
The patient underwent diagnostic laparoscopy with ileo-caecal resec-
tion and primary anastomosis. He made successful recovery. Deflated
gastric band remains in-situ.
Results: While small bowel obstruction is most commonly due to adhe-
sions in individuals who have had previous laparotomy, it is important
to bear in mind other causes such as internal hernias particularly in
cases of those with history of previous gastric banding or Roux n Y gas-
tric bypass. Early intervention may be necessary to reduce the likeli-
hood of bowel ischaemia and bowel resection. Laparoscopy is a useful
tool in the management of small bowel obstruction.
Keywords: gastric band, small bowel obstruction, closed loop, emer-
gency surgery, laparoscopy
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P-B04 Restarting bariatric surgery after the Covid-19
pandemic: a template for safe practice

Martin Michel, Helen Fifer, Emily Moran, Ala Saab, Felix Hammett,
Madara Kronberga, Clare Bonner, Arin Saha, Tamir Salih, Mark Peter
Huddersfield Royal Infirmary, Huddersfield, United Kingdom

Background: Bariatric surgery virtually ceased with the advent of the
Covid-19 pandemic and has been amongst the last sector of operative prac-
tice to restart. There have been understandable concerns about restarting
bariatric surgery including the risks to patients of contracting Covid infec-
tion in the peri-operative period, potential de-skilling of surgeons and the-
atre teams and the appropriateness of directing scarce and limited
resources to bariatric surgery when every surgical specialty is experiencing
rapidly rising waiting times and ever lengthening waiting lists.
This study describes the restart programme at our NHS bariatric unit
and offers a template for safe commencement of complex benign sur-
geries in the current era.
Methods: In the months after the pandemic started, our Bariatric MDT
reviewed every case on the waiting list and contacted each patient to
explain the current waiting times and the importance of not gaining
weight to be eligible for surgery when surgical practice resumed. Group
education and Support Group sessions were moved from face-to-face
appointments to online classrooms and regular input was sought from
specialist dieticians, nurses and psychologists.
The expected waiting times for patients was pro-actively submitted to
the Executive Board of the Trust with details about >104-week waiting
patients being clearly articulated.
Once approval was given to restart bariatric surgery, every patient was
assessed and prioritised in terms of waiting time and clinical need. A
bariatric theatre team was brought together and engaged in pre-
operative training and a local refresher course on equipment and the
planned surgeries. There was engagement with industry to provide on-
the-ground support for the first lists to ensure proper and safe use of
energy and stapling devices. Each list had two consultant surgeons
assigned to it and just two cases per day were planned and patients
were managed on an entirely green pathway within the NHS hospital .
Results: The bariatric restart programme commenced in May 2021; be-
tween May 2021 and August 2021, there have been 27 operations car-
ried out (25 Roux-en-Y gastric bypass, 2 sleeve gastrectomy) and two
cancellations on the day (both due to patient choice). Each operating
list finished between two and three hours before the planned finish
time. Formal debrief sessions after each list identified no problems
with the operations of the equipment and none of the patients had any

post-operative complications. Length of stay was between 1 to 2 days
for the entire cohort.
Since the restart programme commenced, the requirement for dual
consultant operating has ceased and the last 5 cases have been entirely
training cases for the operating registrar, again without complication.
Each list is now planned to increase to pre-pandemic levels of activity
with four cases per list.
Conclusions: Restarting complex benign surgical practice is compli-
cated and requires engagement with management, theatre and nursing
colleagues to ensure that cases are not ‘left behind’. It is important to
reduce the risk of complications and of peri-operative covid-19 infec-
tion in bariatric patients and development of a pathway that all mem-
bers of the theatre team have input in to meant that there were few
problems or issues with either the planning of the lists or the running
of the lists. Such an approach could be considered for restarting any
high volume, complex benign surgical practice.
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P-BN02 Experience in Transitioning From Laparoscopic to
Robotic-Assisted ParaEsophageal Hernia Repair - A Single
Centre Experience
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William Robb1,2
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Background: Paraesophageal hernias (PEH) constitute only 5% of hiatal
hernias. They may give rise to significant post-prandial symptoms,
acute episodes of obstruction or gastric ischaemia and patient mortal-
ity. Surgical repair of symptomatic PEHs is the current standard of
care. This study explores our centre’s experience with the introduction
of Robotic Assisted PEH (RA-PEH) repair in comparison to our longer
established technique of laparoscopic repair.
Methods: Retrospective review of all laparoscopic and robotic PEH re-
pair using the DaVinci Xi between January 2017 and May 2020 by a sin-
gle surgeon in 2 institutions. A total of 27 cases were included in our
review. An analysis of patient demographics, operative time and ap-
proach, morbidity and mortality was performed.
Results: Sixteen patients underwent laparoscopic repairs and 11
underwent elective robotic repair. Fundoplication was performed in
both groups while mesh repair was used in 18% of the laparoscopy
group. Type IV hiatal hernia was found in 50% and 37% in the laparos-
copy and RA-PEH groups, respectively. Mean operative time was
144 minutes in the laparoscopy group and 153 minutes for RA-PE
(p¼ 0.07). Median length of stay was 2 days for both groups (p¼ 0.18).
Post-operative morbidity occurred in 37% and 9% in the laparoscopy
and RA-PEH groups respectively (p¼ 0.18). There was 1 case of acute
post-operative recurrence and re-operation in the laparoscopy group.
Conclusions: Minimally invasive surgery is the standard of treatment
in PEH repair. The robotic technique is a safe and effective approach
when compared to the standard laparoscopic repair. It may have an ad-
vantage in reducing reliance on the necessity of having experienced as-
sistance in the operating theatre without utilising more theatre time.

P-BN03 A systematic review of pre-operative low-calorie
diets for laparoscopic cholecystectomy

Tiffany Cheung1, John Findlay2
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Background: Laparoscopic cholecystectomy is the fourth most com-
mon procedure in the UK. Increased liver adiposity, commonly encoun-
tered in obesity, anecdotally may increase technical difficulty and
surgical risk. Pre-operative low-calorie diets are well-established in bar-
iatric surgery to reduce liver bulk, thereby ameliorating difficulty and
risk. Similar diets are often used before laparoscopic cholecystectomy,
however, the supporting evidence base is unclear; we performed the
first systematic review on their use in this context.
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