
system reduced waiting time which translates to a reduction in admis-
sion rates. The importance of this referral system is magnified in the
recovery phase of the pandemic where we continue to recover waiting
times.

P-EGS08 What is the Best Risk Prediction Model for
Oesophageal Perforation?

Mohamed Alasmar, Zak Shehata, Mohammad Altarawni, Patrick Casey,
Rachel Melhado, Javed Sultan
Salford Royal NHS Foundation Trust, Salford, United Kingdom

Background: Oesophageal perforation is a challenging surgical condi-
tion associated with high mortality and morbidity. There is a lack of
consensus regarding the optimal treatment strategy, when and whom
to operate on. Treatment options include primary repair, t-tube repair,
emergency oesophagectomy, endoscopic therapy, and palliation.
Whilst many risk prediction models exist, the only specific score to pre-
dict mortality in oesophageal perforations is the Pittsburgh Severity
Score (PSS). However, there is limited evidence on its validity and even
less literature to predict short and long-term morbidity in these
patients.
Methods: We compared and validated commonly used risk prediction
models, including the PSS, the National Emergency Laparotomy Audit
score (NELA score), the Portsmouth Physiological and Operatic Severity
Score for the enumeration of Mortality (P-POSSUM), and the Surgical
Outcome Risk Tool (SORT) using a dataset of 83 patients ranging from
2009 to 2021. The power to predict mortality and morbidity was
assessed using the comprehensive complication index (CCI). The CCI
was calculated using complications for both operative and non-
operative cohorts.
Results: Of the scores assessed, NELA showed the most robust predic-
tive value for in-hospital mortality, 30-day mortality, and 90 mortality
(AUROC 0.812, 0.8602, 0.8302, respectively). The PSS also showed signifi-
cant predictive value for in-hospital mortality, 30-day mortality, and 90
mortality (AUROC 0.792, 0.856, 0.813 respectively). Furthermore, NELA
had the strongest correlation between score and CCI (rs 0.644 p<0.001).
Conclusions: Despite not being validated for oesophageal pathology,
NELA appears to be the optimum scoring model to predict mortality
and morbidity for this patient population. This is the first study to
compare the efficacy of different risk prediction models in oesophageal
perforations and could be used to inform shared decision making and
peri-operative outcomes. Further large-scale validation of risk predic-
tion tools is required to corroborate these findings.

P-EGS09 The Introduction of an Ambulatory Surgical
Pathway

Joshua Wall, Katie Boag, Mikolaj Kowal, Tobias Plotkin, Rachel Maguire,
Adam Peckham-Cooper
Leeds Institute of Emergency General Surgery, Leeds, United Kingdom

Background: Since the publication of the Emergency General Surgery
Commissioning Guide by ASGBI in 2014, there has been a drive to de-
velop ambulatory pathways for acute surgical patients, saving inpa-
tient stays and reducing the risk of hospital-acquired infections. Many
units, like ours, had a large workload increased by seeing next day
returns as well as acute presentations. In October 2020 an Institute of
Emergency General Surgery was formed who developed an ambulatory
pathway to ameliorate some of these issues and provide a point of con-
tact for primary care referrals, for one the busiest emergency general
surgical takes in the UK.
Methods: A retrospective analysis was undertaken to identify all acute
referrals to general surgery over a 14-day period in February 2019 prior
to (Pre-ASC) and 2021 after (Post-ASC) the introduction of an
Ambulatory Surgical Clinic (ASC). All patient episodes were reviewed,
and descriptive statistics on overall attendance to the surgical assess-
ment unit (SAU), admissions to inpatient wards and referrals to ASC
were analysed. Patients presenting to the acute urology take were used
as a control to compare the number patients attending the surgical as-
sessment unit both before and during the COVID-19 pandemic.

Results: 830 patients presented over the 28-day study period (426 pre-
ACS vs 404 post-ACS; 5% reduction), totalling 992 patient encounters
including planned returns (525 vs 467; 11% reduction).
After the introduction of the ASC total attendance to SAU was reduced
by 42% (525 vs 306); next day return attendances were reduced by 87%
(99 vs 13) and attendances from primary care were reduced by 68% (208
vs 67). The proportion of patients admitted was similar (46% vs 50%).
146 patients attended the ASC, and 15 patients received telephone ad-
vice alone.
The control group saw attendance increase by 25% (178 vs 223).
Conclusions: The results clearly show that the introduction of the ASC
has decreased attendance to SAU, freeing clinicians to dedicate more
time to those acutely unwell. The similar proportion of admissions af-
ter the introduction of the ASC suggests that the ambulatory pathway
correctly identifies those who are well enough to be managed as outpa-
tients. The increased attendance in the control group suggests that the
data were not the results of a decrease in referrals due to COVID-19.
The results shared here should encourage other large units to consider
developing ambulatory pathways.

P-EGS10 Clinicopathology of Critically Ill Patient With Coffee
Ground Vomitus Undergo Oesophagogastroduodenoscopy

Muhammad Hafizuddin Salleh1, Abdul Rahim Samad1, Mohammad
Alif Yunus1, Ismail Sagap2

1Hospital Melaka, Melaka, Malaysia, 2Universiti Kebangsaan Malaysia, Kuala
Lumpur, Malaysia

Background: The incidence of acute gastrointestinal bleed in Malaysia
is approximately 72 per 100000, as the incidence in patients who had
mechanical ventilation is 2.6%. Coffee ground vomitus is one of the
presentations of upper gastrointestinal bleed, and the decision for up-
per gastrointestinal endoscopy in a critically ill patient with such pre-
sentation would be a dilemma as endoscopy might lead to several
complications such as endotracheal tube dislodgement, transient bac-
teremia, cardiopulmonary event, and perforation. We studied the clini-
copathology of patients who were referred to our unit with coffee
ground vomitus in a critically ill condition, as it would help us further
in determining the severity and outcome of the patients.
Methods: This was a retrospective cross-sectional study from 59
patients in the critical unit in Hospital Melaka who were referred to the
surgical department for coffee ground vomitus and underwent esopha-
gogastroduodenoscopy. The study was conducted from November 2020
till July 2021.
Results: The median age of the patient was 73 years old and the mean
body mass index was 25.6.. The primary diagnosis of patients in the criti-
cal care was Acute Coronary Syndrome 18%, Sepsis 17%, and cerebrovas-
cular accidents 10%. The mean systolic blood pressure was 126 and the
mean pulse rate was 94. The mean hemoglobin level upon admission
was 10.7 and 9.07 upon referral. Other laboratory parameters that were
analyzed were urea, INR, platelet, and lactate. 51% had history of taking
antiplatelet or anticoagulants. 92% of patients underwent urgent OGDS
(within 24 hours of referral), and 30% of them had findings of high-risk
ulcers (Forrest 1b, 2a, and 2b) which need urgent intervention.
Conclusions: The data from the study would be beneficial in providing
evidence for further clinical research in our center on identifying the
factors that will predict the outcome of OGDS towards the patient ei-
ther for endoscopic intervention or diagnostic endoscopy only.

P-EGS11 The Theatre Training Checklist: A Toolkit to Revive
Post Pandemic Operative Training

Joanna Aldoori1, Andrew Robson1, Adam Al-Attar2, Josh Burke1,
Lolade Giwa3, David O’Regan1, Mark Peter4

1Leeds Teaching Hospitals NHS Trust, Leeds, United Kingdom, 2Health Education
North West, Manchester, United Kingdom, 3Royal Free London NHS Foundation
Trust, London, United Kingdom, 4Calderdale and Huddersfield NHS Foundation
Trust, Huddersfield, United Kingdom

Background: The COVID-19 pandemic has had a significant negative
impact on operative surgical training, with trainee logbook numbers
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reduced by more than 50% compared to 2019. The operating theatre is
expensive, costing approximately £1200 per hour to run. It is a crucial
learning environment for many different trainees: anaesthetists, sur-
geons, operation department practitioners and surgical first

assistants. For individuals to achieve their training requirements, the
operating theatre as a training environment must be shared between
all trainees. This requires excellent teamwork and leadership. The re-
covery phase of the COVID-19 pandemic is a unique opportunity to
adopt novel training strategies.
Methods: The Theatre Training Checklist is a simple framework that
aims to facilitate awareness, understanding, coordination and cooper-
ation of training for all members of the team (Figure 1). It is a practical
strategy that can be adopted in any setting. Usually, trainers discuss
informally with their trainees about their individual Skills, Experience,
Expectationsand what is Achievable in a planned theatre list (SEEA).
However, there currently is limited opportunity to discuss this be-
tween different disciplines and the wider team. This tool aims to re-
fine communication, optimize training, manage expectations and
ensure equity across the board. The checklist has been introduced and
trialed locally.
Results: The checklist is completed at the start of the list during the
theatre brief. It identifies all trainees and their specific needs within
the operating theatre session to the whole team. An agreed strategy is
developed on how to achieve identified training goals (figure 2).
Sometimes it may not be possible to allow a trainee to perform a partic-
ular procedure. However, other opportunities for training in theatre ex-
ist, such as: patient positioning, choice of equipment, types of
techniques, discussions around consenting and complications etc.
Feedback undertaken from the multiprofessional team after local tria-
ling of the checklist has been positive.
Conclusions: The Theatre Training Checklist aims to create dialogue
and shared understanding of training needs among all parties within
the operating theatre. The Theatre Training Checklist Toolkit is avail-
able for use and consists of the checklist tool and an instructional
video. The Theatre Training checklist is being piloted in some centers
and we hope to have the opportunity to present some early findings at
AUGIS 2021.

P-EGS11 Figure 1

P-EGS11 Figure 2
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