
Conclusions: These findings highlight the high rate of morbidity and
mortality associated with surgical treatment for UBIB. A small number
of cases occurred over 7 years requiring surgical intervention,45% had
two OGD’s and 9% went on to have a 3rd. Was there a window of oppor-
tunity to use IR if it were available. Recent studies have shown that
transcatheter arterial embolization is safer than surgical intervention
in the high risk patient population and has a lower 30-d mortality rate.

P-EGS19 Complete oesophageal transection during
thyroidectomy; Successful management of anastomotic leak
using endoluminal vacuum therapy (EVT) following failed
primary repair

Zeeshan Afzal, Stavros Gourgiotis, Richard Hardwick, Peter Safranek,
Vijayendran Sujendran, John Bennett, Robert O’Neill, Ayesha Noorani,
Andrew Hindmarsh
Cambridge Oesophagogastric Centre, Cambridge University Hospital NHS
Foundation Trust, Cambridge, United Kingdom

Background: Perforation of the cervical oesophagus is an extremely
rare but recognised complication of thyroidectomy. As with all oeso-
phageal perforations management depends on timing of diagnosis in
relation to the timing of injury, the size of the oesophageal wall defect,
extent of extraluminal contamination, and how unwell the patient is
with respect to sepsis. We report a case of complete transection of the
cervical oesophagus during total thyroidectomy and its subsequent
management.
Methods: A previously well 32-year-old female had a complete cervical
oesophageal transection during total thyroidectomy and neck dissec-
tion for papillary carcinoma of thyroid. This was recognised by her ENT
surgeon who repaired the oesophagus primarily. Subsequently, she de-
veloped sepsis with cellulitis of her anterior chest wall. Cross-sectional
imaging demonstrated a leak at the site of the cervical oesophageal re-
pair. Gastroscopy confirmed a 50% dehiscence of the oesophageal anas-
tomosis. Control and management of her oesophageal leak was
achieved with EVT delivered using an ad-hoc endoluminal vacuum de-
vice (EVD) constructed from open cell foam sutured around the distal
end of a nasogastric tube.
Results: The patient was managed in the intensive care unit (ICU) with
appropriate organ support and antimicrobial cover. A surgical jejunos-
tomy was placed to facilitate enteral feeding. EVT was delivered using
the ad-hoc EVD which was placed endoscopically and situated intralu-
minally across the anastomotic leak site. Continuous negative pressure
(125 mmHg) was applied. Six EVD changes were required to heal the
leak. Her total length of stay was 41 days, of which 38 days were in ICU.
There were no periprocedural complications related to using the EVD
or EVT, although the patient subsequently developed an oesophageal
stricture which required endoscopic dilatation.
Conclusions: Accidental complete transection of the cervical oesopha-
gus is extremely rare. This case highlights the importance of a multi-
disciplinary team approach for managing such cases. EVT is an
emerging treatment option for upper gastrointestinal (UGI) leaks and is
reported to be safe and effective for leaks from a wide range of causes
throughout the UGI tract. Successful resolution of the oesophageal
leak in this unusual case demonstrates the utility of EVT in difficult
clinical situations which may otherwise pose a formidable manage-
ment challenge using traditional treatment strategies.

P-EGS20 Safe emergency laparoscopic cholecystectomy in
the first 12 months of the Covid-19 pandemic

Martin Michel, Helen Fifer, Emily Moran, Felix Hammett,
Madara Kronberga, Mohamed Khawgali, Clare Bonner, Ala Saab,
Mohamed Balbola, Arin Saha
Huddersfield Royal Infirmary, Huddersfield, United Kingdom

Background: The World Health Organisation declared a global pan-
demic on the 11th March 2020 regarding the COVID-19 infection. This
has had a dramatic impact on both acute and elective hospital services
that will take a considerable time to recover from. Initial emergency

intercollegiate surgical guidance released in March 2020 raised concern
regarding laparoscopic surgery and advised to pursue alternative non-
surgical or radiological treatment options for the safety of patients and
theatre teams. The aim of this study was to assess the safety of emer-
gency laparoscopic cholecystectomy (ELC) for patients presenting to
our centre with acute gallstone pathology during the pandemic.
Methods: Retrospective analysis of all cholecystectomies undertaken
in the department during the first year of the pandemic from 11th

March 2020 to 11th March 2021. This period encapsulated two recog-
nised peaks of the pandemic in the United Kingdom. Demographic
data, elective/emergency, operative time, postop ITU admissions due
to COVID and COVID related mortality was collected. Operative num-
bers and times were compared with historical data (HD) from the previ-
ous five years over the same time frame.
Results: 399 laparoscopic cholecystectomies were performed during
the first year of the pandemic which was less than the previous five-
year average of 570 cholecystectomies per annum (30% reduction). 247
(61.9%) were performed as an emergency on patients presenting with
acute gallstone pathology compared to 35% (HD) performed acutely on
average historically. Average age was 56 yrs (16-88 range). Average op-
erative time for ELC during the pandemic was 69 minutes compared to
78 minutes HD (NS). No patients were admitted to ITU with post-
operative Covid infections and there were no 30 day post-operative
deaths.
Conclusions: We performed more ELC’s in the first year of the pan-
demic compared to the previous five-year average as we were con-
scious of the inevitable long waiting lists, we would certainly be faced
with in the coming months. The Covid-19 pandemic was a global
healthcare crisis and one the NHS had never encountered before. At
the time there was no high-quality evidence on the safety of laparos-
copy on patients presenting acutely. This study adds to the growing
body of evidence that with consistent preoperative testing, PPE and ap-
propriate patient flow pathways that emergency laparoscopic chole-
cystectomies are safe to perform in the current climate.

P-EGS21 The impact of COVID-19 on operative difficulty and
outcomes of laparoscopic cholecystectomy

Alisha Pati-Alam1, Paul Vulliamy2, Dipanker Mukherjee2,
Samrat Mukherjee2

1Barts Health NHS Trust, London, United Kingdom, 2Barking, Havering and
Redbridge NHS Trust, Romford, United Kingdom

Background: The COVID-19 pandemic resulted in substantial delays to
surgery among patients with symptomatic gallstones due to cessation
of elective surgical procedures. As this exposed patients to a longer pe-
riod of time during which complications from gallstones could develop,
we hypothesised that the operative difficulty and complication rate of
laparoscopic cholecystectomy (LC) increased following the first wave of
the pandemic.
Methods: This was a retrospective cohort study of patients receiving
emergency or elective LC at a single NHS trust comprising three sites.
We included patients undergoing surgery in the pre-pandemic period
(July-September 2019) and after resumption of elective surgical services
following the first wave of the pandemic (July-September 2020). We
compared data on operative duration, length of hospital stay, compli-
cations (bile leak, bile duct injury and mortality) and need for subtotal
cholecystectomy. Categorical data are reported as n(%) and were com-
pared with Fisher’s exact test. Continuous data are reported as median
with interquartile range and compared with Mann-Whitney U Test.
Results: 220 patients were included; 106 in the pre-pandemic group
and 114 in the pandemic group. There were no significant differences
in median operative times between the pre-pandemic (91 (71-
121 minutes) and post-first wave (86 (69-114) minutes) groups
(p¼ 0.48). The proportion of prolonged operations (over two hours) was
similar in the pre-pandemic and pandemic groups (50% versus 46%, re-
spectively, p¼ 0.59). Median length of hospital stay was 0 days for both
groups (pre-pandemic 0 (0-1) days; pandemic 0 (0-1) days, p¼ 0.42)).
There were no significant differences in the rates of bile leak, bile duct
injury, mortality, or the conversion to subtotal cholecystectomy.
Conclusions: Interruption of elective surgery following the first wave
of the COVID-19 pandemic did not result in a discernible change in the
technical difficulty or complication rate of LC at our centre. Longer
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term studies are required to assess the effect of prolonged delays to
surgery and the impact of subsequent waves of the pandemic.

P-EGS22 Emergency cholecystectomy: A comparative study
of patient outcomes during COVID-19 pandemic with pre-
COVID-19 period

Jen Kuan, Ilayaraja Rajendran, Paul Turner, Christopher Ball,
Ravindra Date, Nitya Krishnamohan, Jeremy Ward, Kishore Pursnani,
Vinutha Daya Shetty
Lancashire Teaching Hospitals NHS Foundation Trust, Preston, United Kingdom

Background: Emergency cholecystectomy is recommended for all
acute admissions with symptomatic gall stones. The Royal College of
Surgeons and AUGIS on 25th March 2020 recommended that all laparo-
scopic procedures should be avoided during the COVID-19 pandemic
with the view to minimise the risk of virus transmission from aerosol-
generating procedures. This retrospective study compares the out-
comes of patients undergoing emergency cholecystectomy during the
COVID-19 period with the pre-COVID-19 period.
Methods: All patients who underwent emergency cholecystectomy
(EC) from March 2019 to March 2021 were included. ‘Pre-COVID-19’ pe-
riod was defined as 25th March 2019 to 24th March 2020, whereas the
‘COVID-19’ period was from 25th March 2020 to 24th March 2021.
Mortality was considered as the primary outcome. Secondary out-
comes include the 30-day postoperative complications based on the
Calvien-Dindo classification (CDC) and the length of stay (LOS).
Mortality and postoperative complications were assessed using the
Chi-squared test, whilst LOS was studied using the Mann-Whitney U
test. A p-value of< 0.05 was considered statistically significant.
Results: A total of 143patients underwent EC during the 24-month
study period (75patients pre-COVID-19 and 68patients during COVID-
19). The 30-day mortality was nil. 9patients;12% in pre-COVID-19 period
and 11patients;16% in COVID-19 period underwent conversion to open
cholecystectomy (p¼ 0.47). 18patients;24% from pre-COVID-19 and
19patients;27.9% from COVID-19 periods developed postoperative com-
plications (p¼ 0.59). Grade-2-CDC complications were seen in
12patients;17.6% during COVID-19 period and 5patients;6.7% in pre-
COVID-19 period (p¼ 0.0043). However, grade-3,4 CDC complications
requiring intervention (p¼ 0.39), and ICU-admission (p¼ 0.62) were
comparable in both periods. 1patient developed COVID-19 infection but
made a full recovery. Mean LOS was 6-days in both periods, with no
statistical difference (p¼ 0.28).
Conclusions: This study demonstrated no significant difference in pa-
tient outcomes who underwent emergency cholecystectomy during
the COVID-19 pandemic compared to the pre-COVID-19 period.
Emergency cholecystectomy should be offered to all surgically fit
patients with symptomatic gall stones.

P-EGS23 Efficacy of Percutaneous Cholecystostomy and
Timing of Tube Removal: An Observational Study from a busy
District General Hospital

Clarisa TP Choh, Agata Majkowska, Claire Heugh, Andrew S Cowie,
Richard Byrom, David H Bennett, Nick A Davies
University Hospital Dorset, Dorset, United Kingdom

Background: Percutaneous cholecystostomy (PC) has traditionally been
reserved for high-risk patients with cholecystitis who are unfit for sur-
gical intervention, or as a temporizing measure for septic biliary
patients to relieve sepsis and symptoms. However, there are currently
no guidelines regarding the timing of tube removal following PC. The
aim of this study is to evaluate the timing of tube removal following re-
solving inflammation and patency of biliary ducts, and its associated
risks.
Methods: Patient notes and imaging reports were retrospectively
reviewed from those who underwent percutaneous cholecystostomy
from January 2015-Dec 2020. Data collected included demographic
details, symptom presentation, requirement of ITU admissions, details
of cholecystostomy, post-operative complications from the tube,

outcomes following PC, and mortality rates within 30 days of the proce-
dure. Patients were graded by their severity of their cholecystitis
according to the 2018 Tokyo Guidelines, and these were correlated with
morbidity and mortality outcomes within 1 year of the procedure.
Results: There were 55 females and 65 males, with a mean age of 75.2
years (range 45-96 years). Approximately 45% of patients were diabetic
and had comorbidities. On presentation, 54% (65/120) patients had ele-
vated inflammatory markers (WCC/CRP), and 20% of patients had asso-
ciated deranged liver function tests. Majority of patients had moderate
or severe acute cholecystitis, with over 25% (31/120) of patients pre-
senting with sepsis, and 6 required admission to intensive care. The
median time from diagnosis of acute cholecystitis to percutaneous
cholecystostomy was 8.5 days (range 1-64 days). Tube removal was per-
formed after a median time of 31 days (range 1-142 days). Morbidity
rate was observed to be 8-10%, comprising of complications such as
tube displacement, leakage around the drain, bleeding and liver ab-
scesses. Only 18.3% (22/120) of patients were deemed to be fit for fur-
ther surgical intervention, of which 13 of those underwent a
cholecystectomy thereafter. Unsurprisingly, 38% of these patients had
recurrent biliary symptoms, and a 30% mortality rate.
Conclusions: Percutaneous cholecystostomy is a safe option in high-
risk surgical patients for symptom relief, and is a crucial step in tempo-
rizing and de-escalating sepsis. However, this study suggests that
timing of cholecystostomy removal is variable, and is associated with
high morbidity. Consideration needs to be given to shorten the time to
tube removal, to minimise risks, if certain criteria are met to ensure
safety and efficacy.

P-EGS24 Surgical case series of incarcerated diaphragmatic
hernias following oesophagectomy for oesophageal cancer.
Single centre experience

Charef Raslan, Mohamed Alasmar, Ram Chaparala
Salford Royal Hospital, Manchester, United Kingdom

Background: Incarcerated post-oesophagectomy diaphragmatic hernia
(IPODH) is a recognised surgical emergency and potentially hazardous
event. Information regarding the natural course for this emergency and
guidelines regarding the management were not described clearly in lit-
erature. This case series aim to review patients who presented as
emergency with IPODH
Methods: This observation study is conducted at Salford Royal
Hospital that has one of the largest oesophago-gastric unit in United
Kingdom. A 7-year period (April 2013 - April 2020) retrospective data
collection is performed using prospectively maintained database. We
reviewed the presentation and management course for all patients
who presented as emergency with IPODH.
Results: We identified 341 patients who underwent oesophagectomies
over the seven-year period. Seven patients (2%) developed IPODH
which required emergency surgery. All these patients underwent 2
stage oesophagectomies. Out of these, 5 patients had laparoscopic as-
sisted procedure (hybrid), 1 patient had minimally invasive procedure
and another patient had open operation. Mean time interval from
esophagectomy to the acute incarcerated hernia presentation was 23
months. Only 1 patient developed acute diaphragmatic hernia on day 4
post-oesophagectomy.
The incarcerated hernia contents were reported as small bowels (4
patients), gastric conduit (2 patients) and colon (1 patient). Dealing with
these acute emergency cases can be difficult as the hernia contents are
threatened. Therefore, most of these patients underwent emergency
laparotomy, only 1 patient had laparoscopic procedure to repair the in-
carcerated hernia. Collagen mesh used to repair the defect only in 2
patients, whereas the rest of the patients had the defect repaired with
primary sutures only.
Conclusions: Minimally invasive techniques were associated with a
higher incidence of post-oesophagectomy diaphragmatic hernia com-
pared with open techniques. These hernias can lead to a significant
and serious risk when they present with incarceration. The risk of the
acute manifestation and significant post-repair morbidity support
long-term surveillance for post-oesophagectomy diaphragmatic hernia
and elective surgical treatment. Laparoscopic repair of non-
complicated diaphragmatic hernia is feasible and effective in high-
volume centres.
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