
impacts, a minimally invasive method without loss of curability is de-
sirable for giant lipomatous tumors of the esophagus. With recent
progress in endoscopic techniques and devices, endoscopic submuco-
sal dissection (ESD) has been successfully used to remove esophageal
or gastric submucosal tumors (SMTs).
Methods: Objective: To evaluate the clinical impact of ESD for giant
esophageal lipomatous tumors.
Design: Single-center, retrospective study.
Setting: Academic medical center.
Patients: Six patients with six giant lipomatous tumors of the esopha-
gus between February 2013 and December 2020.
Interventions: ESD.
Main Outcome Measurements: Procedure duration, en bloc resection
rate, complications, local recurrence, and distant metastases.
Results: Endoscopic en bloc resections of esophageal lipomatous
tumors were successfully performed in all patients, with a mean dura-
tion of 56.5 6 26.0 min. All en bloc resection lesions showed both lateral
and deep tumor-free margins. The average maximum diameter of the
esophageal lipomatous tumors was 171.7 6 66.2 mm. No complications
such as bleeding and perforations happened during hospitalization
with 4.0 6 1.6 days. Besides, local recurrence and distant metastasis
have not occurred during the follow-up period.
Conclusions: ESD was a safe and effective way to dissect giant lipoma-
tous tumors of the esophagus thoroughly.

P-O08 Effect of socioeconomic deprivation on clinical
characteristics and outcomes of patients undergoing an
emergency appendectomy

Gillian Miller, Khurram Khan, Lewis Gall, Y AlAzzawi,
Andrew Macdonald
Glasgow Royal Infirmary, Glasgow, United Kingdom

Background: Appendicectomy is one of the commonest emergency
general surgical operations performed. Previous studies have shown
that socioeconomic status (SES) impact outcomes in a number of dis-
eases. Currently, there is no study analysing the impact of SES on the
outcome of appendectomy. Our aim was to compare the clinical char-
acteristics and outcomes of adults having an emergency appendec-
tomy between deprived and less deprived SES groups.
Methods: A multicentre retrospective observational study of all adult
patients who had an emergency appendectomy across four hospitals
(two district general and two tertiary care hospitals) between August
2018 and November 2020 was performed. Patients were identified
through pathology records. Data was extracted from electronic records
for demographics, pre-operative (peak) blood results, pre and post-
operative imaging, operative details and the clinical outcomes.
Patient’s residential address was used to calculate Scottish Index of
Multiple Deprivation (SIMD). The patients were grouped by SIMD into a
more deprived SES group (SIMD 1-5) and a less deprived SES group
(SIMD 6-10) and results compared.
Results: A total of 1,105 patients (57.5% male) were included. Median
age was lower in the more deprived group (35 vs 40 years, p< 0.001).
The less deprived group were more likely to be fitter: ASA-1 grade 51.6%
vs 43.5%, p¼ 0.008. There were fewer appendectomies in most de-
prived decile compared to the least deprived decile (5.2 vs 11.3 per
10,000 population per year, p< 0.001). There was no difference in in-
flammatory markers, pre-operative imaging, surgical approach, sever-
ity of appendicitis and the median length of stay (3 days). However,
there were more surgical site infection in the more deprived group
(3.4% vs 0.9%, p¼ 0.006).
Conclusions: This study demonstrates that SES does impact on the age
of presentation and incidence of appendectomy. Surgical site infection
were seen more frequently in the more deprived patients undergoing
emergency appendectomy. This may be a reflection of the underlying
comorbidities.

P-O09 Development of a non face-to-face pre-operative
assessment pathway for laparoscopic cholecystectomy

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

Background: The Covid-19 pandemic has led to markedly reduced ca-
pacity in almost all areas of normal face-to-face activity in our hospi-
tals. Prior to the pandemic, the standard pre-operative pathway for all
patients included an initial appointment in the outpatients clinic and
formal examination before recommending surgery. With the reality of
limited clinic capacity, our unit developed a non face-to-face assess-
ment pathway alongside a parallel green operating area in our local
Independent Sector (IS) hospitals for laparoscopic cholecystectomy.
This study describes and methodology and outcomes of this approach
Methods: A non face-to-face (telephone) proforma for all new referrals
for consideration of laparoscopic cholecystectomy was prepared in
April 2020 with the first operations carried out in June 2020. All consul-
tations were carried out by consultant surgeons and included thorough
history, careful documentation of previous surgery and duration of
symptoms and, where appropriate, patients were told to send images
of their abdominal wall if they were unable to describe their scars. The
first stage of the consent process was completed at initial appointment
and all patients were sent written information about surgery. Patients
who had BMI<40, uncomplicated biliary disease (biliary colic, mild cho-
lecystitis, ERCP for CBD stones) and ASA of 1/2 were deemed suitable
for surgery in the IS and sent across accordingly.
A telephone pre-assessment was completed by the hospital and patients
were sent blood tests forms in the post, as well as a Covid test to be com-
pleted at home followed by a period of self isolation before surgery.
All patients were examined on the day of surgery by the operating sur-
geon and formal consent taken on the day. Primary outcomes that
were recorded were cancellation on the day, transfer to the NHS hospi-
tal after surgery and complications.
Results: From June 2020 to December 2020, when the contract with the
IS changed, 218 patients attended the IS hospitals for planned elective
laparoscopic cholecystectomy. Four patients (2%) did not have surgery
(one cancelled as inappropriate for the Independent Sector, two
patients whose Covid swab result was not complete and one patient
who no longer wished to have surgery). Three patients required trans-
fer to the NHS hospital for post-operative care (drains inserted after un-
anticipated difficult surgery).
All patients were given details of the surgical SDEC unit at the NHS hos-
pital to allow ease of admission in the event of any problems or compli-
cations. 28 patients (13%) attended SDEC within 30 days after surgery;
most had blood tests and clinical assessment alone. One patient (<1%)
required re-laparoscopy for abdominal pain three days after their ini-
tial surgery (washout alone) and 5 patients developed umbilical wound
infections after surgery (antibiotics alone). Two patients were found to
have CBD stones on MRCP.
The waiting time from initial assessment to surgery for patients on this
pathway was less than 18 weeks for 168 patients though patients who
were not suitable for the Independent Sector have had waiting times
that are considerably longer.
Conclusions: These results demonstrate that it is possible to plan sur-
gery for laparoscopic cholecystectomy without a face-to-face appoint-
ment at all which has considerable implications for resource allocation
in the future; indeed, this approach has been continued within our unit
even as clinic capacity has increased and been rolled out to patients
with inguinal or para-umbilical hernia. Use of a green site away from
the acute NHS hospital allowed elective surgery for non-urgent pathol-
ogy to continue with acceptable waiting times even during the worst of
the Covid-19 pandemic though patients who were not suitable have
had markedly worse experiences and waiting times.

P-O10 Mortality and Morbidity Reporting Quality

Kazim Abbas, Ambareen Kausar, David Chang
East Lancashire Hospitals NHS Trust, Blackburn, United Kingdom

Background: Mortality and morbidity (M&M) meetings in surgery are
an important quality assurance process. These meetings contribute to
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