection site. 

15. Describe whether a primary anastomosis or a stoma was formed and the rationale behind the 

choice. 

16. If a primary anastomosis was formed the technique performed should be described including 

whether enterotomy, sutures and/or stapler were used. Method used to ensure no omentum 

in staple line and confirmation that a satisfactory seal was achieved should also be recorded. 

17. Note whether there was any spillage of bowel contents and steps taken to washout or carry 

out routine irrigation prior to closure. 

18. Confirm that the bowel has been checked for perforations and injury at the end of the 

procedure.  

19. Record that haemostasis was achieved before beginning closure and the bowel and omentum 

were returned to their usual position.  

20. Document sequential method of wound closure, whether any drains were used and what 

dressing was applied.  

21. If laparoscopic, record that the ports were removed under direct vision.   

22. Record any intra-operative complications and what action was taken to remedy them including 

conversion from laparoscopic to laparotomy, any additional procedures performed and the 

rationale for them. 

23. Document an estimate of the blood loss. 

24. Document a stoma exam post-operatively if performed.  

25. The post-operative plan including:  

a. Antibiotics;  

b. Blood tests required e.g., haemoglobin;  

c. The location the patient should be transferred to if they need higher level care e.g., 

HDU, ITU;  

d. Frequency of clinical observations in the post-operative period; 

e. If used, when drains should be removed;  

f. The need to check pathology results for the specimen sent; 

g. VTE thromboprophylaxis (including risk assessment and deviations from local 

protocol); 

h. Post-operative recovery including when the patient should eat and drink; 

i. Discharge plans; 

j. Removal of sutures where required;  

k. Any follow up.  

26. Signature of the first surgeon alongside their name and grade to confirm the record is complete 

and accurate.  



 
 

3. Duty of Candour 

It is important that appropriate duty of candour be exercised informing the patient of any events 

or peri-operative complications which could cause harm or compromise their outcome, at the 

earliest opportunity following detection and as deemed appropriate by the treating team. This 

should be carried out in accordance with local policy and should include a clear apology, an offer 

of an appropriate remedy (if possible) and/or support. The communication should detail the short 

and long-term effects of what has happened to the patient.3  

 

4. Case Vignettes 

 

 

 

 

Case vignette 1  

Missed perforations  

The Claimant had a procedure which was incorrectly described as a Hartmann’s resection 

of the bowel. Unfortunately, there was a delay in doing the operation because of an earlier 

failure to investigate with a CT scan. When the operation was performed its 

documentation as a Hartmann’s procedure was problematic as it turned out that it was 

not actually a Hartmann’s (as the diseased bowel was not removed as it could not be 

located) so the bowel was instead just defunctioned with a stoma.   

The damages have not been confirmed for this case but are expected to be high. The 

claimant still has a stoma and until that is corrected the costs cannot be defined.  

Message 

It is important to correctly identify the name of the procedure actually performed and 

why what was carried out differed to the pre-operative plan. All reasonably predictable 

operative procedures should be discussed with the patient as part of informed consent. 

It should be clearly documented that the bowel has been checked for perforations 

before closing. 

 



 
 
 

 

 

 

 

 

 

 

 

 

 

Case vignette 2  

Missed bowel injury  

The patient underwent a low anterior resection with loop ileostomy due to bowel cancer. 

Five months later he underwent an ileostomy reversal procedure. Following the procedure 

the patient developed signs of sepsis. He was returned to theatre where an emergency 

laparotomy was carried out and a small bowel perforation identified and repaired. As a 

result of the laparotomy the patient developed an incisional hernia and will require hernia 

repair surgery.   

The patient brought a claim with allegations including a failure during the elective 

ileostomy reversal to recognise that an injury to the bowel had been caused. It was also 

alleged that prior to completing the procedure the entire operative area had not been 

checked as required to ensure that there had been no inadvertent iatrogenic injury.  

This could not be defended due to lack of documentation resulting in the NHS paying 

£107,000 in damages and £104,595 in costs.  

Message 

It is important to document checks for perforation, bowel injury, haemostasis and that 

bowel and omentum have been returned to usual position before closure. 

 



 
 

 

 

 

 

 

 

 

 

 

 

Case vignette 3  

Bowel injury during closure  

A patient who had a long and complex bowel history as a result of Crohn’s disease 

including multiple operations brought a claim alleging that during closure following a 

bowel resection a loop of bowel was negligently sutured or otherwise damaged. Whilst 

the operative note included details of the closure they were limited in scope. 

Liability was denied but the claim continued to be pursued for over five years before a 

settlement was achieved. Significant input was required from the operating surgeons 

and those involved in the subsequent repair procedure in order to maintain the denial 

and achieve the litigation risk settlement. The costs of investigation for the NHS are not 

insignificant and cannot be recouped from the claimant even when successfully 

defended.  

The claim cost the NHS £200,000 in respect of damages and costs. 

Message 

A detailed operative record is key for an investigator to be confident that any unusual 

finding or complication has been documented. Clarity surrounding any damage present 

at the time of surgery helps to confirm whether a complication occurred at the time of 

surgery or whether there was a pre-existing problem as part of the patient’s presentation 

for surgery.  



 
 

 

Case vignette 4 

Failure to check seal of anastomosis and incorrect documentation  

The patient had a history of inflammatory bowel disease and was advised to undergo 

an elective anastomosis as they were reluctant to have a stoma. The operation was 

uneventful but, post-operatively, a leak of faecal matter occurred, the claimant 

developed profound sepsis and multiple organ failure.  Ultimately, he required partial 

amputation to fingers on both hands and bilateral below knee amputations. 

The main allegations were that the surgeon concluded the operation without retesting 

the anastomosis, leaving a leak. It was also alleged he failed to convert to a Hartmann's 

procedure when a leak in the anastomosis was discovered and therefore treated the 

patient to a substandard level leaving the claimant with a leaking anastomosis.  

Although the anastomotic leakage is a known risk, the unusual feature in this case is 

the speed at which the anastomotic leakage became symptomatic and the catastrophic 

nature of the same.  

At trial, during cross examination of the surgeon, he was referred to a handwritten 

operation note.  This referred to the original defect in the patient's bowel being on the 

right rather than the left, although the surgeon’s evidence was that the original defect 

was on the left and had always been on the left. It also became apparent that when 

suturing the rectal stump to gather the walls of the bowel together prior to performing 

the anastomosis, the surgeon had adopted an end-to-end over sewing technique rather 

than a purse string technique.  During his evidence, the claimant’s expert confirmed his 

view that there were two holes caused by the surgeon’s admitted surgical technique of 

over sewing the rectal stump which would have left the two knotted ends of the suture 

outside the cutting and stapling mechanism of the gun deployed to form the 

anastomosis. As a result, it became the claimant's case that immediately following the 

original anastomosis, there were two defects rather than one, one being on the right 

and one being on the left.  It also became their case that, since there were two holes, 

the underwater testing performed by the surgeon must have been defective since 

having identified and repaired one defect, he failed to identify a second 5millimetre 

defect.  



 
 

 

 

 

 

 

 

 

 

 

 

 

 

Case vignette 4 continued  

Ultimately, in spite of very good evidence from the surgeon that there was only one hole 

which was identified following anastomosis by pumping air into the bowel and, once 

repaired, the same exercise produced no bubbles, the judge concluded that there were 

two holes and one was not repaired.  The surgeon gave evidence at trial of an unusual 

technique (the end-to-end suture rather than purse string) which the judge concluded 

increased the risk of holes. 

Damages were awarded in the sum of £403,532.50; Claimant’s costs, including trial 

costs, were paid in the sum of £290,000.00.  

Message  

It is important to check an operation record for errors especially when specific 

anatomical locations including laterality are involved. The errors and lack of clarity in the 

operation note allowed the acceptance of the claimant’s team’s theory that the check of 

the anastomosis was below the expected standard and led to an avoidable complication 

by an additional leak. Due to the inaccuracies in the documentation the defence 

hypothesis that the leak had occurred due to ischaemia was rejected.  
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