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Aim: The factors that influence a patient’s experience of a colostomy 
are not known. The aim of this study was to characterise stoma func-
tion, stoma- related bother and acceptance among patients operated for 
rectal cancer and to investigate if there were any preoperative personal 
factors with predictive impact on long- term stoma- related bother.
Method: The QoLiRECT (Quality of Life in RECTal cancer) study is a 
prospective multicentre study of patients with newly rectal cancer. 
This was a subgroup analysis of patients operated with a permanent 
colostomy with a 2- year follow- up. Penalised regression models with 
shrinkage estimation were used to predict the 1- and 2- year stoma- 
related bother using baseline data. The predictive value and the im-
portance of the included variables were evaluated using bootstrap 
resampling techniques.
Results: Within the QoLiRECT cohort of 1248 patients, 472 patients 
had an elective abdominoperineal excision or Hartmann’s procedure 
with the formation of a permanent colostomy. The response rate 
was 80% (379 included patients).
Overall stoma acceptance was high and a majority of patients were 
not bothered by their stoma; 77% and 83% at 1 and 2 years, re-
spectively. The subgroup of patients with stoma- related bother had 
a high prevalence of difficulties, especially fear of leakage, and a 
low stoma acceptance in daily life. Both clinical and personal fac-
tors were associated with stoma- related bother. The most important 
factors were quality of life and physical health, but the prediction 
accuracy was low.

Conclusion: Stoma- related bother was associated with overall stoma 
dysfunction. As stoma- related bother is a multifactorial problem, it 
was not possible to predict which patients will experience stoma- 
related bother. With an increasing number of rectal cancer survivors 
with a permanent stoma and potential life- long functional impair-
ments it is therefore of importance to prevent stoma- related symp-
toms and optimise stoma function to reduce bother and increase 
stoma acceptance.
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Aim: to evaluate effectiveness of biofeedback therapy and tibial 
neuromodulation in patients with severe low anterior resection syn-
drome (LARS).
Method: Sixty patients after low anterior resection with major LARS 
were included into the study and allocated into in the main (n = 30) 
and control groups (n = 30) patients. Patients from main group had 
10 sessions of biofeedback therapy and tibial neuromodulation at 3 
months after the stoma closure. Functional results were evaluated 
by the validated LARS score questionnaire between 3– 6 month after 
preventive stoma closure, after completion of the treatment in main 
group and at 12 months after the stoma closure in both groups.
Results: The median (lower : upper quartile) LARS score obtained 
between 3– 6 month after preventive stoma closure was 40.5 (38:41) 
in the main group vs. 39.5 (38:41) in controls (P = 0.9 Mann- Whitney 
test). The median LARS score in the main group decreased to 19 
(12.5:24.0) after the treatment (P = 0.0003 Wilcoxon test). Twelve 
months after the stoma closure the median LARS score in the main 
group was 24 (18:27) comparing to 34 (30:36) in control group with-
out therapy (P = 0.0001).
Conclusion: Biofeedback therapy and tibial neuromodulation signifi-
cantly reduced LARS score.
DisclosureofInterest: None declared.
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Aim: To assess the impact of laparoscopic ventral mesh rectopexy 
(LVMR) on pre- existing pelvic pain (PP) prior to surgery.
Method: We contacted all patients who underwent a LVMR be-
tween 2004 and 2017 at our unit by telephone to record their PP 
evolution and outcome using a standardised questionnaire. Numeric 
Rating Scale was used to assess PP severity.
Results: Total 478 patients who underwent LVMR were contacted 
successfully and 187 (39%) of them reported pre- LVMR PP. Mean 
age was 56 years. Median follow- up (FU) time was 7 years. Of the 
patients presenting with obstructed defaecation syndrome (ODS) 
as main indication for LVMR, 47% (91/192) reported pre- LVMR PP 
compared to 28% (29/104) for those with faecal incontinence (FI) 
and 41% (41/101) mixed ODS/FI (P = 0.005).
Improvement in PP after LVMR was observed in 76% (142/187) pa-
tients, with 47% (87/187) of them being completely pain free and 
29% (55/187) stated improvement in their PP severity at FU. LVMR 
was as effective in achieving improvement in PP for ODS as for FI 
group and mixture of ODS/FI (P = 0.59).
Functional outcome and satisfaction were better in pain free group 
(P < 0.00001). Being pain- free after LVMR was unrelated to FU time 
(P = 0.28). Patients with persistent PP at FU were younger and had 
more further surgeries (FS) after LVMR compared to pain- free group 
(P = 0.01, P = 0.0003) but this seemed unrelated to mesh erosion  
(P = 0.48).
Conclusion: LVMR significantly improves PP in 76% of patients with 
pre- existing PP, though younger patients and those who undergo FS 
after LVMR are at higher risk of developing chronic PP
DisclosureofInterest: None declared
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Aim: To determine if failure of anatomical correction is responsible 
for recurrence of symptoms after laparoscopic ventral mesh rec-
topexy (LVMR).
Method: All the patients who had a pre and post- LVMR defae-
cating proctogram (DPG) for recurrence of symptoms between 

2004 and 2017 were identified from a prospectively maintained 
database to assess post- LVMR changes in pelvic floor anatomy. 
Assessment of rectal intussusception (RI) was based on Oxford 
Grading system(Grade (G)1– 5) with G5 representing external rectal 
prolapse (ERP).
Results: After LVMR, 74 patients had repeat DPG. Median time be-
tween LVMR and a repeat DPG was 24 months. Mean age at the 
time of LVMR was 54 years. The symptoms for which primary LVMR 
was indicated were obstructed defaecation syndrome (ODS) in 36% 
patients, faecal incontinence (FI) 17% and mixture of both ODS/FI 
33%.
The main indication for repeat DPG were assessment of rectal pro-
lapse (RP) symptoms in 37% patients, ODS 32%, FI 15%, mixture of 
ODS/FI 12% and others 4%. Repeat DPG showed 84% of patients 
had improvement in their RI grading with complete resolution in 
59% after LVMR. Concomitant Pelvic floor descent (PFD) improved 
in 36% of patients as well, compared to 20% improvement in rec-
tocele and 14% enterocele. Overall, 51% (38/74) of patients went on 
to have further surgery after LVMR and 61% (23/38) of them were 
satisfied with their outcome.
Conclusion: Repeat DPG for symptoms after LVMR showed correc-
tion of RI in most patients, suggesting that anatomical failure was 
not the main cause of symptoms and further multidisciplinary ap-
proaches should be considered
DisclosureofInterest: None declared
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Aim: Fixing the rectum to the sacrum has been a mainstay for rectal 
prolapse treatment, however the use of synthetic mesh has been 
under scrutiny. This systematic review and meta- analysis aimed to 
compare recurrence rates for suture rectopexy (SR) with ventral 
mesh rectopexy (VMR) for complete rectal prolapse (CRP) or intus-
susception (IS).
Method: MEDLINE, Embase, and the Cochrane Library were 
searched for studies reporting on the recurrence rates of complete 
rectal prolapse (CRP) or intussusception (IS) after SR and VMR. 
Results were pooled and procedures compared; a subgroup analysis 
was performed comparing patients with CRP and IS who underwent 
VMR using biological versus synthetic meshes. A meta- analysis of 
studies comparing SR and VMR was undertaken. The Methodological 
Items for Non- Randomized Studies score, the Newcastle– Ottawa 
Scale, and the Cochrane Collaboration tool were used to assess the 
quality of studies.
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Results: Twenty- two studies with 976 patients were included in 
the SR group and 31 studies with 1605 patients in the VMR group; 
among these studies, five were eligible for meta- analysis. Overall, 
in patients with CRP, the recurrence rate was 8.6 per cent after SR 
and 3.7 per cent after VMR (P < 0.001). However, in patients with IS 
treated using VMR, the recurrence rate was 9.7 per cent. Recurrence 
rates after VMR did not differ with use of biological or synthetic 
mesh in patients treated for CRP (4.1 versus 3.6 per cent; P = 0.789) 
and or IS (11.4 versus 11.0 per cent; P = 0.902). Results from the 
meta- analysis showed high heterogeneity, and the difference in re-
currence rates between SR and VMR groups was not statistically 
significant (P = 0.76).
Conclusion: Although the systematic review showed a higher recur-
rence rate after SR than VMR for treatment of CRP, this result was 
not confirmed by meta- analysis. Therefore, robust RCTs comparing 
SR and biological VMR are required.
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Aim: Current medications and behavioral modifications have limited 
success in the treatment of chronic constipation (CC). Individiulized 
diet based on microbiome analysis may improve symptoms in CC.
Method: Between December 2020- March 2021 42 patients fulfill-
ing Rome IV criteria for functional constipation were randomized 
into 2 groups. Control group received traditional treatments 

(laxatives, enemas, increased fiber and fluid intake eg.). Study group 
underwent microbiome analysis and received an individualized diet 
prescribed by a soft computing system (Enbiosis Biotechnology®, 
Sariyer, Istanbul). Differences in Patient Assessment Constipation– 
Quality of Life (PAC- QoL) score and complete bowel movements 
per week (CBMpW) were compared between groups after 6 
week- treatment.
Results: Thirty- eight (20 in control and 18 in study groups) pa-
tients were included. Mean age and BMI were 31.5±10.8 years and 
26.1±5.2 kg/m2. Mean duration of constipation was 89.8±72 months. 
Mean PAC- QoL score decreased from 52±18.5 to 14.4±4.1 in study 
group (P < 0.001) and remained similar (59.5±10.4 to 55.1±8.5) in 
control group (P = 0.125). Mean pre- treatment CBMpW was 2.1±2.2 
and 1.8±1.9 in control and study groups and increased to 2.8±2  
(P = 0.542) and 4.6±2.1 (P = 0.010) after treatment.
Conclusion: Soft computed microbiome treatment may improve 
QoL and CBMpW in CC when compared with conventional medica-
tions and diets.
DisclosureofInterest: None declared

PO-007 | OBESITYANDLAPAROSCOPICVENTRAL
RECTOPEXYFORPELVICFLOORDISORDERS:ISTHEREANY
IMPACT?

F. de Tournemire, M. Aubert, R. Le Huu Nho, W. Ezzedine,  
J. Duclos, N. Pirro & D. Mege
Digestive surgery, APHM Timone, Marseille, France

Aim: To compare postoperative and long- term results of laparo-
scopic ventral rectopexy for pelvic floor disorders in women accord-
ing to the body mass index (BMI).
Method: All the women who underwent laparoscopic ventral rec-
topexy for pelvic floor disordersbetween 2005 and 2019 were ret-
rospectively included. 3 groups were defined according to the BMI : 
normal weight (BMI < 25kg/m2), overweight (IMC = 25– 29.9kg/m2), 
obesity (IMC≥30kg/m2).
Results: 174 patients were included (mean age 55 ±15 years) and 
divided in normal weight (n = 109, 63%), overweight (n = 44, 25%) 
and obesity (n = 21, 12%). Patients with normal weight complained 
more frequently of clinical (50 vs 32%, P = 0.01) and radiological (38 
vs 23%, P = 0.04) rectal prolapse than patients with overweight or 
obesity.
No significant difference was observed between groups for the other 
pelvic floor disorders, except for internal sphincter defect which was 
more frequently observed in normal weight than obesity (55 vs 24%, 
P = 0.005). Conversion was not significantly different between the 3 
groups (14 vs 18 vs 24%, P = 0.5). Postoperative outcomes were simi-
lar, except wound abscess which occurred less frequently in normal 
or overweight than obesity (1 vs 0 vs 10%, P = 0.01).
Patients with normal weight were significantly associated to lower 
recurrence (16 vs 28%, P = 0.03) than patients with overweight 
or obesity. Patients with normal weight required significantly less 



    | 17E-POSTERSABSTRACT

additional surgery for pelvic floor disorders than patients with over-
weight or obesity (10 vs 23%, P = 0.02).
Late complications (i.e mesh migration or incisional hernia) were 
similar between the 3 groups.
After multivariate analysis, obesity was not yet significantly associ-
ated with recurrence, but it was with additional surgery (Odd Ratio = 
2.5, 95% CI 1.2– 4.8, P = 0.01).
Conclusion: Obesity is not associated with altered postoperative 
outcomes, but it seems to expose to an insufficient surgical correc-
tion of pelvic floor disorders.
DisclosureofInterest: None declared

PO-008 | RELIABILITYOFCLINICALASSESSMENT
OFOBSTETRICANALSPHINCTERINJURIES(OASIS).
ACOMPARATIVESTUDYWITH3D-ENDOANAL
ULTRASONOGRAPHY

P. Pelizzo1, A. Nocerino2, U. Grossi1, E. Busato2, G. Zanus3 & G. A. 
Santoro3

12nd Surgery Unit, 2Division of Gynaecology, Treviso General Hospital, 
DISCOG, University of Padua, Treviso, 32nd Surgery Unit, Treviso 
General Hospital, DISCOG, University of Padua, Gorgo al Monticano, 
Italy

Aim: Obstetric anal sphincter injuries (OASIS) are the major causes 
of anal incontinence (AI) in women. After primary repair, AI can occur 
at a mean rate of 39%. Endoanal ultrasonography (EAUS) is the gold 
standard technique to assess AS integrity. Aim of our research was 
to assess the reliability of clinical evaluation of OASIS at the delivery 
in comparison with three- dimensional (3D) EAUS.
Method: A prospective study was designed. Between 2015 and 
2021, consecutive females with clinical diagnosis of OASIS and pri-
mary repair after vaginal delivery were enrolled. Cases were blindly 
assessed by 3D- EAUS 2 months after the delivery. EAUS was per-
formed by using a rotating mechanical probe at frequency of 12 
MHz. Measurements included degrees of IAS/EAS defects and EAS 
anterior thickness (normal range: 12– 15mm). Reliability of clinical 
diagnosis of OASIS was compared with 3D- EAUS. Symptoms of AI 
were investigated with Wexner questionnaire.
Results: 99 females, median age 33.8 years, number of vaginal de-
livery 1 (72.7%), 2 (23.3%) and ≥ 3 (4%), were enrolled. Clinical as-
sessment found: OASIS 2 (4%), OASIS 3A (43.4%), OASIS 3B (27.3%), 
OASIS 3C (9.1%), OASIS 4 (16.2%). Perfect agreement 3D- EAUS/
clinical classification was reported in 83% of cases. 3D- EAUS de-
tected lower grades in 13% and higher grades in 4% of OASIS. 
Sensibility and specificity of clinical assessment were: OASIS 3A 
(0.879/0.843), OASIS 3B (0.742/0.939), OASIS 3C (0.844/1), OASIS 
4 (1/1). Average EAS thickness was 10.7mm and was correlated to AI 
and severity of OASIS.
Conclusion: Clinical assessment of OASIS after delivery is reliable 
and has very good agreement with ultrasound evaluation. Surgical 
repair of anal sphincters damage can result in a shorter anterior 

thickness of EAS as detected by 3D- EAUS. This is likely to occur 
mainly in higher degrees of OASIS. The reduced thickness can be 
due to a shorter repair of the muscle in the delivery suite or to a 
partial failure of the repair.
References: 
1.  Gnell C et all. Correlations of obstetric anal sphincter injury 
(OASIS) grade, specific symptoms of anal incontinence, and meas-
urements by endoanal and transperineal ultrasound. J Ultrasound. 
2020
2.  Stuart A et all. Comparison of transperineal and endoanal ultra-
sound in detecting residual obstetric anal sphincter injury. Acta 
Obstet Gynecol Scand. 2019
3. Shek KL et all. Residual defects of the external anal sphincter fol-
lowing primary repair: an observational study using transperineal 
ultrasound. Ultrasound Obstet Gynecol. 2014
4. Valsky DV et all. Three- dimensional transperineal ultra-
sound findings associated with anal incontinence after intrapar-
tum sphincter tears in primiparous women. Ultrasound Obstet 
Gynecol. 2012
5.  Valsky DV et all. Postpartum evaluation of the anal sphincter by 
transperineal three- dimensional ultrasound in primiparous women 
after vaginal delivery and following surgical repair of third- degree 
tears by the overlapping technique. Ultrasound Obstet Gynecol. 
2007
DisclosureofInterest: None declared.

PO-009 | LONG-TERMFUNCTIONALOUTCOMEAFTER
FURTHERSURGERYFOLLOWINGPRIMARYLAPAROSCOPIC
VENTRALMESHRECTOPEXY

S. Singh, R. Bolckmans, K. Gorissen, O. Jones, I. Lindsey & C. 
Cunningham
Colorectal Suirgery, Oxford University Hospitals, Oxford, United 
Kingdom

Aim: To analyse the impact of further surgery (FS) on patients with 
recurrence of symptoms after laparoscopic ventral mesh rectopexy 
(LVMR).
Method: All patients who underwent FS after primary LVMR at our 
institution between January 2004 and August 2020 were selected 
from a prospectively maintained database.
Results: After primary LVMR, 28% (136/478) patients underwent 
FS; with 15% (71/478) of them had 1 FS, 9% (45/478) 2– 3 FS and 
4% (20/478) ≥4 FS. The mean age was 52 years. The median time 
from primary LVMR to FS was 17 months. The type of FS performed 
was redo LVMR in 40% (55/136) patients, STARR 23% (31/136), 
Delorme’s 27% (36/136), SNS 21% (29/136), de- functioning stoma 
10% (14/136) and bowel resection 7% (9/136).
The main indications for FS were persistent feeling of prolapse in 
19% (26/136) patients, obstructed defaecation syndrome 14% 
(19/136), faecal incontinence 12% (16/136), a combination of these 
40% (54/136) and mesh erosion 8% (11/136).



18  |    E-POSTERSABSTRACT

After FS, 56% (76/136) patients reported better function at FU com-
pared to 74% (252/342) without FS after primary LVMR (P < 0.05). 
After 1 FS, 56% (40/71) patients reported better function compared 
to 51% (23/45) after 2– 3 FS and 40% (8/20) ≥4 FS (P = 0.43). In those 
with 1 FS, 70% patients who had redo- LVMR reported better func-
tion compared to 50% after Delorme’s and STARR.
Conclusion: After primary LVMR, 28% patients needed FS, with a 
single redo- LVMR achieving comparable long- term functional out-
come as primary LVMR in a selected group of patients. A trend of 
diminishing long- term benefit was observed for patients undergoing 
multiple FS.
DisclosureofInterest: None declared

PO-010 | RISKFACTORSFORANORECTALDYSFUNCTION
AFTERANTERIORRESECTION

K. Afshari1, K. Smedh1, C. Abbas1, P. Wagner2 & M. Nikberg1

1Colorectal Unit, Department of Surgery, 2Centre for Clinical Research 
of Uppsala University, Västmanland’s Hospital Västerås, Sweden, 
Västerås, Sweden

Aim: To our knowledge it is not known if the functional outcome 
is affected whether sigmoid or descending colon is anastomosed to 
the ano- rectum when performing low anterior resection.
The primary aim was to explore if rectal cancer patients operated 
with AR will have poorer bowel function when the sigmoid colon 
is used for anastomoses compared with the descending colon. 
Secondary, we aimed to identify other possible risk factors for bowel 
dysfunction after AR.
Method: This is a retrospective study based on prospectively reg-
istered data from a regional registry at the surgical department in 
Västmanland 1996– 2019. Bowel function was registered at one year 
after AR and stoma reversal. In total 470 stage I- III rectal cancer pa-
tients had AR whereof 412 were included in this study.
Results: Clustering was seen in 57%, incontinence 29%, urgency 
22% and evacuatory dysfunction 16%. Part of colon used for anas-
tomosis, level of vascular tie and gender were not significantly as-
sociated with defecatory dysfunction. The higher anastomotic level 
the lower the risk of incontinence (OR 0.75; CI 0.63– 0.90; P < 0.001) 
and clustering (OR 0.78; CI 0.67– 0.90; P < 0.001. Compared with 
patients without a loop- ileostomy an increased risk of clustering (OR 
1.89; 1.08– 3.31; P = 0.03), incontinence (OR 2.48; 1.29– 4.77; P < 
0.01) and urgency (OR 4.61; CI 2.02– 10.60; P < 0.001) was seen after 
loop- ileostomy closure. Pre- operative RT had a negative impact on 
continence and clustering seen mainly in the unadjusted analysis.
Conclusion: Part of colon for anastomosis was not significantly asso-
ciated functional outcome after anterior resection. Low anastomotic 
level and having had a diverting ileostomy were independent risk 
factors associated with negative functional outcomes.
DisclosureofInterest: None declared

PO-011 | ACCELERATED23-HOURERASCAREFOR
COLORECTALSURGERY(CHASE)

M. Sier1, T. Tweed2, J. Stoot1, J. van Bastelaar1, M. Bakens1 &  
I. Daher1

1Surgery, Zuyderland MC, Sittard, Netherlands, 2Surgery, Zuyderland 
MC, Sittard, Netherlands Antilles

Aim: Introduction of the Enhanced Recovery After Surgery (ERAS) 
program has improved postoperative outcomes. The aim of this 
study is to investigate the feasibility and safety of a 23- hour accel-
erated ERAS protocol for patients undergoing colorectal surgery 
compared to a retrospective cohort of patients who received the 
standard ERAS care.
Method: This single- center, non- randomized, prospective study 
is carried out in one large teaching hospital in the Netherlands. 
Patients (≥ 18 years ≤ 80) undergoing elective laparoscopic surgi-
cal resection, will be invited to participate in this study if the meet 
the following criteria: BMI ≤ 35 kg/m2, WHO performance status 
0, available ambulant care and available by phone. The 23- hour 
accelerated ERAS protocol consists of a multidisciplinary and mul-
tifaceted protocol adjusting the preoperative, perioperative and 
postoperative care as previously reported by Levy et al. If patients 
meet the discharge criteria, they will be discharged within 23- hours 
after surgery. Primary outcome is the rate of the successful and safe 
application of the 23- hour accelerated ERAS protocol for patients 
undergoing elective colorectal surgery.
Results: To date 63 patients were eligible for inclusion, of whom 40 
patients were included in this study. Two patients were excluded; 
one due to conversion to an open procedure and another because 
of incorrect anesthesia protocol. The preliminary results show that 
30 out of 37 patients (81%) were discharged within 23 hours after 
surgery.
Nine patients (27%) had a complication, of which 2 patients (6%) 
had a serious complication (Clavien Dindo III) requiring reoperation. 
Forty patients will be included in this study. The final results will be 
expected soon.
Conclusion: This study is the first study in the Netherlands assess-
ing the feasibility and safety of a 23- hour accelerated ERAS protocol 
for colorectal surgery. So far it is considered feasible and safe and 
expected to reduce length of hospital stay even further.
DisclosureofInterest: None declared
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PO-012 | SACRALNERVESTIMULATIONFORFAECAL
INCONTINENCEANDCONSTIPATIONINSPINAL-CORD
INJUREDPATIENTS

P. Pelizzo1, S. Novello1, U. Grossi1, N. Cracco2, G. Sarzo3, G. Zanus4 
& G. A. Santoro4

12nd Surgery Unit, Treviso General Hospital, DISCOG, University of 
Padua, Treviso, 2General Surgery Unit, IRCCS Sacro Cuore Don Calabria 
Hospital, 37024, Negrar, Verona, 3Department of General Surgery, 
Sant'Antonio Hospital, Padua, Italy, Padua, 42nd Surgery Unit, Treviso 
General Hospital, DISCOG, University of Padua, Gorgo al Monticano, 
Italy

Aim: Spinal cord injuries (SCI) may affect gastrointestinal, urinary 
and/or sexual systems and can cause impaired colorectal motil-
ity, anomalies in anorectal sensation and anal sphincter function 
resulting in neurogenic constipation or faecal incontinence (FI). 
Constipation has been reported in 68% of cases, with digital assis-
tance and enemas required in 20% and 28% of cases, respectively. 
Incontinence has been reported in 62% of cases, severely affect-
ing quality of life. Aim of our research was to assess the efficacy of 
Sacral Nerve Stimulation (SNS) in patient with SCI and neurogenic 
bowel symptoms.
Method: A retrospective study was performed. Data were collected 
from three HUB Italian Centre from March 2006 to March 2013. 
Consecutive patients affected by SCI and defecatory disorders un-
responsive to conservative therapies underwent temporary SNS. 
Preoperative investigation included endoanal ultrasound, anal- rectal 
manometry, anal sphincters electromiography and pudendal nerve 
terminal motor latency. Efficacy was evaluated by using the Wexner 
questionnaire score for constipation or FI. Patients who reported an 
improvement ≥ 50% underwent definitive implant.
Results: 10 cases were enrolled (6M, 4F): median age 58 years. FI 
was reported in 6 cases: 1 with Schwannoma, 2 with postsurgical 
neuropathy and 3 with post- traumatic SCI. Constipation was re-
ferred by 4 patients: 2 with spina bifida, 1 with cauda equina and 1 
with viral myelitis. Symptoms persisted for a median of 4 years. All 
FI cases underwent definitive SNS at a median setting: pulse width 
210μs, frequency 40Hz, amplitude 6V. Wexner score was 13.8± 5.2 
preop. vs. 2.3± 1.7 at a median follow up of 3.94 years (P value < 
0.02). None of constipation patients underwent second stage of 
SNS.
Conclusion: SNS seems to be an effective treatment at long- term in 
patients with FI due to spinal cord injuries (SCI) unresponsiveness 
to conservative therapies. In neurogenic constipation, SNS doesn’t 
show the same efficacy.
DisclosureofInterest: None declared

PO-013 | IMPACTOFDIVERTINGSTOMAONCLINICAL
ANDFUNCTIONALOUTCOMESAFTERTOTALMESORECTAL
EXCISIONFORRECTALCANCER

R. Balestri1 on behalf of U. Chirurgia Generale AOUP, J. 
Martellucci2, V. Iacopini2, M. Puccini3, C. Ceccarelli1, F. Cianchi4,  
P. Prosperi2 & P. Buccianti1
1UO Chirurgia Generale, AOUP, Pisa, 2UO Chirurgia d'Urgenza, AOUC, 
Firenze, 3Department of Surgical, Medical and Molecular Pathology 
and Critical Care Medicine, Università di Pisa, Pisa, 4UO Chirurgia 
dell'apparato digerente, AOUC, Firenze, Italy

Aim: Low anterior resection with Total Mesorectal Excision (TME) 
is the current surgical gold standard for mid and low rectal cancer. 
Even if a defunctioning stoma mitigates the serious consequences of 
anastomotic leakage, the presence of a temporary stoma may also 
be a determining factor for further morbilities and poorer bowel 
function. The aim of this study is to evaluate the impact of diverting 
stoma (DS) on functional outcomes after TME
Method: All the consecutive patients that underwent TME for rectal 
cancer between March 2017 and March 2020 in 2 Italian referral 
centers were prospectively enrolled and retrospectively evaluated. 
In every patients sex, age, stage of the tumor, neoadjuvant terapy, 
surgical technique (open, laparoscopic, robotic), anastomotic tech-
nique, the presence of DS and perioperative complications were 
recorderd. Considering ileostomy (IS), colostomy (CS), lenght of 
time before closure, stoma related complications were evaluated. 
Between 30 and 60 days after surgery (if no stoma) or after the 
stoma closure all patients underwent a functional evaluation with 
LARS score
Results: 356 consecutive patients (male 63%) were included. 
Preoperative neoadjuvant therapy was performed in 256 patients 
(72%). A minimally invasive approach was performed in > 95% of pa-
tients (Robotic 48%, laparoscopic 48%). Temporary stoma were per-
formed in 303 patients (85%: IS 87%, CS 13%). Stoma was closed in 
87% of patients. The median time from surgery to stoma closure was 
145 days: 143 days for IS and 151 days for CS. No difference was 
found between IS and CS in overall morbidity. Moreover, increased 
postoperative functional disturbance seemed to be proportional to 
the attending time for closure, in particular for IS
Conclusion: The presence of a defunctioning stoma seems to have a 
negative impact on functional bowel activity, especially for delayed 
closure, in particular for IS. This should be considered when the kind 
of stoma (IS vs CS) was selected for each patient
DisclosureofInterest: None declared
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PO-014 | CASE-CONTROLSTUDYOFTHEOUTCOME
PREDICTORSOFRECTOCELEREPAIR

A. Elfallal, M. Abd Elnaby, M. Balata, & S. Emile
General surgery, Mansoura Faculty of Medicine, Mansoura, Egypt

Aim: Anterior rectocele is a common condition that can be associ-
ated with obstructed defecation syndrome (ODS). This study aimed 
to compare different approaches of rectocele repair and identify the 
predictors of failure of improvement in defecatory symptoms after 
surgical treatment of rectocele.
Method: This was a retrospective, case- control study on adult fe-
male patients with anterior rectocele who were treated surgically 
by transperineal repair (TPR), transvaginal repair (TVR), or laparo-
scopic ventral mesh rectopexy (LVMR). Patients were assessed with 
Wexner constipation score, anal manometry, and defecography be-
fore and after repair. The Main outcome measures were the rate of 
improvement in ODS symptoms after repair and the independent 
predictors of failure of symptom improvement.
Results: The present study included 136 female patients of a mean 
age of 41.7 years. TPR was performed in 61 (44.8%) patients, TVR 
in 32 (23.5%), and LVMR in 43 (31.6%). Significant improvement in 
symptoms was noted in 111 (81.6%) patients. LVMR was associated 
with longer operation time, lower postoperative Wexner score, and 
higher improvement in symptoms than TPR and TVR. The significant 
independent predictors of failure of symptom improvement were 
TPR (OR: 4.74, P = 0.02), higher preoperative Wexner score (OR: 
2.56, P = 0.02), and larger residual rectocele after surgery (OR = 
5.21, P = 0.033).
Conclusion: LVMR is followed by better improvement in rectocele 
symptoms than TPR and TVR. Higher preoperative symptom scores, 
larger residual rectocele size in follow- up defecography, and TPR 
repair were the independent predictors for failure of symptom im-
provement after repair.
DisclosureofInterest: None declared

PO-015 | IATROGENICGENITOURINARYINJURYDURING
SALVAGESPROCEDURESFORCHRONICPELVICSEPSIS–A
10-YEAREXPERIENCEOFANATIONALREFERRALCENTRE

H. Joosten, S. Mokhtarzadeh Sharabiany, G. Musters, W. 
Bemelman, P. Tanis, & R. Hompes
Surgery, Amsterdam UMC, Amsterdam, Netherlands

Aim: To determine the incidence of iatrogenic genitourinary injury 
in salvage procedures for chronic pelvic sepsis in a national referral 
centre.
Method: Patients with chronic pelvic sepsis after low anterior re-
section or Hartmann’s procedure for rectal cancer undergoing a 
salvage procedure in the period between 2010 and 2020 were in-
cluded. The primary endpoint was the incidence of iatrogenic geni-
tourinary injury. Secondary endpoints were moment of diagnosis 

(intra-  versus postoperative), Clavien Dindo (CD) score and (sur-
gical, endoscopic and radiological) reinterventions related to the 
genitourinary injury.
Results: In total 129 patients were included, iatrogenic genitourinary 
injuries occurred in 12 patients (9.3%); a ureteric injury in seven pa-
tients, bladder injury in four patients and a urethral injury in one pa-
tient. The injury was diagnosed postoperatively in eight (66.7%) and 
intraoperatively in four patients (33.3%). Seven out of eight patients 
(87.5%) with a postoperative diagnosis had a CD score > 2, compared 
to two out of four patients (50%) diagnosed intraoperatively and the 
median amount of overall reinterventions was 5 (range 1– 31) and 
one (range 0– 1) respectively. Four patients required a surgical rein-
tervention related to the genitourinary injury, all concerning injuries 
diagnosed postoperatively.
Conclusion: Iatrogenic genitourinary injuries are not uncommon in 
salvage procedures for chronic pelvic sepsis, even in an experienced 
tertiary referral centre. Most injuries were diagnosed postopera-
tively and this affects the severity of these complications, emphasiz-
ing the need for better intra- operative diagnostic modalities.
DisclosureofInterest: None declared

PO-016 | THEDELOYERSPROCEDURE,THECLUETO
SUCCESSFULLOWCOLORECTALANASTOMOSISINSELECTED
CASES:ACASESERIES

M. Abdelnaby
General Surgery, Faculty of medicine, Mansoura University, Mansoura 
City, Egypt

Aim: Many surgical interventions of the left colon may leave a re-
maining colonic segment with questionable vascularity or not suf-
ficient to achieve tension- free low colorectal or lower anastomoses. 
The Deloyers procedure entails using a right colonic segment based 
on the ileocolic vessels as a sole blood supply with intact marginal 
artery. Such anastomosis is achieved after rotating the right colon 
around the axis of the ileocolic vessels. The aim of this work is to 
study the implication of this technique in selected cases on postop-
erative defecation habits and quality of Life.
Method: The records of patients who underwent left or extended 
left colonic surgery and have been offered Deloyers procedures 
were retrospectively investigated. The whole circumstances neces-
sitated the use of such procedure, preoperative investigations, and 
postoperative effect on the bowel functions and the quality of life.
Results: Five patients were identified. The reasons for use of 
Deloyers procedure were reported. Two patients (40%) were per-
formed laparoscopically, two patients (40%) required transanal pull 
through, and three patients (60%) required a diverting ileostomy. Six 
months after the procedure, there was a significant improvement 
in the Cleveland Clinic constipation score (P < 0.001), and Patient- 
Assessment of constipation quality of life score (P < 0.001 in both 
satisfaction and dissatisfaction). No patients experienced anasto-
motic leakage or stricture.
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Conclusion: In the experienced hands and in selected cases, the 
Deloyers procedure represents an alternate solution in case of a 
short colonic segment or questionable vascularity to achieve suc-
cessful low colorectal anastomoses with a colonic reservoir.
DisclosureofInterest: None declared

PO-017 | RESULTSOFTHEIMPLEMENTATIONOFACOMPLEX
SURGICALPATIENTCAREAREA(CSPCA)FORFRAGILE
PATIENTSWITHCOLORECTALCANCER

A. De Miguel1, A. Centeno2, H. Gómez 2, L. Ortiz de Zarate2, N. 
Borrell2, L. Gil2 & J. Castellvi2
1General Surgery, 2Consorci Sanitari Integral, Barcelona, Spain

Aim: Elderly age, comorbidity and fragility affect the postoperative 
morbidity and mortality of surgical patients with colorectal cancer. 
The aim of this study is to assess the effect of integrated care, mul-
tidisciplinary and individualized treatment of these patients through 
implementation of a Complex Surgical Patient Care Area (CSPCA).
Method: Prospective, observational and comparative study that re-
views the results of 162 consecutive patients undergoing colorectal 
surgery with curative intention between 2015 and 2019, 82 of them 
considered ASA III fragile patients or IV and included in the CSPCA 
(Group I) and 80 non- fragile patients operated during the same pe-
riod (Group II).
Comparison of surgical results, complications, hospital stay and in-
fluence of the degree of frailty in postoperative evolution by statisti-
cal and regression analysis with Stata 13.0.
Results: No differences were found in terms of mean stay (10.1 +/-  
5.3 Group I vs 9.8 +/-  7.3 Group II, P = 0.08), Clavien- Dindo III- IV 
complications, re- interventions or mortality (P > 0.05).
Within Group I, the degree of fragility (assessed with the Barthel 
scale) is correlated with the appearance of more postoperative com-
plications (P < 0.05). No correlation was found between age and de-
gree of fragility or complications (P > 0.05).
Conclusion: Implementation of a CSPCA for fragile patients who 
have to undergo a Colorectal Cancer intervention allows for com-
prehensive, individualized and multidisciplinary management.
Meaning, although they are more vulnerable patients, do not pre-
sent more morbidity and mortality or prolongation of average stays. 
The degree of fragility isolated is a good predictor of postoperative 
morbidity, to prioritize before age. It is a factor that we must take 
into account before submitting a patient to a complex surgical in-
tervention and that allows us to anticipate possible postoperative 
adverse events.
DisclosureofInterest: None declared

PO-018 | RECURRENCEOFDIVERTICULITISAFTER
PROPHYLACTICSIGMOIDECTOMY:ANUNDERESTIMATED
PROBLEM?

M. Aubert, D. Mege, M. Monsinjon, M. Giacca, Y. Panis & on behalf 
of Hôpital Beaujon
Colorectal Surgery, Beaujon Hospital, Clichy, France

Aim: To assess possible risk factors for postoperative recurrence of 
diverticulitis (PRD) after prophylactic laparoscopic sigmoidectomy.
Method: All consecutive patients who underwent prophylactic 
laparoscopic sigmoidectomy for one or more diverticulitis episodes 
between 2005 and 2019 were retrospectively included. Patients op-
erated through an open approach and those operated in emergency 
were excluded from this study.
Results: 19/365 patients (5%) presented 1 to 4 episodes of PRD after 
a mean delay of 57 ± 40 (range 11– 136) months after prophylactic 
sigmoidectomy. Patients with PRD were younger (48 ±11 vs 55 ± 14 
years, P = 0.04), with more frequently uncomplicated episodes of 
diverticulitis (12/19, 61% vs 101/356, 28%; P = 0.008), pancolonic di-
verticulosis (3/19, 16% vs 15/346, 4% ; P = 0.05) and more episodes 
of diverticulitis (3 ±1 vs 2.5 ±1, P = 0.05) before prophylactic sig-
moidectomy, than patients without PRD. After multivariate analysis, 
2 risk factors for PRD were identified: pancolonic diverticulosis (OR =  
5; 95% CI = 1.2– 20.8, P = 0.003) and uncomplicated episodes of di-
verticulitis as an indication for surgery (OR = 3.9, 95% CI = 1.4– 10.5, 
P = 0.008). PRD was noted in 3/6 (50%) with both factors vs 8/118 
(7%) with 1 factor vs 8/241 (3%) without factor (P < 0.0001). PRD 
was noted in 3/7 (43%) if age < 50 and pancolonic diverticulosis vs 
9/144 (6%) with 1 factor vs 7/214 (3%) without factor (P < 0.0001). 
PRD was noted in 7/54 (13%) if age < 50 and uncomplicated episodes 
of diverticulitis vs 9/144 (6%) if 1 factor versus 3/167 (3%) without 
factor (3%; P = 0.004).
Conclusion: Recurrence is rare (5%) after PS for diverticulitis. 
However, this risk of recurrence is up to 50% in some patients (i.e. 
with pancolonic diverticulosis, uncomplicated episodes of diverticu-
litis and/or age < 50) for whom indication of prophylactic sigmoidec-
tomy should be questioned.
DisclosureofInterest: None declared

PO-019 | SILODOSINFORTHEPREVENTIONOFLOWER
URINARYTRACTSYMPTOMSINPATIENTSUNDERGOING
LOWANTERIORRESECTIONWITHEARLYURINARYCATHETER
REMOVAL

Z. Gricius1 & A. Dulskas2

1Vilnius University, 2National Cancer Institute, Vilnius, Lithuania

Aim: Our aim was to evaluate the incidence of urinary tract symp-
toms in early urinary catheter removal following rectal surgery in 
patients eceiving alpha- 1 adrenergic receptor antagonist –  Silodosin 
(Recordati, It).
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Method: This was a prospective clinical trial of 100 patients with 
rectal cancer who underwent radical surgery from 2019 to 2021 at 
National Cancer Institute. On the first postoperative day, all patients 
had their urinary catheter removed and prophylactic Silodosin was 
administered. The incidence of postoperative urinary retention, uri-
nary tract infection, other complications were recorded and possible 
risk factors of urinary retention were analyzed.
Results: Of 100 patients 58 were males and 42 females, with a 
median age of 66 (28– 94) years old and the average BMI of 26,09. 
Distance from the tumor lower margin to anal verge ≤5 cm were in 
34 patients, > 5 cm to 10 cm in 31 patients, > 10 cm to 15 cm in 35 
patients. Stage 0 was recorded in six patients, stage I -  21, IIA -  33, 
stage III -  31 and stage IV -  9 patients. 39 patients received neo-
adjuvant treatment: 29 -  chemoradiotherapy, eight –  short course 
radiotherapy and two -  chemotherapy. 28 patients underwent ab-
dominoperineal resection (APR), 32 –  partial mesorectal excision 
(PME), 40 -  total mesorectal excision (TME). Laparoscopic aproach 
was performed in 32 patients and for rest 68 patients –  open. The 
median postoperative hospital stay was 9 days (range: 2 - 51 days). 
One patient had urinary retention (1%), urinary tract infection in two 
patients (2%) and dysuria -  three patients (3%). 35 patients had com-
plications: 26 -  Clavien- Dindo I and II, nine -  Clavien- Dindo III and IV.
Conclusion: Our prospective clinical trial showed that early urinary 
catheter removal in combination with prophylactic Silodosin fol-
lowing rectal cancer surgery reduces the incidence of urinary tract 
symptoms. It requires larger- scale, and high- quality randomized con-
trolled clinical trials with comparator groups.
DisclosureofInterest: None declared

PO-020 | LAPAROSCOPICVENTRALMESHRECTOPEXYIN
THEMANAGEMENTOFEXTERNALRECTALPROLAPSEINMALE
PATIENTS:ACASESERIES

M. Fathy & M. Abdelnaby
General Surgery, Faculty of Medicine, Mansoura University, Mansoura, 
Egypt

Aim: Laparoscopic ventral mesh rectopexy (LVMR) is a successful 
procedure in management of both internal and external rectal pro-
lapse. Only few series were reported about the pros and cons of 
this procedure in male patients. This small series represent another 
step in the evaluation of the effectiveness of this procedure in male 
patients.
Method: We reported three cases of male patients with external 
rectal prolapse who were manifested with obstructed defecation 
syndrome rather than fecal incontinence. LVMR were offered to 
those patients and the effects on defecation habits, sexual function 
and the quality of life were reported.
Results: After one year, LVMR offered a successful management of 
external rectal prolapse with a favorable outcomes regarding def-
ecation and sexual functions (P < 0.001). One case complained of 
residual prolapse and required further management.

Conclusion: LVMR is a safe and effective procedure in management 
of external rectal prolapse in male patients. Yet, large series and ran-
domized clinical trials are required for better assessment and optimi-
zation of the procedure.
DisclosureofInterest: None declared

PO-021 | ASYSTEMATICREVIEWOFTHEIMPACTOF
POST-OPERATIVEORALFLUIDINTAKEONILEUSFOLLOWING
ELECTIVECOLORECTALSURGERY

E. Macvicar1, F. Cullen2, S. Kastora2, C. Parnaby2, C. Mackay2 &  
G. Ramsay2,3

1Aberdeen University, 2NHS Grampian, 3Rowett Institute, Aberdeen, 
United Kingdom

Aim: Ileus (delayed return of bowel function after surgery) is one 
of the highest priority research questions in modern day colorectal 
practice. Current Enhanced Recovery After Surgery (ERAS) guid-
ance either does not include a specific recommendation for volume 
of post- operative oral fluids/foodstuffs or suggests ad- lib fluids. It 
is unclear if the volume of intake affects ileus rates. This systematic 
review aimed to determine the optimal fluid volume for patients to 
consume day one after elective colorectal surgery
Method: The literature was searched across seven databases. 
Randomised controlled trials of adults undergoing elective colorectal 
surgery, comparing oral intake post- operatively were eligible for in-
clusion. Two blinded reviewers assessed papers with disagreements 
resolved by a third independent reviewer. Main outcomes were reso-
lution of post- operative ileus and length of hospital stay. Secondary 
outcomes included vomiting, mortality and complications.
Results: Of 2175 screened papers, eight were eligible for inclusion. 
All studies gave a clear liquid diet post- operatively. The comparison 
groups followed a traditional nil- by- mouth approach. All studies 
showed a minor reduction in post- operative ileus and hospital stay in 
the intervention group, but we are unable to determine the optimal 
post- operative oral fluid volume. The low number and poor quality 
of studies was a significant limitiation. None of the trials were con-
ducted within an ERAS protocol: only 883 patients were included 
in total
Conclusion: From the current literature it is unclear how post- 
operative oral fluid volume intake affects gastrointestinal function 
and ileus in elective colorectal surgical patients. This remains an im-
portant area for further research.
DisclosureofInterest: None declared
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PO-022 | VENTRALPROSTHESISRESTOPEXY(VPR)OFFERS
SUSTAINABLEGOODRESULTSFOR5YEARSINPATIENTSWITH
OBSTRUCTEDDEFECATIONSYNDROME(ODS)

N. Gouvas1, D. Manatakis2, G. Pechlivanides3 & E. Xynos4

1General Surgery, University of Cyprus- Medical School, Nicosia, 
Cyprus, 2General Surgery, Naval & Veterans Hospital of Athens, Athens, 
3General Surgery, Metropolitan Hospital of Pireaus, Pireaus, 4General 
Surgery, InterClinic Hospital of Heraklion Crete, Heraklion, Greece

Aim: Obstructed Defecation Syndrome (ODS) is a rather complex 
entity concerning mainly females causing primarily constipation. 
Ventral Prosthesis Rectopexy (VPR) has been proposed and seems 
to have the best outcomes. However, the reported outcomes of 
studies concern a relatively short follow- up period. This study pre-
sents a series of patients with a long follow- up period.
Method: A prospective series of patients from 2008 to 2019 with 
ODS underwent VPR to manage their symptoms by one surgeon. 
All patients were evaluated with history, clinical examination, and 
proctogram. Outcomes of interest were postoperative morbidity, 
satisfaction and symptoms of constipation or incontinence.
Results: Fifty- four patients (51 females, 3 males) were included in 
the study. Fifty- one had a mesh inserted. Median follow- up was 
83.5 months. The immediate postoperative morbidity rate was 7.4%. 
There was one mesh- erosion (1.9%). A significant continuous im-
provement in constipation symptoms, incontinence, satisfaction and 
pain was observed up to 20 months and remained stable up to sixty 
months.
Conclusion: In this series of patients VPR offered symptomatic relief 
to the majority of patients with ODS, improving both constipation 
and incontinence for at least two years postoperatively. The longer 
follow- up showed that these good effects are sustainable up to 60 
months.
DisclosureofInterest: None declared

PO-023 | THETREATMENTOFCOMPLICATEDFORMSOF
PTOSISANDPROLAPSEOFINNERGENITALORGANS

Z. Totikov1, V. Totikov1, O. Remizov1, U. Taramov1, T. Ardasenov1 & 
L. Logvina2

1Hospital Surgery, North Ossetian State Medical Akademy, Vladikavkaz, 
2Obstetrics and gynecology, Kabardino- Balkarian State University, 
Nalchik, Russian Federation

Aim: working out the treatment of complicated forms of ptosis of 
pelvic ground with the use of polypropilen net.
Method: 86 patients were made vaginal extirpation of the uterus 
without adnexa(1 group), 19 was made on operation due to the 
method carried out in the clinic with the use of Prolene Soft material 
(2 group).
Results: The distant results of the treatment were studied in 49 
(59%) of the 1 group patients and 16 (84,2%) of the 2 group patients. 

Excellent results were received in 14,2% of the 1 group patients and 
in 88,2% in the 2 group. Good results were pointed out in 62,3% in 
the 1 group and in 62,5% in the 2 group. Satisfactory results were re-
ceived in 22,4% in the 1 group und in 12,5% in the 2 group. In 12,3% 
of the 1 group patients the signs of difficult defecation was marked. 
In 8,2% in 1 group was marked the relapse of rectocele of the 1– 2 
degree. In 8,2% was marked the prolabiration of the uterus stump. 
In 6,1% of the 1 group patients were marked the symptoms of im-
perative urge incontinence due to stress and in 8,2% of imperative 
urge incontinence. Unsatisfactory results was found out in 14,3% 
of cases in the 1 group. There wasn’t found out any unsatisfactory 
results and relapses in the 2 group.
Conclusion: In complicated forms of the lowering of the pelvic 
ground atrophy it is necessary to use additional means of fixing.
Reference:
1. Ge L, Li Q, Jiang J, You X, Liu Z, Zhong W, Huang Y, Xing MM. 
Integration of nondegradable polystyrene and degradable gelatin 
in a core- sheath nanofibrous patch for pelvic reconstruction. Int J 
Nanomedicine. 2015 Apr 24;10:3193– 201. https://doi.org/10.2147/
IJN.S75802. eCollection 2015.
DisclosureofInterest: None declared

PO-024 | INCREASEDINCIDENCEOFCOLORECTALCANCER
INPATIENTSWITHULCERATIVECOLITIS:ANATIONWIDE
COHORTSTUDYBETWEEN1990–2020

L. Heuthorst1, H. Harbech1, A. Snijder1, A. Mookhoek2, G. 
D’Haens3, S. Vermeire4, A. D'Hoore5, W. Bemelman1 & C. Buskens1

1Surgery, 2Pathology, 3Gastroenterology, Amsterdam UMC, 
Amsterdam, Netherlands, 4Gastroenterology, 5Surgery, University 
hospitals Leuven, Leuven, Belgium

Aim: Studies on the incidence of high- grade dysplasia (HGD) and 
colorectal cancer (CRC) in patients with ulcerative colitis (UC) show 
conflicting results. The aim of this study is to identify a time trend 
in increasing disease duration before colectomy, accompanied by a 
shift in colectomy indication (from refractory disease to malignant 
degeneration) over the last three decades.
Method: From the nationwide Dutch Pathology Registry (PALGA), 
pathology excerpts from all patients with UC or indeterminate colitis 
(IC) who underwent a colorectal resection for all indications between 
January 1st, 1990 and November 12th, 2020 were included. The pri-
mary outcome was the incidence of HGD/CRC in the colon specimens.
Results: Overall, 6,528 patients were included of which 5,366 
(82.2%) underwent a (procto)colectomy and 1,162 (17.8%) a segmen-
tal resection. In 1,163 (17.8%) patients, pathological examination 
demonstrated HGD (n = 91, 1.4%) or CRC (n = 1,072, 16.4%) after a 
median disease duration of 10 years [IQR 3.0– 18.3]. The incidence 
of HGD/CRC increased from 11.5% between 1990– 1999, to 18.0% 
between 2000– 2009, to 23.8% between 2010– 2020 (P < 0.001). 
Disease duration increased from 4 years [IQR 0.0– 8.0] between 
1990– 1999, to 9 years [IQR 2.0– 15.0] between 2000– 2009, to 16 

https://doi.org/10.2147/IJN.S75802
https://doi.org/10.2147/IJN.S75802
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years [IQR 7.0– 23.0] between 2010– 2020 (P < 0.001). Compared to 
patients operated between 1990– 1999, patients operated between 
2000– 2009 and 2010– 2020 were more often diagnosed with ad-
vanced disease (pT3/T4 = 60.9% vs 66.1% vs 63.1% respectively, P = 
0.01) and lymph node metastasis (31.2% vs 42.0% vs 38.3% respec-
tively, P < 0.05).
Conclusion: This unique nationwide pathology study demonstrated 
an increased incidence of HGD/CRC over time. We hypothesize that 
the expanding therapeutic armamentarium for UC likely leads to 
exhausting medical options and hence postponed colectomy. This 
however, might be at the expense of increased risk of HGD/CRC in 
the long term. Despite surveillance programs, the incidence of ad-
vanced colon carcinoma is still high.
DisclosureofInterest: None declared

PO-025 | DEFININGILEOANALPOUCHSYNDROME:THE
PATIENTREPORTEDOUTCOMESAFTERPOUCHSURGERY
(PROPS)DELPHICONSENSUSSTUDY

P. Cavallaro1, L. Bordeianou2 & on behalf of PROPS Scientific 
Committee
1General Surgery, 2Section of Colon and Rectal Surgery, Massachusetts 
General Hospital, Boston, United States

Aim: The aim of this Delphi consensus study was to create a patient- 
centered definition of core bowel function symptoms that should be 
included in future studies of ileoanal pouch function.
Method: Three panels of expert stakeholders were chosen to cor-
relate with the clinical scenario of the multidisciplinary team that 
cares for pouch patients: (A) patients, (B) colorectal surgeons, (C) 
gastroenterologists/other clinicians. A starting list of items was gen-
erated by systematic literature review. Three rounds of Delphi sur-
veys were employed to select high priority items based on an a priori 
threshold. Participants had the opportunity to suggest additional 
symptoms not included in the starting list. A final online consensus 
meeting with representation from all three expert panels was held to 
finalize a consensus statement.
Results: After three rounds of voting, 195 patients, 62 colorectal 
surgeons, and 48 gastroenterologists/other specialists completed all 
three rounds. In the patient group, 95% had UC and J- pouch anatomy. 
Of note, when asked about general satisfaction with their pouch, 
one quarter of patients were somewhat or very dissatisfied with 
their decision to have surgery. Finally, 161 stakeholders participated 
in the final consensus meeting (73% patients, 18% surgeons, 9% 
GIs). At the conclusion of the final consensus meeting, participants 
elected to include seven bowel symptoms and seven consequences 
of these symptoms into the final consensus statement defining core 
domains to be included in future studies of pouch function.
Conclusion: This is the first study to identify key functional out-
comes after pouch surgery with direct input from a large panel of 
IPAA patients. The inclusion of patients in all stages of the consen-
sus process allowed for a true patient- centered approach in defining 

the core domains that should be focused on in future studies of 
pouch function.
DisclosureofInterest: P. Cavallaro Conflict with: Crohn's and Colitis 
Foundation Surgical Research Network, L. Bordeianou Conflict with: 
Crohn's and Colitis Foundation Surgical Research Network

PO-026 | DOESILEALPOUCHANALANASTOMOSIS
DECREASETHERATEOFDELIVERYCOMPAREDTO
ILEO-RECTALANASTOMOSIS?ANATIONALSTUDYON1491
PATIENTS

A. Challine1, T. Voron1, N. Chafai1, C. Debove1, Y. Parc2 & J. Lefevre2

1General and digestive Surgery, 2Hopital Saint- Antoine, Paris, France

Aim: Previous studies of limited sample size demonstrated a lower 
fecundity rate after ileal pouch- anal anastomosis (IPAA) compared 
to ileorectal anastomosis (IRA). The aim of this study was to com-
pare the rate of delivery between IRA and IPAA for women with 
inflammatory bowel disease (IBD) or familial adenomatosis poly-
posis (FAP).
Method: A retrospective study (2010– 2020) was performed on a 
prospective national cohort (PMSI). All female (12– 45 years) oper-
ated with an IRA or IPAA for IBD or FAP were included. The main 
outcome was the rate of delivery. The groups (IRA/IPAA) were com-
pared using a survival analysis with log rank test and multivariate 
analysis with cox- models.
Results: A total of 1491 patients were included (IBD = 888, 60%). 
Mean age at time of surgery was 30±9 years and 9% (n = 135) had 
had a delivery history.
872 IPAA (IBD = 571 (38%); FAP = 301 (20%)) and 619 IRA (IBD = 
317(21%), FAP = 302 (20%)) were performed. Laparoscopic ap-
proach was used for 78% of patients (n = 1164). Anastomosis were 
performed after a sub- total colectomy for 407 IPAA (47%) for and 
148 IRA (24%).
5- year delivery rate was 12% (n = 179) and increased to 15% (n = 
22) after a median follow- up of 70 IQR = (40– 100) months. Median 
delivery delay was 32 months (22– 50), not different between IPAA 
or IRA (35 (23– 57) vs. 29 (20– 48), P = 0.15).
The 5 years rate of postoperative delivery was not significantly dif-
ferent between IPAA (11%) and IRA (14%) (P = 0.14) as between IBD 
(12%) and FAP (12%) patients (P = 1). Patients operated by laparos-
copy had a 5- years delivery rate of 14% (vs. 6% after open proce-
dure), P = 0.001.
After multivariable analysis, IPAA was not associated with a lower 
risk of delivery (HR = 0.79, (0.59,1.05); P = 0.10). Age, delivery history 
and laparoscopic approach were strongly associated with higher 
probability of delivery.
Conclusion: This national study of large sample size did not report 
any significant difference on the rate of delivery after IRA or IPAA 
for IBD or FAP but confirmed the major benefit of the laparoscopic 
approach.
DisclosureofInterest: None declared
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PO-027 | COULDSNMBEASOLUTIONFORPOUCHRESCUE
BEFOREDEFINITIVESTOMAFORUCPATIENTS?

M. Di Giuseppe1, E. Duchalais2, F. Drissi2, V. Wyart2 & G. Meurette2

1Department of Surgery, Ente Ospedaliero Cantonale, Bellinzona, 
Switzerland, 2Department of Digestive and Endocrine Surgery, CHU de 
Nantes, Nantes, France

Aim: Panproctocolectomy with ileo- pouch anal anastomosis (IPAA) 
is the treatment of choice for ulcerative colitis (UC) drug- resistant. 
Near 21% of the patients report a significant fecal incontinence. In 
cases resistant to conservative treatment, a definitive ileostomy has 
to be proposed (10 to 20% of the patients). Sacral neuromodulation 
(SNM) has been presented in recent studies as a possible treatment 
option for IPAA- related incontinence. This retrospective study aims 
to examine functional outcomes in patients undergoing SNM after 
IPAA.
Method: From October 2007 to March 2021, patients with poor 
functional outcomes after total proctocolectomy and IPAA despite 
optimized bowel management including retraining, diet and medics, 
were proposed a two- steps SNM implantation procedure: the first 
being the percutaneous stimulation test, the second being the de-
finitive stimulator implantation. Failure was defined by the absence 
or insufficient improvement ( < 50%) of FI episodes or improvement 
of fragmentation or urgencies by 50% after the first step (SNM test).
Results: 14 patients suffering from severe pouch dysfunction after 
IPAA surgery for UC were submitted to SNM test. UC was diagnosed 
11 years before pouch surgery. SNM test was proposed after a mean 
55 months after pouch surgery. 12 patients were implanted after the 
test- phase (86%). Subsequently 2 patients were explanted (failure 
after 1 y; and 1 with perineal cancer that required pouch excision). 
Ten patients (71.6%) remain implanted and under continuous stimu-
lation with a mean 36.5 months of FU. In these cases, the Wexner 
score improved on average by 47.9% (14.2 to 9.6; P:0.004) during 
the follow- up. The FIQL questionnaire showed an average score 
improvement of 27.9% (1.91 to 2.41; P:0.009). The pre SNM LARS 
score decreased on average 27.5% (1.91 to 2.41; P:0.04).
Conclusion: SNM can improve the functional results in patients with 
disabling situation after pouch surgery for UC. It could represent a 
viable alternative to definitive stoma.
DisclosureofInterest: None declared

PO-028 | C-REACTIVEPROTEINMONITORINGAFTER
ILEOCECALRESECTIONANDSTOMACLOSUREREDUCES
LENGTHOFHOSPITALSTAY:APROSPECTIVECASE-MATCHED
STUDYIN410PATIENTSWITHCROHN’SDISEASE

C. Guyard, C. De Ponthaud, M. Giacca, M. Monsinjon & Y. Panis
Colorectal Surgery, Beaujon Hospital, Clichy, France

Aim: The aim of this study was to evaluate a CRP monitoring- driven 
discharge strategy for patients with Crohn’s disease (CD) undergoing 

ileocecal resection (ICR) and in some patients, elective stoma clo-
sure (SC).
Method: CRP monitoring was on postoperative day (POD) 3. 
Patients were discharged on POD 4 if CRP was ≤ 100 mg/L. 153 
patients with CRP monitoring who underwent ICR were matched 
(age, gender, body mass index, type of Crohn disease and temporary 
stoma or not) to 257 control patients without CRP monitoring. For 
SC, 79 patients with CRP were matched (age, gender, BMI) with 88 
control patients.
Results: For ICR without temporary stoma, mean length of hospi-
tal stay was significantly shorter in CRP than control group (6.9 ± 2 
days vs 8.3 ± 6, P = 0.017). Discharge occurred on POD 7 in 74% of 
patients with CRP monitoring vs 60% (P = 0.027) for controls. For 
ICR with temporary stoma, mean length of hospital stay was similar 
between both groups (8 days). For SC, mean length of hospital stay 
was also significantly shorter in CRP than control group (5.5 ± 3 days 
vs 7.1 ± 4, P = 0.002). Discharge occurred on POD 4 in 62% with 
CRP monitoring vs 30% without (P = 0.003). CRP level on POD 3 
< 100mg/L was associated with a low risk of surgical site infection. 
Postoperative 3- month overall, severe morbidity, rehospitalization 
rates were similar between groups.
Conclusion: In patients with Crohn’s disease, CRP monitoring de-
creases significantly length of hospital stay without increasing 
morbidity, mortality or rehospitalisation rates not only after ileoce-
cal resection with immediate anastomosis but also after temporary 
stoma closure.
DisclosureofInterest: None declared

PO-029 | ILEALPOUCH-ANALANASTOMOSIS;EXPERIENCE
ANDOUTCOMESACROSSTWOGENERATIONSOFSURGEONS
ATATERTIARYCENTERINSWEDEN

M. Hermanson, J. Bengtson, H. de la Croix, E. Lindholm & M. Block
Department of Surgery, Institution of Clinical Sciences, Göteborg, 
Sweden

Aim: The standard procedure after colectomy in patients with 
Ulcerative Colitis (UC) and Familial Adenomatous Polyposis (FAP) is 
reconstructive surgery with ileal pouch- anal anastomosis (IPAA) (1). 
It is of interest to understand how a generation shift of the surgeons 
performing IPAA has affected patients’ outcomes.
Method: In the period 1999– 2016, all patients who underwent 
IPAA at Sahlgrenska University Hospital/Östra, Gothenburg, 
Sweden, were included. Surgeons from two different generations 
performed the IPAA procedures during this period; experienced 
surgeons (1999– 2004; Period 1), the new generation of surgeons 
undergoing training (2005– 2010; Period 2) and the new genera-
tion of experienced surgeons (2011– 2016; Period 3). The primary 
endpoint was postoperative complications (Clavien- Dindo ≥3b (2)), 
and the secondary endpoints were functional outcome, failure 
of the pouch, and mortality. Logistic analyses of the results were 
performed.
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Results: Overall, 281 patients were included in the study. The rate 
of postoperative severe complications was lower in Period 1 and 
2, with the more experienced generation of surgeons [Odds Ratio 
(OR) 0.137; P = 0.01 and 0.303; P = 0.026, respectively]. Regarding 
functional outcome there was no significant difference between the 
three time periods. The risk of failure of the pouch was a higher in 
Period 1 (OR 5.6; P = 0.014), probably due to longer follow- up time.
Conclusion: This study shows that the risk of severe postoperative 
complications after IPAA is lower when the surgery is performed or 
instructed by more experienced surgeons, as compared to surgeons 
who are probably still in their learning curve. There are few previous 
studies of the learning curve for IPAA surgery. It appears that surgical 
units that have a high throughput of patients provide better outcomes.
References:
1. Fazio VW, Kiran RP, Remzi FH, Coffey JC, Heneghan HM, Kirat 
HT, et al. Ileal pouch anal anastomosis: analysis of outcome and qual-
ity of life in 3707 patients. Ann Surg. 2013;257(4):679– 85.
2. Dindo D, Demartines N, Clavien PA. Classification of surgical com-
plications: a new proposal with evaluation in a cohort of 6336 pa-
tients and results of a survey. Ann Surg. 2004;240(2):205– 13.
DisclosureofInterest: None declared

PO-030 | SYSTEMATICCRPMONITORINGREDUCES
HOSPITALSTAYAFTERLAPAROSCOPICILEALPOUCH-ANAL
ANASTOMOSIS.ACOMPARATIVESTUDYIN158CONSECUTIVE
PATIENTSWITHULCERATIVECOLITIS

C. de Ponthaud, C. Guyard, M. Blondeau, M. Giacca, M. Monsinjon 
& Y. Panis
Colorectal Surgery, Beaujon Hospital, Clichy, France

Aim: C- reactive protein (CRP) is a common biomarker of inflamma-
tion which has been largely used to predict the risk of postoperative 
septic complications after colorectal surgery. However, no data ex-
ists concerning its potential benefit after ileal pouch anal anasto-
mosis (IPAA) for ulcerative colitis (UC). The aim of this study was to 
evaluate a CRP- driven monitoring discharge strategy after laparo-
scopic IPAA for UC.
Method: Since 2012, 158 patients undergoing a laparoscopic IPAA 
for UC were included: 66 patients (CRP group) operated since 2016 
had a CRP- driven monitoring discharge on post- operative day 5 
(POD 5) and were discharged on POD 6 if CRP < 100mg/L; these 
patients were matched (according to age, gender, BMI, IPAA in 2 or 3 
steps) to 92 patients operated between 2012 and 2016, without any 
CRP monitoring (Control group).
Results: Median length of hospital stay (LHS) was shorter in the CRP 
group than control group (7 vs 9 days; P < 0.001) and discharge on 
POD 6 occurred more frequently in the CRP group (47% vs 7%, P < 
0.001). No difference was observed between the two groups con-
cerning: overall morbidity (P = 0.980), Clavien- Dindo ≥ IIIa morbidity 
(P = 0.523), surgical site infection (P = 0.554), unplanned rehospitali-
zation (P = 0.734) and 30- day reoperation (P = 0.240).

Conclusion: CRP- driven monitoring discharge strategy after lapa-
roscopic IPAA for UC is associated with a significant reduction of 
length of hospital stay, without increasing neither morbidity, reop-
eration nor rehospitalisation rates.
DisclosureofInterest: None declared

PO-031 | METABOLOMICSANDGENETICSFOR
DIFFERENTIALDIAGNOSTICOFCROHN’SDISEASEAND
ULCERATIVECOLITIS

N. Zakharzhevskaya1, D. Kardonsky1, D. Konanov1, A. Silantyev1, 
A. Troshenkova1, S. Lyamina1,2, I. Kolesnikova1, O. Shagaleeva1 & E. 
Ilina1

1Federal Research and Clinical Center of Physical- Chemical Medicine 
of Federal Medical Biological Agency, 2A.I. Yevdokimov Moscow State 
University of Medicine and Dentistry, Moscow, Russian Federation

Aim: Differential diagnosis of Crohn's disease and ulcerative colitis 
at early stage is mostly impossible due to the absence of characteris-
tic symptoms of the disease. In this regard, molecular diagnostic can 
provide prognostic information long before the symptoms arise and 
contribute to correct treatment strategy. HS GC- MS for the analy-
sis of broad spectrum of volatile compounds, as well as genes poly-
morphisms by the real- time detection, make it possible to assess the 
complex risks and provide differential diagnostics of Crohn's disease 
and ulcerative colitis.
Method: Fecal and blood samples were obtained from 26 patients 
with IBD (8 CD and 18 UC), and 23 patients from healthy group. Fecal 
samples have been analyzed on a Shimadzu QP2010 Ultra GC / MS 
with a Shimadzu HS- 20 headspace extractor. Compounds were iden-
tified using AMDIS (version 2.62). QIAamp® DNA Mini Kit was used 
for DNA extraction. Quantitative real- time PCR endpoint analysis was 
performed by CFX96TM Real- Time PCR Detection System (Bio- Rad).
Results: HS- GC- MS analysis demonstrated a wide range of highly 
volatile compounds which were significantly differ in control and in-
flammatory bowel diseases groups. Coefficients of diagnostic signifi-
cance of metabolomic profiling calculated by Bayesian naive classifier 
were obtained for IBD verification. As a result of SNP (rs2066844, 
rs2066845, rs17221417, rs2201841, rs11362) genotyping, group of 
IBD has been divided into Crohn's disease and ulcerative colitis pa-
tients. In 85% of IBD cases, the initially instrumental diagnosis was 
confirmed by HS GC- MC and genotyping. For several patients with a 
preliminary diagnosed ulcerative colitis, in complex with genotyping 
data, ulcerative colitis diagnosis has been changed to Crohn's disease, 
and therefore a modification of patient therapy was carried out.
Conclusion: HS- GC/MS based method supplemented by SNP geno-
typing used in this study is a promising tool for early non- invasive 
verification and differential diagnosis of IBD.
Reference:
1. Vicky De Preter (2015). Fecal metabolite profiling identifies 
medium- chain fatty acids as discriminating compounds in IBD. 
Aliment Pharmacol Ther, Mar;64(3):447– 58.
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Surgery, NHS Grampian, 3Health Services Research Unit, University of 
Aberdeen, Aberdeen, United Kingdom

Aim: Inflammatory Bowel Diseases (IBD) have varied clinical courses. 
However, all have an associated increased risk of bowel malignancy. 
Although colectomy reduces the risk of colorectal cancer, the risk of 
inflammation and subsequent development of cancer in the rectal 
remnant remains. Despite the existence of surveillance guidelines 
for IBD patients with intact colons, guidelines on rectal stump sur-
veillance for subtotal colectomy patients are lacking. This study 
looks at the fate of rectal stump in IBD patients following subtotal 
colectomy in terms of malignancy risk and patient choice of further 
management.
Method: This is a single centre retrospective observational study. 
Patients were identified from the NHS Grampian surgical IBD da-
tabase. Patients that had subtotal colectomy between 01/01/2010 
to 31/12/2017 were included in this study with the follow- up end 
date 1/4/2021. Socio- demographics, diagnosis, medical and surgical 
management data were collected from electronic records. Statistical 
analysis was performed using SPSS (v27).
Results: One hundred and thirty- four patients with rectal stump 
had a median follow- up of 8 years. Seven patients died, 6 moved 
away, and 4 patients were lost to follow- up. Of all patients, 108 had 
Ulcerative Colitis and 26 had Crohn’s disease. A total of 84 patients 
had 133 surveillance endoscopy of the rectal stump (range 3 –  4.5 
years after colectomy). No dysplasia or malignancy was detected. 
Excision of the rectal stump was performed in 74 patients. Persistent 
rectal discharge was indication in 50% of patients. One patient (0.75) 
with Ulcerative Colitis had rectal cancer that was detected during 
subtotal colectomy and abnormally looking rectum.
Conclusion: This work demonstrates a low risk of malignancy in rec-
tal stumps after IBD subtotal colectomy. The optimal follow- up and 
risk assessment strategies remains unclear but perhaps requires a 
registry of cases to establish the true rectal stump cancer risk.
DisclosureofInterest: None declared
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I. Aguirre- Allende, J. M. Enriquez- Navascues, G. Elorza- Echaniz, 
N. Borda- Arrizabalaga, A. Echeveste- Varela, A. Etxart- Lopetegi, C. 
Placer- Galan, Y. Saralegui- Ansorena & J. L. Elosegui- Aguirrezabala
General and Digestive Surgery Department -  Colorectal Surgery Unit, 
Donostia University Hospital -  IHO Donostialdea. IIS Biodonostia, San 
Sebastian -  Donostia, Spain

Aim: Despite availability of biologic therapies, colectomy rate in 
Ulcerative Colitis (UC) is still 15– 35%. This study aims to analyse the 
surgical burden of UC care in the last two decades, focusing on the 
characteristics of the patients, surgical indications, and techniques 
along with the short and long- term results.
Method: Single- center retrospective cohort analysis of UC patients 
undergoing abdominal and anorectal surgery between January 
2000 and December 2020. The care burden, clinical data and surgi-
cal outcomes were analyzed according to distribution by decades.
Results: 128 patients, 47 (37%) female, underwent 376 surgical in-
terventions (296 intestinal procedures and 80 anorectal). Mean fol-
low- up for the cohort was 106+/- 64 months. Timing from diagnosis 
to first surgery was under 5 years in 53,3%. In the second decade 
of the study a notable decrease in patients requiring surgical inter-
ventions (73 vs. 48) as well as the total number of interventions per 
patient (2.7 vs. 2.0) was observed. The proportion between elective 
and urgent surgery was also reversed in the second decade, observ-
ing an increase in laparoscopic approach (70% vs. 8%) together with 
a parallel decrease in major postoperative morbidity (Clavien- Dindo 
≥ IIIa) (20% vs 8.4%). 80 patients underwent a restorative procto-
colectomy with ileoanal pouch (IPAA), most frequently in 3- stage 
surgery (53,7%). Failure rate at 1- year follow- up was 5%, however 
increasing up to 23.7% in the long- term. Chronic reservoritis and 
cuffitis were found to be the leading cause of pouch failure.
Conclusion: Despite a decrease in colectomy rate in the last decade, 
need for sequential surgeries and long- term active surveillance con-
stitutes a considerable burden among UC patients. Improvements 
were found in surgical approach, leading a decrease in operative 
morbidity. Factors such as cumulative experience, cuff length or a 
controlled rectal transection along with single- stapled anastomosis 
could determine IPAA survival.
DisclosureofInterest: I. Aguirre- Allende Conflict with: Goverment 
of the Basque Country -  Department of Health, Conflict with: 
Coloplast A/S, J. M. Enriquez- Navascues: None declared, G. Elorza- 
Echaniz: None declared, N. Borda- Arrizabalaga: None declared, A. 
Echeveste- Varela: None declared, A. Etxart- Lopetegi: None de-
clared, C. Placer- Galan: None declared, Y. Saralegui- Ansorena: None 
declared, J. L. Elosegui- Aguirrezabala: None declared
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POUCH-ANALANASTOMOSISFORULCERATIVECOLITIS:
MULTICENTRICCOHORTSTUDYFROMTURKEY

A. Rencuzogullari1, C. Akyol2, I. Hamzaoglu3, T. Colak4, T. 
Karahasanoglu5, U. Sungurtekin6, S. Leventoglu 7, E. Ozturk8, M. A. 
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General Surgery, Division of Colorectal Surgery, Ankara University, 
Ankara, 3Department of General Surgery, Division of Colorectal 
Surgery, Acibadem University, Istanbul, 4Department of General 
Surgery, Division of Colorectal Surgery, Mersin University, Mersin, 
5Department of General Surgery, Division of Colorectal Surgery, 
Acibadem University, Istanbul, 6Department of General Surgery, 
Division of Colorectal Surgery, Pamukkale University, Pamukkale, 
7Department of General Surgery, Division of Colorectal Surgery, 
Gazi University, Ankara, 8Department of General Surgery, Division of 
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Surgery, Division of Colorectal Surgery, Ege University, 10Department of 
General Surgery, Division of Colorectal Surgery, Dokuz Eylül University, 
İzmir, Turkey

Aim: This study aimed to investigate the causes of failure after ileal 
pouch- anal anastomosis (IPAA) in Turkish patients with ulcerative 
colitis and to determine the factors affecting the quality of their life.
Method: This multicenter retrospective cohort study included 
all consecutive patients who underwent IPAA construction for 
UC between 2010 and 2018 from nine specialized colorectal sur-
gery centers across the Turkey. Long- term functional outcomes 
and quality- of- life were evaluated through Oresland score and 
Cleveland Global Quality of Life (CGQL) scales, respectively. 
Logistic regression analysis was performed in search of risk fac-
tors for IPAA failure and to identify variables influencing long- term 
quality- of- life.
Results: Of 310 patients included in the study, pouches were con-
structed in 172 (55%) patients as a two- staged and in 138(45%) 
patients as a three- staged procedure. In regards to pouch- related 
complications, the rates of stricture, fistula, outlet obstruc-
tion, pouchitis, anastomotic separation, and hemorrhage were 
7.4%,6.8%,4.8%,4.8%,2.9% and 1.6%, respectively. The pouch fail-
ure rate at the end of median follow- up of 66 months was 5.5%. The 
following risk factors were found to be independently associated 
with pouch failure based on multiple regression analysis: biologi-
cal agents(P = 0.009), pelvic sepsis(P = 0.004), chronic pouchitis(P 
= 0.02), postoperative blood transfusion (P = 0.032). Overall CGQL 
score was 7.1. Based on the multiple linear regression model, IPAA 
stricture, low- volume centers, chronic pouchitis, increase in daytime 
bowel movements, social and sexual restrictions negatively affected 
QOL (all P values < 0.05). Surgical expertise( > 10/per year IPAA sur-
gery) was associated with lower postoperative complications and 
pouch failure (2%vs.8.6%) rates.

Conclusion: IPAA surgery presents acceptable postoperative compli-
cations, functional outcomes, and quality of life in long- term. Increased 
surgical expertise positively affects postoperative outcomes and QoL.
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1Surgery, SUS University Hospital, Malmö, 2Internal Medicine, 
Helsingborg Hospital, Helsingborg, Sweden

Aim: The introduction of biological therapy (anti- TNF- alpha) has 
changed the treatment and management of inflammatory bowel dis-
ease (IBD). This study aimed to investigate the impact of biological 
therapy on emergency subtotal colectomy rates in IBD patients dur-
ing two different time periods.
Method: This retrospective comparative study was carried out 
at Skåne University Hospital Sweden during 2020– 2021. Two 5- 
year windows were chosen for the study cohort, 2004– 2009 and 
2012– 2017. Period 1 (2004– 2009) was the pre-  and introductory 
anti- TNF- alpha period and Period 2 (2012– 2017) served as the post 
introduction of anti- TNF- alpha period.
Results: Forty- two and 49 patients were included, 2004– 2009 and 
2012– 2017 respectively. We found a total increase in administered 
biological therapy, from 64.3% (2004– 2009) to 83.7% (2012– 2017); 
P = 0.034. No significant difference was found in the subtotal colec-
tomy rates between the time periods; 1.44/1000 person years and 
1.37/1000 person years respectively; P = 0.833. An increase in IBD 
prevalence was noted for the latter period.
Conclusion: Our study found an increased administration of biologi-
cal therapy without any significant decrease in emergency subtotal 
colectomy rates for patients not responding to rescue treatment. 
Further research is warranted, and a prospective study design would 
facilitate a better causal understanding.
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Aim: Intestinal tuberculosis (IT)which mimicking Crohn's disease(CD) 
is more common in people living in low socioeconomic income coun-
tries. Make a differantiation betwen CD and incidentally detected IT 
is very important.
The aim of this study is to reveal the clinical and demographic char-
acteristics of patients diagnosed with incidental IT.
Method: This retrospective cohort study analyzed patients operated 
for acute abdomen in the department of general surgery of a ter-
tiary hospital in Turkey between 2010 and 2020. > 18 age patients 
who underwent emergency surgery without any suspicion of IT and 
whose postoperative histopathological examination supported IT 
were included in the study. Patients with a preoperative history of 
pulmonary tuberculosis were excluded.
Results: 19 patients who met the study criteria were analyzed. 
There were 10 females (52.6%) and 9 males (47.4%). The median 
age of the patients was 29 (minimum 23- maximum 56). The most 
common presentation in cases was acute and subacute bowel ob-
struction 14 (73.6%), followed by intestinal perforation (26.4%). 
Enlarged lymph nodes in the mesentery, ileocecal strictures, sus-
pected enlarged mass/malignancy in the ileum, or perforation sus-
pected of inflammatory bowel disease were most common during 
laparotomy. Resection with anastomosis or resection with stoma 
were mostly performed surgical procedures. The definitive diag-
nosis was made by histopathological examination in all patients. 
Postoperative all patients undergone medical treatment for intes-
tinal tuberculosis
Conclusion:Although there is no history or suspicion of pulmonary 
tuberculosis, it should be kept in mind that young patients who have 
not undergone abdominal surgery and present with mechanical 
bowel obstruction may have intestinal tuberculosis.
Before starting medical treatment, the distinction between intesti-
nal tuberculosis and Crohn's disease whose macroscopic examina-
tion similar to each other should be made well.
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Aim: Our objective was to describe the aetiologies of acute colitis 
and to identify patients who require diagnostic endoscopy to ex-
clude IBD.
Method: Patients with symptoms of gastrointestinal infection and 
colonic inflammation on CT were prospectively included. Those im-
munosuppressed, with history of colorectal cancer or inflammatory 
bowel disease (IBD) were excluded. Microbiological analysis of the 
stools was performed using PCR assays BD- Max and FilmArray GI 
panel, faecal calprotectin was determined. Patients with negative 
BD- Max underwent colonoscopy.
Results: One hundred and seventy- nine patients were included. 
Patients with infectious colitis (n = 103, 57.5%) were positive for 
Campylobacter spp (n = 57, 55.3%), Escherichia coli spp (n = 8, 7.8%), 
Clostridium difficile (n = 23, 22.3%), Salmonella spp (n = 9, 8.7%), vi-
ruses (n = 7, 6.8%), Shigella spp (n = 6, 5.8%), Entamoeba histolytica (n = 
2, 1.9%) and others (n = 4, 3.9%). Eighty- six patients underwent colo-
noscopy, which was compatible with ischaemic colitis in 18 patients 
(10.1%) and IBD in 4 patients (2.2%). Faecal calprotectin was elevated 
in all patients, with a mean concentration of 1922.1±2895.6μg/g, 
and was the highest in patients with IBD (8511±9438.4μg/g, P < 
0.001). After exclusion of patients with infectious aetiology, a faecal 
calprotectin > 625μg/g allowed identifying patients with IBD with 
an area under ROC curve of 85.1%.
Conclusion: Computed tomography- proven colitis was infectious 
aetiology in 57.5% of patients. Ischaemic colitis (10.1%) and IBD 
(2.2%) were seldom represented. No colorectal cancer was found.
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Aim: Various anatomical ileo- anal pouch designs have passed by 
since the introduction of pouch surgery. Recently, there has been 
renewed interest in creating larger pouches to reduce defecation 
frequency after pouch surgery. The aim of this study is to specify 
long- term complications causing pouch failure per anatomical design 
and elaborate on outcomes of classical pouches with a design other 
than common J or B pouches.
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Method: This retrospective cohort study included patients that 
underwent pouch construction for UC and FAP between 1975 and 
2000. Pouch designs were subdivided in common (J/B) and classical 
designs (S, W, pouches with septa). Outcomes of this study were 
pouch survival after 20 years of follow- up, and cause of pouch failure 
per anatomical design. Pouch failure was defined as need for redo 
pouch procedure, pouch excision or creation of a definite ileostomy.
Results: Out of 201 created pouches, 101 completed 20- year post-
operative follow- up, of which 82 were constructed with a common 
pouch design and 19 with a classical design. After 20 years of fol-
low- up, 28.0% of pouches with a common design developed pouch 
failure, compared to 42.1% for pouches with a classical design (P = 
0.2). Outlet problems of the pouch eventually occurred in 1.1% of 
common pouches and 40.0% of classical pouches (P < 0.01). Outlet 
problems in the classical designs were predominantly caused by ex-
cessive volume of the pouch, kinking of the efferent loop and intus-
susception of pouch tissue or pouch septa.
Conclusion: Pouch surgery knows a wide range of long- term compli-
cations causing chronic failure. In this cohort, the incidence of outlet 
issues in classical pouch designs was higher than in common designs. 
To overcome mechanical outlet complications requiring redo surgery 
or permanent defunction of the pouch, results of this study must be 
taken into account when rebirth of classical pouches is considered.
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Aim: Ulcerative Colitis is part of the IBD spectrum with curative 
treatment through Total Panproctocolectomy and J- Pouch. It is not 
exempt from complications such as: bleeding, fistulas and abscesses, 
pouchitis or prolapse of the pouch.
Method:
We present the case of a 56- year- old man with UC who underwent 
Total Panproctocolectomy and J- Pouch in 1987, and with pouchitis 
with a good response to treatment. He comes for a transanal drip 
with perineal eczema and 8 stools a day with a sensation of transa-
nal prolapse. On examination, he presented sphincter hypotonia 
with complete prolapse of the J- pouch with defecatory effort. MR 
was performed with the result of protrusion and descent of the 
mucosa at rest in relation to pouch prolapse, rectosocopy with nor-
mal appearance of the pouch mucosa and a cuff ulcer affecting the 
pectineal line. Manometry confirmed the moderate hypotonia of the 
IAS. A median suprainfraumbilical laparotomy was performed with 
identification of the pouch and release to the level of the levator 
muscles. Checking the indemnity of the pocuh with methylene blue. 
Fixation of the meso of the pouch to the sacral promontory with 3/0 
Ethibond points and closure by planes.

Results: After 5 days of hospital stay with a favorable evolution, the 
patient was discharged home. Two months after surgery, the pa-
tient continues to be free of symptoms and has been referred to the 
Pelvic Floor Rehabilitation Unit.
Conclusion: J- pouch prolapse is a rare condition that occurs more 
frequently in the two years after pouch surgery. Few cases have 
been reported and the question lies in the surgical treatment of pro-
lapse. Some authors defend the fixation of the pouch with biologi-
cal mesh. Others, on the other hand, opt for the direct fixation of 
the meso of the pouch to the sacrum with non- absorbable stitches. 
Both techniques are potential treatment options for patients with 
this rare complication.
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Aim: The study aims to understand the influence of different anas-
tomosis configuration in endoscopic and clinical recurrence rates for 
patients with Crohn disease (CD).
Method: Retrospective data analysis from patients submitted to 
ileo- colic resection with anastomose due to CD complications be-
tween January 2012 and December 2019. The recurrence rate and 
the mean time until recurrence were compared between the differ-
ent anastomosis configurations.
Results: A total of 44 patients were included in this study with a mean 
follow- up of 4,95 years. About 28 endoscopic and 19 clinical recur-
rences were recorded. Most of the patients (64%) had an end- to- end 
(EE) anastomose and 88% of them were manually. The assessment 
showed that 63%, 37,5% and 85,7% of the EE, End- to- Side (ES) and 
Side- to- Side (SS) anastomoses, respectively, had endoscopic recur-
rence. On the other hand, 44,4%, 50.0% and 28,6% of the EE, ES and 
SS anastomoses had clinical recurrence. None of the cases had a sta-
tistical significant difference. The mean time to clinical recurrence was 
24,76 months with no significant difference between the groups.
Conclusion: Many factors influence the post- operative recurrence 
of CD. Recently, studies have shown that the anastomosis type, par-
ticularly its configuration, had an impact in the endoscopic, clinical 
and surgical recurrence. SS anastomose and Kono- S demonstrated 
better results. Our study did not allow us to corroborate this hypoth-
esis. The size of the sample was one of the main limitations.
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Aim: Acute Ulcercative Colitis (AUC) refractory to medical manage-
ment has potentially dismal outcomes. We aimed to evaluated our 
current practice in a distract general hospital.
Method: A retrospective review was conducted of consecutive 
patients undergoing emergency surgery for AUC over a four year 
period. Patient demographics, performance status, co- morbidity, 
disease-  modifying factors and disease severity (ascertained by clin-
ical, endoscopic, radiological and haematological indicators) were 
recorded. Patient journey timings, surgical approach and clinical out-
comes were analysed, including post- operative length of stay (LOS), 
morbidity and mortality.
Results: 22 patients were included (median age 53 years, range 
26– 87), all were on intravenous steroids and 16 were on anti- 
TNF agents for a median of 2 weeks (range 16– 6months). 
Referral to surgery was timed at median 5 days from admission 
(range 0– 36) and surgery was performed at median 2.5 days from 
referral (range 0– 27). All patients had moderate/severe clinical 
colitis, (endoscopic Mayo classification 2/3), with median WBC 
11.0 /mcl (4.2– 21.9), median CRP 67 mg/l (3– 346) and median 
serum albumin 27g/dl (19– 47), 13 patients had laparoscopic sur-
gery. 86% of operations were performed by colorectal surgeons, 
one-  third commenced our of hours. 11 patients had complica-
tions (clavien-  dindo > 2) and the median LOS was 14 days (range 
3– 159). Two patients died within 30 days, both of whom had 

presented with colonic perforation and established multi- organ 
failure on arrival.
Conclusion: Emergency surgery for AUC refractory to medical treat-
ment is challenging. Early engagement of the surgical team is crucial 
to timely colectomy is key to favourable outcomes. A minimally inva-
sive approach is feasible and safe.
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Aim: Incisional hernia (IH) incidence after midline laparotomy has 
been reported between 10% and 40%, and higher in emergency 
situations. In colorectal surgeries, risk of postoperative evisceration 
varies from 2 to 3.5%, while IH at extraction incision (EI), used in lap-
aroscopic resections, ranges between 2– 8% in transverse incisions 
and up to 20% with midline incisions. This systematic review inves-
tigates efficacy and safety of using prophylactic mesh on closure of 
laparotomy or EI in colorectal resections.
Method: Literature databases, including PubMed, Cochrane, Science 
Direct and Google Scholar, were searched for studies comparing the 
use of prophylactic mesh to conventional suture closure in colo-
rectal operations, either in laparotomy closure in open surgery or 
EI closure in laparoscopic approach. Primary endpoints were identi-
fied as postoperative evisceration and IH. Other outcomes included 
surgical site infection (SSI), seroma formation and length of hospital 
stay (LOS).
Results: Four studies fulfilled the inclusion criteria and studies 397 
patients. Occurrence of IH was significantly reduced on using mesh 
closure compared to suture closure (OR 0.23, P = 0.0004), while 
there was no statistically significant difference in evisceration rate 
(OR 0.53, P = 0.31). Additionally, no notable difference was identi-
fied between both groups in terms of SSI (OR 0.76, P = 0.41), post-
operative seroma (OR 1.19, P = 0.63), and LOS (MD - 0.54, P = 0.63).
Conclusion: The use of prophylactic mesh on closing laparotomy inci-
sion or EI for open and laparoscopic colorectal resections reduces the 
risk of developing IH. There were no significant safety concerns; how-
ever, further randomised trials may provide more creditable results.
References:
1. Diener MK, Voss S, Jensen K, et al. Elective midline laparotomy 
closure: the INLINE systematic review and meta- analysis. Ann Surg. 
2010;251:843– 856.
2. Pereira JA, Pera M, Grande L. Incidence of incisional hernia 
after open and laparoscopic colorectal cancer resection. Cir Esp. 
2013;91:44– 49.

https://doi.org/10.1016/j.cgh.2019.09.040
https://doi.org/10.1016/j.cgh.2019.09.040


    | 33E-POSTERSABSTRACT

3. Moussavian MR, Schuld J, Dauer D, et al. Long term follow up 
for incisional hernia after severe secondary peritonitis- incidence and 
risk factors. Am J Surg. 2010;200:229– 234.
4. de la Portilla F, Flikier B, Espinosa E, Utrera A, Rada R, Vega J, 
Cisneros N, Maldonado VH. Estudio aleatorizado sobre la utili-
zación de mallas reabsorbibles para la prevención de la evisceración 
en la cirugía colorrectal [Randomised study of the use resorbable 
mesh for the prevention of evisceration in colorectal surgery]. Cir 
Esp. 2008 Jan;83(1):12– 7. Spanish. https://doi.org/10.1016/s0009 
- 739x(08)70490 - 1. PMID: 18208743.
5. García- Ureña MÁ, López- Monclús J, Hernando LA, Montes DM, 
Valle de Lersundi AR, Pavón CC, Ceinos CJ, Quindós PL. Randomized 
controlled trial of the use of a large- pore polypropylene mesh 
to prevent incisional hernia in colorectal surgery. Ann Surg. 2015 
May;261(5):876– 81. https://doi.org/10.1097/SLA.00000 00000 
001116. PMID: 25575254.
6. Pereira JA, Pera M, López- Cano M, Pascual M, Alonso S, Salvans 
S, Jiménez- Toscano M, González- Martín A, Grande- Posa L. Hernias 
at the extraction incision after laparoscopic colon and rectal resec-
tion: Influence of incision location and use of prophylactic mesh. 
Cir Esp (Engl Ed). 2019 Jan;97(1):20– 26. English, Spanish. https://
doi.org/10.1016/j.ciresp.2018.08.002. Epub 2018 Oct 19. PMID: 
30348508.
7. Hoyuela C, Juvany M, Trias M, Ardid J, Martrat A. Incisional 
hernia prevention using a cyanoacrilate- fixed retrofascial mesh. 
Cir Esp (Engl Ed). 2018 Jan;96(1):35– 40. English, Spanish. https://
doi.org/10.1016/j.ciresp.2017.10.003. Epub 2017 Dec 15. PMID: 
29249278.
DisclosureofInterest: None declared

PO-043 | EMERGENCYCOLORECTALRESECTIONS:DO
COLORECTALSURGEONSACHIEVEBETTEROUTCOMESTHAN
NON-COLORECTALSURGEONS

D. Wu1, I. Gartner2 & N. Henderson1

1General Surgery, Ninewells Hospital, 2University of Dundee, Dundee, 
United Kingdom

Aim: In our centre, patients requiring emergency colorectal surgery 
are managed by general surgeons who may or may not have sub-
specialist training in colorectal surgery. We investigated whether 
surgeon subspecialisation influences outcomes after emergency 
colorectal resections.
Method: All patients undergoing emergency colorectal resections 
between 01/01/14 -  31/10/20 were included. Data were collected 
from hospital electronic records. The primary outcome was 30- day 
post- operative mortality. Adjusted mortality was calculated using 
logistic regression. Secondary outcomes included rates of laparo-
scopic surgery, stomas, complications, readmissions and length of 
hospital stay. Categorical data were compared by chi- squared tests 
and non- parametric data by Wilcoxon tests.

Results: Of the 177 operations performed, 104 (58.8%) were per-
formed by colorectal surgeons. Overall 30- day mortality was 5.1%, 
which was significantly lower for colorectal versus non- colorectal 
surgeons (1.0% vs 11.0%, P = 0.003), this remained significant after 
multivariate adjustment (OR 0.09, 95% CI 0.01– 0.83, P = 0.034). 
The proportion of laparoscopic cases was significantly higher for 
colorectal compared with non- colorectal surgeons (54.8% vs 4.1%,  
P < 0.0001). There were no significant differences in stoma rates 
(76.0% vs 63.0%, P = 0.063), further procedures (5.8% vs 8.2%,  
P = 0.523), anastomotic leaks (1.9% vs 4.1%, P = 0.387), readmis-
sion within 30 days (12.5% vs 13.7%, P = 0.815) or median length of 
hospital stay (16 vs 18 days, P = 0.375). In a subgroup including only 
cancer resections (n = 66), 30- day mortality was lower for colorectal 
versus non- colorectal surgeons (0.0% vs 16.7%, P = 0.019) but this 
lost significance after multivariate adjustment (P = 0.781) and there 
was no difference in any secondary outcomes or number of lymph 
nodes resected.
Conclusion: Patients treated by colorectal surgeons have signifi-
cantly lower 30- day mortality after emergency colorectal surgery. 
This provides a strong argument for a subspecialist on- call rota.
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PURULENTPERITONITIS:THREE-YEARFOLLOW-UPOFTHE
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Aim: This study aimed to compare laparoscopic lavage and sigmoid-
ectomy as treatment for perforated diverticulitis with purulent 
peritonitis during a 36- month follow- up of the LOLA arm of the ran-
domised LADIES trial.
Method: Within the LOLA arm of the international, multicentre 
LADIES trial, patients with perforated diverticulitis with purulent 
peritonitis were randomised between laparoscopic lavage and 
sigmoidectomy (Hartmann’s procedure or primary anastomosis). 
Outcomes were retrospectively collected up to 36 months after 
randomisation. The primary outcome was the number of patients 
undergoing a reoperation (including stoma reversals). Secondary 
outcomes included stoma rates, sigmoidectomy rates after initial 
treatment with lavage, sigmoid carcinomas, overall morbidity, and 
mortality.
Results: Long- term follow up was recorded in 77 of the 88 originally 
included patients, 38 were randomised to laparoscopic lavage(49%) 
and 39 to sigmoidectomy(51%). After 36 months, the reoperation 
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rate was significantly lower for lavage compared to sigmoidectomy 
(sigmoidectomy 27/39(69%) versus lavage 17/38(45%), RR 0.646, 
95% CI 0.429– 0.974, P = 0.039). Stoma percentages did not signifi-
cantly differ (sigmoidectomy 11/39(28%) versus lavage 4/38(11%) 
versus, P = 0.083). Overall cumulative morbidity (sigmoidectomy 
28/39(72%) versus lavage 32/38(84%), P = 0.272) and mortality (sig-
moidectomy 7/39(18%) versus lavage 6/38(16%), P = 1.000) did not 
differ between groups. Eventually, 21 of 38(45%) patients treated 
with lavage did not undergo sigmoidectomy of whom four patients 
passed away within 36 months after surgery. 2/39(5%) patients 
in the sigmoidectomy group and 4/38(11%) patients in the lavage 
group were diagnosed with sigmoid carcinoma(P = 0.431).
Conclusion: Long- term results showed that laparoscopic lavage 
leads to fewer reoperations compared to sigmoidectomy as treat-
ment for perforated diverticulitis with purulent peritonitis. No dif-
ferences were found in terms of morbidity, stoma rates or mortality.
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Aim: To analyse the efficacy of magnetic resonance imaging (MRI) 
and biopsy in the diagnosis of retrorectal tumors (RRT), and the dis-
tinction of malignant and benign RRT.
Method: Patients operated for RRT in 18 academic French centers 
were retrospectively included (2000– 2019). Intrinsic characteris-
tics of preoperative MRI and biopsy were analyzing using Receiving 
Operator Characteristics curve and calculation of the Area Under 
Curve (AUC).
Results: 270 patients with RRT were included. The diagnosis of RRT 
was evocated because of clinical symptoms in 56% (n = 151/270) 
patients. Regarding preoperative examinations, MRI, Computed 
Tomography (CT) scan and endorectal ultrasound were performed 
in 90, 46 and 34% of the patients respectively. A preoperative tumor 
biopsy was performed in 13% (n = 36/270).
The AUC for preoperative MRI in prediction of cystic RRT was 0.74 
(Sensitivity = 71%, Specificity = 78%; P < 0.001).
Among the 22 malignant tumors, only 7/22 (32%) were diagnosed 
preoperatively, 5/22 on biopsy sample and 2/22 on MRI data. 
However, 15 patients with a preoperative diagnosis of benign RRT, 
had a malignant RRT on definitive pathological analysis (15/22, 68%). 
The AUC for preoperative MRI in prediction of malignant RRT was 
insufficient (AUC = 0.7, Sensitivity = 85%, Specificity = 57%; P = 
0.06). Looking at the 33 patients who underwent the both preop-
erative exams, the AUC to predict malignancy was 0.6 (Sensitivity = 
89%, Specificity = 20%; P = 0.5) for MRI, and 1 (Sensitivity = 100%, 
Specificity = 100%; P < 0.001) for biopsy.

Conclusion: The diagnosis of RRT is challenging, because of the 
rarity and the heterogeneous histological features. These lesions 
should be systematically explored by MRI preoperatively. A preop-
erative biopsy of the lesion could be useful to distinguish benign and 
malignant in selected RRT with inconclusive MRI or non- cystic RRT.
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Aim: The use of intraperitoneal drain placement after emergency 
colorectal surgery is controversial. While the general consensus 
recommends against their routine use, there remains a paucity of 
evidence supporting this in the setting of emergency colorectal sur-
gery. This study aimed to describe the efficacy and safety of intra-
peritoneal drain placement.
Method: This prospective, international, multicentre, cohort study 
enrolled consecutive adult patients undergoing emergency colorec-
tal surgery (February- March 2020). Outcomes included: rate of diag-
nosis of intra- abdominal postoperative collections; time to discharge; 
rate of drain- related complications; and 30- day major postoperative 
complications (Clavien– Dindo grade ≥3). After propensity- score 
matching, multivariable logistic and Cox proportional hazards re-
gressions were used to estimate the independent association of the 
outcomes with drain placement.
Results: Overall, 727 patients from 21 countries were included (353 
[48.6%] female; median age 68.5 years). The drain placement rate 
was 53.8% (391/727). After matching, drains were associated with 
greater postoperative collection rates (OR 5.87 95% CI: 1.79– 19.31, 
P = 0.004) and a shorter length of stay (HR 1.33, 95% CI: 1.08– 1.64, 
P = 0.008). Although not associated with worse major postoperative 
complications (OR 0.82, 95% CI: 0.49– 1.39, P = 0.470), drains carried 
an increased risk of surgical site infections (SSIs) (OR 2.72, 95% CI: 
1.48– 4.99, P = 0.001).
Conclusion: This is the first study on the role of intraperitoneal 
drains in emergency colorectal surgery. Their efficacy and safety ap-
pear unclear. Further trial evidence is needed to establish their net 
overall benefit or harm.
DisclosureofInterest: None declared
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Kingdom, 5Radboud University Medical Center Nijmegen, Nijmegen, 
Netherlands, 6Cleveland Clinic, Cleveland, United States, 7University of 
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Aim: Post- operative ileus (POI) is a highly disruptive complication 
after gastrointestinal surgery, with evaluation of new treatments 
hindered by a lack of standardised outcomes. This study aimed to 
develop an agreed core outcome set through international stake-
holder consensus.
Method: A steering group consisting of patient and clinician rep-
resentatives from Europe, Asia, and Australasia was convened. 
The study was registered with the COMET Initiative. A longlist of 
candidate outcomes was compiled through a systematic review of 
previous literature (MEDLINE/EMBASE 1990– 2017) and a series of 
international focus groups. A three- round Delphi process was un-
dertaken using a 9- point Likert scale to rate the importance of each 
identified outcome. An international, multi- stakeholder, consensus 
meeting was convened to ratify the final core outcome set for use in 
future clinical trials.
Results: A total of 92 outcomes were identified, which were 
rationalised to 73. One hundred and twelve participants com-
pleted all three rounds of the Delphi process (Patients n = 29; 
Surgeons: n = 71; Nurses/Dietitians: n = 12), leading to 29 
prioritised outcomes. The final consensus meeting involved 
15 participants (Patients n = 5; Surgeons n = 8; Nurses n = 
2). Twenty- four outcomes across the following domains were 
agreed and finalised:
-  Incidence and duration of ileus
-  Vomiting and gastric decompression
-  Severity of abdominal pain
-  Nutritional factors
-  Return of gut function
-  Patient- reported perception of ileus
-  Complications arising from ileus
-  Pre- disposing factors for ileus.
Conclusion: A core outcome set for POI after gastrointestinal sur-
gery has been agreed by international stakeholders. Uptake in fu-
ture research is strongly encouraged. This will standardise outcome 

reporting and will facilitate meaningful evaluations of new treat-
ments for patient benefit.
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Aim: Conventional colonoscopy (CC) is the gold standard for the 
study of colon diseases. However, it is often associated with discom-
fort and has risk of complications. Colon capsule endoscopy (CCE) is 
a non- invasive alternative for those who refuse CC or for whom it is 
contraindicated. However, reading CCE exams is a time- consuming 
process, with high risk of missing lesions. The application of artificial 
intelligence (AI) to medicine is growing and results are promising. 
However, their application to the capsule endoscopy, particularly to 
CCE, has been poorly studied. We aimed to develop an AI algorithm 
based on a convolutional neural network (CNN) for automatic detec-
tion of blood and hematic residues in the lumen of the colon using 
CCE images.
Method: We included 124 patients who had a CCE exam (PillCam 
COLON 2®) performed between 2010– 2020 at two centers. A total 
of 31715 images were extracted: 3075 contained blood and 28640 
normal mucosa. The images were introduced into a CNN model with 
transfer learning. A training dataset was designed using 99 patients, 
corresponding to 80% of the total number of images. Subsequently, 
the performance of the network was assessed using an independ-
ent set of 25 patients, comprising 20% of the total number of im-
ages. We measured sensitivity, specificity, positive and negative 
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predictive values (PPV and NPV, respectively), accuracy and area 
under the curve (AUC).
Results: Our model was able to detect blood in the colon lumen 
with a sensitivity of 99.3%, a specificity of 99.8%, a PPV and NPV of 
97.9% and 99.9%, respectively, as well as an accuracy of 99.7%. The 
AUC was 1.00.
Conclusion: Our group developed a highly accurate AI algorithm 
for detection of blood and hematic residues based on CCE images. 
These results are extremely important, since they pave the way for 
the development of automatic tools for the detection of findings 
with significant clinical relevance, which should allow to reduce the 
diagnostic error and the time spent in the evaluation of these exams.
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Aim: Colonic diverticulitis is a frequent cause of acute abdomen. Its 
surgical management has quite changed over the years. It has been 
shown that severe muscle mass depletion, sarcopenia, is associated 
with poor operative outcomes. Psoas muscle areas (PMA) is a marker 
of sarcopenia that can be easily measured on CT/MRI. The aim of 
this study was to evaluate the prognostic value of PMA in terms 
of post- operative outcomes in patients undergoing colectomy for 
diverticulitis.
Method: A single center retrospective cross- sectional study includ-
ing all patients who underwent colectomy for diverticulitis between 
August 2008 to March 2020. Patients' demographics, clinical and 
surgical data were recorded and analyzed. For each patient PMA 
measured with CT was calculated.
Results: Fifty- five patients were included in the study, with an aver-
age age of 63.34 ± 15.41, and female gender of 35 (61.4%). Thirty- 
two (56.1%) patients underwent elective operation as a secondary 
prevention of recurrent diverticulitis. Primary anastomosis was 
done in thirty- two patients (56.1%). Post- operative complications 
rate was 31.6% and major post- operative complication based on 
Calvein- Dindo score > 2 incidence was 4 (7%). Mortality rate was 3 
(5.3%). Comparing mean PMA among male to female is statistically 
significant with P = 0.01. Therefore, further analysis was made with 
subdivision by gender. ROC analysis showed that among female pa-
tients PMA was associated with major post- operation complications 
(area = 0.939, P = 0.039), re- operation (area = 0.939, P = 0.039) and 
Mortality (Area = 0.015, P = 0.023).
Conclusion: PMA evaluation pre- operatively, in female patient be-
fore under- going a colectomy due to diverticulitis, is associated to 
major post- operation complications, re- operation and mortality.
DisclosureofInterest: None declared

PO-050 | INSULIN-LIKEGROWTHFACTOR-IAND
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Z. Garoufalia1, A. Papadopetraki2, S. Mavrantonis3, C. 
Mavrantonis3, A. Phillipou2, G. Tsourouflis1, G. Kouraklis1 & D. 
Mantas1

12nd Department of Propaedeutic Surgery, Laiko General Hospital, 
2Department of Physiology, Medical School, National and Kapodistrian 
University of Athens, 36th Department of Surgery, Hygeia Hospital, 
Athens, Greece

Aim: To evaluate the variations in expression IGF- 1 isoforms 
(IGF1- Ea, IGF1- Eb, IGF1- EC) as well as its binding protein and recep-
tor (IGF- BP3, IGF1- R) during wound healing
Method: The study population comprised of 21 patients presenting 
with 1st episode of sacrococcygeal pilonidal disease. After informed 
consent, samples were obtained during operation as well as at 2,7,14 
days postoperatively. The expression of IGF- 1 isoforms as well as 
its binding protein and receptor was evaluated with real time PCR. 
Statistical analyses were performed using GraphPad Prism software. 
Kruskal- Wallis test, one- way ANOVA and Dunn’s post hoc tests 
were utilized to compare the fluctuation in expression of the afore-
mentioned proteins.
Results: A Kruskal- Wallis test showed that there was a statistically 
significant difference in expression of IGF1- BP3 and IGF1- R during 
wound healing, P = 0.014 and P = 0.018 respectively. Regarding the 
expression of IGF1- BP3, a pairwise post- hoc Dunn test indicated 
that it is significantly increased between surgery and the second 
postoperative day. On the other hand, using the same test, expres-
sion of IGF1- R seems to be significantly increased between surgery 
and 14th postoperative day(P = 0.02). The expression of the rest 
IGF- 1 isoforms did not change significantly during wound healing.
Conclusion: IGF1- BP3 and IGF1- R seem to play an important role 
during wound healing, especially in patients with large open wounds 
after pilonidal disease treatment. Further studies are needed in 
order to evaluate the exact role as well as possible use of these pro-
teins as enhancers in wound healing.
DisclosureofInterest: None declared

PO-051 | EMERGENCYCOLORECTALSURGERYINPATIENTS
WITHCIRRHOSIS:APOPULATION-BASEDDESCRIPTIVESTUDY

L. Zhang1, K. Brennan2, J. Flemming2, S. Nanji2, M. Djerboua2 & S. 
Patel2
1University of Ottawa, Ottawa, 2Queen's University, Kingston, Canada

Aim: Individuals with cirrhosis have significant post- operative risks 
following major abdominal surgery. Many risk prediction models 
and previously reported results do not reflect current practices and 
experience due to better medical management and better periop-
erative practices in this high risk group. The objective of this study 
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was to assess short term outcomes in cirrhotic patients undergoing 
emergency major colorectal surgery.
Method: This retrospective cohort study included individu-
als in Ontario (population 14 million) with a diagnosis of cirrhosis. 
Individuals who underwent emergent major colorectal surgery be-
tween 2009 and 2017 were included. Baseline characteristics, cir-
rhosis specific characteristics, and outcomes were identified using 
linked administrative databases available through ICES. Univariate 
and multivariate analysis was completed.
Results: 927 unique individuals (56% male) with cirrhosis who un-
derwent emergency colorectal surgery were included. The mean 
Model for End- Stage Liver Disease- Na (MELD- Na) score was 14 (8% 
had a history of hepatic decompensation); non- alcoholic fatty liver 
disease was the most common cause of cirrhosis (50%), followed by 
alcohol (32%). The most common surgical diagnoses were perfora-
tion/sepsis (22%), cancer (21%), and diverticulitis (11%). The most 
frequent surgical procedures received were colon resection with 
(40%) or without (23%) anastomosis, Hartmann’s procedure (17%), 
and ileostomy/colostomy alone (17%). The 30- day and 90- day over-
all mortality was 24% and 32%.
Conclusion: In this large contemporary population- based study of 
individuals with cirrhosis receiving emergent colorectal surgery, al-
most one quarter died within 30- days post- operatively. This data 
should be helpful for joint clinical decision making and ongoing re-
finement of surgical risk prediction models for patients with cirrho-
sis undergoing emergency surgery.
DisclosureofInterest: None declared

PO-052 | DOESFLUORESCENCEANGIOGRAPHYREDUCE
THEINCIDENCEOFANASTOMOTICLEAKINCOLORECTAL
SURGERY:ASYSTEMATICREVIEWANDMETA-ANALYSISOF
RANDOMIZEDCONTROLLEDTRIALS

J. Meyer1, H. Joshi1, N. Buchs2, F. Ris2 & R. J. Davies1

1Cambridge NHS Foundation Trust, Cambridge, United Kingdom, 
2University Hospitals of Geneva, Geneva, Switzerland

Aim: Observational studies have shown that fluorescence angiogra-
phy (FA) decreases the incidence of anastomotic leak (AL) in colorec-
tal surgery, but pooled high- quality evidence is lacking.
Method: MEDLINE, Embase and CENTRAL were searched for RCTs 
assessing the effect of intra- operative FA versus standard assess-
ment of bowel perfusion on the incidence of AL of colorectal anasto-
mosis. Pooled relative risk (RR) and pooled risk difference (RD) were 
obtained using models with random effects.
Results: Two- hundred forty- eight articles were screened, 245 were 
excluded and 3 were kept for inclusion. The three included RCTs 
compared assessment of the perfusion of the bowel during confec-
tion of a colorectal anastomosis using FA versus standard practice. 
In meta- analysis, FA was significantly protective against anastomotic 
leak (3 RCTs, 964 patients, RR: 0.67, 95%CI: 0.46 to 0.99, I2: 0%, P 
= 0.04). The incidence of AL was non- significantly decreased by 4 

percentage points (95%CI: - 0.08 to 0, I2: 8%, P = 0.06) when using 
FA.
Conclusion: The effect of FA on prevention of AL in colorectal sur-
gery is supported by high- quality evidence, but is potentially of small 
magnitude.
DisclosureofInterest: None declared

PO-053 | META-ANALYSISOFHIGHQUALITYRANDOMISED
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INFECTION

N. U. F. Global Surgery
Academic Department of Surgery, Queen Elizabeth Hospital 
Birmingham, Birmingham, United Kingdom

Aim: oth the World Health Organisation and the UK’s National 
Institute of Clinical Excellence recommend alcoholic chlorhexidine 
skin preparation and triclosan coated sutures to prevent surgical site 
infections. However, the evidence bases supporting these recom-
mendations include low and moderate quality trials. FALCON is the 
largest trial including these interventions to date, and justifies an up-
dated meta- analysis that includes only high quality RCTs.
Method: A systematic review identified randomised trials (RCTs) 
testing either alcoholic chlorhexidine skin preparation and triclosan 
coated sutures. Only trials at low risk of bias, according to Cochrane 
Risk of Bias tool, were included, until April 2021. The primary out-
come was SSI. Stratified analysis was performed by degree of con-
tamination (clean/contaminated versus contaminated/dirty surgery).
Results: Five RCTs were included testing triclosan coated sutures, 
with no significant differences in rates of SSI between coated 
and uncoated sutures (OR: 0.81, 95% CI: 0.62 -  1.06, P = 0.128). 
Stratified analyses by clean- contaminated and contaminated/dirty 
surgery demonstrated consistent results. Five studies were included 
testing alcoholic chlorhexidine, with no significant difference in SSI 
rates between alcohol chlorhexidine and aqueous povidone- iodine 
(OR: 0.81, 95% CI: 0.61 -  1.06, P = 0.127). Stratified analysis by 
clean- contaminated (n = 2 studies) demonstrated consistent results. 
However, only the FALCON RCT was available in the contaminated/
dirty group.
Conclusion: This meta- analysis of high quality trials, that includes 
the FALCON study, suggests the effects of triclosan coated sutures 
and alcoholic skin preparation may not be as pronounced as previ-
ously thought.
DisclosureofInterest: None declared
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PO-054 | VISIBLEBLEEDINGONPRESENTATIONPREDICTS
POSITIVECTMESENTERICANGIOGRAMBLUSHINLOWERGI
BLEED

K. Kotecha, J. Foote, Y.- W. W. Hsu, W. Riddell & A. Engel
Royal North Shore Hospital, St Leonards, Australia

Aim: Computed tomography angiography (CTA) is a first line investi-
gation in acute lower gastrointestinal bleed (LGIB). Accurate location 
of a bleeding vessel allows invasive angiography and angioembolisa-
tion. This study aims to predict factors that are predictive of a posi-
tive CTA result in patients with LGIB.
Method: This study retrospectively analysed 526 patients who un-
derwent CTA for investigation of LGIB. Summative data analysis was 
performed. A comparison of quantitative variables was performed 
using the paired t- test. The paired- Z test was used for categorical 
data. Potential predictive factors for positive CTA result analysed 
with univariable analysis, and then P values < 0.1 included in multi-
variable analysis.
Results: 192 patients (37%) had a positive CTA result. Multivariate 
analysis showed patients with visible bleeding on presentation 
are 8.65 times (95% CI 1.93 –  38.67 times) more likely (P<0.01), 
Patients who have a history of NSAID use are 0.31 times more likely 
(95% CI 0.10 –  0.89 times; or 0.69 times less likely, P<0.01) and 
patients who have been transfused packed red cells on admission 
are 1.17 times (95% CI 1.07 –  1.27 times, P0.03) more likely to have 
a positive CTA result. There is little to no evidence (P>0.05) to sug-
gest that patients who were haemodynamically unstable (deranged 
shock index) or with lower serum haemoglobin, deranged INR, tak-
ing anticoagulants, history of previous LGIB were more likely to have 
a positive CTA result.
Conclusion: The majority of CTA performed for LGIB return nega-
tive results, with no bleeding point identified. Judicious investigation 
of patients who are unlikely to have a positive CTA result allows for a 
more efficient use of healthcare resources, and can prevent patient 
exposure to an unnecessary contrast and radiation load. Patients 
with visible bleeding and a greater number of transfused packed red 
blood cells on admission should be considered as higher priority for 
CTA.
DisclosureofInterest: None declared

PO-055 | USEOFQUANTITATIVEFAECAL
IMMUNOCHEMICALTEST(QFIT)ASAPRIORITIZATIONTOOL
ININVESTIGATIONOFCOLORECTAL-CANCERSUSPECTED
REFERRALSDURINGCOVID-19PANDEMICINNHSAYRSHIRE
ANDARRANHOSPITALS

M. Mustafa, R. Mohamed & S. Alishahi
General Surgery, University Hospital Ayr, Ayr, United Kingdom

Aim: British Society of Gastroenterology advised reduced level of 
endoscopic services due to COVID- 19 pandemic. This resulted in a 

significant rise in number of cancer suspected patients waiting for 
colonoscopy. Quantitative Faecal Immunochemical Test(QFIT)is 
designed to detect occult blood in stool(0 to 400 ug/g). The value 
of QFIT is proportional to cancer risk. Therefore, it can be utilised 
to prioritize cancer suspected referrals prior to colonoscopy. In this 
audit of service we investigated:1)The reliability of QFIT as prioriti-
zation tool for colorectal cancer referrals.2)To investigate the impact 
of QFIT on colonoscopy burden.
Method: QFIT was applied to all colorectal cancer suspected refer-
rals to NHS Ayrshire & Arran in September 2020. An interim audit of 
the outcome was performed focusing on four months’ worth of data. 
QFIT values recorded and subsequent management steps analysed 
in following categories. QFIT less than 10,10 to 400, and over 400. 
The highest risk of cancer is within over 400.
Results: 1258 test kits were dispatched,823(65%)results obtained. 
QFIT values were as following:631 samples with < 10(77%)of re-
turned samples;of these 490 patients were discharged,27 patients’ 
tests was repeated, and 114 patients were planned for further en-
doscopic or imaging investigations.143 patients had levels between 
10 to 400. The main finding was that 49(6%)patients had QFIT more 
than 400, and were booked for colonoscopy. Nine patients had a 
confirmed cancer diagnosis.
Conclusion: In our cohort,9 patients with QFIT more than 400 were 
diagnosed with cancer at colonoscopy. This is in concordance with 
published data reporting similer values. This would re- affirm reli-
ability of QFIT as a prioritisation tool in predicting colorectal can-
cer. Majority of QFIT less than 10 were discharged following clinic 
consultation. This resulted in significant reduction of colonoscopy 
numbers that would have otherwise been performed. Longer term 
review of all QFIT categories is necessary to advise on its usefulness, 
out width the pandemic.
References:
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2021].
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PO-056 | THEROLEOFGHOSTILEOSTOMY:ASYSTEMATIC
REVIEWOFTHELITERATURE

Z. Garoufalia1, P. Dorovinis1, S. Mavrantonis2, A. Zoikas3,  
C. Halkias4, C. Mavrantonis2, N. Nikiteas1 & A. Ioannidis5

12nd Department of Propaedeutic Surgery, Laiko General Hospital, 26th 
Department of Surgery, Hygeia Hospital, 3Sismanoglio General Hospital 
of Athens, Athens, Greece, 4Surgery Clinic, Royal Sussex County 
Hospital, Brighton, United Kingdom, 5Athens Medical Center, Athens, 
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Aim: To evaluate the safety and efficacy of ghost ileostomy.
Method: A systematic review of the literature up to June 2021 was 
performed according to PRISMA guidelines. The total study pool 
comprised of 5 case series, 3 comparative cohort studies and 1 ran-
domized controlled trial incorporating a total of 517 patients. Ghost 
ileostomy was reserved for those considered medium/low risk for 
anastomotic leak.
Results: All patients were operated for rectal cancer, except for 4 
IBD patients and eight that underwent prophylactic IPAA for FAP. 
Only 10% (54/517) of the study population was subjected to con-
version of ghost to defunctioning ileostomy. No 30- day morbidity, 
related to ghost ileostomy, was recorded, except for one case of 
twisting of the ileal loop around its mesenteric attachment resulting 
in bowel occlusion that necessitated reoperation. Two mortalities 
(0.4%) were reported (due to pulmonary embolism and the other 
one due to myocardial infraction). Regarding the length of hospital 
stay (LOS), 3 comparative studies concluded that the LOS was simi-
lar between the ghost ileostomy and the defunctioning ileostomy 
group.
Conclusion: Available algorithms and literature derived data render 
difficult to perform a safe prediction as to whether anastomotic 
leakage will occur. Ghost ileostomy poses an efficient alternative in 
concordance with patients’ safety and reduces morbidity associated 
with prophylactic ileostomy
DisclosureofInterest: None declared
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Aim: We aimed to evaluate comparative outcomes of abdominal sur-
gery with and without hyaluronate- based bioresorbable membrane 
(Seprafilm).

Method: We conducted a systematic search of electronic databases 
and bibliographic reference lists with application of a combination 
of free text and controlled vocabulary search adapted to thesau-
rus headings, search operators and limits. Small bowel obstruction, 
anastomotic leak, surgical site infections, ileus, and severity of adhe-
sions were the evaluated outcome measures.
Results: Thirteen randomised controlled trials reporting a total of 
3665 patients evaluating outcomes of abdominal surgeries with (n = 
1800) or without (n = 1865) use of Seprafilm were identified. Use of 
Seprafilm was associated with significantly lower risk of small bowel 
obstruction (RR 0.53, 95% CI 0.38– 0.73, P = 0.0001) but signifi-
cantly higher rate of anastomotic leak (RR 1.85, 95% CI 1.15– 3.00 
P = 0.01). Moreover, while Seprafilm resulted in significantly more 
adhesions- free patients (RR 5.57, 95% CI 3.37– 9.19, P < 0.0001) 
compared to no Seprafilm, its use was associated with significantly 
lower grade 2 (RR 0.57, 95% CI 0.35– 0.95, P = 0.003) or 3 (RR 0.31, 
95% CI 0.17– 0.55, P < 0.0001) adhesions. There was no significant 
difference in surgical site infection (RR: 1.21, 95 CI 0.86– 1.70, P = 
0.28), intra- abdominal abscess (RR 1.46, 95 CI 0.92– 2.32, P = 0.11) 
or paralytic ileus (RR 0.97, 95 CI 0.68– 1.38, P = 0.87) between two 
groups. The trial sequential analysis demonstrated that the meta- 
analysis findings are conclusive.
Conclusion: Our meta- analysis demonstrated that Seprafilm reduces 
the risk of small bowel obstruction and severity of adhesions after 
abdominal surgery. However, it may increase the risk of anastomotic 
leak. We recommend use of Seprafilm in any abdominal surgery 
which does not involve an anastomosis.
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of Porto, 3ManopH Gastroenterology Clinic, Porto, Portugal

Aim: Colon capsule endoscopy (CCE) is a minimally invasive alter-
native for patients refusing conventional colonoscopy or for whom 
the latter is contraindicated. However, reading CCE images is a time- 
consuming task and prone to diagnostic error. Our aim was to de-
velop an Artificial Intelligence (AI) algorithm, based on a multilayer 
Convolutional Neural Network (CNN), for automatic detection of 
blood and significant lesions (polyps/protruding lesions, angiecta-
sias, ulcers/erosions) in the colonic lumen in CCE exams.
Method: A retrospective study including 124 CCE exams (PillCam 
COLON 2®) from two centers was conducted. From these exams, 
9005 images (3075 normal mucosa, 3115 blood and 2815 mucosal 
lesions) were ultimately extracted. Two image datasets were created 
for CNN training and testing. These images were inserted in a CNN 
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model with transfer of learning. The output provided by the CNN 
was compared to the classification provided by a consensus of 3 
specialists. Performance marks included sensitivity, specificity, posi-
tive and negative predictive values (PPV and NPV, respectively), ac-
curacy and area under the receiving operator characteristics curve 
(AUROC).
Results: Overall, the mean sensitivity and specificity were 96.3% 
and 98.2%, respectively. The network had an overall accuracy of 
97.6%. The PPV and NPV were, respectively 96.4% and 98.2%. 
Specifically, blood was detected with a sensitivity and specificity of 
97.2% and 99.9%, respectively. The AUROC for detection of blood 
was 1.00. Detection of mucosal lesions had a sensitivity and speci-
ficity of 93.7% and 96.7%, respectively. The AUROC was 0.99. The 
overall accuracy of the CNN was of 95.4%.
Conclusion: Our group developed a pioneer CNN for CCE which 
demonstrated high levels of efficiency for the automatic detection 
of blood and lesions with high clinical significance. The development 
of AI tools for automatic detection of these lesions may allow for 
minimization of diagnostic error and the time spent evaluating these 
exams.
DisclosureofInterest: None declared
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Aim: It is critical for patient safety to assess if international venous 
thromboembolism prophylaxis guidance has reduced the high post 
colectomy risk of venous thromboembolism rates previously re-
ported. We examine changes in venous thromboembolism rates 
over time following colorectal resection in relation to these inter-
ventions by admission type and surgical indication.
Method: Population- based cohort study of patients undergoing 
colectomy in England using linked national primary (Clinical Practice 
Research Datalink) and secondary (Hospital Episode Statistics) care 
data between 2000 to 2019. Main outcomes were absolute rates 
and adjusted incidence rate ratios using Poisson regression calcu-
lated for the per year change in venous thromboembolism risk within 
30- days following colectomy.
Results: Of 183,791 patients, 1,337 (0.73%) developed 30- day 
post- operative venous thromboembolism. Overall, absolute venous 
thromboembolism rates reduced over the study period following 
elective operations but not following emergency surgery. Similarly, 
venous thromboembolism rates reduced following minimally invasive 

colectomy (elective benign, 0.93, 95%CI 0.90– 0.97, elective malig-
nant, 0.94, 95%CI 0.91– 0.98 and emergency benign, 0.96, 95%CI 
0.92– 1.00), but not following open colectomy. In particular there 
was a significant per year increase in venous thromboembolism risk 
following open emergency malignant colectomy (1.02, 95%CI 1.00– 
1.04). The timing of the introduction of extended prophylaxis guide-
lines did not significantly alter the underlying trends.
Conclusion: Venous thromboembolism risk reduced following mini-
mally invasive surgery in the elective setting, but this reduction was 
not temporally related to guideline publication. The enhanced peri- 
operative care might have reduced thromboembolism risks while 
overshadowing the protective effects of extended prophylaxis. 
Future efforts are required to implement these advances in surgical 
care within emergency surgery and those having open surgery.
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PATIENTS
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N. Chafai4, Y. Parc4 & J. Lefevre1
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Aim: In case of anastomotic failure after CRA or CAA, revision of the 
anastomosis is an ambitious surgical option that can be proposed 
in order to maintain bowel continuity. The aim was to assess post- 
operative morbidity, risk of failure and risk factor for failure in pa-
tients after redo colorectal (CRA) or coloanal anastomosis (CAA).
Method: All consecutive patients who underwent redo- CRA/CAA in 
our institution between 2007– 2018 were retrospectively included. 
The success of redo- CRA/CAA was defined by the restoration of 
bowel continuity 12 months after the surgery. Multivariate analysis 
using only pre- operative factors was perfomed.
Results: Two hundred patients (114 male: 57%) were analyzed.
The indication for redo- CRA/CAA was chronic pelvic infection 
in 74 patients (37%), recto- vaginal or urinary fistula in 59 patients 
(30%), anastomotic stenosis in 36 patients (18%) and reversal of a 
Hartmann’s procedure in 31 patients (15%).
Twenty- three percent of the patients developed a post- operative 
severe complication. Anastomotic leakage was diagnosed in 39 pa-
tients (20%). Median length of stay was 12 IQR(9– 19) days.
One- year- success of the redo- CRA/CAA was obtained in 80% of 
patients. In multivariate analysis, only obesity was associated with 
redo- CRA/CAA failure (P = 0.042). We elaborated a pre- operative 
predictive score of success using the 4 variables: male sex, age > 
60 years, obesity and history of pelvic radiotherapy. The success of 
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redo- CRA/CAA was 92%, 86%, 80% and 62% for a pre- operative 
predictive score value of 0, 1, 2 and ≥3, respectively (P = 0.010).
Conclusion: In case of failure of primary CRA/CAA, bowel continu-
ity can be saved in 4 out of 5 patients by redo- CRA/CAA despite 
23% suffering severe post- operative morbidity.
DisclosureofInterest: None declared

PO-061 | SARS-COV-2INFECTIONANDVENOUS
THROMBOEMBOLISMAFTERSURGERY:ANINTERNATIONAL
PROSPECTIVECOHORTSTUDY

E. Li & on behalf of COVIDsurg Collaborative
University of Birmingham, Birmingham, United Kingdom

Aim: SARS- CoV- 2 has been associated with an increased rate of 
venous thromboembolism (VTE) in critically ill patients (1– 4). Since 
surgical patients are already at higher risk of VTE than general popu-
lations, this study aimed to determine if patients with perioperative 
or previous SARS- CoV- 2 were at further risk of VTE.
Method: International, multicentre, prospective cohort study of 
elective and emergency patients undergoing surgery during October 
2020. Patient from all surgical specialties were included. The pri-
mary outcome measure was VTE (pulmonary embolism or deep vein 
thrombosis) within 30 days of surgery. SARS- CoV- 2 diagnosis was 
defined as perioperative (7- days before to 30- days after surgery), 
recent (1– 6 weeks before surgery), and previous (³7 weeks before 
surgery).
Results: The postoperative VTE rate was 0.5% (666/123,591) in pa-
tients without SARS- CoV- 2 diagnosis, 2.2% (50/2,317) in patients 
with perioperative SARS- CoV- 2, 1.6% (15/953) in patients with 
recent SARS- CoV- 2, and 1.0% (11/1,148) in patients with previous 
SARS- CoV- 2. After adjustment for confounding factors, patients 
with perioperative (adjusted odds ratio 1.48, 95% confidence interval 
1.08– 2.03) and recent SARS- CoV- 2 (OR 1.94, 1.15– 3.29) remained 
at higher risk of VTE, with a borderline finding in previous SARS- 
CoV- 2 (OR 1.65, 0.90– 3.02). Overall, VTE was independently asso-
ciated with 30- day mortality (OR 5.39, 4.33– 6.70). In SARS- CoV- 2 
infected patients, mortality without VTE was 7.4% (319/4,342) and 
with VTE was 40.8% (31/76).
Conclusion: Patients undergoing surgery with a perioperative or re-
cent SARS- CoV- 2 diagnosis are at increased risk of VTE compared to 
non- infected surgical patients.
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GASTROINTESTINALBLEEDREQUIREMOREAGGRESSIVE
MEDICALMANAGEMENT

K. Kotecha, Y.- W. W. Hsu, J. Foote & W. Riddell
Royal North Shore Hospital, St Leonards, Australia

Aim: Lower gastrointestinal bleeding (LGIB) is a common presenta-
tion to hospital, and incidence increases with age. This study aims to 
show that older patients should receive aggressive medical mangae-
ment, as they are unlikely to undergo arterial embolisation.
Method: This study retrospectively analysed 526 patients. 
Summative data analysis was performed. Quantitative variables 
were compared using the paired t- test, and paired- Z test. Potential 
predictive factors for positive CTA result were initially assessed by 
using univariable analysis, and then P values < 0.1 included as part of 
multivariable analysis with logistic regression.
Results: The mean age of this cohort of 526 patients was 74.7 years 
(+/-  SD 15.1 years). With increased age, patients are more hemo-
dynamically unstable; with a higher shock index (β = 0.91, P<0.01,  
a higher INR (β = 1.1, P<0.01), higher heart rate (β = 99.3, P=0.05) 
and higher respiratory rate (β = 18.7, P = 0.01) on presentation. 
There is strong evidence that older patients require greater volume 
of transfused blood products packed red blood cells (β = 2.1, P <
0.01), FFP (β = 1.0, P<0.01) and cryoprecipitate (β = 1.3, P<0.01). 
Older patients are also more likely to have comorbidities (all with 
P<0.01). Older patients have greater requirement for anticoagula-
tion reversal agents (mean age of 77.4 years vs 73.3 years those not 
requiring, P=0.03). Older patients are more likely to have a posi-
tive CTA (mean age of patients with positive CTA of 75.6 vs 72.6,  
P=0.01). Significantly however, the frequency of patients undergo-
ing embolisation does not increase with age (mean age 74.9 vs 73.9, 
P = 0.31).
Conclusion: Older patients with LGIB are more haemodynamically 
unstable on presentation, and have multiple comorbidities. Although 
they are more likely to have a positive CTA result, they are not more 
likely to undergo embolisation, instead being managed medically or 
conservatively. Therefore, these patients should receive aggressive 
medical management from the outset.
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PO-063 | PRE#x02010;OPERATIVEIRONALLOWS
CORRECTIONOFANAEMIABEFOREABDOMINALSURGERY:A
SYSTEMATICREVIEWANDMETA-ANALYSISOFRANDOMIZED
CONTROLLEDTRIALS

J. Meyer1, R. Cirocchi2, S. Di Saverio3, F. Ris4, J. Wheeler1 &  
R. J. Davies1

1Cambridge NHS Foundation Trust, Cambridge, United Kingdom, 
2Hospital of Terni, Terni, 3Ospedale di Circolo Fondazione Macchi, 
Varese, Italy, 4University Hospitals of Geneva, Geneva, Switzerland

Aim: Our aim was to determine if pre- operative iron allows correc-
tion of haemoglobin concentration and decreased incidence of peri- 
operative blood transfusion in patients undergoing major abdominal 
surgery.
Method: MEDLINE, Embase and CENTRAL were searched for RCTs 
written in English and assessing the effect of pre- operative iron on 
the incidence of peri- operative allogeneic blood transfusion in pa-
tients undergoing major abdominal surgery. Pooled relative risk (RR), 
risk difference (RD) and mean difference (MD) were obtained using 
models with random effects. Heterogeneity was assessed using the 
Q- test and quantified using the I2 value.
Results: Four RCTs were retained for analysis out of 285 eligible ar-
ticles. MD in haemoglobin concentration between patients with pre- 
operative iron and patients without pre- operative iron was of 0.81 
g/dl (3 RCTs, 95% CI: 0.30 to 1.33, I2: 60%, P = 0.002). Pre- operative 
iron did not lead to reduction in the incidence of peri- operative 
blood transfusion in terms of RD (4 RCTs, RD: - 0.13, 95% CI: - 0.27 to 
0.01, I2: 65%, P = 0.07) or RR (4 RCTs, RR: 0.57, 95% CI: 0.30 to 1.09, 
I2: 64%, P = 0.09).
Conclusion: Pre- operative iron significantly increases haemoglobin 
concentration by 0.81 g/dl before abdominal surgery but does not 
reduce the need for peri- operative blood transfusion. Important 
heterogeneity exists between existing RCTs in terms of populations 
and interventions. Future trials should target patients suffering from 
iron- deficiency anaemia and assess the effect of intervention on 
anaemia- related complications.
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HEALTHQUALITYIMPROVEMENTPROJECT
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Aim: The psychosocial aspects of the colorectal cancer patients are 
not screened & addressed. No structured identification&referral 
protocol for patients with psychosocial distress is available. The 
project aims at implementing psychosocial screening for all newly 
diagnosed colorectal cancer patients&refer those screened posi-
tive to clinical psychologist(CP)&medical social worker(MSW)for 

assessment&support. It also aims as incorporating screening into 
the routine workflow.
Method: A Quality Improvement Team consisting of colorectal sur-
geons, nurses, CP&MSW was formed. A retrospective review of pa-
tients to see if any psychological distress screening was done prior to 
this project was performed. All newly diagnosed colorectal cancer pa-
tients were screened by a structured and validated Depression Anxiety 
Stress Scale(DASS21)questionnaire. Those screened extremely severe/
severe in depressive and anxiety score were referred to CP&MSW for 
support and assessment. DASS21 was repeated 3 months after the di-
agnosis. Patients’ demographics, disease status, number screened posi-
tive and referred, treatment received and follow- up DASS21 score were 
collected and analysed.2 PDSA cycle were implemented for continuous 
assessment and improvement throughout the project.
Results: Retrospective review of 115 patients prior to this project 
showed no psychosocial distress screening. This project included 
115patients with23(20%)&65(57%)patients screened positive 
with depression score > 20&anxiety score > 14 respectively.13%& 
43.5%were referred to both CP+MSW&MSW only respectively. 
There is reduction of mean depression score from 25-  > 6 and mean 
anxiety score from 22-  > 5 in follow- up DASS21. Screening rate 
raised from 80-  > 100% after 2 PDSA cycle.100% screened positive 
patients were referred to CP&MSW for assessment.
Conclusion: This is a pilot&milestone project involving multidisciplinary 
team in which psychosocial aspect of colorectal cancer patients are ad-
dressed and screened. It is now incorporated into our routine workflow.
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PO-065 | OPENVSLAPAROSCOPICRESTORATIVE
PROCTECTOMYWITHILEALPOUCH-ANALANASTOMOSIS
AFTERTOTALCOLECTOMYFORULCERATIVECOLITISOR
FAMILIALADENOMATOUSPOLYPOSIS

H. Nozawa, K. Kawai, K. Sasaki, S. Emoto, K. Murono, & S. Ishihara
Department of Surgical Oncology, The University of Tokyo, Tokyo, 
Japan

Aim: Randomized controlled trials (RCTs) showed that laparoscopic 
approach provides short- term benefits such as reduced blood loss 
and a shorter hospital stay in patients who undergo rectal surgery. 
On the other hand, only a few RCTs were conducted investigating 
open versus laparoscopic total proctocolectomy with ileal pouch- 
anal anastomosis (IPAA) for ulcerative colitis (UC) or familial adeno-
matous polyposis (FAP). A substantial proportion of patients with 
UC or FAP may undergo two-  or three- staged operations with IPAA, 
but there is no study comparing the two approaches for proctec-
tomy with IPAA after total colectomy.
Method: We examined 54 consecutive patients with UC or FAP who 
underwent proctectomy with IPAA after total colectomy between 
2001 and 2020. Patients were divided into the Lap group (n = 31) or 
the Op group (n = 23) according to surgical approach. Patient back-
ground and short- term outcomes such as operative time, blood loss, 
and postoperative complications graded according to the Clavien- 
Dindo Classification were compared between the two groups.
Results: Four patients (13%) required conversion to open surgery 
in the Lap group. The mean operative time was 398 min for the Lap 
group and 380 min for the Op group (P = 0.42). The median blood 
loss was 70 ml for the Lap group and 650 ml for the Op group (P < 

0.001). Overall complications of grade 2 or higher occurred in 65% of 
the Lap group and 57% of the Op group (P = 0.55). Of note, nine pa-
tients (30%) of the Lap group who underwent loop ileostomy crea-
tion (n = 30) developed stoma outlet obstruction (SOO), whereas all 
six patients who underwent open IPAA with diverting stoma were 
free from SOO.
Conclusion: Laparoscopic surgery was beneficial to patients who 
received restorative proctectomy with IPAA in terms of blood loss 
despite of potential intra- abdominal adhesions and sub- optimal tro-
car positions. However, it remains to be solved how to reduce the 
incidence of postoperative SOO in this surgical procedure.
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PO-066 | VARIATIONINRESULTSBETWEENREPEATED
QUANTITATIVEFAECALIMMUNOCHEMICALTESTING(QFIT)

A. Gerrard1,2, Y. Maeda2, F. Gunn2, M. Dunlop1,2 & F. Din1,2

1Institute of Genetics and Cancer, 2Colorectal Surgery, Western General 
Hospital, Edinburgh, United Kingdom

Aim: To investigate discordance at the clinical investigation thresh-
old between repeated qFIT, and the effect on time between samples 
on this
Method: From March 2020 to April 2021, patients referred with 
lower GI symptoms were asked to complete two qFIT. The clinical 
investigation threshold used was faecal haemoglobin (f- Hb) 10µg 
Hb/g or greater. Discordance occurred when one test was above and 
the other below this level, or vice versa. The percentage of discord-
ant results compared to concordant was assessed when the time be-
tween tests was less than 7 days, between 7 and 14 days, 15 to 29 
days and over 30 days
Results: Of 2874 patients included, 3014 repeated qFIT had been 
performed. Overall, the level of discordance was 17.0%. Within 
this group were 12.2% (7/57) of the colorectal cancer, 26.4% 
(23/87) advanced adenomas and 6.3% (2/32) cases of inflamma-
tory bowel disease (IBD). The second test being equal or greater 
than 10µg Hb/g, and the first less occurred in 7.5% of the tests. 
These would not have met the investigation threshold in a single 
test strategy and included one colorectal cancer, eight advanced 
adenoma and two cases of IBD. The median time between tests 
was the same for both the discordant and concordant groups at 
14 days (IQR 9– 20). The proportion of discordant results was 
greater when tests were 30 days apart compared to less than 7 
days (21.1% v 15.6%, P < 0.05). There was no difference between 
the other time frames. Between tests less than 7 days apart and 
those 30 days and over, there was no difference in the proportion 
of first tests below 10µg Hb/g, second test 10µg Hb/g or greater 
(7.1% v 9.8%, P = 0.9)
Conclusion: There is a substantial degree of discordance between 
repeated qFIT. This is an important consideration when deciding 
the optimum use of qFIT in symptomatic patients as these patients 
would risk missing out on investigations if a single test, ‘rule- out’ 
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method is used. The level of discordant results seen is similar when 
the time between tests is less than one month
DisclosureofInterest: None declared

PO-067 | EXTRAPERITONEALENDCOLOSTOMY:
REASSESSINGITSROLEINPARASTOMALHERNIA
PREVENTION.RETROSPECTIVEUNICENTRIC,
OBSERVATIONAL,DESCRIPTIVEANDCOMPARATIVESTUDY

A. Arrayas, A. Centeno, A. Sanz, R. Lopez, A. DeMiguel, V. 
Gonzalez, F. Mata, L. Viso, N. Farreras & J. Castellví
General Surg, Consorci Sanitari Integral, Barcelona, Spain

Aim: The aims of this work is comparing the results of the transperi-
toneal (PT) and extraperitoneal (PE) techniques in the preparation of 
terminal colostomy, local complications of stoma, and postoperative 
recovery.
Method: It is a retrospective, observational, descriptive and com-
parative unicentric study with a sample of 67 patients who under-
went elective surgery for rectal neoplasia between 2010 and 2017. 
Low anterior resection with preparation of a terminal colostomy 
via the PT or EP route. Demographic data are described, as well as 
the postoperative ileus rate and complications. The incidence of 
PH and postoperative ileus are compared, among other parameters 
of recovery of transit. The possible relationship between different 
pre- existing risk factors and the appearance of PH or other compli-
cations is analyzed. All data were analyzed with the statistical pro-
gram Stata 13.1
Results: We report results of 44 (65.7%) men and 23 (34.3%) women, 
with a mean age of 73 years (+/-  9.5), ASA II- III (65.7% and 34, 3%, 
respectively) and an average BMI of 27.4 (+/-  4.2).
Demographic data in both groups were analyzed without finding 
statistically significant differences between them, an exception of 
the alcohol habit, more frequent in the EP group, as well as in respect 
of preoperative optimization. A statistically significant difference 
was observed between the incidence of PH between the two groups 
(P = 0.0002), being more frequent in PD. In the same way, a statis-
tically significant difference was observed in terms of the time of 
appearance (P = 0.025), being earlier in the LT. No differences were 
observed in terms of complications or recovery from the transit. In 
the regression analysis, no other risk factors for the appearance of 
PH were observed except the technique.
Conclusion: The EP colostomy is a useful technique for the preven-
tion of PH compared to the classical technique, with no differences 
in terms of local complications or postoperative recovery.
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PO-068 | READMISSIONWITHIN30DAYSOFDISCHARGEIN
STOMAPATIENTS

A. Plonkowski1 & R. Brady2

1Newcastle University Medical School, 2Newcastle Centre for Bowel 
Disease Research Hub, Royal Victoria Infirmary, Newcastle upon Tyne, 
United Kingdom

Aim: Patients who have a stoma surgery are at higher risk for re-
admission following discharge. Some may benefit from closer post- 
discharge surveillance to detect complications earlier and provide 
timely treatment to avoid readmission. However, there are a paucity 
of contemporary tools to identify those at higher risk of readmission 
following discharge after stoma surgery. Here, we determine the 
association between pre- operative risks factors and readmissions 
within 30 days of discharge.
Method: Retrospective review of all patients who underwent stoma 
formation at a single tertiary colorectal service (2019– 2021).
Results: 405 patients underwent 211 ileostomy and 194 colostomy 
formation surgery. Overall, 87 (21.5%) patients were readmitted 
within 30 days of discharge. The rate of readmission in those with 
IBD (n = 82) was 19.5%, cancer (n = 201) 21.4%, diverticular disease 
(n = 40) 20.0% and vascular disease (n = 21) was 33.3%. There was 
no association between readmission and gender, aetiology, smoking, 
weight or discharge to social care. There was an increased incidence 
of readmission with those who had post- operative stoma- specific 
complications (bleeding P = 0.04; high- output stoma P = 0.04) and 
in patients who received a loop ileostomy compared to an end ileos-
tomy (35.3% versus 20.6%; P = 0.04). There was a protective effect 
in those given nutritional supplements post- operatively (P = 0.02). 
Further multivariate analysis to identify independent factors to in-
form modelling was undertaken.
Conclusion: The outcomes of stoma formation are related to vari-
ables that potentially provide a means to triage, risk score and pre-
dict readmission. Here we present a potential model for identifying 
those at high risk of readmission. Further work is being undertaken 
to prospectively validate this model.
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PO-069 | EFFECTOFANASTOMOTICLEAKON
MAINTENANCEOFFUNCTIONALCOLORECTALORCOLOANAL
ANASTOMOSIS

A. Nassar, A. Challine, L. O'Connel, T. Voron, N. Chafai, C. Debove, 
Y. Parc & J. Lefevre
General and digestive Surgery, Hopital Saint- Antoine, Paris, France

Aim: Anastomotic leakage (AL) is associated with poor prognosis 
after colorectal or coloanal anastomosis. The impact according to 
severity grade of AL is not well documented. The aim of this study 
was to assess in a large consecutive series of patients with AL the 
factors associated with maintenance of a functional anastomosis.
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Method: All consecutive patients presenting with AL after colorectal 
or coloanal anastomosis (2012– 2019) were analyzed. Preoperative 
and perioperative data were collected. Primary endpoint was suc-
cessful treatment with functional initial anastomosis without a 
stoma at one year of follow up.
Results: 156 patients were included, mean interval to diagnosis of 
asymptomatic AL was 8.0 (IQR = 4.5– 13.5) days. AL was initially 
treated by antibiotics (38%), drainage (43%) or urgent surgery (19%). 
Initial treatment of AL was not adequate in 24.3% of patients and the 
final grade of AL severity was A (n = 54; 35%), B (n = 63; 40%) or C 
(n = 39; 25%). 61% of patients had a functional anastomosis without 
stoma 1 year after surgery with significant differences among the AL 
grade: Grade A (89%, n = 48), Grade B (62%, n = 39), Grade C (36%, 
n = 14) (P < 0.001).
42 patients had a redo- surgery and at the end of follow- up, 40 pa-
tients (26%) had a definitive stoma, (Grade A: 19%, Grade B:24%, 
Grade C 39%, (P = 0.086)).
After multivariable analysis, factors associated with anastomotic 
failure were: diabetes (OR = 4.24(1.4– 14.2) P = 0.014), neoadjuvant 
chemoradiotherapy (OR = 3.03(1.1– 8.6) P = 0.03) and grade B (OR = 
6.5 (2.2– 21.7) P = 0.001) or grade C leakage (OR = 35.35 (9.4– 168.2) 
P < 0.001). Among patients treated firstly by a drainage, side- to- end 
or J- pouch anastomosis were associated with more anastomotic fail-
ure (OR = 12.90, P = 0.04).
Conclusion: The present study provides a large series of patients 
treated for acute AL after coloanal or colorectal anastomosis. 61% of 
patients had a functional anastomosis without a stoma at one year 
of follow up. Type of treatment of AL influenced the risk of anasto-
motic failure.
DisclosureofInterest: None declared

PO-070 | EVALUATIONOFPROGNOSTICRISKMODELSFOR
POSTOPERATIVEPULMONARYCOMPLICATIONSINADULT
PATIENTSUNDERGOINGMAJORABDOMINALSURGERY:
ASYSTEMATICREVIEWANDINTERNATIONALEXTERNAL
VALIDATIONCOHORTSTUDY

S. Collaborative, S. Shafi
Academic Department of Surgery, University of Birmingham, 
Birmingham, United Kingdom

Aim: Stratifying patients’ risk of postoperative pulmonary compli-
cations (PPCs) after major abdominal surgery allows clinicians to 
modify risk through targeted interventions and enhanced monitor-
ing. This study aimed to identify and externally validate prognostic 
models for PPCs in an international, prospective cohort study.
Method: A systematic review was conducted in accordance with 
PRISMA guidelines (registered on Open Science Framework: https://
osf.io/ceypm) to identify risk prediction models for PPC following 
abdominal surgery published before 1st March 2020. External vali-
dation of existing models was performed within a prospective co-
hort study of adult patients undergoing major abdominal surgery. 

Data were collected between 1 January and 30 April 2019 in the UK, 
Ireland and Australia. Discriminative ability and prognostic accuracy 
summary statistics were compared between models for the 30- day 
PPC rate (Standardised Endpoints in Perioperative Medicine Core 
Outcome Measures in Perioperative and Anaesthetic Care (StEP- 
COMPAC) definition).
Results: Twenty- nine unique prognostic models were identified 
from 121 full- text reports. Only 4 models (13.8%) had been exter-
nally validated. Data to validate six eligible models were collected 
in the cohort study. Data from 11,591 patients was available, with 
an overall PPC rate of 7.8% (n = 903). The Assess Respiratory Risk 
in Surgical Patients in Catalonia (ARISCAT) score demonstrated the 
best discrimination (AUC: 0.700 (95% CI: 0.683 to 0.717), with none 
displaying good discrimination (AUC > 0.7).
Conclusion: In pre- pandemic data, variability in risk of pulmonary 
complications following major surgery was poorly described by 
existing prognostication tools. To improve surgical safety during 
pandemic recovery and beyond, novel risk stratification tools are 
required.
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PO-071 | EFFICACYOFTRANSCATHETER
ANGIOEMBOLISATIONINTHESETTINGOFLOWER
GASTROINTESTINALBLEED

K. Kotecha, W. Riddell, Y.- W. W. Hsu, J. Foote & A. Engel
Royal North Shore Hospital, St Leonards, Australia

Aim: Mesenteric embolisation is less invasive than surgery, has 
greater bleeding localisation than colonoscopy, and thus has become 
a common treatment method for patients with lower gastrointesti-
nal bleed (LGIB). Rates of bowel ischaemia and infarction, and bleed-
ing from adjacent collaterals have reduced with the development of 
microcatheter technology and techniques. The aim is to prove that 
mesenteric embolisation is efficacious as a first line management in 
the setting of LGIB.
Method: A total of 95 patients who underwent angioembolisa-
tion for LGIB were retrospectively analysed amongst a cohort 
of 526 patients with a positive CT angiogram. Qualitative and 
quantitative data was collected and summative data analysis 
was performed. Statistical analysis was performed using RStudio 
software.
Results: Of the total 95 embolisations, 93 were technically suc-
cessful, resulting in cessation of bleeding. Microcoils alone (26) and 
a combination of microcoils and gelfoam (20) were the most com-
monly used materials. A total of 19 patients rebled within 72 hours 
of embolisation, of whom 16 were managed conservatively or with 
medical management. There were a total of 6 minor complications 
and 9 major complications, of which a total of 3 required surgery, and 
2 died. Multivariate logistic regression was performed to assess for 
predictors of embolisation amongst patients who underwent CTA 
for LGIB. Patients with a history of previous LGIB are 0.43 times 
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(95% CI 0.22 –  0.87 times, P=0.02) more likely (57% less likely) to 
undergo embolisation.
Conclusion: Arterial embolisation has a technical success rate and 
complication rate comparable to that of therapeutic colonoscopy, 
and is effective first line in managing LGIB. Further randomised data 
is needed to compare various therapeutic methods.
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A. M. Andres Moreno2, A. Sanchez2, S. Gortazar de las Casas1 &  
J. L. Marijuan1

1General Surgery, 2Pediatric Surgery, Hospital Universitario La Paz, 
Madrid, Spain

Aim: Transition of care units in colorectal surgery provides young 
patients with a congenital or acquired colorectal disorder a progres-
sive change from the pediatric to the adult setting. A close patient/
family- doctor relationship frequently delays this transition.
We designed a pathway of transition of care for patients with colo-
rectal disorders in our institution.
Method: Patients evaluated from January 2018 to June 2021 are 
described.
Patients' medical records were discussed in clinic meetings and a 
close collaboration was established between both surgical teams, 
evaluating patients sequentially in the pediatric and adult colorec-
tal clinic, and also in the OR performing surgeries together. We also 
sought collaboration with patients’ associations.
Results: Twenty- five patients were revised. Nine patients had IBD, 5 
chronic constipation and 2 fecal incontinence. Long term symptoms 
due to congenital anorectal malformations (ARM) were treated in 
eight 8 patients. One patient with neurogenin deficit presented an 
enteral fistula on the site of a previous colostomy.
Surgeries performed were: 3 IBD patients underwent an ileostomy, 
one of them with a rectal stump excision, 3 had seton placement fol-
lowed in 1 case by rectal advancement flap and 1 fistulotomy. Seven 
adult patients were treated with sacral nerve stimulation. Two pa-
tients with ARM were operated for rectal prolapse (one Delorme 
procedure and one laparoscopic ventral rectopexy), one underwent 
bulking agents injection and one rectovaginal fistula excision. Mean 
age of patients with ARM was 37 years.
Conclusion: We identify two type of patients who may benefit of 
these multidisciplinary teams. One group of patients are children 
in the transition to adulthood in whom decisions and surgeries are 
made on a shared basis among pediatric and general surgeons. The 
other group are adult patients previously treated for pediatric colo-
rectal disorders who sought treatment in a specialized unit.
DisclosureofInterest: None declared

PO-073 | CLEFTCLOSURE(LIFT)–TREATMENTOFCHOICE
FORCOMPLEXANDRECURRENTPILONIDALDISEASE

D. Ojo1, K. Flashman2, P. Tozer1, G. Thomas1 & A. Senapati1
1Colorectal Surgery, St Mark's Hospital, London, 2Queen Alexandra 
Hospital, Portsmouth, United Kingdom

Aim: Pilonidal disease is a benign condition that affects mainly the 
young population. In available literature there is no achieved con-
sensus for best treatment, with multiple operative techniques de-
scribed, some complex, resulting in high proportion of failure and 
morbidity. Midline excision has poor outcomes, yet is still frequently 
performed. The cleft closure (or cleft lift) described by Bascom 
et al (2002) in comparison is a simple operation, resulting in better 
outcomes as well as cosmesis.
Method: We examined consecutive patients that underwent cleft 
closure surgery at 2 centres (St Marks’ Hospital, London and Queen 
Alexandra Hospital, Portsmouth) between 1995 to 2020 for either 
extensive, complex or recurrent pilonidal disease. Patients were pro-
spectively followed up for at least 6 months. Most procedures were 
performed as a day case unless social circumstances did not permit 
otherwise. The majority were under local anaesthesia.
Results: 621 patients underwent cleft closure surgery and had docu-
mented follow up. An initial 57.3% of pts healed primarily with no 
wound opening (n = 356). 85% of patients had minor breakdown and 
healed by 12 weeks (n = 527) post- op and 88% had healed by 16 
weeks. The remaining patients healed over the following weeks with 
only 20 patients failing to heal completely (3.2%) and required fur-
ther surgery to achieve healing. 5.2% of the cohort were found to 
have recurrent pilonidal disease (recurrence was defined as pilonidal 
infection after previously having healed).
Conclusion: Cleft closure is an effective operative management for 
pilonidal disease. 97% of patients heal. We observed a 3% failure 
rate and 5% recurrence rate. This technique should be widely taught 
as an alternative to midline or wide excision operations and instead 
of complex flaps.
DisclosureofInterest: None declared

PO-074 | IMPACTOFCOVID-19ONTHEMODEOF
PRESENTATIONANDSTAGEATDIAGNOSISOFCOLORECTAL
CANCER

M. M. Alrahawy, C. Johnson, S. Green
General Surgery, University Hospital of North Durham, Durham, United 
Kingdom

Aim: This study compares stage at presentation for patients 
with colorectal cancer (CRC) before and after the introduction of 
COVID- 19 restrictions as well as mode of presentation.
Method: This is a retrospective cohort study comparing the inci-
dence of CRC, TNM stage and mode of presentation in the pre Covid 
and Covid cohorts at a single UK Trust. All Patients discussed at the 
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CRC MDT from March 2017 to March 2021 were included and split 
into two cohorts; pre- Covid group from 01/03/2017 to 29/02/2020 
and Covid group from 01/03/2020 to 28/02/2021. Percentages 
used for descriptive statistics. T- test was used for demographic 
analysis. Chi- squared test was used for the difference analysis for 
the categorical data such as TNM and mode of presentation. P value 
≤0.05 was considered significant.
Results: In total, 1373 patients were diagnosed with CRC during 
the period from March 2017 to March 2021. The pre- Covid group 
(2017– 2020) included 1104 CRC patients, compared to 269 patients 
in the Covid one (2020– 2021). Mean age was higher in the pre- Covid 
group (P = 0.001). There was a statistically significant increase in 
proportion of cases presenting with T4 disease (P = 0.023) and with 
metastatic disease (P = 0.032) in the Covid group compared to the 
pre- Covid group. There was also a significant increase in the rate of 
emergency presentations (P < 0.0001).
Conclusion: We observed a statistically significant increase in rates 
of locally advanced (T4) and metastatic (distant) CRC in patients pre-
senting after the introduction of the CoVID- 19 lockdown, as well 
as an increase in emergency presentations. There was no observed 
difference in nodal status. This may reflect disruption to cancer di-
agnostic services and reluctance of patients to access medical care 
during a pandemic, particularly the elderly.
DisclosureofInterest: None declared

PO-075 | COULDREFININGTHEDESIGNOFTHE
COLOSTOMYREDUCEPARASTOMALHERNIATION?AFINITE
ELEMENTANALYSISSTUDY

O. Aly
Colorectal Surgery, Royal Hampshire County Hospital, Winchester, 
United Kingdom

Aim: Stoma complications remain a significant source of morbidity 
after colorectal surgery. Prophylactic mesh reinforcement of the 
permanent stoma has shown some improvements but has also intro-
duced a new set of complications(1). A return to the drawing board 
maybe required to address the problem of parastomal hernia. The 
aim of this study was to examine the stress forces experienced by the 
anterior abdominal wall after stoma formation and compare novel 
and traditional stoma designs that could mitigate hernia formation.
Method: This study examined the effects of stoma design on par-
astomal hernia formation using an experimental simulation tech-
nique. A finite element analysis was performed on a 3D abdominal 
wall model reconstructed from cross- sectional imaging. The tradi-
tional cruciate stoma incision was compared to a circular stoma inci-
sion in two experiments. The experiments measured fascia tearing 
pressures and aperture dilatation over time. The simulations were 
performed using the FEBIO software suite(2) and a custom finite ele-
ment solution.
Results: The cruciate design demonstrated fascia tearing at lower 
abdominal pressures compared to the circular incision. Also there 

was a strong linear relationship between slit length and deceasing 
tear pressures in the cruciate design (R2 = 0.98). Moreover the cruci-
ate design demonstrated rapid aperture dilatation with increasing 
abdominal pressure compared to the circular design.
Conclusion: This study has demonstrated using a novel finite ele-
ment analysis method that the shape of the fascia incision has a sig-
nificant impact on parastomal hernia formation. The circular stoma 
incision was superior to the cruciate incision at with regards high 
tearing pressures, lower aperture dilatation over time and less mesh 
displacement. The circular stoma design is a promising avenue for 
future research based on sound bio- mechanical principles.
References:
1. Chapman SJ, Wood B, Drake TM, Young N, Jayne DG. Systematic 
Review and Meta- analysis of Prophylactic Mesh During Primary 
Stoma Formation to Prevent Parastomal Hernia. Dis Colon Rectum. 
2017 Jan;60(1):107– 115. https://doi.org/10.1097/DCR.00000 00000 
000670.
2. Maas SA, LaBelle SA, Ateshian GA, Weiss JA: A plugin frame-
work for extending the simulation capabilities of FEBio. Biophysical 
Journal, 115(9):1630– 1637, 2018.
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PO-076 | INCREASEDACCURACYINDIAGNOSING
DIVERTICULITISWITHPREDICTIVECLINICALFACTORS

J. Sigurðardóttir1, A. Chabok1, P. Wagner2 & M. Nikberg1

1Colorectal Surgical Department, Vastmanlands Hospital Vasteras, 
2Center for Clinical Research Department, Uppsala University, Vasteras, 
Sweden

Aim: Clinical diagnosis of diverticulitis has low accuracy. There are a 
few scoring systems developed for diverticulitis diagnosis but none 
in frequent clinical use. The aim was to identify diagnostic factors 
that increase the clinical accuracy in diagnosing diverticulitis.
Method: This study was based on a prospective computed tomogra-
phy (CT) verified diverticulitis cohort from two hospitals in Sweden 
(Västeras and Mora) between January 9th -  October 31st2017. 
Patients with a clinical suspicion of diverticulitis were included. 
Symptoms, comorbidities and laboratory results were documented.
Results: 146 patients were included, 73% women. The median age 
was 68 (range 50– 94 years). Diverticulitis was found in 106 of 143 
patients with a clinical diagnostic accuracy of 72%. After diverticuli-
tis, the three most common final diagnoses were; no diagnosis found 
on CT or at discharge (12%), colitis (6%) and acute appendicitis (5%). 
A history of previous diverticulitis was found in 41 patients of 146.
The most common symptoms were left sided abdominal pain (88%), 
fever (49%) and nausea (31%). In the multiple analysis gender (female 
OR: 2,65), age (OR:0,52), fever (OR: 2,18) and absence of vomiting (OR: 
9,58) were associated with the diagnosis of CT verified diverticulitis.
Conclusion: Although the cohort included only patients with clini-
cal suspicion of diverticulitis, previously described diagnostic factors 
were prognostic for CT- verified acute diverticulitis. The diagnosis 

https://doi.org/10.1097/DCR.0000000000000670
https://doi.org/10.1097/DCR.0000000000000670
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may be improved by taking into account a presence of left sided ab-
dominal pain, gender, age, fever and absence of vomiting. A scoring 
system is to be developed.
DisclosureofInterest: None declared

PO-077 | POST-OPERATIVEANTIMICROBIALTREATMENT
DOESNOTIMPROVEWOUNDHEALINGINCLEFTCLOSURE
SURGERYFORPILONIDALDISEASE

D. Ojo1, K. Flashman2, P. Tozer1, G. Thomas1 & A. Senapati1
1Colorectal Surgery, St Mark's Hospital, London, 2Queen Alexandra 
Hospital, Portsmouth, United Kingdom

Aim: Pilonidal disease is a common pathology in the younger popu-
lation. Patients can present with simple pits to recurrent abscess 
formation and extensive local sepsis in the natal cleft. We retrospec-
tively evaluated a series of patients who underwent a cleft closure 
(or cleft lift) as described by Bascom et. al in 2002 and examined the 
effect of a course of post- operative antibiotics on outcomes.
Method: Consecutive patients with extensive, complex or recurrent 
pilonidal disease underwent cleft closure surgery between 1995 and 
2020 at 2 centres (St Marks’ Hospital, London and Queen Alexandra 
Hospital, Portsmouth) and were prospectively followed up for at 
least 6 months. All patients received pre- operative antibiotic proph-
ylaxis. 152 patients received post- operative antibiotics for 5 days 
and 469 patients received no routine post- op antimicrobial therapy. 
Most procedures were performed as a day case unless social circum-
stances did not permit otherwise. Primary outcome measured was 
number of patients who achieved primary healing.
Results: 621 patients underwent cleft closure surgery and had docu-
mented follow up. Mean follow up time was 13.8 months. No signifi-
cant difference was found in rates of primary healing between both 
groups; 55.7% (n = 83) patients receiving antibiotics healed primar-
ily, vs. 57.8 in patients without antibiotics (X2 P = 0.646). Observed 
recurrence rates however were lower in the cohort who received 
antibiotics (X2 2% vs 6.2%, P = 0.045)
Conclusion: We conclude there is no benefit for the use of post- 
operative antimicrobial therapy in improving the rate of primary 
healing, but it may play a role in reducing recurrence of pilonidal 
disease.
DisclosureofInterest: None declared

PO-078 | URETERALINJURYDURINGCOLORECTALSURGERY:
IS-ITAREALNIGHTMARE?

V. Serenon1, P. Rouanet2, B. Romain3, C. Eveno4, K. Poirot5,  
B. Trilling6, S. Benoist7, Y. Panis8, A. Alves9, A. Venara10, M. Pocard11, 
C. Sabbagh12, A. Laforet13, Z. Lakkis14, B. Bogdan15, N. Christou16, 
L. Beyer17, F. Dumont18, A. Germain19, A. Valverde20, M. Ouaissi21, 
L. Benhaim22, M. Collard23, J.- J. Tuech24, E. Buscail25, D. Mege1 & on 
behalf of GRECCAR
1Digestive Surgery, APHM Timone, Marseille, 2Digestive Surgery, 
ICM, Montpellier, 3Digestive Surgery, CHU Strasbourg, Strasbourg, 
4Digestive Surgery, CHU Lille, Lille, 5Digestive Surgery, CHU Clermont 
Ferrand, Clermont Ferrand, 6Digestive Surgery, CHU Grenoble, 
Grenoble, 7Digestive Surgery, APHP Kremlin Bicêtre, 8Digestive 
Surgery, APHP Beaujon, PARIS, 9Digestive Surgery, CHU Caen, 
Caen, 10Digestive Surgery, CHU Angers, Angers, 11Digestive Surgery, 
APHP La Pitié Salpétrière, PARIS, 12Digestive Surgery, CHU Amiens, 
Amiens, 13Digestive Surgery, IMM, PARIS, 14Digestive Surgery, CHU 
Besançon, Besançon, 15Digestive Surgery, CHU Brest, Brest, 16Digestive 
Surgery, CHU Limoges, Limoges, 17Digestive Surgery, APHM Hopital 
Nord, Marseille, 18Digestive Surgery, ICO, Saint Herblain, 19Digestive 
Surgery, CHU Nancy, Nancy, 20Digestive Surgery, Diaconesses, PARIS, 
21Digestive Surgery, CHU Tours, Tours, 22Digestive Surgery, IGR, 
23Digestive Surgery, APHP Saint Antoine, PARIS, 24Digestive Surgery, 
CHU Rouen, Rouen, 25Digestive Surgery, CHU Toulouse, Toulouse, 
France

Aim: To describe ureteral injuries occurring during colorectal sur-
gery through a French multicentric experience
Method: All the patients who presented with ureteral injury during 
colorectal surgery between 2010 and 2019 were retrospectively in-
cluded. Patients with ureteral involvement needing en- blocresection, 
delayed ureteral stenosis or non- colorectal surgery were not 
considered.
Results: 176 patients (84 men, mean age 63 ±13 years) were iden-
tified in 25 centers, corresponding to 0.3% of colorectal surgeries. 
Ureteral injury occurred during scheduled colorectal surgery in 86% 
of cases. The concerned colorectal surgeries were: carcinologic sur-
gery (n = 120, 68%), diverticulitis (n = 16, 9%), IBD (n = 6, 3.5%), 
Hartmann reversal (n = 6, 3.5%), ischemia (n = 5, 3%), endometriosis 
(n = 4, 2%), and various (n = 19, 11%). Carcinologic surgery included 
19 peritoneal carcinomatosis and 25 locoregional recurrence. Index 
colorectal surgery was performed through open (n = 125, 71%), lapa-
roscopic (n = 48, 27%) or robotic approach (n = 3, 2%). Left ureter 
was the most frequently injured (n = 119, 68%), and bilateral injury 
was observed in 8 patients (4.5%).
A preoperative ureteral tube was placed in 8 patients (4.5%). The 
ureteral injury was diagnosed intraoperatively in 69 patients (39%), 
and postoperatively in 107 patients (61%), after a mean delay of 12 
days (±9 days). In case of intraoperative diagnosis, uretero- ureteral 
anastomosis was the most frequently performed (n = 47/69, 68%). In 
case of postoperative diagnosis, unplanned surgery was necessary in 
59 patients (/107, 55%).
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At the end of the follow- up, after a mean delay of 3 years (±2.3 
years [1 months –  12 years]), 59 patients presented with uro-
logic sequalae (33.5%). 6 patients have required nephrectomy 
(3.5%).
Conclusion: Ureteral injury during colorectal surgery is rare. It oc-
curs most frequently during carcinologic colorectal surgery. Most of 
the patients with ureteral injury are fully recovered at the end of the 
follow- up.
DisclosureofInterest: None declared

PO-079 | APROSPECTIVEINTERNATIONALCOLLABORATIVE
RESEARCHPROJECTINVESTIGATINGUNSOLICITED
PREDATORYEMAILINVITATIONSINCOLORECTALSURGERY–
INITIALRESULTSOFTHECAPTCHASTUDY

L. J. Watson1, L. Ferrario2, S. Cowie3, M. Chng4, B. Connolly4, M. 
Fale4, Z. Khan5, R. Obukofe6, V. Boonsawat4, G. Marchitelli7, N. 
Smart8, R. Brady1 on behalf of CAPTCHA Collaborative
1Colorectal Surgery, Royal Victoria Infirmary, Newcastle upon Tyne, 
United Kingdom, 2General Surgery, Luigi Sacco University Hospital, 
Università degli Studi di Milano, Milan, Italy, 3Core Surgical Trainee, 
4Foundation Doctor, Sunderland Royal Hospital, Sunderland, 
5Newcastle Medical School, Newcastle University, 6Foundation Doctor, 
7General Surgery, Royal Victoria Infirmary, Newcastle upon Tyne, 
8Colorectal Surgery, Royal Devon & Exeter NHS Foundation Trust, 
Exeter, United Kingdom

Aim: Predatory publishers are a growing problem. They lack proper 
peer review, exploit open access models for profit, employ deceptive 
marketing tactics and prey upon researchers through unsolicited 
email communications. These practices harm individuals and dimin-
ish trust in scientific publishing. We aimed to obtain a snapshot of 
unsolicited predatory emails and their content.
Method: Colorectal consultants and trainees were recruited through 
specialist societies and social media. Collaborators prospectively 
forwarded all unsolicited emails received over a set 30- day period 
to the study group. Half the dataset was randomly selected for 
detailed content analysis. Statistical analysis was performed using 
Spearman’s rank coefficient.
Results: 92 collaborators contributed a total of 8578 unsolicited 
emails. Collaborators received a median of 79 emails (range 3– 479). 
The number of emails received by individuals correlated with their 
number of publications (rs = 0.65, P < 0.001), first author citations 
(rs = 0.68, P < 0.001) and corresponding author citations (rs = 0.64, 
P < 0.001).
4379 emails were analysed. 467 (10.7%) non- predatory emails were 
excluded. 3912 (89.3%) predatory emails requested contributions 
to 988 journals, 37 textbooks, and 105 conferences on behalf of 
234 publishing companies. 84.0% sought an article for publication. 
Others invited the recipient to join the editorial board (6.4%), review 
a manuscript (1.3%), contribute to a book (3.5%) or speak at a confer-
ence (7.9%).

Email content was notable for basic text format (95.1%), poor gram-
mar/syntax (88.2%), flattery (56.5%), deadlines (51.3%), fake impact 
factors (18.7%), exclamation marks (48.6%) and key words “greet-
ings” (37.1%), “eminent” (14.6%), “global” (24.7%) and “international” 
(20.0%).
Conclusion: The predatory publishing industry is a considerable 
burden for academic surgeons. Researchers must learn how to rec-
ognise materials from predatory sources. Future work will develop 
screening tools and investigate the publishers captured by the study.
DisclosureofInterest: None declared

PO-080 | MANAGEMENTOFSIGNIFICANTPOLYPAND
EARLYCOLORECTALCANCERSOVERTHELAST10YEARSATA
LARGEDISTRICTGENERALHOSPITAL

W. Kim, F. Wu, J. Randev, J. Sebastian & A. Khan
General Surgery, East Kent Hospitals University NHS Trust, Margate, 
United Kingdom

Aim: In 2015, the significant polyps and early colorectal cancers 
(SPECC) national development programme was introduced to stand-
ardise the assessment and management of these lesions. Our aim 
was to investigate the variations in the management and outcomes 
at our institution.
Method: We conducted a retrospective review of all SPECC lesions 
from 2010 to 2020. The study was undertaken at a District General 
Hospital in the South East of England. Data was collected using elec-
tronic patient records. The cases were divided into two groups: the 
‘control group’ comprised of cases before 2015 and the ‘intervention 
group’ comprised of cases from 2016.
Results: 273 cases (median age 72 years (IQR 64 –  78 years), M:F 
= 1:1) were included and divided into the ‘control group (n = 145)’ 
and the ‘intervention group (n = 124)’. Regarding reporting: polyp 
pictures were taken in 67.6% versus 81.3% (P 0.003), chromoen-
doscopy was used in 0.7% versus 64.2% (P < 0.001), polyp size was 
documented in 96.4% versus 100% (P < 0.001), polyp morphology 
(Paris) was documented in 72.3% versus 50% (P < 0.001), polyp sur-
face characteristics (Kudo) was documented in 26.2% versus 47.5% 
(P < 0.001), polyp access documentation was 81.2% versus 9.1% (P 
< 0.001). In the intervention group, there was significant increase in 
the MRI assessment of polyp 23.1% versus 29.8% (P < 0.001), com-
plex multi- disciplinary team (MDT) discussion 0.7% versus 11.3% (P 
< 0.001), EMR 0.7% versus 13.9% (P < 0.002).
No differences were observed between the groups for CT assess-
ment, surgical resection rates, contact radiotherapy, recurrence, sal-
vage treatment, overall and disease- free survival.
Conclusion: There is significant improvement in the reporting and 
MDT discussion of complex polyps since the introduction of the 
SPECC national development programme. There was no impact in the 
management and long- term outcome of these lesions. Assessment 
and management standardisation of SPECC lesions may help to se-
lect appropriate treatment strategies and improve outcomes.
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PO-081 | ANUPDATEONTHECLINICALANDECONOMIC
BURDENOFANASTOMOTICLEAKAGEINLOWER
GASTROINTESTINALSURGERY

M.- C. Weber, M. Berlet, C. Stoess, D. Wilhelm, H. Friess &  
P.- A. Neumann
Klinikum rechts der Isar, Department of Surgery, School of Medicine, 
Technical University of Munich, Munich, Germany

Aim: Anastomotic leakage is one of the most severe complications 
after colorectal surgery. In this abstract, recent data on the devel-
opment of anastomotic leakage regarding the incidence, risk fac-
tors, clinical management and associated societal costs using DRG 
(Diagnosis- related group) data will be presented.
Method: A data query of DRG data of all hospital cases from 2013 
-  2018 in Germany with the ICD code K91.83/anastomostic leak-
age (which was introduced in 2013) in connection with partial colon 
resection and sphincter- preserving rectal resection as well as the 
underlying diseases, secondary diagnoses, management, hospital re-
imbursement volume and length of stay was performed.
Results: The number of partial colon resections averaged 85,000/
year and sphincter- preserving rectal resections 28,000/year. 
Anastomotic leakage rates for partial colon resections were 5.1% 
in 2013 and 6.7% in 2018 and for rectal resections 7.7% in 2013 
and 9.2% in 2018. Patients with diabetes, hypertension, cachexia, 
obesity, and chronic kidney disease showed significantly higher leak-
age rates. Treatment of anastomotic leakage after colon and rectal 
resections showed an increase in the use of endorectal vacuum ther-
apy (2013: 3%/18%, 2018: 7%/30%), whereas rates of relaparotomy, 
abdominal vacuum therapy and terminal enterostomy remained the 
same. There was a significant difference in the average DRG- based 
hospital reimbursement sum for resections without and with anas-
tomotic leakage.
Conclusion: Despite technical developments and rising awareness 
on the issue of anastomotic leakage, our data shows no decrease 
of anastomotic leakage rates following lower gastrointestinal sur-
gery. Interestingly, endoscopic treatment for anastomotic leakage is 
performed more frequently over time without lowering the rate of 
reoperation. Thus, the data show the continuing need for research in 
the field of anastomotic leakage after colorectal surgery.
DisclosureofInterest: None declared

PO-082 | LOWERGASTROINTESTINALBLEEDING
MANAGEMENTASPERBRITISHSOCIETY
GASTROENTEROLOGYGUIDELINES:ADEPARTMENTALAUDIT,
PILGRIMHOSPITAL

R. Umar, S. Zehra & M. Rao
General Surgery, NHS, Boston, Lincolnshire, United Kingdom

Aim: In 2019, the British Society of Gastroenterology (BSG) pub-
lished the first United Kingdom national guidelines for acute lower 
gastrointestinal bleeding (LGIB),(1) following inadequacies in LGIB 
emergency service provision.(1,2)

Method: We performed a retrospective cohort study (January 2019 
to September 2020), using paper and electronic notes through coded 
data, for all LGIB emergency surgical admissions for LGIB. Paper and 
electronic notes were used, in retrieving data.
Primary outcome end- points: evaluate our standards as per BSG 
guidelines.
Results: 48 patients were identified as matching the inclusion cri-
teria, with a median age of 64.75 and diverticular diseases account-
ing for the majority of cases. None of the patients were categorised 
in the group of being stable/unstable or had their Oakland scores 
calculated. 62.5% of patients were offered outpatient investigations 
versus 6.25% for inpatient investigations. 0% of unstable patients 
were offered a CT angiogram (as no patients were stratified as un-
stable). 75% of patients achieved haemoglobin target levels post- 
transfusion. 100% of patients taking warfarin and dual antiplatelets 
followed guidelines versus 50% on clopidogrel, 80% on dual anti-
platelet therapy and 63.6% on aspirin alone.
Conclusion: This study found that our department did not adhere to 
the BSG guidelines. This can be improved through the routine cal-
culation of the Oakland score and shock index, which will stratify 
clinical risk. Additionally creating an agreed trust management path-
way and assigning a gastrointestinal bleed lead will allow for earlier 
detection and encourage better clinical practice. Whilst there were 
limitations due to restricted data collection, as a result of the corona-
virus, further research will identify how these implementations can 
be amended and if the changes are effective in local practice.
References:
1. Oakland K, Chadwick G, East J.E., et al. Diagnosis and manage-
ment of acute lower gastrointestinal bleeding: guidelines from 
the British Society of Gastroenterology. BMJ 2019; 68(5). [Online] 
Available at: https://gut.bmj.com/conte nt/68/5/776.full [cited 20th 
September 2020].
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Outcomes and Death. 2015. www.ncepod.org.uk
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PO-083 | STOMAREVERSALAFTERHARTMANN’S
PROCEDUREFORACUTEDIVERTICULITIS

J. Salusjärvi1, L. Koskenvuo1, J. Mali2, P. Mentula1, A. Leppäniemi1 & 
V. Sallinen1

1Department of Abdominal Surgery, Helsinki University Hospital and 
University of Helsinki, 2University of Helsinki, Helsinki, Finland

Aim: The aim was to report the mortality and stoma reversal rate 
after Hartmann's procedure for acute diverticulitis and to investi-
gate factors predicting nonreversal of Hartmann’s and reversal 
complications.
Method: In this retrospective cohort study, all patients treated in the 
Helsinki University Hospital for acute colonic diverticulitis between 
the years 2006– 2017 were identified and assessed.
Results: Out of 218 patients operated with Hartmann’s procedure 
157 (72%) had purulent or fecal peritonitis. Median age of these pa-
tients at the time of Hartmann’s procedure was 77.8 and 40% re-
quired assistance in daily routines before the Hartmann’s procedure. 
Altogether 101 patients underwent stoma reversal attempt and sto-
mas were successfully reversed in 98 patients. Median time from 
Hartmann to reversal was 216 days. Only 42 (19.3%) patients
were alive 2 years from Hartmann’s procedure and had not under-
gone reversal operation. Risk factors for nonreversal were old age, 
high ASA classification, need for outside assistance, long hospital 
stay, and chemotherapy. Most common reasons for nonreversal 
were patients wish not to operate 18 (41%), dementia 10 (23%), and 
heart or lung disease 4 (9%). A total of 33 (33%) reversal operations 
were laparoscopic. Altogether 12 (12%)
patients had a major complication after reversal (Clavien- Dindo 
IIIb- IV) and 9 required re- operation. 90- day mortality after reversal 
was 0%. Preoperative anemia correlated with reversal complications.
Conclusion: Over 80% of the patients surviving over 2 years after 
Hartmann’s procedure will undergo reversal surgery, while the 
remaining patients either do not wish or are not fit for reversal 
operation.
DisclosureofInterest: None declared

PO-084 | CRITICALAPPRAISALOFIMAGINGTESTRATEAND
CONSEQUENCESFORSUSPECTEDAPPENDICITIS

M. Silva Infantino, R. Mato, S. Pou, A. Adroher & P. Palma
General and Digestive Surgery, Consorci Sanitari Terrassa, Terrassa, 
Spain

Aim: To evaluate clinical compared to imaging diagnostic in acute ap-
pendicitis (AA), and whether the request for imaging tests was based 
on clinical- analytical assessment scales, improving medical practice.
Method: Single center, retrospective and observational analysis 
of three cohorts (year 2008, 2017 and 2020) of patients admitted 
with the diagnosis of AA. Patients were stratified using the Alvarado 
scale (AS).

Results: 294 patients were included. Clinical diagnosis of AA di-
minished along our observational study: i.e. 58% (38 of 72 patients) 
in 2008, 29.8% (25 of 91) in 2017 and 9.7% (11 of 131) in 2020. 
Consequently, a significant increase of imaging tests between 2008 
and 2017– 2020, but also between 2017 and 2020 (P 0.000) was 
assessed.
In the group of patients operated without imaging (n = 74), stratifica-
tion by AS, resulted in 7 (9.4%) being low, 18 (24.3%) intermediate 
and 49 (66.2%) high. In the low- risk group, C- reactive protein (CRP) 
was significantly higher (P 0.026).
Clinical diagnosis, stratified with AS, revealed intraoperative AA in 
all patients; significantly more men (37.2%) than women (20%) were 
operated without any imaging test (P 0.032).
In patients younger than 30 years, significantly more imaging tests 
were requested in women than in men (P 0.022) and the most re-
quested test was, radiologist performed, ultrasound (US) (P 0.000).
Performing imaging tests delay time to surgery (P 0.000). The group 
of patients operated on with imaging tests, presented significantly 
more complicated appendicitis upon surgery (P 0.046).
Conclusion: Diagnosis of AA in our emergency center is mainly and 
increasingly based on imaging tests. In all patients who underwent 
surgery without any imaging test, the diagnosis of AA was correct.
Imaging tests should be linked to risk stratification using clinical- 
analytics scales and timely assessment by a surgical specialist to op-
timize its indications and avoid surgical delays.
DisclosureofInterest: None declared

PO-085 | GASTROINTESTINALSYMPTOMSINCOVID-19
PATIENTS

K. Nemeth, R. Lai, R. Islam, G. Bista, K. Asante, R. Warren,  
B. Fabowale- Makinde & I. Nikolopoulos
Queen Elizabeth Hospital London, London, United Kingdom

Aim: Gastrointestinal (GI) symptoms have been reported with coro-
navirus disease (COVID- 19), but our understanding of their clinical 
significance is limited and this can be a safety concern for surgeons 
as patients might present with GI symptoms only.
Method: A prospectively maintained database of emergency pa-
tients was reviewed between 20/03/2020 and 20/04/2020 (Cohort 
A) and 05/01/2021- 26/01/2021. (Cohort B) All of them had a posi-
tive Polymerase Chain Reaction (PCR) COVID- 19 test. We evaluated 
the prevalence of GI symptoms and their association with the se-
verity of COVID- 19 and looked at the prevalence of symptoms in 
different ethnicities.
Chi- squared test in R software environment was used to analyse the 
data.
Results: Cohort A consisted of 189 patients (100 male) 14 had nau-
sea, 18 vomiting, 39 diarrhoea and 9 abdominal pain. 17 had ITU 
admissions and 68 died.
Cohort B consisted of 348 patients (185 male) 50 had nausea, 46 
vomiting, diarrhoea 84 and 23 had abdominal pain. 30 had ITU 
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admissions and 75 died. In this cohort the COVID- 19 Alpha Variant 
was making up nearly 100% of cases.
Nausea was more common in Cohort B 50/348 (P = 0.01641)
There was no difference in vomiting (18/189 Cohort A P = 0.198898), 
diarrhoea (39/189 Cohort A, P = 0.3385) and abdominal pain (9/189 
Cohort A P = 0.379).
There was no difference in GI symptoms for the severe and non- 
severe cases in Cohort A (P = 0.150813) but they were more preva-
lent in the non- severe group of Cohort B (P = 0.008).
There was no diifference between ethnic groups in terms of GI 
symptoms (Cohort A 35 Black patients,17 Asian, 102 White and 35 
Other Ethnicities, Cohort B 40 Black, 33 Asian, 174 White and 101 
Other Ethnicities).
Conclusion: Acute GI symptoms associated with COVID- 19 are 
highly prevalent and were seen more often in non- severe cases of 
Cohort B. The SARS- CoV- 2 Alpha Variant was endemic in our region 
and the UK vaccination programme was being rolled out at the time 
of our study. More research is required to establish the significance 
of these factors.
DisclosureofInterest: None declared

PO-086 | OCCURENCEOFSEVERECOMPLICATONAFTER
SCHEDULEDSIGMOIDECTOMYFORSIGMOIDVOLVULUS
COMPAREDWITHSIGMOIDECTOMYFORDIVERTICULITIS

N. Periard1, L. Morgado2, G. Meurette1, A. Venara2 & E. Duchalais1

1CHU of Nantes, Nantes, 2CHU of Angers, Angers, France

Aim: The prophylactic sigmoidectomy remains controversial in the 
management of patients suffering from sigmoid volvulus. The aim of 
this study was to compare post- operative major morbidity following 
prophylactic sigmoidectomy for volvulus and diverticulitis.
Method: In this retrospective multicenter study, all patients who 
underwent elective sigmoidectomy with primary anastomosis for 
volvulus or diverticulitis between 2008 and 2018 were included. 
Epidemiologic data, comorbidity, operative data and post- operative 
complications were collected. The main outcome measure was se-
vere morbidity rate (Dindo- Clavien ≥ 3)
Results: Of 340 patients included, 53 had sigmoid volvulus and 
287 diverticulitis. Patients of the volvulus group had lower BMI (P 
= 0.0001) and presented with more severe comorbidities (P = 0.005) 
than those with diverticulitis. A severe complication was reported in 
16 (30,2%) and 21 (7,3%) patients of the volvulus and diverticulitis 
groups respectively (P < 0.001). Anastomotic leak war more frequent 
in the volvulus group [8 (15,1%) patients vs 13 (4,5%) ; (P = 0.009)]. A 
Hartmann surgery was required in 7 patients following anastomotic 
leak (5 vs 2 ; P = 0.0003).
Conclusion: Elective prophylactic sigmoidectomy for sigmoid vol-
vulus is associated with a significantly higher risk of severe compli-
cation. Patients and surgeons should be aware of the 30% severe 
morbidity rate before choosing the prophylactic surgery option fol-
lowing sigmoid volvulus.
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PO-087 | VIRTUALSTOMASITEMARKING
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Aim: Although ostomies, are lifesaving, they could cause physi-
cal, social, and psychological burden (1). Preoperative ostomy site 
marking and informing the patients; increases the compatibility of 
the patients with the stoma in the postoperative period while de-
creasing possible complications. These markings are performed by 
specialized “Wound Ostomy Continence Nurses” (WOCN). The scar-
city of stoma therapy units and WOCNs lead to unmarked patients 
undergoing elective and emergent surgeries. Improperly positioned 
stomas could result in complications, affecting patients’ quality of 
life, increasing readmission rates, eventually possible re- operations. 
Thus, increasing the load on the healthcare systems.
Method: Gridlines were drawn on a transparent sheet with 1 cm spaces. 
Healthy volunteers who did not undergo any surgery were used as sub-
jects. Two experienced WOCNs marked the stoma sides of the same 
volunteer. The first WOCN marked the volunteer in real time while 
the second WOCN marked the photo of the patient with the gridline 
in place. Photographs were taken with smart phones at three different 
angles: sitting, lying and bent. Each WOCN was blind to the mark placed 
by the latter. They were instructed to mark four stoma sites, however 
when they considered a site to be inappropriate for marking, they 
choose to mark only two sites. Their markings were compared and ana-
lyzed in terms of distance from each other, as measured on the gridline.
Results: 36 different stoma site markings were performed both in 
virtual and real time. 80% of the mark sites were within 2 cm distance 
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between the groups. Marking was the same in 7 instances (19.4%), 
within 1 cm in 14 (38.9%), within 1– 2 cm in 8 (22.2%) instances.
Conclusion: In this preliminary study we found that virtual mark-
ing and real time marking were found to be similar. The results of 
this study could be expanded into a larger population, helping better 
stoma site marking in underpriviliged and rural areas.
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Aim: The COVID- 19 pandemic has presented many challenges to 
colorectal cancer (CRC) care. Many organisations opted to per-
form CRC resections in “cold” sites. Infrastructure in Northumbria 
Healthcare NHS Foundation Trust (NHCT) necessitated co- locating 
CRC care with “hot” COVID streams but with additional precautions. 
This study aimed to evaluate that approach for a consecutive series 
of CRC cases, diagnosed before and during the COVID- 19 pandemic.
Method: A prospectively populated dataset of CRC patients diag-
nosed between 01/04/2019 and 30/09/2020 was used. Patients 
presenting before 01/04/2020 were considered “Pre- COVID” and 
those subsequently “COVID era”.
Results: Three hundred and forty- four cases were diagnosed in the 
12 months “Pre- COVID” and 166 in the 6 months of the “COVID era”. 
The median days from referral to diagnosis (21 vs 20, P = 0.373) and 
operation (63 vs 61, P = 0.208) were unchanged. The “COVID era” 
saw an increase in the proportion of radiological diagnoses (39.5% vs 
53.0% P = 0.004) with an associated decrease in endoscopic diagno-
ses (56.7% vs 45.8%, P = 0.021). Rates of inoperable (1.5% vs 1.2%, 
P = 0.821), obstructing (11.0% vs 16.2%, P = 0.272) and perforated 
tumours (0.6% vs 1.5%, P = 0.492) remained the same.
One patient developed COVID- 19 peri- operatively. Rates of laparo-
scopic operation (59.5% vs 61.8%, P = 0.751), anastomotic leak (6.4% 
vs 5.9%, P = 0.891), re- operative surgery (10.4% vs 4.4%, P = 0.138), 

primary stoma (40.5% vs 32.4%, P = 0.244) and 90- day mortality 
(0.6% vs 1.5%, P = 0.492) did not change.
Conclusion: With appropriate infection control measures, it may be 
safe to continue providing standard elective and urgent CRC care 
without access to a “COVID clean” site.
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Aim: To understand the effect of and derive recommenda-
tions for the involvement of medical students in clinical trial 
recruitment.
Method: Tracking wound infection with smartphone technology 
(TWIST) was a randomised controlled trial enrolling adult emer-
gency abdominal surgery patients across two university teaching 
hospitals. All recruiters underwent pre- recruitment training based on 
“Generating Student Recruiters for Randomised Trials” (GRANULE) 
principals, and completed pre-  and post- recruitment surveys. 
Respondent agreement with statements were assessed using 5- point 
Likert scales (from 1 [“strongly disagree”] to 5 [“strongly agree”]). Data 
were summarised using mean and standard deviation (SD), with paired 
t- tests used to compare differences pre-  and post- involvement.
Results: Of 492 patients recruited to TWIST from 2016 to 2020, 
86.0% (n = 423) were recruited by medical students. Following student 
involvement, the monthly rate of recruitment tripled (4.8 to 15.7 pa-
tients/month). 96.8% of student recruiters (n = 30/31) completed both 
surveys, reporting significant improvement in clinical and academic 
competencies following involvement. This included increased confi-
dence in gaining (mean difference: +1.10, 95%CI 0.70– 1.50, P < 0.001) 
and documenting consent (mean difference: +1.20, 95%CI 0.76– 1.64, 
P < 0.001), as well as interest in pursuing a clinical- academic career 
(mean difference: +0.47, 95% CI: 0.10– 0.83, P = 0.014). Importantly, a 
majority felt the undergraduate curriculum had not prepared them for 
involvement in clinical trials (mean: 2.47, SD: 0.94).
Conclusion: Student involvement in surgical trials is feasible and pro-
vides a route to developing a research- active surgical workforce. It 
also accelerates recruitment to surgical trials, as well as benefiting stu-
dents through development of clinical competencies and provision of 
additional exposure to research. Adequate training, support and selec-
tion of suitable trials are essential for successful student engagement.
DisclosureofInterest: None declared
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PO-090 | SURGICALTRAININGDURINGTHECOVID-19
PANDEMICATADESIGNATED“COLD”SITE:AREWEMEETING
THECHALLENGE?

M. Hamid, D. Naumann, H. Digne- Malcolm, A. Kanwal,  
P. Puventhiranathan, L. Phelan & M. Dilworth
General Surgery, UHB, Birmingham, United Kingdom

Aim: There has been a marked reduction in surgical operative train-
ing opportunities during the COVID- 19 pandemic. This may be im-
proved by the establishment of “cold” sites for NHS elective surgery. 
We investigated the training opportunities at a newly designated 
elective surgery cold site in the West Midlands, UK.
Method: An observational retrospective study was undertaken to 
include all gastrointestinal and urological elective surgery at a single 
“cold” site during the first peak of the pandemic. Patient demograph-
ics, details of surgery, and data relating to surgical training such as 
primary surgeon and portfolio index procedure were collected. 
Factors affecting the likelihood of trainees being the primary sur-
geon were analysed using logistic regression models.
Results: There were 880 patients, with a median age of 62 (IQR 
48– 74). 658 (74.8%) procedures were defined as “index proce-
dures” for ST4 level (409/509 (80.4%) for Urology; 155/235 (66%) 
for Colorectal; and 94/136 (69.1%) for Upper GI). Only 253/880 
(28.8%) procedures were performed by a trainee as the pri-
mary surgeon (201/509 (39.4%) for Urology; 21/235 (8.9%) for 
Colorectal; and 31/136 (22.8%) for Upper GI). The likelihood of 
a trainee being the primary surgeon was reduced for major sur-
gery (P < 0.001) and for gastrointestinal surgery when compared 
to urology (P < 0.001).
Conclusion: Surgical training was facilitated at an elective surgery 
“cold” site during the COVID- 19 pandemic, but at lower levels 
than anticipated. Type of surgery influenced trainee participation. 
Surgical training should be incorporated into “cold” site elective sur-
gical services if trainees are to be prepared for the future.
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PO-091 | AMBULATORYAPPENDECTOMYFORACUTE
APPENDICITIS,ISITPOSSIBLETOTREATMOREPATIENTS?

P. Raimbert, T. Voron, S. Laroche, L. O'Connel, C. Debove, A. 
Challine, Y. Parc & J. Lefevre
General and digestive Surgery, Hopital Saint- Antoine, Paris, France

Aim: report the results of ambulatory appendicectomy for acute 
appendicitis (AA) in a large consecutive cohort and improve the 
selection criteria to extend the indications of ambulatory appendi-
cectomy for AA
Method: All appendicectomy for AA (03/2013– 06/2020) were in-
cluded retrospectively. Criteria to propose ambulatory appendicec-
tomy was a St- Antoine’s score ≥ 4 (body mass index < 28kg/m2 (BMI), 
white cell count < 15 000/mL (WC), C- reactive protein (CRP) < 30 

mg/L, no radiological sign of perforation, and appendix diameter of 
10 mm or smaller, each criteria = 1 point).
Results: During the study period 1906 consecutive patients had an 
appendectomy for AA: 1415 (74%) in conventional settings (group 
Conv) and 491 (26%) in ambulatory settings (group Amb). In the 
Conv group, 354 (25%) patients had a surgery reported to the next 
morning, whereas in the group Amb, 346 patients (70%) were recon-
vened the next morning (P < 0.0001). In the Amb group, 378 (83%) 
patients satisfied the criteria (score≥4) and 79% had a discharge at 
POD0. The rate of unplanned consultation and readmission was sta-
tistically higher in the group Conv (7.2% vs. 4.5% P = 0.035). The rate 
of post- operative abscess was 3.8% in the all cohort with no statisti-
cal difference between the two groups.
The multivariate analysis of the all cohort confirmed the 5 predictive 
factors of early discharge. Based on this analysis, we created a new 
score (0– 7 points), based on the same 5 variables with 3 points for 
absence of radiological sign of perforation. With this new score, 578 
additional patients would have been candidate for ambulatory man-
agement (new score ≥4) with a predictable rate of success of 91%
Conclusion: Ambulatory strategy for AA based on St- Antoine score 
is a safe. With a minor modification of the score, we propose to ex-
tend indications with a safe predictible rate of success.
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Islamic University of Malaysia, Kuantan, Malaysia

Aim: For endoscopists, the caecal intubation rate (CIR) is an impor-
tant quality standard1. However, previous studies have shown that 
patients who had a colonoscopy due to symptoms had a lower CIR 
than those who had a screening colonoscopy; additionally, symp-
toms were found to be one of the predictors of incomplete colonos-
copy2. There is a scarcity of information on the factors associated 
with incomplete colonoscopies in patients who have symptoms. The 
purpose of this study was to look at the factors that were linked to 
incomplete colonoscopies in patients who had symptoms.
Method: A single- center, prospective, observational study was 
conducted, and all symptomatic patients undergoing colonoscopy 
between November 2019 and March 2021 were included. The sig-
nificant risk factors for incomplete colonoscopy were evaluated by 
using a multiple logistic regression model.
Results: Two hundred and seven patients (59% male) with mean age 
of 63 ± 21 years. Indications include bleeding (45%), bowel habit 
change (30%), pain (21%), and miscellaneous (4%). The rate of caecal 
intubation was 77%. The results of a multivariate logistic regression 
analysis revealed three factors that were significantly associated 
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with an increased risk of incomplete colonoscopy: previous abdomi-
nal or pelvic surgery(odds ratio [OR] 2.99; confidence interval [CI] 
1.07 to 8.35, P = 0.036), severe pain score during the procedure(odds 
ratio [OR] 19.56; confidence interval [CI] 6.06 to 63.13, P < 0.001) 
and poor bowel cleansing (odds ratio [OR] 7.94; confidence interval 
[CI] 2.82 to 22.38, P < 0.001).
Conclusion: In this study, Colonoscopy in symptomatic patients 
results in lower cecal intubation rates. The only two modifiable 
patient- related predictors influencing cecal intubation were the 
quality of bowel preparation and severe pain during the procedure.
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PO-093 | THEIMPACTOFSUB-SPECIALISATIONON
OUTCOMESFOLLOWINGEMERGENCYHARTMANNS
PROCEDURE:ARETROSPECTIVECOHORTSTUDY
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Aim: In 1921 Henri Albert Hartmann described the ‘Hartmanns pro-
cedure’ for the management of left sided colorectal pathology to re-
duce morbidity and mortality associated with alternative procedures 
at the time.
We looked to review outcomes from emergency Hartmanns proce-
dures between sub- specialty surgeons (Upper Gastrointestinal (UGI) 
and Lower Gastrointestinal (LGI)) over a 5 year period.
Method: This was a retrospective cohort analysis over 5 years (Jan 
2014 –  Dec 2019) in a single institution with both upper and lower 
gastrointestinal surgical specialty services providing an emergency 
surgical rota.
All cases undergoing a Hartmann’s procedure for a left sided colonic 
emergency were identified. A retrospective case note analysis was 
performed. The primary end point was stoma reversal. Secondary 
endpoints were overall / 30- day mortality, 30 day morbidity 
(Clavien- Dindo Index), length of stay (LoS) and return to theatre. 
Data was compared between the two groups.
All statistical analysis was carried out in R- Studio Version 1.1.463. 
Descriptive statistics were calculated for all data.
Results: In total 110 patients were identified for inclusion over the 5- 
year period. Nine patients were excluded due to incomplete records. 
Of the 101 patients analysed, 88 were performed by a LGI surgeon. 
Age and Sex was comparable between the UGI and LGI cohorts. 57% 
percent of the included patients had complicated diverticulitis. 68% 

of the total patients were identified as high risk (ASA ≥3) at the time 
of operation. Median LOS 20 days [3 -  167].
Sub- speciality interest did not appear to significantly influence 
stoma reversal rate (UGI 3 (23%) vs LGI 18 (20%) P = 1.00). There 
were no significant differences in secondary endpoints between the 
UGI and LGI groups.
Conclusion: 100 years on and ‘Hartmann’s procedure’ remains an 
important strategy in emergency general surgery. Sub- specialty in-
terest does not appear to be a barrier to restoration of GI continuity 
or significantly influence morbidity and mortality in our study.
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Aim: To describe the main clinical and endoscopic characteristics of 
colonic amyloidosis.
Method: Retrospective consecutive case series that included all 
patients with histological diagnosis of colon amyloidosis between 
January 2010 and December 2019.
Results: A total of 3 patients with colon involvement by systemic 
amyloidosis were identified, with a mean age of 57.67 years and fe-
male predominance (2/3). The first patient reported diarrhea asso-
ciated with non- specific upper gastrointestinal symptoms (anorexia 
and nausea). Colonoscopy was normal and random biopsies from 
cecum revealed AL amyloidosis that was found to be secondary to 
multiple myeloma; chemotherapy was started with symptomatic 
improvement. Upper digestive endoscopy revealed erosive gastritis 
and duodenal lymphangiectasias and biopsies were consistent with 
gastric and duodenal involvement by amyloidosis; there was also in-
volvement of peripheral nervous system. The second patient com-
plained of diarrhea and rectal bleeding and colonoscopy revealed 
several red circular lesions along sigmoid and rectum. Biopsies re-
vealed AA amyloidosis secondary to colchicine that resolved after 
discontinuation of therapy. The third patient was asymptomatic 
and performed colonoscopy as part of diagnostic work- up for iron- 
deficiency anemia. Colonoscopy revealed a large cecal polyp that 
was excised and histopathological examination revealed localized 
amyloidosis; the precipitating factor and specific type of amyloid 
were not determined and no specific therapy was started. In the 
second and third patients, amyloidosis was limited to colon. None 
of the three patients died during follow- up, which ranged between 
30– 96 months.
Conclusion: Colon involvement by systemic amyloidosis is a rare 
disease that presents unique diagnostic and therapeutic challenges. 
Clinical manifestations are nonspecific and endoscopic abnormali-
ties may be variable. Therefore, a high index of clinical suspicion 
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is essential to obtain an early diagnosis which will improve clinical 
outcomes.
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Huget & A. J. Torres García
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Aim: To identify late anastomotic leakage ( > 30 days) after anterior 
rectal resection, symptomatology, therapeutic approach and possi-
ble risk factors.
Method: A retrospective analysis of patients underwent surgery for 
rectal cancer at our center was performed from January 2014 to 
December 2017. Late leakage was considered the defect in the zone 
of anastomosis, collection with air, bubbles or perianastomotic ab-
scess diagnosed clinically, by imaging tests or by endoscopic 30 days 
after surgery. The criteria for inclusion were tumor below the perito-
neal reflection, primary anastomosis with or without ileostomy and 
follow- up of more than 24 months.
Results: 85 patients were included with a mean age of 72.7 years. 
An anterior resection was performed in 4.7%, in 70.6% was low and 
in 24.7% was ultra- low. The mean height of the tumor with respect 
to the anal margin was 7.7 cm. Laparoscopic approach was done in 
43,5% performing a mechanical T- T anastomosis in most cases. A 
protective ileostomy was performed in 81.1% (69 patients). 55.3% 
of the patients had received neoadjuvant chemoradiotherapy. 
Symptomatic late anastomotic leakage was diagnosed in 9.4% (8 
pacients) under study, 7 had a protective ileostomy. The diagnosis 
of the leak was radiological in 75.0%, with the presence of bubbles 
or perianastomotic collection. 37.5% of late leakages were sympto-
matic and 2 pacients required terminal colostomy. Neither the pres-
ence of comorbidities, with the exception of arterial hypertension, 
nor previous abdominal surgery was related to the incidence of late 
leakage. No significant differences were found between the type 
of approach and the height of rectal resection, although there is a 
certain tendency in patients with ultra- low resections and previous 
neoadjuvant surgery.
Conclusion: Late anastomotic leakage should not be considered a 
rare entity. Although its diagnosis in most cases is radiological, it can 
have important consequences for patients so diagnosis and treat-
ment in symptomatic cases is important.
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PO-096 | QUALITYOFLIFEAFTERAFIRSTEPISODEOF
COMPLICATEDACUTEDIVERTICULITIS:ASINGLECENTRE
EXPERIENCE

S. Pou, L. Cayetano, S. Lamas, D. Ruiz, J. Bargalló, Y. Ribas &  
P. Palma
General and Digestive Surgery, Consorci Sanitari Terrassa, Terrassa, 
Spain

Aim: To evaluate the quality of life (QoL) of patients after one epi-
sode of complicated acute diverticulitis (CAD).
Method: Single centre, retrospective analysis of patients with 
CAD upon abdominal tomography (modified Neff scale). QoL was 
evaluated through telephone call questionnaire: (recurrent pain or 
abdominal complains associated with fever, frequency in a year, hos-
pital readmissions, daily life patient related outcomes), further, surgi-
cal options were explained.
Results: Between 2016 and 2018, 40 patients with CAD were in-
cluded (67.5% men, 32.5% women; mean age 55, range 18– 83). Most 
patients (65%) showed stage 1 Neff classification (microperforated 
or localized abscess < 4cm). During their admission, 6 patients un-
derwent emergent surgery (5 Hartmann, 1 surgical drain). In the fol-
low- up (until October 2020 range 22– 58 months), up to 12 patients 
(30%) showed recurrence of CAD, 4 (10%) of which underwent sur-
gery (4 emergent, 1 elective). 13 (50%) of 26 patients responded 
our QoL questionnaire. 9, out of the 26 patients who respond (69%) 
presented abdominal complains, 3 (23%) of them with their QoL af-
fected. Only 1 (7,7%) patient would undergo an elective surgery.
Conclusion: After one episode of CAD, almost 70% of patients pre-
sent abdominal complains, with one third reporting QoL to be af-
fected. Surgery should be discussed and considered in these cases. 
Clinical and radiological prognostic factors influencing elective/
emergency surgery, after a first episode of CAD, should be further 
investigated.
DisclosureofInterest: None declared

PO-097 | WHATFACTORSINFLUENCEDECISIONFOR
SURGICALINTERVENTIONINPATIENTSWITHACUTE
DIVERTICULITIS?:ASYSTEMATICREVIEW

A. Nassar1,2, A. Abdelhamid1,2, S. Shaikh1,2, M. Brazzelli1,  
M. Bekheit1,2, C. C. Tang2 & A. Chansiriwongs1

1University of Aberdeen, 2General Surgery, NHS Grampian, Aberdeen, 
United Kingdom

Aim: This systematic review aimed to examine high- risk factors in 
complicated acute diverticulitis (CAD) patients with the potential 
for mortality or morbidity significantly compromising quality of life 
and hence the need for emergent or expedited planned surgical 
intervention.
Method: A systematic literature search was performed on the elec-
tronic databases Ovid MEDLINE, Embase, Cochrane database of 
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systematic reviews (CDSR) and Cochrane central register of con-
trolled trials (CENTRAL) for studies reported associations between 
specific patient and disease characteristics and the decision to oper-
ate as part of the management for CAD. Randomised controlled tri-
als, systematic reviews and prospective observational studies were 
included.
Results: Male gender, immunosuppression, long- term corticos-
teroids are associated with need for surgery and severe disease. 
First presentation of acute diverticulitis is a risk factor of severe 
disease and perforation.1– 4 Presenting with symptoms of intestinal 
obstruction is a predictor of surgical intervention.2 Persistent high 
temperature more than 24 hours, urinary symptoms and abdomi-
nal tenderness in > 2 quadrants are risk factors of severe disease. 
High WBC, neutrophils, CRP, WLR, NLR, serum creatinine, urea > 
9mmol/l and left shift of immature WBC > 550 are associated with 
need for intervention.4– 8

Conclusion: Not all complicated cases of diverticulitis need sur-
gery. Patients’ characteristics, clinical picture, biochemical mark-
ers, previous attacks and radiological features of the disease should 
be combined to help in decision making. Older age, male gender, 
Immunosuppression, long- term corticosteroids, inflammatory mak-
ers (e.g., CRP, NLR, WLR and WBC) and Hinchey grade can be used 
as predictors of surgical intervention. There is a need to develop a 
prediction tool to help identifying patients who will need urgent in-
tervention and there is a plan to develop this
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M. Fahadullah, S. Youssef, N. Kulkarni & M. Rao
General Surgery, Pilgrim Hospital Boston, Boston, United Kingdom

Aim: Gastrointestinal bleeding (GIB) is a common surgical problem, 
accounting for approximately 85,000 cases every year in the United 
Kingdom (UK)1. The 1st UK Lower GI bleed management guidelines 
were published in 2019 by British society of Gastroenterology (BSG). 
These guidelines provide a basis to classify the patients who need 
inpatient hospital intervention and those who can be managed as 
outpatient. The aim of this study was to analyse the adherence of 
different centres across UK and Ireland to the British Society of 
Gastroenterology guidelines for management of acute lower GI 
bleeds (LGIB).
Method: A Questionnaire was designed based on LGIB BSG guide-
lines using Google Survey and was sent to Surgical registrars and 
Consultants across different centres of UK and Ireland, using social 
media platforms like Twitter and Whatsapp, over the period of 3 
weeks (13 March to 5th April 2021). Data was analysed using SPSS 
statistics version 27.0 (IBM Corporations) and Google survey
Results: A total of 64 responses were recorded from 18 different 
centres from UK & Ireland, Ratio of consultants and registrars was 
almost same (34:30) (53.1%:46.9%). Majority of respondents were 
from Colorectal Surgery (65.6%, n = 42) followed by General sur-
geons n = 15 (23.4%). A total of 41 respondents (64.1%) admitted 
that BSG CG 2019 guidelines were practically applicable at their 
centre, Approximately 75% respondents do not use or are unaware 
of Shock index or Oakland score to stratify patients. That translated 
into 59% opting for admitting patients with minor bleed.36% wanted 
to perform CT angiogram for stable major bleed, while 37% were 
unaware of Interventional Radiology(IR) referral pathway.
Conclusion: Lack of awareness for using LGIB guidelines for strati-
fying patients leads to unnecessary admissions, on the other hand 
logistic issues related to inpatient management of LGIB patients aids 
in noncompliance to LGIB guidelines.
Reference:
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PO-099 | UTILITYOFAMYLASEANDBILIRUBINLEVELS
INABDOMINALDRAINAGEASPREDICTORSOFINTRA-
ABDOMINALCOMPLICATIONSINPATIENTSUNDERGOING
COLORECTALSURGERY:RESULTSPRELIMINARIES

A. A. Vivas López, M. Labalde Martinez, R. Gomez Sanz, C. Nevado 
Garcia, E. Rubio Gonzalez, C. Narvaez Chavez, F. J. Garcia Borda & 
E. Ferrero Herrero
General Surgery, Hospital 12 de Octubre, Madrid, Spain

Aim: the impact on quality of life, and the additional healthcare 
costs of complications related to colorectal surgery, among which 
the anastomotic fistula stands out, make that the early diagnosis of 
these complications is very important, and thus achieve the estab-
lishment of a early treatment, reducing the impact on the patient. 
Quantification is proposed in the amylase and bilirubin drainage fluid 
as early diagnostic tools for these complications.
Method: Prospective study approved by the research and ethics 
committee of our center, registered in the CLINICALTRIALS.GOV 
platform and in which the 1st, 3rd and 5th postoperative day (DPO) 
of the levels of amylase and bilirubin in drainage fluid in all the sur-
geries in which resection and anastomosis is performed between 
any segment of the small intestine, the colon and/or rectum. With a 
sample of 220 patients, since October 2020.
Results: Preliminary results are presented, in the first 62 patients: 
35% of right hemicolectomy, 20% left hemicolectomies, 30% sig-
moidectomies, and 15% resections of right. An 11% anastomotic leak 
was observed (7 patients). In 5 of these patients (71%), in 3rd PDO 
an elevation of amylase in drainage of at least 3 times the higher limit 
of normality, that in 4 of them it was up to 10 times in 5th DPO. This 
elevation was only observed in 2 of the 55 patients without dehis-
cence, and only on the 3rd day, with normalization on the 5th PDO.
Conclusion: Despite the reduction of this preliminary sample, an ap-
parent relationship and possible diagnostic utility of drainage am-
ylase as a possible predictor of fistula development anastomotic, 
requiring more patients to corroborate these results.
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PO-100 | SURGICALDECISIONMAKING;AREOLDSURGEONS
THEBOLDSURGEONS?

C. Aliozo, N. C. Ozoalor, M. D. Ahmad & G. F. Nash
General Surgery, University College Hospital Dorset(Poole Hospital), 
Poole, United Kingdom

Aim: Discharging patients is essential to keep the flow of emergency 
admissions manageable. The decision making about the discharge of 
such patients is poorly understood. We studied the discharge rates 
of surgical Consultants to help explain this.
Method: We collated the emergency discharge rates of all patients 
by surgical consultants on call over a period of five years at a single 
hospital. The admission rate was fairly constant at approximately ten 

patients per day thus the number of patients at the end of the sur-
geons shift (of 4 days; Monday to Friday or 3 days; Friday to Monday) 
compared to the start of their shift gives an estimate of the number 
of discharges over these periods. These discharge differences were 
added for each consultant over a continuous period from 2015 to 
2020.
Results: Surprisingly there was a huge difference in consultants’ 
discharge rates. The difference between the consultant who dis-
charged the most patients was 200 more than the consultant who 
discharged the least (P < 0.05). However there was no correlation re-
garding consultant sex/age/experience/subspeciality (upper versus 
lower GI) and discharge rates. It seemed that readmission rates were 
not significantly different for different consultants.
Conclusion: Although it was assumed that older surgeons are less 
bold in decision making, discharge rates as a surrogate marker for 
bold decision making revealed that other factors may be more im-
portant. Further study is needed to conclude if personality factors, 
previous adverse experiences or complaints play the most signifi-
cant factor affecting discharge decisions.
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C. Larsen & K. Carney
General Surgery, Northumbria Healthcare Foundation Trust, 
Cramlington, United Kingdom

Aim: To evaluate the number of patients treated for sigmoid volvulus 
(SV) and pseudo- obstruction (PO) at Northumbria Healthcare Trust 
(NHCT) between 2015– 20. We also evaluated the percentage of pa-
tients decompressed within 24 hours of diagnosis, as well as overall 
outcomes for these patients.
Method: The Endosoft database was searched using key words 
‘volvulus’ and ‘pseudo- obstruction’ for the period 01/01/2015– 
31/12/2020. Excluded were those records not either SV or PO. 
In- house electronic records were interrogated, with data including: 
basic demographics, diagnosis, number of attendances and over how 
many years, decompression details –  average number per admission 
and time from diagnosis, relevant mortality data, and documentation 
of discussion on definitive surgery.
Results: Of 72 patients treated for SV (n = 45)/PO (n = 27), those 
with SV presented almost twice as often. The mortality rate for 
those with SV was 22% (n = 10), the leading cause of which was 
colonic ischaemia, and for PO was 7% (n = 2), with cause of death 
being sepsis or Type 2 Respiratory Failure. 94% of patients with ei-
ther SV or PO were decompressed with a flexible sigmoidoscopy 
within 24 hours of diagnosis. All patients with SV who died were de-
compressed within 24 hours. 98% of SV patients had a documented 
discussion about definitive surgical management, of which 18% un-
derwent surgery, 31% declined, and 48% were not fit for surgery. 
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There was one post- operative death –  the patient developed an in-
trabdominal collection and died of sepsis.
Conclusion: SV and PO are relatively frequent emergency conditions 
encountered at NHCT, seen in predominantly elderly and co- morbid 
patients. SV carries a significant mortality rate of 22%, conversely, 
those with PO had a mortality rate of 7%. 93% of SV / PO cases were 
decompressed within 24 hours of diagnosis and this did not affect 
mortality rates. 50% of SV patients were not fit for surgical interven-
tion, and only 18% went on to have definitive surgical management.
DisclosureofInterest: None declared

PO-102 | CANDEEPSTOMALFIXATIONAND
EXTRAPERITONEALSTOMACREATIONIMPROVESTOMA
MORBIDITY?SYSTEMATICREVIEWANDMETA-ANALYSIS

M. Albendary, A. Mohamedahmed & A. George
General Surgery, Sandwell and West Birmingham NHS trust, 
Birmingham, United Kingdom

Aim: Some surgical techniques, including prophylactic mesh place-
ment and positioning stomas either through or lateral to rectus 
muscle, have been investigated for potential reduction of stoma 
complications. This systematic review evaluates efficacy and safety 
of two operative techniques: deep stomal fixation and extraperito-
neal approach of stoma creation.
Method: PubMed, Medline, Cochrane, and Google Scholar were 
searched for studies comparing stoma fixation to sheath and/or peri-
toneum to the conventional skin- only fixation and extraperitoneal to 
transperitoneal approaches of stoma formation. Clinical endpoints 
included parastomal hernia (PSH), stoma prolapse, retraction and as-
sociated adverse effects.
Results: 2 randomised and 2 retrospective studies investigated deep 
stomal fixation. There was no statistically significant benefit of this 
technique in terms of PSH (OR 1.19, P = 0.82), prolapse (OR 0.62, P = 
0.53) or retraction (OR 1.16, P = 0.80). Some technical difficulties on 
stoma reversal were reported in one of the studies.
As for extraperitoneal stoma creation, 2 randomised and 8 retro-
spective studies compared it to the conventional transperitoneal 
approach. A statistically notable reduction in PSH was identified in 
extraperitoneal stomas (OR 0.29, P = 0.004). This technique showed 
statistically insignificant reduction in prolapse (OR 0.74, P = 0.53) 
and retraction (OR 0.48, P = 0.36). There was no significant differ-
ence in operative time (MD 3.45, P = 0.71) or the associated risk of 
small bowel obstruction (OR 0.68, P = 0.57).
Conclusion: Stoma fixation to sheath and/or peritoneum does not 
lower stomal complications, and conversely it may make stoma re-
versal technically challenging. Extraperitoneal approach minimises 
PSH occurrence with no remarkable adverse effects; yet, more ran-
domised trials are required for further evaluation.
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PO-103 | DESIGNOFADEVICEFORTRANSANAL
ENDOSCOPICSURGERYWITHOUTPNEUMORECTUMUSING
3DPRINTING.PRE-IDEALPHASE

J. L. Michi Campos1, J. I. Rodríguez García1, L. J. García Flórez1, B. 
Carrasco Aguilera1, J. M. Sierra Velasco2, R. Fernández Rodríguez2, 
R. Martín González2, F. J. Aria Rodríguez2 & I. Tuero Merlo- Flórez2

1General Surgery, Hospital Universitario Central de Asturias, 
2Universidad de Oviedo, Oviedo, Spain

Aim: To analyze the evolution of the design and the mechanical and 
material validation of a device for transanal endoscopic surgery 
without pneumorectum with 3D printing.
Method: A device for transanal endoscopic surgery with 3D print-
ing was designed to be used without pneumorectum, reusable and 
able to dispense with general anesthesia. First a design was made 
with Solidworks and then it was manufactured by FDM. Tests were 
performed on simulators with viscera and on cadavers following the 
pre- IDEAL protocol. After these tests, several modifications were 
made to the prototype until the final version was achieved.
Results: The final version of the prototype is an anteriorly coni-
cal piece with an opening through curved rods fixed to the device 
that allow a working area and a visualization of the rectum wall on 
which to work. The design, thickness, size, materials and expansion 
mechanisms of the device were varied. Above all, the thickness 
was modified from 1.5 mm to 3mm, from 10 to 15cm in length 
and from 3– 6cm in diameter, the materials: ABS M30i, PC- ISO, PC, 
Nylon and finally steel. With fixed rods at one end and finally front 
and back.
Conclusion: It is proved in this pre- IDEAL phase that the device de-
signed for transanal endoscopic surgery without pneumorectum im-
proves with changes in design, materials and mechanics after testing 
on simulation elements and cadavers.
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Aim: Straight to test (STT) is a recognised pathway for improving the 
two week waiting time targets for red flag referrals.1– 4 However STT 
relies on Telephone Assessment Clinics (TAC) by clinicians or spe-
cialist nurse practitioners when determining suitability of referred 
patients for investigations.2– 5 Electronic patient care records (ECR) 
provide clinicians with a greater volume of clinical information al-
lowing virtual triage and STT with a reduced dependence on TAC 
therefore improving waiting time for tests and treatment. We aimed 

to assess if using electronic care records and STT can reduce the 
delay in patient diagnosis and treatment.
Method: A retrospective review of 300 colorectal referrals was per-
formed. Patients awaiting an appointment were reviewed electroni-
cally, using ECR, by a single colorectal surgeon and re- triaged STT if 
appropriate. The delay in time from the referral to initial review was 
removed to create a second group for statistical comparison to demon-
strate time saved if the strategy was adopted at point of original triage.
Results: 300 colorectal referrals were reviewed between February 5th 
2018 and July 22nd 2019. 91.3% (n = 274) were red flag, 7% (n = 21) 
urgent and 1.7% (n = 5) routine. 94% (n = 282) were sent straight to test. 
Red flag patients processed via traditional referral and clinic had a me-
dian time to scope of 36 days (IQR = 55 days) compared with 22.5 days 
(IQR = 19.75 days), P < 0.001 if triaged straight to test via virtual clinic. 
Median time to management for red flag patients was 59 days (IQR = 
63.5 days) for traditional and 35 days (IQR 51.5 days) for STT, P < 0.001. 
71.7% of patients (n = 215) required no follow up clinic appointment.
Conclusion: Straight to test using ECR is a safe and effective means of tri-
age and is a useful tool when incorporating straight to test access for colo-
rectal referrals in order to reduce waiting times for tests and treatments.
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Aim: In this study, we collected real world data from multiple high- 
volume robotic- assisted rectal surgery (RRS) institutions to overview 
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of the current status of RRS and its safety and clinical outcomes in 
rectal cancers.
Method: Patient baseline information and clinical outcomes of rectal 
cancer resected by RRS recorded in medical charts and operative 
notes will be reviewed and retrieved between Dec 8, 2011 and June 
30, 2020 retrospectively. All data will be collected and recorded in 
a standardized CRF format by an investigator affiliated with each 
hospital, and then each dataset will be pooled to create a multi- 
institutional dataset.
Results: A total of 605 patients underwent rectal resection from 4 
high- volume surgeons from 3 high- volume centers. Out of the 605 
patients, 301 (49.75%), 176 (29.09%), 116 (19.17%) had lower, mid-
dle, upper rectal cancers, respectively; 12 (1.98%) had unknown 
tumor location. The most frequent surgical procedure was LAR 
(377, 62.31%), followed by ISR (200, 33.06%), and APR (28, 4.63%). 
The median estimated blood loss was 50 mL (IQR, 30 –  100). The 
readmission and 30- day readmission rate were 2.64% and 1.32%, 
respectively. No 30- day hospital mortality occurred. The overall 
complication rate was 12.23% (74/605) with the anastomotic leak-
age rate of 2.98% (18/605 patients). At a median follow- up duration 
of 47.1 months, the 5- year overall survival rate was 91.1% and the 
5- year disease- free survival rate was 86.3%
Conclusion: Even if patient’s comorbidity by ASA and CCI score was 
not as good as those of other studies, overall surgical outcomes were 
equivalent or superior to the estimates from other studies. Above all, 
conversion rate to open surgery and anastomotic leakage rate were 
much lower than reported outcomes performed by laparoscopic and 
open surgeries. Despite large number of study population with 8 
years of follow- up period, we could not observe any serious safety 
events. Hence, we conclude that RRS is an effective and safe tech-
nique in rectal resection.
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PO-106 | PRESENTATIONOFAUNIQUEOUTCOME
EVALUATIONMODELINPATIENTSWITHSACRAL
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Aim: The results of sacral neuromodulation (SNS) in the definitive phase 
are extraordinarily variable due to the heterogeneity of symptoms and 
fecal incontinence- causing pathologies (IF). Currently the comparison 
of results is complex since there is no single score and each group uses 
its own parameters and even several depending on the origin.
Aim: Present a unique model for evaluating long- term results after 
SRS that allows patients to be classified according to evolution.
Method: Ninety- two patients undergoing SNS have been evaluated 
by the Coloproctology Unit of the Virgen de la Arrixaca Hospital 
from October 2011 to January 2020. A scale (Table 1) has been 

used to assess the symptoms of the patient according to multi-
ple parameters and classify him according to his evolution: very 
favorable- favorable- discreet- poor.
Results: The most frequent causes of incontinence were obstetric 
(OI) (32.6%, n = 30), neurological (NI) (32.6%, n = 30) and postsurgi-
cal (PSI) (16.30%, n = 15). After applying the score, 31.52% (n = 29) 
of the patients presented a very favorable evolution, 45.65% (n = 
42) favorable, 19.56% (n = 18) discreet and only 3 patients (3.26%) 
presented poor evolution.
Table 2 shows the results grouped by pathology, the best results ap-
peared in the NI group (89.9% of patients (n = 27) favorable / very favora-
ble evolution) followed by the OI group (83.3%, n = 25). The group with 
the worst results was the PSI group (53.2% (n = 8) of patients with dis-
creet or bad results) followed by the urological incontinence (UI) group.
Conclusion: Currently there is no single score that covers the com-
plexity of symptoms in patients with FI, so new ones must be sought 
that take into account the multifactorial nature of this pathology and 
allow the results to be compared
DisclosureofInterest: None declared

PO-107 | ANTIBIOTICPRESCRIPTIONINSIMPLEABSCESSES

A. Tan, A. Wolff, & A. Murray
General Surgery, Royal Free London NHS Foundation Trust, London, 
United Kingdom

Aim: Limited scientific evidence is available to guide antibiotic pre-
scription in patients with soft tissue abscesses 1,2. We aimed to audit 
antibiotic prescribing at a busy London hospital against our existing 
microbiology guidelines and the published scientific evidence.
Method: A retrospective audit examined 100 consecutive patients 
who had undergone incision and drainage. The audit reviewed anti-
biotic prescribing pre- , intra- , and post- operatively.
Results: Of the 100 patients, 24% had perianal and 76% soft- tissue, 
non- perianal, abscesses. 21% of cases were compliant with trust 
guidelines receiving co- amoxiclav; the only cases compliant were 
perianal abscesses. 0% of cases represented the best scientific evi-
dence. There was significant variation in individual surgeon prescrib-
ing practices.
Conclusion: Antibiotic prescription poorly complies with trust guid-
ance or scientific literature. Furthermore, this audit identified that 
trust guidance is inconsistent with best scientific evidence.
References:
1. Talan DA, Mower WR, Krishnadasan A, et al. Trimethoprim- 
sulfamethoxazole versus placebo for uncomplicated skin abscess. N 
Engl J Med2016;374:823– 32. doi:https://doi.org/10.1056/NEJMo 
a1507 476.pmid:26962903
2. Daum RS, Miller LG, Immergluck L, et al., DMID 07– 0051 Team. A 
placebo- controlled trial of antibiotics for smaller skin abscesses. N 
Engl J Med2017;376:2545– 55. doi:https://doi.org/10.1056/NEJMo 
a1607 033pm id:28657870
DisclosureofInterest: None declared
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PO-108 | LONG-TERMPARASTOMALHERNIAOCCURRENCE
RATEFOLLOWINGSMART

Z. Q. Ng1, P. Tan1, J. H. Tan2 & M. Theophilus1

1General Surgery, Royal Perth Hospital, Perth, Australia, 2General 
Surgery, Hospital Sultanah Aminah, Johor, Malaysia

Aim: Our initial publication on Stapled Mesh stomA Reinforcement 
Technique (SMART) for the prevention of parastomal hernias (PSH) 
demonstrated promising results. The aim of this study is to evaluate 
the long- term PSH occurrence rate with SMART and its associated 
complications and to radiologically measure the progression of tre-
phine diameters.
Method: All SMART cases from Nov 2013 to July 2016 were re-
viewed. Demographics, peri- operative details, and long- term 
mesh- related complications were collected. Serial CT scans during 
follow- up were used to identify PSH and measure the progression of 
axial and sagittal trephine diameters and trephine area.
Results: 15 patients (M:F = 10:5) underwent an elective stoma for-
mation with SMART. Nine died during the study period. Two patients 
died prior to any CT scan with no clinical evidence of PSH. All except 
one of the remaining 13 patients developed radiological PSH. There 
were no long- term mesh related complications. Only one patient re-
quired relocation of stoma due to incarceration of small bowel in the 
PSH in an emergency setting. The median follow- up was 28 months 
(3 –  77 months).
Conclusion: Prophylactic mesh placement by SMART did not pre-
vent occurrence of PSH in the long- term despite only a minority of 
patients required surgical intervention for PSH.
DisclosureofInterest: None declared

PO-109 | LEARNINGFROMCOVID-19PANDEMIC:UTILISING
TELEPHONECONSULTATIONINCOLORECTALSURGICAL
PATIENTS

R. Ubsdell, J. Sathiendran, S. Whitehorn, S. Chaudhri & F. Runau
General Surgery, University Hospitals Leicester, Leicester, United 
Kingdom

Aim: This quality improvement project’s aim is to see the difference 
in number of appointments and investigations between patients 
presenting via telephone or face to face (F2F) clinics.
Method: We reviewed 61 referrals to Colorectal clinic between 
January and February 2021, 34 were telephone appointments, 22 
F2F appointments and 5 were excluded due to unidentifiable patient 
data or incorrect referral. We assessed 14 different parameters.
Results: The first phase data showed F2F clinic patients were older 
(n = 66.91 years vs 56.21 years), had more appointments (n = 1.72 
vs 1.38) and a shorter RTT (Referral To Treatment) (n = 26.65 days 
vs 136 days). The shorter RTT correlates with the larger number of 
2 week wait referrals that were seen in F2F clinic (n = 11) vs in the 
Telephone group (n = 3).

Adjusting for patients with ongoing treatment in the F2F group 
(O- F2F) or telephone patients that awaited a F2F appointment for 
further investigation (T to F2F) the data showed that the O- F2F pa-
tients had 1.76 appointments vs 2.2 average appointments in the T 
to F2F patient group. Investigations were higher in the O- F2F group 
(n = 3 versus n = 0.5) vs the T to F2F group. There was a higher rate 
of DNA (Did Not Attend) (n = 11.7% versus 4.5%) and discharge (n = 
20.5% versus n = 18%) in Telephone clinics vs F2F clinics.
The most common reason for more appointments in the Telephone 
group was the inability to properly assess the patient’s pathology 
and plan accordingly especially in benign proctological disease 
which was seen more commonly in the Telephone group.
Conclusion: Risk stratification may be appropriate when deciding 
patients to attend telephone vs F2F clinics. A combination of red 
flag symptoms and increased age may be appropriate tools to start 
identifying suitable patients for F2F clinics.
Patients with chronic or complex proctological disease likely need 
F2F appointments to reduce overall number of appointments which 
will expedite investigation and treatment.
Telephone clinics may be appropriate for benign disease follow- up.
DisclosureofInterest: None declared

PO-110 | DOESTHEBLOODSODIUMLEVELPREDICT
COMPLICATEDDIVERTICULITIS?ARETROSPECTIVECOHORT
STUDY

S. Demirli Atici, K. Tuncer & T. Kaya
General Surgery, University of Health Sciences Tepecik Training and 
Research Hospital, Izmir, Turkey

Aim: Hyponatremia has been associated with many compli-
cated bowel diseases such as anastomotic leakage or perforated 
appendicitis.
The aim of this study is to investigate whether hyponatremia is as-
sociated with increased morbidity and mortality in complicated 
diverticulitis.
Method: Patients who presented to the emergency department 
with the complaint of abdominal pain between 2016– 2021 were 
analyzed retrospectively. > 18 years patients who were hospitalized 
or operated on with the diagnosis of acute colon diverticulitis were 
included. The patients were divided into two groups as complicated 
and non- complicated diverticulitis according to the CT findings (by 
using the Hinchey classification) and surgery notes. Blood samples 
taken from patients preoperatively or prior to hospitalization are 
those that are taken after physical examination and before any infu-
sion is administered. Complete blood count, CRP, blood creatinine 
and electrolyte levels were studied from samples taken before this 
infusion.
Results: 179 acute diverticulitis patients were included in our study. 
The mean age was 58.5 (SD, ±15.414). According to the Hinchey 
classification, 64.8% of the patients were Type 1a and 20.7% were 
Type 4. Demographic and laboratory findings of the two groups 



    | 63E-POSTERSABSTRACT

were compared. Multivariate analysis tests were performed for the 
factors affecting the morbidity and mortality in group 1. Hinchey 
type 4 diverticulitis increased the complication rate (OR 3.269, 95% 
CI 1.024– 10.437; P = 0.046). A low sodium value was found to be 
significant in morbidity. Advanced age, low lymphocyte count, high 
creatinine and CRP were found to be significant in mortality.
Conclusion: A significant correlation was found between preopera-
tive hyponatremia and the development of morbidity in patients pre-
senting with acute complicated diverticulitis but hyponatremia was 
not associated with mortality.
DisclosureofInterest: None declared

PO-111 | THEROLEOFREDCELLDISTRIBUTIONWIDTH
INPREDICTINGISCHEMIAINMECHANICALBOWEL
OBSTRUCTION

S. Buldur, O. Bozbiyik & E. Akgün
General Surgery, Ege University, Izmir, Turkey

Aim: This study aims to determine the role of red cell distribution 
width (RDW) in predicting ischemia in patients with mechanical 
bowel obstruction.
Method: The records of 252 individuals who were admitted to the 
emergency department with a mechanical bowel obstruction were 
reviewed. Due to various conditions affecting RDW, 52 participants 
were excluded from the study. The data of the remaining 200 pa-
tients was compared to the ischemic and non- ischemic groups.
Results: Average RDW values were respectively; 14.41 ± 1.72 in 
the non- ischemic group and 15.64 ± 3.30 in the ischemic group. 
Although the ischemia group had a higher mean RDW value, there 
was no significant difference in RDW values between the two 
groups (P = 0.439).
Conclusion: Despite the higher values in the ischemic group, RDW 
does not have an important role in predicting intestinal ischemia in 
patients with intestinal obstruction.
DisclosureofInterest: None declared

PO-112 | POST-OPERATIVEORAL-FLUIDINTAKEDOES
NOTAFFECTRATESOFILEUSFOLLOWINGELECTIVERIGHT
HEMICOLECTOMY:ARETROSPECTIVE,OBSERVATIONAL
STUDY

E. Macvicar1, F. Cullen2, C. Mackay2 & G. Ramsay2,3

1Aberdeen University, 2NHS Grampian, 3Rowett Institute, Aberdeen, 
United Kingdom

Aim: Prevention and treatment of ileus (delayed return of bowel 
function after surgery) is one of the highest priority research ques-
tions in modern day colorectal practice. The aetiology of ileus is 
thought to be multi- factorial however very few studies have looked 

at the role of oral fluid intake post- operatively with previous works 
on early intake concentrating on anastomotic leak. This study aimed 
to determine whether there was any difference in oral intake im-
mediately post- operatively between patients who developed pro-
longed ileus vs those who did not.
Method: 66 patients who underwent elective right hemicolectomy 
for colorectal cancer in a large tertiary centre (Aberdeen Royal 
Infirmary, 2018– 19) were included. Data on patient demographic 
(including age, BMI, sex, co- morbid conditions), post- operative com-
plications (particularly ileus) and oral fluid volume intake was retro-
spectively collected from patient medical records.
Results: 16/66 patients developed prolonged ileus (24.4%) with men 
more likely to be affected than women (12/16, 75%). Total oral intake 
in the first 24 hours post- surgery was median 1320ml (IQR 1095) 
ileus group vs 1290ml (IQR 913) non- ileus group (P > 0.05). Median 
intra- operative blood loss was higher for patients who developed 
ileus (125ml, IQR 273) compared to those who did not (50ml, IQR 
125). Ileus resulted in increased patient morbidity with longer post- 
operative hospital stays (median 9.5 days, IQR 9.5 vs 5 days, IQR 2).
Conclusion: The volume of oral fluid consumed post- operatively 
was not significantly different between patients who developed 
a prolonged ileus and those who did not following elective right- 
hemicolectomy for colorectal cancer. Restricting oral fluid intake 
post- operatively is therefore unlikely to improve the incidence of 
ileus. Despite modern day surgical practice ileus continues to cause 
significant patient morbidity following colorectal surgery almst dou-
bling length of stay in our cohort. It therefore remains an important 
area for future research.
DisclosureofInterest: None declared

PO-114 | CLOUDBASEDAI-DRIVENVIDEOANALYTICSFOR
COLORECTALSURGERY

A. Gendia1, N. Battersby2, A. Cota 1, H. Rottenburg1 & J. Clark1

1General Surgery, 2Colorectal Deparment, The Royal Cornwall Hospital, 
Cornwall, United Kingdom

Aim: To describe and compare established cloud- based AI- driven 
video analytics and highlight their role in laparoscopic colorectal 
surgery.
Method: An independent online demonstration was requested of 
eleven identified platforms through multiple search engines. The as-
sessed domains were online and app- based accessibility, the ability 
for timely trainee feedback, compatible governance framework (NHS, 
HIPPA), intraoperative complication grading, secure anonymized, AI- 
integration for operation specific steps and critical views.
Results: Demonstrations were provided by Theator Inc., Touch 
Surgery™, C- SATS®. All three platforms can provide a safe and se-
cured anonymized video clouding with hyperlinks available imme-
diate which can be integrated in postoperative notes. Also, they 
provide automated steps and time stamps which helps to view 
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surgeries and highlight key steps in different colorectal surgeries. 
This can viewed from mobile or computer- based apps. These plat-
forms are also integrated with powerful AI and computer vision 
which help to provide time- based analysis of surgical steps, high-
lighting critical structures as well as providing a medium of commu-
nication through sharing and guidance.
Conclusion: Cloud based AI- driven video analytics is a new method 
of storing, analysing, and reviewing surgery videos. They also pro-
vide colorectal surgeons with a powerful AI integrated services that 
can help in viewing and critiquing videos. This have the potential to 
improve training, performance, and standardizing procedures. Also, 
this is closer step into an AI and data- driven surgical practice which 
can lead to improve outcomes.
DisclosureofInterest: None declared

PO-115 | COOPERATIONBETWEENSPECIALTIES:A
GROWINGTREND

I. Pina1,2, C. Harding2, V. Lavin2, R. Heer2 & P. Coyne1

1General Surgery, Royal Victoria Infirmary, the Newcastle Upon Tyne 
Hospitals NHS Foundation Trust, 2Urology, Freeman Hospital, The 
Newcastle Upon Tyne NHS Foundation Trust, Newcastle, United 
Kingdom

Aim: The Newcastle Advanced Rectal Cancer (NARC) service re-
ceives referrals from across the North East region of England. These 
are discussed at the NARC multidisciplinary team (MDT) and then 
treatment initiated accordingly.
With the growing emphasis on multidisciplinary approach to sur-
gery, we intended to assess the number of patients on average that 
require urology input during surgery, as well as during their post- 
operative period.
Method: Using our local registry, we identified all referrals discussed 
at NARC MDT from 2012 to early 2020. For those that had been 
given the decision to proceed with surgery as form of treatment, 
the electronic notes were reviewed to assess if urology input was 
required during the operation, or post- operatively for complications.
Results: Three hundred and three referrals to NARC were identified 
during the selected time frame. Of these, 125 patients had surgery 
at Newcastle Upon Tyne Hospitals. From the available documenta-
tion (limited by transition from paper to online documentation), it 
was possible to identify that 22 (17.6%) operations required input 
from a urology surgeon during the procedure, while another 11 
(8.8%) required their input during the post- operative period for 
complications.
There is a clear increase in requirement for urology colleagues with 
6 cases between 2012 and 2016, and 16 cases between 2017 and 
early 2020.
Conclusion: When looking at the absolute number of procedures re-
quiring urology input this might not seem substantial however, we 

can see a growing trend over the years which shows this is becoming 
increasingly common.
It is important to consider the growing need for multidisciplinary ap-
proach when creating job plans for surgeons from specialties that 
cooperate on a regular basis.
DisclosureofInterest: None declared

PO-116 | RELATEDFACTORSFORRECONSTRUCTIONAFTER
HARTMANN'SPROCEDURE,EXPERIENCEINOURCENTER

M. A. Guerrero Ortíz1, M. Pascual Damieta2, S. Alonso Gonçalves2, 
S. Salvans Ruiz2, M. Jimenez Toscano2 & M. Pera Román2

1Cirugía General, 2Unidad de Coloproctología, Hospital del Mar, 
Barcelona, Spain

Aim: Hartmann's procedure is frequently performed in emergency 
situations for left colon disease. According to the literature, 95% of 
operated patients continue with a stoma 18 months after the inter-
vention. The objective of this review is to analyze the factors related 
to non- reconstruction in our center.
Method: Retrospective study of all patients who underwent 
Hartmann’s procedure at Hospital del Mar in Barcelona, between 
2008 to 2020. We analyzed the perioperative variables of the pro-
cedure, as well as the percentage of patients who underwent recon-
struction and the factors that favor their reconstruction.
Results: 242 patients were included in the study, 58% men, median 
age of 68 years. The most frequent indications were: malignacy 
(39%), and diverticular disease (35%). Thirty- day mortality following 
Hartmann’s procedure was 16% (33 patients).
The percentage of Hartmann’s reversal was 44% (n = 93) with a me-
dian time for the reconstruction of 14 months. 4.3% of patients had 
a mayor complication of IIIa or above including one anastomotic leak 
and 9 patients required a protective ileostomy (9.6%). The patients 
who did not undergo Hartmann’s reversal were significantly older (P 
= < 0.001) and suffer more frequently from chronic kidney disease (P 
= 0.043) than those who did.
Conclusion: Hartmann's procedure is associated with a high mor-
tality rate. In the last 12 years only 44% of patients underwent 
Hartmann´s reversal in our institution. Factors related with no re-
construction were age and renal function.
DisclosureofInterest: None declared
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PO-117 | ESTABLISHINGMINIMALLYINVASIVECOLORECTAL
UNITATATERTIARYCAREINDIANCENTREINCOVID-19
SECONDWAVE

S. Patel, A. Prem, S. Raghavan, S. Jain & S. Chopra
Department of Surgical Oncology, Homi Bhabha Cancer Hospital, Tata 
Memorial Centre, Varanasi, Varanasi, India

Aim: Minimally invasive cancer surgery is the becoming the standard 
of care in colorectal oncology. With the growing interest in the use 
of tailored approach to improve the outcomes, colorectal oncology 
demands sub- specialised care.
Method: This is a description of establishment of a dedicated colo- 
rectal oncology unit at a newly built tertiary care centre in the coun-
try, Tata Memorial Centre (Varanasi) with special emphasis on the 
introduction of laparoscopy for standard and extended colo- rectal 
surgery.
Results: Over a period of 4 months, from February 2021 to May 
2021, 35 colo- rectal surgeries have been done with 5 emergency 
cases and the remaining in elective setting. Operative procedures 
included –  10 colectomies, 5 stoma/ostomy creations, 7 rectal re-
sections in standard TME plane, 2 total pelvic exenterations, 11 ex-
tended rectal resections. 22 of these 35 surgeries (62.8%) were done 
using laparoscopic approach. Laparoscopy has been used across all 
procedures, specifically 5 colectomies, 7 standard TME rectal sur-
geries, 5 extended rectal resections and 1 total pelvic exenteration. 
Clavein dindo Grade 3 or higher morbidity was seen in 5.7% cases. 
Joint clinic session dedicated to colorectal oncology is conducted 
to provide a tailor- made individualized care to appropriate patients.
Conclusion: Use of minimally invasive approach in colorectal oncol-
ogy along with a sub specialized unit is the need of the hour to im-
prove the outcomes in this cohort of patients.
DisclosureofInterest: None declared

PO-118 | INFLUENCEOFCOVID-19PANDEMICONTHE
INCIDENCEOFCOMPLICATIONSINCOLONCANCERSURGERY

J. J. Trujillo- Díaz, C. Jezieniecki- Fernández, M. Ruiz- Soriano,  
T. Gómez- Sanz, G. Cabezudo- Molleda, A. Romero de Diego,  
A. Vázquez- Fernández, B. de Andrés- Asenjo, J. Beltrán de Heredia 
-  Rentería
General and Digestive Surgery, Valladolid University Clinic Hospital, 
Valladolid, Spain

Aim: Colorectal cancer (CRC) is one of the most frequent pa-
thologies worldwide with important complication rates. During 
the current COVID- 19 pandemic, the number and stage of 
colon tumors have been affected. It´s known that COVID+ pa-
tients undergoing surgery have a higher rate of complications. 
However, the existing literature that analyzes the incidence of 

complications in non- COVID patients with CRC undergoing elec-
tive surgery is scarce, thus we perform this review analyzing and 
presenting our results.
Method: Retrospective study, we´ve included patients with colon 
cancer who underwent scheduled cancer surgery. Groups: Pre- 
COVID(A): July- 2019 to February- 2020 and Group- COVID(B): July- 
2020 to February- 2021.
Results: 172 patients (A:82; B:90) were analyzed, all of them had 
a negative preoperative PCR- COVID- test. Men:124(72.1%). Age: 
72±10.1years. LOS: 7(IQR:5– 12days). Laparoscopic approach: 
142(82.6%). Overall complications: 40.7%. Infectious: 37.2%. 
SSI: 30.2%. 30- d readmission- rate: 3.5%. Dehiscence: 9.3%. 
Reintervention: 15.1%.
COVID- group presented a greater number of patients with long stay 
( > 7days): (62.2% vs. 46.3%; P = 0.03). Use of endoprostheses was 
higher in the COVID- group (11.1% vs. 2.4%; P = 0.026).
In the bivariate analysis, we observed COVID- group presented a 
higher rate of overall- complications, infectious, SSI, dehiscence and 
reoperations (51.1% vs. 26.8% P = 0.001; 48.9% vs. 24.4% P = 0.001; 
46.7% vs. 12.2% P = 0.001; 15.5% vs. 2.4% P = 0.001; 20% vs. 9.7% 
P = 0.017).
No statistically significant differences were found in the 30- d read-
mission rate (Group A: 2.4%, group B: 4.4% P > 0.05).
Conclusion: In our environment, during the COVID- 19 Pandemic, 
patients with colon cancer who underwent scheduled cancer sur-
gery, with a negative PCR- COVID test, had higher risk of present-
ing overall complications and reoperations and, therefore, a longer 
hospital stay.
DisclosureofInterest: None declared

PO-119 | ASURVEYONTHEPRACTICEOFERASINELECTIVE
COLORECTALSURGERYINWESTERNAUSTRALIA

Z. Q. Ng, M. Theophilus
General Surgery, Royal Perth Hospital, Perth, Australia

Aim: The Enhanced Recovery After Surgery (ERAS) concept includes 
24 items to optimize the patient’s peri- operative care to reduce post- 
operative morbidity. However, its adoption remains largely influ-
enced by regional/institutional and surgeons’ personal belief. This 
study aims to evaluate the practice of ERAS in elective colorectal 
surgery in Western Australia through a survey.
Method: A questionnaire was constructed based on the latest ERAS 
guidelines, consisting of questions on the demographics of the sur-
geon, annual number of major colorectal resections and various 
aspects on the pre- , intra-  and post- operative practice. The ques-
tionnaire was sent through email or provided to the surgeons identi-
fied to be performing routine elective colorectal surgery.
Results: 20 of the 24 eligible surgeons (83.3%) returned the ques-
tionnaire. 65% of surgeons perform more than 50 cases of major 
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colorectal resections annually. There is a high agreement of practice 
in certain areas: 70% of surgeons perform > 50% of their cases lapa-
roscopically, no routine use of nasogastric tube, majority of surgeons 
do not routinely place drains in right (95%) and left (70%) colonic 
surgeries, 75% of surgeons are guided by the Acute Pain Service for 
the post- operative analgesia and 95% of surgeons encourage early 
mobilization. A few areas of practice remain widely variable: pre- 
operative mechanical bowel preparation, post- operative fluids and 
electrolytes and assessment of gut function.
Conclusion: This survey provides a snapshot of the practice of ERAS 
in elective colorectal surgery in WA. Whilst certain areas are consid-
ered universal practice, there remains gaps to be explored further on 
barriers to implementation.
DisclosureofInterest: None declared

PO-120 | ADVANCESINILEOSTOMYPROCEDUREAND
TECHNOLOGY:ASYSTEMATICREVIEW

C. Hulme1,2 & R. Brady1

1Colorectal Surgery, Royal Victoria Infirmary, 2School of Medicine, 
Newcastle University, Newcastle- upon- Tyne, United Kingdom

Aim: Developments in ileostomy surgery have been limited in the 
last century but with the rise of digital application and new surgical 
modalities, recent innovations have been common. The objective of 
this systematic review is to provide a summary of recent advances, 
innovations and developments in ileostomy surgery and to see 
whether they are likely to become more common in global practice.
Method: In June 2021, a literature search was performed using 
PubMed and PubMed Central, looking for all published articles re-
lating to English language reports on ileostomy surgery in the last 10 
years. Further to the screening of titles, more in- depth analysis was 
performed of identified articles using the abstracts of the publica-
tions, eliminating those with no relevance.
Results: Over 10,000 articles were returned by searching for the 
keyword “ileostomy”, with 37 relevant articles being identified 
from screening the titles and abstracts. The articles selected for 
final inclusion contained comparisons of current procedures ver-
sus more recent advances, trials of new procedures and investi-
gations into the benefits of newer technologies being used in 
ileostomy surgery. Due to the nature of the review and the lack 
of synchronicity across the materials used, no meta- analysis was 
possible. Results of the review showed that several novel advances 
identified show clear benefits compared to current techniques, 
namely the ghost ileostomy and the use of indocyanine green (ICG) 
in colorectal surgery.
Conclusion: This review has identified a wide range of variations of 
practice and innovations described in the last 10 years in ileostomy 

surgery and describes a field were technology and technical changes 
are occurring rapidly.
DisclosureofInterest: None declared

PO-121 | APPLICATIONOFMODERNREHABILITATION
PROGRAMSINCOLOPROCTOLOGICALPATIENTS

A. Khitaryan1, M. Shtilman2, S. Kovalev1, A. Orekhov1, A. Alibekov1, 
A. Golovina1 & A. Achabaeva3

1Surgical Department, Rostov- on- Don State Medical University, 
2Surgical department, Rostov State Medical University, Rostov- on- Don, 
3Surgical department, Kabardino- Balkirian State University, Nalchik, 
Russian Federation

Aim: Over the past years, minimally invasive technologies have 
become more popular in coloproctology due to their higher effi-
ciency, shorter postoperative period, and better economic effect. 
Pre-  and postoperative rehabilitation programs can significantly 
improve the results of surgical treatment. Evaluation of pre-  and 
postoperative rehabilitation programs developed in patients who 
underwent minimally invasive surgical treatment due to proctologi-
cal pathology.
Method: The study was based on the results of the examination, 
surgical treatment, and observation of 225 patients with chronic 
stage III hemorrhoids and 150 patients with chronic pararectal 
fistulas (chronic paraproctitis), who underwent minimally invasive 
surgical treatment and several courses of rehabilitation programs 
at the Outpatient Center of Proctology at the Surgical Department 
of NHI “Railway Clinical Hospital «Rzhd Meditsina» Rostov- on- Don 
from February 2017 to February 2021. All patients were divided 
into comparison groups 1, 2, and 3 according to their pathology and 
depending on the type of surgery, the physiotherapy methods used 
(electrical stimulation of the pelvic floor muscles, ozone therapy, 
biofeedback therapy, transcutaneous low- intensity laser blood ir-
radiation, etc.) and the timing of their use (before and after sur-
gery) and a control group, in which after surgery patients received 
standard therapy, which served as a background in the comparison 
groups.
Results: The combined use of minimally invasive surgical technolo-
gies and rehabilitation programs in the complex therapy of patients 
with chronic hemorrhoids and chronic paraproctitis helped shorten 
the recovery period and the patient's stay in the hospital while im-
proving the quality of life of the patient.
Conclusion: The combined use of minimally invasive surgical tech-
nologies and rehabilitation programs can be recommended for wider 
use in surgical and coloproctologial practice.
DisclosureofInterest: None declared
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PO-122 | NON-SURGICALMANAGEMENTOFRECURRENT
SIGMOIDVOLVULUS

E. Khanderia1, R. Aggarwal2 & V. Patel1
1West Hertfordshire Hospitals NHS Trust, Watford, 2The Hillingdon 
Hospitals NHS Trust, London, United Kingdom

Aim: Sigmoid volvulus is a primary cause of colonic obstruction 
worldwide. It occurs frequently in elderly patients with multiple 
co- morbidities. Rates of recurrent sigmoid volvulus are between 
30% and 90% with an associated mortality of 10% to 40%. In the 
elderly, operative management with sigmoid colectomy is not always 
a feasible option. Percutaneous endoscopic colostomy (PEC) and 
percutaneous endoscopic colopexy (pexy) are minimally invasive, 
non- operative procedures to fix the sigmoid colon and prevent re-
current volvulus. The primary objective of this study is to determine 
the best treatment for patients with sigmoid volvulus who cannot 
undergo surgery to reduce their morbidity, mortality and readmis-
sion costs.
Method: An electronic search was performed using MEDLINE from 
1995 to 2020 as per the PRISMA guidelines. Terms including “sig-
moid volvulus”, “sigmoidopexy”, “colopexy”, “sigmoidostomy”, “per-
cutaneous endoscopic colostomy” and “recurrent sigmoid volvulus” 
were searched. Relevant data from 21 eligible studies, comprising a 
total of 165 patients, were analysed.
Results: 90 patients were treated with PEC, 74 patients were treated 
with pexy and 1 patient had a combination of sigmoidopexy and sig-
moidostomy. 12% of patients with PEC and 15% of patients with 
pexy had recurrence of volvulus. The main complications identified 
with both procedures were wound infections and tube migration in 
patients who had PEC. 3 patients after PEC and 2 after pexy died 
due to faecal peritonitis.
Conclusion: PEC and pexy are feasible non- operative procedures for 
management of sigmoid volvulus in comorbid, frail patients not fit for 
operative treatment. Further studies are required to further under-
stand the risks, efficacy and cost effectiveness of these procedure.
DisclosureofInterest: None declared

PO-123 | GROUPANDSAVEINEMERGENCY
APPENDICECTOMY

S. Karim, S. Adegbola, V. Shah, S. Tewari & V. Gupta
General Surgery, East and North Hertfordshire NHS Trust, Stevenage, 
United Kingdom

Aim: Appendicectomy is commonly a safe and low bleeding risk pro-
cedure. However, some hospital guidelines stipulate a requirement 
for routine pre- operative blood group and save (G&S). We aim to 
determine if pre- operative G&S is required for appendicectomies by 
looking at the number of tests vs transfusion conducted. The cost of 
G&S is £4.14 per sample in our trust.
Method: A retrospective review was conducted over a 3- month pe-
riod. Patient data and demographics were identified using the hospi-
tal coding, theatre records and transfusion departments.
Results: 118 consecutive appendicectomies were identified. Of 
which, 99 laparoscopic vs 19 open (13 started open vs 6 converted 
to open) operations were performed. No patients required a blood 
transfusion during their admission. There was a total of 219 G&S 
conducted. Cross matching tests for these procedures cost a total of 
£906. We estimate a cost projection of £3624 for G&S tests over a 
year and £18120 over 3 years.
Conclusion: Bleeding complications requiring transfusion following 
appendicectomies are very uncommon. In our unit, 0% of patients 
identified required a transfusion during their admission. We suggest 
stopping routine pre- operative G&S for these patients would be 
clinically safe and would lead to financial savings and reduce pre- 
operative waiting time.
DisclosureofInterest: None declared

PO-124 | COMPUTERIZEDTOMOGRAPHYOFTHETHORAX
FORSURGICALPATIENTSDURINGTHECOVID-19PANDEMIC:
WASITUSEFUL?

A. Ismail, P. Sarkar, B. Muthiah, N. Yassin
Colorectal Surgery, The Royal Wolverhampton NHS Trust, 
Wolverhampton, United Kingdom

Aim: Diagnostic challenges during the COVID- 19 [C- 19] pandemic 
forced the radiology regulating body to adopt the use of CT Chest 
as a triage and diagnostic tool, which was subsequently abandoned. 
The Royal Wolverhampton hospital followed both protocols. Here, 
we investigate the evidence behind this decision within the context 
of surgical admissions during the C- 19 peak in our hospital.
Method: Retrospective data collection and analysis of all surgical ad-
missions between the 1st of March to the 31st of May. Data was col-
lected from the radiology and electronic portal looking into patients 
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undergoing CT chest to diagnose the presence of C- 19 as well as 
swab results.
Results: Seventy- eight patients fulfilled our inclusion criteria. The 
scan either confirmed the presence or absence (4, 63 patients) of 
C- 19 but was sometimes inconclusive (11 patients). Comparing 
these to the results of the swabs; CT showed sensitivity 42.86%, 
Specificity 97.92%, and accuracy 90.91%. In the inconclusive CT re-
port group, chances of having a positive swab result were 45%: None 
of the scan results changed any of the surgical planning. Lymphocyte 
count in the context of surgical presentation did not have any sta-
tistical significance to predict the presence of C- 19 (P = 0.7). Cost 
implications on our cohort of patients for adding the chest CT is es-
timated to be around £31,000.
Conclusion: CT Thorax during the pandemic was a good negative 
predictor but had limited diagnostic value and did not change patient 
management. Newer, faster techniques of PCR swabs and antibody 
testing would be a better and cheaper alternative.
DisclosureofInterest: None declared

PO-125 | MANAGEMENTOFACUTEAPPENDICITISDURING
COVIDPANDEMIC-WHATDIDWELEARN

I. Mukhopadhyay, V. Kolaityte, D. Newport, A. Krishnamoorthy &  
I. Aslam
Department of General Surgery, University Hospital of Coventry and 
Warwickshire, Coventry, United Kingdom

Aim: During the COVID- 19 pandemic, UK intercollegiate guide-
lines shifted to favour non- operative approach and open surgical 
approach when required in the management of acute appendicitis. 
The aim of this study was to assess diagnostic and management ap-
proaches during the COVID- 19 peak and post-  peak period and fur-
ther evaluate short term patient outcomes.
Method: A retrospective observational study was performed 
which included all patients with a clinical or radiological diagno-
sis of acute appendicitis during peak of COVID- 19 (01/04/2020-  
30/06/2020) and post- peak (01/07/2020– 30/09/2020). Patient 
demographics, clinical presentation, investigative findings, man-
agement approach and clinical outcomes were recorded by two 
observers.
Results: Sample consisted of 188 patents (COVID peak N = 88; post- 
peak N = 102). There was no significant difference between baseline 
characteristics (age, ASA, F:M, biochemical markers, CT findings). 
The median duration of symptoms were 1.5 days during peak and 
2 days post- peak. During COVID peak more imaging was performed 
to confirm the diagnosis (peak 69.3% vs post peak 57%; P = 0.081) 
with CT being the most common modality (N = 101, 76.5%). Majority 
of the patients were managed surgically during both periods (79.5% 
vs 81%). Conservative management failure rate was 27% (N = 10) 

(peak 27.8% vs post- peak 26.3%). More laparoscopic appendicecto-
mies were performed during post- peak period (96.5% vs 65.3%; P < 
0.001) and open appendicectomies were more frequent during peak 
(34.7% vs 3.4%; P < 0.001). There were no significant differences 
identified in patient outcomes between the two groups (P > 0.05). 
Only one patient developed mild COVID postoperatively. Less nega-
tive appendicectomies were performed during COVID peak (10.7% 
vs 16.5% post- peak).
Conclusion: Laparoscopic appendicectomy remains to be a safe 
approach to manage acute appendicitis, even in ‘time- limited’ situ-
ations. Cross sectional imaging is a helpful tool in aiding the appro-
priate management plan in acute appendicitis cases.
DisclosureofInterest: None declared

PO-126 | METHODSOFSURGICALREPAIRFORASCENDING
COLONGUNSHOTINJURIES.FEASIBILITYANDOUTCOMES

S. Mansor1,2, M. Alfitory1, A. Algialany1, A. Buzaja1 & A. Eltarhoni3
1General, Trauma and acute care Department, Al- Jalaa Teaching 
Hospital, Benghazi University, 2Department of Surgery, Libyan 
International Medical University, 3Family and community Medicine, 
Benghazi University, Benghazi, Libya

Aim: In this study, the postoperative outcomes have prospectively 
been compared between patients who have had right colectomy, 
with those who have had a simple repair in patients who suffered 
gunshot injuries at the right colon. The aim is to assess and analyse 
the differences between both procedures in terms of rates of post-
operative outcomes to determine whether simple repairs could be 
accepted as a good alternative procedure to the standard colectomy
Method: A cohort study was conducted to compare patients who 
had right colectomy, who were considered the first group, and pa-
tients who had a simple repair, who were considered the second 
group. Subsequently, this was undertaken in order to analyse the 
influence of the operative treatment methods on the postoperative 
outcomes in all patients who had undergone urgent laparotomies 
following gunshot injuries at the right colon. This was set in the time 
period from February 17, 2011, to December 31, 2018, in our de-
partment. The primary endpoint was an appearance of any short- 
term postoperative complications
Results: Out of 51 patients, 50 (98%) were male and 1 (2%) was fe-
male. 43 (66.2%) patients had right hemicolectomy, while the simple 
repair group comprised 22 (33.8%) patients. Upon admission to the 
hospital, 38 (58.5%) patients were in shock. 48 (73.8%) cases had 
faecal contamination, and 46 (70.8%) suffered from a multi- organ 
injury. The delay time from the injury to the operation was less than 
200 minutes in all cases. The rate of postoperative complication in 
the first group was 59.2%, while in the second group it was 46.6%. 
In our study, there was no significant statistical difference between 
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the type of operative repair and the rate of postoperative complica-
tions (P = 0.18)
Conclusion: In the operative management for ascending colon gun-
shot injuries, it was not possible to determine any advantage of the 
simple colonic wall repair over the segmental colectomy; therefore, 
we cannot consider it as an acceptable safe alternative method of 
treatment
DisclosureofInterest: None declared

PO-127 | THEROLEOFABDOMINALULTRASOUNDASA
FIRSTLINEIMAGINGMODALITYINAMBULATORYGENERAL
SURGICALPATIENTSPRESENTINGWITHRIGHTILIACFOSSA
PAIN

P. Batra, G. Sharpe, T. Noone & A. Sharma
General Surgery, Manchester University NHS Foundation Trust, 
Manchester, United Kingdom

Aim: Right iliac fossa (RIF) pain is one of the most common re-
ferrals to general surgery1. Abdominal ultrasound (AUS) is often 
utilised as a first line imaging modality to investigate the cause 
of pain2. Surgical Ambulatory Care Receiving Units (SACRU) are 
recognised as a vital resource in reducing emergency depart-
ment pressures and providing same- day care for patients, avoid-
ing admission3. Our institution offers SACRU 6 days a week, 
with 10 dedicated daily AUS slots. We aim to look at the num-
ber of patients referred with RIF pain undergoing AUS and their 
outcomes.
Method: Single institution, retrospective review, of all adult patients 
presenting to SACRU with RIF pain between March– April 2021, 
where AUS was performed as a first line imaging modality. Primary 
outcome determined main diagnosis following AUS. Secondary out-
comes identified additional imaging modalities utilised and subse-
quent speciality referrals.
Results: 104 patients were referred to SACRU complaining of RIF 
pain and proceeded to AUS. 41% (n = 43) had a normal US and were 
discharged with no surgical pathology. 11% (n = 11) had a definitive 
diagnosis of acute appendicitis. 17% (n = 18) had a non- general surgi-
cal diagnosis, the most common being ovarian pathology. 31% (n = 
32) required additional imaging; 19 CT, 6 MRI and 7 repeat AUS. Of 
those, 8 patients had a confirmed diagnosis of acute appendicitis. 
24% (n = 25) were referred to gynaecology and 3% (n = 3) to both 
gastroenterology and urology respectively.
Conclusion: We have shown a significant role for the use of AUS 
as a first line imaging modality in the investigation of RIF pain. The 
majority of patients were discharged directly from SACRU with no 
surgical pathology, thus avoiding unnecessary burden to the NHS. 
However, clinical judgement remains the most important aspect in 

determining the need for additional imaging and further manage-
ment for patients.
References:
1. McCartan DP, et al. The management of right iliac fossa pain -  Is 
timing everything? The Surgeon. 2010 August. Vol 8; Iss 4; pp211– 217.
2. Millard FC, et al. Ultrasound in the investigation of the right iliac 
fossa mass. The British Journal of Radiology. 2014 May. Vol 64; Iss 
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PO-128 | THEUSEOFMESENCHYMALSTEMCELLSIN
ANIMALMODELSOFGASTROINTESTINALANASTOMOTIC
LEAK:ASYSTEMATICREVIEW

J. Burke1, J. Helliwell1, J. Wong2, A. Quyn3, S. Herrick2 & D. Jayne3

1John Golligher Colorectal Department, Leeds Teaching Hospital 
Trust, 2Division of Cell Matrix Biology & Regenerative Medicine, The 
University of Manchester, Manchester, 3John Golligher Colorectal 
Department, Leeds Teaching Hospital Trust, Leeds, United Kingdom

Aim: Anastomotic leak is the most feared complication of gastroin-
testinal surgery. Mesenchymal stem cell technology is used clinically 
topromote wound healing however the safety and efficacy of this 
technology on anastomotic healing has yet to be defined. To inves-
tigate whether mesenchymal stem cells confer any benefit when 
applied to animal models of gastrointestinal leak and identify meth-
odology and how efficacy is assessed.
Method: The MEDLINE, EMBASE, WebofScience and Cochrane 
Library databases were interrogated between 01/01/1947– 
01/05/2020. All studies where mesenchymal stem cells were ap-
plied to laboratory animal leak models to demonstrate a healing 
effect were considered. All experimental and histological outcomes 
were examined. Compliance to ARRIVE and current International 
Consensus was assessed.
Results: 1205 studies were screened. 12 studies reported on 438 
gastrointestinal anastomoses in 4 species using 11 models; 7 in the 
colon. No studies utilised a model with a known leak rate. Significant 
variance was observed in histological outcomes with efficacy dem-
onstrated in 5/12 studies. One study demonstrated a benefit in leak 
rate. Colorectal studies had a greater median ARRIVE compliance, 
60.8% (IQR 63.2– 64.5) compared to non- colorectal 45.4% (IQR 
43.8– 49.0).
Conclusion: Mesenchymal stem cell delivery to an animal anas-
tomosis is safe and feasible. Use may confer benefit but findings 
are currently limited to surrogate histological outcomes. There is 
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consistency in outcome measures reported but variance in how 
this is assessed. Poor compliance to ARRIVE but good compliance 
to current international consensus in leak models of the colon was 
observed.
DisclosureofInterest: None declared

PO-129 | IMPROVINGPATIENTFLOWVIASURGICALHOT
CLINIC

A. Mansuri, D. Zosimas, G. Strano, S. Kaul, M. Wain, C. Rao &  
V. Shatkar
General Surgery, Barking, Havering and Redbridge University Hospitals 
NHS Trust, London, United Kingdom

Aim: The A&E departments in England are under constant pressure 
and ambulatory care of patients is one of the potential solutions. A 
surgical hot clinic was introduced to select patients suitable for safe 
and effective outpatient management.
Aim of the present study was to demonstrate that by reducing the 
number of emergency surgical admissions, the HC can achieve pa-
tients' satisfaction and reduction of the total costs at the same time.
Method: The number of patients attending, the type of pathologies 
and the number of admissions through the surgical hot clinic in 1 
year were reviewed retrospectively. Results of a questionnaire used 
in UK hospitals to explore patients’ experience were analysed, with a 
five- star scoring system measuring the likelihood of recommending 
the service and a five- grade scoring system evaluating parameters 
that affect patient satisfaction.
The total minimum savings related to the reduction of emergency 
surgical admissions were estimated by multiplying the number of 
avoided hospital admissions (patients managed via surgical hot clinic 
not admitted to hospital) by the cost of a patient’s admission for a 
minimum of 1 day.
Results: A total of 2693 patients attended the surgical hot clinic with 
an average of 10.43 and a median of 11 patients per day.
In- hospital admission was avoided in 2495 cases (92.65%) which 
could have saved a total minimum of £748 500 as each patient would 
have been admitted for a minimum of 1 day. Regarding patient satis-
faction, the average five- grade score result was 4.58 for the 1- year 
period.
Conclusion: Overall patients’ experience and potential savings dem-
onstrate that the surgical hot clinic can offer economic benefits 
based on the potential of the Hot clinic to reduce the number of the 
Emergency Admissions with an overall positive patient experience 
and satisfaction.
DisclosureofInterest: None declared
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Hospital Clínico Universitario de Valladolid, Valladolid, Spain

Aim: Endometriosis located in the cecal appendix has been described 
very sporadically as the cause of a clinical picture characterized 
by chronic pain localized in the right iliac fossa (RIF), or recurrent 
acute. Endometriosis, defined as the presence of endometrial tissue 
outside the uterine cavity, is a relatively common disease in young 
women of childbearing age. However, involvement of the gastroin-
testinal tract is infrequent and appendiceal localization is even rarer.
This is a literature review and clinical case presentation in patient 
with appendicular endometriosis.
Method: A 38- year- old female patient, with no history of interest, 
came to the emergency department with abdominal pain localized 
in the FID, of several hours of evolution, similar to other occasions 
in recent months, examination compatible with acute appendicitis. 
Ultrasound showed vermiform appendix with thickening at the distal 
end, and little free fluid in the pelvis and pericecal area. Laparoscopic 
appendectomy was performed without incident and without compli-
cations in the immediate postoperative period. The anatomopatho-
logical result shows endometriosis foci in the distal end of the cecal 
appendix with slight periapendicitis.
Results: Appendicular endometriosis as a cause of chronic or re-
current pain located in the right iliac fossa is very uncommon, al-
though it should be suspected in young women of childbearing age 
with compatible symptoms. Although subsequent follow- up should 
be performed by the gynecology service, appendectomy allows an 
accurate diagnosis, as well as improving the patient's abdominal 
symptoms.
Conclusion: Laparoscopic access is the best alternative for both di-
agnostic and therapeutic purposes, since it allows other gynecologi-
cal diagnoses to be ruled out.
DisclosureofInterest: None declared

PO-131 | SHORTTERMOUTCOMESINLAPAROSCOPIC
COLORECTALRESECTIONATALOW-VOLUMECENTRE-A
SINGLESURGEON'SEXPERIENCE

T. Gatt, M. Roshan, M. Sammut, P. Andrejevic
Mater Dei Hospital, Msida, Malta

Aim: The challenges of laparoscopic colorectal resection include 
a steep learning curve due to limited training and case volume ex-
posure. This may cause surgeons to opt for an open approach in-
stead. The aim of this study is to analyse a surgeon’s experience in 
elective laparoscopic colorectal resection in a low- volume institute, 
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assess trends in the training curve and compare outcomes with high- 
volume institutes.
Method: Data was retrospectively collected on patients who under-
went elective laparoscopic colorectal resection performed at Mater 
Dei Hospital -  Malta over a period of 8- years, by a single surgical 
firm. This included data on patient demographics, surgical indica-
tions, tumour dimensions, resection margins, lymph node harvests, 
intraoperative complications, length of hospital stay, 30 day mor-
bidities, mortalities and recurrence rate.
Results: A total of 102 cases were performed, the majority males  
(n = 57, 56%), with a median age of 70 years. Right- hemicolectomies 
(n = 38, 37.3%), followed by anterior resections (n = 37, 36.3%), 
weere the most common procedure, indicated mainly for colorectal 
cancer (n = 94, 92.2%). The mean length of stay was 7 days, ranging 
from 4 to 38 days. The 30- day mortality and morbidity was 2.9% 
and 32% respectively. Complications classified as per the Clavien- 
Dindo Classification, showed grade II (n = 10) and grade III (n = 10) 
being most frequent. Anastomotic leak rate was 3.9% (n = 4). There 
were no significant differences in complication rates (P = 0.207), LOS  
(P = 0.061), LNs harvest (P = 0.291), or resection margin (P = 0.838) 
when comparing the first 50% of cases to the last 50%.
Conclusion: Our single surgeon experience at a low- volume institute 
showed similar outcomes when compared to high- volume centre re-
sults, suggesting that safe patient outcomes are achievable. Importance 
should be placed on structured training in high- volume institutes, fol-
lowed by self- evaluation, periodical visiting surgeons, and annual audits 
so as to enhance the experience obtained by surgical trainees.
DisclosureofInterest: None declared

PO-132 | TOOHOTTOHANDLE?MANAGEMENTOFACUTE
CHOLECYSTITISANDCOMPLIANCEWITHNICEGUIDELINES

S. Karim, J. Tjoakarfa, S. Bondje, T. Jokinen, S. Adegobla, S. Tewari, 
G. Vlachos, S. Honsy, V. Gupta
General Surgery, East and North Hertfordshire NHS Trust, Stevenage, 
United Kingdom

Aim: One third of emergency surgical admissions are due to gall-
stone disease. Current NICE guidelines recommend that patients 
with acute cholecystitis should be offered laparoscopic cholecys-
tectomy within 1 week of diagnosis. However, the recommendation 
is often not met within NHS hospitals. We aim to investigate our 
compliance with these guidelines while outlining the complications 
and cost effects associated with delayed operation.
Method: We preformed a retrospective study identifying emer-
gency patients presenting with image proven uncomplicated acute 
cholecystitis. Hospital coding and finance departments were used to 
obtain this information. Our inculsion criteria were all patients with 
confirmed uncomplicated cholecystitis above the age of 18 years.
Results: 166 patients were identified within a 3- month period. Of which, 
85patients were diagnosed with acute uncomplicated cholecystitis and 
fulfilled the inclusion criteria. On average, patients waited 108 days for 

their cholecystectomies (range 14– 281). No patients received a chol-
ecystectomy within 1 week of diagnosis. 33 patients re- presented to 
hospital at least once and the total number of repeated admissions was 
51. The length of stay during re- admissions was 6 days. The total cost 
incurred for those re- admission was £117,118 (average cost was £3500).
Conclusion: Delayed cholecystectomies for acute cholecystitis in-
crease the likelihood of repeated hospital admissions and places a 
significant strain on resources. Furthermore, its associated with in-
creased risk of complications. We recommend introducing a weekly 
‘Hot Gallbladder list’ within our trust dedicated for acute cholecys-
titis. additionally, we aim to create a pathway to streamline patients 
for an early operating date.
References:
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PO-133 | RIGHTHEMICOLECTOMYANASTOMOTIC
TECHNIQUE;THECHESTERFIELDROYALEXPERIENCE

E. Tokidis, S. Ali, N. Rajput & H. Narula
Colorectal Unit, Chesterfield Royal Hospital, Chesterfield Royal Hospital 
NHS Foundation Trust, Chesterfield, United Kingdom

Aim: Right hemicolectomy is regularly performed in colorectal units 
across the UK. Anastomotic techniques vary and currently there is 
no international standardisation. This project aims to present a small 
but successfully anastomosed right hemicolectomy patient cohort at 
Chesterfield Royal Hospital.
Method: A retrospective cohort of 67 patients undergoing right 
sided colonic resection was audited over a period of 1 year. Local 
approval was given by the Chesterfield Royal Audit Department. A 
stapled anastomotic technique (linear staple) was used with stag-
gered staple line prior to cross stapling with refill of the same sta-
pling device for all patients.
Results: From our cohort, 79% and 21% of patients underwent an 
elective and emergency right hemicolectomy respectively. Our 
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laparoscopic resection rate was 57%. Median length of stay for all 
resections was 7 days, reduced in laparoscopic resections (5 days). 
Anastomotic leak rate was 0.02%.
Conclusion: This audit demonstrates a safe and effective anastomotic 
technique for right hemicolectomy performed at a District General 
Hospital in the United Kindgom. Consistent intra- departmental 
technique and anastomotic leak rate below national average support 
this claim. We understand the limitations of our project and we look 
forward to the outcomes of the EAGLE study.
DisclosureofInterest: None declared

PO-134 | SMALLLYMPHOCYTICLYMPHOMAPRESENTING
WITHACUTESMALLBOWELVOLVULUSANDCHYLOUS
ASCITES;ACASEREPORT

E. Tokidis, D. Taraporewalla & K. Sargen
Chesterfield Royal Hospital NHS Foundation Trust, Chesterfield, United 
Kingdom

Aim: Small lymphocytic lymphoma (SLL) is usually diagnosed inci-
dentally however, acute abdominal pain is a recognised presentation. 
We aim to present a case of small bowel volvulus with spontaneous 
chylous ascites due to SLL.
Method: A fit, 66 year old male has been admitted in the emergency 
department with acute abdomen and raised venous lactate. Clinico- 
radiological correlation was equivocal and the patient underwent 
an exploratory laparotomy which revealed an unusual 360- degree 
small bowel volvulus, enlarged mesenteric lymph nodes and spon-
taneous chylous ascites. The volvulus was reduced and the lymph 
nodes were biopsied intra- operatively.
Results: Histopathology of the lymph nodes revealed features of 
small lymphocytic lymphoma. The patient after an uneventful post- 
operative recovery has been referred to Haematology for further 
management of his condition.
Conclusion: This is the first case of small lymphocytic lymphoma 
known to date, presenting with small bowel volvulus and spontane-
ous chylous ascites.
DisclosureofInterest: None declared

PO-135 | MANAGEMENTOFCHRONICPELVICSEPSISAFTER
TOTALMESORECTALEXCISIONFORRECTALCANCER–A10-
YEAREXPERIENCEOFANATIONALREFERRALCENTRE

S. Sharabiany, H. Joosten, G. Musters, P. Tanis, W. Bemelman & R. 
Hompes
AMSTERDAM UMC, Amsterdam, Netherlands

Aim: To report the outcomes for the management of chronic pelvic 
sepsis (CPS) after total mesorectal excision for rectal cancer over a 
10- year period in a national referral centre.

Method: Patients who were referred with CPS after low anterior re-
section or Hartmann’s procedure
for rectal cancer were included. Based on year of referral, patients 
were divided into two groups:
2010– 2014 (A) and 2015– 2020 (B). Primary endpoint was successful 
control of pelvic sepsis, with
restoration of bowel continuity as co- primary endpoint.
Results: In total 140 patients were included, of which 52 in group A 
and 88 in group B. Salvage management entailed a restorative proce-
dure in 46% (65/140), a non- restorative procedure in 46% (64/140) 
and non- operative approach in 8% (11/140). The operative approach 
consisted of transanal local anastomotic repair in 15% (7/48) and 3% 
(2/81) (P = 0.013), redo- anastomosis in 44% (21/48) and 43% (35/81) 
(P = 1.000), and intersphincteric resection of the leaking anastomo-
sis in 42% (20/48) and 54% (44/81) (P = 0.203), in group A and B re-
spectively. At end of follow- up, control of pelvic sepsis was achieved 
in all patients who received anastomotic repair, in 91% (19/21) and 
89% (31/35) of patients who received redo- anastomosis (P = 1.000), 
and 100% (20/20) and 93% (41/44) of patients who received in-
tersphincteric resection (P = 0.546), in group A and B respectively. 
In patients who underwent a restorative procedure, a functioning 
anastomosis was achieved in 93% (26/28) of patients in group A and 
89% (33/37) of patients in group B (P = 0.692). Median follow- up 
after salvage was 82 months (IQR 39– 100) and 42 months (IQR 22– 
59) for patients in group A and B, respectively (P < 0.001).
Conclusion: High rates of success can be achieved with the surgical 
salvage of CPS, in a dedicated
tertiary referral centre, without significant differences over time. In 
well selected and motivated
patients a functional anastomosis can be achieved.
DisclosureofInterest: None declared
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B. Manoglu1, S. Sokmen1, T. Bisgin1, S. Ozkardesler2 & F. Obuz3

1Surgery, 2Anesthesiology, 3Radiology, Dokuz Eylul University Faculty 
of Medicine, Izmir, Turkey

Aim: The aim was to compare the surgical/oncologic outcomes of 
primary cytoreductive surgery(CRS)&hyperthermic intraperitoneal 
therapy(HIPEC) with repeated- CRS&HIPEC.
Method: Prospectively maintained database of 661 PM patients 
treated with CRS&HIPEC was evaluated. Re- cytoreductive surgery 
was performed in 51 of these patients. Seven of them underwent 
CRS for the third time. The median age was 54(ranging, 16– 76) years 
and 72.5% of the patients was female. The median Peritoneal Cancer 
Index(PCI) was 7(ranging, 3– 21) and 84.3% of the patients underwent 
CC- 0. All standart clinico- pathological characteristics, re- operative 
findings, morbi- mortality results, and final oncologic outcomes were 



    | 73E-POSTERSABSTRACT

reviewed and were compared with those of matched- patients who 
had primary CRS&HIPEC.
Results: The median operating time was 300(range, 120– 570) and 
305(ranging, 120– 650) minutes during the primary and re- CRS. 
While less than five organs were resected in 82.7%(n = 42) of the 
patients who underwent primary CRS, it was 84.3%(n = 43) for 
the patients who underwent re- CRS. The median length of hospi-
tal stay(LoHS) after primary CRS and re- CRS were 15 days(ranging, 
4– 48) and 12 days(ranging, 5– 90), respectively. The morbidity rates 
were 31.3%(n = 16) and 7.8%(n = 4), respectively. The high grade 
morbidity rate was lower in re- CRS group(grade III- IV 21.5% vs 
7.8%). The mortality rates were similar in between the patients who 
underwent primary CRS(5.8%) and re- CRS(5.8%). The patients who 
underwent re- CRS had significantly shorter hospital(LoHS)(P < 0.05) 
and lower high grade morbidity(P < 0.05) than the patients who un-
derwent primary CRS. The overall survival of the patients in the pri-
mary CRS group was 81.29 months, whereas it was 79.77 months 
in the re- CRS group. The 3-  and 5- year survival rates were lower in 
re- CRS group(17% and 5% vs 22% and 11%), respectively.
Conclusion: Re- CRS&HIPEC can be safely and effectively performed 
in carefully selected and intensely followed- up patients with PM.
DisclosureofInterest: None declared
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V. Tidehag, B. Törnqvist, K. Pekkari & R. Marsk
Department of Surgery & Urology, Danderyd Hospital, Stockholm, 
Sweden

Aim: ESD is a technique developed in Japan for the removal of large 
lesions in the gastrointestinal tract. Due to the complexity of the 
technique, implementation outside Asia has been slow. An ESD pro-
cedure is normally followed by hospital admission. Our aim was to 
investigate if ESD of colorectal lesions can be performed in an out-
patient setting.
Method: Six hundred sixty colorectal ESD procedures between 
2014– 2020 were evaluated retrospectively.
Results: Of 660 lesions, 323 (48.9%) were localized in proximal colon, 
102 (15.5%) in distal colon and 235 (35.6%) in rectum. Median lesion 
size was 38 mm (IQR 30– 50). Median procedure duration was 70 min 
(IQR 45– 115). En bloc resection was achieved in 620 (93.9%) cases. 
R0 resection was achieved in 492 (79.4%) en bloc resections while 
the number of Rx and R1 resections were 124 (20.0%) and 4 (0.6%), 
respectively. Low- grade dysplasia was found in 473 (71.7%) cases, 
high- grade dysplasia in 144 (21.8%) cases and adenocarcinoma in 34 
(5.2%) cases. Six hundred twelve (92.7%) procedures were sched-
uled outpatient procedures and 33 of these underwent unplanned 
admission. Forty- eight (7.3%) cases were planned as inpatient proce-
dures. The rate of full wall perforation was 38 (5.8%). Three patients 

(0.5%) required emergency surgery. Forty- six patients (7.0%) sought 
medical attention within 30 days due to; bleeding 21 (3.2%); ab-
dominal tenderness 16 (2.4%); other reason 9 (1.4%). Twenty- four of 
these were admitted for observation for a median duration of two 
days (range 1– 7 days). Ten of these patients were treated with anti-
biotics and six patients required blood transfusion. None required 
additional surgery.
Conclusion: ESD of colorectal lesions can be performed in an out-
patient setting.
DisclosureofInterest: None declared
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Biomedical Sciences, Humanitas University, Pieve Emanuele, Milan, 
3Department of Gastroenterology, IRCCS Humanitas Clinical and 
Research Hospital, Rozzano, Milano, 4Department of Medicine and 
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of General and Digestive Surgery, IRCCS Humanitas Clinical and 
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Aim: While interest on early- onset colorectal cancer (age ≤ 49) is on 
the rise 1,2, studies on early- onset rectal cancer (EORC) are limited. 
The aim of this study was to compare predictors for disease progres-
sion/recurrence between sporadic EORC and late- onset RC patients 
(LORC).
Method: This is an ambidirectional cohort study conducted in an 
Italian tertiary center. Out of 1353 rectal resections, 980 were per-
formed for sporadic rectal adenocarcinoma (150 EORC, 830 LORC) 
between January 1st 2010 and April 30th 2021. Demographics, 
tumor characteristics, microsatellite status, gene mutations (KRAS, 
BRAF, NRAS, PI3Kca) and oncologic outcomes were compared. A 
Cox proportional hazards regression analysis was performed to as-
certain the effect of variables on recurrence/progression and death. 
Disease free survival (DFS) and cancer specific survival (CSS) were 
analyzed by the Kaplan- Meier estimator.
Results: Mean age of EORC was 42.16, (46% aged 45– 49). A majority 
of EORC patients had a family history for CRC (P = 0.01) and under-
went total neoadjuvant treatment (P = 0.01). EORC patients showed 
a higher rate of low- grade tumor differentiation (P < 0.0001), stage 
III- IV (P = 0.001), microsatellite instability (P = 0.02), locoregional 
nodal (P = 0.001) and distant metastases (P < 0.0001). Accordingly, 
more EORC patients underwent adjuvant treatment (P < 0.0001). 
Mutations were mostly reported among LORC cases (P = 0.04), 
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whereas EORC patients showed a worse disease- free survival (DFS) 
(P = 0.02), even at stage I (P = 0.04). Cancer- specific survival (CSS) 
did not differ (P = 0.11) across groups. Multivariate analysis indicated 
age of onset (P = 0.04) as an independent predictor for progression/
recurrence.
Conclusion: Age of onset was shown to be an independent unfa-
vorable predictor. Delayed diagnosis could explain this effect in the 
more advanced stages, while the worse outcomes in stage I may sug-
gest a more aggressive disease behavior.
References:
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Aim: Colorectal cancer is the most common indication for ostomy 
formation and a stoma may negatively impact HRQoL. Knowledge 
about factors affecting HRQoL in these patients is needed to improve 
long term follow up in patients with a colostomy. In this global sur-
vey, generic and stoma specific health- related quality of life (HRQoL) 
was compared in 2557 patients with a permanent colostomy after 
surgery for rectal cancer across ten countries. Furthermore, we in-
vestigated predictors of reduced HRQoL.
Method: Rectal cancer survivors with a colostomy in Denmark, 
Sweden, Spain, the Netherlands, China, Portugal, Australia, Egypt, 
Lithuania, and Israel completed a questionnaire regarding demo-
graphic and socioeconomic factors and stoma care along with the 
Colostomy Impact (CI) score, EORTC QLQ- C30 and five anchor 
questions assessing colostomy impact on HRQoL.
Results: A total of 2557 patients were included and response rates 
were 51– 93%. Generic HRQoL differed significantly between coun-
tries, but resembled HRQoL of reference populations. However, 
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a total of 25.8% of patients reported that their colostomy impairs 
their HRQoL ‘some’ or ‘a lot’. This group had significantly unfavour-
able scores across all EORTC QLQ- C30 subscales compared to pa-
tients reporting ‘no’ or ‘little’ impairment on HRQoL. Multivariable 
logistic regression showed that stoma dysfunction measured by the 
CI score, financial burden from the stoma, unemployment, being 
single/widowed and young age were predictors of reduced stoma- 
related HRQoL.
Conclusion: Overall, HRQoL is preserved in rectal cancer survivors 
with a colostomy. A minor proportion experienced impaired HRQoL 
due to their colostomy and stoma dysfunction was the most im-
portant predictor of reduced HRQoL. To improve long- term QoL in 
this group, stoma dysfunction should be recognized and addressed, 
and patient factors should guide decision- making in stoma forming 
surgery.
DisclosureofInterest: None declared
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Aim: The aim of the study was to analyse the learning curve in ro-
botic surgery for rectal cancer and to assess the safety of the learn-
ing curve period for the patients.
Method: This is a prospective, multicenter study involving 4 French 
university centers. The analysis concerned surgeons with no previ-
ous experience in robotic surgery and having performed at least 25 
anterior low resections with recovery for adenocarcinoma of the 
rectum. Three parameters were analyzed to evaluate the learning 
curve: the operating time with the CUSUM method, the conversion 
rate and a composite criterion assessing the quality of surgery (as-
sociating CRM > 1mm, mesorectum grade≥2 and no occurrence of 
complication Dindo III- IV) by the RA- CUSUM method. The differ-
ent phases of the learning curve have been identified. Morbidity ac-
cording to Dindo, the distal and circumferential margins, the number 
of lymph nodes removed and the quality of the mesorectum were 
analyzed and compared between the different phases of the curve.
Results: 1324 patients operated on for colorectal surgery were 
prospectively included between January 2018 and January 2021, 
including 359 for rectal cancer in the 3 centers with no previous ex-
perience of robotic surgery. Data from 3 surgeons who performed 
more than 25 procedures were analyzed (174 procedures). The anal-
ysis showed that the learning curve evaluated over the operating 
time, the conversion rate and the quality of surgery was achieved 
after 12 to 21 procedures, 9 to 14 procedures, and 17 procedures 

respectively, with no difference between the learning phases on the 
safety and the specimen quality.
Conclusion: The study showed that the learning curve was reached 
after 12 to 21 procedures without additional risk for patients during 
the learning phase.
DisclosureofInterest: None declared
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M. Monsinjon, Y. Panis
Colorectal Surgery, Beaujon Hospital, Clichy, France

Aim: The aim of this study was to assess long- term follow up after 
delayed temporary stoma closure (SC) following laparoscopic total 
mesorectal excision and sphincter- saving surgery for mid or low rec-
tal cancer (TME), in patients presenting anastomotic leakage (AL) on 
CT- scan with enema performed 6– 8 weeks after TME.
Method: All patients undergoing TME with temporary stoma and 
presenting AL were included. SC was delayed until anastomotic 
healing on repeated CT- enema every 6 weeks. If asymptomatic ra-
diological AL persisted 6 months after TME, SC was also performed. 
Success rate was defined by absence of symptoms, symptomatic AL 
recurrence or reoperation for AL after SC.
Results: From 2005 to 2021, 565 patients underwent TME for mid or 
low rectal cancer. AL occurred in 22% (126/565). Fourteen patients 
were excluded (tumor progression, definitive stoma, etc.). Among 
112 patients with asymptomatic AL at 6 weeks, AL healing was ob-
served in 42% (47/112) at 3 months, 23% at 4.5 months (15/65) and 
16% (8/50) at 6 months; 42/112 (38%) patients presented asymp-
tomatic AL at 6 months. SC was performed in all the 112 patients. 
After a mean follow up after TME of 59 +/-  41 [range, 27; 86] months, 
success rate of SC was 70% (33/47), 60% (9/15), 50% (4/8) and 57% 
(24/42) (NS) at 3, 4.5, 6 months with AL healing and 6 months with 
persistent AL on CT, respectively. After SC, 42/112 (38%) presented 
a persistent AL: 31% (13/42) radiological and 69% (29/42) clinical. 
At the end of follow up, for these 42 patients, success rate was 62% 
(26/42). The 16 remaining patients presented definitive stoma (n = 9) 
and/or chronic symptomatic AL (n = 7).
Conclusion: After TME and sphincter- saving surgery for rectal can-
cer, in case of delayed SC due radiological AL, SC when spontaneous 
healing of AL is obtained on CT, or systematically at 6 months even 
if radiological AL persisted, appears to be a safe strategy with only 
14% (16/112) presenting symptomatic persistent fistula and/or de-
finitive stoma at the end of the follow- up.
DisclosureofInterest: None declared
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PO-142 | IMPACTOFCOVID-19ONTHESEVERITYAND
PRESENTATIONOFCOLORECTALCANCER,ASINGLEUKTRUST
RETROSPECTIVECOHORTSTUDY

J. P. K. Chen, S. Mahmood, S. Banerjee & S. Arya
Department of Surgery, BHRUT NHS Trust, London, United Kingdom

Aim: Colorectal cancer pathways were adversely affected as a result 
of the COVID- 19 pandemic. This study aimed to assess this impact 
by comparing diagnoses and acute presentations of colorectal can-
cer before and during the first and second wave of the pandemic, in 
a UK hospital covering a population of 800,000.
Method: Patients diagnosed with colorectal cancer over one year 
during the COVID- 19 pandemic (April 2020 -  March 2021), were 
compared to patients diagnosed in the previous year (April 2019 
-  March 2020). Groups were compared according to the route of 
referral, presenting symptoms, and tumour staging. Patients who 
presented with an emergency admission were further assessed to 
determine inpatient management and outcomes.
Results: Colorectal cancer diagnoses fell during the COVID- 19 
period compared to the year before (261 v 338). Referrals to our 
cancer pathway fell from 5717 to 2438 (57%) and endoscopies 
performed from 4389 to 2309 (47%). Fewer patients were diag-
nosed from primary care, 105 v 174 (P = 0.0062). More patients 
were diagnosed following emergency admissions 49 v 43 (P = 
0.042).
At diagnosis, more patients presented with Stage 4 cancer during 
the pandemic, 65 vs 58 (25% v 17%, P = 0.020). Fewer patients pre-
sented with Stage 1, 26 v 63 (10% v 19%, P = 0.0031).
Of patients who presented with an emergency admission, there 
were more cases of bowel obstruction 26 v 14 (P = 0.00046). 30- day 
mortality was higher in the COVID- 19 group 15 v 3 (31% v 7%, P = 
0.0044) and palliative care was the initial management in 18 v 7 (37% 
v 16%, P = 0.003).
Conclusion: During the COVID- 19 pandemic, fewer patients were 
diagnosed with colorectal cancer at our trust. A greater propor-
tion of patients required emergency admission and presented with 
higher- stage colorectal cancer. Our results may be attributed to ser-
vice disruption at our trust and reduced patient engagement with 
healthcare professionals. Further studies are required to assess the 
lasting impact of the disruption of colorectal cancer pathways on 
patient outcomes.
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Aim: Individuals with a family history (FH) of CRC are known to have 
an increased risk of this cancer. According to the European Society 
of Gastrointestinal Endoscopy (ESGE), this risk is considered to be 
significant in those with a first- degree relative (FDR) diagnosed be-
fore the age of 50 and in cases with two or more FDRs with CRC. 
For these cases, starting colonoscopy screening at age 40 is recom-
mended. Therefore, there is an opportunity to prevent early- onset 
CRC (EOCRC) in this population. We sought to explore the propor-
tion of these cases among EOCRC in Europe.
Method: A retrospective multicenter European study of patients 
with CRC diagnosed before age 50 (excluding cases with known 
hereditary syndromes) was conducted between January 2010 and 
December 2020. Personal and familial history of CRC and age at di-
agnosis were collected. The prevalence of CRC FH in the population 
was analyzed by subgroups.
Results: A total of 846 EOCRC patients were included. Mean age at diag-
nosis was 41.7 (± 6.56), and females comprised 47.6%. Family history of 
CRC was noted in 250 (29.5%) cases. Only 131 (15.5%) of cases reported 
one FDR with CRC history, and 16 (1.9%) cases had 2 or more FDRs with 
CRC history. Among patients with 1 FDR (n = 131), the mean age at diag-
nosis of the relative was 59.6 (± 13.26) and in 25/131 (19%) the incidence 
CRC was diagnosed in this relative before age 50. Altogether, 39/846 
(4.6%) patients met the FH criteria for early screening with a mean age of 
CRC presentation of 40.45 (± 7.01) years for these cases.
Conclusion: Approximately ~ 5% of patients with EOCRC have a 1 
FDR < 50 years or 2 or more FDRs with CRC. Therefore, the ap-
proximately one in every twenty cases of early- onset CRC could be 
prevented under the current surveillance guidelines.
DisclosureofInterest: None declared
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Aim: To evaluate effectiveness of total neoadjuvant therapy (TNT) in 
comparison with conventional chemoradiotherapy (CRT) for rectal 
carcinoma.
Method: A systematic review was performed according to the 
Preferred Reporting Items for Systematic Reviews and Meta- Analyses 
(PRISMA) guidelines. Seven randomized trials undertaken between 
2010 –  2020 were selected. Two- thousand- fifty- five patients were 
enrolled. Of them 862 (42%) had conventional long- course CRT 50 
Gy, 240 (12%) had indTNT group (induction chemotherapy followed 
by CRT 50 Gy), 230 (11%) had consTNT group (CRT 50 Gy followed 
by consolidation chemotherapy) and 723 (35) undergone modTNT 
group (modified short course RT 25 Gy with subsequent chemo-
therapy). Short- term outcome was evaluated. Long- term outcomes 
were not available.
Results: Baseline data were comparable between all groups. No dif-
ference in compliance and grade 3– 4 toxicity (NCI- CTC v5.0.) were 
found among treatment regimes. Total pCR was 12% in the control 
group, 19% in the indTNT group, 21% in the consTNT group and 22% 
in the modTNT group. Thus, pCR was significantly higher in the mod-
TNT group vs CRT group (OR 1.95, 95% CI 0.85– 3.2). No differences 
were found in R0- resections and sphincter- sparing surgery rates.
Conclusion: The highest pCR with comparable safety was obtained 
in the modTNT group.
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Aim: Colorectal cancer (CRC) is the second most common cause of 
cancer- related deaths in the United Kingdom (UK). In order to im-
prove the survival of patients diagnosed with cancer, a two- week 
wait (2WW) referral to first appointment and a 62- day referral to 
treatment targets were introduced in 2004. We aim to assess com-
pliance of the 62- day treatment target for patients diagnosed with 
CRC via the 2WW pathway and its impact on survival.
Method: A retrospective review of prospectively maintained data-
base of all consecutive CRC patients diagnosed over a 3- year period 

(January 2014 –  December 2017) was performed. In addition to basic 
demographics, data was analysed for 2- year survival between the 
two groups ( < 62 days group and > 62 days group). Mann- Whitney- 
U- test was used for inter- group comparisons, Kaplan- Meier survival 
were calculated for overall survival and Log- rank test was used to 
compare the two groups.
Results: During the study period, 7361 patients were referred via 
the CRC 2WW pathway. 296 patients (4%) were confirmed to have 
CRC with a mean age of 72.31 + 11.9 years. 182 (61.5%) were males 
and our compliance to 62- day target was 75.7% (n = 224). Treatment 
delays were the most common cause of non- compliance to the  
62- day target (58.3%). 2- year mortality was 25% (n = 74). There was 
no statistically significant difference in 2- year survival between the 
< 62days group and > 62days group treated with curative intent  
(P = 0.644) or palliative (P = 0.193). Univariate cox regression showed 
that larger tumor size, higher nodal metastasis, presence of distant 
metastasis, higher numerical TNM stage and palliative manage-
ment was associated with higher 2- year mortality (P < 0.0001). In 
Multivariate cox regression, stage 3 nodal disease was associated 
with significantly higher 2- year mortality (P = 0.002).
Conclusion: Our results showed that compliance with the 62- day 
target for patients diagnosed with CRC did not improve the 2- year 
survival.
DisclosureofInterest: None declared

PO-146 | SIGNIFICANTIMPROVEMENTAFTERTRAINING
INTHECLASSIFICATIONOFLATERALCOMPARTMENTSAND
SHORT-AXISMEASUREMENTSOFLATERALLYMPHNODESIN
RECTALCANCER

T. C. Sluckin1, S. J. A. Hazen1, K. Horsthuis2, D. M. J. Lambregts3, R. 
G. H. Beets- Tan3 & M. Kusters1 on behalf of the Radiological Lateral 
Node study group
1Surgery, 2Radiology, Amsterdam UMC, 3Radiology, Netherlands 
Cancer Institute, Amsterdam, Netherlands

Aim: Anatomical location and short- axis size of lateral lymph nodes 
(LLNs) have been significantly correlated to increased lateral local 
recurrence rates. Sufficient awareness and classification of these 
aspects is therefore essential. This project evaluated the ability of 
radiologists to assess LLNs features before and after a training.
Method: 69 Dutch radiologists involved in a national study partici-
pated. Radiologists received three MRI- scans and were asked to re-
port the presence of LLNs and evaluate various features, such as 
their location and size. This was repeated after a training with the 
same three cases plus an additional three cases. Four cases had sig-
nificantly enlarged LLNs (cases 1, 2, 5 and 6), case 4 had two small 
LLNs and case 3 had an external iliac LLN. Four expert radiologists 
scored the same six cases to form an expert reference.
Results: Mean experience was 10 years (2– 25, SD 5.2). Correct iden-
tification of anatomical location improved in most cases; from 61% 
to 79% in case 1 (P = .080) and from 50% to 77% in case 2 (P = .009). 
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Cases 5 and 6, which were only scored after the training and were 
most similar to cases 1 and 2, had a higher initial consensus: 61% 
and 50% vs. 77% and 85% for cases 1, 2, 5 and 6 respectively (P < 
.001). Correct classification of location in case 4 was also high at 
79%. Contrastingly, identification of case 3 to be an external iliac 
LLN decreased after training (87% vs. 69%, P = .450). Short- axis 
measurements after training had a decreased mean deviation from 
the expert reference, but was not significant.
Conclusion: Variation is present when classifying the anatomical 
location and short- axis size of LLNs. These features are clinically 
relevant and accuracy is therefore vital. Significant improvements 
were seen with significantly higher consensus for anatomical loca-
tion after training. Awareness for the challenges involved in evaluat-
ing lateral lymph nodes is needed and adequate training should be 
considered.
DisclosureofInterest: None declared

PO-147 | NON-METASTATICPT0RECTALCANCERAFTER
NEOADJUVANTTREATMENTANDTOTALMESORECTAL
EXCISION:LESSONSFROMARETROSPECTIVEMULTICENTRIC
COHORTOF383PATIENTS

M. Collard1, E. Rullier2, Y. Panis3, M. Karoui4, S. Benoist5,  
J.- J. Tuech6, A. Alves7, A. Laforest8, D. Mege9, L. Beyer- Berjot10,  
N. Christou11, E. Cotte12, Z. Lakkis13, Y. parc14, G. Piessen15 &  
J. Lefevre14, on behalf of GRECCAR group
1Sorbonne Université, Paris, 2CHU Bordeaux, Bordeaux, 3Beaujon 
Hospital, Clichy, 4HEGP, Paris, 5CHU Bicètre, Kremlin- Bicètre, 6CHU 
Rouen, Rouen, 7CHU Caen, Caen, 8IMM, Paris, 9CHU Timone, 10CHU 
Nord, Marseille, 11CHRU Limoges, Limoges, 12CHRU Lyon, Lyon, 13CHU 
Besancon, Besancon, 14Hopital Saint- Antoine, Paris, 15CHRU Lille, Lille, 
France

Aim: A better understanding of pathological features and oncologi-
cal survival in ypT0 rectal cancer after chemoradiotherapy (CRT) is 
required to improve the patient selection for rectal- preserving ap-
proach by local excision. Our aim was to specify the pathological 
and oncological outcomes in ypT0 rectal cancer after CRT and total 
mesorectal excision (TME).
Method: All consecutive patients who underwent TME for a non- 
metastatic rectal adenocarcinoma classified ypT0 after neoadjuvant 
CRT, with or without locoregional lymph node involvement (ypN+ or 
ypN- ) in 14 French academic centers between 2002 and 2015 were 
retrospectively included. All clinical and pathological variables were 
collected. Overall and disease- free survivals (OS and DFS) were 
explored.
Results: Among the 383 ypT0 patients, only 6% were ypN+ (n = 23). 
Before CRT, 86% (327/380) were staged cT3- T4 and 41% (156/378) 
were staged cN+. The risk of ypN+ did not differ between cT3- 
T4 and cT1- T2 patients (P = 0.345) and between cN+ and cN-  pa-
tients (P = 0.384). After a median follow- up of 61.1 months, we 
observed 95% 95CI[92– 97%] of 5- year OS and 93% 95CI[91– 96%] 

of 5- year DFS. In Cox- multivariate analysis, OS was only altered 
by intra- abdominal septic complications (HR = 2.53 CI[1.11– 5.78], 
P = 0.028). Regarding DFS, only ypN+ status and administration 
of adjuvant chemotherapy were associated with a reduced DFS  
(P = 0.001 for both). cT3/T4 staging and cN+ staging did not modify 
OS (P- value = 0.332 and P = 0.450) nor DFS (P- value = 0.862 and 
P = 0.124).
Conclusion: The risk of LN metastasis and the oncological survival 
do not depend on the initial cT or cN staging in case of ypT0 com-
plete rectal tumor regression.
DisclosureofInterest: None declared

PO-148 | LAPAROSCOPICVERSUSOPENSURGERYFORLEFT
FLEXURECOLONCANCER.APROPENSITYSCORE-MATCHED
ANALYSISFROMANINTERNATIONALCOHORT

G. Turri1, C. Pedrazzani1, S. Y. Park2, K. Hida3, Y. Fukui3, J. Crippa4, 
G. Ferrari5, M. Origi5, G. Spolverato6, M. Zuin6, S. U. Bae7,  
S. K. Baek7, A. Costanzi8, D. Maggioni8, G. Mo Son9, A. Scala10,  
T. Rockall10, D. Larson4, A. Guglielmi1 & G. S. Choi2
1Division of General and Hepatobiliary Surgery, Department of 
Surgical Sciences, Dentistry, Gynecology and Pediatrics, University of 
Verona, Verona, Italy, 2Colorectal Cancer Center, Kyungpook National 
University Medical Center, School of Medicine, Kyungpook National 
University, Daegu, Korea, Republic Of, 3Department of Surgery, Kyoto 
University Graduate School of Medicine, Kyoto, Japan, 4Department of 
Surgery, Division of Colon and Rectal Surgery, Mayo Clinic, Rochester, 
United States, 5Department of General Surgery, Niguarda Hospital, 
ASST Grande Ospedale Metropolitano Niguarda, Milan, 6First Surgical 
Clinic Section, Department of Surgery, Oncology, and Gastroenterology, 
University of Padova, Padova, Italy, 7Division of Colorectal Surgery, 
Department of Surgery, School of Medicine, Keimyung University 
and Dongsan Medical Center, Daegu, Korea, Republic Of, 8General 
Surgery 3, ASST Monza, Desio, Italy, 9Department of surgery, Pusan 
National University Yangsan Hospital, Yangsan, Korea, Republic Of, 
10Department of Colorectal and Minimal Access Surgery, Royal Surrey 
NHS Foundation Trust, Guildford, United Kingdom

Aim: Surgical treatment of splenic flexure cancer (SFC) still presents 
some debated issues. Among these, the role of laparoscopic surgery 
has not been yet defined clearly. Literature is based on small single- 
center series, while randomized controlled studies comparing open 
and laparoscopic treatment for colon cancer excluded SFC. This 
study aimed to determine the role of laparoscopic surgery in the 
treatment of SFC, comparing short-  and long- term outcomes with 
open surgery.
Method: This was an international multicenter retrospective cohort 
study involving 10 tertiary referral centers. From a cohort of 641 
cases, 484 patients with stage I- III SFC submitted to elective sur-
gery with curative intent were selected. After 1:1 propensity score 
matching, 156 patients in the laparoscopic group (LapGroup) were 
compared with 156 patients in the open surgery group (OpenGroup).
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Results: After PSM, the two groups were comparable for demo-
graphic and clinical parameters. OpenGroup presented a higher in-
cidence of overall (28.8% vs 17.9%, P = 0.02) and surgery- related 
complications (23.1% vs 13.5%, P = 0.03), but a similar rate of severe 
complications (5.8% vs 6.4%, P = 0.75). Median length of stay was 
notably shorter in the LapGroup (7 vs 9 days, P < 0.001). Overall sur-
vival was slightly better in the LapGroup but the difference did not 
reach statistically significance in the whole cohort (P = 0.056), while 
it did in stage III patients (P = 0.042). Cancer- specific survival did not 
differ between the two groups (P = 0.51).
Conclusion: Elective laparoscopic surgery for stage I- III SFC is fea-
sible and associated with improved short- term postoperative out-
comes compared to open surgery. Moreover, laparoscopic surgery 
appears to provide excellent long- term cancer outcomes.
DisclosureofInterest: None declared

PO-149 | THESAFETYANDEFFECTIVENESSOFBAKRI
BALLOONTOPREVENTEMPTYPELVISSYNDROME--OUR
EXPERIENCEOF38CASES

S. Bankar1, V. Sukumar1, S. Patel1, M. Kazi1, A. Desouza1,  
S. Ankathi2, P. Anand2 & A. Saklani1
1Surgical Oncology, 2Radiology, Tata Memorial Centre, Mumbai, 
Mumbai, India

Aim: To evaluate the use of Bakri balloon to prevent the resultant 
pelvic void after the pelvic exenteration (PE) or abdominoperineal 
resection (APR) procedure which is responsible for complications 
collectively termed as empty pelvis syndrome (EPS).
Method: This is a case series of 38 successive patients undergoing 
open or laparoscopic, PE or APR or extended resections with wide 
pelvis for locally advanced rectal adenocarcinoma. The Bakri balloon 
was deployed in 38 patients and retained for variable time intervals 
postoperatively. Features of EPS were documented.
Results: A total of 38 cases were done in whom a Bakri balloon was 
inserted in the pelvis and inflated with normal saline. 29 patients 
were male and 9 were females. 26 patients underwent PE, 10 under-
went APR, 1 patient had Hartmann’s procedure and 1 underwent in-
tersphincteric resection. 20 cases were performed laparoscopically, 
2 robotic, 2 laparoscopic converted to open and 14 were open cases. 
Bakri balloon was inserted at the time of first surgery in 36 patients, 
for one patient it was inserted as a part of staged procedure and 
for one patient at the time of exploration for acute intestinal ob-
struction in an operated case of APR. 9 patients had perineal wound 
infections out of which 6 were managed conservatively, 2 patients 
required secondary suturing and one patient developed local recur-
rence. Follow up computerized tomographic(CT) scans done after 3 
months or more were available for 8 patients which showed a per-
sistent cavity in the pelvis with a variable distance from a line joining 
the pubic symphysis and sacral promontory with the mean value of 
5.3cm and the range being 1.7cm to 8.7cm.

Conclusion: Bakri balloon is a simple, safe and cost- effective method 
to reduce the complications of empty pelvis syndrome without a sig-
nificant increase in morbidity.
DisclosureofInterest: None declared

PO-150 | EVALUATINGTHEUSEOFFAECAL
IMMUNOCHEMICALTESTING(FIT)INTHEURGENT
SUSPECTEDCOLORECTALCANCERPATHWAYDURINGTHE
SARS-COV-2PANDEMIC

F. Rahman, F. Akinlade, R. Boulton, M. Hanson, J. Huang,  
N. Rajendran, C. Rao & S. Banerjee
Barking Havering and Redbridge University Hospitals NHS Trust, 
london, United Kingdom

Aim: UK endoscopy services faced challenges prior to SARS- CoV- 2. 
During the first months of the pandemic, activity fell by 92%. 
Consequently, in June 2020, NHS England recommended Faecal im-
munochemical testing (FIT) for all symptomatic patients to rational-
ise endoscopy. This study sought to evaluate the real- world safety 
and effectiveness of this approach.
Method: Patients referred with suspected colorectal cancer (CRC) 
on the two- week wait (2ww) pathway were asked to complete a FIT. 
Samples were analysed using the OC- Sensor. While a FIT > 100 µg 
Hb/g was used to prioritise investigation, all patients were subse-
quently investigated. FIT results were correlated with diagnostic 
studies.
Results: Between January to December 2020, 48% of referred pa-
tients had a FIT. 26% was above the threshold of 10 µg Hb/g in and 
8.6% above 100µg Hb/g. 347 patients also had a positive FIT but were 
not referred. The sensitivity, specificity, NPV, PPV, and likelihood 
ratio at a threshold of 10µg Hb/g were 78.6%(95%CI0.69– 0.86%), 
36.8%(95%CI0.34– 0.39%), 7.1%(95%CI0.057– 0.088%), 96.5% 
(95%CI 0.95– 0.98%) and 1.24 respectively. At 100µg Hb/g, 
this was 37.8%(95%CI0.29– 0.48%), 80.2%(95%CI0.78– 0.82%), 
10.5%(95%CI0.077– 0.14%), 95.4%(95%CI0.94– 0.96%) and 1.9 
respectively.
Conclusion: FIT shows promise in trials, but our data raises concerns 
about real- world performance. Only 48% of patients completed FIT 
before referral, and we are exploring why 347 FIT- positive patients 
were not referred. While results are broadly congruent with reported 
literature that suggested 10% of CRC are FIT negative, this is greater 
in our cohort at 25%. This raises concerns about the safety of dis-
charging patients based on FIT alone. Modifying the FIT threshold 
may be required and improving safety- netting where FIT is known to 
be ineffective, such as patients with iron deficiency anaemia.
Reference:
1. Morris EJA, Goldacre R, Spata E, Mafham M, Finan PJ, Shelton J, 
et al. Impact of the COVID- 19 pandemic on the detection and man-
agement of colorectal cancer in England: a population- based study. 
Lancet Gastroenterol Hepatol 2021; pp: 199– 208.
DisclosureofInterest: None declared
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PO-151 | WHICHISTHEBESTMETHODTODETECTAN
ANASTOMOTICLEAKAGEAFTER(COLO)PROCTECTOMY
BETWEENWATER-SOLUBLECONTRASTENEMA,CONTRAST
ENEMACOMPUTEDTOMOGRAPHYANDENDOSCOPY?A
DIAGNOSTICACCURACYMETA-ANALYSIS

A. Chierici, S. Granieri, C. Cotsoglou & A. Frontali
General Surgery, Ospedale di Vimercate -  ASST Brianza, Vimercate, 
Italy

Aim: Anastomotic leakage (AL) after colorectal/anal anastomosis still 
represents a quite frequent complication with short-  and long- term 
consequences on postoperative morbidity, quality of life and onco-
logical outcomes, improvable with an early diagnosis. Since there are 
still no clear indications in the literature, the aim of this study is to 
evaluate the diagnostic accuracy of water- soluble contrast enema 
(WSCE), contrast enema computed tomography (CECT) and endos-
copy in identifying AL and to define which test is more accurate.
Method: A systematic review and meta- analysis of 25 studies re-
porting diagnostic accuracy estimates was conducted following the 
PRISMA- DTA guidelines and the Cochrane DTA protocol up to June 
2021. Pooled estimates were evaluated for the three diagnostic meth-
ods and pairwise comparisons were conducted among diagnostic tests.
Results: Considering WSCE, the pooled Se, Sp, +LR, - LR and DOR 
were respectively 0.50, 0.99, 62.7, 0.51, and 124. The relative AUC 
was 0.91. For endoscopy, the pooled estimates were: Se 0.69, Sp 
1.00, +LR 324.5, - LR 0.3, and DOR 1046, with an AUC of 0.99. The 
pooled Se, Sp, +LR, - LR, and DOR for CTE- scan were 0.89, 1.00, 
375.1, 0.11, and 3526 respectively; the AUC was 0.99. The compari-
son between CECT and WSCE highlighted a significantly greater Se 
(P = 0.04) for CECT scan, whereas no differences were found for 
Sp (P = 0.146). Compared to CECT, endoscopy did not result sig-
nificantly more accurate in terms of both Se (P = 0.154) and Sp (P = 
0.485). On the other hand, endoscopy was found to be significantly 
more specific than WSCE (P = 0.031) while no significative differ-
ence was pointed out for Se (P = 0.59).
Conclusion: WSCE, endoscopy and CECT have an elevated diag-
nostic accuracy as attested by their > 0.9 AUC values. Our analysis 
shows that WSCE is less accurate than both endoscopy and CECT. 
Although greater Se was demonstrated for CECT compared to en-
doscopy, this failed to be significant.
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PO-152 | INCIDENCEOFEARLY-ONSETCOLORECTAL
CANCER:APOPULATION-BASEDSTUDY

H. E. Garside1, Y. Maeda1,2, M. G. Dunlop1,2 & F. V. N. Din1,2

1University of Edinburgh, 2Department of Colorectal Surgery, Western 
General Hospital, Edinburgh, United Kingdom

Aim: Colorectal cancer (CRC) in those younger than age 50 (early 
onset colorectal cancer: EOCRC) is reported to be increasing. We 

aimed to assess the incidence and survival of EOCRC in our local 
population to identify if there are differences in profiles between 
EOCRC and those presenting at or older than age 50 years (later 
onset colorectal cancer: LOCRC).
Method: A prospectively maintained South East Scotland Cancer 
Network database was interrogated from 2006– 2019. Population 
data was collected from an open data source from the Office of 
National Statistics for Lothian population numbers. Patient informa-
tion was collected from the eHealth database and death certificates. 
EOCRC were matched to a LOCRC patient by year of diagnosis, sex, 
site of cancer and postcode, in that order.
Results: 7014 patients were diagnosed with CRC from 2006– 
2019, of whom 406 (5.8%) were EOCRC. The incidence of EOCRC 
in the adult population was a median of 3.95 per 100 000 (range 
3.35– 5.42) and there was no difference in incidence between 
2006 and 2019. EOCRC patients were more likely to present as 
an emergency (24.6% vs 15.7%, P = 0.0001) and be referred as 
routine patients (20.2% vs 4.2%, P < 0.00001). Left- sided cancer 
was more common in LOCRC (25.6% vs 31.1%, P = 0.023) whereas 
rectal cancer was more common in EOCRC (33.7% vs 28.4%, P 
= 0.0236). Poorly differentiated cancers were more common in 
EOCRC (21.9% vs 13.1%, P = 0.0012) as well as signet cell for-
mation (6.2% vs 2.0%, P = 0.0109). Stage 1 CRC was more com-
mon in LOCRC (8.4% vs 11.8%, P = 0.0012) whereas stage 4 was 
more common in EOCRC (30.8% vs 21.6%, P < 0.00001). EOCRC 
patients were more likely to die of CRC (88.9% vs 65.0%, P < 
0.00001).
Conclusion: This data highlights the importance of ensuring cancer 
incidence is framed in the context of changes in the baseline popula-
tion. The incidence of EOCRC has remained unchanged during the 
last decade. EOCRC patients presented with more advanced stage 
of CRC and are likely to die of CRC.
DisclosureofInterest: None declared
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7Research Unit, Clinica Luganese Moncucco, Lugano, Switzerland

Aim: Circulating tumor DNA (ctDNA) correlates with response to 
therapy in different types of cancer. The potential role of such « 
liquid biospies » in patients with rectal cancer to help guide non- 
operative management or neoadjuvant therapy enhancement is un-
known. The aim of this study was to explore the value of serial liquid 
biopsies for monitoring response to neoadjuvant therapy in LARC 
patients.
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Method: Consecutive LARC patients undergoing long course neo-
adjuvant therapy were included. Mutational characterization of the 
diagnostic biopsy was followed by plasma ctDNA analysis on the 
first (T0) and last day of radiotherapy (Tend), at 4 (T+4), 7 (T+7) and 
10 weeks after radiotherapy ( = day of surgery, Top), and 3– 7 days 
after surgery (Tpost- op). We employed a commercially available kit 
using next- generation sequencing (NGS) on a cell- free DNA panel 
covering 14 genes and 46 target regions (ThermoFisher Scientific). 
The relationship between the values of the ct- DNA at those 7 time- 
points and the Tumoral Regression Grade (TRG) on the final surgical 
specimen was explored.
Results: 158 plasma samples from 24 consecutive patients were 
analyzed. Common CRC related genes were identified in 24 (96%) 
tissue biopsies. ctDNA positive for one or more of these genes was 
detected in 78% (18/23) of samples at T0 but only in 9% (2/23), 13% 
(3/24), 13% (3/23), 17% (4/24), at Tend, T+4 and T+7, and Top, re-
spectively. Negativization of ctDNA did not significantly correlate 
with a complete pathological response. Persistence of detectable 
ct- DNA at Top (4/24 patients) was exclusively observed in patients 
with poor response (TRG 4). Two patients had detectable ctDNA 
post- operatively, one with a TRG4 and R1 resection, and one with a 
rapidly fatal diffuse tumor progression.
Conclusion: In our experience, liquid biopsies showed low sensitivity 
and negativization was not a proof of complete response (TRG 1). 
Persistence of ctDNA after neoadjuvant therapy may be a marker of 
poor- response (TRG 4).
DisclosureofInterest: None declared

PO-154 | RESILIENCEOFELECTIVECANCERSURGERY
SYSTEMSDURINGCOVID-19LOCKDOWNS:INTERNATIONAL,
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TUMOURTYPESIN61COUNTRIES

J. Glasbey, on behalf of COVIDSurg Collaborative
NIHR Global Health Research Unit on Global Surgery, University of 
Birmingham, Birmingham, United Kingdom

Aim: This study aimed to identify areas for health system 
strengthening by comparing the delivery of elective cancer 
surgery during periods of COVID- 19 lockdowns versus light 
restrictions.
Method: This international, prospective cohort study enrolled pa-
tients with 15 cancer types who had a decision for surgery during 
the COVID- 19 pandemic up to 31st August 2020 (NCT04384926). 
Average national Oxford COVID- 19 Stringency Index scores were 
calculated for each patient during the period they awaited surgery, 
and classified into light restrictions (index < 20), moderate lock-
downs (20– 60), and full lockdowns ( > 60). The primary outcome 
was the non- operation rate (proportion of patients who did not un-
dergo their planned surgery). Cox proportional- hazards regression 
models were used to explore the associations between lockdowns 
and non- operation.

Results: Of 20,006 patients (466 hospitals, 61 countries), 9.1% 
did not receive surgery after a minimum of 3- months’ follow up 
(median:23- weeks, IQR:16– 30), all of whom had a COVID- 19 related 
reason for non- operation. Light restrictions were associated with a 
0.6% non- operation rate, moderate lockdowns a 5.5% rate (adjusted 
hazard ratio:0.81, 95% confidence interval 0.77– 0.84, P < 0.001), and 
full lockdowns a 15.0% rate (HR:0.51, 0.50– 0.53). Upon sensitivity 
analysis including adjustment for SARS- COV- 2 case rates, moderate 
and full lockdowns remained independently associated with non- 
operation. Frail patients, those with advanced cancer, and patients 
in lower- middle income countries less likely to undergo surgery.
Conclusion: Cancer systems worldwide were fragile to lockdowns, 
with one in seven patients not undergoing planned surgery. The 
resilience of surgical systems requires strengthening through pro-
tected elective pathways and investment in surge capacity for public 
health emergencies.
DisclosureofInterest: None declared

PO-155 | RISKOFBOWELOBSTRUCTIONINPATIENTS
UNDERGOINGNEOADJUVANTCHEMOTHERAPYFOR
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RANDOMISEDCONTROLLEDTRIAL(FOXTROT)

J. Glasbey & D. Morton, on behalf of FOxTROT Collaborating Group
Institute of Cancer & Genomic Sciences, University of Birmingham, 
Birmingham, United Kingdom

Aim: Implementation of neoadjuvant chemotherapy (NAC) for colon 
cancer may increase patient’s risk of bowel obstruction. This study 
aims to inform patient selection for neoadjuvant therapies using fea-
tures identifiable before treatment initiation.
Method: A case- control study nested within an international ran-
domised clinical trial (FOxTROT. ClinicalTrials.gov: NCT00647530). 
Patients randomised to neoadjuvant chemotherapy (NAC) that de-
veloped large bowel obstruction were identified. Obstructed pa-
tients (cases) were age-  and sex- matched with patients that received 
NAC but did not develop obstruction (controls) in a 3:1 ratio using 
incidence density sampling. Bayesian conditional mixed- effects lo-
gistic regression modelling was used to explore features associated 
with obstruction. Absolute risk of obstruction based on the pres-
ence of high- risk features was estimated across all patients receiving 
NAC.
Results: Of 1053 patients randomised, 699 received NAC, of whom 
30 (4.3%) developed obstruction (1 withdrawal). There was more 
open surgery and a higher R1 rate in obstructed patients, but oth-
erwise similar postoperative outcomes to unobstructed patients. 
In the case- control matched model, two high- risk features were 
identified: (1) obstructing disease on endoscopy and/or being un-
able to pass the tumour with the endoscope (odds ratio:9.09, 95% 
credible interval:2.34– 39.66); (2) stricturing disease on radiology or 
endoscopy (OR:7.18, 95% C.I.:1.84– 32.34). Three risk groups were 



82  |    E-POSTERSABSTRACT

defined: 63.4% (443/698) of patients were at very low risk ( < 1%), 
30.7% (214/698) at low risk, and 5.9% (41/698) at high risk ( > 10%).
Conclusion: Safe selection for neoadjuvant therapy in colon cancer 
can be informed with two readily available features that identify 
a small group of patients with high risk of obstruction during their 
treatment period.
DisclosureofInterest: None declared

PO-156 | DELAYEDPULL-THROUGHCOLOANAL
ANASTOMOSISWITHOUTTEMPORARYSTOMA:AN
ALTERNATIVETOTHESTANDARDMANUALSIDE-TO-END
COLOANALANASTOMOSISWITHTEMPORARYSTOMA?A
COMPARATIVESTUDYIN223PATIENTSWITHLOWRECTAL
CANCER

D. Melka, E. Leiritz, C. Labiad, M. Blondeau, M. Giacca,  
M. Monsinjon & Y. Panis
Colorectal Surgery, Beaujon Hospital, Clichy, France

Aim: After total mesorectal excision (TME) for low rectal cancer, 
guidelines recommendations for sphincter surgery are today to 
perform a side- to- end manual coloanal anastomosis (CAA) (or with 
J- pouch) with temporary stoma. Our study aimed to evaluate if de-
layed pull- through coloanal anastomosis (DCAA) without temporary 
stoma could represent a safe alternative in low rectal cancer.
Method: From 2003 to 2020, 223 consecutive patients with low 
rectal cancer undergoing TME were compared: CAA and diverting 
stoma (n = 190) versus DCAA without stoma (n = 33).
Results: Overall 3- month and severe (Dindo ≥ IIIb) morbidity rates 
were similar in CAA vs DCAA groups: 34% (65/190) vs 36% (12/33), 
and 2.6% (5/190) vs 3% (1/33), respectively. In DCAA group, only 
one patient (3%) was reoperated at Day 3 due to colon necrosis, with 
Hartmann’s procedure. Anastomotic leakage (AL) rate (both clinical 
and radiological) was significantly higher after CAA than DCAA: 28% 
(53/190) vs 3% (1/33) (P = 0.00138). Failure of the procedure (with 
return to stoma) was observed in 8% (15/190) vs 6% (2/33) of pa-
tients after DCAA vs CAA respectively (NS).
Conclusion: Our comparative study suggested that in patients with 
low rectal cancer, DCAA without temporary stoma could represent 
an interesting alternative to the actual recommended CAA with 
temporary ileostomy. DCAA could offer two major advantages over 
CAA: significantly lower rate of AL and absence of temporary stoma 
and its potential complications (rehospitalization, dehydration, 
wound hernia after stoma closure).
DisclosureofInterest: None declared

PO-157 | COMPARATIVEEFECTIVENESSOFVESSEL
SEALINGDEVICESINLAPAROSCOPICCOLECTALSURGERY.A
SYSTEMATICREVIEWANDNETWORKMETA-ANALYSIS

C. Athanasiou, J. Hernon, A. El Hadi & A. Stearns
Sir Thomas Browne Colorectal Unit, Norfolk and Norwich University 
Hospital, Norwich, United Kingdom

Aim: To review all available literature and perform a network meta- 
analysis to compare the relative efficacy of vessel sealing devices 
(VSD) that are used in laparoscopic colorectal surgery
Method: Pubmed (Medline), Scopus, Embase and Cochrane library 
were interrogated for randomized controlled trials comparing ves-
sel sealing devices in laparoscopic colectomy. Data extraction and 
quality assessment of the studies performed in keeping with the 
Cochrane risk of bias tool. Outcomes of interest included operative 
time, estimated blood loss, length of stay, conversion to open or 
other instruments
Results: Seven published randomized trials and one abstract fulfilled 
the inclusion and exclusion criteria. Devices included electrosurgery 
(ES), bipolar vessel sealers (BVS), ultrasonic shears (US), a hybrid de-
vice combining ultrasonic and bipolar energy (BUVS) and clips or sta-
plers (C/S). Head- to- head comparisons included BUVS vs US (1 RCT, 
44 patients), BVS vs ES (2 RCTs, 57 patients), US vs ES (3 RCTs, 194 
patients), BVS vs US (3 RCTs, 208 patients), 5mm vs 10mm BVS (1 
RCT, 30 patients) and BVS vs C/S (2 RCTs, 200 patients). US had de-
creased blood loss (WMD = - 43.66 [- 63.52, - 23.81]; P < 0.0001) and 
conversion to other instruments (OR = 0.19 [0.07, 0.51]; P = 0.001) 
compared to standard diathermy (ES) in pairwise meta- analysis. All 
the devices had equivalent operative time in network meta- analysis. 
Estimated blood loss (WMD = - 42.66 [- 61.76, - 23.47]) remained sta-
tistically significant with US showing decreased blood loss vs ES in 
network meta- analysis. No difference between VSD was found re-
garding length of stay, conversion to open or other instruments, or 
complications. None of the devices reached a probability of 90% to 
be ranked best
Conclusion: All the devices were overall equivalent with potential 
benefits of US in estimated blood loss as compared to simple dia-
thermy. Further RCT are required to verify these results
DisclosureofInterest: None declared

PO-158 | PROGNOSTICVALUEOFPREOPERATIVE
PATHOLOGICALLYMPHADENOPATHIESINRECTALCANCER

B. Matías- García, A. Quiroga- Valcárcel, Y. Allaoua- Moussaoui,  
F. Mendoza- Moreno, C. Vera- Mansilla, A. Blázquez- Martín,  
E. Ovejero- Merino, M. Díez- Alonso & A. Gutiérrez- Calvo
General and Digestive Surgery, Príncipe de Asturias Teaching Hospital, 
Alcalá de Henares, Spain

Aim: The current neoadjuvant treatment consisting of chemoradio-
therapy for locally advanced rectal cancer is the standard therapy 
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prior to surgery that has shown better survival rates and disease- free 
interval. In this study we wanted to analyse the relationship between 
pathological lymphadenopathies diagnosed by preoperative imaging 
test (pelvic MRI) and the degree of postoperative tumour regression 
(surgical specimen without evidence of pathological lymphadenopa-
thies) to assess survival and recurrence time in these patients.
Method: Retrospective observational study. All patients operated on 
for locally advanced adenocarcinoma of the rectum who underwent 
neoadjuvant treatment with radiochemotherapy and subsequent 
surgery (mesorectal excision) were included. Tumour stage clas-
sification was performed according to the AJCC 8th edition TNM. 
Inclusion criteria: pathological lymphadenopathies on preoperative 
pelvic MRI. Those with distant metastases or those patients with no 
lymphadenopathies on preoperative staging were excluded. Survival 
analysis was performed using the Kaplan Meier method.
Results: A total of 105 patients with preoperatively characterised 
pathological lymphadenopathies (40 women and 65 men) were en-
rolled. The mean age of the patients was 61.9±11 months and MRI 
showed 43 patients staged as T3N1, 40 patients as T3N2, 8 pa-
tients as T4N1 and 14 patients as T4N2. After radiochemotherapy, 
the surgical specimen showed no evidence of tumour adenopathy 
(N0). Survival of each group was T3N1 (96.9±57 months) (P = 0.03), 
T3N2 (80.2±46 months) (P = 0.06), T4N1 (74.9±31 months) (0.06) 
and T4N2 (87.5±51 months) (P = 0.038). ANOVA test showed no sig-
nificant differences between the 4 groups. The disease- free interval 
was 87.6% (92 patients).
Conclusion: Despite the stages IIIB and IIIC studied with positive 
preoperative lymphadenopathies, we found no significant differ-
ences according to the degree of tumour regression or the absence 
of pathological lymphadenopathies in the surgical specimen.
References:
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TE, Schlechter BL, Abrams MJ, Messaris E. Omission of or Poor 
Response to Preoperative Chemoradiotherapy Impacts Radial 
Margin Positivity Rates in Locally Advanced Rectal Cancer. Dis 
Colon Rectum. 2021 Jun
2. Garfinkle R, Vasilevsky CA, Ghitulescu G, Morin N, Faria J, Boutros 
M. Compliance With Preoperative Elements of the American Society 
of Colon and Rectal Surgeons Rectal Cancer Surgery Checklist 
Improves Pathologic and Postoperative Outcomes. Dis Colon 
Rectum. 2020 Jan;63(1):30– 38.
3. Alexander MS, Lin J, Shriver CD, McGlynn KA, Zhu K. Age 
and Lymph Node Positivity in Patients With Colon and Rectal 
Cancer in the US Military Health System. Dis Colon Rectum. 2020 
Mar;63(3):346– 356.
4. Malakorn S, Yang Y, Bednarski BK, Kaur H, You YN, Holliday EB, 
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Get Lateral Pelvic Lymph Node Dissection After Neoadjuvant 
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N. Lal1, D. Chan1, L. Vermeulen2 & S. Buczacki1
1Nuffield Department of Surgical Sciences, University of Oxford, 
Oxford, United Kingdom, 2Laboratory for Experimental Oncology and 
Radiobiology (LEXOR), Center for Experimental Molecular Medicine 
(CEMM), University of Amsterdam, Amsterdam, Netherlands

Aim: High lymph node (LN) yield is independently prognostic for 
survival in non- metastatic colon cancer. The mechanism underly-
ing this effect is currently unknown. The purpose of this study was 
to identify whether molecular features in the primary tumour were 
predictive of LN yield.
Method: Clinical, genomic, transcriptomic, proteomic and meth-
ylation data of non- metastatic, chemotherapy naïvecolon cancers 
studied in ‘The Cancer Genome Atlas’ project were interrogated for 
associations with LN yield. Based on maximal survival effects, pa-
tients were segregated into high yield ( > 15) and low yield (≤15) 
LNs. Gene set enrichment analysis was performed using the hall-
mark gene set, immune and xCell type signatures on transcriptomic 
changes to identify biological processes associated with LN yield. 
Correlations were validated in an independent transcriptomic data 
set of Stage II node- negative colon cancers.
Results: High LN yield was found predictive of overall and disease- 
free survival in node- negative and node- positive cancers. There was 
no association of higher LN yield and an increasing nodal positivity 
rate. There was a greater enrichment in immune response related 
hallmark gene sets with a higher LN. High LN yield was strongly 
linked with gene expression changes associated with an enhanced 
adaptive immune response and dendritic cells. This association was 
most prominent in node- negative cancers. Analogous findings were 
reproduced in the validation dataset.
Conclusion: This large multiomic analysis demonstrates that stage 
migration fails to explain the survival benefit of high LN yields. These 
novel findings show a strong association of an activated immune re-
sponse in the primary tumour with LN yield. We propose that this 
immune response enhances identification of LN in the draining mes-
entery leading to an apparent greater yield. Immunogenic tumours 
are known to have better prognosis strongly suggestive of explain-
ing the survival effect seen with higher LN yields.
DisclosureofInterest: None declared
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PO-160 | IMPROVINGTIMETOTIMETOILEOSTOMY
CLOSUREFOLLOWINGANANTERIORRESECTIONFORRECTAL
CANCERINTHEUK

I. Vogel1, P. Vaughhan- Shaw2, K. Baker2, K. Withers3, G. Carolan- 
Rees3, M. Thornton4, P. Kumar 5, J. Torkington1 & J. Cornish1

1Colorectal surgery, University Hospital of Wales, Cardiff, 2The Dukes’ 
Club, Association of Coloproctology of Great Britain and Ireland, 
Royal College of Surgeons of England, London, 3Cedar, Cardiff & Vale 
University Health Board, Cardiff Medicentre, Cardiff, 44. NHS Wales 
Bowel Cancer Initiative group, Betsi Cadwaladr University Health 
Board, Wrexham, 5NHS Wales Bowel Cancer Initiative group, Morriston 
Hospital, Swansea, United Kingdom

Aim: The aims of this study were i) to investigate variation in patient path-
ways between UK hospitals, ii) identify key learning points from units 
who were found to have a shorter time to closure and iii) to suggest guid-
ance on the optimal pathway to minimize delays in closure of ileostomy.
Method: To explore existence of pathways, targets or barriers to clo-
sure 38 colorectal units in the UK completed a short online survey. The 
9 colorectal units in Wales filled in a separate, more extensive version 
of the survey. In depth interviews were performed with clinicians from 
the 6 best performing colorectal units in the UK in terms of timely il-
eostomy closure. The optimal pathway suggested is based on the best 
evidence available from the ACP guidelines and results of our studies.
Results: This qualitative analysis revealed that only 5% colorectal 
units in the UK have a target time ileostomy closure. There is a lack 
of guidance in timing of contrast studies and ileostomy closure, plan-
ning of stoma reversal. Of all units 90% would consider implement-
ing a pathway if guidelines were developed. In depth interviews 
highlighted the importance of a multi- disciplinary approach, a dedi-
cated person to facilitate timely booking, and planned timing of clo-
sure before or during chemotherapy.
Conclusion: There is a need for guidelines for stoma closure. To cre-
ate the optimal pathway for timely stoma closure key aspects to in-
clude are a dedicated person to track patients, gastrograffin to be 
arranged at discharge from initial surgery and that a planned closure 
time of around 12 weeks is feasible for most units. Patients need 
better information at consent regarding stoma closure timing and 
that chemotherapy and postoperative complications may delay this.
DisclosureofInterest: None declared

PO-161 | NEGLECTEDPROGNOSTICIMPORTANCEOFILEAL
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T. Bisgin1, B. Manoglu1, B. Sakaoglu1, I. Basara2, T. Unek3 & S. 
Sokmen1

1Surgery, 2Radiology, 3Medical Oncology, Dokuz Eylul University 
Faculty of Medicine, Izmir, Turkey

Aim: Ileal resection is often a component of agressive multi- visceral 
CRS/HIPEC procedure. This study aimed to determine the prognostic 

role of ileal resection on postoperative complications and final onco-
logical results of CRS/HIPEC treatment in patients with PM.
Method: Prospectively recorded data of 661 patients with PM who 
underwent CRS/HIPEC between 2007 and 2020 were analyzed. 
Ileal resection was performed in 348 (52.3%) cytoreduced patients. 
In addition to well- known clinico- pathological variables, peritoneal 
cancer index (PCI), completeness of cytoreduction (CC- 0, CC- 1 and 
CC- 2), (neo- )adjuvant chemotherapy, the operative time, need for 
surgical intensive care unit, usage of albumin, erythrocyte suspen-
sion, and fresh frozen plasma were all evaluated.
Results: Median follow- up period was 35.26 months. High PCI score 
(P < .001), more CC- 1 or CC- 2 cytoreductions (P < .001), high num-
ber of resected organs(≥ 5 organs) (P = .000), more splenectomy (P 
= .001), the prolonged operative time (P < .001), increased morbid-
ity (P < .001), more neoadjuvant chemotherapy (P = .004), the pres-
ence of ostomy (P < .001), and development of infection (P < .001), 
more intra- operative erythrocyte suspension (P < .001), albumin (P 
< .001), and fresh frozen plasma (FFP) (P < .001), and more post- 
operative erythrocyte suspension (P < .001) usage were significantly 
associated with ileal resection. In multivariate analysis, PCI score (P 
= .000), the number of resected organs (P = .000), splenectomy (P 
= .045), neoadjuvant chemotherapy (P = .004), and morbidity (P = 
.020) were independent prognostic factors. The 3-  and 5- year sur-
vival rates were significantly lower in ileal resection group (41.3% 
and 28.0% vs. 57.5% and 36.3%; P = .001).
Conclusion: Increased awareness and greatest care must be given 
to the patients to improve optimisation of outcomes in the complex 
oncologic setting of extended CRS/HIPEC with ileal resection.
DisclosureofInterest: None declared

PO-162 | INFLUENCEOFCOVID19ONTHEDIAGNOSTIC
DELAYINPATIENTSWITHCOLONCANCER.ANALYSISOF
CASESINATERTIARYLEVELHOSPITAL

C. Jezieniecki Fernández, J. Trujillo Díaz, A. Romero De Diego, 
M. Ruiz Soriano, T. Gomez Sanz, G. Cabezudo Molleda, B. De 
Andrés Asenjo, C. Ferreras García, J. Ortiz de Solorzano Auruza, A. 
Vazquez Fernández, L. M. Merino Peñacoba & J. Beltrán de Heredia 
y Rentería
Hospital Clínico Universitario de Valladolid, Valladolid, Spain

Aim: The increased burden of care at different points in the health-
care system, due to the COVID 19 pandemic, has led to a delay in 
diagnosis and treatment in patients with colon cancer, presenting 
with more advanced disease than patients before the pandemic.
The objetive is to test differences in how advanced the disease 
is in patients with colon cancer, before and during the COVID 19 
pandemic.
Method: Retrospective study in third level hospital, where patients 
who underwent scheduled surgery for colon cancer were included, 
dividing them into two groups, pre- Covid group (July 2019- February 
2020) and post- Covid group (July 2020- February 2021). We 
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analyzed demographic data, TNM staging, and complications in the 
immediate postoperative period.
Results: Data from 172 patients (n = 172), mean age 72 years, 124 
males (72.1%) and 48 females (27.9%). We included 82 patients 
(47.7%) in the pre- Covid group and 90 patients (52.3%) in the post- 
Covid group. The results obtained were, regarding post- surgical stay, 
the long stay ( > 7 days) was in preCovid period 46.3% vs postCovid 
62.2% (P = 0.037). Regarding TNM staging, those patients with a T 
≥T4 have been in preCovid period 19.5% vs postCovid 42.2% (P = 
0.001), with a stage ≥IIa has been preCovid vs postCovid of 70.7% 
vs 88.9% (P = 0.003), and those with an N > N0 have been preCovid 
41.5% vs postCovid 57.8% (P = 0.033).
Conclusion: The delay in health care, due to the COVID 19 pan-
demic, has caused in patients operated on for colon cancer a greater 
progression of the disease in relation to those patients operated on 
before the pandemic, being striking the greater tumor size as well 
as the local invasion of the same. Likewise, we have identified an 
increase in prolonged admissions after surgery.
DisclosureofInterest: None declared

PO-163 | SHORTANDLONG-TERMOUTCOMESAFTER
LAPAROSCOPICEMERGENCYRESECTIONOFLEFT-SIDED
OBSTRUCTIVECOLONCANCER;ANATIONWIDEPROPENSITY-
SCOREMATCHEDANALYSIS

E. S. Zwanenburg
Department of Surgery, Amsterdam University Medical Centers, 
Amsterdam, Netherlands

Aim: The role of laparoscopy for emergency resection of left- sided 
obstructive colon cancer remains unclear, especially regarding the 
impact on survival. The aim of this study was to determine short-  
and long- term outcomes after laparoscopic versus open emergency 
resection of left- sided obstructive colon cancer.
Method: This nationwide, population- based, observational co-
hort study compared patients that underwent laparoscopic emer-
gency resection versus open emergency resection between 2009 
and 2016, for left- sided obstructive colon cancer, by using 1:3 
propensity- score matching. Matching variables included gender, age, 
BMI, ASA score, prior abdominal surgery, tumor location, cT4, cM1, 
multivisceral resection, small bowel distention on CT, and subtotal 
colectomy. Main outcomes were 90- day mortality, 90- day complica-
tions, permanent stoma, disease recurrence, overall and disease- free 
survival.
Results: Intentional laparoscopy resulted in significantly fewer 90- 
day complications (26.6% vs 38.4%, cOR 0.59, 95% CI 0.39– 0.87), 
and similar 90- day mortality. Laparoscopy resulted in better 3- year 
overall survival (81.0% vs 69.4%, HR 0.54, 95% CI 0.37– 0.79) and 
disease- free survival (68.3% vs 52.3%, HR 0.64, 95% CI 0.47– 0.87). 
Multivariable regression analyses of the unmatched 2,002 patients 
confirmed an independent association of laparoscopy with fewer 
90- day complications and better 3- year survival.

Conclusion: This population- based study with propensity- score 
matched analysis revealed that patients with left- sided obstructive 
colon cancer who underwent an intentional laparoscopic emergency 
resection had better short-  and long- term outcomes compared to 
those who had primary open emergency resection. Management of 
those patients in the emergency setting requires proper selection 
for intentional laparoscopic resection if relevant expertise is availa-
ble, thereby considering other alternatives to avoid open emergency 
resection (i.e. decompressing stoma).
DisclosureofInterest: None declared

PO-164 | ADHESIONFORMATIONAFTERRESECTIONOF
LOCALLYADVANCEDCOLONCANCER:ANEVALUATIONBY
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E. S. Zwanenburg
Department of Surgery, Amsterdam University Medical Centers, 
Amsterdam, Netherlands

Aim: Adhesion formation after colon cancer resection can result in 
significant long- term morbidity, and hampers re- exploration for re-
currence. Studies on standardized re- exploration of the abdominal 
cavity at 18 months postoperatively are scarce. The aim of this study 
was to evaluate incidence and severity of adhesions after laparo-
scopic versus open resection of locally advanced colon cancer based 
on re- exploration within a clinical trial on adjuvant hyperthermic in-
traperitoneal chemotherapy (HIPEC) using oxaliplatin.
Method: This is an observational cohort study of c/pT4N0– 2M0 or 
perforated colon cancer patients included in the COLOPEC multi-
center trial between April 2015 and January 2017, where patients 
were randomized to adjuvant HIPEC followed by routine adjuvant 
systemic chemotherapy or to adjuvant systemic chemotherapy alone. 
Patients were included in this study if they underwent a diagnostic 
laparoscopy at 18 months for standardized re- exploration for perito-
neal staging. Adhesions were assessed during this re- exploration and 
a comparison was made between laparoscopic or open primary resec-
tion. The primary outcome was the incidence of adhesions.
Results: Adhesions were assessed in 128 patients. Standardized re- 
explorations revealed adhesions in 36/75 (48.0%) after laparoscopic 
resection, and 46/53 (88.5%) after open resection (P < 0.001). The 
mean Dowson score (0– 10) after laparoscopic resection was 2.44 
versus 5.28 after open resection. Compared to laparoscopic resec-
tion, open resection was independently associated with increased 
risk of adhesions (HR 4.43, 95% CI 1.47 to 13.38) as well as severe 
adhesions (HR 3.35 95% CI 1.16 to 9.72). Intraperitoneal oxaliplatin 
was not associated with risk of any adhesions or severe adhesions.
Conclusion: Laparoscopic resection of locally advanced colon can-
cer reduces (severe) adhesion formation compared to open resec-
tion. These findings provide another argument to aspire to maximize 
the use of laparoscopy, also in complex colon cancer cases.
DisclosureofInterest: None declared
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PO-165 | WATCHANDWAITFORRECTALCANCER–A
NATIONALPROSPECTIVESTUDY

D. Rydbeck1,2, N. Azhar3, A. Chabok4,5, J. Folkesson6,7,  
M. Haapamäki8, H. Ljungbåge9, P. Matthiessen10,11, P. Nilsson12,13, 
H. Olsson8, A. Martling12,13 & E. Angenete1,2

1Department of Surgery, Sahlgrenska University Hospital, 2Department 
of Surgery, SSORG -  Scandinavian Surgical Outcomes Research Group, 
Institute of Clinical Sciences, Sahlgrenska Academy, University of 
Gothenburg, Göteborg, 3Department of Surgery, Skåne University 
Hospital, Malmö, 4Department of Surgery, Västmanlands Hospital, 
5Centre for clinical research -  Västerås, Uppsala University, Västerås, 
6Department of Surgery, Uppsala University Hospital, 7Institute of 
surgical sciences, Uppsala University, Uppsala, 8Institute of surgical 
and perioperative sciences, Umeå University, Umeå, 9Department of 
Surgery, Linköping University Hospital, Linköping, 10Department of 
Surgery, Örebro University Hospital, 11Faculty of health- science and 
medicine, Örebro University, Örebro, 12ME Pelvic cancer, The Cancer 
Theme, Karolinska University Hospital, 13Department of molecular 
medicine and surgery, Karolinska Institute, Stockholm, Sweden

Aim: The aim of this study is to investigate if a watch and wait 
(W&W) strategy is a safe option to surgical resection, for patients 
who achieve a clinical complete response (cCR) following neo- 
adjuvant therapy for rectal cancer, in terms of long term outcomes.
Method: W&W is conducted within a prospective national multi-
centre study in Sweden, the WoW study. Since 2017, patients who 
achieve cCR following neo- adjuvant therapy for rectal cancer are 
eligible for inclusion. Participants are followed according to a stand-
ardized protocol to detect signs of local regrowth or metastasis. The 
target population is 200 patients. The primary endpoint is 3 year 
disease- free survival. We present descriptive data for patients in-
cluded thus far.
Results: 110 patients with a cCR have been included until 2021- 
03- 29. In 26 patients (24%) tumour regrowth has been detected. 
Demographic characteristics; Patients with complete response (n): 
110, Female/ Male (n): 51/ 59, Age (median (range)): 66 (30– 89) BMI 
(median): 25.9, Tumour distance from anal verge cm (median (range)): 
5.5 (1– 14). Distribution of TNM stage at diagnosis (n); T2: 27, T3: 
58, T4: 21, N0: 34, N1: 46, N2: 26, M0: 99, M1: 7, Unknown: 4. 
Distribution of UICC stage (n); I: 15, II: 18, III: 66,, IV: 7, Unknown: 4. 
Distribution of neoadjuvant treatment (n); Short- course radiother-
apy + chemotherapy: 54, Short- course radiotherapy: 37, Chemo- 
radiotherapy: 7, Other: 8, Unknown: 4.
Conclusion: Because patients were treated according to national 
guidelines and only included in the WoW study following a cCR, the 
majority of patients had an advanced tumor stage as expected. The 
present local regrowth rate of 24% is in line with data from the previ-
ous literature, however, the long term outcomes are still uncertain. 
The current national prospective WoW study will contribute with 
additional knowledge.
DisclosureofInterest: None declared
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Malmö, Sweden

Aim: Delayed perineal wound healing is a common complication 
after abdominoperineal resection (APR) in rectal cancer. The pri-
mary aim of this study was to evaluate the number of patients with 
delayed wound healing after APR. Secondary aims were to identify 
risk factors, and describe treatments.
Method: Prospectively collected data from the Swedish Colorectal 
Cancer Registry (SCCR) were used for retrospective analysis of APR 
performed in at Skåne University Hospital Malmö between 2013 and 
2018. Medical charts were also retrospectively reviewed. Delayed 
healing was defined as non- healed perineal wound 30 days postopera-
tively. Patients undergoing extralevator APR requiring reconstruction 
were excluded. Statistical analysis was made using SPSS. Risk factors 
for impaired wound healing were analyzed using a multivariable model.
Results: 162 patients were included, of which 114 underwent stand-
ard APR and 48 patients intersphincteric APR respectively. In the 
total population, 69% (111/162) were male, with median age 71 
(26– 87). The overall healing rate was 52% (85/162); 44% (50/114) 
standard APR vs 73% (35/48) intersphincteric APR (P < 0.001). BMI 
> 30 OR 8.3 (95% CI 2.2– 39, P = 0.002), reoperation OR 9.1 (95% CI 
1.8– 46, P = 0.012), neoadjuvant radiotherapy 4.5 (95%CI 0.9– 11), P 
= 0.05) and standard APR OR 2.5 (95% CI 1.0– 5.9, P = 0.025) were 
risk factors for impaired healing after multivariable analysis. Eight% 
(8/162) required an intervention (Clavien- Dindo ≥3).
Conclusion: Delayed perineal wound healing is a frequent compli-
cation after APR but the majority could be treated conservatively. 
Several risk factors were identified. Further studies aiming at in-
terventions reducing delayed perineal wound healing after APR are 
warranted.
DisclosureofInterest: None declared

PO-167 | BOWELFUNCTIONRECOVERYAFTER
LAPAROSCOPICRIGHTHEMICOLECTOMYWITHINTRAVS
EXTRACORPOREALANASTOMOSIS

Z. Horvath, F. Mongelli, R. Roesel, D. Christoforidis &  
S. G. Popeskou
General Surgery, Ospedale Regionale di Lugano, Lugano, Switzerland

Aim: In order to perform an ileocolic anastomosis after a laparo-
scopic right hemicolectomy, surgeons have two main options. They 
can either choose an extracorporeal (EC) or an intracorporeal (IC) 
technique. The aim of this paper is to study the short- term outcomes 
of these two techniques.
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Method: All patients who underwent laparoscopic right hemicolec-
tomy with complete mesocolic excision from January 2012 until 
February 2021 were included in the study. Data were gathered from 
the official ERAS database in combination with our institution’s elec-
tronic health records (EHR). Both databases are prospectively main-
tained. Our primary endpoint was Prolonged Postoperative Ileus 
(PPOI), defined as the need to insert a nasogastric tube, or refractory 
nausea VAS > 4 on or after the third postoperative day. Secondary 
endpoints were postoperative morbidity and length of hospital stay 
(LoS).
Results: Out of 190 patients, 122 met our inclusion criteria. 
Anastomosis was EC in 86 patients and IC in 36 patients; baseline 
characteristics were similar. PPOI rate resulted similar between 
groups and was observed in 2 (5.6) vs. 10 (11.6) patients in the intra-
  and extracorporeal anastomosis groups respectively (P = 0.306). 
Patients in the IC group had an earlier first passage of gas (1.5 days 
(1– 2) vs. 2 days (1– 3), P = 0.035) and stool (2 days (2– 4) vs. 3 days 
(2– 4), P = 0.029) than patients in the EC group. The day of tolerating 
normal diet, postoperative ileus (nasogastric tube insertion) and du-
ration of ileus did not differ significantly between groups. Pain score 
at 24h was also found to be statistically significant less in the IC than 
in the EC group. The postoperative LoS was 6 (5– 8) days vs. 7 (6– 10) 
days in the IC and EC groups respectively (P = 0.054).
Conclusion: Although the two techniques do not differ significantly 
as far as PPOI rate is concerned, patients in the IC group experienced 
less post- op pain, faster bowel recovery and border- line shorter hos-
pital stay at the expense of longer operating times.
DisclosureofInterest: None declared

PO-168 | MULTI-CENTRE,PROSPECTIVECOHORTSTUDYOF
HAND-SEWNVERSUSSTAPLEDANASTOMOSISFORROBOTIC
RIGHTHEMICOLECTOMY

D. Harji1, E. Cotte2, B. Celerier1, A. Dubois3, P. Rouanet4, E. Ruiller1 
& Q. Denost1

1Colorectal Surgery, CHU de Bordeaux, Bordeaux, 2Colorectal Surgery, 
Centre Hospitalier Universitaire de Lyon, Lyon, 3Colorectal Surgery, Chu 
Estaing, Clermont- Ferrand, 4Colorectal Surgery, Institut du Cancer de 
Montpellier, Montpellier, France

Aim:Background
Robotic right colectomy is gaining in its popularity due to the its as-
sociated technical benefits. However, there is a lack of standardisa-
tion regarding the optimal anastomotic techniqu, with stapled and 
handsewn intra-  and extra- corporeal anastomosis performed in this 
setting. The aim of this study was to compare the short- term clinical 
outcomes of stapled versus hand- sewn intracorporeal anastomosis 
(ICA).
Methods: A multicentre prospective cohort study was undertaken 
cross four high volume robotic centres in France between September 
2018 and December 2020. All adult patients undergoing an elec-
tive robotic right colectomy with an ICA and a follow up of 30 days 

post- operatively were included. The primary endpoint of our study 
was anastomotic leak within 30 days post- operatively.
Results: A total of 144 patients were included;92 (63.8%) patients 
undergoing a stapled ICA and 52 (36.1%) undergoing a handsewn 
ICA. The operative indication was adenocarcinoma in 90% in the 
stapled ICA group compared to 62% in the handsewn ICA group, 
P < 0.001. The overall operative time was longer in the handsewn 
ICA compared to the stapled ICA; 193 minutes compared to 219 
minutes, P = 0.001. The overall conversion rate was similar in both 
groups, with rates of 5.4% (n = 5) in the stapled ICA group and 5.8% 
(n = 3) in the handsewn ICA group, P = 1.00. There were no observed 
differences in anastomotic leak rates between the stapled ICA and 
handsewn ICA, with observed rates of 3.3% and 3.8% respectively, 
P = 1.00. There was no difference in the rate or severity of post- 
operative morbidity. The median length of stay was shorter in the 
handsewn ICA group compared to the stapled ICA, 5 and 6 days 
respectively, P = 0.03.
Conclusion: ICA robotic hemicolectomy is technically safe and is as-
sociated with low rates of anastomotic leak overall. Our study dem-
onstrated equivalent clinical outcomes between the two techniques 
and therefore either should be used in the robotic setting based on 
surgeon expertise.
DisclosureofInterest: None declared

PO-169 | PROGNOSTICVALUEOFTUMOURDEPOSITSIN
RECTALCANCER–ANATIONALCOHORTSTUDY

E. Agger1, A. Jöud2, F. Jörgren3, M.- L. Lydrup1 & P. Buchwald1

1Department of Surgery, Skåne University Hospital, Malmö, Lund 
University, Malmö, 2Department of laboratory medicine, Lund 
University, Lund, 3Department of Surgery, Helsingborg Hospital, Lund 
University, Helsingborg, Sweden

Aim: Tumour deposits (TDs) are considered a risk factor for recur-
rence in colorectal cancer. After colon cancer resection, presence 
of TDs prompt adjuvant chemotherapy. The current study examines 
how TDs, found during histopathological examination after rectal 
resection, affect prognosis in rectal cancer.
Method: Data from the Swedish Colorectal Cancer Registry (SCRCR) 
were used for retrospective analysis of rectal cancers resected by 
abdominal surgery between 2011 and 2014. Primary endpoints 
were recurrence and survival.
Results: 5,455 patients were identified. 3,782 patients were ana-
lysed after exclusion primarily due to incomplete pathology reports 
regarding TDs, cM1- status and non- radical resection. TDs were 
found in 408 (10.8%) patients where 142 (3.8%) patients had N1c- 
status. In TD- positive patients, overall recurrence rate was 40.7% 
(166/408) compared to 15.8% (534/3374) in TD- negative patients. 
In univariable regression analysis, risk of local recurrence and dis-
tant metastasis were significantly increased; HR 2.84 (95% CI 1.86 
to 4.35; P = < 0.001) and 3.22 (95% CI 2.68 to 3.86; P = < 0.001) 
respectively. After a median follow- up of 60 months, overall survival 
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was 66.2% (270/408) in TD- positive patients and 79.7% (2689/3374) 
in TD- negative patients.
Conclusion: This study suggests a relation between TDs and prog-
nosis of rectal cancer. TDs appears to influence local and distant re-
currence as well as overall survival.
DisclosureofInterest: None declared

PO-170 | THEIMPACTOFTHECOVID-19PANDEMICON
THEMANAGEMENTOFCOLORECTALCANCERINDENMARK:
WHATLESSONSCANBELEARNEDFROMACOUNTRY
ACHIEVINGGOODCONTROLOFTHEINITIALWAVE

H. Smith, K. Jensen, L. Jørgensen & P.- M. Krarup
Digestive Disease Center, Bispebjerg Hospital, Copenhagen, Denmark

Aim: The COVID- 19 pandemic has had a global impact on cancer 
care. However, little is known as to what extent this impact has 
varied between different countries. Denmark was one of the first 
European nations to introduce national lockdown measures and 
achieved comparatively good control of the initial wave. We sought 
to determine the impact of the pandemic’s initial wave on colorectal 
cancer care and investigate what lessons may be learned for future 
pandemics.
Method: The Danish national cancer registry was used to iden-
tify patients newly diagnosed with colorectal cancer between 
01/03/2020 –  01/08/2020 (pandemic period) and the correspond-
ing dates in 2019 (pre- pandemic period). This registry comprise > 
95% of patients diagnosed with colorectal cancers in Denmark. Data 
regarding clinicopathological demographics and peri- operative out-
comes were retrieved and compared between the two cohorts.
Results: 2,794 patients were identified during the study period. 
Surgical practices were unaltered during the pandemic, with no 
alterations in the use of minimally invasive surgery (colon 84% vs 
87%, rectum 93% vs 96%) nor in the formation of anastomoses or 
stomata noted between cohorts. No significant differences in 30- 
day or 90- day mortality rates were identified and on multivariable 
analysis treatment during the pandemic period was not found to 
be independently associated with peri- operative death. However, a 
marked reduction in total (359/month versus 201/month, P = 0.008) 
and screening diagnoses (80/month versus 38/month, P = 0.016) 
was noted during the pandemic.
Conclusion: The Covid- 19 pandemic had limited impact on the tech-
nique or outcomes of colorectal cancer care in Denmark, perhaps 
due to the success of early control of the initial wave when com-
pared to other European nations. However, a concerning reduction 
in new diagnoses was still noted, highlighting the need to encour-
age patients to seek medical attention during the current and future 
pandemic in order to avoid delays in cancer diagnoses.
DisclosureofInterest: None declared
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P. Cuk1,2, M. Dilling Kjær3, C. Backer Mogensen4, A. Kristian 
Pedersen4, M. Festersen Nielsen1 & M. Bremholm Ellebæk3

1Surgical department, University Hospital of Southern Jutland, 
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Southern Denmark, 3Surgical department, Research Unit for Surgery, 
Odense University Hospital, Odense, 4Emergency Medicine Research 
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Aim: This study aimed to compare short- term outcomes in robotic- 
assisted versus laparoscopic resections for colon cancer.
Method: We conducted a systematic review and meta- analysis of 
studies comparing the robotic- assisted and laparoscopic methods in 
resections for elective colon cancer. Following databases were used 
for the literature search: Embase, MEDLINE and Cochrane library. 
Primary endpoints were anastomotic leakage rate, conversion to 
open surgery, operative time and length of hospital stay. Secondary 
endpoints were intraoperative surgical efficacy, and the rate of 
postoperative morbidity. The risk of bias was assessed by the ap-
plication of Cochrane quality assessment tool RoB2 for randomized 
clinical trials and ROBINS- I for observational studies. Overall qual-
ity of evidence was assessed by The Grading of Recommendations 
Assessment, Development and Evaluation (GRADE).
Results: The literature search resulted in 145 studies, and 24 studies 
with a total of 14.093 patients were included in the meta- analysis; 
robotic- assisted 1.862 and laparoscopic 12.231. Robotic- assisted 
surgery was superior regarding primary outcomes; the rate of anas-
tomotic leakage (OR = 0.51, 95% CI [0.31– 0.87], I2 = 0%, P = 0.01), 
conversion rate (OR = 0.31, 95%CI [0.23,0.41], I2 = 33.91%, P = 0.00) 
and overall complication rate (OR = 0.83, 95%CI [0.72,0.97], I2 = 
24.94%, P = 0.02). Remaining outcomes of interest were in favor for 
robotic- assisted surgery in relation to surgical efficacy and postop-
erative morbidity. The quality of evidence was moderate to very low.
Conclusion: Robotic- assisted surgery tends to have improved short- 
term outcomes in colon cancer resections compared to laparoscopy 
despite a moderate to very low quality of evidence. These findings 
should be verified by large prospective clinical trials.
DisclosureofInterest: None declared
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PO-172 | THEIMPACTOFDELAYTOSURGERYON
ONCOLOGICALOUTCOMESFORCOLORECTALCANCER
PATIENTS:AGLOBALPROSPECTIVECOHORTSTUDYDURING
THESARS-COV-2PANDEMIC

J. Simoes & B. Harris, on behalf of COVIDSurg Collaborative
University of Birmigham (UK), Birmingham, United Kingdom

Aim: The impact of a delay from treatment decision to surgery in 
colorectal cancer is unknown. The COVID- 19 pandemic has pro-
vided a unique opportunity to ethically research the topic. This 
study aimed to compare the short- term oncological outcomes for 
colorectal cancer patients undergoing delayed versus non- delayed 
surgery.
Method: This international prospective cohort study included con-
secutive colorectal cancer patients with a treatment decision for 
curative surgery, from February to July 2020. A delayed surgery 
was defined as being performed > 4 weeks after treatment deci-
sion. Further delays of 6 and 8 weeks after treatment decision were 
analysed. Surgical delays were analysed only in patients who did not 
receive neoadjuvant therapy. The primary outcome measure was 
poor oncological outcome, defined as progression to unresectable 
disease or positive resection margins.
Results: Overall, 5453 patients from 47 countries were included, of 
which 9.6% (522/5453) did not receive the planned operation. Of the 
operated patients, 15.6% (767/4931) received neoadjuvant therapy. 
From the patients who went straight to surgery, 38.7% (1611/4164) 
were delayed beyond four weeks. Delayed patients were more likely 
to be older, male, more comorbid, have a higher BMI. Rectal cancers 
and early stage patients were more exposed to delay. After adjust-
ment, delay was not associated with increased risk of a poor onco-
logical outcome (OR = 0.89 (0.68– 1.17, P = 0.415). Longer delays also 
did not show worse outcomes.
Conclusion: One in ten colorectal cancer patients did not receive 
their planned operation during the COVID- 19 pandemic. Delay to 
surgery did not impair short- term oncological outcomes and seems 
safe to be used during future pandemic waves if needed. Further 
research is needed to assess the long- term effects of surgical delay.
DisclosureofInterest: None declared

PO-173 | ANOVELEXTRA-PERITONEALSURGICAL
TECHNIQUETOCOLORECTALRESECTION:ESTABLISHINGA
NEWPROCEDURE

T. Hany, A. Jadav & A. Bhowmick
Colorectal Surgery, Lancashire Teaching Hospitals NHS Foundation 
Trust, southport, United Kingdom

Aim: Head down position, small bowel retraction and identifica-
tion of the ureter may pose challenges and even risk during laparo-
scopic colorectal surgery. We describe a novel extraperitoneal (XP) 

approach which aims to avoid some of the challenges associated 
with conventional intraperitoneal (IP) colorectal
Method: Only patients with sigmoid or recto- sigmoid cancer were 
included in this prospective pilot study. An extra- peritoneal, same- 
side, lateral- to- medial approach was made with the patient in supine 
position. An IP port was inserted for initial laparoscopy. A 5 cm LIF 
incision was used to access the XP space. A ‘Gelpoint’ with 3 ports 
was inserted in the LIF. An optional XP port was used to facilitate 
dissection.
Results: N = 17 patients, 11 males. Median age 67(50– 84). 12 had 
anterior resections and five sigmoid colectomies. There was one 
conversion to standard laparoscopic procedure and one to robotic 
procedure. There was no intra- operative complications or post- 
operative mortality. One patient developed an ischaemic proximal 
colon unrelated to the technique. The XP phase resulted in a mean 
Peak Airway Pressure of 10cmH2O lower than the head down IP 
phase. Retroperitoneal structures including inferior mesenteric ves-
sels were identified early during all XP procedures. All completed 
oncologically in correct surgical plane. In all cases there was R0 re-
section and median lymph node count was16 (6– 31
Conclusion: : in this initial series, extraperitoneal approach provided 
safe access and early identification of retroperitoneal structures in 
the supine position. Small bowel was excluded from operative field. 
Larger prospective studies are needed to assess its potential role in 
everyday practice.
DisclosureofInterest: None declared
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RANDOMIZEDCONTROLLEDTRIALS
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Meershoek- Klein Kranenbarg4, C. J H van de Velde4, D. Debag- 
Montefiore5 & J. Burke6

1Colorectal Surgery, Beaumont Hospital, 2Healthcare Outcomes 
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Kingdom, 4Leiden University Medical Center, Leiden, Netherlands, 
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Aim: There is no consensus on the use of neoadjuvant radiotherapy 
for tumors of the upper third of the rectum. Due to the conflicting 
findings of high quality trials and given the significant long term side 
effects associated with neoadjuvant radiotherapy, the benefit of ne-
oadjuvant radiotherapy for upper third rectal tumors is less certain 
than for lower two third rectal tumors. This meta- analysis compares 
oncological outcomes with neoadjuvant radiotherapy and surgery 
versus surgery alone for upper third rectal tumors.
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Method: Pubmed, Embase and the Cochrane library databases were 
searched. Randomized controlled trials (RCT) comparing neoadju-
vant radiotherapy and surgery versus surgery alone for resectable 
rectal cancer were included. Individual patient data were sought 
from the principal investigator of each eligible trial for comparative 
data on patients with upper third rectal tumors. The main outcomes 
measured were survival outcomes, oncological outcomes, post- 
operative morbidity and late toxicity.
Results: Individual patient data from two RCTs examining outcomes 
in 758 patients were obtained. Published data from one further 
RCT containing comparable data on upper third rectal tumors was 
included in analysis of local recurrence. In patients with curative sur-
gery there was no significant reduction in local recurrence and no 
significant improvement in overall survival or disease- free survival 
with neoadjuvant radiotherapy (LR RR: 0.38, 95% CI: 0.14 to 1.04, P 
= 0.06) (OS RR: 1.10, 95% CI: 0.98 to 1.24, P = 0.11) (DFS RR: 1.11, 
95% CI: 0.97 to 1.26, P = 0.13).
Conclusion: The benefit of neoadjuvant radiotherapy for upper third 
rectal tumors is not certain, and surgery alone for patients with po-
tentially curative disease at preoperative staging may be sufficient.
DisclosureofInterest: None declared

PO-175 | POSTOPERATIVERECTOVAGINALFISTULA:CAN
TRANSANALCOLONICPULL-THROUGHDELAYEDCOLOANAL
ANASTOMOSISAVOIDTHENEEDFORDEFINITIVESTOMA?AN
EXPERIENCEOF28CONSECUTIVESCASES

M. Blondeau, C. Labiad, C. de Ponthaud, M. Giacca, M. Monsinjon, 
Y. Panis
Colorectal Surgery, Beaujon Hospital, Clichy, France

Aim: Management of rectovaginal fistula (RVF) remains a challenge, 
especially in case of postoperative RVF which are often large and 
surrounded by inflammatory and fibrotic tissue, making local repair 
difficult or even impossible. In this situation, transanal colonic pull- 
through delayed coloanal anastomosis (DCAA) could be an interest-
ing option. The aim of this study was to assess results of DCAA for 
RVF after rectal surgery.
Method: All patients who underwent DCAA for RVF were reviewed. 
Success was defined as patient without stoma and without any 
symptom of recurrent RVF at the end of follow- up.
Results: From January 2010 to December 2020, 28 DCAA were 
performed for RVF after rectal surgery for rectal cancer (n = 21) or 
endometriosis (n = 7). Ten patients (36%) had at least one previous 
local procedure before DCAA. DCAA was associated with tempo-
rary ileostomy in 22/28 cases (79%). After a mean follow- up of 23 
± 23 (2– 82) months, success rate was 86% (24/28): 3 patients (11%) 
required a definitive stoma because of poor functional results (n = 
1), chronic pelvic sepsis with anastomotic leakage (n = 1) or stoma 
reversal refused (n = 1); the last patient presented recurrence of RVF 
(3%) 26 months after DCAA. Although not significant, success rate 

was higher in case of DCAA with diverting stoma (20/22, 91%) than 
without (4/6, 67%) (P = 0.191).
Conclusion: In case of postoperative RVF, DCAA is a safe op-
tion which can avoid definitive stoma in the majority of patients. 
Concomitant use of a temporary stoma could slightly increase suc-
cess rate.
DisclosureofInterest: None declared

PO-176 | PROGNOSISOFUNRESECTABLESTAGEIV
COLONCANCERWITHPRIMARYTUMOURRESECTION.A
MULTICENTERSTUDYOFNEWLYDIAGNOSEDMINIMALLY
ORASYMPTOMATICUNRESECTABLEMETASTATICSTAGEIV
CARCINOMAOFCOLON

M. F. Ho1, V. C. Lai2, D. Ng2 & S. S.- M. Ng1

1Surgery, Prince of Wales Hospital, Chinese University of Hong Kong, 
Shatin, 2Surgery, North District Hospital, North District, Hong Kong

Aim: To determine the factors affecting survival of patients with 
unresectable stage IV colon cancer with Primary tumour resection 
(PTR) as first treatment compared with those with conventional pal-
liative chemotherapy.
Method: Patient with minimally or asymptomatic stage IV colon 
cancer at diagnosis were identified from prospectively managed 
database in included centers from 2015 to 2020. Patient with and 
without PTR performed were followed up. Primary end point was 
overall survival. Risk factors affecting survival will be analysis by 
Kaplan Meier statistics and Cox regression analysis. Secondary out-
come will be stoma formation, complication rate and reoperation.
Results: 162 patients were included in analysis. 68 patients treated 
with systemic therapy PTR and 94 patients with tumour in- situ be-
fore systemic therapy. Baseline demographics including sex, age, 
functional status, tumour location, site of metastasis, RAS status 
were similar except there was slightly more liver metastasis on non- 
resection group (63.2% vs 79.8%). Cox regression analysis found 
PTR (HR 0.485, 0.302 - 0.778, P = 0.003)), bone metastasis (HR 
3.163, 1.146 - 6.918, P = 0.004) commencement (HR 0.579, 0.345 
–  0.971, P = 0.038) and completion of systemic therapy (HR 0.310, 
0.178 –  0.539, P = 0.000) are independent factors predicting sur-
vival. The overall survival after PTR vs tumour in- situ is 41.9(21.0– 
62.9) vs 16.7(13.5 - 19.9) months (P = 0.000).
Conclusion: Resection of primary tumour is an independent good 
prognostic factor in relatively asymptomatic stage IV CA colon pa-
tients with unresectable metastasis. Resection should be considered 
as long as the procedure is straight forward and do not impose sig-
nificant morbidities with careful patient selection.
DisclosureofInterest: None declared
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PO-177 | TRANSANALTRANSECTIONANDSINGLE-STAPLED
ANASTOMOSIS(TTSS):ACOMPARISONOFANASTOMOTIC
LEAKRATESWITHTHEDOUBLE-STAPLEDTECHNIQUEAND
WITHTRANSANALTOTALMESORECTALEXCISION(TATME)
FORRECTALCANCER

A. Spinelli1,2, C. Foppa1,2, M. Carvello1,2, M. Sacchi1, F. De Lucia1, G. 
Clerico1, F. M. Carrano1, A. Maroli1, M. Montorsi3 & R. J. Heald4

1of Surgery, Division of colon & rectal surgery, IRCCS Humanitas 
Clinical and research Hospital, Rozzano, Milano, 2of Biomedical 
Sciences, Humanitas University, Pieve Emanuele, Milan, 3of Surgery, 
Division of General and Digestive Surgery, IRCCS Humanitas Clinical 
and research Hospital, Rozzano, Milano, Italy, 4Champalimaud Institute 
for the unknown, Lisboa, Portugal

Aim: In the literature on rectal cancer (RC) surgery many studies 
have focused on the quality of total mesorectal excision (TME) dis-
section, while there is a scarcity of comparative data on transec-
tion and anastomosis 1– 7. No anastomosis has so far proved superior 
to any other. The aim of this study was to compare anastomotic 
leak (AL) rates between conventional laparoscopic double- stapled 
(DS), transanal total mesorectal excision (TaTME) and Transanal 
Transection and Single- Stapled anastomosis (TTSS) techniques.
Method: Consecutive mid- low RC patients undergoing elective 
laparoscopic TME with stapled anastomosis and protective stoma, 
by either DS, TaTME or TTSS techniques were retrieved from a pro-
spectively collected database.
Results: Of 743 RC operated between January 2015- August 2020, 
277 were selected (127 DS; 100 TaTME; 50 TTSS). Demographics, 
distance of the tumor from anal verge and neoadjuvant therapy were 
comparable. Operative time was longer in TaTME over DS and TTSS (P 
< 0.0001). More 90- days complications occurred in DS group vs TTSS 
(P = 0.029). The AL rate was 17.5% in DS, 6% in TaTME and 2% in TTSS 
group (P = 0.005). In TTSS AL grade was B (2%); in TaTME 2 grade B 
(2%) and 4 grade C (4%) AL occurred; in DS 6 grade A (4.7%), 7 grade B 
(5.5%) and 9 grade C (7.1%) AL were reported. Reintervention rate after 
AL was higher in DS group over TTSS (12.6% vs 2%; P = 0.003). The rate 
of stoma closure, pathology data and margin positivity did not differ.
Conclusion: TTSS strategy is feasible, safe and leads to very low AL 
rates after TME for RC.
References:
1. Akiyoshi T, Kuroyanagi H, Oya M, et al. Factors affecting the difficulty 
of laparoscopic total mesorectal excision with double stapling technique 
anastomosis for low rectal cancer. Surgery. 2009; 146(3): 483– 489.
2. Allen SK, Schwab KE, Rockall TA. Surgical steps for standard lapa-
roscopic low anterior resection. Minerva Chir. 2018;73(2):227– 238.
3. Arroyave MC, DeLacy FB, Lacy AM. Transanal total mesorectal exci-
sion (TaTME) for rectal cancer: Step by step description of the surgical 
technique for a two- teams approach. Eur J Surg Oncol. 2017; 43(2): 
502– 505.
4. Enker WE, Merchant N, Cohen AM, et al. Safety and efficacy of 
low anterior resection for rectal cancer: 681 consecutive consecu-
tive cases from a speciality service. Ann Surg 1999; 230: 544– 552.

5. Law Wi, Chu KW, Ho JW, Chan CW. Risk factors for anastomotic 
leakage after low anterior resection with total mesorectal excision. 
Am J Surg 2000; 179: 92– 96.
6. Taflampas P, Christodoulakis M, Tsiftsis DD. Anastomotic leakage 
after low anterior resection for rectal cancer. Facts, obscurity, and 
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leakage after low anterior resection for rectal cancer is different be-
tween minimally invasive surgery and open surgery. Ann Surg 2016; 
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PO-178 | PERITONEALCANCERINDEX-IMMUNOSCORE
INCYTOREDUCTIVESURGERYANDHYPERTHERMIC
INTRAPERITONEALCHEMOTHERAPY

Y. Yildirim, A. Cevlik, T. Bisgin, B. Manoglu & S. Sokmen
Surgery, Dokuz Eylul University Faculty of Medicine, Izmir, Turkey

Aim: PCI- Immunoscore system can translate a complex clinical situa-
tion into a simple point value to foresee/improve postoperative out-
comes. This study was aimed to investigate the prognostic impact 
of combined PCI- Immunoscore in patients treated with CRS/HIPEC.
Method: 424 patients ofthe prospectively maintained database of 
Dokuz Eylul University Peritoneal Surface Oncology Center were 
analyzed. In addition to the well- known clinicopathologic fac-
tors, modified Glasgow Prognostic Score(mGPS), CRP- Albumin 
Ratio(CAR), Neutrophile- Lymphocyte Ratio(NLR), thrombocyte 
count, and Neutrophile- Thrombocyte Ratio(NTR) were all searched 
and stratified in scoring categories as prognostic determinants of 
surgical complications and final oncologic outcomes.
Results: There were 314(74%) female patients. Median age was 56 
year(ranging, 18 to 86yrs). The median follow- up was 37.8(ranging, 1 
to 124)mos. The overall survival was 51.7%. The 1- yr, 3- yr, and 5- yr 
survival rates were estimated as 81.1%,58.1%, and 46.5%, respec-
tively. The number of resected organs(P = .001), ICU stay(P = .011), and 
the mGPS(1&2) scoring categories were significantly associated with 
overall morbidity(P = .001). Dindo- Clavien III- IV morbidity was signifi-
cantly associated with the number of resected organs(P = .003) and 
mGPS(1&2)(P = .002). Incomplete cytoreduction(CC- 1&2)(P = .001), 
PCI(P = .005), and neoadjuvant chemotherapy(P = .001) were pow-
erful independent determinants for the recurrent peritoneal disease. 
Anastomotic leak(P = .002), completeness of cytoreduction (P = .0014), 
number of organ resection (P = .002), the lymph node involvement(P = 
.003), and all of the combined PCI- CAR- NT(1– 3) scoring categories(P = 
.001) were found to be robust prognostic factors for overall survival.
Conclusion: Staging the host by combining the PCI with an immu-
noscore may help to assess/monitor/improve the complications and 
oncologic outcomes in these complex cancer patients. The aggre-
gate maximum PCI- Immunoscore tool may be a better prognostic 
measure for outcome evaluation.
DisclosureofInterest: None declared
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PO-179 | RETROSPECTIVEANALYSISOFQUANTITATIVE
FAECALIMMUNOCHEMICALTESTING(QFIT)LEVELS
INCOLORECTALMALIGNANCYDURINGTHECOVID-19
PANDEMIC,ANDCORRELATIONSBETWEENQFITVALUEAND
SITEOFNEOPLASIA

R. L. Karadaghi, M. Huttman, A. Abeles & J. Gosling
General Surgery, Royal Free London NHS Foundation Trust, London, 
United Kingdom

Aim: Routine endoscopic services were significantly reduced in re-
sponse to the COVID- 19 pandemic. As a response, two- week- wait 
referral for patients with rectal bleeding suspicious of colorectal 
cancer, incorporated qFIT as a tool to identify patients that may re-
quire further investigation. This study aimed to analyse the accuracy 
and sensitivity of qFIT as a tool to identity malignant colorectal neo-
plasia. Correlations between qFIT, anatomical site of neoplasia and 
haemoglobin status (Hb) was similarly considered.
Method: Participants were included if they had confirmed colorec-
tal adenocarcinoma or adenoma detected via the two- week- wait re-
ferral system alongside a qFIT score. A qFIT score of ≥10mg/g was 
interpreted as positive. Exclusion criteria included anal cancers, neu-
roendocrine cancers, small bowel tumours and participants without 
a qFIT level. Participants with polyps and confirmed rectal, sigmoid 
and/or colonic cancer were included. Haemoglobin level at diagno-
sis, colonoscopy report and histological outcomes were analysed.
Results: 3664 patients were referred in on the two- week- wait path-
way in 2020. Of these 372 (10%) were coded as having a gastroin-
testinal tumour or polyp cancer diagnosis. 119 (32%) of participants 
fulfilled the criteria to be amenable for review. Of these 10 (8.4%) 
participants only had a polyp, while 109 (91.6%) participants had 
colorectal adenocarincoma +/-  polyps. A total of 12 (11%) partici-
pants with colorectal adenocarcinoma had a qFIT level of ≤10mg/g, 
with 2 (16%) of these having concurrent anaemia. There was no 
demonstratable level of qFIT that correlated with right versus left 
sided colonic tumours.
Conclusion: Symptomatic patients with a qFIT of ≥10mg/g should 
undergo further investigation for malignant colorectal neoplasia. 
This study found that qFIT did not reliably predict the site of neo-
plasia. A qFIT of ≤10mg/g was present in 11% of participants with 
colorectal adenocarcinomas and is therefore not a sensitive tool in 
excluding colorectal neoplasia.
DisclosureofInterest: None declared

PO-180 | THEIMPACTOFTHEGERIATRICSURGICALLIAISON
SERVICEONMORTALITYRATESINELDERLYPATIENTS
UNDERGOINGELECTIVEMAJORCOLORECTALCANCER
RESECTION

S. Greenfield, V. Russell, D. Zhao & P. Ziprin
General Surgery, Imperial College NHS Trust, London, United Kingdom

Aim: A number of service- related factors may contribute to peri- 
operative mortality in elderly surgical patients. Our Centre, a large 
teaching hospital with a high volume of colorectal cancer resections, 
introduced an embedded Geriatric Surgical Liaison Service (GSLS) in 
2013. In this study, we compare patient mortality rates before and 
after establishment of the service to identify its impact on patient 
outcomes in colorectal cancer surgery.
Method: We identified patients undergoing major elective colo-
rectal cancer resection between November 2013 and May 2020 
from a Teaching Hospital single- centre cancer database. Patients 
were stratified into > 80 and < 80 year groups. Primary outcome 
measures were postoperative 30- day, 90- day, and 1- year mortality. 
Results were compared to outcomes prior to the introduction of the 
GSLS to investigate to what extent this influenced mortality rates in 
the elderly.
Results: 1140 patients underwent elective major colorectal cancer 
surgery. Of these, 340 (29.8%) were > 80 years, and 800 (70.2%) 
were < 80. 55 patient records (4.82%) were excluded due to incom-
plete records. In the < 80 group, 30- day mortality was 0.88% vs 
4.12% for the > 80 cohort. 90- day mortality was 2.63% and 6.47% 
respectively, whereas 1- year mortality was 6.88% vs 12.94%. We 
compared our findings to a previous study with similar patient de-
mographics from our centre, prior to the introduction of GSLS. We 
found a significant reduction in mortality across all age groups, with a 
reduction at 1- year from 9.74% to 6.88% (P = 0.013815) in the under 
80s, but the reduction was most pronounced in the over 80s after 
the introduction of GSLS (from 24.89% to 12.94%, P = 0.000135).
Conclusion: There has been a general improvement in mortality out-
comes from elective major colorectal cancer surgery in our Centre 
over the period investigated. This was most pronounced in the el-
derly patient cohort after the introduction of the GSLS, highlighting 
its effectiveness in improved peri- operative care.
DisclosureofInterest: None declared

PO-181 | INCIDENCEOFCOLORECTALCANCERFOLLOWING
DETECTIONOFADVANCEDADENOMA

I. Tapiolas, C. Boyle, Y. Maeda & F. Din
Department of Colorectal Surgery, Western General Hospital, 
Edinburgh, UK, Edinburgh, United Kingdom

Aim: To assess the incidence of cancer within 5 years following pol-
ypectomy for advanced adenomas, over 20mm in size.
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Method: A retrospective review of a cohort of patients who had ad-
vanced adenomas detected between 2012 and 2014. Data collected 
included demographic factors, lifestyle factors and data from the 
endoscopy and pathology reports. Lifestyle factors included smok-
ing, ischaemic heart disease and diabetes. This was cross- referenced 
against a regional cancer database of patients with minimum 5- year 
follow- up period.
Results: There were 11,456 polypectomies performed between 
2012 and 2014, out of whom 530 patients (4.63%) had an advanced 
adenoma of > = 20mm. The median age was 68 with a range of 21– 
90 years old. 60.9% of patients were male. The average BMI was 
27.92. 66 patients (12.4%) had diabetes mellitus.
The left colon (46.2%) was the most common site for polypectomy, 
followed by 28.7% in the rectum and the remaining 25.1% in the 
right colon. The most common histological type was tubulovillous 
adenomas with low grade dysplasia (53.9%).
73 patients (13.8%) with advanced adenomas developed colorectal 
cancer in the subsequent 5- year period. 24 (32.9%) of these patients 
had cancer detected histologically from the initial polypectomy, and 
a further 27 patients (37%) had high- grade dysplasia detected at the 
initial polypectomy.
Conclusion: A small percentage of polypectomy patients had ad-
vanced adenomas. A further minority of these patients had or de-
veloped colorectal cancer in the follow- up period, but this highlights 
the importance of developing appropriate surveillance pathways to 
identify these patients.
DisclosureofInterest: None declared

PO-182 | BILEACIDMALABSORPTIONINPATIENTS
WITHCHRONICDIARRHOEAFOLLOWINGRIGHT-SIDED
HEMICOLECTOMYFORCOLONCANCER

H. Larsen1,2,3, K. Krogh1,3, M. Borre1,3, T. Gregersen4, M. Mejlby 
Hansen3, A. Arveschoug4, P. Christensen1,2, A. Mohr Drewes5,  
K. Emmertsen6, S. Laurberg1,2 & J. Fassov1,3

1Danish Cancer Society Centre for Research on Survivorship and 
Late Adverse Effects after Cancer in the Pelvic Organs, 2Department 
of Surgery, 3Department of Hepatology and Gastroenterology, 
4Department of Nuclear Medicine, Aarhus University Hospital, Aarhus, 
5Mech- Sense, Department of Gastroenterology and Hepatology, 
Aalborg University Hospital, Aalborg, 6Department of Surgery, Regional 
Hospital Randers, Randers, Denmark

Aim: A proportion of colon cancer patients treated with right- sided 
hemicolectomy have documented long- term bowel dysfunction, in-
cluding chronic diarrhoea, urgency and faecal incontinence, affect-
ing their quality of life. The underlying causes are unknown. The aim 
of this study was to investigate the aetiology of chronic diarrhoea 
among right- sided hemicolectomy patients curatively operated for 
cancer in the right colon.
Method: Cases with chronic diarrhoea (Bristol stool type 6– 7) after 
right- sided hemicolectomy were compared to a control group of 

right- sided hemicolectomy patients without diarrhoea. All partici-
pants underwent a selenium- 75 homocholic acid taurine (SeHCAT) 
scan to diagnose bile acid malabsorption (BAM). A glucose breath 
test was performed to diagnose small intestinal bacterial overgrowth 
(SIBO). Fibroblast Growth Factor (FGF) 19 was measured in fasting 
blood. In addition, gastrointestinal transit time (GITT) was measured 
in all participants.
Results: In total, 45 cases and 19 controls were included. In the case 
group, 82% had BAM, compared with 37% in the control group, P < 
0.001. SIBO was diagnosed in 73% of patients with chronic diarrhoea 
as well as in 74% of the control patients. No association between 
BAM and SIBO was observed. Median (interquartile range) FGF19 
was 90.7 (67.9– 135.8) pg/ml in cases and 93.9 (78.1– 115.0) pg/ml 
in controls, P = 0.894. There was no association between SeHCAT 
retention and FGF19. GITT was similar in cases and controls.
Conclusion: Right- sided hemicolectomy patients with chronic diar-
rhoea had a higher frequency of BAM than controls, indicating that 
BAM plays an important role in the bowel dysfunction seen after 
colonic resection for right- sided colon cancer. Since BAM was fre-
quently found in patients without diarrhoea, further studies are 
needed.
DisclosureofInterest: H. Larsen: None declared, K. Krogh Conflict 
with: GE Healthcare, M. Borre: None declared, T. Gregersen: None 
declared, M. Mejlby Hansen: None declared, A. Arveschoug: None 
declared, P. Christensen: None declared, A. Mohr Drewes: None de-
clared, K. Emmertsen: None declared, S. Laurberg: None declared, J. 
Fassov: None declared

PO-183 | THEAWARENESSOFRADIOLOGISTSFORLATERAL
LYMPHNODESINLOW,LOCALLYADVANCEDRECTALCANCER
CASES:ARETROSPECTIVECOHORTSTUDY

T. C. Sluckin1, Y. F. L. Rooker1, S. Q. Kol2, K. Horsthuis2 &  
M. Kusters1

1Surgery, 2Radiology, Amsterdam UMC, Amsterdam, Netherlands

Aim: Enlarged lateral lymph nodes (LLNs) have been significantly re-
lated to increased lateral local recurrence (LLR) rates. Size and ana-
tomical location should therefore always be reported by radiologists 
and discussed during multidisciplinary meetings. This study inves-
tigated how often LLNs were mentioned in radiology reports and 
were compared to an expert review.
Method: A single- centre retrospective study of 202 patients treated 
for primary rectal cancer between 2012– 2020 in Amsterdam UMC. 
Patients with at least a T2 tumour located within 12cm of the ano-
rectal junction were included. All MRI- scans were re- evaluated by a 
team of expert radiologists.
Results: In 113 (56%) cases, primary MRI reports did not mention the 
presence of absence of LLNs. In 89 (44%) reports, LLNs were men-
tioned; 43 cases reported that LLNs were present and absent in 46 
cases. Expert- review revealed that 16 LLNs were 7mm or larger and 2 
of these LLNs identified during expert- review were not mentioned in 
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the primary reports. Of the 43 cases with reportedly present LLNs; 2 
(1%) mentioned purely the presence of LLNs, 40 mentioned varying 
degrees of characteristics such as size, location, malignant features, 
and only 1 (1%) case reported on all features. Furthermore, 17 (40%) 
cases with reportedly present LLNs, did not mention the response 
of this LLN during the restaging report. The incidence of reporting 
LLNs increased significantly with higher N- stage (N0: 33%, N1: 47%, 
N2: 62%, P = 0.010) and from 2018– 2020 versus 2012– 2017 (38% vs 
52% respectively, P = 0.042).
Conclusion: Though improving with time, consequent reporting of 
LLNs is still inadequate. Only 44% of primary MRI reports stated 
the presence or absence of LLNs. Of the 43 cases where LLNs 
were reported to be present, only 1 (1%) mentioned the presence 
or absence all relevant features; information crucial for subse-
quent clinical treatment. Proper training and the implementation of 
reporting- templates may improve this further.
DisclosureofInterest: None declared

PO-184 | SPECIMENEXTRACTIONINCOLORECTALCANCER
SURGERY:NATURALORIFICESPECIMENEXTRACTIONOR
TRANSABDOMINALSPECIMENEXTRACTION?

S. D. Brincat1,2, J. Lauri3 & C. Cini2
1The University of Edinburgh, Scotland, United Kingdom, 2Mater Dei 
Hospital, 3University of Malta, Msida, Malta

Aim: To compare natural orifice specimen extraction (NOSE) and 
transabdominal specimen extraction in conventional laparoscopic 
surgery (LAP) in terms of postoperative complications, pathological 
results as well as cancer recurrence and survival rates in patients 
with colorectal cancer.
Method: A systematic search was conducted in five electronic da-
tabases (Cochrane Library, CINAHL, EMBASE, MEDLINE, SCOPUS) 
from inception till October 2020. Articles were selected based on 
inclusion criteria and analysed using RevMan 5 and R program.
Results: Nineteen studies involving a total of 3432 participants 
were analysed. Pooled results showed that NOSE decreases pa-
tients’ postoperative complications (OR0.54; 95%CI 0.44, 0.67; P < 
0.00001) and postoperative pain (WMD- 1.86, 95%CI - 2.34, - 1.38; P 
< 0.00001), improves gastrointestinal function (WMD- 0.53; 95%CI 
- 0.78, - 0.28; P < 0.0001) and results in better cosmetic outcomes 
(WMD1.52; 95%CI 1.17, 1.87; P < 0.00001). However, NOSE was 
associated with prolonged operation time (WMD10.52; 95%CI 4.72, 
16.31; P = 0.0004). Pathological outcomes of NOSE were compa-
rable to LAP with no significant difference noted in terms of resec-
tion margins (P > 0.05) and lymph node harvest (WMD- 0.47; 95%CI 
- 0.94, 0.00; P = 0.05). Pooled analysis demonstrated comparable 
long term outcomes in terms of cancer recurrence (OR0.94; 95%CI 
0.63, 1.39; P = 0.75), 5- year disease- free survival and overall survival 
(HR0.93, 95%CI 0.58, - 1.51; P = 0.78).
Conclusion: NOSE is an effective surgical approach for treatment 
of colorectal cancer. It results in improved postoperative recovery 

including lower postoperative complications with comparable onco-
logical outcomes to conventional laparoscopy.
DisclosureofInterest: None declared

PO-185 | YOUNGERAGEATONSETOFCOLORECTALCANCER
ISASSOCIATEDWITHINCREASEDPATIENT'SDELAY

D. Rydbeck1,2, D. Asplund1,2, D. Bock2, E. Haglind2, J. Park1,2, J. 
Rosenberg3, S. Walming4 & E. Angenete1,2

1Department of Surgery, Sahlgrenska University Hospital, 2Department 
of Surgery, SSORG -  Scandinavian Surgical Outcomes Research 
Group, Institute of Clinical Sciences, Sahlgrenska Academy, University 
of Gothenburg, Göteborg, Sweden, 3Department of Surgery, Herlev 
Hospital, University of Copenhagen, Herlev, Denmark, 4Department of 
Surgery, Helsingborg Hospital, Helsingborg, Sweden

Aim: The aim of this study was to investigate if younger age at di-
agnosis of colorectal cancer was associated with an increased diag-
nostic delay.
Method: The study- population consisted of the cohorts from two 
prospective multicenter studies conducted in Sweden and Denmark, 
QoLiRECT and QoLiCOL. These studies used questionnaires at base-
line and follow- up to investigate quality- of- life in patients with rectal 
(QoLiRECT) and colon (QoLiCOL) cancer. For the present analysis, 
the baseline questionnaires were used to extract data on patient´s 
delay, doctor´s delay and first presenting symptoms. Clinical vari-
ables were retrieved from the Swedish Colorectal Cancer Registry 
and the Danish Colorectal Cancer Database.
Results: 2574 patients were included, 1085 from QoLiRECT and 
1489 from QoLiCOL. The probability of an increased patient´s delay 
was significantly higher when age decreased by 10 years (the stand-
ard deviation for both QoLiRECT and QoLiCOL), adjusted OR 1.19 
(95%CI: 1.10; 1.30), P < 0.001. A similar trend was seen for doctor´s 
delay, but the effect of age was not significant in the adjusted anal-
ysis, OR 1.05 (95%CI: 0.97; 1.15), P = 0.177. Younger patients had 
similar symptoms compared to older, and had symptoms to an equal 
or greater extent.
Conclusion: Younger patients had an increased probability of a 
delayed diagnosis of colorectal cancer, mainly attributable to an 
increased patient´s delay. Further studies investigating the impor-
tance of a delay to diagnosis and treatment of colorectal cancer are 
warranted.
DisclosureofInterest: None declared
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PO-186 | CONTACTX-RAYBRACHYTHERAPYFOROLDER
ORINOPERABLERECTALCANCERPATIENTS:SHORT-TERM
ONCOLOGICALANDFUNCTIONALFOLLOW-UP

P. Custers1,2, B. Geubels1, I. Huibregtse3, F. Peters2, E. Engelhardt4, 
G. Beets1, C. Marijnen2, M. van Leerdam3 & B. van Triest2

1Surgery, 2Radiation Oncology, 3Gastroenterology, 4Psychosocial 
Research and Epidemiology, Netherlands Cancer Institute -  Antoni van 
Leeuwenhoek, Amsterdam, Netherlands

Aim: Total mesorectal excision for rectal cancer is a major operation, 
associated with morbidity and mortality. For older or inoperable pa-
tients alternatives are necessary. This study evaluated the functional 
and oncological outcome, and quality of life of older or inoperable 
rectal cancer patients treated with a contact x- ray brachytherapy 
boost to avoid major surgery.
Method: Older or inoperable rectal cancer patients treated with 
contact x- ray brachytherapy were prospectively evaluated. During 
follow- up, the tumour response and toxicity on endoscopy was 
scored. Functional outcome and quality of life were assessed with 
self- administered questionnaires. Additionally, in- depth interviews 
regarding patients’ experiences were conducted.
Results: Nineteen patients were included with a median age of 80 
years (range 72– 91); nine patients achieved a complete response, 
and in another four local control of the tumour was established. The 
12 months organ- preserving rate, progression- free survival, and 
overall survival were 88%, 78%, and 100%. A transient decrease 
in quality of life and bowel function was observed at 3 months, 
which was generally restored back to baseline levels at 6 months. 
In- depth interviews revealed that patients’ experience was positive 
despite the side- effects shortly after treatment with contact x- ray 
brachytherapy.
Conclusion: In older or inoperable rectal cancer patients, contact 
x- ray brachytherapy can be considered as an option to avoid total 
mesorectal excision. Contact x- ray brachytherapy is well- tolerated 
and can provide good tumour control.
DisclosureofInterest: None declared

PO-187 | RELATIONSHIPBETWEENBACTERIAISOLATED
INPATIENTSWITHORGAN/SPACEINFECTIONANDTUMOR
RECURRENCEAFTERCOLORECTALCANCERSURGERY

B. Montcusí1, J. Sancho2, M. Pascual1, S. Alonso1, S. Salvans1, M. 
Jiménez- Toscano1 & M. Pera1

1Colon and Rectal Surgery, 2Endocrine and Emergency Surgery, Hospital 
del Mar, Barcelona, Spain

Aim: Organ/space infection after colorectal cancer surgery has been 
associated with higher recurrence rates, although the responsible 
mechanisms remain to be elucidated. Several studies have proven 
the relationship among gut bacteria and colorectal carcinogenesis, 
but their role on tumor recurrence has not been investigated. The 

aim was to investigate microbiological culture results in patients 
with intra- abdominal infection after colorectal cancer surgery and 
its association with recurrence.
Method: Retrospective case- control study. Patients with colorec-
tal cancer operated for cure complicated with organ/space infec-
tion were included. Patients diagnosed with local and/or distal 
recurrence (cases) were compared with patients without recurrence 
(controls).
Results: 180 patients suffered infection confirmed with positive 
peritoneal fluid culture. The mean age was 72.2 ± 10 years (72.2% 
males). Most common bacteria isolated included Escherichia coli 
(56.1%) in peritoneal fluids and Staphylococcus spp. (12.8%) in blood 
samples. After a follow- up of 5 years, 51 patients (28.3%) were di-
agnosed with recurrence. There were no significant differences in 
the microbial composition of peritoneal fluid between both groups. 
However, analysis of blood cultures showed that Enterococcus spp. 
was founded at a significantly higher rate in the recurrence group 
(7.8% vs 0.8%; P = 0.009).
Conclusion: Microbiological cultures after colorectal cancer sur-
gery complicated with an organ/space infection are heterogeneous, 
and we could not determine an association between any particular 
bacterial species in peritoneal fluid and recurrence. Nevertheless, 
Enterococcus spp. in blood samples of patients with recurrence 
was significantly increased. Preclinical studies have shown that 
Enterococcus faecalis has tumor- promoting capabilities. The asso-
ciation between gut bacteria, specifically Enterococcus spp., and 
tumor recurrence should be further investigated by 16S rRNA gene 
sequencing.
DisclosureofInterest: None declared

PO-188 | TOTALNEOADJUVANTTREATMENTINLOCALLY
ADVANCEDRECTALCANCER

E. Ozoran1, I. H. Ozata1, T. Tufekci1, S. N. Karahan1, E. Bozkurt1, 
O. Ç. Taşkın2, B. Gurses3, O. Falay4, D. S. Uymaz1, S. Zenger1, O. 
Agcaoglu1, F. Selcukbiricik5, Y. Bolukbasi6, E. Balik1 & D. Bugra1

1General Surgery, 2Pathology, 3Radiology, 4Nuclear Medicine, 5Medical 
Oncology, 6Radiation Oncology, KOC UNIVERSITY SCHOOL OF 
MEDICINE, Istanbul, Turkey

Aim: Conventional treatment for locally advanced rectal 
cancer(LARC) is neoadjuvant chemoradiotherapy(CRT) followed 
by total mesorectal excision(TME) and adjuvant chemotherapy. 
Although this regimen decreased local recurrence, distant metas-
tasis remains to be affect overall survival(OS). Total neoadjuvant 
therapy(TNT) has been developed to challenge this. This study 
aimed to compare the effects of TNT versus CRT in patients with 
LARC, in terms of complete response (CR = pathological(pCR)+clinic
al(cCR)), OS, disease- free survival(DFS), mesorectal fascia complete-
ness, sphincter preservation(SP).
Method: This retrospective study included LARC patients without 
distant metastasis. CRT group recieved long course radiotherapy 
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with concurrent chemotherapy. TNT group received induction cy-
cles before RT and/or consolidation cycles after RT or both. After 
neoadjuvant therapy(NT), patients were restaged. Patients with a 
cCR were given the option of non- operative management(NOM) as 
endorsed by the institutional tumor board. Patients without cCR or 
patients who refused NOM underwent surgery. In addition, patients' 
demographical data, operative complications, pathology reports, 
disease- free survival (DFS), overall survival (OS), local recurrence 
(LR), and systemic recurrence (SR) data were collected and analyzed.
Results: 192 were retrospectively analyzed. 97(50.5%) received CRT, 
95(49.5%) received TNT. 38 patients underwent NOM. 154 patients 
were operated with TME, and 19 (12.4%) had pCR. CR was found to be 
higher in the TNT group (41% vs. 20.6%, P = 0.004). No significant differ-
ence was observed in pCR, sphincter preservation rate, complications, 
DFS, and OS. Patients with CR after NT showed better OS(P = 0.014).
Conclusion: TNT is associated with increased CR, pCR; comparable 
postoperative complications, thus, it could be safely utilized in the 
treatment of LARC. Further patient involvement and longer follow-
 up will result in more precise results.
References:
1.Habr- Gama, A., et al., Operative versus nonoperative treatment for 
stage 0 distal rectal cancer following chemoradiation therapy: long- term 
results. Ann Surg, 2004. 240(4): 711– 7; discussion 717– 8.
2. Garcia- Aguilar, J., et al., Effect of adding mFOLFOX6 after neoad-
juvant chemoradiation in locally advanced rectal cancer: a multicentre, 
phase 2 trial. Lancet Oncol, 2015. 16(8): 957– 66.
DisclosureofInterest: None declared

PO-189 | ORGANPRESERVATIONFOLLOWINGSHORT-
COURSERADIOTHERAPYFORRECTALCANCER

P. J. Nilsson1, M. Ahlberg1, S. Kordnejad1, T. Holm2 & A. Martling3

1Div. Coloproctology, Dept. Pelvic Cancer, Karolinska University 
Hospital, 2Dept Surgery, South Hospital, 3Inst MMK, Karolinska Inst, 
Stockholm, Sweden

Aim: Non- operative management of rectal cancer is increasingly 
being used for selected patients. Most reports include patients 
treated with conventional chemoradiotherapy (CRT) before inclu-
sion to a Watch&Wait (W&W) programme. The aim of this study was 
to report outcomes from a single centre W&W programme with a 
large proportion of patients having received short- course radiother-
apy (SCRT) with or without chemotherapy.
Method: Patients treated with "pre- operative" radiotherapy accord-
ing to National guidelines with signs of a clinical complete response 
(cCR) were assessed and followed in a dedicated W&W programme, 
and outcomes were propectively registered.
Results: Of 142 patients assessed, 88 fulfilled criteria for cCR. 
Treatment prior to cCR was CRT, SCRT with chemotherapy and SCRT 
alone in 16, 28 and 44 patients, respectively. Patients treated with 
CRT and SCRT with chemotherapy initially had higher T-  and N- stage. 
Overall rate of regrowth was 19% with 31%, 21% and 14% following 

CRT, SCRT with chemotherapy and SCRT alone, repectively. Initial 
T- stage appeared associated with regrowth. All but one patient with 
regrowth underwent salavage surgery. Overall 3- year survival was 
93% with no significant difference between treatment groups.
Conclusion: Outcomes from this W&W programme including 82% 
of patients having received SCRT with or without chemotherapy 
indicate that SCRT can play a substantial role in the era of organ 
preserving rectal cancer management.
DisclosureofInterest: None declared

PO-190 | LABORMARKETATTACHMENTTWOYEARSAFTER
COLORECTALCANCERSURGERY-APOPULATION-BASED

T. Juul1, S. Laurberg1, N. T. Andersen2, C. V. Nielsen3, T. Maribo3, K. 
J. Emmertsen4 & P. Pedersen3

1Department of Surgery, Aarhus University Hospital, Aarhus N, 
2Biostatistics, Institute of Public Health, 3DEFACTUM, Central 
Denmark Region, Aarhus, 4Department of Surgery, Regional Hospital 
Randers, Randers, Denmark

Aim: Background: A rising prevalence of younger CRC survi-
vors commands a stronger focus on labor market attachment. 
Sociodemographic factors are associated with CRC survivors’ labor 
market attachment, but the association with clinical factors like type 
of surgery remains poorly investigated.
Aim: The aim of this study was to investigate the association be-
tween clinical/sociodemographic factors and labor market attach-
ment, and to estimate employment probability two years after 
colorectal cancer (CRC) surgery.
Method: National registries provided information on employment 
status and clinical/sociodemographic variables for all 20– 60- year- old 
CRC patients without previous cancer diagnosed in 2001– 2014, un-
dergoing surgery and being attached to the labor market. Associations 
between clinical/sociodemographic factors and labor market attach-
ment were investigated in multiple logistic regression analyses.
Results: A total of 5,755 CRC patients were included. Two years 
after surgery, 59.5% were in employment. Factors significantly asso-
ciated with a higher employment probability were younger age, male 
gender, higher educational level, no comorbidity, working at the time 
of surgery, lower UICC stage, and undergoing surgery in the most 
recent of four time periods. Two years after undergoing surgery, 
the employment probability was significantly higher for left-  than 
for right- sided hemicolectomies, higher for LAR/high tumor than for 
LAR/low tumor, and higher for LAR/low tumor than for permanent 
colostomy. Among survivors (86.7%), 68.7% were in employment, 
7.8% had retired, while 23.4% were on temporary benefits, sick 
leave, or disability pension.
Conclusion: Clinical/sociodemographic factors were associated with 
employment probability two years after surgery. This knowledge can 
be used to inform patients and target interventions towards patients 
with low post- CRC employment probability.
DisclosureofInterest: None declared
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PO-191 | DIAGNOSTICVARIABILITYINTHE
HISTOPATHOLOGICALASSESSMENTOFADVANCED
COLORECTALNEOPLASIAINASCREENINGPOPULATION

L. Smits1, E. Vink- Börger2, I. van Lijnschoten3, I. Focke- Snieders4, R. 
van der Post2, J. Tuynman1, N. van Grieken5 & I. Nagtegaal2
1Department of Surgery, Amsterdam UMC, Vrije Universiteit 
Amsterdam, Amsterdam, 2Department of Pathology, Radboud 
university medical center, Radboud Institute for Molecular Life 
Sciences, Nijmegen, 3Department of Pathology, PAMM laboratories, 
Eindhoven, 4Department of Pathology, Reinier de Graaf Hospital, 
Delft, 5Department of Pathology, Amsterdam UMC, Vrije Universiteit 
Amsterdam, Amsterdam, Netherlands

Aim: The goal of this study was to evaluate interobserver variability 
between individual pathologists and a panel of pathologists in the 
histopathological assessment of advanced colorectal neoplasms in 
the Dutch bowel cancer screening population.
Method: Histological slides of adenomas with high- grade dysplasia 
and early colorectal carcinomas (CRC) from 20 different laboratories 
were reviewed by the pathology panel of the Dutch bowel screening 
programme. Interobserver variability was reported by descriptive 
statistics. In addition, potential clinical consequences of discrepan-
cies were evaluated. Potential clinical consequences were defined as 
an alteration in either recommended treatment or interval of surveil-
lance colonoscopy.
Results: A total of 104 cases of adenomas with high- grade dyspla-
sia, and 83 early CRC were reviewed. In 41 of 104 (39.4%) adenoma 
cases discrepancies were observed, which potentially had clinical 
consequences in 19 of 104 (18.3%) cases. For CRC, discrepancies 
were shown in 44 of 83 cases (53.0%), and would have potentially 
led to alternative treatment strategies in 25 (30.1%) cases. Most fre-
quently, discrepancies were observed in the assessment of lympho-
vascular invasion (23 of 73 cases, 31.5%).
Conclusion: This study shows that considerable interobserver 
variability is present in the histopathological assessment of ad-
vanced colorectal neoplasia, which may impact treatment strategy. 
Additional stains and education, as well as inter- collegial consulta-
tion might decrease this variability.
DisclosureofInterest: None declared

PO-192 | OUTCOMESOFPATIENTSREFERREDVIATHE
LOWERGASTROINTESTINAL(LGI)CANCERPATHWAYWITH
NON-LGICANCER

T. Hubbard, H. Pringle, H. Burton, R. Bethune, F. McDermott
Royal Devon and Exeter NHS Hospitals, Exeter, United Kingdom

Aim: In the UK, referral to a colorectal specialist for investigation 
via a lower gastrointestinal (LGI) cancer pathway (LGICaP) is based 
on age and symptom criteria. These have broadened over time to 
increase early cancer detection and improve survival, resulting in a 

decrease in symptom and pathology specificity. This study investi-
gates the outcomes of patients referred on a LGICaP who were sub-
sequently diagnosed with a non LGI cancer.
Method: A retrospective analysis of all patients referred to a single 
UK centre on a LGICaP between 01/01/2015 –  31/12/2018 were in-
cluded (audit approval 19– 4481). Clinical systems were interrogated 
for investigations and diagnosis. Statistical analysis was performed 
with generalised log- rank test, statistical significance P < 0.05.
Results: A total of 691 cancers were diagnosed, 20% of which were 
non- LGI (140/691). Patients with non- LGI cancer had mean age 76 
and were investigated with endoscopy (69/140; 49%) and radiologi-
cal imaging (134/140; 96%). Cancer site was upper gastrointestinal 
(43/140; 31%); urological (21/140; 15%); haemotological (21/140; 
15%); gynaecological (20/140; 14%); unknown primary (12/140; 
9%); lung (10/140; 7%); peritoneal/retroperitoneal (7/140; 5%) and 
other (Breast - 3; brain - 1; adrenal - 1; 4%). Survival was lower in pa-
tients diagnosed with non- LGI cancer (n = 140; median survival 13 
months (95% CI 9.1– 16.9)) compared to LGI cancer (n = 551; median 
survival 49 months (95% CI -  37.2– 60.8)) which was statistically sig-
nificant (P < 0.001).
Conclusion: Patients diagnosed with non- LGI cancer were primar-
ily investigated with radiological imaging, suggesting non- LGI spe-
cific symptoms on referral. These patients had a significantly worse 
survival outcome than those with LGI cancer. LGICaP referral cri-
teria need reform to take into account the high volume of non- LGI 
cancers with very poor prognoses. We suggest a separate referral 
pathway is instituted to investigate non- LGI specific symptoms, and 
relieve current service pressures on the LGICaP.
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Aim: Patients of locally advanced rectal cancers (LARCs) with persis-
tent involvement of mesorectal fascia (MRF) on MRI, often recieve 
consolidation chemotherapy with an aim to decrease the involve-
ment of MRF, thereby hoping to decrease the extent of surgery.
Method: Retrospective analysis of institutional database between 
January 2015 and December 2019 was done. Patients with LARCs 
who received consolidation chemotherapy for persistent involve-
ment of MRF were identified (n = 46). The baseline MRI (MRI- 1), 
restaging MR post radiation (MRI - 2) and MR post consolidation 
therapy (MRI- 3) were systematically studied by a team of 2 dedicated 
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colorectal radiologists. Primary objective was to analyze the impact 
of consolidation chemotherapy in decreasing the involvement of 
MRF and the extent of predicted surgery. Secondary objective was 
to analyze the accuracy of change in MRI parameters in predicting 
the surgical plan.
Results: T2 signal intensity, quadrant of MRF involvement, involve-
ment by primary tumor or node or extra mural venous invasion 
(EMVI), restriction on diffusion weighted imaging, sphincter in-
volvement and involvement of surrounding viscera were analysed 
to look for a change between MRI- 2 and MRI- 3 to predict an over-
all change in the extent of predicted surgery. There was an overall 
decrease in parameters in 29 patients, no change in 13 patients 
and increase in 4 patients. There were 8 patients (17.8%) who had 
MRF involvement on MRI 2, which was down- staged to a negative 
MRF on MRI 3 after the consolidation chemotherapy. There was 
a decrease in the extent of predicted surgery in only 2 patients 
(4.34%) while no change in the predicted surgery in remaining 44 
patients.
Conclusion: The utility of consolidation chemotherapy in decreasing 
the MRF involvement and thereby the extent of surgery is question-
able and needs further study. Response assessment based on change 
in MRI parameters alone is insufficient in predicting the extent of 
surgery when assessing the effect of consolidation chemotherapy.
DisclosureofInterest: None declared
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Aim: This study is aimed to assess the results of multidisciplinary 
approach in management of patients treated for unknown pelvic 
masses and to develop a pelvic tumour complexity score to de-
termine the prognostic significance in surgical/final oncological 
outcomes.
Method: The prospectively maintained clinicopathological database 
of 100 patients examined for unknown pelvic tumoral mass were 
analyzed. The PETCOMscore was defined by combining the specific 
radiological evaluative parameters and perioperative surgical find-
ings. The cut- off point of PETCOM score was determined with ROC 
analysis and Youden index. The cut- off values dichotomized into two 
patient subgroups: low vs high PETCOM scores.
Results: Colorectal resection was performed in 24%. The morbi- 
mortality rates were 30 and 43%, respectively. In multivariate 
analysis, the PETCOM score was found to be a strong independent 
prognostic factor for mortality (P = .022), local recurrence (P = .004), 
and distant metastasis(P = .007). A statistically significant difference 
was found between the overall survival of patients with low(138.62 

± 13.05 months) and high PETCOM(62.53 ± 9.25 months) scores(P 
< .001).
Conclusion: The PETCOM score is a reliable and a valid prognostic 
and predictive factor to improve clinical morbi- mortality results and 
oncologic outcomes in multimodal management of unusual pelvic 
tumoral masses.
DisclosureofInterest: None declared
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Aim: There has been an increase in the number of patients present-
ing to primary care with suspected colorectal malignancy and sub-
sequently an increase in demand for endoscopy. This study aims to 
forecast the cost of faecal immunochemical testing (FIT) compared 
to conventional diagnostic tests as a primary investigation for pa-
tients with symptoms suggestive of colorectal malignancy.
Method: Retrospectively, 1950 patients who were referred through 
primary care and underwent investigations through standard en-
doscopic evaluation were included. These patients were used to 
forecast the cost of FIT creating theoretical data for sensitivity 
and specificity. Outcome measures included: the number and cost 
of investigations under current protocol; number of predicted false 
negatives and false positives and positive/negative predictive values 
using current sensitivity data for FIT; the cost forecast of using FIT as 
the primary investigation for colorectal malignancy.
Results: A total of 1950 investigations were carried out with a diag-
nostic yield of 26 cancers, 138 polyps and 29 high risk adenomas. 
In total, £713,948 was spent on the investigations, most commonly 
colonoscopy totalling £533,169. The total cost per cancer diagnosis 
was £27,459. Sensitivity (92.1% CI 86.9– 95.3) and specificity (85.8% 
CI 78.3– 90.1) for FIT in colorectal cancer was taken from NICE and 
was costed via the manufacturer(s). The projected total cost of FIT 
for the same population using a ≥ 4 μg haemoglobin cut off was 
£415,680 (£15,554 per cancer). The total cost of high- risk polyps 
using ≥ 4 μg cut off was £404,427 (sensitivity 71.2% CI 60.5– 87.2, 
specificity 79.8%CI 76.1– 83.7) or £13,945 per polyp.
Conclusion: FIT is a cheaper and effective alternative test with the 
potential to replace current expensive methods. The forecast is 
based on the limited data available for sensitivity/specificity in the 
current literature. FIT has now been commenced for symptomatic 
patients in the UK and therefore sensitivity may change in the future.
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Aim: Tumours of the retrorectal space are uncommon, pathologically 
heterogeneous, and difficult to diagnose, with ongoing controversy 
over their surgical management. The aim of this study was to evalu-
ate the surgical management of a consecutive series of patients who 
had undergone excision of primary retrorectal tumours (PRRTs) at a 
tertiary referral centre.
Method: Patients were identified from a prospectively maintained 
database between 01/03/2001– 31/12/2019. Electronic patient re-
cords were reviewed for demographics, preoperative imaging, op-
erative details, histology and follow- up. A Chi- squared test was used 
to assess the statistical significance of findings.
Results: 136 patients were included in the study. 97 patients were 
female (71%), 46 patients (33.8%) presented incidentally and 92 of 
the patients had tumours located below S3 (67.6%). 70 patients un-
derwent a transperineal approach (51.5%) with the most common 
findings of a tailgut cyst occurring in 50 (36.8%) cases. Pre- operative 
MRI predicted uro- vascular and pelvic sidewall involvement as-
sessed intraoperatively with a sensitivity of 83.3% and 75% and a 
specificity of 99.2% and 98.4% respectively. Risk of malignancy in 
solid tumours was 32.1% versus 8.8% in cystic tumours (RR 3.7, 95% 
1.6– 8.2 P < 0.001). Major complications (CDC Grade 3 and above) 
occurred in 9 patients (6.6%) and all- cause mortality was 5.1% (7 
patients).
Conclusion: With rigorous preoperative planning, PRRTs can be 
safely excised with minimal complications in specialised centres by 
surgical teams with the relevant expertise. This study questions the 
conservative management of cystic tumours and given the risk of 
solid tumour malignancy, supports surgical management.
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Aim: The purpose of this survey was to assess the personal opinion 
of active practicing surgeons on rectal cancer treatment if he/she 
was the patient.
Method: A panel of International Society of University Colon & 
Rectal Surgeons (ISUCRS) selected ten questions that were included 
in a questionnaire that included other items including demographics. 
The questionnaire was distributed electronically to ISUCRS fellows 
and other surgeons included in our database and remained open 
from April 16 to 28, 2020.
Results: One hundred sixty- three specialists completed the survey. 
The majority of surgeons chose the minimally invasive (laparoscopic) 
surgery for their personal treatment of rectal cancer (39.88). For 
low lying rectal cancer T1 and T2 the treatment choice was stand-
ard chemoradiation + local excision (36.81%) followed by local exci-
sion ± chemoradiotherapy if needed (33.74%). In regards to locally 
advanced low rectal cancer T3 or greater, the preference of the 
responders was for laparoscopic surgery. We found a statistically 
significant relationship between surgeon’s age and their preference 
for minimally invasive techniques demonstrating an aged based bias 
senior surgeons’ inclination towards open approach.
Conclusion: Our survey reveals an aged based preference by sur-
geons for minimal invasive surgical techniques as well as organ pre-
serving techniques for personal treatment of treating rectal cancer. 
Only 1/4 of specialists do adhere to the international guidelines 
treating early rectal cancer.
Reference: - 
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Aim: The diagnosis of Lynch syndrome (LS), the most common 
form of hereditary colorectal cancer (CRC), is confirmed by genetic 
testing. The clinical suspicion of LS is unreliable and the universal 

genetic testing is still too expensive, so patients are best selected by 
an universal tumor screening (UTS) program. The aim of our study is 
to evaluate the yield of UTS in a colorectal unit in Italy, where it has 
been poorly incorporated in clinical practice
Method: we retrospectively applied a UTS protocol (MMR pro-
teins IHC on tumor tissue, BRAF determination on tumors MLH- 1 
/ PMS- 2 deficient, and genetic counseling for selected patients) to 
all patients operated on for CRC in the Colorectal Surgery Unit, Pisa 
Hospital, during the 4 years’ period 2016 –  2019. Candidates for ge-
netic counseling were informed about Lynch syndrome and genetic 
testing with its personal/familial implications. Patients with a poly-
posis syndrome or a known LS were excluded
Results: of 647 consecutive CRC patients (359 males, mean age 
69±12), microsatellite status was obtained in 586 (91%): 17% (n 
= 99) showed MSI. Seventy- two were MLH- 1 –  PMS- 2 deficient, 
and BRAF was wild type in 30 (42%). 27 patients were MSH2- 
MSH6 deficient or showed other combinations of missing MMR 
proteins. So 57 subjects (9,7% of those submitted to UTS) were 
candidates for genetic counseling. When contacted for genetic 
referral, 13 were not evaluable (one was lost to follow- up, five 
were dead, and seven refused genetic counseling). Among the re-
maining 44 (77%), 19 are still waiting the pre- test evaluation by 
medical genetists, 16 had no genetic abnormalities, and 9 were 
confirmed to have LS
Conclusion: our data confirm that this UTS program is efficient and 
cost effective in diagnosing LS in patients with CRC. Our (partial) 
results already more than doubled our yearly diagnostic rate. The 
institution of dedicated multidisciplinary management pathways and 
international networks are mandatory to allow an individualized ap-
proach to LS patients and relatives
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Aim: Anal squamous cell carcinoma (ASCC) is increasing in incidence, 
but survival outcomes have improved little over recent decades. 
Conventional treatment is with "one size fits all" chemoradiotherapy 
(CRT) with no defined clinical follow- up regimen. Studies addressing 
treatment based on stage are ongoing, but patterns of recurrence 
are not well described. This study aimed to describe the site and tim-
ing of recurrence in ASCC and its associated predictors.
Method: Consecutive patients undergoing CRT (intensity- modulated 
from 2013 onwards) with curative intent for ASCC at a tertiary cen-
tre between June 2007 and Feb 2019 were included. Clinical param-
eters, including timing and location of recurrence, were recorded on 
a prospective database. Statistical analysis, including Cox regression 
for survival endpoints, was conducted using Stata software.
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Results: Of 247 included patients, 182 (73.7%) were female and the 
median age was 61 years. Median follow up was 51 months and 36 
patients (14.6%) had perianal tumours. The five- year local relapse 
free survival, disease free survival and overall survival were 77.5%, 
66.6% and 72.8% respectively. Local recurrences (LR) developed in 
39 patients (15.8%) and distant recurrence (DR) in 22 patients (8.9%). 
Five LRs (12.8%) developed in the low dose radiotherapy field and 
two LRs (5.1%) outside the field at a median of 21 and 30 months, re-
spectively. 32 patients (82.0%) developed LRs outside the high dose 
field at a median of 13 months. No LRs outside the high dose field 
occurred in patients with perianal tumours. Nodal disease at presen-
tation in the inguinal (P = 0.05) and external iliac lymph node chains 
(P = 0.037) were the only factors associated with DR.
Conclusion: Survival outcomes were favourable with most LRs de-
veloping within the high dose field. LRs outside the high dose field 
tended to present later, suggesting that ongoing MRI pelvis may be 
warranted. Ongoing whole- body CT surveillance should also be con-
sidered in high- risk nodal disease.
DisclosureofInterest: None declared

PO-200 | PROSPECTIVESTUDYEVALUATINGTHEROLEOF
PETCTINRECTALCANCERPATIENTSWITHLATERALPELVIC
NODES

M. Kazi1, A. Agarwal2, J. Gori1, A. Saklani1 & A. Desouza1

1Surgical Oncology, 2Nuclear Medicine, Tata Memorial Hospital, 
Mumbai, India

Aim: Whether lateral pelvic lymph nodes represent metastatic dis-
ease or not remains the principal driving philosophy in the global 
variations for their management in rectal cancers. We attempted to 
provide some resolve by determining disease upstaging by PET CT 
in these patients.
Method: Prospective, single center, single arm study of consecutive 
patients of rectal cancer within 10cm from the anal verge that had 
baseline lateral pelvic nodes on MRI ( > 10mm) between February 
2017 to December 2018. All eligible patients underwent PET CT 
after confirming non- metastatic status on CT of thorax and abdo-
men. Primary outcome measure was additional M1 stage detected 
on PET CT.
Results: 44 patients were included and the concordance between 
MRI and PET in detection of lateral nodes was 97.7% (43 patients). 
Additional (extra- pelvic) sites of metastasis were detected in 5 
patients (11.36%) and there was a change in treatment plan in 7 
(15.9%). The number needed to treat (NNT) for PET scans to de-
tect additional metastatic sites and change treatment were 8.8 and 
6.3 respectively. There was a change in treatment intent (curative 
to palliative) in 2 patients (4.5%, NNT –  22.2). All patients received 
neoadjuvant treatment and 23 (52.7%) underwent curative surgery. 
At a median follow up of 31 months, 2- year DFS and OS were 47.5% 
and 54.5% respectively for the entire cohort and 71.1% and 82.4% 
for those that underwent surgery.

Conclusion: Conventional threshold for NNT were not met (NNT < 
5) for PET scans to be incorporated into routine staging investiga-
tions in patients with MRI detected lateral pelvic nodes.
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Aim: Perineal wound complication following salvage surgery in anal 
cancer are common. It is not known if healing disorder impact onco-
logical outcomes. This study aims to investigate survival in relation 
to perineal healing status at three months after surgery.
Method: Patients and Methods: A retrospective cohort study including 
all patients with squamous cell anal cancer operated between January 
2005 and December 2015 in Stockholm, Sweden was undertaken. 
Data collection was by registers and supplemented by chart review. 
All patients were followed until death or December 31, 2020. Perineal 
healing status at three months was used as landmark. Association be-
tween healing status and recurrence free (RFS) and overall survival 
(OS) were evaluated using Cox proportional hazard regression model.
Results: Results: Final study population was 95 patients (64 women). 
At the landmark date, 59 patients (62%) had a healed perineum and 
36 patients (38%) had an unhealed perineum. R0 resection rate was 
93% (88 patients). Follow- up ranged between 6 and 185 months. 
5- year OS for all patients was 61%. OS was 68% vs. 51% and DFS 
was 65% vs. 43% for patients with healed vs. unhealed wound at 
landmark date, respectively. Healing status was significantly associ-
ated with OS in univariable anal- ysis and RFS showed a trend (P = 
0.057) in the same direction. In a multivariable analysis adjusting for 
age, gender and T- stage the trend, albeit statistically non- significant, 
remained for both OS (HR = 0.68, 95% CI: 0.36– 1.30) and RFS (HR = 
0.81, 95% CI: 0.42– 1.55).
Conclusion: Conclusion: The hypothesis that an unhealed perineal 
wound following salvage surgery for pa- tients with squamous cell 
anal carcinoma not only constitutes a surgical but also an oncological 
problem is strengthened by this study.
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K. Afshari, M. Nikberg, K. Smedh & A. Chabok
Colorectal Unit, Department of Surgery, Centre for Clinical Research 
of Uppsala University, Västmanland’s Hospital Västerås, Sweden, 
Västerås, Sweden

Aim: The aim of the study was to evaluate the safety and patient 
experiences of loop- ileostomy closure following discharge within 23 
hours.
Method: This was a prospective pilot study of patients with rectal 
cancer who received a diverting loop- ileostomy. Patients were in-
cluded consecutively. The inclusion of patients in this study began in 
August 2015 and closed in June 2019. A historical cohort was used 
as control group.

Patients followed ERAS principles. Loop- ileostomy closure was per-
formed using a circumstomal technique. In the morning after the op-
eration at the post operative care unite, the surgeon checked vital 
parameters and the patient’s clinical status. If patients met discharge 
criteria (within 23 hours of surgery), they were discharged.
Patients were followed up on the third, seventh, and 30th postop-
erative day and phoned daily during the first week. During the first 
6 days after surgery, patients registered if they felt anxious or ne-
glected, if hospitalization would have been a better option, and if 
they would recommend this procedure to other patients. The pa-
tients were asked to rate their experience.
Results: In total, 30 patients (median age, 67 years; range, 41– 79 
years) were included. All patients met discharge criteria and were 
discharged within 23 hours of surgery, except one. In total, seven 
patients (23%) were admitted. Two of these patients underwent lap-
arotomy because of anastomotic leakage and small bowel obstruc-
tion, respectively. The mean total length of stay was 1.7 days. Most 
patients (87%) were satisfied with the treatment without feeling 
neglected or anxious and preferred the 23- hour stay setting. In the 
control group, the mean length of stay was 5 days. Seven patients 
(23%) were readmitted. Two of these patients underwent laparot-
omy because of small bowel obstruction and abscess, respectively.
Conclusion: Ileostomy closure in a 23- hour stay setting in selected 
patients with meticulous follow up is feasible and safe with high pa-
tient satisfaction.
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PO-203 | AREEARLYONSETCOLONCANCERSASSOCIATED
WITHWORSEOUTCOMES?

J. Gori, M. Kazi, A. Desouza, V. Garg, R. Mundhada, V. Sukumar & 
A. Saklani
Surgical Oncology, Tata Memorial Hospital, Mumbai, India

Aim: It is known that early onset colorectal cancers have advanced 
stage at presentation, biologically aggressive phenotype, familial 
predisposition to cancers with more microsatellite instability (MSI- 
H) and are treated more aggressively with adjuvant chemotherapy. 
However, if age can be used as an independent prognostic factor 
for outcomes when controlled for conventional risk factors is not 
known.
Method: Single center, retrospective cohort of consecutive colon 
cancers ( > 15cm from anal verge) that underwent surgery between 
June 2013 and April 2018. Multivariable cox regression analysis with 
backward elimination using likelihood ratios for selecting variables 
was performed to determine factors influencing disease free sur-
vival including all baseline, pathological and treatment variables.
Results: 633 patients were included with 206 early onset cancers (45 
years). Younger patients were associated with more poorly differenti-
ated histology (30.1% vs. 20.1%; P- 0.012), less comorbidities (20.9% 
vs. 51.3%; P < 0.0001), lower surgical complications (7.3% vs. 11.2%; 
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P < 0.0001) and higher MSI- H status (55.3% vs. 43.8%) while other 
tumour, pathological and treatment parameter were not different. At 
a median follow up of 48 months, 104 patients had recurrences with 
5- year DFS of 79.5% vs. 76.2% (P- 0.585) and 5- year OS of 90.2% vs. 
84.2% (P- 0.058) for early and late onset cancers respectively. In multi-
variate analysis, only sidedness (right colon; HR- 1.845), positive family 
history (HR- 2.45), increasing T and N stage predicted worse DFS. Age, 
MSI status, histology and receipt of adjuvant chemotherapy did not 
influence DFS when controlled for other factors.
Conclusion: In operated patients of colon cancers, younger age was 
not independently prognostic for outcomes when controlled for tra-
ditional risk factors.
DisclosureofInterest: None declared

PO-204 | OCCULTADENOCARCINOMAINADENOMAS.
POSSIBILITIESOFDIAGNOSTICMETHODS

R. Sinitsyn, on behalf of Chernyshov Stanislav V., Khomyakov 
Evgeniy A. & Sinitsyn Roman K.
State of Scientific Centre of Coloproctology, Moscow, Russian 
Federation

Aim: to analyze the diagnostic value of the digital rectal examination, 
colonoscopy, MRI and ERUS for detecting occult adenocarcinoma in 
rectal adenomas
Method: the study included 100 patients with newly identified epi-
thelial rectal neoplasms, which undergone transanal endoscopic mi-
crosurgery from December 2019 to December 2020. All the patients 
underwent digital rectal examination, colonoscopy, ERUS with so-
noelastography, and pelvic MRI. The diagnostics value of this meth-
ods was estimated with determination of sensitivity and specificity.
Results: : the study included 67 (67%) females and 33 (33%) males. The 
mean age of the patients was 64.4 ± 10.7 years. The median distance 
from the tumor to the anal verge was 6.0 ± 2.9 cm. The sensitivity of 
the digital rectal examination in the occult malignancy verification was 
0.44 (95% CI: 0.24– 0.65), specificity —  0.93 (95% CI: 0.85–  0.97). The 
sensitivity of the colonoscopy —  0.56 (95% CI: 0.34– 0.75), the speci-
ficity —  0.84 (95% CI: 0.73– 0.91). The sensitivity of MRI —  0.40 (95% 
CI: 0.21– 0.61), specificity —  0.89 (95% CI: 0.80– 0.95). The sensitivity 
of ERUS was 0.48 (95% CI: 0.27– 0.68), the specificity —  0.73 (95% CI: 
0.61– 0.82). Pair wise comparison of diagnostic methods revealed the 
absence of significant differences in their diagnostic value (P > 0.05).
Conclusion: at least one of diagnostic methods allows to verify the 
presence of malignant transformation in 100% of cases. So, only 
combination of diagnostic methods can help to choose the optimal 
treatment option.
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LYMPHNODEDISSECTIONSFORRECTALCANCERSFROMA
SINGLECENTER

V. Sukumar, M. Kazi, J. Gori, A. Desouza & A. Saklani
TATA Memorial Hospital, Mumbai, India

Aim: The radicality of lateral pelvic node dissections (LPLND) have in-
creased over time with a simultaneous reduction in size thresholds for 
baseline nodes to be considered metastatic. We aimed to analyze the 
short- term outcomes of the influence of increasing experience in LPLND.
Method: Retrospective analysis of sequential groups of 30 patients each 
who underwent LPLND for persistent nodes ( > 4mm) after neoadjuvant 
radiation for rectal cancers between January 2014 to March 2021.
Results: 120 patients with 4 groups of 30 patients each were in-
cluded. Median age was 44 years and majority received long course 
chemoradiation (90.5%) with a decreasing use of consolidation 
chemotherapy with time (P- 0.052). Adoption of minimally invasive 
approach increased significantly between groups (Groups 1– 4: 20%, 
60%, 53.3% & 81.8% respectively, P < 0.001). No significant differ-
ences in blood loss (median –  650ml), hospital stay (median –  9 days) 
and post- operative complications ( > grade II –  15.9%) were noted. 
Although there was no clinically significant increase in nodal yield, 

proportion of pathologically positive nodes increased from 10% in 
group 1 to 33% in group 4 (P- 0.077). At a median follow up of 22 
months, 9 local recurrences were recorded providing a 2- year local 
recurrence free survival of 93.8% and overall survival of 87.3%.
Conclusion: Increasing experience in LPLND allowed comparable 
peri- operative and short- term oncological outcomes despite the 
concurrent increase in the extent of dissection and use of minimally 
invasive approaches.
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PO-206 | THEIMPACTOFNARROWANDINFILTRATED
DISTALRESECTIONMARGININRECTALCANCEROUTCOMES:
ASYSTEMATICREVIEWANDMETA-ANALYSIS

I. Metwally, M. Zuhdy, O. Hamdy, A. Fareed & S. Elbalka
Surgical oncology, Mansoura University oncology center, Mansoura, 
Egypt

Aim: Delineate the impact of narrow and microscopically infiltrated 
margins detected on parrafin examination after radical surgery for 
rectal cancer on the recurrence, disease free and overall survival of 
the patients.
Method: The authors systematically reviewed all published litera-
ture with specific Mesh terms till the end of year 2019. Thereafter, 
retrieved articles were assessed using Newcastle- Ottawa scale and 
metanalysis was conducted comparing local recurrence among 1cm, 
5mm and narrow ( < 1mm)/infiltrated margins.
Results: 39 articles were included in the study. Macroscopic dis-
tal margin < 1cm carried a higher incidence of recurrence for those 
who did not receive neoadjuvant radiation, without affecting neither 
overall nor disease free survival. Less than 5mm margin after radia-
tion therapy is accepted oncologically. Infiltrated margins and narrow 
margins ( < 1mm) microscopically are associated with higher incidence 
of local recurrence, shorter overall and disease- free survival.
Conclusion: Surgeons should aim at 1cm safety margin in radiother-
apy naïve patients and microscopic margin freelance > 1mm for those 
who received neoadjuvant therapy. The cost/benefit of reoperation 
for patients with infiltrated margins is still inadequately studied.
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study group
1The Royal Marsden NHS Foundation Trust, 2Imperial College, London, 
3Royal Cornwall Hospital, Cornwall, United Kingdom

Aim: To assess the relationship between tumour length/tu-
mour height from anal verge and response to neoadjuvant 
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chemoradiotherapy as defined by the magnetic tumour regression 
grade (mrTRG) in patients with locally advanced rectal cancer (LARC) 
enrolled in the TRIGGER feasibility study
Method: The TRIGGER trial is a multicentre randomised control 
trial. The feasibility study incorporated the first 96 randomised (2:1) 
patients. Patients with MRI defined LARC, 0– 15cm from the anal 
verge, treated with CRT (45– 55Gy) were eligible. mrTRG was avail-
able for 94 patients within the feasibility study. The median tumour 
length and tumour height was compared between good responders 
(mrTRG I/II) and poor responders (mrTRG III- V). The potential predic-
tive relationship between tumour length and height from anal verge 
(as described on baseline pre- CRT MRI) with mrTRG response on 
post- CRT MRI was assessed using the Mann- Whitney U test.
Results: 43 patients (46%) had a good response and 51 (54%) a poor 
response to CRT as defined by mrTRG. Median tumour length (range) 
in those with a good response was 4.3cm (1.0– 7.3) and 5.0cm (2.8– 
9.6) in those patients with a poor response. Although the relationship 
between tumour length and mrTRG assessed response to CRT was 
statistically significant (P = 0.0003) there was considerable overlap 
in tumour length between those who had a good response and those 
with a poor response to CRT. The median tumour height (range) from 
anal verge in those with a good response was 6.3cm (1.8– 12.3) and 
6.6cm (1.0– 14.0) in those with a poor response (P = 0.534).
Conclusion: The overlap in tumour lengths between response 
groups suggests tumour size alone cannot predict response to CRT. 
We therefore cannot advocate those with smaller tumours being 
offered CRT solely in the hope of achieving a complete response 
where the patient would otherwise have been managed with surgery 
alone. No significant relationship was found between tumour height 
from anal verge and response to CRT.
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PO-208 | MRTRGINTER-OBSERVERAGREEMENTWITHIN
THETRIGGERFEASIBILITYSTUDY
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H. Roach5, H. Hassan6, M. Carss7, M. Wills8 & G. Brown1,2, on 
behalf of the TRIGGER study group

1The Royal Marsden NHS Foundation Trust, 2Imperial College, London, 
3Royal Cornwall Hospital, Cornwall, 4Basingstoke & North Hampshire 
Hospital, Basingstoke, 5University Hospitals Bristol NHS Foundation 
Trust, Bristol, 6Diana Princess of Wales Hospital, Grimsby, 7North Tees 
& Hartlepool NHS Foundation Trust, Stockton- on- Tees, 8Salisbury NHS 
Foundation Trust, Salisbury, United Kingdom
Aim: Rectal cancer tumour response to neoadjuvant chemoradio-
therapy (CRT) can be assessed using magnetic resonance tumour 
regression grade (mrTRG) by comparing pre-  and post- CRT MRI 
scans. mrTRG evaluates the ratio of tumour to fibrosis on standard 
high- definition MRI sequences and rated I- V with mrTRG I complete 
radiological response (linear scar only) and mrTRG V no response/
regrowth of tumour.

The TRIGGER trial is a multicentre randomised control trial using 
mrTRG as an imaging biomarker to stratify management of patients 
with locally advanced rectal cancer (LARC).
Results of inter- observer mrTRG agreement between the site radi-
ologists participating in the TRIGGER feasibility study and a central 
reviewer are presented here.
Method: For a site to participate in the TRIGGER feasibility study a 
nominated gastrointestinal radiologist from that site was required to 
attend a TRIGGER trial specific MRI reporting workshop. Following 
this training, each radiologist assessed the mrTRG on a training set of 
29 LARC cases. These results were then compared with the assess-
ment made by the central reviewer and agreement between the two 
observers determined by kappa calculation. κ < 0 poor agreement; 
κ 0– 0.20 slight agreement; κ 0.21– 0.40 fair agreement; κ 0.41– 0.60 
moderate agreement; κ 0.61– 0.80 substantial agreement; κ 0.81– 
1.00 almost perfect agreement.
Results: Seven UK sites participated in the TRIGGER feasibility site 
with six GI radiologists in addition to the central reviewer. Kappa 
scores ranged from 0.55– 0.86 with two radiologists sharing almost 
perfect agreement with the central reviewer; two substantial agree-
ment and two a moderate level of agreement. Radiologists with 
moderate level of agreement with the central reviewer were offered 
further central support and training.
Conclusion: mrTRG is a reproducible tool to assess the response of 
LARC to CRT. With appropriate training and support the assessment 
of mrTRG is a skill that can be learnt by GI radiologists.
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PO-209 | ENDOSCOPICTATTOINGOFCOLONICLESIONS
BEFORESURGERY.WHICHISTHEMOSTEFFECTIVE
TECHNIQUETOIMPROVETUMORLOCALIZATION?

A. Sanz, A. Centeno, R. Lopez, Á. Arrayás, A. de Miguel, H. Gomez 
& J. Castellví
Digestive Surgery, Hospital Sant Joan Despí Moisès Broggi, Sant Joan 
Despí, Spain

Aim: Localizing a colonic lesion after endoscopy diagnosis is some-
times challenging during surgery. Tattooing may ease its identifica-
tion, but there is not enough evidence on which marking technique is 
the most appropriate. The aim of this study is to assess which tech-
nique might be best to increase location.
Method: Prospective, randomized pilot study from January 2016 to 
December 2018. Patients eligible for colorectal surgery were ran-
domized into Group I (2 tattoo marks with 1ml of Chinese ink), G II 
(3 tattoo marks with 1ml), G III (2 tattoo marks with 1.5ml) G IV (3 
points with 1.5ml). The effectiveness of intraoperative lesion locali-
zation was evaluated.
Results: 189 patients with a mean age of 70.1 years (SD 10.8); men 
67.2%. Laparoscopic approach was feasible in 58.5% of cases. The 
tattoo was identified in 93.3% of cases without significant dif-
ferences according to the type of marking, surgical approach and 
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localisation of the tumour. In 73% of those, the tattoo was less than 
1 cm from the lesion and the rest were less than 5 cm from the lesion 
in 80%. Therefore, endoscopic approach is useful in 94.8% (of those 
visible). In 7.9% of cases the marking was excessive (extension to the 
peritoneum) with no complications reported.
Conclusion: Endoscopic tattooing of colonic lesions is an effective 
and safe procedure regardless of the technique used. We suggest 
the 2 mark tattoo technique with 1ml might be recommended due to 
its simplicity. The endoscopic approach in the definitive location of 
the lesion is very reliable.
DisclosureofInterest: None declared

PO-210 | IMPACTOFBODYMASSINDEXONSURGICAL
ANDONCOLOGICALOUTCOMESINTOTALMESORECTAL
EXCISIONFORRECTALCANCER:LAPROSCOPICVERSUSOPEN
PROCEDURES

L. Nicoleta & R.- C. Popescu
Department of General Surgery, Emergency Hospital of Constanta, 
Romania, Ovidius University, Faculty of Medicine and Pharmacy 
Constanta, Romania, Constanta, Romania

Aim: This study was intended to evaluate the impact of obesity, as 
measured by body mass index, on feasibility, safety, and oncological 
outcome of laparoscopic total mesorectal excision (laTME) versus 
open procedures for rectal cancer patients, in a tertiary center, but 
with the desire to progress and promote minimally invasive tech-
niques regardless of patient comorbidities. We also sought to iden-
tify factors associated with postoperative morbidity of laTME.
Method: Between January 2016– 2021, 117 patients with a pre- 
operative BMI > 29 underwent laparoscopic (n = 38) or open (n = 
79) total mesorectal excision for rectal cancer (stage II- III) in the 
Department of General Surgery, Emergency Hospital of Constanta. 
Preoperative radiotherapy was delivered in 45– 50.4 Gy/25f, 5 days/
week, and concurrent chemotherapy using FOLFOX or CapeOX. 
Technical feasibility, postoperative and oncological outcome were 
compared between groups.
Results: Laparoscopic or open TME were performed on 38(32.48%) 
and 79(67.52%) patients, respectively. The patient characteristics 
were similar between the two groups. LaTME correlated with an 
increased duration of surgery compared with open TME (260 vs. 
187min; P < 0.05), but intraoperative blood loss was decreased (168 
vs. 188 ml; P < 0.05). The incidence of wound infection was reduced 
in the laparoscopic group compared with the open group (3 vs 19%). 
The length of resection margin, circumferential resection margin in-
volvement, and number of lymph node retrieved were comparable.
Conclusion: Obesity does not affect surgical or oncological outcome 
of laTME wich is technically and oncologically safe and must be 
popularized in obese colorectal patients, but this approach should 
be reserved for experienced surgeons in order to reduce conversion 
rates and enhance the benefits of mini- invasive procedures in this 
high- risk population.

References:
1. H. J. Bonjer, C. L. Deijen, and G. A. Abis, “A randomized trial of lap-
aroscopic versus open surgery for rectal cancer,” The New England 
Journal of Medicine, vol. 372, no. 14, pp. 1324–  1332, 2015
2. P. Chi, Z. Chen, and X. Lu, “Transanal total mesorectal excision: can 
it achieve the standard of TME?,” Annals of Surgery, 2016.
3. Juszczyk K, Kang S, Putnis S, et al. High body mass index is as-
sociated with an increased overall survival in rectal cancer. Journal 
of Gastrointestinal Oncology. 2020 Aug;11(4):626– 632. https://doi.
org/10.21037/ jgo- 20- 48.
4. Poelemeijer YQM, Lijftogt N, Detering R, et al. Obesity as a 
determinant of perioperative and postoperative outcome in pa-
tients following colorectal cancer surgery: A population- based 
study (2009– 2016). Eur J Surg Oncol 2018;44:1849– 57. 10.1016/j.
ejso.2018.05.027
5. Denost Q, Quintane L, Buscail E, et al. Short and long- term impact 
of body mass index on laparoscopic rectal cancer surgery. Colorectal 
Dis 2013;15:463– 9. 10.1111/codi.12026
DisclosureofInterest: None declared

PO-211 | BASELINEMRI-CRMASASTRONGPREDICTOROF
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Aim: To assess the role of baseline, and post- NACTRT MRI- CRM 
as significant predictors of long- term survival outcomes in rectal 
cancers.
Method: Retrospective analysis of prospectively maintained da-
tabase of patients with resectable adenocarcinoma of rectum, 
between 1st July 2013 and 30th June 2014 undergoing curative 
resections (upfront and post- NACTRT). All patients underwent at 
least one baseline MRI (MRIT) irrespective of further treatment. 
Patients undergoing NACTRT had pre- NACTRT MRI (MRI1) and 
post- NACTRT MRI (MRI2). Outcomes analyzed were overall survival 
(OS), disease- free survival (DFS), and local recurrence- free survival 
(LRFS) Univariate and multivariate analyses were done and hazard 
ratio (HR) calculated.
Results: 221 patients were analyzed with a median follow- up dura-
tion of 80.2 months (77.2– 82.8 months). 24% patients underwent 
upfront surgery. The 5- year OS, DFS and LRFS of the cohort were 
71.7%, 60.5%, and 90.7% respectively. Patients with MRIT- CRM 
positive had statistically significant lower OS (P < 0.0001), DFS (P 
< 0.0001) and LRFS (P = 0.0028). Patients with MRI1- CRM positive 
had statistically significant lower OS (P = 0.0043), DFS (P = 0.002) 
and LRFS (P = 0.022). The impact of MRI2- CRM status did not reach 
statistical significance (OS: P = 0.095, DFS: P = 0.15; LRFS: P = 0.19). 

https://doi.org/10.21037/jgo-20-48
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On univariate analysis, MRIT- CRM, MRI1- CRM, path- CRM, differ-
entiation, and preop- T stage were significant factors impacting OS, 
DFS and LRFS. On multivariate analysis, significant factors affect-
ing OS, DFS and LRFS were MRIT- CRM status (HR for OS, DFS and 
LRFS: 2.6, 2.5 and 5.2 respectively) and path- CRM status (HR for 
OS, DFS, LRFS: 4.2, 2.7 and 8.2 respectively).
Conclusion: Baseline MRI- CRM is a powerful tool to predict long- 
term survival outcomes and needs meticulous assessment by clini-
cians to prognosticate and plan further treatment. Surgical decision 
should not be made on post- NACTRT MRI- CRM.
DisclosureofInterest: None declared

PO-212 | PREOPERATIVEHEMOGLOBINRATEIN
COLORECTALSURGERYSHOWSLINEARCORRELATIONWITH
LENGTHOFHOSPITALSTAY

N. Christou1, J. Maillard2, A. Benoliel2, B. Assouline2, B. Konrad2, N. 
C. Buchs3, E. Schiffer2 & F. Ris3

1Visceral Surgery, University Hospital Limoges, Limoges, France, 
2Anaesthesia, 3Visceral Surgery, HUG, Geneva, Switzerland

Aim: the purpose of this study was to evaluate the association be-
tween pre operative hemoglobin level and in- length hospital stay for 
patients benefiting from elective colorectal surgery.
Method: a retrospective study was performed at the University 
Hospital of Geneva between September 2013 and March 2015 
using data from a prospective database, including all patients 
with elective colorectal surgery during this period. The associa-
tion between pre operative hemoglobin level and in- length hos-
pital stay was estimated using univariate and multivariate linear 
regressions.
Results: a total of 131 patients were included with either inflamma-
tory bowel disease, cancer or non inflammatory bowel disease.
A significant negative association has been found between pre opera-
tive hemoglobin rate and in- length hospital stay (P < 0.001) after ad-
justing for age, sex, ASA score, BMI, renal failure, complications. For an 
increase of 1 unit of Hb rate, the length of stay was decreased by 9%.
Conclusion: It is fundamental, in the course of patient care and with 
the era of enhanced recovery pathway to evaluate pre operative 
hemoglobin rate and to correct any anemia before surgery if feasi-
ble. Correcting hemoglobin level in colorectal surgery allows to de-
crease in- length hospital stay.
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DisclosureofInterest: None declared

PO-213 | THEIMPACTOFROBOTICSURGERYONATERTIARY
CARECOLORECTALSURGERYPROGRAM,ANASSESSMENT
OFCOSTSANDSHORTTERMOUTCOMES–ACANADIAN
PERSPECTIVE

V. Wiseman1, S. Patel2, L. Zhang1, P. H. MacDonald2, S. M. 
Merchant1, K. W. Barnett3 & A. Caycedo- Marulanda2

1General Surgery, 2Colorectal Surgery, 3Data Acquisition, Queen's 
University, Kingston, Canada

Aim: Robotic surgery for colorectal pathology has gained interest as 
it can overcome technical challenges and limitations of traditional 
laparoscopic surgery. A lack of training and costs have been cited 
as reasons for limiting its use in Canada. The objective of this paper 
was to assess the impact of robotic surgery on outcomes and costs 
in a Canadian setting.
Method: This is a retrospective study of consecutive patients un-
dergoing left sided colorectal surgery (“Pre- Robotic Phase” n = 145 
vs. “Post Robotic Phase” n = 150) at a single tertiary care centre in 
Ontario, Canada. Utilization and success of minimally invasive sur-
gery (MIS), length of stay, complications and hospital costs were 
compared. Univariate and Multivariate analysis was used for these 
comparisons.
Results: Characteristics, diagnosis and type of resection were 
similar between groups. Robotic Implementation resulted in higher 
rates of successful MIS (i.e. attempt at MIS without conversion) 
(85% vs. 47%, P < 0.001), shorter mean length of stay (4.7 days 
vs. 8.4 days, P < 0.001), and similar mean operative times (3.9 hrs 
vs. 3.9 hrs, P = 0.93). Emergency Department visits were fewer 
in the Robotic Phase (24% vs. 34%, P = 0.04), with no difference 
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in readmission, anastomotic leak or unplanned reoperation. After 
robotic implementation, the mean total hospital costs decreased, 
but this was not statistically significant (- $1,453, 95%CI - $3,974 
to +$1068, P = 0.25). Regression analysis, adjusting for age, gen-
der, obesity, ASA and procedure showed similar findings (Robotic 
Phase - $657, 95%CI - $3,038 to +$1,724, vs Pre Robotic Phase 
[Reference], P = 0.59).
Conclusion: Implementation of a robotic colorectal surgery program 
in a Canadian tertiary care centre showed improved clinical out-
comes, without a significant increase in the cost of care. Although 
this study is from a single institution, we have demonstrated that 
robotic colorectal surgery is feasible and can be cost effective in the 
right setting.
DisclosureofInterest: None declared
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Aim: The pattern of nodal metastasis in rectal cancer is related to 
the lymphatic flow from the rectum to different regions in the pelvic 
cavity. Understanding the source and route of pelvic metastasis is 
essential to develop an optimal strategy for local and systemic dis-
ease control. This study aims to delineate the distribution of lym-
phatic channels and flow in the distal rectum.
Method: Using fresh- frozen cadaveric hemipelvis specimens, the 
ligamentous attachment of the distal rectum to the pelvic floor mus-
cles and the presacral fascia was evaluated via fine dissection. Using 
fluorescent imaging, we evaluated the gross anatomy of lymphatic 
communication of the distal rectum after injecting indocyanine 
green (ICG) into fresh frozen cadavers. With the same method, we 
also investigated intraoperative lymphatic flow in the pelvic cavity 
to identify potential routes of metastasis in rectal cancer patients 
who undergo radical rectal resection with total mesorectal excision 
(TME).
Results: In fresh cadavers, the multiple small perforating lymphovas-
cular branches exist in the retrorectal space, connecting the meso-
rectum to the presacral fascia posteriorly. Through the branches, 
the lymphatic flow from the distal rectum drains directly into the 
presacral space. In patients who underwent TME for rectal cancer, 
the intraoperative the ICG- fluorescent signals were shown not only 
in the pelvic side walls but also in the presacral space.
Conclusion: This anatomical study demonstrated that the lymphatic 
flow from the distal rectum is not only run directly to the pelvic 
lateral side walls but also to the presacral space. This finding sug-
gests that the direct lymphatic drainage from the distal rectum to 

the retroperitoneum through the presacral space may be a possible 
route of metastasis in distal rectal cancer.
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Aim: Transanal minimally invasive surgery (TAMIS) offers advan-
tages in terms of its results and complications when compared to 
abdominal surgery, and has become a new standard of treatment in 
most centers, obtaining pieces with a high rate of negative margins.
The objective is to analyze differences between complications and 
recurrences between R0 and ≥R1 resection by TAMIS.
Method: Analytical, retrospective study, analyzing our database of 
patients with rectal tumors submitted to local resection by TAMIS 
approach, from January 2014 to December 2020.
Results: A total of 46 patients underwent resection by TAMIS. In 
terms of gender, female 29 (41.3%), male 27(58.7%). With a mean 
age of 73±8.9 years. The type of lesion removed was scar in 13 cases 
(28.3%), adenoma in 16 cases (34.8%), and carcinoma in 17 cases 
(37%). There were complications in 15 patients (32.6%), these had a 
Clavien Dindo (CD) ≥ III on 2 occasions (4.3%). The type of resection 
was R0 in 41 patients (89.1%), R1 in 3 patients (6.5%), and R2 in 2 
patients (4.3%).
Survival in R0 vs ≥R1 patients was 92.4 months (95% CI 82.26– 
98.55) vs 48.8 months (95% CI 27.41– 70.19%) (P = 0.04). Recurrence 
in patients with R0 vs ≥R1 resection was 4.9% vs 40% (P = 0.009). 
And major complications (CD≥III) in patients with R0 vs ≥R1 resec-
tion was 2.4% vs 20% (P = 0.05).
Conclusion: Resection by TAMIS has presented great results as 
long as it is performed according to oncologic standards, presenting 
those patients with ≥R1 resections, higher number of postoperative 
severe complications, higher recurrence rate and lower survival than 
those who underwent R0 resection.
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Aim: To investigate if the diagnostic accuracy of quantitative faecal 
immunochemical testing (qFIT) results at a faecal haemoglobin (f- Hb) 
threshold of 10µg Hb/g are impacted by tumour characteristics.
Method: A prospective data set of patients referred with lower gas-
trointestinal symptoms from January 2019 to April 2021 was ana-
lysed. Diagnostic investigations were reviewed for colorectal cancer 
location, size, morphology, and stage.
Results: Of 5004 referred patients, there were 154 colorectal can-
cers: 15 of the cancers had a qFIT less than 10µg Hb/g. There were 
significantly more right sided cancers with a qFIT below 10µg Hb/g 
than left sided (11/50 vs 4/104, P < 0.05). The 154 cancers were 
staged at: Nine T1, twenty T2, seventy- nine T3 and forty- five T4 tu-
mours with the staging for one not available. Sensitivity for tumours 
T stage 1 was 66.7% compared with 90.3% overall. The median f- Hb 
for T1/2 lesions was 71µg Hb/g (IQR 24– 348µg Hb/g) and for T3/4 
lesions 400µg Hb/g (IQR 59– 400µg Hb/g), qFIT results were more 
likely to be less than 10µg Hb/g in T1 tumours compared with more 
advanced T3/4 (P < 0.05). The median size of tumours with a qFIT 
less than 10µg Hb/g was 29mm (IQR 20– 40mm) compared with 
41mm (IQR 30– 53mm). The morphology of the colorectal cancers 
was described as polypoidal in 44 cases, ulcerative 39, stricturing 56 
and was unavailable in 15. Tumour morphology did not make a sig-
nificant difference on qFIT results greater than 10µg Hb/g (P = 0.6).
Conclusion: Results of qFIT in colorectal cancers were more likely 
to be below the threshold of 10µg Hb/g in right sided lesions and 
in T stage 1 cancer. The median qFIT for early cancer was 71µg 
Hb/g, which is below the investigation threshold of Scottish Bowel 
Screening.
DisclosureofInterest: None declared
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Aim: The aim of this study is to assess the impact of parenteral iron 
(PI) treatment for PA within a Patient Blood Management (PBM) 
Protocol on short term CCR results.
Method: Prospective non- randomized unicentric comparative co-
hort study of 1128 consecutive patients which underwent radical 
surgery for CCR after completing PA assessment. Comparative anal-
ysis of surgical outcomes between anaemic patients treated with 
PI prior to surgery (Group I) and non- anaemic patients (Group II). 
Main outcome was the effect of PI on Hb levels, need for Allogenic 
Blood Transfusion (ABT) and complications according to Clavien- 
Dindo scale. Patients which received ABT prior to diagnosis or that 
did not complete PA assessment were excluded. Descriptive analysis 

of demographical characteristics and propensity score analysis were 
performed with Stata 15.1.
Results: 613 patients with PA (Group I) and 511 without PA (Group 
II). Demographical analysis showed greater median age and larger 
proportion of comorbidities and anticoagulant therapy among 
Group I patients (P < 0.05). Median Hb at the moment of diagnosis 
was statistically significantly lower in Group I than in Group II pa-
tients (9.9 +/-  2.3 and 14.5 +/-  1.8 respectively, P < 0.05). Group I 
patients showed a statistically significant increase in Hb levels after 
IE treatment and median Hb levels immediately prior to discharge 
were 10.3 (+/1.2) in Group I and 11.8 (+/- 2.0) in Group II. Propensity 
score analysis showed no differences in terms of complications ac-
cording to Clavien- Dindo scale or hospitalisation days after pairing. 
Allogenic blood transfusion index was 26% in Group I and 3.8% 
in group II. Subgroup analysis suggested a theoretical decrease in 
transfusion of 15% in properly treated Group I patients.
Conclusion: Preoperative optimization of PA with PI leads to an 
equalization of surgical outcomes to those of non- anaemic patients. 
Improvement of preoperative Hb levels stays throughout hospital 
stay and leads to a noticeable theoretical reduction in transfusion.
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Aim: The performing surgeon’s surgical experience in robotic as-
sisted surgery has been shown to play a critical role in patient 
outcomes. However, the assistant surgeon’s impact has not been 
thoroughly studied. In this study, we aimed to evaluate that impact 
in robotic assisted proctectomy (RAP) on perioperative outcomes.
Method: A retrospective analysis of a prospectively collected data-
base of all patients who underwent RAP for rectal adenocarcinoma 
between 2011– 2020 was conducted. Patient cohort was divided 
into three groups based on the assistant surgeon’s training level: 
post graduate years (PGY) 1– 3 surgical residents (group 1), PGY 4– 5 
surgical residents (group 2), and board- certified general surgeons 
(group 3).
Results: Overall, 175 patients were included in the study: 29 pa-
tients (17%) in group 1, 84 (48%) in group 2, and 62 (35%) in group 
3. Surgical procedures reviewed were anterior resections (95%, n 
= 156), and abdominoperineal resections (5%, n = 9). The median 
tumor distance from the anal verge was 8 cm in all groups (P = .73). 
The median operative time was similar across all groups: 290, 291, 
and 281 minutes in groups 1, 2, and 3, respectively (P = .69). In a mul-
tivariable analysis, the lack of association between assistant training 
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level and procedure time maintained when adjusting for the year of 
operation (P = .84). Patients operated with junior residents as assis-
tant surgeons (group 1) had a slightly longer hospital length of stay 
(7 days, interquartile range [IQR] 3), compared to those operated by 
assistant surgeons that were senior residents or attendings (6 IQR 
2.5, and 6 IQR 2 in groups 2 and 3, respectively; P = .02). Conversion 
rates (P = .12), intraoperative complications (P = .39), major postop-
erative complications (Clavien- Dindo ≥ 3; P = .32), 30- days readmis-
sion (P = .45) and mortality (P = .99) were similar between the groups.
Conclusion: The assistant surgeon’s training level in robotic as-
sisted proctectomy for rectal cancer did not influence perioperative 
outcomes.
DisclosureofInterest: None declared
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Aim: Our goal was to assess the impact of AL on oncologic outcomes 
using a case- matched analysis.
Method: Patients undergoing right hemicolectomy for cancer be-
tween 2014 and 2018 were included. Main variables were risk 
factors of anastomotic leak, overall survival and disease- free sur-
vival. Propensity score matching was performed by patient’s age, 
co- morbidities, TNM staging and type of the procedure. Oncologic 
outcomes were analyzed.
Results: 488 patients included. AL rate was 4.71% (23 patients). 
Intrahospital mortality was significantly higher in the AL group (1.3% 
(6 of 465) vs 8.7% (2 of 23), P = 0.05). Three- year OS in non- AL group 
was higher, although, the difference failed for significance (71.5% 
vs 37.3%, P = 0.082); similarly, tendency for impaired 3- year DFS, 
but the difference also failed for significance was seen (69.3% vs 
37.3%, P = 0.106). Age, advanced tumor stage, lymph node metas-
tases and distant metastases were associated with higher probabil-
ity for death or recurrence of disease by univariate Cox regression 
analysis. In contrast, minimally invasive surgery was associated with 
lower probability for death (HR (95% CI): 0.99 (0.14– 0.72); P = 0.023) 
and recurrence of disease (HR (95% CI): 0.94 (0.13– 0.68); P = 0.020). 
In adjusted Cox regression analysis, AL, age and distant metastases 
were associated with poor long- term survival. Moreover, AL, age 
and distant metastases were associated with higher probability of 
recurrence.
Conclusion: Based on our results, AL was a significant factor for 
worse oncologic outcomes. Still, further larger studies needed on 
that topic to provide stronger evidence.
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Aim: Describe the main clinical and pathological characteristics 
of colon lymphomas and identify factors associated with worse 
prognosis.
Method: Retrospective study that included all patients with his-
tological diagnosis of colon lymphoma between January 2010 and 
December 2019.
Results: A total of 31 patients with colon lymphoma were identi-
fied, with a median age of 69 years; 52% were female. The most 
common histological subtypes were diffuse large B- cell lymphoma 
(32.3%) and mantle cell lymphoma (25.8%). The most common clini-
cal symptoms were abdominal pain, constitutional symptoms, diar-
rhea and rectal bleeding; 12 patients (38.7%) were asymptomatic, 
whereas 11 (35.4%) had an acute form of presentation. Colonoscopy 
was performed in 27 patients and all presented endoscopic abnor-
malities, as polyps, an isolated mass, diffuse infiltration or ulceration. 
The most common locations were cecum and ascending colon. Most 
cases (74.2%) were diagnosed at stage IV. Chemotherapy was ad-
ministered to 25 patients, with complete response in 48%, partial re-
sponse in 20% and absence of response in 32%. In 9 patients, there 
was additional need of surgery. During follow- up, 14 patients died, 
corresponding to a mortality rate of 45.1%. Primary factors associ-
ated with higher risk of mortality included presence of anemia (P = 
0.017), leukocytosis (P = 0.049), elevated LDH (P = 0.018), advanced 
aged (P = 0.017) and absence of complete response to treatment (P 
< 0.001). No association was found regarding gender, histological 
subtype, stage, location, albumin or clinical symptoms.
Conclusion: We describe one of the largest series of colon lympho-
mas to date. Colon lymphoma is a rare type of malignancy that can 
present with heterogeneous clinical symptoms and endoscopic find-
ings. It is associated with high morbidity and mortality and primary 
factors associated with worse outcome included advanced age, 
presence of anemia, leukocytosis and elevated LDH and absence of 
complete response to treatment.
DisclosureofInterest: None declared
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Aim: In early rectal cancer, organ sparing treatment strategies such 
as local excision have gained popularity. The necessity of radical sur-
gery is based on the histopathological evaluation of the local exci-
sion specimen. This study aimed to describe interobserver variability 
between pathologists, and its potential impact on treatment alloca-
tion in patients with locally excised early rectal cancer.
Method: Patients with locally excised pT1– 2 rectal cancer were in-
cluded in this prospective cohort study. Both quantitative measures 
and histopathological risk factors (i.e. poor differentiation, deep sub-
mucosal invasion, and lymphatic-  or venous invasion) were evalu-
ated. Interobserver variability was reported by both percentages 
and Fleiss’ Kappa-  or intra- class correlation coefficients.
Results: A total of 127 patients were included. Ninety- three percent 
of the original histopathological reports contained all required pa-
rameters. In 73 of the 127 (57.5%) patients, at least one inconsist-
ency was observed, which regarded histopathological risk factors 
in 36 patients (28.3%). Interobserver agreement among different 
variables varied between 74% and 95% or ĸ 0.533 -  0.962. The as-
sessment of lymphovascular invasion showed inconsistencies in 26% 
(ĸ = 0.533, 95% CI 0.379 –  0.687) of the cases. In fourteen (11%) 
patients, inconsistencies led to change in treatment strategy.
Conclusion: This study demonstrated that histopathological reports 
show substantial interobserver variability between pathologists, es-
pecially in the assessment of lymphovascular invasion. Pathologists 
play a key role in treatment allocation after local excision of early 
rectal cancer, therefore interobserver variability needs to be reduced 
to decrease the amount of patients that are over-  or undertreated.
DisclosureofInterest: None declared
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ASSESSMENTOFPATIENTSREFERREDTOTWOWEEK-WAIT
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Aim: Despite Covid- 19, hospitalsin the England, United Kingdom 
continued to assess and manage patients referred on two week- 
wait (2WW) suspected cancer referral pathways. Most index clinic 
assessments of such patients were conducted viatelephone. We 
retrospectively evaluated adistrict general hospital experience of 
managing patients on a 2WW suspected lower gastrointestinal tract 
(LGIT)cancer referral pathway, initially assessed via telephone
Method: Data were obtained using a prospectively maintained da-
tabase and electronic patient records. LGIT 2WW referrals between 
01/06/2020to 31/10/2020 were included. Data were retrospectively 
collated and analysed using Excel (Microsoft Corporation, USA)
Results: A total 757 patients (median age = 70, interquartile range = 
[59– 79], female = 47.2%) were identified. The majority (n = 629,83.1%) 
were white Caucasian. All patients were initially assessed virtually 
and only 3 (0.4%) were re- assessed face- to- face for their index ap-
pointment. Sixteen (2.1%) missed at least one prior appointment. 
The most common presenting complaints included change in bowel 
habit, rectal bleeding, weight loss, anaemia and abdominal pain, and 
415 (54.8%), 269 (35.5%) underwent endoscopy and imaging respec-
tively as the first investigation. Forty four (5.8%) patients had ma-
lignant pathology with the majority (n = 37,84.1%) being colorectal 
in origin. Of those diagnosed with a primary colorectal malignancy 
25 (67.6%) underwent surgical or endoscopic treatment, 3 (8.1%) 
were referred to chemoradiotherapy and 8 (21.6%) were referred 
for palliation.
Conclusion: Patients referred on the 2WW LGIT pathway continued 
to be assessed and managed despite Covid- 19. Index telephone clinic 
assessments are perhaps as effective a tool as face- to- face assess-
ments, for patients referred on this pathway. This warrants further 
investigation.
DisclosureofInterest: None declared

PO-223 | SYMPTOMATICLOWERGASTROINTESTINAL
REFERRALSTHATDONOTRETURNQUANTITATIVEFAECAL
IMMUNOCHEMICALTESTING(QFIT)REMAINATRISKOF
COLORECTALCANCER

A. Gerrard1,2, Y. Maeda2, F. Gunn2, M. Dunlop1,2 & F. Din1,2

1Institute of Genetics and Cancer, 2Colorectal Surgery, Western General 
Hospital, Edinburgh, United Kingdom

Aim: To describe and analyse the group of patients referred to sec-
ondary care with lower gastrointestinal (GI) symptoms that do not 
complete the qFIT that they are sent as part of their investigation
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Method: A prospectively maintained dataset of patients referred to 
secondary care with lower GI symptoms and sent a qFIT as part of 
their investigation was interrogated for those who did not return a 
sample
Results: The qFIT was not returned in 6.4%, (392/6092) of referred 
patients. The colorectal cancer (CRC) rate in the non- returner group 
was higher than in those who returned their qFIT (6.4% v 3.3%). 
However five of these patients had an emergency hospital admission 
shortly after their referral, one had a positive bowel screening result 
at the time of referral and another returned a test but it was unanalys-
able. With these mitigating circumstances the CRC rate dropped to a 
similar level, 3.7% v 3.3%. The median age of the non- returner group 
was younger (median age 61 v 65, P < 0.05). No difference was found 
in the qFIT return rate between men and women (P = 0.2). In the non- 
returner group 19.4% cancelled or did not attend planned hospital 
investigation compared with 5.8% of the returner group (P < 0.05). 
Ten of the non- returner group had provided non- analysable samples 
and when recontacted for a repeat sample did not return. Eleven of 
the non- returner group were investigated as inpatients shortly after 
their referral, and a further ten did not complete the qFIT as they had 
investigations scheduled before they received the test kit.
Conclusion: The rate of colorectal cancer in those who do not re-
turn qFIT is similar to those who do. Therefore if qFIT is to be used 
as a first line investigation for symptomatic referrals, a safety net is 
required for this group, they cannot be automatically discharged for 
non- engagement with the test.
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PO-224 | HOWACCURATEISMAGNETICRESONANCE
IMAGINGINTHEPREOPERATIVESTAGINGOFRECTAL
CANCER?

R. Stienstra1, A. Todd- Hems2, R. Fairlie1, A. Mehta1, C. Leiberman1, 
T. J. McGourty1 & J. Camilleri- Brennan1,2

1Surgery, Forth Valley Royal Hospital, Stirling, 2Surgery, University of 
Glasgow, Glasgow, United Kingdom

Aim: An accurate preoperative staging of rectal cancer is crucial in 
determining the appropriate mode of treatment. In this study we aim 
to determine the accuracy in the staging of rectal cancer preopera-
tively by magnetic resonance imaging (MRI).
Method: We included all patients who were diagnosed with rectal 
cancer in Central Scotland from January 2014 to December 2018, 
and who received primary resectional surgery with curative intent. 
These patients had a preoperative staging MRI according to estab-
lished protocol. Tumours were staged according to the TNM staging 
system. Sensitivity, specificity and accuracy analyses were carried 
out using SPSS statistics programme.
Results: 126 patients were included in analysis. Overall sensitivity 
(95% CI) for T3 and T4 cancers was 88.4% (78.4 to 94.8), specificity 
was 89.5% (78.5 to 96.0) and accuracy was 88.9% (82.1 to 93.8). 
Overall sensitivity (95% CI) for lymph node involvement was 81.6% 

(68.0 to 91.2), specificity was 93.9% (85.2 to 98.3), and accuracy was 
88.7% (81.5 to 93.8).
Conclusion: Our results indicate that MRI provides a reasonably 
good assessment of tumour invasion through the bowel wall and 
invasion of adjacent organs, as well as of lymph node involvement. 
Further research needs to be undertaken to assess the reasons and 
the impact of under and over staging and identify strategies for 
improvement.
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PO-225 | LAPAROSCOPICVERSUSROBOT-ASSISTEDVERSUS
TRANSANALLOWANTERIORRESECTION:LONG-TERM
ONCOLOGICALRESULTSOFAPOPULATION-BASEDCOHORT
INEXPERIENCEDCENTERS

T. Burghgraef1,2, J. Hol3,4, M. Rutgers3, R. Crolla5, N. van Geloven 
6, R. Hompes3, J. Leijtens7, F. Polat8, A. Pronk9, A. Smits10, J. 
Tuynman11, E. Verdaasdonk12, P. Verheijen1, C. Sietses4 & E. 
Consten1,2

1Surgery, Meander Medical Center, Amersfoort, 2Surgery, University 
medical Center Groningen, Groningen, 3Surgery, Amsterdam UMC, 
location AMC, Amsterdam, 4Surgery, Hospital Gelderse Valei, Ede, 
5Surgery, Amphia Hospital, Breda, 6Surgery, Tergooi Hospital, 
Hilversum, 7Surgery, Laurentius Hospital, Roermond, 8Surgery, Cnisius 
Wilhelmina Hospital, Nijmegen, 9Surgery, Diakonessenhuis, Utrecht, 
10Surgery, St. Antonius Hospital, Nieuwegein, 11Surgery, Amsterdam 
UMC, location VUmc, Amsterdam, 12Surgery, Jeroen Bosch Hospital, 
Den Bosch, Netherlands

Aim: Laparoscopic, robot- assisted and transanal total mesorectal 
excision are the most used minimal invasive techniques for rectal 
cancer surgery. As data regarding long- term oncological results are 
lacking, we aimed to compare these three techniques while taking 
the learning curve into account.
Method: This retrospective population- based cohort included all pa-
tients that underwent a low anterior resection, performed in eleven 
dedicated centers between 2015– 2017 that completed the learning 
curve of the specific technique. The primary outcome was overall sur-
vival at three years of follow- up. Secondary outcomes included 3- year 
disease- free survival and 3- year local recurrence rate. Statistical analy-
sis was performed using Cox- regression.
Results: In total, 617 patients were included, 252 patients underwent 
a laparoscopic, 205 a robot- assisted and 160 patients a transanal 
low anterior resection. Oncological outcomes were equal between 
the three techniques. 3- year overall survival was 90.0% for laparo-
scopic, 90.4% for robot- assisted and 87.6% for transanal low anterior 
resection. 3- year disease- free survival was 77.8% for laparoscopic, 
75.8% for robot- assisted, and 78.8% for transanal low anterior re-
section. 3- year local recurrence rate was in 6.1%, 6.4% and 5.7% for 
laparoscopic, robot- assisted and transanal procedures respectively. 
Cox- regression did not show a significant difference between the 
techniques while taking into account confounders.
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Conclusion: Long- term oncological results are good and comparable 
between laparoscopic, robot- assisted and transanal total mesorectal 
technique in experienced centers. These techniques can safely be 
performed in experienced hands.
DisclosureofInterest: None declared

PO-226 | INTESTINALFAILURE:PARENTALNUTRITION,
CATHETERRELATEDSEPSIS&CHALLENGES

N. N. Ballanamada Appaiah1, K. Boyle2, D. Rogers3, J. Stewart3 & M. 
Baker4

1General Surgery, Basildon & Thurrock University Hospital NHS trust, 
Basildon, 2General Surgery, 3Gastroenterology, 4Nutrition Services, 
University Hospitals of Leicester -  NHS trust, Leicester, United Kingdom

Aim: To review the outcomes of the Leicestershire intestinal failure 
team (LIFT) service, particularly the indication and delivery mecha-
nisms of PN.
To review the catheter- related sepsis (CRS) rates and identify areas 
for improvement.
Method: The LIFT data from January 2016 to November 2017 was 
analysed retrospectively. Descriptive and inferential statistical anal-
ysis was carried out. Chi- square/ Fisher Exact tests were used to 
identify significance on categorical data and non- parametric settling 
was used for qualitative data analysis. P value of < 0.05 was consid-
ered significant.
Results: 365 patients were referred to LIFT from January 2016 
to November 2017. 58% patients had grade I intestinal failure. 
34% and 24% referrals were made by the colorectal and hepato- 
pancreato- biliary (HPB) units respectively. Gut rest (27%) and 
bowel obstruction (25%) were the most common indications for 
nutritional support. Duration of PN requirements varied greatly, 
but most patients (39%) patients required it for up to 7 days. Single 
lumen PICC line (64%) and cephalic vein (54%) were the most 
commonly used catheter and site of vascular access respectively. 
Successful initiation of enteral nutrition was the common indica-
tion for cessation of parenteral nutrition (PN) (64%). CRS was the 
biggest challenge for LIFT. Chronicity of IF and number of vascu-
lar catheters required to provide PN were significantly associated 
with rates of CRS.
Conclusion: LIFT provided nutritional support and PN to a large of 
number of patients with IF. CRS was found to be statistically signifi-
cantly associated with chronic IF and number of vascular access cath-
eters required to provide PN. The cost implication and morbidity of 
CRS could be analysed further to identify other ways to provide safer 
and cost- efficient parental nutrition for patients with intestinal failure.
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STUDY
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Öberg
Skåne University Hospital, Malmö, Sweden

Aim: Beyond total mesorectal excision (bTME) offers long term 
survival in patients with advanced pelvic malignancy. At Skåne 
University Hospital (SUS) Malmö, Sweden, Vertical Rectus 
Abdominis Musculocutaneous (VRAM) flap and Gluteal Maximus 
(GM) flap have been used for perineal reconstruction to promote 
healing and functional outcomes after great tissue loss. This study 
aims to examine 90- days overall and flap specific complications in 
patients with advanced pelvic cancer treated with bTME and per-
ineal flap reconstruction.
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Method: This retrospective study conducted at SUS, included pa-
tients undergoing surgery between January 1st, 2010 and August 
1st, 2016. Patients’ data was gathered through medical chart review. 
The Clavien- Dindo (CD) classification system was used to classify 
surgical and medical postoperative complications. Flap specific com-
plications were evaluated regardless of CD classification.
Results: One hundred five patients (51 men, 54 women) underwent 
bTME surgery with perineal reconstruction, using VRAM in 27 (26%) 
patients, GM in 51 (49%) patients and GM with vaginal reconstruction 
in 27 (26%) patients. Ninety- day mortality rate was 1 (1%), despite sur-
gical CD ≥ III and/or medical CD ≥ II complications affecting 50 (48%) 
patients. Partial perineal dehiscence was noted in 45 (43%) patients, 
mostly treated conservatively. At first out- patient visit (median 42 
days postoperatively) flap healing was complete in 47 (45%) patients.
Conclusion: bTME surgery in pelvic cancer patients with perineal 
flap reconstruction using VRAM or GM results in high overall and 
flap complication rates but low mortality. Most complications can be 
conservatively treated.
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SURGERY

S. Stelzner1,2, T. Heinze3, P. Mann1, G. Brown4, T. Kittner5,  
I. Gockel2, S. T. Mees1 & T. Wedel3
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General Hospital, Dresden, 2Department of Visceral, Transplant, 
Thoracic and Vascular Surgery, University Hospital of Leipzig, Leipzig, 
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Aim: In locally advanced or recurrent rectal carcinoma pelvic ex-
enteration including two or more pelvic compartments is often the 
only chance for cure. Based on MRI staging, a classification into 7 
pelvic compartments has been proposed. This study gives a system-
atic dissection- based anatomical account of these compartments.
Method: 10 (4 females) formalin fixed pelvic specimens were trimmed 
to the region of interest and systematically investigated according to 
the MRI- defined compartments. All dissection steps followed the surgi-
cal strategy of pelvic exenteration and were serially photodocumented
Results: All 7 pelvic compartments were scrutinized, including the 
(1) peritoneal reflexion (PR), (2) anterior above PR, (3) anterior below 
PR (male/female), (4) central, (5) lateral, (6) posterior, and (7) inferior 
compartments. The urinary bladder/prostate complex with the mem-
branous urethra, the lateral topography of the uterus, the ureter and 
neurovascular structures along the pelvic side wall, the lumbosacral 
plexus, and prerequisites for sacrectomy could be highlighted.
Conclusion: The proposed classification proved to be useful for 
a systematic description of pelvic anatomy related to surgical 

procedures beyond TME. It does not only allow for clear planning 
of exenterative procedures but also provides a pragmatic concept to 
approach and surgically address the complex anatomy of the pelvis.
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LYMPHNODEYIELDANDTHERELATIONSHIPBETWEEN
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S. Conroy, M. Taylor & E. Courtney
General Surgical Department, Royal United Hospital, Bath, United 
Kingdom

Aim: The aim of this study was to assess the oncological outcomes 
of patients undergoing a right hemicolectomy (RH) for colonic ad-
enocarcinoma in our institution over an 8 year period. We aimed 
to investigate both impact of surgical technique in the influence of 
lymph node (LN) yield and the impact of extramural vascular inva-
sion (EMVI) on overall survival.
Method: Data for all patients who underwent an elective or emer-
gency RH between January 2013 and June 2021 was collected for 
this single centre retrospective study. Primary outcomes were num-
ber of harvested LN, presence of EMVI and cancer related survival. 
Non- parametric statistical analysis was performed using Statistical 
Package for the Social Sciences (SPSS version 28) software.
Results: 471 patients underwent a RH for colon cancer with cu-
rative intent from 2013– 2021. EMVI was present in 194 tumours 
(41%). Mean LN yield was significantly higher in both the complete 
mesocolic excision group (mean LN:40.2) and extended RH group 
(mean LN:28.8) vs standard RH group (mean LN:22.9) P < 0.001. 
LN yield was significantly more when the right branch of middle 
colic artery (RMCA) was divided (mean LN yield:27.9 vs 22.3 when 
RMCA intact) P < 0.001. 440 patients (ie operations from 2013– 
2020) were included in the survival analysis by EMVI and by divi-
sion of RMCA within nodal stages 0– 2. Survival analysis showed 
significantly reduced cancer related survival in patients whose tu-
mours had EMVI (P < 0.001, log rank analysis). Sub- group analy-
sis by nodal stage showed no significant impact on survival if the 
RMCA was divided within any of the nodal stages 0– 2 (P = 0.275, 
log rank analysis).
Conclusion: Surgical technique with extent of vascular ligation 
clearly impacts LN yield but didn’t show effect on survival in this co-
hort of patients. The presence of EMVI significantly reduced cancer 
related survival. Accurate detection of EMVI is important to allow 
patients to be offered adjuvant chemotherapy to reduce the risk of 
systemic relapse and mortality.
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PO-231 | EFFERENTLOOPSTIMULATIONBEFORE
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Aim: Neoadjuvant treatment for rectal cancer has increased sphinter- 
sparing surgery and, consequently, the number of colorectal anasto-
moses. Performing a protective ileostomy (PI) helps prevent some of 
the anastomotic- related complications, such as leak or dehiscence, 
but needs for a second stage surgery for its closure, which is not 
exempt of complications. There is controversy regarding different 
methods to prevent said risks such as efferent loop stimulation (ELS), 
which has reported good results.
The objective of this study is to compare the results of the PI closure 
after ELS with the classic closure procedure (NELS).
Method: Prospective, single- center, observational, descriptive 
and comparative study of a sample of 86 patients who underwent 
low anterior resection (LAR) followed by PI from 2013 to 2018. 
Comparative analysis in terms of complications and stratified analy-
sis in relation to several pre- existing risk factors. All data were ana-
lysed with Stata 13.1.
Results: We report results of 65 men (75'6%) and 21 women 
(24'4%) with a mean age of 67'6 years (+/-  11'8). 80'2% of them 
were ASA II with a mean BMI of 27'1 (+/-  5). No differences were 
found between the 2 groups except in the prevalence of diabetes 
mellitus II (DM II), more prevalent in the ELS group. We found a 
statistically significant lower incidence of ileus in the ELS group 
(P = 0.03). Moreover, we found an earlier oral tolerance and an 

earlier reappearance of bowel movements (P = 0.001, P = 0.006, 
respectively). Finally, we report shorter inpatient days in the ELS 
group (P = 0.02). In terms of complications, we didn't find statis-
tically significant differences. Regression analysis did not report 
other risk factors for the appearance of ileus, besides the absence 
of stimulation.
Conclusion: ELS is a safe and simple technique than can help prevent 
postoperative ileus in IP closure surgery, with a considerable reduc-
tion in hospital stay.
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Aim: Surgical management of malignant acute left- sided colonic ob-
struction is a major procedure. The presence of a proximal distended 
colon with liquid faces requires performing an ostomy in 40 to 65% of 
cases. In case of uncomplicated obstructive tumor of the splenic flexure 
(TSF), there is still a debate regarding the most appropriate surgery to be 
performed. The aim of this study was to compare the operative, histo-
logical and survival characteristics of the different possible procedures.
Method: Between 2000 and 2015, 2325 patients were treated 
for obstructive colon cancer in French surgical centers, members 
of the French National Surgical Association (AFC). Of these cases, 
198 underwent surgery for TSF without ischemia nor peritonitis and 
were retrospectively analyzed. The primary endpoint was 12- month 
stoma- free survival.
Results: Four procedures were performed: proximal diverting stoma 
(PDS, 39%, n = 77), splenic flexure colectomy (SFC, 39%, n = 77), sub-
total colectomy (STC, 17%, n = 34) and left hemicolectomy (LHC, 5%, 
n = 10). All patients treated with LHC underwent a Hartmann’s pro-
cedure. Overall, 123 of 198 patients (62%) had a stoma constructed 
during the first- stage procedure. There was no significant difference 
between the different groups in terms of postoperative mortality, 
morbidity, medical and surgical complications. The initial hospital 
stay was significantly longer after PDS. The length of specimen, 
longitudinal resection margin and number of lymph nodes retrieved 
were significantly longer in the STC group. There was no difference 
in overall survival and disease- free survival. The 12- month stoma- 
free survival was significantly lower after LHC (62%) in comparison 
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with the three other groups (PDS: 83%; SFC: 96%; STC: 95%, P < 
0.0001). At the end of follow- up, 50% of patients who underwent a 
LHC were considered to have a permanent stoma with a Hartmann’s 
procedure.
Conclusion: LHC should not be performed in case of an uncompli-
cated obstructive TSF, due to the high rate of permanent stoma.
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DETECTIONOFANASTOMOTICLEAKAGE

I. H. Ozata, E. Bozkurt, S. Sucu, S. N. Karahan, E. Özoran, O. 
Ağcaoğlu, E. Balık & D. Buğra
General Surgery, KOC University Hospital, Istanbul, Turkey

Aim: This study aims to find a novel scoring system to detect anas-
tomotic leak after colorectal surgery using inflammatory and nutri-
tional indicators. Our purpose was to analyze the diagnostic accuracy 
of leak score (CRP POD3/(CRP POD1*PREOPERATIVE ALBUMIN)) 
in predicting postoperative complications.
Method: Colorectal cancer patients, who underwent curative surgery 
in Koc University Hospital between 2014 and 2018 were included in 
our retrospective study. Patients were categorized into two groups de-
pending on the presence of anastomotic leak and compared in terms 
of preoperative albumin levels, CRP levels in postoperative day 1 and 
day 3, anastomotic leak rates, length of hospital stay and CRP quo-
tient which is calculated by dividing POD 3 CRP level to POD 1 CRP 
level. Leak score is calculated dividing CRP quotient by preoperative 
albumin. Predictive value of leak score, CRP quotient and preoperative 
albumin levels in estimating anastomotic leak was analyzed using inde-
pendent sample Kruskal- Willis test and accuracy testing was done by 
an area under the curve analysis using receiver operated characteristic 
curves. A cut- off value for the leak score was calculated.
Results: A total of 185 patients were included in our study. Leak 
score, CRP POD 3 to 1 ratio and preoperative albumin levels were 
found to successfully detect anastomotic leakage (P < 0.01 for all). 
Area under the curve for the leak score, CRP POD 3 to 1 ratio and 
preoperative albumin level were calculated as 0.795, 0.735 and 0.197 
respectively. With 75% sensitivity and specificity, cut- off value of 
leak score was 78. Patients with a leak score > 78 were found to have 
significantly higher anastomotic leak rates (P < 0.01).
Conclusion: Leak score can be a valuable diagnostic tool to detect 
patients at risk for anastomotic leakage after colorectal surgery. 
Prediction of anastomotic leak sooner might be helpful in avoiding 
unwanted complication and might prevent morbidity, mortality and 
associated cost.
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Aim: To analyse whether there is a relationship between the disease- 
free interval and the administration of adjuvant chemotherapy in pa-
tients with complete tumour regression with rectal cancer (pT0N0).
Method: Retrospective study. All patients operated on for locally 
advanced rectal carcinoma between January 2004 and December 
2019 were collected in a database. Inclusion criteria were: neoad-
juvant treatment with chemoradiotherapy, total mesorectal exci-
sion and histological complete regression (pT0N0). Exclusion criteria 
were: emergency surgery, distant metastatic disease at the time of 
diagnosis or the presence of pathological lymphadenopathies in the 
surgical specimen (pT0N1). The following variables were studied and 
analysed: age, sex, location (head, body, tail), form of presentation, 
grade, stage, type of intervention, complications according to the 
Clavien- Dindo classification, and survival. The data were tabulated 
and analysed using the IBM SPSS Statisticâ version 25 statistical 
program. In the case of categorical variables, the proportion of each 
variable with respect to the total number of patients was calculated. 
For the quantitative variables, the mean and standard deviation 
were studied. For the statistical calculation, the t student for inde-
pendent samples was used.
Results: During this period 224 patients were treated, of whom only 
32 showed complete regression (pT0N0). Of these, 17 patients re-
ceived chemotherapy according to the stage prior to neoadjuvant 
treatment, based on the XELOX schedule. Six recurrences with 
subsequent exitus were described during follow- up, three in each 
group. (OR:1.13;(0.19– 6.4)95%CI;P = 0.888. The median (months) 
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disease- free interval of the group that received chemotherapy was 
89.8±46.5 months while the rest was 100.7±67.4 months. (P = 0.59 
(- 52.4– 30.4)95%CI).
Conclusion: Despite postoperative chemotherapy, no significant in-
crease in disease- free- interval was observed in patients with com-
plete regression (pT0N0).
References:
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RD. Influence of complete administration of adjuvant chemother-
apy cycles on overall and disease- free survival in locally advanced 
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Aim: Intraoperative rectal washout in rectal cancer surgery is per-
formed to reduce the risk of local recurrence by elimination of exfoli-
ated intraluminal cancer cells. Rectal washout in abdominoperineal 
resection has not been studied. This study aims to assess the onco-
logical outcome after rectal washout in abdominoperineal resection 
for rectal cancer and to find evidence if rectal washout should be 
performed or not.
Method: All patients registered in the Swedish Colorectal Cancer 
Registry treated with elective R0 abdominoperineal resection for 
TNM stage I- III rectal cancer during 2007– 2013 were included. 
Multivariable analysis was performed.
Results: No differences were shown between the rectal washout 
group and no rectal washout group in rates of local recurrence 
[10/265 (3.8%) vs 87/2160 (4.0%), p = 0.84], distant metastasis 
[51/265 (19.2%) vs 476/2160 (22.0%), P = 0.29] and overall recur-
rence [53/265 (20.0%) vs 505/2160 (23.4%), P = 0.21]. In multivari-
able analysis, rectal washout did not impact the oncological outcome 
in terms of local recurrence, distant metastasis, overall recurrence 
and 5- year overall and relative survival.
Conclusion: Our results do not support routine rectal washout in 
abdominoperineal resection to improve the oncological outcome. 
Rectal washout in abdominoperineal resection may be important 
in other aspects. Further studies are needed to investigate the 

importance of rectal washout in rectal cancer surgery. Uniform 
guidelines on how to perform rectal washout are warranted.
DisclosureofInterest: None declared
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ASSESSMENTANDTREATMENTOFLATERALLYMPHNODES
INLOWRECTALCANCER:ASURVEYAMONGCOLORECTAL
SURGEONSINTHENETHERLANDS

S. Hazen1, T. Sluckin1, G. Beets2, R. Hompes1, P. Tanis1 &  
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Aim: The presence of lateral lymph nodes (LLNs) in patients with rec-
tal cancer is not always acknowledged by the multidisciplinary team 
or treated in a standardized manner and (inter)national guidelines 
concerning this topic are lacking. This study evaluated the current 
practices regarding the assessment and treatment of LLNs in rectal 
cancer patients based on a survey among Dutch colorectal surgeons.
Method: An online survey was sent to members of the Dutch 
Association of Coloproctology (WCP). The survey consisted of 16 
questions addressing their views on diagnosis, restaging, and treat-
ment approaches for suspicious LLNs.
Results: A total of 62 surgeons from 50 Dutch hospitals responded. 
For patients with a distal cT3/T4 rectal tumor; lateral lymph node com-
partments were only routinely discussed during multidisciplinary meet-
ings in nine hospitals (18%). When defining a suspicious LLN; the size 
threshold varied from > 3 to > 10 mm (median 7, SD 2) and MRI- based 
malignant features were mentioned by 29 surgeons (47%). Surgeons 
stated eight different treatment strategies as their designated treat-
ment of suspicious LLNs. A total of 33 surgeons (53%) would add a 
radiotherapy boost to the neoadjuvant treatment. In cases of surgical 
resection of the LLN; 12 surgeons (19%) would choose to remove the 
suspicious LLN by ‘node- picking’, of which 11 surgeons (18%) would 
base their decision on the response on the restaging MRI and one 
surgeon (1%) on the primary MRI. Furthermore, 44 surgeons (71%) 
would choose to perform a lateral lymph node dissection, of which 
40 surgeons (65%) would base this decision on the restaging MRI and 
four surgeons (6%) would base their decision on the primary MRI. Six 
surgeons (10%) would not surgically remove the suspicious LLN at all.
Conclusion: These results highlight the variation present in the 
awareness of LLNs, the different definitions which are used and the 
existence of various treatment approaches. International guidelines 
based on further research are warranted.
DisclosureofInterest: None declared
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Aim: The aim of this Quality Improvement project was to assess the 
rates of iron deficiency anaemia pre- operatively in patients under-
going elective resection for colorectal cancer and whether their Hb 
was optimised with iron replacement before their procedures.
Method: We identified 262 patients with colorectal cancer who had 
undergone elective surgeries between June 2018 and June 2019 
and using the electronic system Trakcare we looked at iron levels at 
3 distinct points: diagnosis of malignancy, post intervention (either 
oral or IV iron replacement) and pre- operatively. Our primary out-
come was to assess the rates of anaemia in patients with colorectal 
cancer and our secondary outcome to assess Hb levels pre and post 
iron replacement
therapy.
Results: Of the 262 patients who underwent elective resections, 
we found 83 (31%) to be anaemic according to the WHO defini-
tion of anaemia ( < 120g/l in females and < 130g/l in males)1. Of 
these patients, 40 (15%) were given oral iron replacement, 4(1.5%) 
were given iron transfusion and 7 (2.6%) had a blood transfusion 
pre- operatively. Of the patients who received oral iron, 7.5% were 
identified as having severe anaemia ( < 70g/l) compared to 50% of 
the patients who received IV iron. The mean Hb in patients who 
received IV iron was increased by 16.25g/l compared to 7.78g/l in 
patients who were given oral iron replacement.
Conclusion: In our institution, many patients with preoperative iron 
deficiency anaemia are not receiving adequate iron replacement 
prior to their operations. Therefore, we have instituted a pathway 
for patients with a new diagnosis of colorectal cancer to check their 
haematinics prior to MDT discussion and to refer to our newly estab-
lished IV iron transfusion clinic run by a consultant anaesthetist. By 
optimising the pre- operative HB with IV iron, we are looking forward 
to optimising post- op recovery and improving the overall outcomes.
Reference:
1. Haemoglobin concentrations for the diagnosis of anaemia and as-
sessment of severity, WHO 2011
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Aim: Our purpose was to investigate the potential role of albumin in 
comparison with C- reactive protein (CRP) as a predictive marker of 
postoperative complications in colorectal surgery.
Method: Adult patients who underwent elective colorectal surgery 
between January 2019 and December 2020 were eligible. Serum 
levels of albumin and CRP were measured preoperatively and on the 
first 4 postoperative days. Univariate analysis was performed to as-
sess the association of albumin and CRP with postoperative compli-
cations. Receiver operating characteristic curve analysis and Youden 
test were used to determine acuity and predictive cut- off values.
Results: Ninety- three patients were included. A CRP cut- off of 83.4 
mg/dL on postoperative day (POD) 4 was the best predictor of post-
operative complications (P < 0.001; AUC 0.83, 70% sensitivity, 91% 
specificity). Major complications were strongly correlated with ΔAlb 
on POD 2, 3 and 4 (P < 0.001), with a ΔAlb cut- off of 27.4% on POD 
2 showing the strongest association with this outcome (AUC 0.834, 
83% sensitivity, 90% specificity). Regarding anastomotic leak, CRP 
on POD 3 showed better predictive values (P = 0.037; AUC 0.792) 
with a cut- off value of 88.7 mg/dL (100% sensitivity, 52% specificity).
Conclusion: Herein, the authors demonstrate there is a role for albu-
min, as an earlier and sensitive marker, to predict major postopera-
tive complications in colorectal surgery. This analysis may be further 
applied to aid in the early identification of significant causes of re- 
operation and long- term morbimortality.
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Aim: The introduction of screening programs and the increasing use 
of colonoscopy has improved detection of early colorectal cancer 
(ECC). The fact that there is not a established consensus for ECC 
treatment along with the current trend towards organ preserva-
tion makes conservative strategies to be considered. The aim of this 
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study was to know if it is feasible to avoid segmental resections in 
ECC.
Method: We performed a retrospective cohort analysis of patients 
with ECC (pT1) over 2- year period (July 2018- June 2020). Patients 
were stratified in low, intermediate and high risk based on sixth 
factors: differentiation grade, tumor size, parietal infiltration, lym-
phatic/vascular invasion, tumor budding and affection of resection 
margins.
Results: A total of 59 patients (7 low risk, 16 intermediate risk and 
36 high risk) were included in the study. Low- risk patients went on 
clinical follow- up in all cases. Eight patients from intermediate- risk 
group were managed conservatively, 3 went to TAMIS procedure 
and 5 underwent primary surgical resection. Of the 36 high- risk pa-
tients, in 18 of the cases, clinical follow- up was carried out due to 
comorbidities or by decision of the patient. TAMIS was performed 
in 4 cases and radical surgery was performed in 14 patients. Among 
those who endoscopic excision was the definitive treatment no can-
cer progression or recurrence was detected (follow- up median 25 
months +/-  9.5). In the case of patients underwent primary surgical 
resection, a 26,3% had residual tumor (3 pT1, 1 pT2, 1 pT3), 15,7% 
had affected lymph nodes (2 N1, 2 N2) and 3 required adjuvant ther-
apy. Postoperative follow- up of the patients was performed (median 
17,5 months +/-  7.3) without detecting progression or subsequent 
recurrences.
Conclusion: Organ preservation appears to be a safe strategy in pa-
tients with ECC, after individualized risk estimation, assessment by a 
multidisciplinary team and in accordance with patient wishes.
DisclosureofInterest: None declared
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Aim: Folate metabolism is important for maintaining genome stabil-
ity due to its role in DNA synthesis, repair, and methylation (Levin 
and Varga 2016). The C677T (rs1801133) polymorphism in exon 4 
of the MTHFR gene replaces an alanine to valine amino acid in a 
codon 222 (Haghighi and others 2009). This change affects the ac-
tive site of the enzyme and reduces enzyme activity. Several studies 
have reported a controversial association between MTHFR C677T 
gene polymorphism and colorectal cancer risk among different 
populations (Guerreiro and others 2008). We evaluated MTHFR 
gene C677T polymorphisms in patients with colorectal cancer in a 
population- based case- control study in the Azerbaijan population 
for the first time.
Method: The genomic DNA of 155 patients with CRC and 155 
healthy controls was isolated according to manufacturer instructions. 

Genotyping was performed by polymerase chain reaction- restriction 
fragment length polymorphism (PCR- RFLP) to determine the fre-
quency of the MTHFR C677T polymorphisms.
Results: The frequencies of the CC, CT, and TT genotypes of MTHFR 
(C677T) were 54%, 37%, and 9% in the patients with CRC and 65%, 
29%, and 6% in the healthy control, respectively. Heterozygote CT 
(OR = 1.422, 95%CI = 0.883– 2.289, P = 0.147) and homozygous mu-
tant TT (OR = 1.440, 95% CI = 0.619– 3.348, P = 0.395) genotypes 
were more frequent in CRC patients compared to controls. The fre-
quency of the T allele was 27.4% (OR = 1.424, 95% CI = 0.983– 2.062, 
P = 0.061) in the patients.
Conclusion: We have observed that individuals who had MTHFR 
C677T C/T genotypes were at an increased risk of developing CRC. 
We found no obvious association between recessive and dominant 
genetic comparison models and CRC. There was also no association 
between genotypes of MTHFR C677T and the tumor grade and 
stage.
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Aim: We aimed to describe implementation of technical surgical and 
combined peri- operative care protocols in an effort to reduce vari-
ability, decrease the risk of anastomotic leakage, and improve other 
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secondary outcomes for rectal cancer patients undergoing robot- 
assisted restorative rectal resection (RRR).
Method: We evaluated rectal cancer patients undergoing intended 
minimal invasive RRR at Aarhus University Hospital between 2017 
and 2020. Six standardized surgical steps (the “Delaney- package”) 
directed to improve anastomotic healing were mandatory for all 
RRR. Additional changes were made during the period with prohibi-
tion of dexamethasone and limiting the use of endoscopic stapling 
technique.
Results: The use of the full Delaney- package, including all six surgi-
cal steps, increased from 40.3% (95% CI, 0.28– 0.54) to 86.2% (95% 
CI, 0.68– 0.95). The risk of AL decreased from 21.0% (95% CI, 0.12– 
0.33) to 6.9% (95% CI, 0.01– 0.23). The mean length of hospital stay 
decreased from 8.9 days (range 2– 50) to 6.6 days (range 2– 26). The 
readmission rate decreased from 21.0% (95% CI, 0.12– 0.33) to 6.9% 
(95% CI, 0.01– 0.23).
Conclusion: The full Delaney- package was effectively implemented 
for rectal cancer patients undergoing robot- assisted RRR. The risk 
of AL, length of hospital stay and number of patients readmitted de-
creased during the study period. A team focus on high- reliability and 
peri- operative complications can improve patient outcomes.
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Aim: Metastatic anal squamous cell carcinoma (SCC) is associated 
with a poor prognosis. Mainstay of treatment for distant metastases 
is systemic chemotherapy, with little evidence for surgical resection. 
This review aims to review survival outcomes of resection for anal 
SCC liver metastases.
Method: This systematic review is reported according to PRISMA 
statement and pre- registered with the Propsero database 
CRD42021242289. A search of Medline, Embase, Cochrane and 
Pubmed was undertaken. Search terms included anal squamous 
cell carcinoma, liver resection, metastasectomy, and hepatectomy. 
Articles were included if they reported disease free and overall sur-
vival outcomes in patients treated surgically with curative intent for 
anal SCC liver metastases. Data extraction was performed by two 
authors using predefined data fields. Primary outcome was disease 
free survival. Secondary outcomes included overall survival and 
quality of life measures.
Results: A total of eight papers were included; six of which were 
case reports, one case series and one cohort study. These studies 
included an overall total of 37 patients. There was heterogeneity in 
the reporting of outcomes measures across all the studies. In 10 pa-
tients across seven studies, median disease free survival was 13.5 
months and median overall survival of 23.5 months. A further study 

which reported on 27 patients did not allow extraction of raw num-
bers, but described a median disease free survival of 9.6 months and 
a 5 year overall survival of 22.9%. No studies reported quality of life 
measures.
Conclusion: There is limited evidence for survival outcomes follow-
ing liver metastectomy for anal squamous cell carcinoma, however 
the included studies show the prognosis is poor. This information 
may be useful when counselling patients for potential liver resection 
for potentially curative metastatic disease. Further collaborative 
studies are recommended to incorporate larger numbers of patients.
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Aim: There are fewer studies on the surgical management of trans-
verse colon cancer (TCC), as many key trials excluded TCC. This 
study aims to evaluate clinical and long- term oncological outcomes 
comparing open, laparoscopic and robotic TCC resections.
Method: Consecutive patients who underwent elective surgery be-
tween May 2013 and January 2020 for TCC were included. Data 
is kept on an ethics approved prospective database. Primary out-
come was represented by the overall (OS) and disease- free survival 
(DFS). Secondary outcomes included postoperative complications, 
operative time, length of stay (LOS) and lymph node harvest (LNH). 
Statistical analysis was corrected for age and tumour localization.
Results: 204 patients (36 robotic, 52 open and 116 laparoscopic re-
sections) were recruited in this study. Operative time was signifi-
cantly shorter in robotic vs laparoscopic procedures (195 vs 230 min, 
P = 0.02) and LOS was shorter in robotic vs laparoscopic and open 
group (7 vs 8 vs 15 days, P < 0.001). There was no difference in over-
all complications. There were 4 conversions during laparoscopic pro-
cedures. Oncologically, R0 resections were similar; LNH was highest 
in the robotic group vs. laparoscopic or open (32 vs. 29 vs. 22, P = 
0.001). Five- year OS was 97%, 84% and 62% (P < 0.001) and 5- year 
DFS was 91%, 78% and 60% (P = 0.002) for robotic, laparoscopic and 
open groups respectively.
Conclusion: Minimally invasive surgery for TCC is safe and offers 
good long- term outcomes. Robotic resection is associated with sig-
nificantly shorter operating times, higher LNH, lower conversion 
rate and does not increase morbidity. Difference in long- term DFS 
and OS should be further explored in a comparative study on a larger 
cohort.
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Aim: The incidence of colorectal cancer in young adults is increas-
ing worldwide and is associated with a more aggressive pattern on 
disease. This has implications on treatment options and prognosis, 
particularly in young adults presenting with rectal cancer (yRC). The 
aim of our study was to assess the tumor response following neo-
adjuvant treatment in yRC compared to the older patients as a sur-
rogate marker of disease biology.
Method: A monocentric cohort study was undertaken including all 
adult patients (aged 18– 80) with non- metastatic middle third and 
lower third rectal cancer requiring neoadjuvant treatment between 
2005 and 2019. Patients were defined as yRC if they were age < 50 
at time of diagnosis. The composite primary end- point was patho-
logical complete (CR) and near- complete response (nCR). Secondary 
end- points were long- term oncological outcomes.
Results: 783 patients were included; with 114 patients were defined 
as yRC. Clinical, oncological and surgical data were comparable be-
tween yRC and older patients. There were no differences between 
neoadjuvant regimens used; with induction chemotherapy used in 
22% and 16%, respectively. Pathological CR and nCR were achieved 
in 23% vs. 27% (P = 0.326). Younger patients were more likely to have 
distant recurrence at 5 years (26% vs. 18%, P = 0.05).
Conclusion: This study is the largest serie focused on the tumor 
response in yRC which is becoming a major concern in colorectal 
oncology. Our results suggest that there is no difference in tumour 
response rates to neoadjuvant treatment between young and older 
patients. However, the higher rate of distant metastases warrants 
further investigation.
DisclosureofInterest: None declared

PO-245 | COMPONENTBASEDTRAININGINROBOTICTME
SURGERY:APILOTSTUDY

D. Harji, N. Aldajani, T. Cauvin, A. Chauvet & Q. Denost
Colorectal Surgery, CHU de Bordeaux, Bordeaux, France

Aim: The widespread adoption of robotic total mesorectal exci-
sion (TME) for rectal cancer has been driven through the delivery 
of standardised training programs for established surgeons. There is 
now increasing interest in training robotic novice surgeons. The aims 
of our study were to assess the feasibility of delivering a structured, 
component- based, training curriculum to surgical trainees and to as-
sess whether dual robotic trainining can be achieved.
Method: A prospective pilot study was undertaken between January 
2021 and April 2021. A training pathway was designed based on the 
recommendations from European Assoication of Robotic Colorectal 
Surgery. Two trainees were trained per each robotic case based on 
prior experience, training grade and skills- set.
All trainees were assessed using the Global Evaluative Assessment 
of Robotic Skills (GEARS) score to assess overall robotic profi-
ciency and EARCS Global Assessment Score (GAS) forms to assess 
procedure- specific proficiency.
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Results: Three trainees participated; performing 52 combined TME 
resections. Key components of all TME operations were performed 
by the trainees, including 49 (94.2%) IMA division, 37 (71.1%) IMV 
ligation, 38 (73.0%) lateral mobilisation, was 32 (94.1%) splenic flex-
ure mobilisations and 47 (90.4%) TME.
Median operating time was 276 minutes. The conversation rate was 
1.9%. There were no intra- operative complications. Post- operative 
complication rate was 21.1% and median length of stay of 7 days.
The GEARS score improved from a mean overall baseline score of 
17.3 (95% CI 15.1 –  1.4) a mean score of 23.8 (95% CI 21.6 –  25.9), 
P = 0.003, at the end of the pilot. The GAS scores improved incre-
mentally for all trainees at each candidate assessment (P < 0.001).
Conclusion: Employing a component- based approach to training in 
robotic TME surgery is safe and feasible and can be used to train 
multiple trainees of differing grades simultaneously, whilst maintain-
ing high quality clinical outcomes.
DisclosureofInterest: None declared

PO-246 | ONCOLOGICALOUTCOMESOFANASTOMOTIC
LEAKAGEAFTERRECTALSURGERY

F. Carannante1, G. Costa2, G. Bianco1, M. Caricato1 &  
G. T. Capolupo1

1Colorectal Surgery Unit, 2General Surgery Unit, Campus Bio- Medico 
University of Rome, Roma, Italy

Aim: Anastomotic leakage is one of the most feared and frequent 
complication of rectal surgery and is effect on oncological outcomes 
is still not clear. We try to determine the relevance of anastomotic 
leakage on oncological outcomes after rectal surgery.
Method: We studied retrospectively all patients who underwent 
TME for rectal adenocarcinoma with curative intent from 2011 to 
2018 by Colorectal Surgery Unit of Campus Bio- Medico University 
of Rome. Anastomotic leakage was defined by clinical symptoms, 
laboratory examination and CT scan.
Results: Of a total of 135 patients, 19 were excluded and anas-
tomotic leakage was observed in 24 (21% per cent). After a mean 
follow- up of 36 months, local recurrence was observed in 7 pa-
tients (5.18% per cent). Statistical analysis identified one inde-
pendent risk factors for reduced local recurrence- free survival 
(LRFS) that is anastomotic leakage (P = 0.002) Other interesting 
finding is the statistically significant correlation between anas-
tomotic leakage and pN+ (P = 0.05). Furthermore, correlation 
between anastomotic leakage and pT4a category (P = 0.009) is 
statistically significant but its correlation with pTb category in not 
significant (P = 0.07).
Conclusion: We found a statistically significant correlation between 
anastomotic leakage, disease local recurrence, pN+ and pTa cat-
egory, in patients underwent to rectal surgery for adenocarcinoma.
Reference:
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PATIENT

A. Chandio, M. Chandio, R. Asirvatham, A. Rai & K. Brown
Colorectal Surgery, Luton & Dunstable University Hospital, Luton, 
United Kingdom

Aim: To evaluate outcome of patients diagnosed with Colorectal 
cancer in patients aged 80 years and over
Method: Retrospective study of all patients 80 years and above man-
aged with colorectal cancer at the Luton and Dunstable University 
Hospital UK from January 2015 through December 2019. Data were 
retrieved by detailed review of the hospital case notes on ICE and 
Evolve Parameters recorded: age, gender, presentation, stage of the 
disease, MDT discussion, intervention, and outcome. Tumour loca-
tions were classified as the right colon, left colon and rectum.
Results: 278 patients were diagnosed with colorectal cancer, Male 
(143) Female (135) ratio 1:1.05. The mean age of 85.44 years 54.31% 
patients underwent surgical intervention.36.69% patients deemed 
unsuitable for resection surgery were treated with best supportive 
care. ASA grade 57.19% patients were in grade III, 24.10% grade II 
and 12.23% grade 4. In the Right colon subset of patients there was a 
total of 43.16% patients 70 Female and 50 Male, In 38.48% patients 
with Left Colon cancer there were 64 Male and 43 Female. Of 17.26% 
Rectal cancer patients there were 25 Male and 23 Female.15.10% 
had complications after surgery.46.40% patients died during the 
study period. Incidence of colorectal cancer was greater for cancers 
of the left side of colon than right colon. (55.75% vs 43.16%).
Conclusion: Age on its own would not be taken as for less aggressive 
therapy; Careful assessment of the patient taking into considera-
tion comorbidities, functional status and patient wishes are essen-
tial in decision making and choosing appropriate management plan. 
Curative surgery for colorectal carcinoma in the geriatric patients 
are well tolerated. Management of comorbidities preceding surgery 
may impact postoperative outcome.
References:
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2014;348:g1614.
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Aim: To investigate the effects of frailty on post- op mortality fol-
lowing emergency colorectal cancer surgery on short-  and medium- 
term outcome.
Method: Data of patients who underwent emergency colorectal 
cancer operations between January 2013 and December 2016 was 
reviewed retrospectively. Collected data included demographic 
and operative data, clinical frailty scale (CFS), Charlson comorbidity 
index (CCI) and causes of death. Follow- up data was for a minimum 
of 3 years.
Results: Three- hundred and eight patients (median age 72, range 
18– 100 years) underwent emergency colorectal cancer surgery. Of 
the surgeries performed 173(56.2%) were with curative intent, and 
119(38.6%) were palliative; 75(24.4%) patients had metastatic can-
cer at the time of emergency surgery. There were 78(25.3%) patients 
defined as vulnerable(CFS ≥4), while 119(38.6%) were comorbid(CCI 
of ≥8).
Thirty- day mortality was 4.2% (13 patients) and further 13 patients 
died within 90 days (8.4%). By 1 year 73(23.7%) patients had died, 
and by 3 years 154(50.0%) patients died. Deaths up to 90 days were 
largely attributed to infection(13), however metastasis was the 
dominant cause of death by 1 year(43) and 3 years(98). Vulnerable 
patients, compared to those of CFS≤3(well managed) had higher 3- 
year mortality rate(61.5% vs 46.1%, P = 0.018349) 1- year mortality 
rate(37.2% vs 19.1%, P = 0.0012) and 90- day mortality rate(17.9% 
vs 5.2%, P = 0.0005), while 30- day mortality differences were insig-
nificant (P = 0.27). More comorbid patients(CCI≥8) had higher 3- year 
mortality rate(76.5% vs 33.3%, P < 0.00001), 1- year mortality rate 

(40.3% vs 13.2%, P = 0.0001) and 90- day mortality rate (14.3% vs 
4.8%, P = 0.0034) but no such difference was seen in 30- day mortal-
ity (P = 0.25).
Conclusion: Frail and comorbid patients survive the first 30 days 
after emergency operation, but are significantly more at risk of dying 
at 90 days, 1 year and 3 years. At medium term, most deaths are due 
to metastasis.
DisclosureofInterest: None declared
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S. S. F. S. F. Hon1, F. Kaori1, J. F. Y. Lee1, W. W. Leung1, H. Y. Hung2 
& S. S. M. Ng1

1Surgery, 2Diagnostic Imaging and Interventional Radiology, Prince of 
Wales Hospital, Hong Kong, China

Aim: Lateral pelvic lymph node metastasis in adenocarcinoma of 
rectum is defined as distant metastasis traditionally. Lateral pelvic 
LN dissection is not conventionally done in our locality. The current 
study aims review the lateral pelvic LN recurrence in patient with 
locally advanced rectal cancer which were treated with long course 
CRT followed by standard TME surgery alone.
Method: All patient with locally advanced rectal cancers were 
seen by multi- disciplinary team. They were given long course neo- 
adjuvant CRT followed by total mesorectal excision surgery with 
sphincter preservation or abdominoperineal resection. All patients 
were regularly followed up for recurrence and their information was 
collected prospectively.
Results: From March 2014 to Jan 2020, 88 patients with non- 
metastatic locally advanced rectal cancer treated with neoadjuvant 
CRT followed by curative surgery were included. The median follow-
 up was 37.7 months. 20 out 88 patients had enlarged lateral pelvic 
LN (short axis > = 5mm) on primary staging MRI. 9 of the 20 patients 
had persistent LN after CRT.
8 of 20 (38.1%) patients with persistent LN had recurrence. One was 
solitary pelvic LN, 2 were pelvic LN and systemic, 3 were systemic 
and 2 were local recurrence.
Among the 12 patients with PLN resolved after CRT, there was no 
PLN recurrence, 1 systemic recurrence and 2 local recurrence.
Among the 68 patients who had no PLN at presentation, no one de-
veloped PLN after CRT and there is no PLN recurrence detected. 
There were 13 systemic recurrences.
Conclusion: CRT can effectively control metastatic PLN. Routine 
pelvic LN dissection after long course CRT is not indicated. Further 
study with larger sample size is required for formal statistical analy-
sis and to determine the benefit of lateral PLN for persistent LN after 
CRT.
DisclosureofInterest: None declared

https://doi.org/10.3322/caac.21262
https://doi.org/10.1093/annonc/mds236
https://doi.org/10.1093/annonc/mds236


124  |    E-POSTERSABSTRACT

PO-250 | SECOND-GENERATIONCOLONCAPSULE
ENDOSCOPYFORDETECTIONOFCOLORECTALPOLYPS:
SYSTEMATICREVIEW

S. Alihosseini1, A. Sabermahany2 & A. Aryankhesal3
1Thinktank officer, Iran University of Medical Sciences, Tehran, 
2Student Research Committee, Kerman University of Medical Sciences, 
Kerman, 3Department of Health Services Management, School of 
Health Management and Information Sciences, Iran University of 
Medical Sciences, Tehran, Islamic Republic of Iran

Aim: Colorectal cancer counts as the third prevalent type of cancer 
and the fourth cause of death worldwide. The second- generation 
colon capsule endoscopy (CCE- 2) is a new technology for the diag-
nosis of colon cancer. The aim of this review was to provide infor-
mation on the diagnostic accuracy (diagnostic effectiveness) of the 
second- generation colon capsule endoscopy compared to colonos-
copy for the diagnosis of colon cancer and disorders.
Method: A systematic review of literature in PubMed, Scopus, 
Science Direct and Cochrane Library was conducted on February 
30, 2018. Cochran's Q test and I2 index were used to evaluate the 
heterogeneity of the studies. QUADAS- 2 was used to assess the 
quality of the studies.
Using the same type of indicators extracted from the included stud-
ies, data pooling was done in MetaDiSc 14 software, which is usually 
used for the meta- analysis of diagnostic value studies. Results were 
plotted using the Forest plot and SROC curves.
Results: In this review 480 records was identified. Eight prospec-
tive cohort articles were included among which 7 entered the meta- 
analysis. For the diagnosis of colorectal polyps with a diameter of 
6– 10 mm, the pooled sensitivity and specificity were 84%    (95% CI, 
80– 88%) and 88% (95%CI, 85– 90%). For the diagnosis of 10 mm or 
bigger colorectal polyps, the pooled sensitivity and specificity were 
84%   (95% CI, 76– 89%) and 96% (95% CI, 94– 97%). The sensitivity 
and specificity of the capsule in the detection of any size polyps were 
93% (95% CI, 97– 84%) and 66% (95% CI, 48– 81%), respectively.
Conclusion: This review showed that the second- generation colon 
capsule endoscopy has good accuracy in the detection of polyps and 
colorectal cancer among high and middle risk patients. However, the 
CCE- 2 lacks the ability to biopsy or removal of polyps, which can be 
done by conventional colonoscopy. Nevertheless, more studies are 
needed to reach an accurate estimation of the sensitivity and speci-
ficity of the CCE- 2.
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B. Tio, R. Farrés & A. Codina- Cazador
University Hospital of Girona, Girona, Spain

Aim: The rate of anastomotic leakage after anterior rectal resection 
is 10– 25%. Standard treatment remains laparotomy and terminal 
colostomy. This approach aims to reduce the rate of terminal colos-
tomies, decrease hospital stay and the rate of permanent ostomies.
Method: Analysis of surgery to treat anastomotic dehiscence in pa-
tients operated for Rectal Cancer between January 2017 and June 
2021 in a colorectal surgery department accredited for the treat-
ment of advanced colorectal pathology. Analysis of the usefulness of 
incorporating transanal revision in emergency surgery.
Results: During this period, 327 patients with rectal cancer under-
went radical surgery. In 74.6% of cases, sphincter- preserving surgery 
with colorectal anastomosis was performed. There were 21 cases of 
suture dehiscence (8.2%). 19 patients were reoperated (90%) and 2 
of them were treated with antibiotics. The median days of diagnosis 
was 5 º postoperative days (range 2– 20) and on 3 occasions the PCR 
was less than 140 mg/l at the time of diagnosis.
In 12 cases, a minimally invasive combined transanal and transab-
dominal approach was performed (TAMIS + Laparoscopy), 2 laparos-
copy, 2 laparoscopy with conversion to open surgery, 1 laparotomy 
and 2 perineal- only approaches. The 12 cases treated with the hy-
brid method were able to preserve the colorectal anastomosis and 
had a good recovery. Attached are 3 case videos with a hybrid ap-
proach (laparoscopy + TAMIS) to show the technique and the im-
portance of the time elapsed between the initial surgery and the 
revision surgery.
Conclusion: The treatment of colorectal anastomotic leakage, if 
trained equipment is available, can be performed by minimally in-
vasive surgery with a combination of laparoscopic and transanal 

approach safely and effectively. It is also important to have strate-
gies for early diagnosis.
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Aim:Surgical outcome risk tool (SORT) has been developed to pro-
vide enhanced and more feasible identification of high- risk surgical 
patients. Nonetheless, SORT has not been validated previously for 
patients with colorectal cancer (CRC) undergoing surgery. Our aim 
was to determine whether SORT can accurately predict mortality 
after surgery for CRC and to compare it with other risk models.
Method:We retrospectively incorporated 526 patients who under-
went surgery by a single colorectal surgical team in a tertiary hospital 
(2011– 2019). Five risk models were assessed: (i) SORT, (ii) Physiology 
and Operative Severity Score for the enumeration of Mortality and 
Morbidity (POSSUM), (iii) Portsmouth POSSUM (P- POSSUM), (iv) 
Colorectal POSSUM (CR- POSSUM), and (v) the Association of Great 
Britain and Ireland (ACPGBI) score. Model accuracy was assessed 
by observed to expected (O:E) ratios, and area under Receiver 
Operating Characteristic curve (AUROC).
Results:Ten patients (1.9%) died at 30 days postoperatively. SORT 
was associated with an excellent level of discrimination [AUC:0.81 
(95% CI:0.68– 0.94); P = 0.001] and provided the best perform-
ing calibration in the entire dataset analysis (H– L:2.82; P = 0.83). 
Nonetheless, SORT underestimated mortality. In subgroup analysis, 
SORT model demonstrated excellent discrimination and calibration 
predicting perioperative mortality in patients undergoing (1) open 
surgery, (2) emergency/acute surgery, and (3) in cases with colon- 
located cancer.
Conclusion:SORT is a friendly and easily adopted risk- assessment 
tool, associated with enhanced accuracy, that could be implemented 
in the perioperative pathway of patients undergoing surgery for 
CRC.
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PATHOLOGYANDSHORT-TERMOUTCOMES
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Bompou1, C. Papacharalampous1 & G. Tzovaras1
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Aim: Right hemicolectomies performed according to complete me-
socolic excision with central vascular ligation (CME- CVL) principles 
have been associated with enhanced oncologic outcomes. However, 
laparoscopic CME- CVL right hemicolectomy has not been widely 
adopted. We aimed to compare the short- term and pathology out-
comes of laparoscopic and open CME- CVL right hemicolectomy.
Method: We incorporated data from a prospectively collected data-
base regarding patients who underwent either laparoscopic or open 
CME- CVL right hemicolectomy for nonmetastatic right colon cancer 
in a tertiary hospital, between January 2012 and December 2018.
Results: A total of 130 consecutive patients were included in the 
present study. Seventy- three patients underwent laparoscopic and 
57 patients open right colectomy, following the CME- CVL principles. 
The laparoscopic approach was associated with reduced hospital 
stay (6.6 versus 9.1 days; P < 0.001) and fewer septic complications 
(P = .046), at a cost of an increased operative time (180 versus 125.1 
minutes; P < 0.001). Patients treated with either open or laparo-
scopic approach presented similar outcomes regarding pathology 
endpoints. In fact, both groups demonstrated similar R0 resection 
rate (P = 0.202), number of harvested and positive lymph nodes (P 
= 0.751 and P = 0.734, respectively), number of harvested lymph 
nodes at the level of D1 and D2 lymph node dissection (P > 0.05), 
rate of vascular (P = 0.501), and perineural infiltration (P = 0.956). 
Furthermore, no difference was found regarding the rate of intact 
mesocolic plane (P = 0.799), along with the tumor diameter (P = 
0.154) and the length of specimen (P = 0.163).
Conclusion: Laparoscopic CME- CVL right hemicolectomy appears to 
offer certain advantages regarding short- term outcomes compared 
to open approach. Pathology outcomes did not differ between the 
two approaches. Future studies should further evaluate their long- 
term outcomes.
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PO-254 | SHORTTERMOUTCOMEOFLAPAROSCOPIC
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Aim: The number of elderly patients with colorectal cancer has in-
creased in Japan. Laparoscopic surgery has been performed more 

frequently on elderly patients in our hospital. This study aimed to 
clarify the safety of laparoscopic surgery for elderly patients with 
colorectal cancer in our hospital.
Method: From January 2014 to March 2020, 1193 colorectal cancer 
surgeries were performed at our hospital. There were 118 patients 
who were 85 years or older. Among them, 65 underwent laparo-
scopic surgery.
Results: The average patient age was 88 years old. There were 29 
male patients. There were 31 hypertensive patients, 19 diabetic pa-
tients, 17 patients with cardiovascular diseases. There were 37 cases 
with tumors localized in the right- sided colon, 13 cases in the left- 
sided colon, and 15 cases in the rectum. Preoperative stenosis was 
present in 14 patients (22%).
A total of 32 right colectomies, 16 partial colon resections, 9 rectal 
resections, 6 Hartmann’s operations, and 2 Miles operations were 
performed. The median operation time was 147 minutes, and the 
median intraoperative blood loss was 30 ml. Six patients required to 
converted to an open laparotomy, but no intraoperative complica-
tions occurred. Diverting ileostomy was constructed in two cases. 
In terms of the final staging, there were 15 stage I cases, 21 stage II 
cases, 23 stage III cases, and 6 stage IV cases.
Ten cases involved postoperative complications (15%). These in-
cluded four cases of surgical site infections, one case of an intra 
abdominal abscess, four cases of urinary tract infections, and one 
case of delirium. There was one Clavien- Dindo classification grade 
3 complication. No anastomotic leakage or surgery- related death 
occurred.
The average time to soft food intake was four days after surgery. The 
median length of hospital stay after surgery was eight days.
Conclusion: In this study, the frequency of postoperative complica-
tions was feasible, and laparoscopic surgery was safely performed to 
treat colorectal cancer in old patients.
DisclosureofInterest: None declared

PO-255 | ANAEMIAISNOTASSOCIATEDWITHDISTANT
METASTATICDISEASEINCOLORECTALCANCER

A. Kler, A. Datta & P. Asaad
Colorectal Surgery, Royal Albert Edward Infirmary, Wigan, United 
Kingdom

Aim: Iron deficiency anaemia (IDA) has been established as a refer-
ral criterion to colorectal cancer clinics in the UK for over 20 years1 
irrespective symptoms. Although IDA is established as a diagnostic 
marker, its prognostic value has not undergone sufficient evaluation. 
Additionally, normocytic anaemia (NA) and microcytic anaemia’s 
(MA) prognostic relationship with colorectal cancer is unknown. 
Recent reports have shown an association between preoperative 
anaemia and risk of overall mortality2, however its relationship with 
metastasis is unqualified. The aim of this study was to evaluate if 
patients referred to clinics with IDA, NA and MA were associated 
with distant metastases at diagnosis and mortality.
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Method: A retrospective cohort study was undertaken on referred to 
the fast track colorectal cancer clinic that were later diagnosed with 
colorectal cancer over a 10- month period. Data collected included 
patient demographics, referral criteria, haemoglobin levels, ferritin 
levels, presence of distant metastasis on referral and mortality status. 
Statistical analyses were performed. Univariate analysis was performed 
using the Chi Squared test for dichotomous variables. Multivariate 
analysis was performed using binary logistic regression and Cox’s pro-
portional hazard’s regression analysis for time dependent variables.
Results: 100 patients were identified. Median age was 74 years with 
a male to female ratio of 65:35. 54 patients were found to have an 
anaemia. 20 patients were confirmed to have IDA, whilst 15 patients 
had a MA, and 19 had a NA. Univariate analysis determined that NA, 
MA and IDA were significantly associated with distant metastases. 
However, multivariate analysis did not confirm this significant as-
sociation for any modality of anaemia. Cox’s proportional hazard’s 
regression also did not show significant findings for mortality.
Conclusion: Anaemia (of any modality) is not associated with the presence 
of distant metastases at time of referral nor related to time to mortality.
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Aim: Peritoneal carcinomatosis (PC) is an uncommon site of recur-
rence for colon cancer (CC), but it strongly affects prognosis with 

poor survival after diagnosis. Since no standard treatment has been 
established yet, efforts should be addressed towards the prevention 
of its occurrence. In particular, some literature suggested a detri-
mental effect of laparoscopic surgery in case of pT4 CC. This study 
aimed to determine the impact of laparoscopy on the development 
of PC after potentially curative resection for pT4 CC.
Method: This was an international multicentre retrospective cohort 
study that analysed patients from 5 tertiary referral centres. 276 
cases fulfilled the inclusion criteria and were selected for analysis. 
After 1:1 propensity score matching (PSM), 63 patients in the laparo-
scopic group (LapGroup) were compared with 63 patients in the open 
surgery group (OpenGroup).
Results: After PSM, the two groups were comparable for demo-
graphic and clinical parameters. Operative data as well as specimen 
characteristics did not differ between surgical approach. OpenGroup 
presented a higher estimated intraoperative blood loss (P < 0.001) 
and post- operative length of stay (P < 0.001). Overall survival, 
cancer- specific survival, and disease- free survival resulted to be 
comparable between groups. The 5- year probability of developing 
PC was 16.2 per cent after laparoscopic surgery and 19.5 per cent 
after open surgery (P = 0.686). Multivariate analysis confirmed lapa-
roscopy not to be an independent risk factor for PC.
Conclusion: Elective laparoscopic surgery for pT4 CC does not in-
crease the risk of metachronous PC after potentially curative sur-
gery. Moreover, long term outcomes are not inferior to conventional 
open resections.
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& F. Runau1,2

1General Surgery, University Hospitals of Leicester, 2Leicester Medical 
School, Leicester, United Kingdom

Aim: Assessing the effect of pre- operative clean colon in endoscopic 
follow up and the comparable outcomes between colonoscopy and 
CT Colonogram (CTC).
Method: This retrospective study looked at patients who underwent 
a colorectal cancer resection between January 2010- June 2019. 
1022 patients were identified with a median follow up of 1107 days. 
Patients were assessed for pre- operative synchronous lesions, Chi- 
Squared and Kaplan Meier analysis was used to assess time to event 
data for any positive finding on post- operative colonoscopy, in those 
with and without a pre- operative colonic investigation.
Results: 674 patients received pre- operative colonoscopy or CTC. 
On post- operative colonoscopy or CTC follow up, 23.4% had sub-
sequent positive findings (including small polyps and synchronous 
tumour) vs un- screened patients (29.4%, P < 0.05). The cumulative 
findings for those who had a post- operative colonoscopy within 1, 2, 
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3, and then 5 years has the following P- values P = 0.044, P = 0.013, 
P = 0.021, P = 0.037 respectively, indicating repeated colonoscopies 
does not increase pick up of mucosal abnormalities.
Conclusion: Pre- operative synchronous findings confers a statistical 
significance in the positive findings on post- operative endoscopic 
follow- up. This supports BSG guidance that post- operative endo-
scopic follow up should be determined by findings at high quality 
index colonoscopy or at one- year post- operative colonoscopy.
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PO-258 | INFLUENCEOFPOSTOPERATIVECHEMOTHERAPY
ONSURVIVALINPATIENTSWITHLOCALLYADVANCEDRECTAL
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Aim: To analyse whether there are differences in survival in patients 
with completely regressed rectal cancer (pT0N0) after adjuvant 
chemotherapy.
Method: Retrospective study. All patients operated on for locally 
advanced rectal carcinoma between January 2004 and December 
2019 were collected in a database. Inclusion criteria were: neoad-
juvant treatment with chemoradiotherapy, total mesorectal exci-
sion and histological complete regression (pT0N0). Exclusion criteria 
were: emergency surgery, distant metastatic disease at the time of 
diagnosis or the presence of pathological lymphadenopathies in the 
surgical specimen (pT0N1). The following variables were studied and 
analysed: age, sex, location (head, body, tail), form of presentation, 
grade, stage, type of intervention, complications according to the 
Clavien- Dindo classification, and survival. The data were tabulated 
and analysed using the IBM SPSS Statisticâ version 25 statistical 
program. In the case of categorical variables, the proportion of each 
variable with respect to the total number of patients was calculated. 
For the quantitative variables, the mean and standard deviation 
were studied. For the statistical calculation, the t student for inde-
pendent samples was used.
Results: During this period 224 patients were treated, of whom 
only 32 showed complete regression (pT0N0). Of these, 17 pa-
tients received chemotherapy according to the stage prior to neo-
adjuvant treatment, based on the XELOX schedule. Six recurrences 
with subsequent exitus were described during follow- up, three 
in each group. (OR:1.13;(0.19– 6.4)95%CI;P = 0.888. The median 
(months) survival of the group that received chemotherapy was 
93.8±41.7 months while the rest was 104.7±64.2 months. (P = 0.11 
(- 86.7- (- 12.62))95%CI).

Conclusion: In our series, despite postoperative chemotherapy, 
no significant increase in survival was observed in patients who  
regressed completely (pT0N0).
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Aim: Infectious postoperative (PO) complications in colorectal 
surgery are frequent and can be life- threatening for the patient. 
“Enhanced Recovery After Surgery” (ERAS) program allows op-
timization of the patient, a faster recovery and promoting early 
discharge. The late recognition of complications compromises the 
prognosis of these patients. C- reactive protein (CRP) value has been 
referred in many studies as a predictor of postoperative complica-
tions. This study pretends to identify a CRP cut- off which predicts 
infectious PO complications in patients who underwent colon sur-
gery in our hospital center.
Method: This retrospective study included all patients undergo-
ing elective colon surgery with primary anastomosis, between May 
2019 and February 2021, in ERAS program. All complications were 
recorded until postoperative day (POD) 30 and CRP values were 
measured on POD2, POD3 and POD4. Mann- Whitney tests were 
used to compare CRP values   between patients who had complica-
tions and those who did not, and receiver operating characteristic 
(ROC) curves were calculated to find the predictive value of CRP to 
identify infectious PO complications.
Results: 198 patients were included in this study, 60,6% were males 
and the median age was 70 years. The incidence of infectious PO 
complications was 10,6%. These patients had CRP values signifi-
cantly higher on POD 2, 3 and 4, comparing to the ones who did not 
have complications (P < 0.05). Patients that underwent laparoscopic 
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surgery had lower values of CRP on POD 2 and 3 (P = 0.002 e P = 
0.007). A CRP value of 89,9mg/L on POD3 had an area under the 
curve (AUC) of 0,771, corresponding to a sensitivity of 80%, a speci-
ficity of 76,6% and a negative predictive value of 96%.
Conclusion: CRP value on POD 3 reveals to be a good predictor of 
post- operative complications after elective colon surgery. A patient 
with a CRP value under 89,9 mg/L in POD 3 seems to have lower risk 
of developing infectious complications in PO period.
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Aim: Most of the evidence focusing on oncological outcomes of anal 
squamous cell carcinoma (SCC) patients do not consider immuno-
compromise patient population. The aim of this study was to com-
pare clinical and oncological outcomes among immunocompetent 
and immunocompromised patients with anal SCC.
Method: Multicentric retrospective comparative study includ-
ing 2 cohorts of consecutive patients, immunocompetent and im-
munocompromised, diagnosed with anal SCC from 2012 to 2017. 
Analyzed variables included patient’s clinical characteristics, clinical 
response to radical chemoradiotherapy (CRT) and long- term onco-
logical results including both local and distant recurrence, overall 
survival (OS) and disease- free survival (DFS).
Results: A total of 84 patients, 47 (55,6%) female, diagnosed with 
anal SCC from January 2012 to December 2017 were included, 22 
(26%) and 62 (74%) patients in immunocompromised and immuno-
competent groups respectively. Patients in immunocompromised 
group were significantly younger (53 vs. 61 years, P = 0.001), with 
smaller tumoral size (P = 0.044) and reported higher rates of sub-
stance abuse including tobacco use (P = 0.034) and parenteral drug 
consumption (P = 0.001). No differences were found in administered 
therapies (P = 301) neither in clinical response to chemoradiother-
apy (83% vs. 100%,). Moreover, similar 5- year OS (60% vs. 64%, P = 
0,756) and DFS (65% vs. 68%, P = 0,338) were observed.
Conclusion: With a similar oncological therapy regimen, the present 
study shows no significant differences in long- term oncological re-
sults among immunocompetent and immunocompromised patients 
diagnosed with anal SCC. This evidence might be influenced due to 
the close monitoring and adequate therapeutic control of HIV posi-
tive patients, achieving an acceptable immunologic status.
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Aim: A colorectal polyp is the most commonly encountered intesti-
nal colon pathology in patients over 50 years of age; in 5% of them, 
colorectal cancer (also known as bowel or colon cancer) develops. 
The early- stage polyps can be detected and removed endoscopi-
cally, which reduces the incidence of carcinoma. The chosen study 
aimed to assess the non- adenomatous polyps in the development of 
colorectal cancer
Method: The risk of colorectal carcinogenesis can be reduced by 
polypectomy and close medical supervision upon patients with the 
case of adenomatous polyps. However, this issue is defined as con-
troversial in non- adenomatous polyps
Results: It has to be noted that stem cell evaluation in adenoma-
tous polyps may provide information about the development of car-
cinoma. However, the presence of stem cells in non- adenomatous 
polyps is suspected. For this purpose, the study aims to analyze the 
usefulness of CD133, a stem cell marker, for the prognosis of non- 
adenomatous colon polyps. Previously pathologically assessed non- 
adenomatous 31 colorectal polyps at Azerbaijan Medical University 
were reevaluated at the Pathology Department of the Meram 
Medical Faculty. Hematoxylin -  Eosin stained preparations were ex-
amined and the cases with and without dysplasia were determined
Conclusion: The preparations were re- assessed by the image analy-
sis program, and CD133 positive stained cells in the unit area were 
automatically calculated by the same image analysis system. In the 
study, the statistical significance of CD133 expression was detected 
in 2 cases with dysplasia. During the investigation, sensitivity to C133 
in non- adenomatous polyps was examined and found to have a cut- 
off value below 10. Thus, the study confirms that non- adenomatous 
polyps are less likely to develop cancer than adenomatous polyps
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Aim: Cytoreductive surgery(CRS) combined with hyperthermic intra-
peritoneal chemotherapy(HIPEC) is primary treatment approach of peri-
toneal metastasis(PM) of colorectal cancer, though there remain some 
controversies. This study was aimed to evaluate our experience in man-
agement of patients with colorectal- PM treated with CRS and HIPEC to 
assess post- operative complications and final oncologic outcomes.
Method: Prospectively recorded archival data of patients with 
colorectal- PM who underwent CRS/HIPEC were reviewed. The 

clinico- pathologic characteristics, operative findings, and morbi- 
mortality results were analyzed. Critical decision- making for treat-
ment options were strictly made in MDT for all patients.
Results: The study database consisted of 205 patients. The me-
dian age was 54 (ranging, 16 to 86) years and 49.8% was of female. 
Median follow- up was 25(ranging, 1 to 135) months. Primary tumor 
location was rectum in 38(18.5%) and colon in 167(81.5%) pa-
tients. Median PCI was 10(2– 25) and 41.5% had synchronous PM. 
Neoadjuvant chemotherapy was given to 61%(n = 125) of patients. 
Complete cytoreduction(CC- 0 and CC- 1) was achieved in 95.1% of 
paients. Severe complications(Dindo- Clavien grade III- IV) were oc-
cured in 29(14.1%) (Overall D- C I- IV; 30.2%) patients and the mortal-
ity rate was 6.8%(14 patients). The main reason for failure- to- rescue 
was sepsis due to anastomotic leak. The median length of hospital 
stay was 18(ranging, 3– 94) days. The 1- , 3- , and 5- year overall sur-
vival were 76.6%, 39.1%, and 24.9%, respectively. In Cox regression 
analysis, rectal origin (p = 0.013), PCI = 11– 15 (P < .001), PCI > 15 
(P < 0.001), and morbidity (P < .001) were associated with shorter 
overall survival.
Conclusion: Despite the fact that ongoing concerns and debates are 
still major issue in scientific society, our study revealed that multi-
modal treatment of colorectal- PM with CRS and HIPEC in carefully 
selected patients has a highly reliable prognostic effect on survival.
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Aim: This study aimed to investigate the incidence of pelvic sepsis 
after Hartmann's Procedure, identify risk factors and describe when 
as well as how pelvic sepsis was diagnosed and treated.
Method: Data were collected from the Swedish Colorectal Cancer 
Registry on all patients undergoing HP for rectal cancer in the 
county of Skåne from 2007– 2017. Patients diagnosed with pelvic 
sepsis were compared with patients without pelvic sepsis and risk 
factors for developing pelvic sepsis were analysed in a multivariable 
model.
Results: A total of 252 patients were included in the study, with 149 
(59%) males, and a median age of 75 years (range 20– 92). Altogether, 
27 patients (11%) were diagnosed with pelvic sepsis. Risk factors for 
developing pelvic sepsis were neoadjuvant radiotherapy (OR 7.96, 
95% CI 2.54– 35.36) and BMI over 25 kg/m2 (OR 5.26, 95% CI 1.80– 
19.50). Median time from operation to diagnosis was 21 days (range 
5– 355) with 11 (40%) patients diagnosed beyond 30 days postoper-
atively. The majority of cases 19 (70%) were treated conservatively 
and none needed major surgery.
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Conclusion: Pelvic sepsis occurred in 11% of patients. Neoadjuvant 
radiotherapy and high BMI were significant risk factors for develop-
ing pelvic sepsis. Forty percent of patients were diagnosed later than 
30 days postoperatively and most patients were successfully treated 
conservatively. Our findings suggest that HP is a valid treatment op-
tion for rectal cancer when anastomosis is inappropriate, even in pa-
tients receiving neoadjuvant radiotherapy.
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Aim: The number of positive lymph nodes divided by the total num-
ber of lymph nodes in one sample is known as the lymph node ratio. 
The aim of this study was to compare the number of lymph nodes in 
patients who received and did not receive neoadjuvant therapy and 
to determine an alternative parameter to the total number of lymph 
nodes in these patients.
Method: Patients who underwent surgery for rectal adenocarci-
noma between January 2008 and June 2016 were retrospectively 
analyzed. Emergency operations, recurrent or synchronous and me-
tachronous tumors, local excisions, multi- visceral resections were 
excluded. Demographic, clinical, and histopathological parameters 
and overall survival of the patients were evaluated.
Results: A total of 386 male and 247 female patients were included in the 
study. Sixtyeight percent of patients were treated with sphincter spar-
ing techniques and 54.7% of the patients were received neoadjuvant 
treatment. The mean number of dissected lymph nodes was 14.00±8.86. 
The mean number of lymph nodes in the neoadjuvant treatment group 
was 11.31±6.53 and 17.24±10.15 in the control group. When the lymph 
node ratio was classified as below 25%, 25– 50%, or over 50%, the mean 
survival times were 76.7±4.8 months, 54.6±8.1 months and 45.3±8.4 
months, respectively. According to the result of the ROC analysis, the cut 
off value for the lymph node ratio was determined as 16%.
Conclusion: Neoadjuvant treatment negatively effects the number of 
resected lymph nodes in rectal cancer patients. In neoadjuvant rectum 
cancer patients, the lymph node ratio can be used as a prognostic factor.
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M. Cosimelli
IRCCS Istituto Nazionale dei Tumori, Milan, Italy

Aim: At the end of May 2020, 37% of individuals positive for SARS- 
CoV2 in Italy were living in Lombardy and 49% of overall COVID- 
19- related deaths occurred there. Lombardy healthcare system 
assigned patients affected by colorectal cancer, suitable for surgery, 
to designated oncologic Hub hospitals. National Cancer Institute of 
Milan has been identified as one of those oncologic hub centers. The 
aim was both to treat patients in the hub waiting list as soon as pos-
sible and, simultaneously, remain a“COVID- free”center.
Method: To manage patients from both, hub and institutional wait-
ing list, prioritization criteria were defined and applied to each 
patient and internal protocol screening was carried out before treat-
ment. All surgeons and healthcare workers were daily assessed too 
for symptoms.
Results: 1 of the institutional waiting list patients and 7 of the hub 
list patients failed to pass the pre- hospitalization triage. Within this 
group, 4 patients resulted negative for SARS- CoV- 2; after a period 
of quarantine, they became negative and were admitted for hos-
pitalization. 3 more patients resulted positive for SARS- CoV- 2 and 
despite the quarantine, one deceased for pneumonia, while other 2 
patients remained asymptomatic and were admitted for hospitaliza-
tion after running another triage protocol. A shorter surgical time in 
the hub patients was observed.
Conclusion: Postoperative morbidity rates were similar in the two 
waiting list groups. In April 2020 all our staff members were tested 
for SARS- CoV- 2, and none resulted positive. The centralized man-
agement of colorectal cancer patients in an oncologic hub was ef-
fective during the COVID- 19 outbreak.
DisclosureofInterest: None declared

PO-266 | SURGICALSHORTANDMID-TERMONCOLOGICAL
OUTCOMESINTRANSANALSURGERYFORRECTALCANCER.
SHOULDWESTOPPERFORMINGIT?

M. Fernández- Hevia1,2, S. Fernández- Arias1, D. Fernández- 
Martínez1, J. L. Michi1, J. Otero- Díez1, N. Truan- Alonso1, J. I. 
Rodríguez- García1,2, L. J. García- Flórez1,2 & J. E. Granero- Trancón1

1Coloproctology section, 2ISPA, Central University Hospital of Asturias, 
Oviedo, Spain

Aim: Assessment of surgical short and mid- term outcomes in our 
transanal rectal cancer surgery (taTME).
Method: Between March 2017 and January 2021, 91 patients with 
mid and low rectal cancer underwent radical surgery with taTME 
procedure. Perioperative and pathological results, as well as mid- 
term oncological outcomes, were evaluated.
Results: The mean age was 63.2 + 16.4 years, 72.5% were male. 
General characteristics, surgical and pathological outcomes are sum-
marized in table 1. Rate of good quality (complete/almost complete 
mesorectum + CRM negative + negative DRM) was 91,2%. Mean 
follow- up time was 22.9 + 11.6 months, with a progression rate of 21 
(23.1%) cases and a mean time of 11.7 + 8.0 months. Four patients 
(4.4%) had local recurrence with a mean time to progression of 15.5 
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+ 6.6 months (table 2). During the follow- up period, 12 (13.2%) pa-
tients died, 4 of them due to disease progression.
Table1
BMI - -  27,6 ± 5,0
ASA - -  II- III 57 (62,7%)
Circumferential risk margin - -  29 (31,9%)
Distance to anal verge - -  7,3 ± 2,4
cM1 - -  7 (7,7%)
Neoadjuvant - -  Long course 61 (67,0%) // Short course 11 (12,1%)
Surgical time - -  285,9 ± 60,7 minutes
Conversion - -  1 (1,1%)
pT - -  Complete response 10 (11,0%) // T1 13 (14.3%) // T2 29 (31,9%) 
// T3 35 (38,5%) // T4 4 (4,4%)
Incomplete mesorectum - -  3 (3,3%)
CRM+ - -  6 (6,6%)
DRM+ - -  0
Table2
Patient / gender / Age / cTNM /Height (cm) / cCRM+ / Neoadjuvantcy / 
pTN / Tumour deposits / Mesorectal quality/ pCRM+ / Systemic recur-
rence / time (months)
1 / ♂ / 67 / T3N2M0 / 6 / yes / QMRDT* / ypT3N1 / yes / Almost 
complete / No / No / 10
2 / ♂ / 62 / T3N2M0 / 5 / yes / QMRDT* / ypT3N2 / no / incom-
plete / yes / yes / 25
3 / ♂ / 71 / T2N0M0 / 2.5 / yes / QMRDT*/ ypT2N0 /no /complete 
/ No / yes / 15
4 / ♂ / 83 / T4N2M0 / 7,8 / yes / RDT** / ypT4N1 / yes / complete 
/ yes / yes / 12
* QMRDT: long course chemoradiotherapy / ** RDT: short course 
radiotherapy
Conclusion: Although the follow- up is limited, our short and mid- 
term outcomes with taTME surgery are comparable with other 
approaches.
DisclosureofInterest: None declared

PO-267 | SAFETYANDEFFICACYOFSTENTPLACEMENTFOR
MALIGNANTCOLONICOBSTRUCTION

L. Gomez, S. Lamas, L. Cayetano, D. Ruiz, J. Bargalló, C. Balaguer, Y. 
Ribas & P. Palma
General and Digestive Surgery, Consorci Sanitari Terrassa, Terrassa, 
Spain

Aim: Self- expandable stents (SEMS) are used as a bridge to surgery 
in obstructive colonic cancer. Outcomes associated to stent- related 
perforation and the optimal timing to elective surgery remain un-
known, and there are concerns about the oncological results. Our 
aim was to assess safety and efficacy of SEMS for left- sided obstruc-
tive colon cancer as a bridge to surgery.
Method: A prospective database of patients who underwent stent 
placement for left- sided colon cancer between 2005 and 2019 was 
retrospectively reviewed. A subgroup of stage I- III SEMS patients 

were matched for sex, age, ASA, and oncological stage with patients 
who underwent elective surgery (ratio1:2). Patient’s demographics, 
tumour characteristics, stoma formation, morbidity and oncological 
outcomes were analysed.
Results: A total of 45 SEMS patients were included and matched 
with 90 patients who underwent elective surgery. The median time 
from SEMS to surgery was 12.3+/6.5 days (4– 36). There were no 
statistically significant differences between the SEMS and the elec-
tive group regarding the following: laparoscopic approach (71.7% vs 
77.8%, P = 0.4), anastomotic leakage (6.7% vs 3.3%, P = 0.4), hospital 
stay (11.6 vs 9.8 days, P = 0.36), overall morbidity (P = 0.85), per-
foration rate (6.7% vs 4.4%, P = 0.69), and adjuvant chemotherapy 
(66.7% vs 64.4%, P = 0.85). A temporary protective ileostomy was 
performed in three patients in the SEMS group, while none of the 
elective group had a stoma (6.7% vs 0.0%, P = 0.035).
There were no statistically significant differences between groups 
regarding overall survival (Log Rank = 0.075) and the 3- and 5- year 
disease- free survival.
Conclusion: The use of SEMS as a bridge to surgery is a safe op-
tion with long- term oncological outcomes similar to non- occlusive 
colon cancer elective surgery. Timing of surgery after stent place-
ment probably represents a crucial step and should be further 
investigated.
DisclosureofInterest: None declared

PO-268 | ENDOSCOPICVACUUM-ASSISTEDSURGICAL
CLOSURE(EVASC)OFANASTOMOTICDEFECTSAFTERLOW
ANTERIORRESECTIONFORRECTALCANCER;LESSONS
LEARNED

K. Talboom1, N. Greijdanus1, C. Ponsioen2, P. Tanis3, W. Bemelman1 
& R. Hompes1

1Surgery, 2Gastroenterology, Amsterdam UMC, location AMC, 3Surgery, 
Amsterdam UMC, location VUmc, Amsterdam, Netherlands

Aim: To determine efficacy of endoscopic vacuum assisted surgical 
closure (EVASC) for anastomotic leakage (AL) after low anterior re-
section (LAR) for rectal cancer over time and factors for success.
Method: This retrospective cohort study at a tertiary referral centre 
(July 2012 -  April 2020) included all rectal cancer patients treated 
with EVASC for a leaking primary anastomosis after LAR. Early ini-
tiation (≤21 days) or late initiation of the EVASC protocol was com-
pared. Primary outcomes were healed anastomosis and functional 
anastomosis at end of follow- up.
Results: Sixty- two patients with a leak after low anterior resection 
for rectal cancer were treated with EVASC. Median interval to start 
of the EVASC- protocol after primary surgery was 11 days in the 
early group and 70 days in the late group (P = 0.000). Median fol-
low- up was 25 months. After early initiation, a higher rate of healed 
anastomosis was found, compared to late initiation (87% vs 59%, P 
= 0.016). Similarly, a higher functional anastomosis rate was seen in 
the early group compared to the late group (80% vs 56%, P = 0.046). 
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An end- colostomy was created in 7% of the early group and 28% 
in the late group (P = 0.027). After implementation of the transanal 
approach for LAR (TaTME), early detection and initiation of EVASC 
resulted in a 100% rate of functioning anastomosis.
Conclusion: EVASC for AL after LAR for rectal cancer, showed to be 
progressively succesfull with the implementation of TaTME, highly 
selective diversion and early diagnosis of the leaks within 2 weeks.
DisclosureofInterest: None declared

PO-269 | SURGICALANDONCOLOGICALOUTCOMESOF
COMPLETEVERSUSCONVENTIONALMESOCOLICEXCISIONIN
RIGHTHEMICOLECTOMY

E. Doria1 & A. Muratore2, on behalf of Marcello Calabro, Corrado 
Bolla, Antonio Laterra, Ferdinando Sabbatino, Federica Sveva 
Pipitone, Carlotta Bonasso, PATRIZIA Marsanic
1Pinerolo Hospital, 2agnelli hospital-  Pinerolo, Pinerolo, Italy

Aim: The aim of tis study is to compare the short- term outcome of a 
group of patients with right- side colon cancer who underwent CME 
surgery with a similar group of patients who underwent non- CME 
surgery.
Method: We analyzed data from 136 consecutive patients from a 
prospective database who underwent right colectomy for righ- side 
colon cancer between 2017 and 2021 at E. Agnelli Hospital. Patients 
were divided into two groups: those who underwent CME surgery 
(CME group, n = 52) and those who underwent non CME surgery 
(non- CME group, n = 84). The two groups were matched according 
to pre operative, intra operative and post operative parameters.
Results: The median follow up was 21 months. Thirty patients died: 
21 in Standard group (25%) and 9 in CME group (17.3%).
A laparoscopic approach was significantly more common in the 
CME- group (86.5% vs 45.2%, Chisquare: 23.0343, P value: 0.00001) 
but no significant differences were found between the CME and 
standard- CME groups in terms of operative time (172.40 vs 155.59, 
P = 1.46) and conversion to open approach (6 vs 4, P = 0.337). CME- 
group had more lymph nodes harvested (23 vs 17, P = 0.002076) but 
not significantly higher number of positive lymph- nodes compared 
to the non- CME group (48% vs 39.29%, Chi- square: 1.0148, P value: 
0.31). There was no difference in Anastomotic leak between the 
two groups. The disease- free survival rate was better in CME group 
90.2% than standard group 82.1% (Pearson Chi- Square :1.631).
Conclusion: Complete Mesocolic Excision technique in right colon 
cancer surgery is safe and has better surgical outcomes in terms 
laparoscopic surgery and not significant difference in surgical com-
plications, operation time and conversion to open than Non- CME 
technique. Oncological outcomes were greater in the CME group, 
where we have the largest number of lymph nodes harvested and 
significant difference in terms of better disease free survival than 
Standard Group.
DisclosureofInterest: None declared

PO-270 | THEROLEOFPRE-OPERATIVEIMAGINGINTHE
DETECTIONOFLATERALLYMPHNODEMETASTASESIN
RECTALCANCER:ASYSTEMATICREVIEWANDDIAGNOSTIC
TESTMETA-ANALYSIS

S. Rooney, Z. Afzal, J. Ashcroft, H. Cheow, K. De Paepe, J. Meyer, 
M. Powar, C. Simillis, J. Wheeler, R. J. Davies & H. Joshi
Cambridge NHS Foundation Trust, Cambridge, United Kingdom

Aim: Identification of lateral lymph node metastases (LLNM) in rec-
tal cancer patients is key for optimal pre- operative planning. Our ob-
jective was to compare the diagnostic accuracy of pelvic magnetic 
resonance imaging (pMRI), 18F- fluorodeoxy- glucose positron emis-
sion computed tomography (FDG- PET/CT) and 18F- fluorodeoxy- 
glucose positron emission magnetic resonance imaging (FDG- PET/
MRI) in the identification of LLNM in rectal cancer.
Method: A systematic search of PubMed, EMBASE, Cochrane 
Library, and Google Scholar was undertaken to identify relevant 
studies evaluating the diagnostic accuracy of Pelvic MRI, FDG- PET/
CT and FDG- PET/MRI in the pre- operative detection LLNM in pa-
tients with rectal cancer. Definitive histopathology was used as a 
gold standard. Data analysis was conducted using a bivariate model 
approach.
Results: A total of 20 studies (1,827 patients) were included, out of 
an initial search yielding 7,360 studies. The pooled sensitivities of 
pMRI, FDG- PET/CT and FGD- PET/MRI for the detection of LLNM 
were, respectively, of 0.88 (95%CI: 0.85 to 0.91), 0.83 (95%CI: 0.80 
to 0.86) and 0.72 (95% CI: 0.51 to 0.87). The pooled specificities of 
pMRI, FDG- PET/CT and FGD- PET/MRI were, respectively, of 0.85 
(95%CI: 0.78 to 0.90), 0.95 (95%CI: 0.86 to 0.98) and 0.90 (95%CI: 
0.78 to 0.96). The areas under the curve were of, respectively, 0.88 
(95%CI: 0.85 to 0.91) and 0.83 (95%CI: 0.80 to 0.86) for pMRI and 
FDG- PET/CT.
Conclusion: For the pre- operative identification of LLNM in rectal 
cancer, this review found compelling evidence that pMRI should 
constitute the imaging modality of choice. On the other hand, to 
confirm the presence of LLNM, FDG- PET/CT allows to discard false 
positives cases due to increased specificity.
DisclosureofInterest: None declared

PO-271 | EFFECTOFMULTIMODALPREHABILITATIONON
OUTCOMESAFTERRECTALCANCERSURGERY:APROPENSITY
SCOREANALYSIS

M. Pérez Xaus1, S. Alonso 1, M. Sadurní2, B. Montcusí1, M. Jiménez1, 
M. Pascual1 & M. Pera1

1General Surgery, 2Anesthesiologist, Hospital del Mar, Barcelona, Spain

Aim: Rectal neoplasia represents 30% of colorectal cancer. Surgery 
is the main curative treatment in most patients. This surgery is im-
plicated in significant morbidity and mortality rates, which entails a 
prolonged hospitalization days and loss of functional capacity.
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Prehabilitation aims to enhance physiological reserve and facilitate 
postoperative recovery. The aim of this study is to evaluate the ef-
fect of prehabilitation on outcomes after rectal cancer surgery.
Method: A single- center observational study of patients with rectal 
cancer, who underwent surgery with curative intent after prehabili-
tation protocol. We collected data of postoperative morbidity and 
hospital length of stay, which were compared with a historical ma-
trix. Functional capacity data were collected before and after the 
application of prehabilitation protocol.
A propensity score (PS) was computed for the treatment variable 
using the covariates: Body mass index (BMI), age, Charlson comor-
bidity index (CCI), American Society of Anesthesiologists (ASA) clas-
sification, diabetes mellitus, smoking habit, gender and cancer stage. 
Treatment differences in complications were checked between 
both groups, trough logistic regression using the PS as adjustment 
variable.
Results: We included 275 patients. Comparing the prehabilitation 
group with the historical series, patients with more comorbidities 
(CCI > = 5) showed significant differences in hospital length of stay 
with 4.3 days less in the prehabilitation group (CI95%: 0.27 -  8.34; P- 
value = 0.037), and decrease in complications’ number. We observed 
that non- prehabilitation patients had double risk of postoperative 
complications compared with prehabilitation group (adjusted OR = 
2.22, CI95%: 0.86 –  5.74; P- value = 0.098).
Conclusion: Prehabilitation program is associated with decrease of 
complication rates and length of stay in patients with more comor-
bidities who underwent rectal cancer surgery.
DisclosureofInterest: None declared

PO-272 | EFFECTOFPARENTERALIRONTREATMENT
FORPREOPERATIVEANAEMIAINCOLORECTALCANCER.
PROSPECTIVECOMPARATIVESTUDYOF1128BETWEEN2012–
2018

A. Centeno Álvarez1, C. Jericó2, C. Deirós3, Á. Arrayás1, A. de 
Miguel1, H. Gómez1, L. Riba1 & J. Castellví1
1General Surgery, 2General Medicine, 3Anaesthesiology, Consorci 
Sanitari Integral, Barcelona, Spain

Aim: Treatment of Preoperative Anemia (PA) in Colorectal Cancer 
(CCR) is one of the main aspects of enhanced recovery pathways 
but its implementation is not being homogeneous. The aim of this 
study is to evaluate the effect of a Patient Blood Management (PBM) 
protocol implementation on a Colorectal Cancer (CCR) Department.
Method: Prospective non- randomized unicentric comparative co-
hort study of 1128 consecutive patients diagnosed with CCR and 
intended to undergo radical surgery. Description of PBM Protocol 
in our Centre. Comparative analysis of Haemoglobin (Hb) levels’ im-
provement due to the administration of parenteral iron (PI) in anae-
mic patients (Group I) and non- anaemic patients (Group II). Patients 
which received ABT prior to diagnosis or that did not complete PA 
assessment were excluded. Correlation analysis between PI dosage, 

timings and changes in Hb levels. Descriptive analysis of demo-
graphical characteristics and propensity score analysis were per-
formed with Stata 15.1.
Results: 613 patients with PA (Group I) and 511 without PA (Group 
II). PBM Protocols and proper assessment of PI were completed in 
up to 99.6% of the patients. Demographical analysis showed greater 
mean age and larger proportion of comorbidities and anticoagulant 
therapy among Group I patients (P < 0.05). Mean Hb at the moment 
of diagnosis was statistically significantly lower in Group I than in 
Group II patients (9.9 +/-  2.3 and 14.5 +/-  1.8 respectively, P < 0.05). 
After PI treatment, mean Hb levels in Group I patients was 11 g/L 
inmediately prior to surgery whilst Group II patients’ was 13.9. It is 
estimated an approximated theoretical saving of up to 13% allogenic 
blood transfusions during preoperative assessment of PA.
Conclusion: Establishment of a PBM Protocol allows for an optimal 
treatment of PA with a significant increase in Hb values in anaemic 
patients diagnosed with CCR. Implementation of a PBM protocol is a 
simple, effective and easily reproduced measure.
DisclosureofInterest: None declared

PO-273 | INFLUENCEOFPROGNOSTICSCORESON
POSTOPERATIVEMORBIDITYAND30-DAYMORTALITYWITH
COLORECTALCANCERINDGH

S. Zaidi, A. Mukherjee, A. Brown & S. Denley
Surgery, NHS Lanarkshire, University Hospital Hairmyres, Glasgow, 
United Kingdom

Aim: The aim of this study was to investigate the value of different 
prognostic scores in the prediction of postoperative morbidity such 
as Anastomotic leak (AL), postoperative ileus (POI) following resec-
tion for colonic cancer.1,2

Method: 180 patients underwent elective and emergency colon can-
cer surgery at Hairmyres Hospital from August 2016 to August 2019.
They were divided in two groups. Group 1 were over 70 years old 
and Group 2 were under 70 years old. The variables collected from 
medical records included Age, gender, tumour site. TNM classification, 
surgical treatment and postoperative complications. The Score used 
were The American Society of Anaesthesiology (ASA) score, Glasgow 
prognostic score(GPS)1 and Charlson Comorbidity index(CCI).
Statistical analyses was conducted to define variables associated 
with morbidity and mortality.
Results: Out of 180 resections 90 patients were ≥ 70 years (Group 
I) and 90 were < 70 years old (Group II). Male were 57.8% in Group 
II and 50% in Group I.
The common site of tumour in both groups was right colon 
(36.7%/34.4%) followed by rectum (24.4%).
Most resections 83% were performed electively. 30 day mortality 
was 1.7%. The average length of stay was 13.49 days in Group 1 and 
16.66 days in Group 2.
Presence of higher ASA levels (Group I: 45%, Group II: 27.4%, P < 
0.001) GPS(Gp1: 41.6%, Gp II: 36.6% and Charlson score of 3 and 
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above (Group I: 61.1%, Group II: 38.9%,) were significantly more fre-
quently recorded amongst elderly patients when compared to pa-
tients who were < 70 years old.
No significant difference of postoperative surgical complications be-
tween the two groups. Ileus and LOS were high in elderly patients. 
Overall mortality 1.25%.
Conclusion: Using scores provide better insight into postoperative 
course in patients requiring aggressive management. However this 
scores should not be the sole decision making process and need mul-
tidisciplinary input as well.
References: 
1. Age- adjusted charlson comorbidity index score as predictor of 
prolonged postoperative ileus in patients with colorectal cancer 
who underwent surgical resection. Yaohua Tian1, Beibei Oncotarget. 
2017 Mar 28;8(13)
2. Risk factors for prolonged postoperative ileus after colorectal can-
cer surgery. Millan M, Biondo S, World J Surg. 2012 Jan;36(1):179– 85. 
https://doi.org/10.1007/s0026 8- 011- 1339- 5.
DisclosureofInterest: None declared

PO-274 | THEUSEOFTELEPHONEVERSUSFACETOFACE
APPOINTMENTSINTWOWEEK-WAITCOLORECTALSURGERY
CLINICS–ASINGLECENTREEXPERIENCE

P. Woods, K. Wanigasooriya, P. O’Connor, D. Sarma, N. Lal, K. 
Busby & H. Ferguson
Warwick Hospital, Warwick, United Kingdom

Aim: Telephone appointments have replaced face- to- face hospital 
clinic appointments due to the Covid- 19 pandemic. We evaluated 
the impact of telephone appointments on patients referred on a two 
week- wait (2WW) suspected lower gastrointestinal tract (LGIT) can-
cer pathway.
Method: Two independent patient samples between the 01/06/2019- 
31/10/2019 (face- to- face cohort) and 01/06/2020- 31/10/2020 (tel-
ephone cohort) were identified using a prospectively maintained local 
database and electronic patient records. Data were retrospectively 
collated using Excel (Microsoft, USA). Chi- square and Man- Whitney- U 
statistical tests were performed using SPSS (IBM, USA).
Results: A total 1531 (median age = 70, interquartile range [IQR] = 
60– 79, female = 679, 44.4%) were analysed. Of these, 757 (49.4%) 
were assessed via telephone; the remainder were face- to- face (n = 
774,50.6%). The age, gender and ethnicity distributions across the 
two groups were similar. A total of 92 (6%, telephone = 44, face- 
to- face = 48) patients had malignant pathology and 64 (4.2%) were 
colorectal cancer (CRC). Of those with a CRC diagnosis, 46 (3.0%, 
telephone = 26, face- to- face = 20) underwent surgical or endoscopic 
treatment with curative intent. There was no significant difference 
in diagnoses made (P = 0.749) or treatment of CRC (P = 0.785) fol-
lowing telephone versus face- face- appointments. The median 
waiting times for index appointment, investigation and diagnosis 
for telephone appointments were significantly lower compared to 

face- to- face appointments (P < 0.001). There was no significant dif-
ference in median time to index treatment for CRC between the two 
groups (P = 0.156).
Conclusion: Patients referred to 2WW LGIT clinics were efficiently 
and safely assessed and manged using telephone clinics during the 
Covid- 19 pandemic. The cost- effectiveness and stakeholder views 
on permanent use of telephone assessments in these clinics must 
be evaluated.
DisclosureofInterest: None declared

PO-275 | SARS-COV-2PANDEMICIMPACTINRECTAL
CANCERPATIENTSINTHESOUTHOFPORTUGAL(ALGARVE)

M. Cunha1 on behalf of Algarve University Hospital -  Rectal Cancer 
Referral Centre -  Collaboration group, P. Cardoso2 on behalf of 
Algarve University Hospital -  Rectal Cancer Referral Centre -  
Collaboration group, P. Caldeira3 on behalf of Algarve University 
Hospital -  Rectal Cancer Referral Centre -  Collaboration group, J. 
Moleiro2 on behalf of Algarve University Hospital -  Rectal Cancer 
Referral Centre -  Collaboration group, M. Cordeiro4 on behalf 
of Algarve University Hospital -  Rectal Cancer Referral Centre -  
Collaboration group, J. Bras5 on behalf of Algarve University Hospital 
-  Rectal Cancer Referral Centre -  Collaboration group, I. Miguel1 on 
behalf of Algarve University Hospital -  Rectal Cancer Referral Centre 
-  Collaboration group, B. Mendes1 on behalf of Algarve University 
Hospital -  Rectal Cancer Referral Centre -  Collaboration group, F. 
Santos2 on behalf of Algarve University Hospital -  Rectal Cancer 
Referral Centre -  Collaboration group, R. Martins2 on behalf of Algarve 
University Hospital -  Rectal Cancer Referral Centre -  Collaboration 
group, R. Ribeiro2 on behalf of Algarve University Hospital -  Rectal 
Cancer Referral Centre -  Collaboration group, T. Revez2 on behalf 
of Algarve University Hospital -  Rectal Cancer Referral Centre -  
Collaboration group, M. Isabel Manso2 on behalf of Algarve University 
Hospital -  Rectal Cancer Referral Centre -  Collaboration group, J. 
Domingues2 on behalf of Algarve University Hospital -  Rectal Cancer 
Referral Centre -  Collaboration group, R. Pereira2 on behalf of Algarve 
University Hospital -  Rectal Cancer Referral Centre -  Collaboration 
group, J. Castelão2 on behalf of Algarve University Hospital -  Rectal 
Cancer Referral Centre -  Collaboration group, G. Dias2 on behalf 
of Algarve University Hospital -  Rectal Cancer Referral Centre 
-  Collaboration group, J. Rachadell1 on behalf of Algarve University 
Hospital -  Rectal Cancer Referral Centre -  Collaboration group, E. 
Amorim1 on behalf of Algarve University Hospital -  Rectal Cancer 
Referral Centre -  Collaboration group on behalf of Algarve University 
Hospital -  Rectal Cancer Referral Centre -  Collaboration group
1Surgery, Algarve University Hospital Centre, Portimao, 2Surgery, 
3Gastrenterology, 4Oncology, 5Algarve University Hospital Centre, Faro, 
Portugal

Aim: Since the early phases of the COVID- 19 pandemic, health sys-
tems tried to adapt to ensure the continuity of care of oncological 
patients.

https://doi.org/10.1007/s00268-011-1339-5
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This study aimed to describe the impact of SARS- CoV- 2 on rectal 
cancer screening and staging.
Method: A two- year (March 2019 to March 2021) retrospective 
study concerning rectal cancer patients from a referral center was 
conducted. Patients clinical data from pre- COVID (March 2019 -  
February 2020) and COVID time (March 2020 -  March 2021) was 
compared.
Descriptive and inferential analysis was performed (Chi- Square test).
Results: One hundred and sixty- five patients were discussed at the 
multidisciplinary meetings during the 2- year study period (mean age 
69 years [± 11.1]; M: 64%; F:36%).
Upon comparative analysis both pre- COVID and COVID patients 
were found to have similar demographic characteristics, however 
during the pandemic a higher proportion of patients presented with 
low rectal cancers (36% vs. 42%; P = 0.1).
Moreover, during the COVID period, fewer patients (minus 26%; 
npre- covid = 95 vs. ncovid = 70) were referred to the hospital, and a 
larger number of patients presented in Stage IV of the disease (17,9% 
(n = 17) in pre COVID period vs. 28,6% (n = 20) in COVID period (P 
= 0.07)).
Lastly, the authors run a comparative sub- analysis between the 
above results and data from the 3 years prior to the pandemic (2017– 
2019) and still came across with lesser rectal cancer referrals during 
the pandemic year.
Conclusion: Our data clearly shows that, during the COVID period, 
fewer patients received in- hospital care and a higher number were 
referred in Stage IV. This represents a red flag for the community 
and should alert the government to implement public health policies 
to reestablish colorectal cancer standard of care.
DisclosureofInterest: None declared

PO-276 | ANEVALUATIONOFTHEIMPLEMENTATIONOFTHE
SIGMOIDTAKE-OFFLANDMARKINTHENETHERLANDS

S. Hazen1, T. Sluckin1, K. Horsthuis2, D. Lambregts3, R. Beets- Tan3, 
P. Tanis1 & M. Kusters1, on behalf of The Dutch Snapshot Research 
Group.
1Surgery, 2Radiology, Amsterdam University Medical Centres, 
3Radiology, The Netherlands Cancer Institute, Amsterdam, Netherlands

Aim: Various definitions have been used to determine the recto- 
sigmoid junction. During an international Delphi consensus meeting, 
the sigmoid take- off was chosen as the standard landmark for the 
junction between the rectum and sigmoidal colon and was incorpo-
rated into the Dutch guideline in October 2019. The aim of this study 
was to evaluate the implementation of this new landmark one year 
after the national guideline implementation in the Netherlands and 
to perform a quality assessment of the sigmoid take- off training.
Method: Radiologists, surgeons, surgical residents, interns, PhD- 
students and physician assistants across the Netherlands were 
asked to complete a survey and assess 20 MRI cases before and 
after a training. Per case, a sagittal and axial view were shown and 

participants were asked to classify the tumor as located below, on or 
above the sigmoid take- off. The outcomes were agreement with the 
expert reference and accuracy before and after the training.
Results: Eighty- six collaborators participated in this study. Six ra-
diologists (32%) and 11 surgeons (73%) used the sigmoid take- off 
as the standard landmark during multi- disciplinary meetings (MDT). 
The overall agreement with the expert reference improved signifi-
cantly from 53% to 70% (P < 0.001). The positive predictive value for 
diagnosing rectal tumors was high both before and after the training 
(92% vs 90%) and the negative predictive value for diagnosing sig-
moidal tumors improved from 39% to 63%.
Conclusion: One year after incorporating the new definition of a 
rectal tumor into the Dutch colorectal cancer guideline, approxi-
mately half of the represented hospitals had implemented the defi-
nition into MDT meetings. The overall agreement with the expert 
reference and the accuracy for the tumors around the sigmoid 
take- off was low, yet this improved significantly after training. This 
study highlights that implementation of important landmarks should 
be accompanied with adequate training to ensure unambiguous 
assessment.
DisclosureofInterest: None declared

PO-277 | THEINCIDENCEOFHEPATICMETASTASESINEARLY
STAGERECTALCANCER

E. Anand & F. Sagias
Colorectal Surgery, Portsmouth Hospitals University NHS Trust, 
Portsmouth, United Kingdom

Aim: We aim to identify the occurrence of hepatic metastases in 
early stage rectal cancer.
The current literature does not distinctly separate early stage T1 and 
T2 rectal cancer from advanced disease, and therefore data is lack-
ing on the incidence of metastatic disease in early rectal cancer.
Method: We conducted a retrospective cohort study of all patients 
in Portsmouth Hospitals University NHS Trust with T1 and T2 coded 
rectal cancer between 2010 –  2020. This comprised 255 patients 
who had histologically staged T1 and T2 cancer, and 42 patients 
who did not undergo surgery but had radiologically staged T1 and 
T2 Cancer. We subsequently analysed our database for occurrence 
of liver metastases (either synchronous or delayed) and for evidence 
of extramural vascular invasion (EMVI).
Results: 6/255 (2.4%) developed liver metastases in the T1/T2 
Rectal Cancer cohort that underwent surgery
No EMVI was detected in any of these specimens by histopathology.
4/42 (9.5%) developed liver metastases in the non- operative cohort 
of radiologically diagnosed T1/T2 Rectal cancer cohort. The reasons 
for non- operation were as follows:
1. Not fit for surgery: 22/42 (52.4%)
2. Advanced Disease: 4/42 (9.5%)
3. Patient Refused surgery: 1/42 (2.4%)
4. Other 14/42 (33.3%)
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a. TEMS: 6/42 (14.3%)
b. Radiotherapy either followed by TEMS or full response: 8/42 (19%)
Conclusion: This data suggests a significantly lower incidence of liver 
metastases in both the operative and non- operative cohort than sug-
gested by previous epidemiological studies, quoting rates of hepatic 
metastases of around 30%. There appears to be no association be-
tween EMVI status and hepatic disease and therefore we suggest a 
potentially different biology of disease for early rectal cancers.
Reference: 
1. ackl C, Neumann P, Gerken M, Loss M, Klinkhammer- Schalke M, 
Schlitt HJ. Treatment of colorectal liver metastases in Germany: a 
ten- year population- based analysis of 5772 cases of primary colo-
rectal adenocarcinoma. BMC Cancer 2014; 14: 810.
DisclosureofInterest: None declared

PO-278 | YEARONCOLOGICALOUTCOMESAFTER
INTRODUCTIONOFAROBOTICRECTALCANCER
PROGRAMME:ARETROSPECTIVEANALYSIS

L. O Connell, T. Nugent, R. Kalbassi, P. Neary, A. Hafeez & D. 
O'Riordain
Department of Surgery, Beacon Hospital Academy, Dublin, Ireland

Aim: While minimally- invasive surgery for rectal cancer is now 
standard, robotic- assisted surgery for this condition has yet to be 
universally adopted. The platform offers advantages in the confined 
space of the pelvis, including improved image quality and enhanced 
precision of dissection facilitated by the articulated wrists. The liter-
ature suggests that short term outcomes such as TME quality, mar-
gin status, lymph node retrieval and 30- day morbidity and mortality 
are equivalent in robotic- assisted and laparoscopic rectal cancer sur-
gery. (1,2) However, there is little data on the long- term oncologic 
safety of robotic- assisted surgery for rectal cancer.
Method: We conducted a retrospective review of all robotic- assisted 
(n = 58) and laparoscopic (n = 43) rectal cancer cases performed at 
our institution between January 2015 to December 2019. Inclusion 
criteria were patients with a histologically confirmed rectal cancer 
diagnosis scheduled electively for a minimally- invasive (laparoscopic 
or robotic) resection (either anterior resection or abdomino- perineal 
resection). Exclusion criteria comprised patients with distant metas-
tases at presentation, those who underwent surgery as an emer-
gency and those with a non- colorectal primary.
Results: A total of 101 (n = 101) cases met the inclusion criteria and 
were included in the final analysis. The median follow- up was 34 
months. Of the 101, 33 patients received neoadjuvant chemoradio-
therapy prior to definitive surgery.
No significant difference was detected in local recurrence rates (P 
= 0.5), overall survival (P = 0.7) or disease- free survival (P = 0.8) be-
tween the robotic- assisted and laparoscopic cohorts.
Conclusion: In this series, robotic- assisted rectal cancer resections 
demonstrated non- inferiority to laparoscopic procedures with re-
spect to medium- term oncological outcomes.

However, given the small numbers in this cohort, outcomes from 
larger scale datasets will be required to confirm these results.
References: 
1. Han C, Yan P, Jing W, Li M, Du B, Si M, et al. Clinical, pathologi-
cal, and oncologic outcomes of robotic- assisted versus laparoscopic 
proctectomy for rectal cancer: A meta- analysis of randomized con-
trolled studies. Asian J Surg.
2. Effect of Robotic- Assisted vs Conventional Laparoscopic Surgery on 
Risk of Conversion to Open Laparotomy Among Patients Undergoing 
Resection for Rectal Cancer: The ROLARR Randomized Clinical Trial. 
JAMA
DisclosureofInterest: None declared

PO-279 | EVALUATIONOFINEQUALIESINNON-
RESPONDERSTOFITTESTINGINASYMPTOMATICPATHWAY
FORCOLORECTALCANCER

J. Bailey1, D. J. Humes1,2, J. Jones1, A. Ford3, C. Chapman3, J. 
Morling2 & A. Banerjea1

1Nottingham Colorectal Service, Nottingham University Hospitals NHS 
Trust, 2Division of Epidemiology, University of Nottingham, 3Bowel 
Cancer Screening Hub, Nottingham University Hospitals NHS Trust, 
Nottingham, United Kingdom

Aim: We introduced Faecal Immunochemical Tests (FIT) for all 
symptomatic patients without rectal bleeding and/or palpable rectal 
mass. We aim to identify whether patient demographics, ethnicity or 
level of social deprivation affect test return.
Method: A postal FIT sample requested by Primary Care was mandatory 
for all colorectal referrals to secondary care and used to stratify risk of 
colorectal cancer (CRC) with a FBC and ferritin. A retrospective review of 
all referrals was undertaken from Nov 2017- Dec 2020 using electronic 
patient records. Socio- demographic factors affecting return of FIT tests 
were evaluated by univariate and multivariate logistic regression analysis.
Results: 29239 FIT requests were made in the study period. 24855 
patients (85.7%) completed a FIT, whilst 4149 (14.3%) did not. Males 
accounted for 44.2% of all referrals and were significantly more 
likely not to return a FIT test in our multivariate analysis (OR 1.127, 
95% CI 1.054– 1.206, P < 0.0001). Older age was significantly associ-
ated with FIT return (OR 0.649, 95% CI 0.589– 0.714, P < 0.0001), 
whilst social deprivation was significantly associated with FIT non- 
concordance (OR 1.936, 95% CI 1.762– 2.128, P < 0.0001). Patients 
from Asian and Black ethnic groups were nearly twice as likely to 
not return their FIT kits when compared to the White ethnic group 
(30.3% and 26.6% respectively compared to 15.4%).
Conclusion: Use of FIT in Primary Care is acceptable with over 85% 
returning a kit. However, these data suggest that the population that 
do not return kits have specific characteristics related to gender, age, 
ethnicity, and socioeconomic deprivation. These patterns appear simi-
lar to those reported in screening programmes based on faecal testing 
and should be considered as FIT for symptoms continues to expand.
DisclosureofInterest: None declared
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PO-280 | INCIDENCEANDMANAGEMENTOFBENIGN
ANASTOMOTICSTRICTURESAFTERSPHINCTERPRESERVING
ONCOLOGICALRECTALCANCERSURGERY

V. Sukumar, M. Kazi, J. Gori, A. Desouza, A. Saklani & S. Kumar
TATA Memorial Hospital, Mumbai, India

Aim: Benign anastomotic strictures are not uncommon after rectal 
surgery, with some series showing an incidence of up to 30%. We aim 
to assess the incidence and the outcomes of patients who have de-
veloped a benign stricture following sphincter preserving surgery for 
rectal cancer.
Method: A retrospective analysis of the institutional database from 
January 2010 to December 2019 was done. Patients who were diag-
nosed with a stricture following a sphincter preserving rectal cancer 
surgery were included. The medical records of these patients were 
reviewed for age, sex, performance status, type of surgery, surgical 
approach, neoadjuvant therapy and immediate postoperative out-
comes. The data were also analysed for the response to treatment 
and the consequences in these patients.
Results: 1476 patients had undergone sphincter preserving sur-
gery, of which 110 had developed benign strictures (7.4%). 70% of 
patients underwent open surgery, with about 75% of patients un-
dergoing anterior resection. 23% had undergone Intersphincteric 
Resection. 83% of patients had some form of neoadjuvant therapy 
i.e; either short course or long course radiation therapy. 60 of the 
110 patients had their tumours within a distance of 6cm from the 
anal verge. Endoscopic dilation was the most common method used 
to treat rectal stricture, with 69% requiring multiple sessions of en-
doscopic dilation before reversal of stoma. Eight patients required 
surgical intervention, and a repeat anterior resection was the most 
common procedure performed. The stoma reversal rate was 70%. 
Median time to stoma closure was 12 months (range 3 to 52 months).
Conclusion: The strictures rates are comparable to that in published 
literature. The majority of patients had relief of symptoms with en-
doscopy and dilation. However, there is a subset of patients who will 
require surgery to relieve them of the symptoms.
DisclosureofInterest: None declared

PO-281 | THEROLEOFTHEEUMARCSSCOREFOR
PREDICTINGDIFFICULTLAPAROSCOPICTOTALMESORECTAL
EXCISIONONSHORTANDLONGTERMOUTCOMESOF
RECTALCANCERSURGERY

M. Labalde Martínez, M. Fernandez Alfonso, F. J. Garcia Borda, A. 
Vivas Lopez, O. Garcia Villar, C. Nevado Garcia & E. Ferrero Herrero
Colorectal surgery, Hospital Universitario 12 de Octubre, Madrid, Spain

Aim: The EuMaRCS score could identify preoperatively difficult lap-
aroscopic total mesorectal excision (LTME) on short and long term 
outcomes in rectal cáncer surgery.

Method: 88 patients (62M– 26F) with a mean age of 72 (range 64.2– 
79) years with mid- low rectal cancer underwent LTME from January 
2016 to December 2018. The EuMaRCS score was calculated based 
on four variables: Body mass index ( > 30kg/m2), interspinous dis-
tance ( < 96.4 mm), ycT stage > T3 and male sex. Each variable con-
tributed to the score with a specific weight (3 points for BMI > 30, 
2 points for interspinous distance < 96.4, 4 points for ycT stage > 
T3 and 1 point for males). Scoring 3 or more was classified as hav-
ing high surgical difficulties in LTME. Univariate and multivariate 
analysis were used to study the relation between high surgical dif-
ficulties in LTME (EuMaRCS score > or = 3) and short and long term 
outcomes in rectal cáncer surgery. Overall survival (OS) and disease 
free survival (DFS) were estimated by the Kaplan- Meier method and 
compared by the log- rank test.
Results: Mean EuMaRCS score was 5 (range 4– 5). 72 (81.8%) pa-
tients scoring 3 or more. High (3 or more EuMaRCS score) and low ( 
< 3 EuMaRCS score) surgical difficulties in LTME groups were homo-
geneus in terms of age, gender and ASA score. There were not sig-
nificant differences between two groups in postoperative morbidity, 
complete TME rate, positive distal and radial circumferential margins 
rates. After a median follow up of 34.7 (18.6– 35.9) months overall 
survival (OS) and disease- free survival (DFS) were 90.9 and 83.9% 
respectively. Differences concerning OS (88.9%vs100%, P = 0.168) 
and DFS (81.7%vs81.3%, P = 0.792) were not significant between 
the high and low surgical difficulties in LTME groups.
Conclusion: In our study, high difficulties in LTME for rectal cancer 
defined as 3 or more EuMaRCS score could not modify postopera-
tive morbidity, complete TME rate, positive distal and radial circum-
ferential margins rates, OS and DFS.
DisclosureofInterest: None declared

PO-282 | NOBENEFITAFTERNEOADJUVANT
CHEMORADIATIONINSTAGEIVRECTALCANCER:A
PROPENSITYSCORE-MATCHEDANALYSISONAREAL-WORLD
POPULATION

G. Colletti, P. Milito, D. Citterio, A. D'amore, A. Di Russo, F. 
Pietrantonio, R. Santalucia, L. Sorrentino, V. Mazzaferro & M. 
Cosimelli
Fondazione IRCCS Istituto Nazionale dei Tumori, Milan, Italy

Aim: Stage IV rectal cancer occurs in 25% of patients and locore-
gional control of primary tumor is usually poorly considered, since 
priority is the treatment of metastatic disease. This study evalu-
ates impact of neoadjuvant chemoradiation followed by surgery 
(nCHRTS) vs. upfront surgery on locoregional control and overall 
survival in stage IV rectal cancer.
Method: All patients diagnosed with stage IV rectal carcinoma be-
tween 2009 and 2019, undergone elective surgery at the National 
Cancer Institute of Milan (Italy), were included. Propensity score-
  based matching was performed between the two study groups. 
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Loco- regional recurrence- free survival (LRRFS) and overall survival 
(OS) were analysed using Kaplan- Meyer method.
Results: A total of 139 patients were analyzed. After propensity 
score matching, 88 patients were included in the final analysis. The 
3- yr LRRFS rates were 80.3% for nCHRTS vs. 90.4% for upfront 
surgery patients (P = 0.35). The 3- yr OS rates were respectively 
81.8% vs. 58% (P = 0.36). KRAS mutation (HR 2.506, P = 0.038) and 
extra- liver metastases (HR 4.308, P = 0.003) were both predictive of 
worse OS in univariate analysis.
Conclusion: The present study failed to demonstrate a significant 
impact of nCHRTS on LRRFS or OS in stage IV rectal cancer.
DisclosureofInterest: None declared

PO-283 | REVERSECOURSE?AHIDDENLEGACYOFTHE
PANDEMICFORPATIENTSWHOUNDERWENTCOLORECTAL
CANCERRESECTIONS

E. Bright, E. Cahya, M. Mughal & A. Mukherjee
General Surgery, University Hospital Hairmyres, East Kilbride, United 
Kingdom

Aim: A comparative analysis of short term outcome of colorectal re-
sections undertaken before and during COVID- 19 pandemic.
Method: A retrospective analysis of prospective database of colo-
rectal cancer resections pre and post COVID- 19 (2019 vs 2020) in a 
DGH. The cohort had 106 patients (60 in 2019;46 in 2020). Outcome 
parameters analysed were, Length of stay (LOS), stoma formation, 
resection margin, Clavien- dindo classification of complications, 30 
day re- admission rate and 30 day mortality. Demographic data in-
cluded age, gender and type of resection
Results: A total of 60 resections were performed in 2019, 53% being 
female and median age 68 years In 2020 there were 46 resections, 
median age 70.5yrs and 43% female. In 2019 15/60 (25%) of resec-
tions were performed as an emergency and in 2020 10/46 (22%) (P = 
0.65). Median LOS was 8 days in 2019 and 7 in 2020 (P = 0.25). 5/60 
patients were readmitted within 30days in 2019 and 9/46 in 2020 (P 
= 0.045*). In both arms 30 day mortality was 0. In 2019 8 patients 
suffered Clavien- dindo complications rated at 2 or greater and 11 in 
2020 (P = 0.08). Stomas were formed in 26/60 in 2019 and 28/46 in 
2020 (P = 0.037*). Finally in 2019 7/60 resections had R1 resection 
and 4/46 in 2020 (P = 0.62).
Conclusion: The analysis found no signifcant difference in short 
term outcome of the two periods including length of stay or days in 
ICU. Comparatively little statistical difference was found between 
the two years despite COVID- 19. The only parameters notably dif-
ferent were the stoma rate rising from 43% to 61%, and 30 day re-
admission rate increasing from 8% to 20%. This data- set is too small 
to infer if problems related to stoma care were responsible. This 
analysis would suggest that there was not a significant difference in 
occupancy of ICU beds despite increasing stoma formation at a local 
level. Many of these patients will need reversal and the pandemic 

is likely to continue, therefore should stomas be formed as readily? 
Larger multicentre audit may validate such observations.
DisclosureofInterest: None declared

PO-284 | SHORTTERMOUTCOMESOFBLOOD
TRANSFUSIONINELECTIVERECTALCANCERRESECTION

M. Yule1, Y. Maeda1,2 & F. Din1,2

1Department of Colorectal Surgery, Western General Hospital, 
2University of Edinburgh, Edinburgh, United Kingdom

Aim: Perioperative blood transfusion is known to have a negative 
effect on long term prognosis after colorectal cancer operations. 
However, there is a significant lack of data looking specifically at 
rectal cancer operations. This study aims to evaluate the short- term 
outcomes of blood transfusion in elective rectal cancer resections.
Method: A retrospective review of patients undergoing resectional 
surgery of a rectal malignancy from September 2017 to November 
2019 in a tertiary colorectal unit was performed. Demographic 
data, operative information and post- operative complications were 
collected from electronic patient records and anaesthetic charts. 
Patients who received a perioperative allogenic blood transfusion 
were compared with patients who did not.
Results: 179 patients (81 female, median age 67) had rectal cancer 
surgery, including 14 patients who had beyond total mesorectal ex-
cision exenterations. 16 patients had a perioperative blood transfu-
sion. 2 patients were transfused pre- operatively, 3 intraoperatively, 
7 postoperatively and 4 patients had both an intraoperative and 
post- operative transfusion. There was no difference in age (median 
age 75 vs. 67, P = 0.09), sex (7/16 vs. 74/163, P = 1), preoperative 
haemoglobin (median Hb 134.5 vs. 138, P = 0.1) or ASA grade (1 or 
2: 8/11 vs. 112/124, P = 0.1) between the two groups. Surgical site 
infection (8/16 vs. 27/163, P = 0.004) and longer post- operative stay 
(median length of stay 19 (n = 16) vs. 8 (n = 158) days, P = 0.0004) 
were more likely in the blood transfusion group, even after control-
ling for the extent of the resection (5/11 vs. 25/154, P = 0.03 & 15 (n 
= 11) vs. 8 days (n = 149), P = 0.02).
Conclusion: Patients who received a perioperative allogenic blood 
transfusion at the time of rectal cancer surgery have a longer post- 
operative stay, regardless of the extent of the operation. Our data 
also suggests there is an association with surgical site infection and 
further analysis of potential confounding factors is on- going.
DisclosureofInterest: None declared
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PO-285 | THEFEASIBILITYOFIMPLEMENTINGAN
ENHANCEDRECOVERYPROGRAMMEINPATIENTS
UNDERGOINGPELVICEXENTERATION

D. Harji1, P. Mauriac2, B. Bouyer1, X. Berard3, O. Gille3, C. Salut3, E. 
Rullier1, B. Celerier1, G. Robert3 & Q. Denost1

1Colorectal Surgery, CHU de Bordeaux, Bordeaux, 2Colorectal Surgery, 
CHU de Bordeaux, Pessac, 3CHU de Bordeaux, Bordeaux, France

Aim: Pelvic exenteration (PE) is a complex operative procedure, 
reserved for patients with locally advanced and recurrent pelvic 
malignancies. PE is associated with a high index of post- operative 
morbidity. Enhanced Recovery After Surgery (ERAS) programmes 
have been successful in improving postoperative outcomes, how-
ever, its application in PE has not been studied. The aim of our 
study is to assess the feasibility and short- term impact of ERAS 
on PE.
Method: A dedicated PE ERAS programme was developed reflect-
ing the complexity of differing subtypes of PE. A prospective cohort 
study was undertaken to evaluate the feasibility of implementing 
our PE ERAS between 2016 and 2020.
The primary endpoint of this study was overall compliance with 
the ERAS programme. An overall compliance rate of 70% across all 
components was considered to be successful implementation of the 
ERAS programme.
Results: 145 patients were enrolled into our PE ERAS programme, 
with 86 (56.2%) patients undergoing a soft tissue PE, 27 (17.6%) a 
vascular PE and 32 (20.9%) a bony PE. The median overall compli-
ance to the PE ERAS programme was 70% (IQR 55.5 –  88.8). There 
were no observed differences between overall compliance to the 
PE ERAS programme between different subtypes of PE (P = 0.60). 
Patients with higher compliance with the PE ERAS programme had 
a shorter LoS (P < 0.001), less post- operative morbidity (P < 0.001), 
reduced severity of Clavien- Dindo grade of morbidity (P < 0.001) 
and fewer readmissions (P = 0.03).
Conclusion: The principles of ERAS can be readily applied to pa-
tients undergoing PE, with high adherence to the ERAS programme 
associated with improved clinical outcomes.
DisclosureofInterest: None declared

PO-286 | PREDICTIONOFR0/R+SURGERYBYDIFFERENT
CLASSIFICATIONSFORLOCALLYRECURRENTRECTALCANCER

A. D'amore, L. Sorrentino, F. Belli, G. Colletti, E. Daveri, M. Guaglio, 
R. Santalucia & M. Cosimelli
IRCCS Istituto Nazionale dei Tumori, Milan, Italy

Aim: A widely adopted classification system for locally recurrent 
rectal cancer (LRRC) is currently missing, and indication for surgery 
is not standardized. Thus, the aim of the study is to evaluate all the 
published classifications systems in a large monocentric cohort of 
LRRC patients, assessing their capability to predict a R0 resection.

Method: A total of 152 consecutive LRRC patients treated at the 
National Cancer Institute of Milan (NCIM) from 2009 to 2017 were 
classified according to Pilipshen, Mayo Clinic, Memorial Sloan- 
Kettering Cancer Center (MSKCC), Wanebo, Yamada, Boyle, Dutch 
TME Trial, Royal Marsden and National Cancer Institute of Milan 
(NCIM) classification systems.
Results: Central location of LRRC was significantly predictive of R0 
resection across all classification systems. R+ resection was pre-
dicted by: the “anterior” category of MSKCC (OR 2.66, P = 0.007), 
the “S2b” (OR 3.50, P = 0.04) and the “S3” (OR 2.70, P = 0.01) catego-
ries of NCIM, “pelvic disease through anastomosis” of Pilipshen (OR 
2.89, P = 0.002), “fixed at 2 sites” of Mayo Clinic (OR 2.68, P = 0.019), 
and “TR4” of Wanebo (OR 3.39, P = 0.002).
Conclusion: The NCIM classification seems to best predict R0 sur-
gery in comparison of all the other classification systems. Lateral- 
invasive and high sacral- invasive relapses are associated with 
reduced probability of R0 surgery and unfavorable outcomes.
DisclosureofInterest: None declared

PO-287 | RADIOLOGICALANDCLINICALCHARACTERISTICS
OFPATIENTSWITHSUSPECTEDANASTOMOTICLEAKAGE
AFTERLOWANTERIORRESECTIONFORRECTALCANCER

K. Talboom1, C. van Helsdingen1, S. Abdelrahman1, J. Derikx2, P. 
Tanis3 & R. Hompes1

1Surgery, Amsterdam UMC, location AMC, 2Paediatric Surgery, Emma 
Children's Hospital, Amsterdam UMC, 3Surgery, Amsterdam UMC, 
location VUmc, Amsterdam, Netherlands

Aim:Several radiological and clinical indicators for anastomotic leak-
age (AL) have previously been identified. The purpose of this study 
was to compare radiological and clinical characteristics in patients 
undergoing CT imaging for suspected AL after low anterior resection 
(LAR) for rectal cancer, with or without eventually proven AL.
Method: A consecutive retrospective cohort study was performed 
between April 2015 and December 2020 in a tertiary referral center 
with inclusion of all patients that underwent a CT- scan for suspicion 
of AL after LAR without routine diverting ileostomy. The primary 
outcome of this study was to compare radiological and clinical char-
acteristics of patients with AL (AL+) compared to the patients with-
out AL (AL- ).
Results: During the study period 48 patients were included, of which 
25 had an eventually proven AL. In the AL+ group, contrast extrava-
sation, (72% vs 0%, P = 0.000), air around the anastomosis (44% vs 
9%, P = 0.009) and intra- abdominal free air (76% vs 39%, P = 0.010) 
were seen more often. Clinical characteristics seen more in the AL+ 
group were tachycardia (46% vs 17%, P = 0.037), abnormal tempera-
ture (46% vs 17%, P = 0.037) and need for oxygen (25% vs 0%, P 
= 0.022). Postoperative serum CRP levels were higher in the AL+ 
group on day 3, 4 and 5, but only significant on day 4 (241 mg/L vs 
115 mg/L, P = 0.001). Median interval between index surgery and 
CT imaging was 5 days (IQR 4– 12) for the AL+ group, compared to 
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12 days (IQR 5– 25) in the AL-  group (P = 0.031) and median interval 
between CT and reintervention for AL was 5 hours (IQR 2– 22).
Conclusion: This study showed radiological and clinical characteris-
tics specific for AL after LAR for rectal cancer. Without routine di-
verting ileostomy and a pro- active diagnosis and treatment strategy, 
the first clinical signs appear as early as day 3 and first CT- scan and 
subsequent reintervention on day 5. These findings can be valuable 
to further improve early diagnosis and optimize treatment.
DisclosureofInterest: None declared

PO-288 | COMMUNITYOPERATEDRIGHTCOLONCANCERS:
OUTCOMESANDPATTERNSOFRECURRENCEAFTER
INADEQUATECOLECTOMY

S. Patel1, V. Sukumar2, M. Kazi2, A. Mohan2, A. Desouza2 & A. 
Saklani2
1Department of Surgical Oncology, Homi Bhabha Cancer Hospital, 
Tata Memorial Centre, Varanasi, Varanasi, 2Colorectal Division, Tata 
Memorial Centre, Mumbai, Mumbai, India

Aim: Patients of colon cancer operated in community settings 
often fail to undergo the adequate surgery (Complete mesocolic 
excision with D- 3 lymphadenectomy) in less experienced hands. 
Traditionally, chemotherapy forms the mainstay of treatment of 
these inadequately operated patients.
Method: Patients of right colon adenocarcinomas operated out-
side between January 2013 to December 2018 in community non- 
oncological setups and then referred to Tata Memorial Hospital 
were screened and then analysed to study the patterns of relapse 
and the survival outcomes.
Results: There were 107 patients with a mean age of 50 years. 
Median delay in presentation to the hospital was 1 month (1– 27 
months). Mean 12.6 nodes harvested per surgery, with 52 patients 
(48.6%) having suboptimal nodal staging (less than 12 nodes har-
vested). Chemotherapy was given to 85 patients (79.4%) mainly for 
inadequate surgery. Patients with adequate nodal staging had rela-
tively superior overall survival (59.9 versus 43.8 months, P = 0.103). 
With a mean follow up of 32.6. months, the overall survival and 
disease- free survival of the cohort at 2 years was 65.4% and 40.8%. 
40 patients (37.4%) had peritoneal relapse of which only 5 patients 
could undergo cytoreduction surgery. 16 patients had locoregional 
relapse of which only 7 could be salvaged with a R- 0 surgery.
Conclusion: Patients of colon cancers operated in community 
settings often undergo inadequate surgery as reflected by inad-
equate lymphadenectomy. These patients have higher relapse, 
especially peritoneal recurrences with inferior survival outcomes. 
Chemotherapy as the sole adjuvant therapy may not be sufficient 
for treatment of inadequately operated patients.
DisclosureofInterest: None declared

PO-289 | PROGNOSTICFACTORSINPATIENTSWITH
LOCALLYADVANCEDRECTALCANCERWITHCOMPLETEOR
NEAR-COMPLETERESPONSEAFTERNEOADJUVANTTHERAPY

B. Matías- García, A. Quiroga- Valcárcel, Y. Allaoua- Moussaoui, 
F. Mendoza- Moreno, C. Vera- Mansilla, A. Blázquez- Martín, E. 
Ovejero- Merino, M. Díez- Alonso & A. Gutiérrez- Calvo
General and Digestive Surgery, Príncipe de Asturias Teaching Hospital, 
Alcalá de Henares, Spain

Aim: Neoadjuvant therapy in locally advanced rectal cancer has been 
considered a significant part of treatment in recent years. However, 
we do not know why some patients show different tumour regression 
than others at the same tumour stage. Several factors have been ana-
lysed and in our work we have analysed some of these factors to estab-
lish the relationship with complete or near- complete tumour response.
Method: Retrospective observational study. All patients undergoing 
surgery for locally advanced rectal adenocarcinoma who underwent 
neoadjuvant radiochemotherapy and subsequent surgery (meso-
rectal excision) were included. Tumour regression response was 
measured on histological specimen using the AJCC classification 
for tumour regression (grade 0 and 1, complete or near complete 
response respectively). All variables were collected and analysed ac-
cording to SPPS software (IBM Version 23).
Results: A total of 223 patients were analysed. Of these, only 39 pa-
tients had a complete response (Grade 0), while almost complete re-
sponse (Grade 1) was described in 77 patients. The mean age of the 
series was 61.95±11 months. The following variables were analysed 
in relation to the degree of complete or near complete response: 
age (P = 0.47), sex (P = 0.157), radiotherapy interval longer than 10 
weeks (P = 0.006), distance to the anal margin (P = 0.125) and preop-
erative tumour marker (CEA) values (P = 0.87).
Conclusion: Only in our study did we find significant differences in 
the time interval between the end of preoperative radiotherapy and 
surgery, with a higher rate of complete or near- complete responses 
in those patients who underwent surgery within 10 weeks or more.
References:
1. Lim YJ, Song C, Jeon SH, Kim K, Chie EK. Risk Stratification 
Using Neoadjuvant Rectal Score in the Era of Neoadjuvant 
Chemoradiotherapy: Validation With Long- term Outcome Data. Dis 
Colon Rectum. 2021 Jan;64(1):60– 70
2. Kim JM, Park JW, Lee JH, Park YH, Park SJ, Cheon JH, Kim WH, 
Kim TI. Survival Benefit for Metformin Through Better Tumor 
Response by Neoadjuvant Concurrent Chemoradiotherapy in Rectal 
Cancer. Dis Colon Rectum. 2020 Jun;63(6):758– 768.
3. okas E, Liersch T, Fietkau R, et al. Tumor regression grading after 
preoperative chemoradiotherapy for locally advanced rectal carci-
noma revisited: updated results of the CAO/ARO/AIO- 94 trial. J Clin 
Oncol. 2014;32:1554– 156.
4. Gavioli M, Luppi G, Losi L, et al. Incidence and clinical impact of steri-
lized disease and minimal residual disease after preoperative radiochem-
otherapy for rectal cancer. Dis Colon Rectum. 2005;48:1851– 1857.
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PO-290 | ROBOTICCOLORECTALSURGERYUSING
SENHANCE®ROBOTICSYSTEM:SINGLECENTEREXPERIENCE

N. Samalavicius1, V. Janusonis1, V. Klimasauskiene2, E. Smolskas3 & 
A. Dulskas4

1Klaipeda University Hospital, Klaipeda, 2Republic Vilnius University 
Hospital, 3Vilnius city clinical hospital, 4National Cancer Institute, 
Vilnius, Lithuania

Aim: The aim of the study was to evaluate initial single robotic center 
experience with Senhance® robotics in colorectal surgery.
Method: Over the period of two years since the adoption of 
Senhance® robotic surgery, November 2018 to November 2020, 57 
colorectal procedures were performed. Perioperative, intraopera-
tive and short- term postoperative data was assessed.
Results: 28 patients were female and 29 men, age range 23– 84, on an 
average 61.7±6.2 year. 48 (84.2%) patients were operated for colorec-
tal cancer (22 colon and 26 rectal), rest nine (15.8%) for benign reasons. 
Operating time was 194 minutes ± 57.8 min (range 90 minutes to 380 
minutes). 27 (47.4%) operations were performed on the colon and 30 
(52.6%) –  rectum. Postoperative hospital stay was 8±6.2 days (ranging 
from 3 to 48 days). There were two (3.4%) conversions to open surgery. 
No intraoperative complications occurred. Seven (12.3%) postopera-
tive complications were recorded, and in three (5.3%) of them inter-
vention under general anesthesia was necessary. No postoperative 
deaths occurred. In 48 patients operated for colorectal cancer aver-
age lymph- node harvest was 18±7.9 (range 7 to 38). In a rectal cancer 
group of 26 patients, distal resection margin was 3.3±1.8 cm.
Conclusion: In our experience, surgery using Senhance® robotic system 
was safe and feasible in surgery both on colon and rectum. In future, a 
randomized controlled trial comparing this type of colorectal surgery 
with laparoscopic and/or other type of robotic surgery is needed.
DisclosureofInterest: None declared

PO-291 | COMPARISONOFLAPAROSCOPICVERSUSROBOT-
ASSISTEDVERSUSTATMESURGERYFORRECTALCANCER:
ARETROSPECTIVEPROPENSITYSCOREMATCHEDCOHORT
STUDYOFSHORT-TERMOUTCOMES

J. Hol1, T. Burghgraef2, M. Rutgers3, R. Crolla4, N. van Geloven 5, R. 
Hompes3, J. Leijtens6, F. Polat7, A. Pronk8, A. Smits9, J. Tuynman1, E. 
Verdaasdonk10, E. Consten2,11 & C. Sietses12

1Surgery, Amsterdam UMC, location VU, Amsterdam, 2Surgery, University 
Medical Centre Groningen, Groningen, 3Surgery, Amsterdam UMC, location 
AMC, Amsterdam, 4Surgery, Amphia, Breda, 5Surgery, Tergooi, Hilversum, 
6Surgery, Laurentius, Roermond, 7Surgery, Canisius Wilhelmina Ziekenhuis, 
Nijmegen, 8Surgery, Diakonessehuis, Utrecht, 9Surgery, St Antonius, 
Nieuwegein, 10Surgery, Jeroen Bosch, Den Bosch, 11Surgery, Meander Medisch 
Centrum, Amersfoort, 12Surgery, Ziekenhuis Gelderse Vallei, Ede, Netherlands

Aim: Laparoscopic total mesorectal excision (TME) surgery for rec-
tal cancer has importanttechnical limitations. Robot- assisted and 

transanal TME (TaTME) were developed to overcome these limi-
tations, potentially leading to lower conversion rates and reduced 
morbidity. However, comparative data between the three ap-
proaches is lacking. The aim of this study was to compareshort- term 
outcomes for laparoscopic TME, robot- assisted TME and TaTME in 
expert centres.
Method:Patients undergoing rectal cancer surgery between 2015 
and 2017 in expert centres for laparoscopic, robot- assisted or 
TaTME were included. Outcomes for TME surgery performed by 
the specialized technique in the expert centres were compared 
after propensity score matching. Primary outcome was conver-
sion rate. Secondary outcomes were morbidity and pathological 
outcomes.
Results:A total of 1078 patients were included. In rectal cancer sur-
gery in general, the overall rate of
primary anastomosis was 39.4%, 61.9% and 61.9% in laparoscopic, 
robot- assisted and TaTME centres respectively (P < 0.001). For spe-
cialized techniques in expert centres excluding abdominoperineal 
resection (APR), the rate of primary anastomosis was 66.7% in lapa-
roscopic, 89.8% in robot- assisted and 84.3% in TaTME (P < 0.001). 
Conversion rates were 3.7%, 4.6% and 1.9% in laparoscopic, robot-
assisted and TaTME respectively (P = 0.134). Number of incomplete 
specimen, CRM involvement rate and morbidity rates did not differ 
significantly.
Conclusion:The results of this study showed similar and acceptable 
short- term results for all three techniques in expert centres. In cen-
tres with robot- assisted or TaTME technique, more primary anasto-
moses were made.
DisclosureofInterest: J. Hol: None declared, T. Burghgraef: None 
declared, M. Rutgers: None declared, R. Crolla Conflict with: re-
ceived fees from Intuitive Surgical., N. van Geloven : None de-
clared, R. Hompes: None declared, J. Leijtens: None declared, F. 
Polat: None declared, A. Pronk: None declared, A. Smits: None de-
clared, J. Tuynman: None declared, E. Verdaasdonk: None declared, 
E. Consten Conflict with: received fees from Intuitive Surgical., 
C. Sietses Conflict with: received surgical lecturing fees from 
Medtronic.

PO-292 | PELVICVOLUMETRICMEASUREMENTON
ASSESSMENTOFDIFFICULTYOFROBOTICTOTAL
MESORECTALEXCISION–APILOTSTUDY

M. F. Ho, R. Ko & S. S.- M. NG
Surgery, Prince of Wales Hospital, Chinese University of Hong Kong, 
Shatin, Hong Kong

Aim: To evaluate a new perspective on assessing the difficulty of 
performing robotic total mesorectal excision
Method: Pelvic volumes of consecutive patients undergoing robotic 
total mesorectal excision (TME) were recruited. Patients with pre-
vious colorectal resection and locally advanced tumours requiring 
multivisceral resection were excluded. 3D reconstruction of the 
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preoperative MRI scans were performed and the pelvic volumes in-
cluding bony pelvic volume, inner pelvic volume and mesorectal vol-
ume were measured. Primary outcome will be difficulty of surgery, 
which was measured by console time, blood lost and number of sta-
ples to transect the rectum. Two independent observers measured 
the pelvic volumes to identify any inter- observer bias.
Results: 37 patients from Jan 2018 to March 2021 were recruited 
including 27 male and 10 female patients. Mean age was 67.2 years 
with average BMI 23.84kg/m2. 56.8% of the patient has neoadju-
vant treatment. The mean pelvic bone volume, inner pelvic volume 
and mesorectal volume were 637.41ml, 369.76ml and 212.60ml re-
spectively. Pearson’s correlation test showed significant correlation 
of these volume to console time, blood lost and number of staples 
used. Comparisons of pelvic volumes measured by two independent 
observers did not show significant difference.
Conclusion: Pelvic volumetric measurement is a novel method 
that can assess the difficult of TME surgery. It is reproducible. 
Prospective validation study is necessary to determine the cut off 
value for difficult surgery.
DisclosureofInterest: None declared

PO-293 | SOCIOECONOMICANDDEMOGRAPHICFACTORS
ANDSTAGEATPRESENTATIONOFRECTALCANCERINA
STABLEPOPULATION

R. Stienstra1, A. Mehta1, C. Leiberman1, A. Todd- Hems2, R. Fairlie1, 
T. J. McGourty1 & J. Camilleri- Brennan1

1Surgery, Forth Valley Royal Hospital, Stirling, 2Surgery, University of 
Glasgow, Glasgow, United Kingdom

Aim: The aim of this study is to determine whether socioeconomic 
status, gender and age are associated with the tumour stage of rectal 
cancer patients at presentation, in a stable population.
Method: Between January 2014 and December 2017, data were col-
lected prospectively on all patients who had a positive histological 
diagnosis of rectal cancer in Central Scotland. Patients’ socioeco-
nomic status, age, gender and tumour stage at presentation were re-
corded. The socioeconomic status (deprivation category, DEPCAT) 
was determined from the Scottish Index of Multiple Deprivation and 
based on the post code. Patients were stratified in descending order 
of social deprivation into five groups, according to the quintiles of 
DEPCAT score. Group 1 was the lowest score, comprising of people 
with the greatest socioeconomic disadvantage. The Dukes stage at 
presentation was determined from the pathology records and the 
initial staging CT and MRI scans.
Results: A total of 214 patients were diagnosed with rectal cancer 
during this 4 year period, out of a population of about 300,000. 
There was no significant association between the tumour stage and 
deprivation category (Cramer’s V 0.15, P = 0.3). The correlation be-
tween age at presentation and tumour stage was - 0.22 (P = 0.004) 
and between tumour stage and gender was 0.21 (P = 0.005). 31% of 

female patients presented with Dukes D disease versus 17% of male 
patients and 22% of females presenting with Dukes A disease versus 
29% of males.
Conclusion: The results demonstrate that females and younger pa-
tients are more likely to present with advanced rectal cancer than 
males and older patients. In contrast, socially deprived individuals 
do not present with more advanced rectal cancer than affluent pa-
tients. This is probably due to uniformity in the access to and the 
provision of health care services in the community, irrespective of 
socioeconomic status. The provision of screening in younger age 
groups may allow for an earlier diagnosis.
DisclosureofInterest: None declared

PO-294 | SURGICALVOLUMEANDSURGICAL
SUBSPECIALIZATIONANDOUTCOMESINEMERGENTCOLON
CANCERRESECTION

J. Engdahl, A. Öberg, S. Öberg, S. Bech- Larsen, T. Vedin, M. 
Edelhamre & H. Bergenfeldt
Surgery, Helsingborg Hosptial, Helsingborg, Sweden

Aim: To evaluate the impact of surgical volume and surgical subspe-
ciality on postoperative complications and mortality after emergent 
colon cancer surgery
Method: A retrospective analysis of all patients who underwent 
elective and emergent surgery for colon cancer between 2011 and 
2019 at the secondary care hospital of Helsingborg, Sweden. The 
most senior surgeon participating in the surgical procedure was 
noted and classified as colorectal surgeon if working regularly at 
the colorectal unit. The senior surgeons were divided into 4 groups 
based on the average yearly number of elective and emergent colon 
cancer resections ( < 1,1– 5,5– 10 or > 10).
Results: In total 915 patients underwent colon resection for colon 
cancer, of which 184(20%) were emergently resected. Twenty- nine 
different senior surgeons performed emergent resection during 
the study period, 14 of which were defined as colorectal surgeons. 
Surgeons performed a median of 2.31 (range 0.12– 28) colon resec-
tions (elective and emergent) per year. The overall 90- day mortality 
after emergent resection was 7.0% for non- colorectal surgeons vs. 
8.6% for colorectal surgeons(P = 0.70). Complications occurred in 
51% of cases for both colorectal and non- colorectal surgeons(P = 
0.942).
For patients operated by surgeons performing < 1, 1– 5, 5– 10 
and > 10 colonic resections yearly; 90- day mortality was 10.0%, 
3.2%, 9.8%, 10.0% and complications occurred in 65%, 44%, 46% 
and 62.5% respectively. There was no correlation between yearly 
surgical volume and 90- day mortality (OR = 1.01 95% CI 0.94– 
1.09, P = 0.754) or complications (OR = 1.02 95% CI 0.98– 1.06, P 
= 0.330) in logistic regression. Furthermore, yearly surgical vol-
ume did not correlate with length of hospital stay(r2 = 0.003, P 
= 0.446).
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Conclusion: Short- term outcome after emergent resection for colon 
cancer was similar for patients operated by colorectal-  and non- 
colorectal surgeons. Good short- term outcomes is feasible after 
emergent resection by non- colorectal surgeons with low yearly sur-
gical volumes.
DisclosureofInterest: None declared

PO-295 | THEIMPORTANCEOFTUMORBUDDINGONNON-
METASTATICCOLONCANCER

N. Sogutcu1 & S. Gumus2

1Pathology, Gazi Yasargil Education Hospital, Diyarbakir, 2Department 
of Surgical Oncology, Cukurova University, Seyhan/Adana, Turkey

Aim: Recent literature suggests that tumor budding (TB) may have 
a significant clinical impact on colorectal cancers. Our study aims to 
reveal the effect of TB on the long- term outcomes of patients and 
to reveal whether there is a difference in tumor location and TB in 
colonic cancers.
Method: A cohort of 100 patients with non- metastatic colon cancer 
was included in the study. The clinicopathological information of the 
patients was reviewed. Patients' preparations were re- evaluated to 
identify TB as: low, medium, and high and represent 0– 4 buds, 5– 9 
buds, and 10 or more buds per 0.785 mm2, respectively. Long- term 
oncological outcomes of patients were measured. The recurrence, 
metastasis, and final status of the patients were determined during 
the follow- up period.
Results: High TB was associated with higher pT and tumor stage; 
also, with the presence of lymph node metastasis, lymphatic and 
perineural invasion (P < 0.05, all). Additionally, right- sided tumors 
had a high TB score (P = 0.011). Patients with high TB had shorter 
recurrence times and overall survival, but these were not statically 
significant. According to the multiple regression analysis, the mortal-
ity risk was found to increase 0.969 times in patients over 65 years 
of age (P = 0.046), 0.423 times in patients with high pN values (P = 
0.003), 3.308 times in patients without received chemotherapy (P = 
0.012), and 1.775 times in patients with high TB (P = 0.040).
Conclusion: The results of this study showed that advanced age ( > 
65 years of age), lymphatic metastasis, and high TB affect mortality 
of colon cancer. Also, high TB is more common in right side can-
cers. New studies are required to investigate whether the genetic 
changes that play a role in the etiology of colon cancer and show 
regional differences affect TB.
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PO-296 | ARETROSPECTIVEREVIEWOFALARGE
PROSPECTIVELYMAINTAINEDDATABASEOFLARGEAND
RECURRENTPOLYPSANDTHEADVANCEDENDOSCOPIC
MANAGEMENTOFTHESEINTHESOUTHEASTERNTRUST
NORTHERNIRELANDSINCE2018

C. Rossborough, S. Davidson, K. McCallion & A. McBrearty
Ulster Hospital, Belfast, United Kingdom

Aim: High rate of malignancy and recurrence has been reported in 
large polyps. The aim of this study was to review a case series of 
all advanced endoscopic management of large and recurrent polyps 
since 2018, to identify outcomes of patient’s, follow up and any ad-
verse outcomes.
Method: A retrospective review of a large prospectively maintained 
database of large and recurrent polyps and the advanced endoscopic 
management of these within the South Eastern Trust Northern 
Ireland since 2018.
Results: Results to date have shown that there no significant ad-
verse outcomes as a result of this management. A small number went 
on to require formal surgical resection, but that a significant number 
have been saved the potential morbidity associated with colonic and 
rectal resections
Conclusion: Advanced endoscopic polypectomy remains a safe 
and effective method of management of large, recurrent or poten-
tially malignant polyps. This is particularly true for those patients in 
which surgical intervention would prove to have a significant risk of 
morbidity.
DisclosureofInterest: None declared

PO-297 | OUTCOMESAFTERCOLONICSTENTING

S. Granger1, C. Trew1, D. Fay2, R. Colliver2, A. Phillips2 & J. Wood1

1Department of Colorectal Surgery, 2Department of Interventional 
Radiology, Royal United Hospital Bath, UK, Bath, United Kingdom

Aim: To review indication, natural history, complications and their 
risk factors, long term outcomes and need for surgery following in-
sertion of colorectal stent (CS) for large bowel obstruction (LBO).
Method: Retrospective review of all CS from 2013– 2021.
Results: 114 patients underwent CS from 2013– 2021. Male (49.1%), 
mean age 73.8 years. Left sided obstruction was most common-  
45.6% sigmoid (n = 52), rectosigmoid 17.5% (n = 20), rectal 9.6% (n = 
11), splenic flexure 9.6% (n = 11), descending colon 8.7% (n = 10) and 
8.7% (n = 10) other.
Primary colorectal cancer (CRC) was the most common cause of 
LBO- 88.6% (n = 101) followed by non- CRC 7% (n = 8), benign causes 
2.6% (n = 3), 2 were uncertain (1.8%). CS indication- 88.6% palliative, 
11.4% curative. Admission type-  59.6% emergency presentation, 
41.4% planned CS.
Complication rate-  obstruction 13.2% (n = 15), perforation (PF) 7.9% 
(n = 9), stent migration 7% (n = 8), haemorrhage 0.9%. Successful 
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deployment of CS was achieved in 88.7%. PF was more common in 
the emergency cohort 11.8% vs 2.2% for planned (P = 0.06) and for 
benign/non- CRC vs CRC- 23– 38% vs 4.0% (P < 0.01).
26.3% (n = 30) patients went on to have surgery-  38.7%(n = 12) loop 
colostomy, 29% (n = 9) resection and anastomosis, 25.9%(n = 8) re-
section and end stoma, 3.2% (n = 1) had a loop ileostomy. Patients 
stented as a bridge to surgery were more likely to undergo surgery 
84.7% (n = 11) vs 18.8% (n = 19) than palliative patients (P < 0.01).
Mean stent patency in the palliative cohort was 223 days to occlu-
sion, surgery or death (range 3 days-  3 years,5 months). 75% (n = 68) 
stent patency < 1 year, 18.2% (n = 16) patency 1– 2 years, 2.3% (n = 
2) patent 2– 3 years and 2.3% patent 3– 4 years.5 patients needed 1 
further CS, 1 needed 2 further CS.
Conclusion: Perforation is more common in the emergency setting 
and for non- CRC obstruction. 88.6% of CS were performed for palli-
ation of whom 18.8% went on to have surgery. Stenting is a valuable 
palliative procedure- 22% pts stoma free survival > 1 year avoiding 
operative morbidity.
DisclosureofInterest: None declared

PO-298 | EVALUATINGPOTENTIALDELAYSANDOUTCOMES
OFPATIENTSUNDERGOINGSURGICALRESECTIONFOR
LOCALLYADVANCEDANDRECURRENTCOLORECTALCANCER
DURINGAPANDEMIC

M. A. Javed, A. Kohler, J. Tiernan, A. Quyn & P. Sagar
The John Goligher Colorectal Surgery Unit, Leeds Teaching Hospital 
NHS Trust, Leeds, United Kingdom

Aim: The COVID- 19 pandemic resulted in a significant disruption 
of colorectal cancer (CRC) care pathways. This study evaluates the 
management and outcomes of patients with primary locally ad-
vanced or recurrent CRC during the pandemic in a single tertiary 
referral center.
Method: Patients undergoing elective surgery for advanced or re-
current CRC with curative intent between March 2020 –  March 
2021 were identified. Following first MDT discussion patients were 
broadly classified into two groups: straight to surgery (n = 22, 45%) 
or neoadjuvant therapy followed by surgery (n = 27, 55%). Primary 
outcome was COVID- 19 related complication rate.
Results: 49 patients were included with a median age of 66 years 
(IQR:54– 73). No patients developed a COVID- 19 infection or re-
lated complication during hospital admission. Significant delays 
were identified in the treatment pathway of patients in straight 
to surgery group, mostly due to delays in referral from external 
centers. 9/22 in the straight to surgery group had evidence of 
tumour progression vs 3/27 in neoadjuvant group, (P = 0.015839). 
7/27 in the neoadjuvant group showed evidence of tumour re-
gression. During the study, surgical waiting times were reduced 

and more operations were performed during the second wave of 
COVID- 19.
Conclusion: This study suggests that it is possible to mitigate the 
risks of COVID- 19 related complications in patients undergoing 
complex surgery for locally advanced and recurrent CRC. Delay in 
surgical intervention is associated with tumour progression, par-
ticularly in patients who may not have neoadjuvant therapy. Efforts 
should be made to prioritize resources for patients requiring time- 
sensitive surgery for advanced and recurrent CRC.
DisclosureofInterest: None declared
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S. Sohrabi1, Y. Maeda1, S. Lee1, R. Mak1, P. Gillett2, A. Shand2, D. 
Speake1, M. Dunlop1 & F. Din1

1Department of Colorectal Surgery, 2Department of Gastroenterology, 
Western General Hospital, Edinburgh, Edinburgh, United Kingdom

Aim: Management of familial adenomatous polyposis (FAP) can be 
challenging without an established program to ensure timely surveil-
lance and surgery. We reviewed our experience of over 30 years to 
determine patient outcomes and our overall success in the manage-
ment of these cases.
Method: All patients seen at our specialist FAP clinic from 1984 to 
the present day have been recorded on an electronic spreadsheet. 
Retrospective review of this database allowed us to collect several 
data points, including patient demographics, surveillance intervals, 
imaging and operative interventions.
Results: Since 1984, 101 patients (51 male) were included in our da-
tabase. Forty- five patients were from 18 families and 51 patients 
were probands. Seventy- eight patients had classical phenotype 
and 8 had attenuated FAP. Sixty- four patients had an operation at 
mean age of 37 years (range 16– 85), the commonest operation was 
proctocolectomy and ileal- pouch anal anastomosis (n = 40). Seven 
patients were diagnosed with malignancies; 3 cancers were due 
to delayed surveillance (2 at external hospital) and 1 was interval 
cancer. Twenty- one patients are known with desmoid, of whom 7 
patients required excision for symptoms. Six patients died due to 
FAP- related malignancy. A total of 196 surveillance scopes were per-
formed. Of those who required repeat scopes, almost half (n = 66, 
49.6%) received these at intervals of 1– 3 years in line with recom-
mended guidelines.
Conclusion: FAP is a complex disease which requires a careful ap-
proach to surveillance and surgery. Integration of clinical and genetic 
information through the development of a dedicated regional net-
work may further improve patients’ care.
DisclosureofInterest: None declared



146  |    E-POSTERSABSTRACT

PO-300 | FACTORSPREDICTINGDIFFICULTYIN
LAPAROSCOPICTOTALMESORECTALEXCISION:SHORTAND
LONG-TERMOUTCOMES

M. Labalde Martínez, M. Fernadez Alfonso, A. Vivas Lopez, C. 
Nevado Garcia, O. Garcia Villar, R. Gonzalez & E. Ferrero Herrero
Colorectal surgery, Hospital Universitario 12 de Octubre, Madrid, Spain

Aim: This study analysed if factors predicting difficulty in laparo-
scopic total mesorectal excision (LTME) were associated with short 
and long- term outcomes in patients with rectal cancer.
Method: 88 patients (62M– 26F) with a mean age of 72 (range 64.2– 
79) years with mid- low rectal cancer underwent LTME from January 
2016 to December 2018. Univariate and multivariate analysis were 
used to assess the relation between factors predicting difficulty in 
LTME (male, obesity, cT3– 4, bulky tumors, low rectal cancer and 
neoadjuvant therapy) and short and long term outcomes. Overall 
survival (OS) and disease free survival (DFS) were estimated by the 
Kaplan- Meier method and compared by the log- rank test.
Results: Mean operative time was 290 (232– 320) min, intraoperative 
complications rate 9%, postoperative morbidity 46.5%, conversión 
rate 12.5%, complete TME rate 82.9%, free distal and radial circum-
ferential margin rates 96.6 and 82%. Male sex was associated with 
operative time (298vs243, P = 0.001), conversión rate (18%vs0%, 
P = 0.018) and postoperative morbidity (54.1%vs29.6%, P = 0.034). 
Low rectal cancer (303vs269, P = 0.022) and neoadjuvant therapy 
(296vs252, P = 0.004) were associated with operative time. In multi-
variate analysis revealed that male [OR = 3.5(IC95%1.326– 9.761), P = 
0.012] and neoadjuvant therapy [OR = 2.634(IC95%1.030– 6.734), P 
= 0.043] were risk factors for prolonged operative time and male for 
postoperative morbidity [OR = 2.799(IC95%1.064– 7.365), P = 0.037] 
in LTME for rectal cancer. After a median follow- up time of 34.7(35.9– 
18.6) months OS and DFS were 90.9 and 83.9% respectively. There 
were not significant differences between OS and DFS and male, obe-
sity, cT3– 4, bulky tumors, low rectal cáncer and neoadjuvant therapy.
Conclusion: Male sex was associated with prolonged operative time 
and postoperative morbidity. Neoadjuvant therapy was correlated 
to prolonged operative time. Adverse tecnical conditions for LTME 
were not related to OS and DFS in rectal cancer.
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CANCER

I. H. Ozata1, S. N. Karahan1, M. Yeşilsoy1, S. Sucu1, D. Sarıkaya2, E. 
Özoran1, D. S. Uymaz1, S. Zenger1, E. Bozkurt1, O. Ağcaoğlu1, E. 
Balık1 & D. Buğra1

1General Surgery, 2KOC University Hospital, Istanbul, Turkey

Aim: Surgery is the mainstay treatment in colorectal cancer. It is con-
sidered as a disease of the elderly due to its tripled incidence in people 

over 75 years of age. In the elderly population, performing a surgery 
can be challenging due to accompanying comorbidities higher perio-
perative risk, presentation at advanced stages. Laparoscopic surgery 
is expected to be the gold standard due to proven advantages such 
as decreased pain, shorter hospital stay, better pain control, and im-
proved cosmesis across all ages. Nonetheless, it remains underre-
searched and underutilized especially in the elderly population.
Method: This study included patients > 75 years of age with colon 
cancer operated at Koc University Hospital between October 2014 
and December 2019. 68 patients were eligible for this study with 
34 patients in both laparoscopic and open surgery group. The two 
groups were compared in terms of patient demographics, patho-
logic outcomes, perioperative results, and short- long term oncologic 
outcomes.
Results: All patients underwent R0 resection regardless of technique. 
Laparoscopic surgery proved to decrease the length of hospital stay 
(P = 0.042). Patients in open surgery group had larger tumors (P = 
0.02). Laparoscopic surgery yielded higher numbers of lymph nodes 
(P = 0.03). No difference was observed regarding 30- day postopera-
tive complication rate (P = 1). Overall and disease free 30- month sur-
vival rates were 86.1% and 84.7% in the laparoscopic surgery group 
and 76.2% and 72.7% in the open surgery group respectively.
Conclusion: Our study verified the safety and feasibility of laparo-
scopic surgery in the elderly population. We also found that lapa-
roscopic surgery might provide additional advantages over an open 
surgical approach. Taking already known merits of laparoscopic 
surgery such as improved pain control, better cosmetic results, 
and decreased tissue trauma into account, our findings stress the 
importance of laparoscopic colon surgery especially in the more 
complication- prone elderly population.
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Allaoua- Moussaoui, M. Bru- Aparicio, C. Vera- Mansilla, A. Blázquez- 
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Gutiérrez- Calvo
General and Digestive Surgery, Príncipe de Asturias Teaching Hospital, 
Alcalá de Henares, Spain

Aim: Colorectal cancer is the third leading cause of death worldwide. 
Since 1991, when the first laparoscopic colectomy was published, 
this approach has shown great benefits. However, through our work 
we wanted to analyse whether there are long- term differences in 
survival and recurrence comparing the open approach with the lapa-
roscopic approach.
Method: Retrospective observational study. Patients who under-
went right hemicolectomy with histological findings of adenocarci-
noma between January 2004 and December 2019 were analysed. 
They were divided into two groups: Group A (conventional surgery), 
Group B (laparoscopic access). All variables were collected in an IBM 
SPPS database (V.23). Age, overall survival, recurrence time and 
disease- free interval were analysed as variables for each group.
Results: A total of 452 patients (204 men and 248 women) were col-
lected. A total of 354 patients underwent conventional surgery (Group 
A) and 98 patients underwent laparoscopic surgery (Group B). The mean 
age (Group A) was 70.9±11 years while that of Group B was 69.9±11 
(P = 0.366). Overall survival in Group A was 47.4±33 months while in 
Group B it was 23.1±16.9 months (P = 0.001; 95%CI(37.5– 10.9)). The 
time to recurrence in group A (59 patients) was 21.5±21.2 months and 
in group B (10 patients) was 13.6±8 months (P = 0.50; 95%CI (15.9– 
0.11). The disease- free interval in group A was 60.2±42 months com-
pared to group B, 33.8±27 months (P = 0.00;95%CI(18.3– 34.4).
Conclusions:
Conclusion: In our work we found no significant differences in rela-
tion to time to recurrence. However, we observed significant dif-
ferences in survival and disease- free interval, being higher in the 
conventional approach.
References:
1. Shah MF, Naeem A, Haq IU, Riaz S, Shakeel O, Panteleimonitis S, 
Khattak S, Syed AA, Parvaiz A. Laparoscopy Offers Better Clinical 
Outcomes and Long- term Survival in Patients With Right Colon 
Cancer: Experience From National Cancer Center. Ann Coloproctol. 
2021 Jun 24.
2. Jayne DG, Thorpe HC, Copeland J, Quirke P, Brown JM, Guillou 
PJ. Five- year follow- up of the Medical Research Council CLASICC 
trial of laparoscopically assisted versus open surgery for colorectal 
cancer. Br J Surg 2010;97:1638– 45.
3. Heald RJ, Husband EM, Ryall RD. The mesorectum in rectal cancer 
surgery: the clue to pelvic recurrence? Br J Surg 1982;69:613-  6.
4. Heald RJ, Ryall RD. Recurrence and survival after total mesorectal 
excision for rectal cancer. Lancet 1986;1:1479– 82.

5. Silen W. Mesorectal excision for rectal cancer. Lancet 1993;341: 
1279– 80.
6. Hohenberger W, Weber K, Matzel K, Papadopoulos T, Merkel S. 
Standardized surgery for colonic cancer: complete mesocolic exci-
sion and central ligation- - technical notes and outcome. Colorectal 
Dis 2009;11:354– 64.
DisclosureofInterest: None declared

PO-303 | SARCOPENIAASARISKFACTORFORMORBIDITY
ANDANASTOMOTICLEAKAGEAFTERRESECTIONFORRECTAL
CANCER:APROPENSITYMATCHINGANALYSIS

M. N. Figueiredo1, O. Cinthia D2, V. Seid1, L. Gerbasi1, R. Pandini1, 
A. S. Portilho1, V. Mizubuti2, M. Marcelino1, R. Novo1, F. Tustumi1 & 
S. E. Araujo3

1Colorectal Surgery, 2Radiology, 3Department of Oncology, Hospital 
Israelita Albert Einstein, São Paulo, Brazil

Aim: The purpose of this study was to evaluate if sarcopenia as-
sessed by the area of the psoas muscle through CT images was as-
sociated to complications after surgery in patients with rectal cancer 
following neoadjuvant chemoradiation.
Method: This is a retrospective analysis from a prospectively col-
lected database. Patients had a diagnosis of rectal cancer and under-
went neoadjuvant treatment followed by rectal resection from June 
2016 do June 2020. A manual trace delineating the psoas area was 
estimated (mm2) on CT scans after neoadjuvant therapy and cut off 
values were adopted for women and men, as previously reported, to 
define sarcopenia. A propensity score analysis was done based on 
the "inverse probability weighting" method to pair the data, which 
makes it possible to use the entire data set based on weightings. 
Data was adjusted to estimate the relative risks regarding complica-
tion, severe complication and dehiscence.
Results: After comparison by PSM, matching for gender, age and BMI, 
having sarcopenia raised 24% the chance of having post- operative 
complications, but without statistical significance (RR 1.24; CI 0.66– 
2.33). Sarcopenia did not impact on severe complications (RR 1.02; CI 
0.31– 3.35) nor anastomotic leakage (RR 0.87; CI 0.17– 4.59).
Conclusion: In a subgroup of patients with rectal cancer, treated by 
neoadjuvant therapy plus surgery, sarcopenia does not seem to in-
fluence post- operative morbidity, including anastomotic leakage.
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Aim: The management of resected colorectal cancer polyps remains 
controversial. In the UK two separate guidelines exist: Association of 
Coloproctology for Great Britain and Ireland (ACBGPI) and Scottish 
guidelines. the study aims to identify which UK Colorectal Cancer 
poyp guideline best predicts residual vs. no disease and need for 
resection following a colorectal cancer polypectomy.
Method: A retrospective review of 100 consecutive patients diag-
nosed with a colorectal cancer polyp between 2014 and 2017 were 
reviewed. Polyp cancer risk factors were recorded for each patient 
and used to assess how the patient should be managed with regard 
to the respective guidelines. Patient outcomes included: segmental 
resection performed, presence of residual disease and development 
of recurrent disease (local / metastatic) with 3 years of diagnosis
Results: Thirty patients underwent a colonic resection; this was 
less than suggested by either guideline due to patient choice. Of 
those who received a resection 90% had residual disease. When 
patient suggested management was assessed against subsequent 
outcome (residual / development of recurrent disease), the ACPGBI 
and Scottish guidelines would have accurately identified 82% and 
64% of patients who required surgery respectively. The ACPGBI and 
Scottish guidelines would have suggested surgery in 78% and 88% 
of patients who subsequently had either no residual disease or re-
mained disease free at 3 years.
Conclusion: In our consecutive series of 100 patients both guidelines 
over treat colorectal cancer polyps, however the ACPGBI guidelines 
appear to more accurately predict residual disease and the need for 
a surgical resection.
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Aim: A proximal diverting stoma is made to protect the rectal anas-
tomosis, to minimize the risk of a potential serious postoperative 
complication -  anastomotic leak. We describe a novel technique that 
reinforces the colorectal anastomosis and rectal staple line with su-
tures, and rectal resection and assessment of the anastomotic perfu-
sion, using our Portsmouth protocol.
Method: During robotic rectal cancer surgery with the da Vinci® 
robotic platform (Intuitive Surgical), establishing the level of tran-
section and checking the vascularity of the circular anastomosis are 
done with indocyanine green. The distal transverse staple line and 
circular staple line of the colorectal anastomosis are reinforced with 
absorbable interrupted stitches (KHANS technique –  Key enHance-
ment of the Anastomosis for No Stoma). The integrity of the colorec-
tal/anal anastomosis is also checked using the underwater air- water 
leak test, with concomitant flexible sigmoidoscopy to visualize the 
circular staple line (Portsmouth protocol).
Results: Fifty patients underwent total mesorectal excision for can-
cer. Using the KHANS technique, a diverting stoma was avoided in 
all cases. One patient had a radiological leak, leading to a pelvic ab-
scess. In 56% of cases, the anastomosis was within 5 cm of the anal 
verge. Median length of stay was 5 (3– 34) days, with two 30- day 
readmissions; no 90- day mortality, and no 30- day reoperations.
Conclusion: The KHANS technique appears feasible, successful, 
and safe in decreasing the incidence of diverting stomas in rectal 
resections.
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Aim: To assess the demographic, clinical and pathological patterns 
in patients with colorectal cancer at National Cancer Institute, 
University of Gezira, Sudan.
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Method: This retrospective, cross- sectional study analyzed the 
data of all colorectal cancer patients who presented to National 
Cancer Institute, University of Gezira, between January 2016 and 
December 2017. National Cancer Institute, University of Gezira, is 
one of the two National Cancer Institutes in Sudan and receives pa-
tients from across Sudan. The demographic, clinical and pathological 
information were extracted from the patients' files.
Results: A total of 163 colorectal cancer patients who presented 
to National Cancer Institute during the study period and met the 
inclusion criteria were included in this study. Most patients were 
aged > 40– 69 years (58.8%), were male (53.4%) and from Central 
Sudan (65.6%). About 44% of the patients were diagnosed 6– 12 
months from the disease onset and 26.8% after > 12 months. 
Change in bowel habits (51.5%), rectal bleeding (42.3%) and 
abdominal pain (32.5%) were the most common clinical presen-
tations. About 58% of the patients did not undergo per rectal ex-
amination during their initial presentation. Rectum was the most 
common site of tumor (58.9%), and the majority of patients had 
Grade I adenocarcinoma (50.3%). Duke's Class B (38%) and Class 
C (31%) were the most common stages of the patients' tumor, 
and signet ring carcinoma was found in 4.9% of the patients.
Conclusion: This study found that in Sudan, colorectal cancer pa-
tients most commonly present late after the onset of symptoms, 
with an advanced stage and aggressive pattern as well as the pro-
portion of younger patients is high. Further, per rectal examination 
is often not performed during the initial presentation.
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PO-307 | PRIMARYMELANOMAOFANORECTALREGION:
CLINICALANDHISTOPATHOLOGICALREVIEWOF17CASES.A
RETROSPECTIVECOHORTSTUDY
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1National Cancer Institute, 2Vilnius Pahtology Center, Vilnius, Lithuania

Aim: The aim of our study was to scrutinize diagnostic and treat-
ment encumbrances, which may contribute to low survival rate of 
this disease while including 17 more rare cases into global research 
database.
Method: We carried out a retrospective analysis of 17 anorectal 
melanoma cases treated at a single institution from 2000 up to 
2020. The data on patient's age, sex, complaints, treatment, survival 
as well as tumour size, resection margins, histological and immuno-
histochemical features were assessed.
Results: Median age was 72±12.49 (45– 92) years. Most of the pa-
tients were females n = 11 (64.71%). Three (17.65%) patients un-
derwent no radical treatment. Out of eight patients treated initially 
with radical surgery (either TME or APR), six (75%) were discovered 
to have positive lymph nodes. Mean survival was 20±23.46 (1– 84) 
months. Average diameter of the resected tumors was 5.43± cm 
(1.3– 10 cm). Most tumours had epithelioid or spindle cell morphol-
ogy, were positive for one or more melanocytic markers (S100, 
HMB- 45 or MITF). More than half of tumours had no or very little 
melanin pigment. None of the tumours had significant lymphocytic 
infiltration. Three tumours showed positivity for keratins (PANCK or 
CAM5.2) and one tumour showed positivity for C- KIT stain.
Conclusion: Aggressive surgical approach may have effect on sur-
vival in most early stages while the more advanced disease benefits 
from more conservative approach. Attention to sentinel lymph node 
and further systemic therapy research is required. For now, treat-
ment and diagnostic modalities seem to be inconsistent, requiring 
further investigation for further common points.
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Aim: To study the efficiency and dynamics of intra- abdominal pres-
sure indices in patients with acute malignant intestinal obstruction 
after the formation of ileo-  and transversostomy.
Method: The presented study included 107 patients with colorectal 
cancer complicated by acute obstruction. For the purpose of de-
compression, all patients underwent mini- access stoma formation 

at the first stage, including 44(41,1%) patients with ileostomy and 
63(58,9%) patients with transversostomy.
Results: After the imposition of ileostomy through a mini- access and 
artificial evacuation of sequestered fluid and gases from the intestine, 
normalization of IAP parameters is observed in 92,9% of patients 
within 12 hours, in the remaining 7,1% within 24 hours. After spon-
taneous emptying of the small intestine, normalization of IAP values   
after 12 hours was detected in 37,5% of patients. In another 25,0% of 
patients IAP remained elevated for 24 hours, in the remaining 37,5%   
only by the end of the second day. After the formation of unloading 
transversostomy and forced removal of intestinal contents within 12 
hours, 86,1% of patients showed normalization of IAP parameters, 
after 24 hours in 11,1%. After spontaneous emptying of the large in-
testine, normalization of IAP values   after 12 hours was observed only 
in 70,4% of patients, after 24 hours in 22,2%.
Conclusion: Emergency hospitalization of patients with acute malig-
nant intestinal obstruction in 95 (88,8%) patients is accompanied by 
an increase in IAP over 12 mm Hg. The most effective are decom-
pression ileo and transversostomy with forced evacuation of intes-
tinal contents. All patients with involvement of the small intestine 
obstruction showed a slower decrease in IAP parameters.
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Aim: Robotic surgery has become increasingly commonplace in colo-
rectal cancer surgery. This study aims to compare robotic and lapa-
roscopic surgery in terms of surgical outcomes.
Method: All patients undergoing robotic and laparoscopic left co-
lonic cancer (high and low anterior resection) surgery at a single ter-
tiary referral centre over 3 years were included.
Results: A total of 184 consecutive patients from July 2017 to December 
2020 were included in this study of whom 40.2% (n = 74/184) under-
went robotic surgery. The median age at the time of surgery was 68 
years (IQR 60– 73 years). The robotic group had a shorter length of me-
dian stay of 3 days and 5 days for the laparoscopic group (P < 0.001). 
The robotic group had a significantly lower rate of conversion to open 
(0% vs 16.4%, P < 0.001). The median operative time was also shorter 
in the robotic group (308 minutes) compared to the laparoscopic group 
(326 minutes, P = 0.019). The overall rate of any complication was 
16.8% with the robotic group experiencing a lower complication rate 

https://doi.org/10.17116/hirurgia2017317-23


    | 151E-POSTERSABSTRACT

(12.2% vs 20.0%, P = 0.041). Additionally, there was no difference in 
anastomotic leak rates between the groups (4.0% vs 5.5%, P = 0.673). 
There was no significant difference between the two groups in terms  
of R0 rate (robotic 98.6%, laparoscopic 100%, P = 0.095).
Conclusion: Robotic surgery delivers equivalent oncological resec-
tion to laparoscopic surgery with the added benefits of a significantly 
reduced operative time, reduced length of stay and lower rates of 
conversion to open surgery. This has both clinical and healthcare eco-
nomic ramifications.
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PO-310 | EXPLORINGTIMETOREACHTHEPLATEAUBYTHE
EXPERIENCEDLAPAROSCOPICCOLORECTALSURGEONTO
PERFORMSAFEANDEFFECTIVEROBOTICONCOLOGICAL
RESECTIONSFORTHERECTUMANDANALCARCINOMA

S. Saqib
Surgery, University Hospital Coventry UK, Coventry, United Kingdom

Aim: In this study, we explore the learning curve to perform safe 
and effective oncological resections, mainly for rectal and anal ma-
lignancies using the Da Vinci robot by a single laparoscopic trained 
colorectal surgeon.
Method: This was a retrospective review of prospective colorectal 
surgery data which was done in the university hospital, Coventry. All 
48 consecutive cases performed by a single surgeon (39 for rectal 
cancers, 4 for anal cancers, 4 for colon cancers, and 1 for sigmoid 
diverticulosis) were included in our study. All 48 cases were divided 
into 4 different periods based on time. Both console and total opera-
tive time were recorded in each case and analysis was performed 
using the SPSS version. A graph was plotted against time and every 
6th operative case. This graph showed performance over time and 
time required to reach plateau on learning curve. Comparison was 
made between 4 different periods on bassis of demogrpahics, tumor 
burden and site, type of resection, perioperative complications, 
oncological outcomes (lymphnodes yield and resection status) and 
length of hospital stay.
Results: In our study, cases performed in 4 different periods (each pe-
riod consisted of 12 cases) were comparable, based on demographics, 
tumour stage, location, and complexity of the operation. Our study 
results showed a significant decline in both mean console and total 
operative time as surgeon received more experience. Moreover, after 
30 cases learning curve developed plateau phase suggestive of attain-
ment of maximum proficiency of skills required for robotic resections 
aimed particulary for rectal and anal neoplasia. Further, Complications 
rate and length of hospital stay also decreased over time.
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Conclusion: The learning curve in robotic colorectal resections flat-
tens much earlier and develops plateau if the surgeon was previ-
ously trained in minimally invasive surgery. Complication rates also 
decrease with time in robotic oncological resections for rectum and 
anal carcinoma.
DisclosureofInterest: None declared

PO-311 | DELAYED“ROUTINE”COLONOSCOPYDUETOTHE
PANDEMIC–COULDIMPORTANTDIAGNOSISBEENMISSED?

K. Y. J. Lau
General Surgery, Chesterfield Royal Hoapital, Chesterfield, United Kingdom

Aim: “Routine” colonoscopies are delayed due to the pandemic; with 
more than 300 colonoscopies outstanding at Chesterfield Royal 
Hospital, UK. These colonoscopies were requested as “routine” for 
patients who did not have “red flag” colorectal cancer (CRC) symp-
toms. This is the first of a two- parts quality improvement project 
that aim to prioritise patients who are at risk of colorectal cancer 
using biochemical markers.
Method: Patient’s gender, age, and biochemical results including 
faecal immunochemical test (FIT), haemoglobin, mean cell corpuscu-
lar volume (MCV), platelet, ferritin level was recorded and analysed. 
Faecal calprotectin was recorded as reference.
Results: 304 colonoscopy requests were outstanding in January 2021. 
Two patients have deceased. The median (interquartile range) age 
of patient is 54 (40 –  68). Female to male ratio is 168:134. Only 34 
patients had fit test and 5 were abnormal. 41 patients were anaemic 
and 10 of them were microcystic. 13 patients had low ferritin level. 
However, only two patients had iron deficient anaemia. 9 patients had 
low platelet count. 62 patients had their faecal calprotectin measured.
Conclusion: The clinical indications of these colonoscopies were 
not always clear. Some of these requests are for surveillance and 
assessment of inflammatory bowel disease. Delay investigation is 
a common problem in the post- pandemic era. It is possible that by 
prioritisng patients using biochemical markers can prevent delayed 
diagnosis. The second part of the project will investigate endoscopic 
and histological findings of these requests.
DisclosureofInterest: None declared

PO-312 | C-REACTIVEPROTEINASAPREDICTOROF
ANASTOMOTICLEAKAFTERRECTALSURGERYINENHANCED
RECOVERYAFTERSURGERY(ERAS)PROGRAM

C. Lopes1, O. Nogueira1, M. Vaz Gomes2, M. Duque1, M. Rosete1, A. 
Oliveira1, A. Manso1, A. Ribeiro1 & J. G. Tralhão1

1General Surgery, 2Anesthesiology, Centro Hospitalar e Universitário de 
Coimbra, Coimbra, Portugal

Aim: Anastomotic leak (AL) is a serious and life- threatening com-
plication in colorectal surgery. Early diagnosis is essential within an 

Enhanced Recovery After Surgery (ERAS) program due to the short 
length of hospital stay. C- reactive protein (CRP) seems to be a reli-
able inflammatory biomarker of complications and has been used to 
ensure a safe discharge. The aim of this study was to assess the ac-
curacy of CRP values in detection of AL following an ERAS program 
for rectal surgery.
Method: A retrospective study was performed between May 2019 
and February 2021. Consecutive patients who underwent rec-
tal surgery with a primary anastomosis within an ERAS program 
were selected. All complications, including AL, were recorded 
until postoperative day (POD) 30. The diagnosis of AL was based 
on clinical and radiological findings. CRP was measured on POD2, 
POD3, POD4 and POD5. Comparisons were performed with Mann- 
Whitney method and the predictive value of CRP with receiver op-
erating characteristic (ROC) curves.
Results: A total of 74 patients were included and diverting stoma was 
found in 35 patients (47,3%). AL was detected in 9 patients (12,2%), 
independently of the presence of diverting ileostomy. The median 
levels of CRP were significantly lower in patients without AL between 
POD2 and POD5 (P < 0.005). According to ROC curves, the best 
area under the curve (AUC) was achieved on POD4 (AUC 0,889, P < 
0.001). A cutoff of 150,9 mg/L yielded 86% sensitivity, 93% specific-
ity and 98% negative predictive value for the detection of AL.
Conclusion: CRP is a powerful and relevant biomarker and patients 
with CRP under 150,9 mg/L on POD4 could be discharge with low 
risk of AL in our ERAS program.
DisclosureofInterest: None declared

PO-313 | C-RPLEVELSINPREDICTINGEARLY
POSTOPERATIVECOMPLICATIONSAFTERELECTIVE
LAPAROSCOPICCOLONICRESECTIONSFORCOLONCANCER

A. Tur & G. Kaliadzich
Colon and rectal cancer surgery department, N.N. Alexandrov National 
Cancer Centre of Belarus, Minsk, Belarus

Aim: Prediction of postoperative complications is crucial in reduc-
tion of length of hospital stay. We aimed to assess prognostic value 
of C- reactive protein (CRP) in predicting early postoperative compli-
cations after elective laparoscopic colonic resections.
Method: A retrospective set of 157 patients who underwent lap-
aroscopic colonic resections for colon cancer from 01.01.2016 to 
01.01.2021 at N.N. Alexandrov National Cancer Centre of Belarus 
was analyzed. To assess prognostic value of different factors we 
performed univariate binary logistic regression analysis using fol-
lowing factors: sex, age, BMI, tumor location (left or right- sided), 
stage, lymph- node metastases, surgery duration, blood loss, and 
CRP levels on 1– 3 and 4– 7 postoperative days. ROC- analysis was 
used to determine the cut- off value of CRP in predicting postopera-
tive complications.
Results: Mean patients age was 60,4 years (28– 84). Sixty- four 
(40,7%) male patients and 93 (59,3%) female patients were included 
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in the analysis. Mean BMI was estimated to be 25,8 kg/m2 (17,2– 
42,0). Median surgery duration was 230 min (120– 435), mean blood 
loss was 51 ml (0– 250). Postoperative complications were registered 
in 10,3% of patients, Clavien- Dindo grade IIIB- IV complications 
were registered in 11 patients (7%). CRP levels on 1– 3 postopera-
tive days were estimated to have prognostic value in predicting early 
postoperative complications. Other assessed factors had no signifi-
cant predictive value.
Conclusion: CRP levels on 1– 3 postoperative days have prognostic 
value in predicting early postoperative complications after elective 
colonic resections for colon cancer. Cut- off value of 12 mg/ml was 
estimated to have 78% diagnostic sensitivity, 86% diagnostic speci-
ficity and 83% diagnostic efficacy.
DisclosureofInterest: None declared

PO-314 | POTENTIALMISSEDDIAGNOSISOFRIGHT-SIDED
COLONCANCER:OBSERVATIONALSTUDY

M. Albendary, S. Ojha, M. Badh, H. Shinwari, J. Foley & A. George
General Surgery, Sandwell and West Birmingham NHS trust, 
Birmingham, United Kingdom

Aim: Diagnosis of right colon cancer can be potentially missed due 
to several factors, including inadequate assessment, suboptimal 
investigations, or lack of patients’ compliance. This study aims at 
evaluation of the clinical practice and boosting the diagnostic ability 
through highlighting possible contributing factors.
Method: Electronic clinical records of patients diagnosed with right- 
sided colon malignancy between 2015 till 2020 were screened for 
missed diagnostic opportunities in the 3 years preceding their can-
cer diagnosis. Reasons were categorised as: a critical miss, which in-
cludes inadequate investigations of a significant clinical encounter 
with suggestive symptoms, lost follow up or declined investigations, 
and a potential miss defined as having encounters with less sugges-
tive symptoms or less optimal investigations.
Results: Data pooled from 235 valid records showed that most of 
patients were diagnosed in their 70s and 80s, and most of them had 
Dukes’ B and Dukes’ C malignancy on diagnosis. While 116 patients 
(49%) had at least 1 previous encounter with suggestive symptoms, 
83 (71.5%) of them were investigated. 56 patients had at least one 
previous colorectal investigation, with CT imaging being the most 
frequent test requested, and performed for approximately half of 
the patients.
30 (13%) incidents of critical diagnostic miss, and 28 (12%) incidents 
of potential diagnostic miss were identified.
Conclusion: Clinicians should adequately investigate patients with 
suggestive symptoms of right colon cancer, including patients older 

than 40 diagnosed with appendicitis. Our results conform with the 
reported less than optimal sensitivity of non- targeted CT to pick up 
early colonic cancer, and with the probable false sense of reassur-
ance after unremarkable flexible sigmoidoscopy used to investigate 
symptoms that may suggest right- sided colon cancer.
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PO-316 | CYTOREDUCTIVESURGERY+/-HIPEC:5-YEAR
EXPERIENCEOFTHEIMPERIALCOLLEGEADVANCED
CANCER

S. Sahid1, D. Donato- Brown1, A. Moutadjer1, P. Ziprin1, M. 
Souvatzi1, N. Gilfillan2 & J. Murphy1

1Department of Surgery and Cancer, Imperial College Healthcare NHS 
Trust, 2Department of Anaesthesia, Imperial College Healthcare NHS 
Trust, NHS, London, United Kingdom

Aim: The National Institute for Health and Care Excellence in the 
UK supports cytoreductive surgery (CRS) and hyperthermic intra-
peritoneal chemotherapy (HIPEC), but requires specialist centres 
offering this procedure to carefully audit their outcome data. This 
retrospective study aimed to review outcome measures after CRS 
+/-  HIPEC undertaken at the Imperial College Advanced Cancer 
Service.
Method: A retrospective analysis of a prospectively maintained 
database was undertaken to review surgical and cancer specific 
outcome measures for patients undergoing CRS +/-  HIPEC at the 
Imperial College Advanced Cancer Service between July 2016 and 
May 2021.
Results: Total of 48 (83%) patients underwent CRS with HIPEC and 
10 (17%) underwent CRS without HIPEC. Repeat cytoreductive pro-
cedure were performed for 1 (1.7%) patient. Primary tumour sites 
were: colorectal 43 (74.1%); appendiceal 6 (10.3%); small bowel 2 
(3.5%); gastric 2 (3.5%); ovarian 2 (3.5%); cancer of unknown primary 
3 (5.1%). The median surgical PCI score was 7 (1– 37) with complete 
excision of all disease (CC- 0) achieved for 48 (82%) patients. 7 pa-
tients (12%) had synchronous liver resection. Median length of ICU 
stay was 4.9 (0– 26) and length of hospital stay was 13.8 (8– 90) days. 
Clavien- Dindo ≥3 complications occurred in 5 (8.6%) cases with 1 
(1.8%) anastomotic leak. No 30 day mortalities occurred while 90 
day mortality was encountered in 1 (1.9%) case. Median follow up 
for the cohort was 9.5 (1– 61) months. 31 (53%) were alive at last 
follow up with 25 (43%) developing recurrence within a median of 
5 (2– 36) months. 2 (3.4%) patients required repeat cytoreductive 
procedures.
Conclusion: The presented data demonstrate that outcome meas-
ures comparable with international centres of excellence can be 
achieved by new services, provided care is delivered by appropri-
ately trained health care teams.
DisclosureofInterest: None declared

PO-317 | ELECTIVECOLORECTALCANCERRESECTIONS
DURINGTHEFIRSTCOVID-19WAVE;EXPERIENCEIN
CHESTERFIELDROYALHOSPITAL

E. Tokidis, & H. Narula
Colorectal Unit, Chesterfield Royal Hospital, Chesterfield Royal Hospital 
NHS Foundation Trust, Chesterfield, United Kingdom

Aim: The SARS- Cov- 2 pandemic has been undoubtedly overwhelm-
ing for elective colorectal cancer resections. However, early estab-
lishment of a green pathway has enabled our trust to operate in a 
clean, covid- 19 free environment and this project aims to demon-
strate this pathway.
Method: Elective colorectal cancer resections have been included 
in this cohort from January until July 2020. Emergency and benign 
resections have been excluded from this study. The main procedures 
that have been performed were laparoscopic right hemicolectomies 
and high anterior resections. Complication rate was classified using 
the Clavien- Dindo scale. Patients from March 2020 onwards were 
operated and nursed post- operatively on a green covid- 19 pathway.
Results: A total of 62 patients were included in this study. Resections 
were mainly performed laparoscopically (85%) and these were 
mainly right hemicolectomies (41%) and high anterior resections 
(31%). There has been a single Covid19 positive resection and that 
was before the pathway has been established. The median length of 
stay was 5 days for all resections. The main post- operative complica-
tion was ileus and there were no anastomotic leaks.
Conclusion: Elective colorectal resections during a respiratory pan-
demic are safe and feasible with appropriately established pathways.
DisclosureofInterest: None declared

PO-318 | PERMANENTSTOMAAFTERLAPAROSCOPICTOTAL
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M. Labalde Martínez1, M. Fernandez Alfonso1, A. Vivas Lopez1, J. 
Ocaña Jimenez2, P. Pelaez Torres1, F. J. Garcia Borda1 & E. Ferrero 
Herrero1

1Colorectal surgery, Hospital Universitario 12 de Octubre, 2Colorectal 
surgery, Hospital Universitario Ramón y Cajal, Madrid, Spain

Aim: The aim is to analyze risk factors associated with permanent 
stoma after laparoscopic total mesorectal excision (LTME) for rectal.
Method: 88 patients (62M– 26F) with a mean age of 72 (range 64.2– 
79) years with mid- low rectal cancer underwent LTME from January 
2016 to December 2018. Permanent stoma was defined as a stoma 
presents until patients last follow- up. Univariate and multivariate 
regression models were used to search risk factors for permanent 
stoma after LTME. Overall survival (OS) and disease free survival 
(DFS) were estimated by the Kaplan- Meier method and compared 
by the log- rank test.
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Results: 59 patients underwent low anterior resection, 24 abdomi-
noperineal resection and 5 Hartmann´s operations. 64 stomas were 
performed at the time of initial LTME including 29 terminal colosto-
mies and 35 diverting ileostomies. After a median follow- up time of 
34.7 (18.6– 35.9) months one secondary stoma was created because 
of anastomotic leak and we described 6 cases of non- reversal ileos-
tomies because of tumoral progression (3 cases), anastomotic leak 
(1 case) and death (2 cases). There were not significant differences 
between permanent stoma rate and age, ASA score, obesity, cT3– 
4, bulky tumors, neoadjuvant therapy, conversion, anastomotic leak 
and local recurrence rates. Permanent stoma was associated with 
tumor distance from external anal verge (8.2vs4.6, P = 0.001), low 
rectal cancer (63.9%vs23.8%, P = 0.001) and postoperative morbid-
ity after LTME (58.3%vs33.3%, P = 0.040). On multivariable analy-
sis low rectal tumor [OR = 5.662(IC95%2.118– 15.133), P = 0.001] 
and postoperative morbidity [OR = 2.888(IC95%1.113– 7.042), 
P = 0.029] were independent risk factor of permanent stoma. OS 
(83.3%vs100%, P = 0.004) and DFS (71.4%vs90.5%, P = 0.023) de-
creased in patients with permanent stoma
Conclusion: Permanent stoma was associated with low rectal tumor 
and postoperative morbidity after LTME and decreased OS and DFS 
in patients with rectal cancer.
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PO-319 | LEARNINGCURVEINROBOTICANTERIORRECTAL
RESECTION.DOESANEXPERTLAPAROSCOPICSURGEON
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R. Balestri1, D. Pezzati1, C. Ceccarelli1, S. Signori1, M. Puccini2, A. 
De Palma1, G. Cappelli1, R. Morganti3 & P. Buccianti1
1UO Chirurgia Generale, AOUP, 2Department of Surgical, Medical and 
Molecular Pathology and Critical Care Medicine, Università di Pisa, 3SD 
Supporto statistico agli studi, AOUP, Pisa, Italy

Aim: Robotic anterior rectal resection (RARR) is a complex surgi-
cal procedure. No clear data exist about the exact number of pro-
cedures needed to achieve a surgical proficiency. Studies report a 
minimum of 17 procedures up to 65 to face more complex cases and 
complications usually decrease over time.
The aim of our study is to investigate whether an expert laparoscopic 
colorectal surgeon really need a training period to improve results
Method: A retrospective analysis at a single center was performed. 
RARR from the beginning of the experience in 2015 to 2020 were 
analyzed. All the resections were conducted with the Da Vinci Xi 
system by a single surgeon with an experience of more than 1000 
laparoscopic colorectal resections. Cases were divided into 5 con-
secutive groups (3 of 23 pts and 2 of 22 pts) over time. Operative 
time, length of stay and complications were analyzed
Results: 113 cases of RARR were extracted from our database. 
Patients were 43 female and 80 male. Mean age and BMI were 65 
and 25,1 respectively. 3 pts were ASA 1, 86 ASA 2 and 24 ASA 3. 

Multiple linear regression for operative time and length of stay, ad-
justed for BMI and ASA, was conducted and did not show any differ-
ence in the 5 groups (P = 0.856 and P = 0.270). Multivariate binary 
logistic regression, adjusted for BMI and ASA, was conducted for 
complications and did not show any difference as well (P = 0.697). 
No perioperative death occurred
Conclusion: RARR could be conducted by a very experienced laparo-
scopic colorectal surgeon without the need of a defined learning curve
DisclosureofInterest: None declared
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TESTDURINGTHECOVID-19PANDEMICTOTRIAGEURGENT
COLORECTALCANCERREFERRALS

F. Kamel, S. Zulfiqar, O. Penfold, S. Weatherell, P. Bearn, R. Madani, 
P. Nisar on behalf of Ashford & St Peters NHS Trust
Colorectal Surgery, Ashford & St Peters NHS Trust, Chertsey, United 
Kingdom

Aim: During the first wave of the Covid19 pandemic in 2020, elec-
tive GI endoscopy services were abbreviated for fear of viral trans-
mission. However, primary care continued to refer patients on the 
NG12 pathway. Serendipitously, a national study suggested that a 
new Faecal Immunochemical Test might be helpful in triaging pa-
tients with colorectal alarm symptoms.
Method: A single centre observational study of patients referred using 
NG12 referral criteria between March and August [pb1] 2020. Patients 
were triaged to the urgent cancer pathway if FIT ≥ 10 mg/ml and inves-
tigated using latest NHS England guidance. Demographic data, method 
of investigations, cancer and polyp detection rates were compared to 
those observed in a cohort of patients who had been referred in the 
previous six months prior when FIT was not used as the triage tool 
(September 2019 to February 2020) when Covid 19 was not prevalent.
Results: A total of 1192 patients with a median age of 70 years (IQ 
range 58– 79) of which 53.9% were male, were referred using NG12 
guidelines during the pandemic period compared with 1592 patients 
with a median age of 72 years (IQ range 59.5– 91) of which 49.2% 
were male, in the prior six months. Colorectal cancer was detected 
in 45 patients, (3.2%) compared with 38 patients (2.8%) in the pre 
pandemic period (NS). There were two patients who turned out to 
have CRC despite a negative FIT. After the introduction of FIT as a 
triage tool, there was a significant reduction in the use of endoscopy 
(n = 463, 42.3% vs. n = 1186, 74.5%, P = 0.035) with a significant in-
crease in CT scanning (n = 677, 61.2% vs. n = 750, 47.1%, P = 0.035).
Conclusion: The use of FIT in NG12 patients triaged during the first 
wave of the Covid 19 pandemic reduced endoscopy but not CT scan-
ning and did not compromise CRC detection rates. The use of FIT 
triage for endoscopic investigation is a safe method that aids in re-
ducing the burden on services greatly. A negative FIT test does not 
absolutely exclude CRC.
DisclosureofInterest: None declared
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PO-321 | ROBOTICRECTALSURGERYVSTATME:
PATHOLOGICQUALITYANDMEANHOSPITALIZATION
OUTCOMES

M. Leon Arellano, V. Dominguez, F. Velez Pinto, J. Barambio, M. 
Ortega, H. Guadalajara & D. Garcia- Olmo
Fundacion Jimenez Diaz Hospital, Madrid, Spain

Aim: This study aimed to compare robotic surgery and TaTME out-
comes in pathologic quality and mean hospitalization stay among 
patients who underwent rectal surgery.
Method: All Robotic and TaTME cases for rectal adenocarcinoma 
operated between January 2018 and July 2021 were retrieved from 
a prospective database. The main endpoints were mesorectal qual-
ity, harvested lymph nodes and hospitalization days.
Results: A total of 36 TaTME and 31 Robotic cases were included, 
consisting of predominantly males (63%) with a mean age of 69 [41– 
82 years].
Regarding TaTME cases, mean harvested lymph nodes and hospi-
talization days were 15.1 and 9.25 respectively. Complete, nearly 
complete and incomplete mesorectal excision included 20, 9 and 6 
cases respectively.
The robotic cases had a mean harvested lymph nodes and hospi-
talization days of 15.6 and 5.2 respectively. Complete and nearly 
complete mesorectal excision were 23 and 8 cases. No incomplete 
mesorectal excision cases in this group.
Conclusion: These findings support that robotic rectal surgery pro-
vides better pathologic specimen quality with a shorter hospital 
stay, compared to TaTME surgery.
DisclosureofInterest: None declared

PO-322 | ANALYSISOFTHECLINICALPRESENTATION,
HISTOPATHOLOGYANDMANAGEMENTOFCOLORECTAL
NEUROENDOCRINENEOPLASMS

R. Goan1 & J. Camilleri- Brennan1,2

1Surgery, Forth Valley Royal Hospital, Stirling, 2Surgery, University of 
Glasgow, Glasgow, United Kingdom

Aim: Neuroendocrine tumours are a relatively rare and heteroge-
nous tumour type which arise from the neuroendocrine cell system. 
We analysed the incidence, presentation, pathophysiology, staging 
and treatment of neuroendocrine neoplasms of the colon and rec-
tum (CR NENs) over a six- year period in a teaching general hospital.
Method: Data were collected from dedicated databases on patients 
with CR NENs who presented to our hospital between January 2015 
and February 2021.
Results: 13 patients with CR NEN were identified, 9 male and 4 fe-
male, repesenting about 40% of the total gastrointestinal neuroen-
docrine tumours diagnosed during this period. The median age was 
77 years (range 50 to 85). The most common presenting symptom 

was abdominal pain (7 patients). 2 patients were asymptomatic and 
presented via the colorectal cancer screening programme. 3 patients 
(23%) had metastatic disease at presentation. The rectum was the 
most common tumour site (5 patients), followed by the caecum (4 
patients). At presentation, 10 patients exhibited well differentiated 
NENs. The 3 patients who presented with poorly differentiated tu-
mours or high- grade neuroendocrine carcinomas with distant dis-
ease survived less than a year after diagnosis. Surgical intervention 
was the mainstay of treatment where 9 patients underwent resec-
tion, 6 with curative intent.
Conclusion: Poorly differentiated disease, hepatic metastases and 
diffuse lymphadenopathy were associated with a poor prognosis 
and a high mortality. Diagnosis and management is challenging in 
this rare disease. Multidisciplinary management is key.
DisclosureofInterest: None declared

PO-323 | LATERALLYMPHNODESINRECTALCANCER:DO
WEALLTHINKTHESAME?AREVIEWOFMULTIDISCIPLINARY
OBSTACLESANDTREATMENTRECOMMENDATIONS

T. C. Sluckin1, A. M. Couwenberg2, D. M. J. Lambregts3, S. J. A. 
Hazen1, K. Horsthuis4, P. Meijnen5, R. G. H. Beets- Tan4, P. J. Tanis1, 
C. A. M. Marijnen2 & M. Kusters1

1Surgery, Amsterdam UMC, 2Radiation Oncology, 3Radiology, 
Netherlands Cancer Institute, 4Radiology, 5Radiation Oncology, 
Amsterdam UMC, Amsterdam, Netherlands

Aim: Lateral lymph nodes in low, locally advanced, rectal cancer pa-
tients have proven implications for local recurrence rates, with rates 
increasing drastically in the presence of persistently enlarged lateral 
lymph nodes. There is however, still no consensus for the stand-
ardized treatment of lateral nodal disease. Considering the clinical 
implications, a thorough understanding of lateral nodal disease is 
warranted with awareness and knowledge from all three special-
ties involved –  radiology, radiation oncology and surgery to ensure 
proper treatment is provided.
Method: All relevant literature was investigated to create a broad 
overview of the problem. Subsequently, all perspectives and cur-
rent treatment paradigms were described and compared between 
the specialties, such as the diverse definitions for the anatomical 
compartments.
Results: Each discipline works according to available evidence from 
their field, but relevant data for lateral lymph nodes are scarce, limit-
ing the ability of multidisciplinary consensus regarding diagnostics 
and treatment. The majority of radiology literature is based on re-
search regarding mesorectal, not lateral, lymph nodes, while the 
current surgical and radiation oncology guidelines describing the 
anatomical borders of the lateral compartments differ significantly 
from each other. These differences can cause challenging communi-
cation and misinterpretations.
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Conclusion: Standardised international guidelines and recommenda-
tions for the diagnostics and treatment of lateral lymph nodes are 
missing. This study presents the current evidence and practices per 
specialty and highlights where the interpretations differ from each 
other. Considering the vast differences between disciplines, sugges-
tions are made for each phase of the diagnostic and treatment pro-
cess for patients with lateral nodal disease. By doing this, steps are 
taken towards achieving international consensus and collaboration.
DisclosureofInterest: None declared

PO-324 | TERMINALILEOSTOMYAFTERLAPAROSCOPIC
LOWANTERIORRESECTIONFORRECTALCANCER

M. Labalde Martínez1, A. Vivas 1, J. Ocaña Jimenez2, P. Pelaez 
Torres1, M. Fernandez Alfonso1, F. J. Garcia Borda1 & E. Ferrero 
Herrero1

1Colorectal surgery, Hospital Universitario 12 de Octubre, 2Colorectal 
surgery, Hospital Universitario Ramón y Cajal, Madrid, Spain

Aim: Terminal ileostomy after laparoscopic low anterior resection 
(LLAR) for rectal cancer could mitigate potentional clinical conse-
quences following anastomotic leak because of the total abscense 
of stool through the colorectal anastomosis due to the complete 
fecal exclusión of the bowel until the stoma closure. The aim of this 
study is compare surgical outcomes of LLAR with terminal and loop 
ileostomies.
Method: 38 patients (23M– 15F) with a mean age of 73 (range 65.2– 
78.8) years with mid- low rectal cancer underwent LLAR and protec-
tive ileostomy with posterior stoma closure from January 2017 to 
December 2020. Indications of protective stoma creation were sex 
male, low colorectal anastomosis, neoadjuvant therapy and major 
comorbidities. 17 terminal ileostomies (TI) and 21 loop ileostomies 
(LI) were created. Stoma closure was performed with a side- to- side 
intestinal anastomosis. Patients were classified according to the 
type of ileostomy. Clinicopathological features and surgical out-
comes were analysed between two groups.
Results: TI and LI groups were homogeneous in terms of sex, age, 
ASA score and tumor stage. Postoperative morbidity rate after LLAR 
was higher in TI group (37%vs9.5%, P = 0.024). One patient in the TI 
group presented an anastomotic leak requiring non- surgical treat-
ment. Mean time to stoma closure was 8.1 (5– 11.2) months without 
significant differences between two groups (8.2vs7.8, P = 0.654). 
After stoma closure there were not significant differences between 
two groups in terms of postoperative morbidity (11.7%vs9.5%, P = 
0.823), postoperative ileus rate (5.9%vs9.5%, P = 0.679), first bowel 
movement (1.88 POD vs 1.47 POD, P = 0.215), first oral fluid intake 
(1.94 POD vs 1.95 POD, P = 0.959) and major low anterior resection 
syndrome (5.9%vs914.3%, P = 0.401).
Conclusion: LAAR with terminal ileostomy for low rectal cancer is 
safe and secure.
DisclosureofInterest: None declared

PO-325 | END-TO-SIDEILEOTRANSVERSEMECHANIC
REINFORCEDANASTOMOSIS:ANOPTIONAFTERRIGHT
HEMICOLECTOMY.SINGLE-CENTRE,PROSPECTIVE,
OBSERVATIONAL,DESCRIPTIVEANDCOMPARATIVESTUDY

A. Sanz, A. Centeno, R. Lopez, Á. Arrayás, A. de Miguel, H. Gomez 
& J. Castellví
Digestive Surgery, Hospital Sant Joan Despí Moisès Broggi, Sant Joan 
Despí, Spain

Aim: Bowel reconstruction after right hemicolectomy has always 
been a subject of discussion. Nowadays there are different teams 
and studies that have tried to clarify the predisposing factors and 
which surgical technique could provide the best outcomes althouth 
it is still a controversial issue. The aim of this study is to analyze the 
results and present our experience with an end- to- side mechanic re-
inforced anastomosis.
Method: Single- centre prospective, observational, descriptive and 
comparative study of 452 patients which underwent right hemi-
colectomy for cases of Colorectal Cancer (CRC). Bowel reconstruc-
tion was carried out with reinforced mechanical ileotransverse 
anastomosis. Demographic data, conditions (elective or emergency), 
the incidence of postoperative ileus or complications are described, 
underlining the anastomosis leak. The need for surgical treatment is 
analyzed. The literature is reviewed in this report. Descriptive analy-
sis carried out with SPPS 20.2.
Results: Between 2010 and 2017, a total of 452 patients under-
went surgery for CCR. 40.6% of these were women and 59.4% men, 
with a mean age of 72.1 years and mean BMI of 26 (+/-  7.1). Surgery 
was elective in 89.6% of cases, and a laparoscopic approach could 
be used in 61.7% (6% of conversion). Only 10.6% (41 patients) had 
major complications (Clavien- Dindo III- IV). The incidence of para-
lytic ileus was 13.9%. 5 patients (1.1%) required reoperation due to 
the presence of anastomotic leak, and only 3 (0.7%) of these patients 
belonged to the elective surgery group, while in 4 patients (0.8%) an 
expectant behavior could be taken. The mean hospital stay was 8.2 
days (+/-  2.8) and mortality up to 30 days after intervention was 2%.
Conclusion: End- to- side ileotransverse mechanic reinforced anasto-
mosis is a safe technique, with a low anastomosis leak or dehiscent 
rate. Although our results seem promising, the incidence of paralytic 
ileus remains high, as reported in the literature.
DisclosureofInterest: None declared
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PO-326 | POSTOPERATIVEMORBIDITYOFLAPAROSCOPIC
TOTALMESORECTALEXCISIONFORRECTALCANCERAND
LONG-TERMOUTCOMES

M. Labalde Martínez1, M. Fernandez Alfonso1, A. Vivas Lopez1, J. 
Ocaña Jimenez2, C. Fernandez Fernandez1, B. Lopez de la Torre 
Molina1, K. Falcon Bonilla1, F. J. Garcia Borda1 & E. Ferrero Herrero1

1Colorectal surgery, Hospital Universitario 12 de Octubre, 2Colorectal 
surgery, Hospital Universitario Ramon y Cajal, Madrid, Spain

Aim: The aim is to analyse if postoperative morbidity of laparoscopic 
total mesorectal excision (LTME) for rectal cancer is associated with 
long- term outcomes.
Method: 88 patients (62M– 26F) with a mean age of 72 (range 64.2– 
79) years with mid- low rectal cancer underwent LTME from January 
2016 to December 2018. Univariate and multivariate regression 
models were used to search associations between postoperative 
morbidity and clinical characteristics of tumor and patient, operative 
time, conversion rate, overall (OS) and disease free survival (DFS). 
OS and DFS were estimated by the Kaplan- Meier method and com-
pared by the log- rank test.
Results: 59 patients underwent low anterior resection, 24 abdomin-
operineal resection and 5 Hartmann´s operations. Postoperative mor-
bidity rate was 46%, according to Clavien- Dindo classification: 12% 
grade I, 20.4% grade II, 7.9% grade IIIA, 5.7% grade IIIB. There were 
not significant differences between postoperative morbidity and 
age, ASA score, obesity, cT3– 4, bulky tumors, low rectal cancer and 
neoadjuvant therapy. Postoperative morbidity was associated with 
male sex (80.5%vs59.6%, P = 0.034), conversion rate (21.9%vs4.2%, 
P = 0.021) and operative time (263vs302, P = 0.007). Multivariate 
analysis demonstrated sex male [OR = 2.799(IC95%1.064– 7.365), 
P = 0.037] and conversion rate [OR = 6.328(IC95%1.280– 31.275), 
P = 0.024] were independent risk factors for postoperative mor-
bidity in LTME for rectal cancer. After a median follow- up time of 
34.7(35.9– 18.6) months, OS (82.9%vs97.9%, P = 0.016) and DFS 
(72.5%vs89.4%, P = 0.038) were lower in patients who presented 
postoperative morbidity.
Conclusion: Postoperative morbidity after LTME for rectal cancer 
was associated with male sex and conversion rate and could dimin-
ished OS and SLE.
DisclosureofInterest: None declared

PO-327 | ASSESSINGTHEONCOLOGICSAFETYOF
SEGMENTALCOLECTOMYINCOLONCANCER

I. Metwally, M. Shetiwy, A. Elalfy, A. Abouzid, S. Elbalka, M. Hamdy 
& M. Abdelkhalek
Surgical Oncology, Mansoura University Oncology Center, Mansoura, 
Egypt

Aim: Segmental resection is increasingly used in the era of mini-
mally invasive surgery, as such comparison of outcomes to classic 

anatomical resection, and further analysis of the role of specimen 
length as prognosticator is necessary.
Method: The authors here assess retrospectively a cohort of 342 
patients aiming at defining the impact of segmental resection on re-
currence and survival and further delineating the complex relation of 
specimen length and nodal ratio in this dilemma.
Results: Interestingly although specimen length differs significantly 
between anatomical and segmental colectomy (median 25 VS. 
17.5cm), the final outcomes [recurrence rate overall survival (OAS) 
and disease- free survival (DFS)] were comparable. In addition, speci-
men length correlates with nodal count retrieved, but did not affect 
the outcomes.
Conclusion: segmental resection is safe option for resection of colon 
cancer, specimen length correlates with nodal yield, but does not 
affect survival.
DisclosureofInterest: None declared

PO-328 | HAND-SEWNVERSUSSTAPLEDCOLORECTAL
ANASTOMOSIS:DIFFERENTSKILLSETS–DIFFERENTRESULTS.
ARETROSPECTIVEREVIEWOFOUTCOMESINARURALBASE
HOSPITAL

A. Mohtashami1, C. Law1,2, J. Cross1 & A. Curtin1

1Colorectal Surgery, Lismore Base Hospital, Lismore, 2Colorectal 
Surgery, Royal North Shore Hospital, Sydney, Australia

Aim: Colorectal anastomoses can either be performed with the use 
of a surgical stapling device or via a hand- sewn approach. Current 
literature is conflicting, with limited evidence to suggest superiority 
of one technique over the other [1]. The aim of this retrospective 
audit was to compare outcomes of hand- sewn, stapled and hybrid 
(stapled reinforced with sutures) anastomosis following colonic re-
sections for malignancy in the rural health setting.
Method: A retrospective evaluation was undertaken of all patients 
undergoing elective bowel resections for colonic malignancy within 
our surgical department between 2017 and 2018. Both quantitative 
and qualitative data were collected. Age, gender, nutritional assess-
ment, clinical or radiological evidence of anastomotic leak, time to 
leak, and details of the type of primary anastomosis were collected.
Results: A total of 57 resections were performed within the 12month 
period. There were 31% hand- sewn, 31% stapled and 38% hybrid 
anastomoses. Anastomotic leak was identified in 10% of stapled, 8% 
of hybrid and none among the hand- sewn anastomotic group. A mul-
tivariate logistic regression analysis was performed; independent of 
age, gender and nutritional status. The results suggest that a stapled 
technique carries a higher rate of anastomotic leak when compared 
with hand- sewn anastomoses. The use of hand- sewn anastomosis, 
and its integrity, is in direct correlation with surgical expertise.
Conclusion: Within our series leak rates are seen more frequently 
when performed using surgical stapler devices. This is perhaps 
indicative of the surgeon’s skillset and technical proficiency 
within hand- sewn techniques within our department. The data 
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demonstrates the choice of technique depends on the surgeon's 
technical abilities and the available resources within that institu-
tion. However, consideration of outcomes in emergency cases, di-
verticulitis or inflammatory bowel disease for example should be 
explored.
Reference: 
1. Neutzling CB, Lustosa SA, Proenca IM, et al. Stapled versus handsewn 
methods for colorectal anastomosis surgery. Cochrane Database Syst 
Rev 2012; :CD003144.
DisclosureofInterest: None declared

PO-329 | RISKFACTORSFORLYMPHNODEMETASTASES
ANDRESIDUALDISEASEINMALIGNANTPOLYPSOFTHE
COLONANDRECTUM

L. Macci, P. Buccianti, F. Sidoti, R. Balestri & M. Puccini
General Surgery, University of Pisa, Pisa, Italy

Aim: Following the diffusion of colorectal cancer screening pro-
grams, a rising number of asymptomatic patients who have a sub-
mucosal adenocarcinoma (malignant polyp- MP- ). If limited to 
the submucosa, endoscopic polypectomy could be curative, with 
International guidelines indicating “salvage” surgery only for high 
risk polyps (by histopathology). Low risk ones can be followed- up.
We reviewed our experience with malignant polyps to analyze fac-
tors associated to lymph node metastases (LNM) and residual dis-
ease in either colon and rectal carcinoma.
Method: We retrospectively selected patients who received a com-
pletion surgery for malignant polyp during the period 2010 -  2020 in 
the Colorectal Surgery Unit of Pisa Hospital (Pisa, Italy).
Results: We found 76 salvage resections. 39 were for rectal MP, 3 
of whom had LNM and 4 had both LNM and RD. No significant risk 
factors for LNM were detected. 37 had colonic MP: 6 had LNM, 9 
had RD (none had both). No significant risk factors for LNM were 
detected, but we found two features associated to RD: piecemeal 
polypectomy (OR 12 –  IC 95% 68.6– 2.1) and sessile morphology (OR 
11 –  IC 95% 120.4 - 1.1).
Conclusion: Piecemeal polypectomy and sessile polyps could be risk 
factors for residual disease on the bowel wall, but further, larger 
studies are needed to verify this hypothesis.
References: 
1. A. Benson, et Al. NCCN Clinical Practice Guidelines in Oncology 
(NCCN Guidelines®) -  Colon Cancer -  Version 4.2020. Published on-
line June 15, 2020.
2. A. Benson, et Al. NCCN Clinical Practice Guidelines in Oncology 
(NCCN Guidelines®) -  Rectal Cancer -  Version 6.2020. Published 
online June 15, 2020.
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PO-330 | RESPONSEANDSAFETYOFTHEBEVACIZUMAB-
AWWBINPATIENTSWITHMETASTATICCOLORECTAL
CANCER:ASINGLE-INSTITUTIONEXPERIENCEANDREVIEW
OFTHELITERATURE

C.- C. Chen1, C.- Y. Hung2, C.- P. Chen2 & P.- C. Yao3, on behalf of 
TCVGH AND Dayeh University, Taiwan
1Department of Environmental Engineering, Dayeh University, 
Changhu, 2Surgery, Taichung Veterans General Hospital, Taichung, 
3Department of Environmental Engineering, Dayeh University, 
Changhua, Taiwan

Aim: Anti- vasculoendothelial growth factors has been used to 
metastatic colorectal cancers with relative better progression- free 
survival and overall survival since 2004. There are three kinds of 
anti- VEGFs applied for mCRC, they are bevacizumab, aflibercept, 
and ramucirumab. But the accumulated clinical experience of bev-
acizumab has been well documented by many journals, its relative 
high price impaired the budget of reimbursement application in 
Taiwan, also in many nations. Therefore, bevacizumab- awwb be-
come a cost- effective target therapy, but it’s extrapolation was still 
a problem. Thus, we would like to present our real world experience 
of bavecizumab- awwb to understand response rate and safety for 
mCRC patients.
Method: We collected patients in mCRC from May, 2020 up to 
June,2021 received bavecizumab- awwb, recorded sex and age, 
the primary colorectal cancers location, primary resection or not, 
metastatic- organ resection, chemotherapy backbone, response con-
dition, and possible adverse effect.
Results: We had 15 patients received bavecizumab- awwb, median 
age 58, male:female = 7:8, 13 patients in left side colon (86.7%) 
and 2 patients in right side (13.3%), 14 patients received primary 
mCRC resection (93%), only one not. There are 6 patients received 
mets- organ resection (40%), and chemotherapy are 11 patients 
with FOLFIRI, 2 patients with FOLFOX and 2 patients with other 
regiment. There are 5 patients with stable disease, 5 patients with 
partial response, the calculated disease control rate (DCR) was 67%. 
The median treatment of duration was 4.6 months. Four patients 
switched from bavecizumab to bavecizumab- awwb revealed same 
treatment outcomes.
Conclusion: Bavecizumab- awwb launched to provide an additional, 
economic choice, efficacy and more affordable option improve 
mCRC patient treatments. From our clinical experience, patients 
tolerate Bavecizumab- awwb very well and their treatments had ac-
cetable response and less adverse effect, and the clinical treatment 
is still ongoing.
References: 
1. Josep Tabernero, Takayuki Yoshino, Allen Lee Cohn, Federico 
Nasroulah, RAISE Study Investigators. Ramucirumab versus placebo 
in combination with second- line FOLFIRI in patients with metastatic 
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colorectal carcinoma that progressed during or after first- line ther-
apy with bevacizumab, oxaliplatin, and a fluoropyrimidine (RAISE): 
a randomised, double- blind, multicentre, phase 3 study. Lancet 
Oncology. 2015 May;16(5):499– 508.
2. Eric Van Cutsem, Florence Joulain, Paulo M Hoff, Josep 
Tabernero. Bevacizumab Beyond First Progression Is Associated 
With Prolonged Overall Survival in Metastatic Colorectal Cancer: 
Results From a Large Observational Cohort Study (BRiTE).
3. Axel Grothey, Mary M. Sugrue, David M. Purdie, Wei Dong, Daniel 
Sargent, Eric Hedrick. Bevacizumab Beyond First Progression Is 
Associated With Prolonged Overall Survival in Metastatic Colorectal 
Cancer: Results From a Large Observational Cohort Study (BRiTE). 
Journal of Clinical Oncology, 2008.16.3212. Volume 26, Issue 33
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PO-331 | THEEXPRESSIONOFTHETISSUEFACTOR
INADENOCARCINOMACOLO-RETAL:RELATIONWITH
ANGIOGENESISANDCLINICAL-PATHOLOGICALASPECTS

L. Sarubbi Fillmann, L. Pinho Fillmann, G. Pinho Fillmann, A. P. 
Reginatto Tubiana, V. Wallau Luchsinger, F. Nascimento Lubianca, 
G. Momberger Roesler, I. Bordignon Brum, N. Bordignon Brum, E. 
da Rosa, F. Kurzawa Hagemann, L. Montiel Petry, L. Zarpelon de 
Oliveira & G. Franco Carvalhal
Pontifícia Universidade Católica do Rio Grande do Sul, Porto Alegre, 
Brazil

Aim: The aim of this study is to describe the expression of tis-
sue factor in colorectal adenocarcinomas of patients undergoing 
surgical treatment at our institution and relate the intensity of tis-
sue factor expression to the microvascular density of colorectal 
tumors.
Method: Immunohistochemical marking for tissue factor was per-
formed in 43 patients with colorectal adenocarcinoma who under-
went surgical treatment at our institution and the intensity of its 
expression was compared with microvascular density, pathologic 
staging, gender, age, and overall survival.
Results: 88,3% percent of the tumors presented high expression of 
tissue factor, with a statistically significant relationship between it 
and the higher microvascular density (P = 0.02). Patients with in-
tense expression of tissue factor were significantly older than the 
ones with lower expression of this protein (P < 0.01).
Conclusion: The high intensity of tissue factor expression in colorec-
tal carcinoma correlates with tumoral angiogenesis. Individuals with 
colorectal tumors with high tissue factor expression are, on average, 
older patients.
DisclosureofInterest: None declared

PO-332 | RECTALNEOPLASMS-TRANSANALMINIMALLY
INVASIVESURGERY(TAMIS)MANAGEMENT:EXPERIENCEINA
THIRDLEVELHOSPITAL

J. J. Trujillo- Díaz, M. Ruiz- Soriano, C. Jezieniecki- Fernández, T. 
Gómez- Sanz, G. Cabezudo- Molleda, A. Romero de Diego, C. 
Ferreras- García, B. de Andrés- Asenjo & J. Beltrán de Heredia 
-  Rentería
General and Digestive Surgery, Valladolid University Clinic Hospital, 
Valladolid, Spain

Aim: Minimally- invasive- surgery using the transanal- 
approach(TAMIS) uses conventional laparoscopic- instruments 
through a transanal single port- platform. Its indications are for both 
benign and malignant- lesions. The criteria for treating malignant- 
lesions are not entirely clear, thus we performed this review and 
presented our experience in the management of rectal- neoplasms 
using TAMIS- approach.
Method: Retrospective- study, we´ve included patients with rectal- 
tumours who underwent local resection using TAMIS- approach, be-
tween 2014– 2020.
Results: 46 patients underwent resection via TAMIS. Men: 
27(58.7%). Age: 73 ± 8.9years. ASA- classification: I(2.2%), II(37%), 
III(52.2%), IV(8.7%). Type of lesion: Scar: 13(28.3%), Adenoma: 
16(34.8%), Carcinoma: 17(37%). Location: Anterior: 11(23.9%), 
Antero- Lateral: 8(17.4%), Posterior: 12(26.1%), Postero- Lateral:1 
1(23.9%), Lateral:4(8.7%). Pre- operative diagnosis: Fibrosis: 1(2.2%), 
Low- grade dysplasia: 8(17.4%), High- grade dysplasia: 11(23.9%), 
pTis: 10(21.7%), pT1:9(19.6%), pT2:6(13%), pT3:1(2.2%). Tumor dis-
tance from the anal verge:6(IQR: 4– 8.25 cm).
Platform used: GelPOINT:35(76.1%), Separator:8(17.4%), TEO:2(4.3%), 
SILS:1(2.2%). Lesion size: 22.75(IQR:9– 30.5 mm). Surgical time: 
70(IQR: 45– 120 min). Mucosa closure: 40(87%). Reconversion to 
laparoscopy: 4(8.7%). Overall complications: 15(32.6%). Major com-
plications (CD≥III): 2(4.3%). Type of complications: Pain: 2(4.3%), 
Dehiscence: 2(4.3%), Haemorrhage: 8(17.4%), Cardiac: 2(4.3%). LOS: 
3.5(IQR:2– 5.25 days). Resection type: R0:41(89.1%), R1:3(6.5%), 
R2:2(4.3%).
Histopathological diagnosis: Fibrosis:15(32.6%), Low- grade dyspla-
sia:7(15.2%), High- grade dysplasia:2(4.3%), pTis:13(28.3%), pT1:2(4.3%), 
pT2:5(10.9%), pT3:2(4.3%). Need for major resection:7(15.2%).
Follow- up: 49.5(IQR:31.75– 67.5 months). Recurrences:4(8.7%).
Conclusion: TAMIS- approach to rectal tumours is a good surgical 
option that avoids aggressive surgeries in selected patients. In our 
environment, it´s a safe approach, with low rates of complications 
and recurrences, even in selected patients with T2- T3 tumours with 
high surgical risk.
DisclosureofInterest: None declared.
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PO-333 | FEATURESOFCOLORECTALCANCER
COMPLICATEDBYPERITONITIS

O. Bilyaeva1, I. Karol1 & V. Andriiets2

1Surgery, Shupic National University of Health of Ukraine, Kyiv, 
2Surgery, Brovary Hospital, Brovary, Ukraine

Aim:To elucidate the features of colorectal cancer complicated by 
peritonitis.
Method: During the period from 2017 to 2020, 18 patients with 
colorectal cancer complicated by peritonitis were operated at 
Brovary Multidisciplinary Clinical Hospital. There are 14 men among 
them (77,8%), 4 women (22,2%). Tumor localization: ascending colon 
-  1 (5,6%) case, hepatic angle -  2 (11,1%) cases, transverse colon -  4 
(22,2%), spleen angle -  2 (11,1%)), sigmoid colon -  8 (44,4%), rectosig-
moid connection -  1 (5,6%) case.
Results: Common forms of peritonitis were observed in all patients: 
diffuse -  in 5 (27,7%) patients, widespread -  in 10 (55,6%) and general 
-  in 3 (16,7%) patients. Reactive stage of peritonitis was in 4 (22,2%) 
patients, toxic -  in 10 (55,6%) and terminal -  in 4 (22,2%) patients. By 
the nature of the exudate in the abdominal cavity in 7 (38,9%) cases 
peritonitis was serous- fibrinous, in 4 (22,2%) -  fibrinous- purulent, in 
6 (33,3%) -  fecal and in 1 (5,6%) of hemorrhagic cases. The patients 
underwent the following surgical interventions: right hemicolec-
tomy -  in 4 (22,2%) cases, resection of the transverse colon -  in 3 
(16,7%), left hemicolectomy -  in 1 (5,6%), Hartmann's operation -  in 9 
(50.0%), subtotal colectomy -  in 1 (5,6%) case. Repeated surgical in-
terventions were performed in 4 (22,2%) patients. In the postopera-
tive period, the following complications were observed: suppuration 
of the wound -  in 2 (11,1%) cases, abdominal abscess -  in 1 (5,6%) 
case, eventration -  in 3 (16,7%) cases. The Mannheim index of peri-
tonitis in all patients was grade III. 3 (16,7%) patients died.
Conclusion: Peritonitis, which has complicated the course of colo-
rectal cancer, significantly worsens the prognosis of the disease, ne-
cessitates urgent surgery and causes high mortality, which according 
to our data in the postoperative period was 16,7%.
DisclosureofInterest: None declared

PO-334 | ANALYSISOFPOSTOPERATIVECOMPLICATIONS
INPATIENTSOLDERTHAN70YEARSUNDERGOINGSURGERY
FORCANCERCOLORECTALINATERTIARYHOSPITAL

A. A. Vivas López, O. Garcia Villar, M. Labalde Martinez, P. Pelaez 
Torres, R. Ramos Martinez, F. J. Garcia Borda & E. Ferrero Herrero
General Surgery, Hospital 12 de Octubre, Madrid, Spain

Aim: The increase in life expectancy in our society means that a large 
proportion of our patients are geriatric patients with advanced ages. 
With this study, we seek to analyze the results in colorectal cancer 
surgery among patients older and younger than 70 years.
Method: from January 2019 to March 2020 we have analyzed 243 
operated patients colorectal cancer surgery, of which 132 (54%) are 

older than 70 years. We have compared both groups in variables 
such as anesthetic risk (ASA), hospital stay, onset of oral tolerance, 
percentage of fistula, readmissions and death.
Results: 62% of the patients under 70 years of age presented an ASA 
of II or less in the preoperative, while in the older group this sub-
group was reduced to only 42.4% of the patients. In the case of the 
onset of oral tolerance, an earlier onset was evidenced in the group 
with less 70 years (1.8 vs 2.7 days) with a shorter hospital stay (9.2 
vs 13.6 days). At the same time the. The percentage of anastomotic 
fistula among those older than 70 years has been higher (8.1% vs 
11.4%), as well as in the reoperation rate (9% vs. 10.6%), with a death 
rate of 2.7% vs. 4.5%. Paradoxically with a rate of slightly higher re-
admission in the group under 70 years of age (7.6 vs 9.3%)
Conclusion: In view of these data, age is a determining factor that 
limits the results and increases the complexity of these patients. 
However, studies of greater statistical relevance are necessary to 
reach definitive conclusions in our environment.
DisclosureofInterest: None declared

PO-335 | ISOLATEDPERINEALMETASTASISOFACOLONIC
CANCER;ASTRANGEANDUNCOMMONOBSERVATION

E. Chiriatti, S. Heersche, E. Pezzetta & M. Suter
General Surgery, Hopital Riviera- Chablais, Rennaz, Switzerland

Aim: cutaneous and subcutaneous metastases of colo- rectal can-
cer are uncommon findings usually related to advances and multi- 
metastatic disease. The perineal region is one of the most cited and 
recognized sites of metastatic involvement in this respect.
Method: we wish to report and illustrate the situation of a patient 
presenting with an isolated perineal metastasis of colorectal origin 
with particular emphasis on the clinical and radiological features.
Results: a 74 years- old patient presented to our emergency departe-
ment complaining of a painful perineal swelling appeared 4 months 
before. On clinical examinations we noticed an extensive tumoral 
infiltration of the perineal region with signs of necrosis and infection. 
A CT scan showed an exophytic and partially necrotic abscessed per-
ineal lesion with a concomitant significant and suspicious thickenig 
of the wall of the rectosigmoid junction. Multiples surgical biopsies 
of the perineum were performed while draining the abcess, showing, 
astonishingly, an adenocarcinoma with characteristics of intestinal 
type. Colonoscopy confirmed a circumferential tumor involving the 
lumen of the distal sigmoid colon and proximal rectum, biopsies of 
which also showed histological confirmation of an invasive colonic 
adenocarcinoma. In this setting a chemotherapy was proposed to 
the patient.
Conclusion: metastatic cutaneaous infiltration of the perineal region 
may herald a more or less hidden colonic cancer and requires a full 
colonoscopy.
DisclosureofInterest: None declared
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PO-336 | “FLUORESCENCELYMPHATICMAPPING
TECHNIQUE”INRIGHTSIDEDCOLONCANCERSURGERY

O. Isik, M. Sen & A. T. Yilmazlar
General Surgery, Bursa Uludag University Faculty of Medicine, Turkey, 
Bursa, Turkey

Aim: Fluorescence imaging(FI) technology makes intraoperative 
lymphangiography and lymphatic mapping possible. There are sev-
eral studies demonstrating peritumoral indocyanine green(ICG) 
injection makes lymphatic flow and lymph nodes(LN) visible in the 
mesocolon. Pure peritumoral injection of ICG may not be sufficient 
for demonstrating whole lymphatic drainage of the right colon and 
lymphatic mapping may not be reliable since lymph vessels might be 
blocked by tumoral cells. In this report, we present our fluorescence 
lymphatic mapping(FLM) technique for right sided colon cancer sur-
gery proposing maximal LN harvesting with selective D3 lymphatic 
dissection.
Method: 15mg of indocyanine green (ICG) was dissolved in 8ml of 
water for injection. Subserosal injection of ICG was performed to 
the anterior and posterior colonic wall at caecum, mid- ascending 
colon and hepatic flexure in addition to the two peritumoral in-
jections. After injection, mobilization of the right mesocolon was 
started in lateral to medial fashion. When separation of the visceral 
plane from the parietal plane was completed, FI was performed with 
SPY Elite(Stryker, Kalamazoo, MI, USA) before central ligation of the 
blood vessels. The time between the ICG injection and the first FI 
was median 28 minutes. This first FI was done for making sure that 
ICG was drained to the lymphatics and LN's of the right mesocolon. 
Then, right colectomy was completed and repeat FI was done before 
creating the ileotransversostomy. The second FI was performed to 
identify whether fluorescing LN were left at the resection site. When 
all fluorescing LN were removed, stapled side- to- side ileotransver-
sotomy was created.
Results: FLM technique was utilized in five patients who under-
went right colon resection. Residual fluorescing LN's were demon-
strated during FI in two patients who underwent conventional right 
colectomy.
Conclusion: FLM technique may offer reduced morbidity by remov-
ing only fluorescing D3 LN's without comprising oncological quality 
of the right colon cancer surgery.
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PO-337 | FUNCTIONALOUTCOMESANDQUALITYOFLIFE
AFTERMINIMALLYINVASIVEANTERIORRECTALRESECTION
WITHTOTALMESORECTALEXCISION:APROSPECTIVESINGLE-
CENTERLONGITUDINALSTUDY.PRELIMINARYRESULTSAFTER
18MONTHS

V. Testa1, M. C. Giuffrida1, A. Marano1, A. Ricotti2, P. Berchialla3 & 
F. Borghi1
1General and Oncological Surgery, Santa Croce e Carle Hospital 
-  Cuneo, Italy, Cuneo, 2Department of Public Health Sciences, School 
of Health Statistics, 3Department of Clinical and Biological Sciences, 
University of Turin, Turin, Italy

Aim: The aim of the study is to prospectively evaluate the occur-
rence of anterior rectal resection syndrome, the genitourinary 
function and the quality of life in rectal cancer patients undergoing 
minimally invasive RAR with TME.
Method: From January 2020 all patients undergoing minimally inva-
sive RAR with TME were enrolled in the study. The following ques-
tionnaires were administered to each patient 1- 3- 6 and 12 months 
after surgery: the LARS score to assess the incidence of anterior 
rectal resection syndrome, the IIEF- 5 in men and the FSFI in women 
for sexual function, the IPSS for urinary function, and the EORTC 
QLQ- C30 and QLQ- CR29 to assess quality of life. The study is cur-
rently ongoing.
Results: 19 patients (10 men e 9 women) have been currently en-
rolled in the study. Analysis of preliminary data showed a significant 
increase in the LARS score 1 and 3 months after closure of the os-
tomy. A significant improvement of the score emerged 6 months 
after surgery, with function almost comparable to preoperative 
function one year after surgery. The same trend was observed for 
the sexual function in males with an improvement of the IIEF- 5 score 
6 months after surgery. In women, a progressive downward trend in 
sexual function was observed, with the nadir one month after sur-
gery. A sharper recovery was found in younger patients with fewer 
comorbidities. In term of QoL the EORTC QLQC29 has shown a 
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significant improvement 6 months after surgery. There was no sta-
tistically significant difference in quality of life (EORTC QLQ- C30 
score) and genitourinary function in both sexes.
Conclusion: After minimally invasive RAR with TME most patients 
shown transient LARS and worsening of sexual function with nega-
tive impact on QoL. A significant improvement was evident 6 months 
after surgery. On the other hand, there was no negative impact of 
surgery on urinary function. These encouraging results will have to 
be confirmed by further analysis at the end of the planned 3- year 
study when a larger study population is reached
DisclosureofInterest: None declared

PO-338 | NECROTIZINGFASCIITISSECONDARYTO
LATEANASTOMOTICDEHISCENCEAFTERCOLOANAL
ANASTOMOSIS

M. Jimenez Toscano, B. Montcusi, S. Salvans, S. Alonso, M. Pascual 
Damieta & M. Pera Roman
Colorectal Surgery, Hospital del Mar, Barcelona, Spain

Aim: A late anastomotic leak (beyond 30 days postoperatively) 
after colorectal anastomosis can occur between 1.3-  31.6% of pa-
tients and may be identified as pelvic abscesses or anastomotic fis-
tula (anastomotic- vaginal fistula, anastomotic- ureteral, etc). There 
is a few information in the literature that analyzes this complex 
complication.
Method: We present a clinical case of a patient who developed a 
Fournier gangrene secondary to anastomotic complication
Results: A 72 years old man with diabetes and hypertension was 
treated in 2014 for a cT3N1M0 low rectal cancer (5 cm from anal 
verge) after chemoradiotherapy. A low anterior resection with 
coloanal anastomosis and diverting ileostomy was made with a pre-
sacral abscess as postoperative complication, which was treated 
conservatively. The ileostomy was closed posteriorly without any 
kind of short or long term complication. 6 years after the patient 
describes anorexia, weight loss and perineal pain. Physical explora-
tion and CT scan show a gangrene Fournier which requiere multiple 
surgical interventions for debridement with exposure of the perineal 
and testicular region and the performance of a lateral colostomy. 
The patient evolved correctly after two months of admission with a 
correct epithelialization of the debrided area.
Conclusion: Patients with a vague and atypical abdominal or per-
ineal pain may have a delayed leak, even years after colorectal res-
section. The diagnosis should be suspected as soon as posible to 
avoid lifethreating sepsis
DisclosureofInterest: None declared

PO-339 | LAPAROSCOPICVENTRALMESHRECTOPEXYAND
DE-NOVOPELVICPAIN;LONG-TERMOUTCOMEANDRISK
FACTORS

S. Singh, R. Bolckmans, K. Gorissen, O. Jones, I. Lindsey & C. 
Cunningham
Colorectal Suirgery, Oxford University Hospitals, Oxford, United 
Kingdom

Aim: To assess de- novo pelvic pain (DNPP) after Laparoscopic ven-
tral mesh rectopexy (LVMR).
Method: All patients who underwent a LVMR between 2004 and 
2017 at our unit were contacted by telephone to record DNPP and 
its outcome using a standardised questionnaire in addition to a re-
view of patients’ medical notes. The Numeric Rating Scale was used 
to assess PP severity.
Results: Out of 478 patients who were contacted successfully, 61% 
(291/478) had no pre- LVMR PP. Mean age at the time of LVMR was 
59 years.
DNPP which lasted for more than 3 months after LVMR was re-
ported by 15% (43/291) of patients. Of those patients, 6% (17/291) 
scored their PP as severe, 5% (14/291) moderate and 4% (12/291) 
mild using NRS. DNPP and its severity was unrelated to symptoms 
for which LVMR was indicated (P = 0.09, P = 0.50).
In group without pre- existing PP, 42% (1843) of patients with DNPP 
underwent further surgery after LVMR compared to 21% (53/248) in 
pain- free group (P = 0.004). In DNPP group, 16% (7/43) of patients 
had mesh erosion compared to 0.4% (1/248) in pain- free group (P = 
< 0.05). In addition, 27% of patients who were younger than 50 years 
experienced DNPP compared to 12% aged between 51– 70 years and 
5% in those > 70 years of age (P = 0.001).
Conclusion: After LVMR, 15% of patients developed DNPP which 
lasted for more than 3 months. This seems to be more common in 
younger patients, associated with mesh erosion and the use of fur-
ther surgical procedures
DisclosureofInterest: None declared

PO-340 | PATIENT-REPORTEDOUTCOMEMEASUREMENT-
HAEMORRHOIDALIMPACTANDSATISFACTIONSCORE
(PROM-HISS):DEVELOPMENT,RELIABILITYANDCONSTRUCT
VALIDITY

S. Z. Kuiper1, M. L. Kimman2, R. R. Van Tol3, S. F. Waardenburg2, S. 
M. Van Kuijk2, C. C. Dirksen2 & S. O. Breukink4

1Surgery, Maastricht University, 2Clinical Epidemiology and Medical 
Technology and Assessment, Maastricht University Medical Centre, 
Maastricht, 3Surgery, Diakonessenhuis Medical Centre, Utrecht, 
4Surgery, Maastricht University Medical Centre, Maastricht, 
Netherlands

Aim: Haemorrhoidal disease (HD) is a frequently occurring disorder 
with a significant negative impact on a patient’s quality of life. We 
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describe the development and validation of the Patient- Reported 
Outcome Measurement- Haemorrhoidal Impact and Satisfaction 
Score (PROM- HISS).
Method: The development of the PROM- HISS followed recom-
mended guidelines and the items were based on patient interviews, 
literature review and expert input. Face and content validity were 
evaluated by conducting individual cognitive interviews with 10 pa-
tients. Structural properties, reliability and construct validity were 
measured in a cross- sectional HD population. Reliability was tested 
by assessing the test- retest reliability, defined by the Intraclass 
Correlation Coefficient (ICC), and internal consistency measured 
with Cronbach’s alpha. Construct validity was evaluated using con-
firmatory factor analysis (CFA) and hypotheses testing.
Results: The PROM- HISS consists of three domains: (1) HD symp-
toms, (2) impact of symptoms on daily life, and (3) satisfaction with 
treatment. The first domain includes five items evaluating the expe-
rienced burden of blood loss, pain, prolapse, soiling and itching. The 
PROM- HISS showed good face and content validity. The PROM- 
HISS was completed by 102 patients (65% male), with a mean age 
of 58 years (23– 81 years) and primarily diagnosed with HD grade III 
(39%). The ICCs of the different items in the domain HD symptoms 
ranged between 0.56 and 0.79 and were interpreted as good. The 
Cronbach’s alpha value was 0.80 and considered satisfactory. The 
CFA provided further evidence for construct validity with a good 
model fit. A high score on the symptoms of HD correlated with a 
high impact of HD on daily life (Pearson’s r = 0.632, P < 0.01) and a 
low degree of satisfaction (Pearson’s r = 0.378, P < 0.01).
Conclusion: The PROM- HISS is a reliable and valid instrument to 
evaluate symptoms of HD, impact on daily life and satisfaction with 
treatment.
DisclosureofInterest: None declared

PO-341 | IMPACTOFADHERENCETOAFAST-TRACK
RECOVERYPROGRAMINCOLORECTALSURGERYON
SURGICALOUTCOMESINPATIENTSTREATEDATAHIGH
VOLUMEPUBLICACADEMICHOSPITAL

M. N. Figueiredo1, V. Seid1, A. S. Portilho1, L. Gerbasi1, R. Pandini1, 
M. Marcelino1, R. Novo1, F. Tustumi1, M. L. Olive2 & S. E. Araujo3

1Colorectal Surgery, Hospital Israelita Albert Einstein, 2Faculdade 
Israelita de Ciências da Saúde Albert Einstein, 3Department of 
Oncology, Hospital Israelita Albert Einstein, São Paulo, Brazil

Aim: To evaluate the impact of compliance to overall and individual 
interventions of a ERAS protocol on morbidity rates, length of stay 
(LOS) and 30- day readmission in a group of patients undergoing on-
cological colorectal surgery.
Method: This is a retrospective study of a consecutive series of pa-
tients, within a prospectively collected database. All patients have 
undergone colorectal cancer surgery from July 2015 to July 2020. 
Good adhesion to the protocol was considered if at least 75% of in-
terventions were followed, as recommended by the ERAS Society.

Results: Between 2015 and 2020, 231 patients were included, 
but 14 excluded due to incomplete information. One hundred and 
twenty- three (56.7%) were women, and median age was 62 years 
(range 25– 91); 113 patients (52%) underwent colonic resections, 
98 (45.1%) total mesorectal excision and 6 (2.7%) total proctocolec-
tomy; 96% of procedures were laparoscopic. Median compliance 
rate to all interventions of the protocol was 75% (46.4 to 92.9%). 
Interventions with the lowest compliance were preoperatory nu-
tritional therapy and mobilization for more than 4 hours in second 
postoperative day, 9.7% and 23.6% respectively, and those with the 
highest were prophylaxis for nausea and vomiting and not using na-
sogastric tube (99.5% each). Median length of stay was 4 days (2– 
34) and overall morbidity was 25.4% Patients who complied to more 
than 75% of interventions of the protocol had a lower rate of overall 
complications –  Clavien- Dindo 2– 5 (P = 0.012) and also a shorter 
LOS (P < 0.005), but it did not impact 30- day readmission rate (P = 
0.6). Some interventions were significant in reducing LOS and read-
mission rates: thrombosis prophylaxis, no abdominal drainage, use of 
epidural analgesia and avoidance of opioids.
Conclusion: Overall compliance to a ERAS protocol can reduce mor-
bidity and LOS, but individual interventions of the protocol may play 
a more significant role than others on post- operative results.
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PO-342 | FACTORSDETERMININGTHERETURNTONORMAL
ACTIVITYAFTERABDOMINALSURGERYINLOWANDMIDDLE
INCOMECOUNTRIES

O. Omar & on behalf of NIHR Global Research Health Unit on 
Global Surgery on behalf of NIHR Global Research Health Unit on 
Global Surgery
University of Birmingham, Birmingham, United Kingdom

Aim: The ability of a patient to return to their normal activities is 
an important outcome after an operation, especially in the Global 
South. This study within a trial (SWAT) was designed to identify fac-
tors that are important in determining return to normal activity after 
abdominal surgery.
Method: This is a secondary analysis of the FALCON trial, an interna-
tional multicentre factorial design trial assessing two interventions 
(skin preparation and fascial closure) to prevent surgical site infec-
tion. 5788 patients were followed up 30 days after their operation 
and return to normal activity was recorded. Statistical analysis was 
performed using binary logistic regression analysis.
Results: 5256 randomised patients (median age 32, range 
0−89 years, male: female ratio 37:63) completed the follow up form 
at 30 days, 1682 (32%) obstetrics and 68% (3574 non- obstetrics). In 
total, 1901 (37%) of patients completely returned to normal activities 
30d after operation, 725 (43.1%) in obstetrics and 1176 (32.9%) in 
non- obstetrics. In non- obstetrics, factors associated with return to 
normal activity are younger age: child vs adult (OR 1.32 [1.03 –  1.69, 
P = 0.03]), elective surgery: elective vs emergency (OR 1.53 [1.15 
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–  2.05, P = 0.004]), clean contaminated surgery: clean- contaminated 
vs contaminated/dirty (OR 1.53 [1.17 –  2.00, P = 0.002]), lower ASA 
grade: grade 1– 2 vs grade 3– 5 (OR 1.44 [1.15 –  1.80, P = 0.002]) and 
benign disease: benign disease vs malignant disease (OR 1.48 [1.07 
–  2.05, P = 0.002]).
Conclusion: Return to normal activity rates 30 days after abdomi-
nal surgery are low. Patients who may require extra support include 
older patients, those undergoing emergency surgery, and those un-
dergoing larger and more complex operations.
DisclosureofInterest: None declared

PO-343 | PROFILEOFMALEPATIENTSUNDERGOING
LAPAROSCOPICVENTRALMESHRECTOPEXYANDTHEIR
LONG-TERMOUTCOME

S. Singh, R. Bolckmans, K. Gorissen, O. Jones, I. Lindsey & C. 
Cunningham
Colorectal Suirgery, Oxford University Hospitals, Oxford, United 
Kingdom

Aim: To describe male patients’ profile who underwent laparoscopic 
ventral mesh rectopexy (LVMR) and report their outcome.
Method: Medical records of all male patients who underwent LVMR 
between 2004 and 2017 were analysed for demographic factors, 
indication and further surgery (FS) for recurrent symptoms. Those 
identified were contacted by telephone to record their outcome.
Results: Number of male patients identified were 33. Mean age at 
the time of LVMR was 52 years. Median follow- up (FU) time was 8 
years. The symptoms for which primary LVMR was indicated were 
obstructed defaecation syndrome (ODS) in 52% (17/33) of patients, 
faecal incontinence (FI) in 15% (5/33) and mixture of both ODS/FI 
in 12% (4/33).
After primary LVMR, 39% (13/33) of patients had FS for recurrence 
of symptoms; 46% (6/13) of them had redo- LVMR, 46% (6/13) un-
derwent perineal procedures and 8% (1/13) needed a temporary de- 
functioning colostomy which was reversed later. No mesh related 
complications were reported at the time of our FU.
Functional outcome improved in 85% (28/33) of patients and wors-
ened in 3% (1/33). Additionally, 50% of patients with pre- existing 
pelvic pain (PP) prior to LVMR were pain free at FU and 24% re-
ported de- novo PP after LVMR. Overall, 73% (24/33) of patients 
were satisfied with their outcome and 82% (27/33) would recom-
mend this procedure to others with similar indication
Conclusion: Majority of carefully selected male LVMR patients re-
port improvement in their functional outcome and are satisfied after 
long- term FU, with no reported mesh erosions. However, 39% of pa-
tients needed FS and a 24% develop de- novo PP.
DisclosureofInterest: None declared

PO-344 | QUALITYOFLIFEANDFUNCTIONALOUTCOMEOF
RECTALCANCERPATIENTSFOLLOWINGAWATCH-AND-WAIT
APPROACH

P. Custers1, M. van der Sande1, B. Grotenhuis1, F. Peters2, S. van 
Kuijk3, S. Breukink4 & G. Beets1 on behalf of Dutch Watch- and- 
Wait consortium
1Surgery, 2Radiation Oncology, Netherlands Cancer Institute -  Antoni 
van Leeuwenhoek, Amsterdam, 3Clinical Epidemiology and Medical 
Technology Assessment, 4Surgery, Maastricht University Medical 
Centre, Maastricht, Netherlands

Aim: The Watch- and- Wait approach (W&W) has been widely 
adopted for rectal cancer patients with a clinical complete response 
following neoadjuvant therapy. The presumed main advantages of 
W&W are both a better quality of life (QoL) and functional outcome 
compared to patients treated with total mesorectal excision (TME). 
The aim of this study is to evaluate the QoL and functional outcome 
of rectal cancer patients managed by W&W.
Method: Since 2014, QoL and functional outcome of patients 
included in the Dutch W&W registry have been assessed by vali-
dated questionnaires at 3, 12, and 24 months following inclusion. 
QoL was evaluated by the European Organization for Research 
and Treatment of Cancer QLQ- C30, - CR38 (before March 2017), 
- CR29 (since March 2017), and Short Form 26 (SF36). Bowel func-
tion was assessed by the Vaizey incontinence score and low an-
terior resection syndrome (LARS) score, urinary function by the 
International Prostate Symptom Score (IPSS), and sexual function by 
the International Index of Erectile Function (IIEF) and Female Sexual 
Function Index (FSFI).
Results: Of 300 included patients, 68.3% were male, and the median 
age was 66 years (range 34– 85). In the majority of QoL domains no 
difference over time was observed, however, patients reported im-
proved emotional- , social- , and physical functioning at 24 months. 
Major incontinence and major LARS was observed in 15.3% and 
24.9% of patients at 24 months. An increase in urinary dysfunction 
was observed over time. In males, no difference in sexual function 
was observed over time, however about 40% reported severe erec-
tile dysfunction. Besides a decrease in total FSFI score, no difference 
in sexual function reported by women was observed.
Conclusion: Generally, patients managed by W&W reported on a 
good Qol. Although functional problems are seen, these appear less 
common when compared to patients treated with TME as described 
in literature. These results are essential in daily clinical practice to 
counsel patients on the benefits of W&W.
DisclosureofInterest: None declared
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PO-345 | ORGANSPECIFICADVERSEEFFECTSAFTER
CYTOREDUCTIVESURGERYWITHHYPERTHERMIC
INTRAPERITONEALCHEMOTHERAPY-ASCOPINGREVIEW

R. Balachandran1,2,3, L. Z. Mogensen1, P. Christensen1,2,3, H. V. 
Thaysen1,2 & L. H. Iversen1,2

1Department of Surgery, 2Department of Clinical Medicine, 3Danish 
Cancer Society Centre for Research on Survivorship and Late Adverse 
Effects after Cancer in the Pelvic Organs, Aarhus University Hospital, 
Aarhus, Denmark

Aim: We conducted a review in order to describe type and extent 
of organ specific adverse effects after cytoreductive surgery (CRS) 
+ hyperthermic intraperitoneal chemotherapy (HIPEC) for gastroin-
testinal (GI) cancers and pseudomyxoma peritonei (PMP).
Method: In November 2020, a systematic literature search was done 
using 6 databases to identify studies reporting organ specific ad-
verse effects developed after CRS+HIPEC for GI cancers and PMP. 
We categorized organ specific adverse effects into gastrointestinal, 
urological dysfunction, sexual dysfunction, pain and others. We 
extracted data on type and extent of these over short- term (0– 5 
months following surgery), medium- term (6– 11 months) and long- 
term (12 months).
Results: In total, we screened 2451 papers. 18 studies fulfilled the 
eligibility criteria: 12 prospective cohort studies, three retrospective 
cohort studies, two cross- sectional studies and one study, which 
reported data on a prospective cohort as well as a cross- sectional 
population. The studies reported on a total of 2081 patients. The 
majority of studies reported an increase in organ specific adverse 
effects 3– 6 months after surgery with a return to preoperative level 
already within the first year after surgery. Three areas did not follow 
this trend: diarrhea, constipation and sexual dysfunction. Diarrhea 
was still worse than preoperative, 12 months after surgery for ma-
jority of the studies and improved later only. For constipation, symp-
toms improved shortly after surgery. Sexual dysfunction did not 
seem to improve long- term. Furthermore, we found that literature 
was very sparse on aspects such as stoma- related issues, urological-
  and sexual dysfunction and other adverse effects such as weight 
loss, dry mouth and hair loss.
Conclusion: This review showed an increase in organ specific ad-
verse effects 3– 6 months after surgery with a return to preoperative 
level within the first year after surgery. Three areas did not follow 
this trend. Diarrhea, constipation and sexual dysfunction.
DisclosureofInterest: None declared

PO-346 | REOPERATIONFORCOMPLICATIONSAFTER
COLORECTALSURGERY–APOPULATION-BASED
MULTICENTERCOHORTSTUDY

M. Grönroos- Korhonen, L. Koskenvuo, P. Mentula, S. Koskensalo, 
A. Leppäniemi & V. Sallinen
Gastrointestinal surgery, University of Helsinki, Helsinki, Finland

Aim: As complications inevitably occur, minimizing failure- to- rescue 
(FTR) rate is important. Earlier studies have focused on elective 
surgery and anastomotic dehiscence and rarely on reoperations in 
general. This study aimed to characterize and compare emergency 
reoperations performed after elective-  and emergency colorectal 
operation.
Method: Patients undergoing a reoperation within 30 days after 
colorectal operation between 2006 and 2017 in 10 hospitals in 
Helsinki University Hospital district were included. Outcome was 
measured as FTR which was defined as mortality within 90 days 
after reoperation.
Results: Altogether 862 (5.8%) patients of all 14,290 patients having 
a colorectal resection underwent emergency reoperation within 30 
days. The reoperation rate after elective operation was 4.3% (438) 
and 10.4% (424) after emergency operation (P < 0.001)). FTR rate 
was 17.4% (35 (8.0%) after elective and 115 (27.1%) after emergency 
operation, P < 0.001). The most common complications were anas-
tomotic dehiscence (36.6%, 316 patients), fascial rupture (23.5%, 
203 patients), intra- abdominal bleeding (15.3%, 131 patients) and 
bowel obstruction (10.2%, 88 patients). In multivariable analyses, 
independent risk factors for FTR were increasing age, high Charlson 
Comorbidity Index, malnutrition, anticoagulant medication as a per-
manent medication before operation, resection type, periopera-
tive organ failure at the time of reoperation and emergency index 
operation.
Conclusion: FTR rate is over three times higher after emergency 
colorectal operation than elective operation. Four complication 
types constitute three fourths of the complications suggesting a tar-
get for further actions.
References: 
1. Tevis SE, Carchman EH, Foley EF, et al. Does Anastomotic Leak 
Contribute to High Failure- to- rescue Rates? Ann Surg. 2016 Jun; 
263:1148– 1151.
2. Pares D. Failure to rescue in colorectal surgery: How to minimize 
anastomotic leak mortality? Cir Esp, 2015; 93: 483– 484.
3. Almoudaris A.M, Burns E M, Mamidanna R, et al. Value of fail-
ure to rescue as a marker of the standard of care following reopera-
tion for complications after colorectal resection. Br J Surg, 2011; 98: 
1775– 1783.
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PO-347 | PATIENTREPORTEDOUTCOMESAFTERPELVIC
EXENTERATIONFORCOLORECTALCANCER:ASYSTEMATIC
REVIEW

A. Denys, Y. van Nieuwenhove, D. Van de putte, E. Pape, P. Pattyn, 
W. Ceelen & G. Van Ramshorst
Gastrointestinal surgery, Ghent University Hospital, Ghent, Belgium

Aim: The treatment of locally advanced and recurrent colorectal 
cancer carries high morbidity. Our aim was to analyse the use of pa-
tient reported outcome measures (PROMS) in pelvic exenteration 
patients.
Method: After registration in PROSPERO, PubMed, EMBASE, 
Cochrane Library, Google Scholar, Web of Science and ClinicalTrials.
gov were searched under guidance of a librarian with the terms 
‘patient reported outcomes’, ‘pelvic exenteration’ and ‘colorectal 
cancer’. Studies were considered eligible if published between 1980– 
2020 and if PROMS were reported for at least 10 pelvic exentera-
tion patients. Study selection, data extraction, rating of certainty of 
evidence (GRADE) and risk of bias (ROBINS- I) were performed inde-
pendently by 2 reviewers.
Results: 173 studies were identified. Nineteen studies were included 
(13 retrospective, 7 prospective). All studies were low to very low 
quality according to GRADE, with an overall moderate/serious risk of 
bias. Studies included data on 817 patients; 354 patients with locally 
advanced and 329 for recurrent colorectal cancer, for 134 subtype 
was not reported. Thirteen studies used validated questionnaires, 
4 used non- validated measures and 2 used both. Questionnaires 
included the Functional Assessment of Cancer Therapy- Colorectal 
questionnaire (n = 7), the Short Form Health Survey (n = 6), the 
European Organization for Research and Treatment for Cancer 
(EORTC) Quality of Life Questionnaire C30 (n = 6), EORTC- CR38 (n 
= 4), EORTC- CR29 (n = 1), EORTC- CR30 (n = 1), EORTC- BLM30 (n = 
1), Brief Pain Inventory (n = 2), Assessment of Quality of Life (n = 1), 
Short- Form Six- Dimension (n = 1), Memorial Sloan- Kettering Cancer 
Center Sphincter Function Scale (n = 1), Cleveland Global Quality of 
Life (n = 1) or other (n = 4). The number of measurements and timing 
of data collection varied between studies.
Conclusion: The use of validated questionnaires increased over time. 
There is a need for uniform use of validated questionnaires at pre-
determined time points to enable comparative multicentre studies.
DisclosureofInterest: None declared

PO-348 | COLORECTALCANCERLIVERMETASTASESWITHIN
THECENTRALANDPERIPHERALSEGMENTS:PARENCHYMAL
SPARINGSURGERYADAPTATION

A. Burlaka & D. Makhmudov
National Cancer Institute, Kyiv, Ukraine

Aim: The debate over the surgical strategy optimization in colorec-
tal cancer patients with liver metastases (mCRC) has been ongoing 
in the last 20 years. However, parenchyma sparing surgery (PPS) in 
cases of hard to reach liver cites (HTRLC) remain to be controversial.
Method: A prospective analysis of 185 mCRC patients performed 
who were devided in two groups depending by predominant liver 
cite localization. Peripherally localized metastases (PLM) (n = 107) 
(S2, S3, S6, S7, Spiegel lobe and subcapsular area 1– 2 cm below the 
liver surface). Group 2 included those with metastases localized in 
HTRLC (n = 78) -  metastatic lesions of the “right venous core”, portal 
and caval hilum, paracaval part of S1, “deep” parenchyma cites of S5, 
S8 and S4.
Results: In 26 (33,3%) and 32 (29,9%) patients of HTRLC and PLM, 
respectively, performed one liver re- resection (0,62). In HTRLC 
group 2 and more re- resection were performed in 7 (8,9%) cases 
while in PLM in 11 (10,3%), P = 0,76. Postoperative major mor-
bidity was 24,4%, 21,8% (P = 0,15) and mortality 8,9%, 4,6% for 
HTRLC and PLM groups, respectively. R1v principles were imple-
mented in 24 (30,7%) cases with centrally located metastases and 
in only 6 cases (5.6%) with peripheral localized metastases (P = 
0.001). Cumulative 3- year disease- free survival (DSF) for PLM and 
HTRLC groups was 63% and 41% (P = 0.008). DFS for R1v (n = 24) 
and R0 (54) cochorts in HTRLC group was 33% and 43%, respec-
tively (P = 0,44).
Conclusion: Principles of the PPS tactic provides an adequate re-
moval of metastatic lesions in hard to reach liver cites allowing to 
maintain organ functions and increases the feasibility of the re-
peated liver resections in case of the initial disease progression.
DisclosureofInterest: None declared
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PO-349 | QUALITYOFLIFEOFPATIENTSINCLUDEDIN
APROSPECTIVEOBSERVATIONALCOHORTSTUDYTO
INVESTIGATECOMPREHENSIVECOLORECTALANASTOMOSIS
TESTING

M. Kryzauskas1, A. Bausys1, N. Gendvilaite2, U. Imbrasaite2, E. 
Poskus1 & T. Poskus1

1Clinic of Gastroenterology, Nephrourology, and Surgery, Institute 
of Clinical Medicine, Faculty of Medicine, Vilnius University, Vilnius, 
Lithuania, 2Faculty of Medicine, Vilnius University, Vilnius, Lithuania

Aim: To analyze the long- term functional and quality of life (QoL) 
outcomes in patients who were included in the comprehensive test-
ing of colorectal anastomosis study.
Method: Functional outcomes and QoL were assessed using stand-
ard LARS and EORTC QLQ- C30 questionnaires at baseline and 1 
year after colorectal resection in 60 patients who were included in 
the prospective observational cohort study. This multicentre study 
included 60 patients who underwent colorectal resection with an 
anastomosis ≤15 cm from the anal verge. Comprehensive trimodal 
testing consisted of indocyanine green fluorescent angiography, 
tension, air- leak, and methylene blue leak tests to evaluate the per-
fusion and mechanical integrity of the anastomosis. QoL and LARS 
scores before and after surgery were compared. Further, anasto-
motic leakage impact on outcomes was analysed.
Results: Role and social function scores at 1 year after colorectal 
resection were significantly lower compared to baseline (P < 0.05). 
Surgery increased the proportion of patients with major LARS from 
18.5% at baseline to 45.8% at 1 year after the surgery (P = 0.021). 
Ten (16.7%) patients developed anastomotic leakage, although, it 
had no impact on global health status, functional and symptoms 
scales by EORTC QLQ- C30 and LARS questionnaires.
Conclusion: Colorectal resection with an anastomosis ≤15 cm from 
the anal verge impairs QoL by role and social function scale scores 
at 1- year after surgery. Further, such intervention is associated with 
a high risk of major LARS. Anastomotic leakage has no impact on 
functional outcomes.
DisclosureofInterest: None declared

PO-350 | LONG-TERMQUALITYOFLIFEAFTERELECTIVE
COLORECTALCANCERSURGERY:APROSPECTIVECOHORT
STUDY

G. Valeikaite- Tauginiene1, A. Kraujelyte1, E. Poskus1, Z. 
Saladzinskas2, A. Tamelis2, N. Samalavicius1, K. Strupas1 & T. 
Poskus1

1Faculty of Medicine, Vilnius University, Vilnius, 2Lithuanian University 
of Health Sciences, Kaunas, Lithuania

Aim: to identify main surgical factors affecting long- term Quality 
of life (QoL) among colorectal cancer (CRC) patients after 
surgery.
Method: QoL was prospectively evaluated in patients, undergo-
ing elective CRC resection operations in three colorectal surgery 
centers of Lithuania using EORTC generic (QLQC- 30) and disease 
specific (QLQ- CR29) questionnaires at the time of preoperative ad-
mission and at 1, 24 and 72 months after surgery.
Results: 88 consecutive CRC patients from three institutions were 
included in the study over three months inclusion period. The larg-
est number of patients had stage III cancer. 50 patients (86.36%) 
responded to the questionnaire 6 years after their operation. 29 
patients died –  6- year survival rate was 67%. Evaluating changes 
in QoL at 72 months after surgery with assessments before sur-
gery both QLQ -  C30 and QLQ -  CR29 questionnaire responses 
revealed good long- term colorectal cancer surgical treatment 
results. Improved general and functional scales estimates, de-
creased symptoms scale ratings. The multivariate analysis found 
that age, stoma formation and having rectal cancer are independ-
ent risk factors in the full poorer quality of life six years after sur-
gical intervention
Conclusion: 6 years after surgery quality of life returns to preopera-
tive levels. Age, stoma formation and having rectal cancer reduce 
long term quality of life.
DisclosureofInterest: None declared
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PO-351 | ISPATIENTANDDISEASEFACTORMORE
IMPORTANTTHANSURGEON-RELATEDFACTORINSEPSIS
PREVENTIONINCOLORECTALSURGERY?

E. Weledji
Surgery, University of Buea, Buea, Cameroon

Aim: Postoperative infection is an important complication of colo-
rectal surgery and continued efforts are needed to minimize the risk 
of surgical site infection (SSI). Immune response and metabolic regu-
lation are highly integrated as minor operations may stimulate the 
immune response while the effect of major surgery is immunosup-
pression. The aim of the study is to determine the relative contribu-
tions and impact of patient, disease and surgeon- related factors on 
sepsis prevention in colorectal surgery.
Method: A retrospective literature review and qualitative analysis 
of published studies on sepsis prevention in colorectal surgery was 
performed. The effects of non- steroidal anti- inflammatory drugs 
(NSAIDS), life- style (smoking, alcohol abuse), bacteria-  host inter-
actions, immune deficiency, and enhanced recovery after surgery 
(ERAS) on colorectal sepsis were ascertained.
Results: Sepsis prevention in colorectal surgery depends upon the 
degree of contamination of the peritoneal cavity (disease factor), the 
preoperative status of the patient (patient factor) and surgical tech-
nique (surgeon factor). The most important prognostic factors in emer-
gency colorectal surgery are the preoperative status, age and faecal 
peritonitis. The empiric choice of the surgical technique/ procedure 
is predominantly determined by the patient status and the disease.
Conclusion: The patient and disease factor are thus more important 
than the surgeon- related factor in the prognosis of sepsis in emer-
gency colorectal surgery. Surgeon- related factors can influence the 
morbidity and mortality from sepsis in both elective and emergency 
colorectal surgery.
Reference: 
1. Weledji EP, Ngowe MN. The challenge of intraabdominal sepsis. 
2013;11(4):290– 5
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PO-352 | APROSPECTIVESTUDYOFLITHUANIAN
COLORECTALCANCERPATIENTS‘ASSOCIATIONOFTHE
RECEIVEDINFORMATIONANDTHEIRSATISFACTIONANDTHE
QUALITYOFLIFE

D. Jurkeviciute1, S. Mauraviciute1, A. Rudzikaite2, A. Dulskas3

1Vilnius University, Vilnius, 2Lithuanian University of Health Sciences, 
Kaunas, 3National Cancer Institute, Vilnius, Lithuania

Aim: The aim of this study is to assess the level of information re-
ceived by the colorectal cancer (CRC) patients about their disease, 
treatment and further care as well as to study the association of this 

information received with the satisfaction and quality of life among 
these patients.
Method: In this prospective study adult age colorectal cancer pa-
tients, who underwent surgery at the
Department of Abdominal and General Surgery and Oncology, 
National Cancer Institute for
CRC surgery, were involved. In the study the following question-
naires were used: EORTC QLQ- 
C30, EORTC QLQ- CR29, EORTC QLQ- INFO25 and Modified Short 
Assessment of Patient
Satisfaction (SAPS) questionnaire. Demographic and clinical data 
were collected too. All statistical
analyses were conducted using Microsoft Excel and SPSS v27.
Results: The 100 of 115 participating patients (response rate of 
89%), who fully completed the questionnairres, were included in the 
study. There were 44 men and 56 women, and the median age of the 
patients was 65,09 years (64,02 years in men group, 65,92 years in 
women group). CRC stages of the patients were as following: Tis –  5 
(5%), I –  21 (21%), II –  21 (21%), III –  38 (38%), IV –  15. There were no 
significant correlation between the quality of life with the amount of 
information received (P = 0,366). However, there was a significant 
correlation between the patients‘ satisfaction about their treatment 
and the amount of information received (P = 0.007). Moreover, 66% 
of all the patients with different levels of satisfaction about their 
treatment (of which 100% of very unsatisfied, 58% of unsatisfied, 
83% of satisfied and 31% of very satisfied patients) wished to have 
received more information about their disease, treatment, rehabili-
tation, diet and social aid.
Conclusion: The amount of information received does not influence 
the quality of patient‘s life, however, it does
influence the patients‘ satisfaction level. Moreover, a significantly 
higher proportion of patients wished
to have received more information.
DisclosureofInterest: None declared

PO-353 | EFFICIENCY&PATIENTSATISFACTIONOF
COLORECTALTELEPHONECONSULTATIONDURINGTHE
COVID-19PANDEMIC

J. Francis1, S. Nair1, C. Reddy2, J. Mander2 & Y. Maeda2

1University of Edinburgh, 2Colorectal Surgery, Royal Infirmary of 
Edinburgh, Edinburgh, United Kingdom

Aim: COVID- 19 has necessitated a new approach to consult patients 
due to requirement for social distancing and avoiding unnecessary 
contact. This study aimed to assess the feasibility and patients' sat-
isfaction of virtual clinic (VC) appointment compared to face- to- face 
(F2F) appointment. This study aimed to assess the feasibility and 
patients' satisfaction of virtual clinic (VC) appointment compared to 
face- to- face (F2F) appointment.
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Method: Patients referred under routine referral to the service 
between 09/10/2019 and 31/12/2019 and waiting for an appoint-
ment for more than one year were screened and allocated to VC 
or F2F according to set criteria based on symptoms and pathology. 
Demographic data, symptoms, pathology and waiting time were col-
lected retrospectively. Structured telephone interviews were con-
ducted to evaluate patients' satisfaction.
Results: 559 patients were referred in the study period. Of this, 
33.6% and 49.4% were triaged to attend a VC, or F2F clinic, respec-
tively. Of the VC patients, 53.9% patients were discharged after an 
initial appointment, whereas 37.3% patients required a follow- up 
F2F appointment due to persistent symptoms or patient preference. 
Of the F2F patients, 82.8% were from the initial triage due to re-
quirement for clinical examination or patients' preference. 90.5% of 
patients who underwent VC reported being either satisfied or very 
satisfied with their experience, in contrast to 86.0% of patients who 
underwent a F2F appointment (P < 0.05).
Conclusion: VC appointments significantly reduced waiting times 
and only 1/3 of VC patients required a further F2F appointment. 
Patient were more satisfied with VC than an F2F appointment, and 
it may be a useful approach for service efficiency, particularly during 
ongoing COVID pandemic.
DisclosureofInterest: None declared

PO-354 | RETRORECTALTERATOCARCINOMA:AN
UNCOMMONCONDITIONSCARCELYKNOWNBYTHE
SURGEON

A. Sanchez- Gollarte, A. M. Minaya- Bravo, C. San Miguel- Méndez, 
M. Medina- Pedrique, E. González- González, A. Galván- Pérez & M. 
Á. García- Ureña
Department of General and Visceral Surgery, Hospital Universitario del 
Henares, Madrid, Spain

Aim: The aim of this abstract is to emphasize the difficulties found in 
the diagnosis and treatment of retrorectal tumours.
Method: A 55- year- old woman presented with a of 6- month his-
tory of constipation and intermittent pelvic pain. Physical abdomi-
nal exam did not show any abnormalities. However, digital rectal 
exam revealed a mass that compressed externally the rectal wall. 
Blood tests including tumoral markers were under normal ranges. 
A Computered Tomography found a 7- centimetre diameter cystic 
mass in the retrorectal space, which squeezed laterally the rectum. 
Magnetic Resonance was done to further characterize the lesion and 
found a large cystic lesion at S2- S3 level. Colonoscopy revealed no 
disruption of the mucosae nor other abnormalities.
Results: The patient was evaluated by a colorectal multidisciplinary 
team and underwent surgery. A combined laparoscopic and perineal 
approach was performed. The laparoscopy showed a retrorectal 
cystic mass that infiltrated the low rectal wall. An abdominoperineal 
amputation was required to ensure a complete resection. The patient 
was discharged at postoperative 7 day. The anatomopathological 

study of the specimen revealed a malignant sacrococcygeal tera-
toma with foci of mucinous adenocarcinoma infiltrating rectal wall.
Conclusion: Retrorectal tumours constitute an uncommon condition 
with heterogenous aetiology. Their incidence is estimated at one in 
every 40.000 hospital admissions(1). Cystic lesions accounts for 60% 
of all congenital lesions and include epidermoid and dermoid cysts, 
cystic hamartoma, enterogenic cyst, teratoma and teratocarcinoma(2). 
Preoperative biopsy should be considered only when neoadjuvant 
therapy is an option; otherwise, it is an unnecessary risk. Surgery 
is the standard treatment(3). It is estimated that approximately 10% 
of teratomas that present in or after second decade of life undergo 
malignant transformation. As a result, malignant retrorectal teratoma 
become a diagnostic challenge in the absence of distant disease.
References:
1. Vana PG, Yong S, Hayden D, Saclarides T, Slogoff M, et al. 
Recurrent retrorrectal teratoma. Case Rep Med. Vol 2014.
2. Hassan I, Wietfeldt ED. Presacral Tumors: Diagnosis and 
Management. Clin Colon Rectal Surg. 2009 May; 22(2): 84– 93.
3. Woodfield JC, Chalmers AG, Phillips N, Sagar PM. Algorithms for 
the surgical management of retrorectal tumours. Br J Surg 2008 
Feb;95(2):214– 21.
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PO-355 | SHORT-ANDLONG-TERMOUTCOMES
FOLLOWINGANASTOMOTICLEAKFROMRECTALRESECTIONS

A. Di Re, S. Tooza, J. Diab, C. Karam, M. Sarofim, K. Ooi, C. Turner, 
D. Kozman, D. Blomberg & M. Morgan
Bankstown Hospital, Bankstown, Australia

Aim: Anastomotic leak is an uncommon but potentially devastating 
complication after rectal resection. We do not yet know the ideal 
management of these patients. We aim to provide an updated as-
sessment of short-  and long- term outcomes after anastomotic leak, 
particularly regarding bowel function and quality of life.
Method: A retrospective audit of all rectal resections performed at 
a colorectal unit and associated private hospitals over the past ten 
years was performed. Medical records were examined to identify 
those with an anastomotic leak. Relevant demographic, operative 
and histopathological data was collected. A prospective survey of 
these patients was then performed, regarding patient quality of life 
and faecal continence. These patients were then matched with pa-
tients who did not have an anastomotic leak.
Results: One hundred patients (out of 1394 resections) met the 
study criteria. Anastomotic leak was contained in 66%, not con-
tained in 10%, and only anastomotic stricture in 24%. Management 
was antibiotics only in 39%, percutaneous drainage in 9%, opera-
tive abdominal drainage in 19%, transrectal drainage in 6%, com-
bination of percutaneous drainage and transrectal drainage in 2%, 
and combination of abdominal and transrectal drainage in 1%. The 
1- year stoma rate was 10%. Overall, mean Faecal Incontinence 
Severity Instrument (FISI) scores were higher for anastomotic leak 
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patients than their matched counterparts (8.06 +/-  10.5, versus 
2.92 +/-  4.92, P = 0.002). Patients with an anastomotic leak had a 
mean EQ- VAS (visual analogue scale) of 76.23 +/-  19.85; this was 
lower than the matched mean EQ- VAS for non- anastomotic leak 
patients of 81.64 +/-  18.07, although not statistically significant 
(P = 0.18).
Conclusion: The majority of anastomotic leak patients in this study 
were managed with antibiotics only. Anastomotic leak was associ-
ated with higher faecal incontinence scores in the long- term, how-
ever this did not necessarily equate to lower quality of life scores.
DisclosureofInterest: None declared

PO-356 | ISCOLONOSCOPYSCREENINGRECOMMENDED
EARLIERORBETTERANINVESTIGATIONOFCHOICEFOR
COLORECTALSYMPTOMS?

R. Kour & F. Q. Parray
Colorectal Surgery, Skims, Soura, Srinagar, Srinagar, India

Aim: To determine and compare the incidence of crc in early and late 
onset colorectal carcinoma(CRC).
To determine and compare the incidences in age cohorts/decades.
To determine and compare clinicoepidemiological features of early 
and late onset CRC.
To establish the leading causes for colonoscopic examination and 
their positivity rates.
Method: Restrospective assessment of records of 2020 in the de-
partments of medical gastroenterology and colorectal surgery.
1236 and 480 patients were studied respectively.
Age and subtype (side, benign/malignant and presentation) cohort-
ing was done and patterns estabilished.
Assessment in comparison to world statistical analysis 2020 done
Results: 1236 patients admitted for colonoscopic procedures were 
assessed retrospectively.
142(11%) were malignancies.
463(37%) were labelled normal.
115(9%) were f/u operated cases.
383(30%) were benign diseases.
9 were peadiatric age group PT.
124(10%) were deffered due to poor prepration or repeated later.
bleeding pr(65%), anaemia/ weakness(47%), alteration of bowel 
habits(35%)
and obstruction(4%) were leading causes for colonoscopic 
examination.
Conclusion: Apparently female are have a higher positivity rates of 
an colonoscopic examination and incidence of early onset malig-
nancy though not statistically significant.
Distal colorectal malignancies followed by rt. sided crc are the pre-
dominant subset.
Early onset crc appears to be in continuum in the already existing 
profile of the disease.
Screening should be extended to the young subset with complaints.

CRC no longer fits in the nomenclature of maturity onset carcinomas.
DisclosureofInterest: None declared

PO-357 | THEROLEOFSPHINCTERTONEINTHEHEALING
OFANALCANALWOUNDSAFTERHEMORRHOIDECTOMY

V. Andriiets1, I. Karol2 & Y. Andriiets3

1Surgery, Brovary Hospital, Brovary, 2Surgery, Shupic National 
University of Health of Ukraine, Kyiv, 3Family Medicine Center Brovary 
City Center for Primary Health Care, Brovary, Ukraine

Aim: Investigate the role of sphincter tone in the healing of anal 
canal wounds after hemorrhoidectomy.
Method: The study included 647 patients who underwent hemor-
rhoidectomy from 2012 to 2020. The average age of patients was 
38 ± 0,8 years. The ratio of men to women was 1: 1. All patients are 
divided into 2 groups. The first (main) included 453 patients. They 
were prescribed basic therapy with mandatory daily divulsion of the 
anal sphincter in the postoperative period, due to which there was a 
temporary insufficiency of the anal sphincter of the first degree (gas 
incontinence).
The second (control) group included 194 patients. Basic therapy was 
prescribed without affecting the tone of the anal sphincter.
Results: The results were evaluated by proctological examination 
of patients during the first month weekly and once a year from 1 
to 9 years. The maximum pain syndrome in the main group was at 
the level of 5 points, and did not require drugs, in the control -  8– 9 
points on a ten- point visual- analog scale using drugs. In the main 
group, the duration of healing was 21 ± 0.9 days, and in the control 
group -  35 ± 0.5 days. In the main group in 18 patients (4.5%) com-
plications were detected in the form of bleeding, which was treated 
conservatively and recurrence, and in the control group in 19 pa-
tients (9.8%) -  bleeding, stenosis, suppuration and the formation of 
pararectal fistulas.
Complete return to normal life in the main group after 7 days, in the 
control group after 21 days.
Conclusion: Reducing the tone of the anal sphincter in the postoper-
ative period reduces the healing time by 30%, reduces pain by 30% 
and reduces the number of complications by 2 times.
DisclosureofInterest: None declared

PO-358 | META-ANALYSISOFTRANSANALTOTAL
MESORECTALEXCISIONVERSUSLAPAROSCOPICTOTAL
MESORECTALEXCISIONINMANAGEMENTOFRECTAL
CANCER

I. Ratnayake1, K. Qayum1, G. Nawaz1, S. Hajibandeh2 & S. 
Hajibandeh1

1General Surgery, Hereford County Hospital, Wye Valley NHS Trust, 
Hereford, 2General Surgery, Glan Clwyd Hospital, Rhyl, Denbighshire, 
United Kingdom
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Aim: To evaluate comparative outcomes of transanal total mesorec-
tal excision (TaTME) and laparoscopic TME (LaTME) in patients with 
rectal cancer.
Method: We systematically searched multiple databases and bib-
liographic reference lists. A combination of free text and controlled 
vocabulary search adapted to thesaurus headings, search opera-
tors, and limits were applied. Overall intraoperative complications, 
overall postoperative complications, anastomotic leak, surgical site 
infections (SSIs), completeness of mesorectal excision, R0 resection, 
distal (DRM) and circumferential resection margin (CRM), number 
of harvested lymph nodes, and procedure time were the evaluated 
outcome parameters.
Results: We identified 18 comparative studies reporting a total of 
2048 patients evaluating outcomes of TaTME (n = 1000) and LaTME 
(n = 1048) in patients with rectal cancer. TaTME was associated with 
significantly higher number of R0 resection (OR 1.67, P = 0.01) and 
harvested lymph nodes (MD 1.08, P = 0.01), and lower rate of posi-
tive CRM (OR 0.67, P = 0.04) and conversion to an open procedure 
(OR 0.17, P < 0.00001) compared with LaTME. However, there was 
no significant difference in intraoperative complications (OR 1.18, 
P = 0.54), postoperative complications (OR 0.89, P = 0.24), anasto-
motic leak (OR 0.88, P = 0.42), SSIs (OR 0.64, P = 0.26), completeness 
of mesorectal excision (OR 1.43, P = 0.19), DRM (MD 1.87, P = 0.16), 
CRM (MD 0.36, P = 0.58), and procedure time (MD -  10.87, P = 0.18) 
between TaTME and LaTME. For low rectal tumours, TaTME carries 
significantly lower rate of anastomotic leak and higher number of 
lymph nodes (MD 2.06, P = 0.002).
Conclusion: Although the meta- analysis of best available evidence 
(level 2) demonstrated that TaTME may be associated with better 
short- term oncological outcomes and similar clinical outcomes com-
pared with LaTME, the differences between the two groups were 
small questioning their clinical relevance. No solid conclusions can 
be made due to lack of high quality randomised studies.
DisclosureofInterest: None declared

PO-359 | TREATMENTOFPOSTOPERATIVELEAKAGEOF
RECTALANASTOMOSESWITHTHEUSEOFMINIMALLY
INVASIVEANDENDOSCOPICTECHNIQUES

J. Cwalinski, J. Paszkowski & T. Banasiewicz
Department of General, Endocrinological Surgery and 
Gastroenterological Oncology, Poznan University of Medical Sciences, 
Poznan, Poland

Aim: The treatment of postoperative leakage of rectal anastomoses 
it is still a challenge. One of the solution can be endoluminal vacuum 
therapy (EVT) supported by hemostatic clips, tissue adhesives or 
local supply of cellular growth factors. The aim of this study is to 
present a strategy for the treatment of postoperative leakage of rec-
tal anastomoses with minimally invasive techniques
Method: In the years 2015– 2020, 17 patients, 14 men and 3 women 
were enrolled for minimally invasive treatment of postoperative 

anastomotic fistulas after rectal surgery. The indication for mini-
mally invasive treatment was anastomotic rupture not exceeding ½ 
of the circumference and the absence of septic complications requir-
ing urgent relaparotomy. In all patients, the fistula was healed with 
an EVT dressing, and then, depending on the clinical situation, an 
attempt was made to completely close the fistula with hemostatic 
clips, tissue adhesives or cell growth stimulators.
Results: In all patients, the diameter of the fistula was shrinked by at 
least 1/3, leakage of the intestinal contents was reduced and puru-
lent discharge were successfully evacuated. A fistula was completely 
closed in 4 patients, and in the next 5 patients, it was limited to a nar-
row ( < 4mm) fissure. The prognostic factors for complete healing of 
the fistula were time of the beginning the therapy up to 7 days after 
the procedure (P = 0.0294) and anastomotic dehiscention less than 
1/4 of the circuit (P = 0.0223). In turn, low rectal rupture and preop-
erative radiotherapy attenuated healing and significantly intensified 
fibrosis, limiting the effectiveness of minimally invasive techniques.
Conclusion: Treatment of rectal anastomotic lesions using minimally 
invasive techniques improves drainage of intestinal leakage and re-
ducing the diameter of the fistula. Early detection of the rupture and 
its diameter up to 1/4 of the circumference increase the chance of 
complete healing of the fistula and restoration of intestinal continu-
ity in the future.
DisclosureofInterest: None declared

PO-360 | DEVELOPMENTOFAMINIMUMDATASETFOR
MRIREPORTINGOFANALFISTULA:AMULTI-DISCIPLINARY,
EXPERTCONSENSUSAPPROACH

N. Iqbal1,2, C. Sackitey1, A. Gupta3, D. Tolan4, A. Plumb5, E. 
Godfrey6, C. Grierson7, A. Williams8, S. Brown9, C. Maxwell- 
Armstrong10, I. Anderson11, C. Selinger12, A. Lobo13, A. Hart1,  
P. Tozer1 & P. Lung1
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Cancer, Imperial College London, 3Department of Radiology, St Mark's 
Hospital, London, 4Department of Radiology, St James University 
Hospital, Leeds, 5Department of Radiology, University College London 
Hospitals, London, 6Department of Radiology, Cambridge University 
Hospitals, Cambridge, 7Department of Radiology, University Hospital 
Southampton, Southampton, 8Department of Surgery, Guys and St 
Thomas' Hospital, London, 9Department of Surgery, Sheffield Teaching 
Hospital, Sheffield, 10Department of Surgery, Nottingham University 
Hospital, Nottingham, 11Department of Surgery, Salford Royal Hospital, 
Manchester, 12Department of Gastroenterology, St James University 
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Aim: There are a range of sphincter preserving procedures available 
to treat anorectal fistula, some of which can be precluded, or ren-
dered more optimal by specific features of fistula anatomy. Magnetic 
Resonance Imaging (MRI) is the gold standard modality for assessing 
anorectal fistula. To maximise clinical utility, the MRI report should 
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accurately describe these clinically relevant features. We aimed to 
develop a minimum dataset for reporting MRI of anorectal fistula, in 
order to improve the assessment and management of these patients.
Method: A longlist of potential items was generated through sys-
tematic review. This longlist was presented to radiologists, surgeons 
and gastroenterologists in an online survey to understand the fea-
tures that shape current clinical practice. The longlist and survey re-
sults were presented to an expert consensus panel to generate the 
final minimum dataset through discussion and anonymous voting.
Results: Some 70 anatomical features were included in the longlist 
extracted from systematic review. These were presented to clini-
cians in an online survey completed by 87 respondents (74% com-
pletion rate). Through expert consensus, the final minimum dataset 
details the general characteristics, features of the internal and ex-
ternal openings, path of the fistula through the sphincters and any 
associated extensions and collections that should be described in all 
MRI reports for anal fistula. Additional surgical and perianal Crohn’s 
Disease subsets were developed to indicate the features that aid 
decision- making for these patients, in addition to a minimum dataset 
for the clinical request.
Conclusion: This study represents a multi- disciplinary approach to 
developing a minimum dataset for MRI reporting of anal fistula. Use 
of the dataset and associated subsets should improve the standard 
of reporting and facilitate multi- disciplinary management of these 
patients.
DisclosureofInterest: None declared

PO-361 | EXROIDDIRECTCURRENTELECTROTHERAPY:
ALOWRISKTREATMENTFORALLGRADESOFINTERNAL
HAEMORRHOIDS

M. Hudson- Peacock1, T. Tajmilur Khemlani1, N. Hudson- Peacock2, 
P. Mackey3, C. Macklin4 & L. Ellerker1

1eXroid Technology Ltd, 2Wren Healthcare Ltd, Sandwich, 3Musgrove 
Park Hospital, Taunton, 4Spire Hospital Elland, Leeds, United Kingdom

Aim: Haemorrhoids can cause significant morbidity, and place a 
significant burden on healthcare systems. Low dose direct current 
electrotherapy, is a NICE- approved (the UK's National Institute for 
Health and Care Excellence), out- patient based treatment option for 
haemorrhoids. This study aimed to prospectively analyse patients 
presenting to 10 clinics around the United Kingdom.
Method: All patients undergoing electrotherapy treatment over 
21 months were included in this prospective observational study. 
Patient demographics, haemorrhoid grade, disease duration, previ-
ous treatments tried, and complications/return- to- normal activity 
were captured via an online patient management system and sub-
sequent questionnaire. Patients on anticoagulants and antiplatelet 
agents were excluded in this study.
Results: 758 consecutive patients (456 men, 302 women; median 
age 53yrs, range 18– 96) were treated between March 2019 and 
November 2020, with confirmed internal haemorrhoids grades 

1– 4, excluding those patients taking oral anticoagulants/antiplate-
let agents. > 50% had used topical treatments previously and 28% 
had at least one previous intervention, including: banding (129;17%), 
sclerotherapy (53;7%), Rafaelo (52;7%) and haemorrhoidectomy 
(52;7%). The commonest presenting symptoms were bleeding (65%), 
prolapsing (63%), swelling/soreness (49%) and itching (36%). 57% of 
patients (434) had had symptoms for > 5yrs. Mean number of direct 
current electrotherapy treatments/patient undertaken was 1.45. 
Treatment was well- tolerated, with 0 serious adverse events (SAEs). 
Patients all left the clinic immediately following treatment, with no 
need for immediate post treatment recovery.
Conclusion: Direct current electrotherapy treatment is a safe option 
for patients seeking treatment of haemorrhoids, irrespective of grade. 
In this cohort of 758 patients, there were 0 SAEs, compared with the 
common treatment options of rubber band ligation and haemorrhoidal 
artery ligation, which have published SAEs of 1% and 7% respectively1.
Reference: 
1. Haemorrhoidal artery ligation versus rubber band ligation 
for the management of symptomatic second- degree and third- 
degree haemorrhoids (HubBLe): a multicentre, open- label, ran-
domised controlled trial. Steven R Brown, et al. Lancet. 2016 Jul 
23;388(10042):356– 364.
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Shareholder, Conflict with: Chairman/Medical Director, T. Tajmilur 
Khemlani Conflict with: Summer student intern, N. Hudson- Peacock: 
None declared, P. Mackey Conflict with: Shareholder, Conflict with: 
eXroid accredited consultant surgeon, C. Macklin Conflict with: 
eXroid accredited consultant surgeon, L. Ellerker Conflict with: 
Shareholder, Conflict with: Finance and Commercial Director
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U. Grossi7, P. Tozer8 & S. Breukink3

1Robin Phillips' Fistula Research Unit, St Mark's Hospital, 2Surgey and 
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Surgery, Maastricht University Medical Centre+, 4Deprtment of clincal 
epidemiology and medical technology assessment, Care and Public 
Health Research Institute (CAPHRI), Maastricht University Medical 
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6Patient representative, Belfast, United Kingdom, 7Tertiary referral 
pelvic floor and incontinence centre, Regional Hospital Treviso, Treviso, 
Italy, 8Robin Phillips Fistula Research Unit, St Mark's Hospital, London, 
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Aim: There is great variability in the outcomes that are reported in 
studies of cryptoglandular anal fistula treatment. This hampers sys-
tematic evidence synthesis to identify the best treatment. We aimed 
to address this heterogeneity by developing a Core Outcome Set 
(COS): a minimum set of outcomes that should be measured in all 
studies of cryptoglandular anal fistula treatment
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Method: This study followed guidance from the Core Outcome 
Measures in Effectiveness Trials (COMET) initiative and consisted 
of three stages. Candidate outcomes were generated through sys-
tematic review of the literature and qualitative patient interviews. 
These were prioritized by key stakeholders, including patients, sur-
geons, gastroenterologists and radiologists in a two- round online 
Delphi consensus process. The shortlisted outcomes were further 
discussed in a consensus meeting where invited clinicians and pa-
tients determined the final COS.
Results: Some 64 outcomes were presented to participants in the 
Delphi survey. A total of 191 participants from over 30 countries 
ranked the outcomes according to their importance in defining treat-
ment success (58% surgeons & gastroenterologists, 9% radiologists, 
34% patients). Fifty- three outcomes were found important and dis-
cussed in the consensus meeting attended by 12 clinicians and 10 
patients. A final 10 outcomes were voted into the COS: clinical fis-
tula healing, radiological healing, recurrence, development of addi-
tional fistulas, fistula symptoms, incontinence, psychological impact 
of treatment, complications and reinterventions, patient satisfaction 
and quality of life.
Conclusion: The final COS represents an international, multi- 
disciplinary, patient- centered attempt to establish consistency in 
fistula research, with a substantial focus on patient priorities for 
treatment. The next stage is to assess the most appropriate meas-
urement instruments to determine these outcomes, through the de-
velopment of a core measurement set.
DisclosureofInterest: None declared

PO-363 | LONG-TERMOUTCOMEOFRADICALEXCISION
VS.PHENOLISATIONOFTHESINUSTRACTINPRIMARY
SACROCOCCYGEALPILONIDALSINUSDISEASE;A
RANDOMIZEDCONTROLLEDTRIAL

A. Pronk1, M. Vissink1, N. Smakman1 & E. Furnee2

1Surgery, Diakonessenhuis Utrecht, Utrecht, 2Abdominal Surgery, 
University Medical Centre Groningen, Groningen, Netherlands

Aim: The aim of this randomized trial was to compare the long- term 
outcome between phenolisation of the sinus tracts vs. radical exci-
sion with primary wound closure as treatment for sacrococcygeal 
pilonidal sinus disease (SPSD).
Method: Between 2013 and 2017, 100 patients with primary SPSD 
were randomized and eventually, 50 patients underwent phenolisa-
tion and 46 radical excision. After a follow- up of at least two years, 
all patients were contacted to participate in this long- term follow-
 up. Long- term outcome was obtained by an online questionnaire, 
including quality of life (Short- Form- 36), recurrence of SPSD, SPSD- 
related complaints (pain, fluid discharge and itch) and patient’s sat-
isfaction. Patients were scored as no recurrence if they never had 
a recurrence objectified by a physician or a second procedure for 
recurrent SPSD, and in addition, if they denied the impression of re-
current SPSD in the questionnaire.

Results: A total of 74 patients (77.1%) completed the questionnaire; 
36 patients after phenolisation and 38 after excision. Mean (±stand-
ard deviation) time to follow- up was 48.4 (±12.8) and 47.8 (±13.5) 
months, respectively. There was no significant difference between 
both groups with regard to quality of life and SPSD- related symp-
toms at the natal cleft. In the phenolisation group, two patients 
(5.6%) developed a recurrence and one patient (2.6%) in the excision 
group (P = 0.604). The impact of the whole treatment was signifi-
cantly less after phenolisation (P = 0.010).
Conclusion: No significant difference in recurrence rate and quality 
of life between phenolisation of the sinus tracts and radical exci-
sion with primary wound closure for primary SPSD was found after 
a follow- up of four years. Therefore, due to the previously shown 
favorable short- term results and comparable long- term recurrence 
rate and quality of life as shown in this study, phenolisation of the 
sinus tracts should be considered primary treatment option in pa-
tients with pilonidal sinus disease.
DisclosureofInterest: None declared

PO-364 | PILONIDALSINUSDISEASE:A25-YEAREXPERIENCE
ANDLONG-TERMRESULTSOFDIFFERENTSURGICAL
TECHNIQUES

M. Bubenova1, M. Mittlboeck2, C. Kulinna- Cosentini3, B. Teleky1 & 
E. Cosentini1
1Department of General Surgery, 2Department of Clinical Biometrics, 
3Department of Biomedical Imaging and Image- guided Therapy, 
Medical University of Vienna, Vienna, Austria

Aim: The aim of this study was to evaluate recurrence rates in long- 
term follow- up and postoperative wound complications in patients 
with chronic pilonidal disease. We were interested in differences 
between 5 surgical groups: excsion and primary midline closure, 
excision and marsupialisation, Karydakis flap, Dufourmentel flap, 
Bascom I procedure.
Method: This study was designed as a retrospective single centre 
cohort study with prospective phone follow- up and was conducted 
at the Department of Surgery of the Medical University of Vienna. 
Adult patients who underwent surgery for both primary and recur-
rent pilonidal disease from November 1994 to May 2019 were in-
cluded. Exclusion criteria were: patients under the age of 18 years, 
patients with emergency surgery for pilonidal abscess, simultaneous 
Hidradenitis Suppurativa, Sinus pilonidalis squamous cell carcinoma, 
and fistulizing rectal cancer.
Results: Median follow- up was 85.8 months in 286 patients. The 
overall recurrence rate of 16.1% was observed at 24 months, 21.4% 
at 60 months, and 47.4% at 303 months. There was a range from 
10.5% for excision with primary midline closure to 30.0% for Bascom 
I procedure 24 months postoperatively. Recurrence in excision with 
midline closure was 71.8% 268 months postoperatively. No statisti-
cally significant differences were observed between 5 groups (P = 
0.54). The highest prevalence of wound complications (46.3%) was 
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in excision with midline closure. Cox regression showed that previ-
ous pilonidal operations are an independent prognostic factor for 
developing recurrence (P = 0.006). Multivariate logistic regression 
revealed that previous pilonidal operations have significant predic-
tive value for developing postoperative wound complications OR = 
4.04 (95%CI 1.61– 10.18), P = 0.003.
Conclusion: The emphasis should be given on adoption of tech-
niques with high success rates. To date, many studies reported out-
standing results using off- midline methods1,2,3.
References: 
1. Bubenova M et al. Rozhl Chir 2020.
2. Iesalnieks I et al. World J Surg 2013.
3. Immerman SC. Cureus 2021.
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RECTOPEXYVERSUSPOSTERIORSUTUREDRECTOPEXYFOR
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I. Ratnayake1, K. Qayum1, I. Kar 1, G. Nawaz 1, S. Hajibandeh2 & S. 
Hajibandeh1

1General Surgery, Hereford County Hospital, Wye Valley NHS 
Trust, Hereford, 2General Surgery, Wrexham Maelor Hospital, Betsi 
Cadwaladr University Board, Wrexham, United Kingdom

Aim: To evaluate comparative outcomes of laparoscopic mesh rec-
topexy (LMR) and laparoscopic posterior sutured rectopexy (LPSR) 
in patients with rectal prolapse.
Method: We conducted a systematic search of electronic databases 
and bibliographic reference lists with application of a combination 
of free text and controlled vocabulary search adapted to thesaurus 
headings, search operators, and limits. Recurrence, Cleveland Clinic 
Incontinence Score (CCIS), Cleveland Clinic Constipation Score 
(CCCS), surgical site infections, procedure time, and length of hospi-
tal stay were the evaluated outcome measures.
Results: We identified 5 comparative studies reporting a total of 307 
patients evaluating outcomes of LMR (n = 160) or LPSR (n = 147) in 
patients with rectal prolapse. LMR was associated with significantly 
lower recurrence rate (OR: 0.28, P = 0.009) but longer procedure 
time (MD: 23.93, P < 0.0001) compared to LPSR. However, there 
was no significant difference in CCIS (MD: - 1.02, P = 0.50), CCCS 
(MD: - 1.54, P = 0.47), surgical site infection (OR: 1.48, P = 0.71), and 
length of hospital stay (MD: - 1.54, P = 0.47) between two groups. No 
mesh erosion was reported in any of the included studies at maxi-
mum follow- up point. Sub- group analyses with respect to ventral 
mesh rectopexy, posterior mesh rectopexy, randomised studies, and 
adult patients were consistent with the main analysis.
Conclusion: LMR seems to be associated with lower recurrence but 
longer procedure time compared to LPSR. Although no mesh- related 
complications have been reported by the included studies, no defini-
tive conclusions can be made considering that the included studies 

were inadequately powered for such outcome. Future high- quality 
randomised studies with adequate sample size are required.
DisclosureofInterest: None declared

PO-366 | EXROIDELECTROTHERAPY:ALOWRISK
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M. Hudson- Peacock1, T. Tajmilur Khemlani1 & N. Hudson- Peacock2
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Kingdom

Aim: Haemorrhoids can cause significant morbidity, with those on 
anticoagulants presenting a particular challenge because of the risk 
of post procedural bleeding. Low dose direct current electrotherapy 
(DCE) is a NICE- approved, out- patient based treatment option for 
haemorrhoids which can be used in patients taking anticoagulants. 
This study aimed to prospectively analyse patients presenting to 10 
clinics around the United Kingdom with particular emphasis on post- 
procedural complications.
Method: Consecutive patients taking anticoagulants and undergoing 
low dose DCE treatment were included in this prospective observa-
tional study. Patient demographics, haemorrhoid grade, number of 
treatments and complications were captured via a patient manage-
ment system and questionnaires.
Results: 52 consecutive patients (44 men, 8 women; median age 
73 yrs, range 49– 92) were treated from March 2019 to November 
2020, with confirmed internal haemorrhoids: grade 1 (4 = 7.7%); 
grade 2 (17 = 32.7%); grade 3 (23 = 44.2%); grade 4 (8 = 15.4%). 
Mean treatments per patient: 1.5.
The medications taken by the 52 patients, included: 10 on warfarin 
with target INR of 3 or less, 11 on Aspirin (A), 8 on Rivaroxaban, 8 on 
Apixaban (Ap), 3 on Edoxaban, 6 on Clopidogrel (C), 1 on Prasugrel, 
3 were on two drugs: A+Ap(2), A+C(1), 2 not stated.
The commonest presenting symptoms were bleeding (58%) and 
prolapsing (58%). One patient experienced post- treatment bleed-
ing after his second treatment. There were no other post- treatment 
complications. Treatment was well- tolerated, with one serious ad-
verse event (SAE) from 79 treatment episodes.
Conclusion: DCE treatment is a safe option for patients seeking treat-
ment for haemorrhoids, irrespective of grade, including those on 
anticoagulants. In this study of patients taking concomitant anticoagu-
lants, there was only one SAE in this higher risk group, compared with 
the treatment options of rubber band ligation and haemorrhoidal ar-
tery ligation, which have published SAEs of 1% and 7% respectively1.
Reference: 
1. Haemorrhoidal artery ligation versus rubber band ligation 
for the management of symptomatic second- degree and third- 
degree haemorrhoids (HubBLe): a multicentre, open- label, ran-
domised controlled trial. Steven R Brown, et al. Lancet. 2016 Jul 
23;388(10042):356– 364.
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STUDY

A. Khitaryan1, A. Golovina1,2, S. Kovalev1, A. Alibekov2, N. 
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1Surgical Department, PHI Clinical Hospital "RGD- Medicine", 2Surgical 
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Aim: To compare direct and remoted anatomical and functional out-
comes of 3D laparoscopic ventral rectopexy with conventional 2D 
laparoscopy in terms of effectiveness and safety in patients with 
posterior pelvic prolapse.
Method: This study was registered on Clinicaltrials.com, № 
NCT04817150. 18– 70 years old female patients with symptomatic 
stage 3 rectocele and/or rectal prolapse were included in prospec-
tive randomized single center study. The patients were divided 
into two groups for 3D or 2D laparoscopic ventral rectopexy. The 
primary outcome was objective cure rate. Secondary outcomes in-
cluded obstructive defecation and incontinence symptoms accord-
ing to Wexner and Cleveland Clinic scales, and satisfaction rate 
according to Patient Global Impression of Improvement question-
naire. Operative times, intraoperative blood loss, length of hospital 
stay, postop pain severity, urinary incontinence, as well as surgical 
and mesh complications were also assessed. The specific point of 
interest was also surgeon’s tiredness after the operation assessed 
with Profile of Mood States questionnaire.
Results: 61 patients were included in this study. Average surveillance 
period was 2,71±1.15 years. At one year follow- up the cure rate 
for rectocele and rectal prolapse was 100% with both approaches. 
There were no significant differences between groups in second-
ary outcomes with the exception of operative time, blood loss and 
postoperative pain. Overall surgical time was imperceptible shorter 
in 3D- group due to more precise pelvic spaces dissection. Significant 
differences were found in point of surgeon’s tiredness after the op-
eration, where the results were much better in 3D- group.
Conclusion: Three- dimensional laparoscopy provides outcomes 
comparable to conventional laparoscopy in terms of efficacy and 
safety. 3D- laparoscopy allows better vision in narrow pelvic spaces, 
more precise dissection, without significantly increasing the eco-
nomic costs.
DisclosureofInterest: None declared
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Aim: Cryptoglandular anal fistula continues to be a subject of ex-
tensive clinical research due to the lack of effective and enduring 
treatments in complex and recurrent cases. However, the patient 
experience of the disease has seldom been reported. The aims of 
this study are to understand the impact of living with a fistula and 
how it affects quality of life (QoL), in addition to understanding the 
treatment outcomes that are valued by patients.
Method: Patients with cryptoglandular anal fistula were recruited 
using purposive sampling from two referral centres in the UK and 
the Netherlands. Audio- recorded, semi- structured interviews were 
transcribed verbatim and translated into English. Transcripts under-
went independent, coding and thematic analysis by native Dutch 
and English speaking members of the study management team, using 
open coding to identify common themes, sub- themes and outcomes.
Results: Twenty interviews were conducted before reaching satu-
ration (11 male, mean age 47 years, range 30– 68). Four broad 
themes emerged: 1) the physical symptoms of having a fistula, 2) 
the patient’s journey towards understanding the condition, which 
includes seeking information from clinicians and online networks, 3) 
living with a fistula, in which patients detailed the impact on work, 
relationships, daily activities and the psychological impact and 4) 
treatment, describing aspects of surgery and after care, in addition 
to desirable treatment outcomes focused on symptom resolution, 
improving QoL and going back to ‘normal’. Several interrelated sub- 
themes were found, reflecting the extensive impact and adjustment 
that the disease involves.
Conclusion: The impact of cryptoglandular anal fistula extends be-
yond the physical symptoms of pain and discharge, requires signifi-
cant readjustment and often has negative impact on psychosocial 
wellbeing. These aspects of disease should receive greater attention 
in future assessment of treatment and QoL.
DisclosureofInterest: None declared
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S. Adegbola, K. Sahnan on behalf of Robin Phillips Fistula Research 
Unit, P. Tozer on behalf of Robin Phillips Fistula Research Unit, J. 
Warusavitarne on behalf of Robin Phillips Fistula Research Unit
Surgery, St Mark's Hospital and Academic Institute, London, United Kingdom

Aim: Fistula laser closure (FiLaC) is a relatively new sphincter spar-
ing technique in fistula surgery that was initially reported in 2011. 
Early adopters suggest minimal impact on continence and tout the 
advantage of minimal morbidity with potential of repeat procedures 
if the technique fails initially. However, ten years on, questions re-
main on the technique, patient selection and long- term outcomes. In 
this study we review the evidence available on this novel technique 
and assess its emerging role in fistula surgery.
Method: A systematic search of all articles published in the English 
literature in peer-  reviewed journals on FiLaC™ in patients with 
anorectal fistulae were considered. MeSH terms “fistula” “laser” 
“surgery” “fistula tract laser closure” including relevant sub- 
classifications. All relevant studies on FiLaC describing the patient 
population were included in this review. Their data were analysed to 
ascertain any possible conclusions from their collective information.
Results: Thirteen studies spanning 2011– 2021 were included in this 
review. Study numbers varied from 10 –  117 with follow up ranging 
from 2 –  87 months. Predominantly male patients were included in 
the studies and reported median/mean ages were similar betwween 
studies. Success rates, i.e. primary healing (mostly assessed clini-
cally) varied from 20% (4/20) at a median follow- up of 10months to 
89% (24/27) median follow- up of 22months. There were no reports 
of any deterioration in faecal continence.
Conclusion: The laser procedure is demonstrably feasible and ap-
pears a relatively easy to learn technique and has been demonstrated 
to be safe with no reports of faecal incontinence. Target patient 
population that would derive most benefit appear to be those with 
more complex or recurrent fistulas where a lay- open cannot be con-
sidered. Longer term data in larger numbers will determine whether 
some initially high reports of success will be corroborated.
DisclosureofInterest: None declared
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Aim: Assessing and documenting what is found on proctological as-
sessment is not currently recorded in a standardised way in primary 

or secondary care. We have developed the eClockface Assessment 
Tool (eCAT), which has proved to be a useful way to achieve this in 
clinics that manage internal haemorrhoid disease (HD), a condition 
which is frequently associated with other problems, including exter-
nal haemorrhoids, fissures, fistulas, polyps and tags.
Method: The eCAT was used in 10 treatment clinics around the 
United Kingdom to document the examination findings during initial 
and subsequent consultations, together with a symptom question-
naire. All patients were included in this prospective observational 
pilot study.
Results: 1366 consecutive consultations (781 new consultations 
including haemorrhoid disease (HD) treatment; 399 follow up HD 
treatments; 186 consultations only) presented between March 2019 
and November 2020. The median age was 54yrs (range 18– 96), 
62% male, 38% female. The commonest presenting symptoms were 
bleeding (65%), prolapsing (63%), redness/soreness (49%), itching 
(35%) and pain (28%). The eCAT was used to document the initial 
findings, including HD, tags, polyps, fissures and fistulas, and proved 
especially useful in those 399 returning for follow up treatments. 
The eCAT enabled documentation of haemorrhoid changes over 
time, including: change in position, change in size, and change in the 
number of haemorrhoids since the first visit, plus observed healing 
of concomitant fissures. Patients like it as well.
Conclusion: The eCAT is a novel tool, liked by patients, enabling a 
standardised approach to the assessment and documentation of 
proctological disease and is useful both at initial examination and as 
a follow- up assessment tool.
Disclosure of Interest: M. Hudson- Peacock Conflict with: 
Shareholder, Conflict with: Chairman/Medical Director, N. Hudson- 
Peacock: None declared, J. Whittaker Conflict with: eXroid 
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COMBINEDOPERATIONSFORCOMBINEDPATHOLOGYOF
THEANALCANALANDRECTUMUSINGMODERNSURGICAL
TECHNOLOGIES

V. Balytskyy
Vinnytsia National M.I.Pyrogov Memorial Medical University, 
Khmelnytskyi, Ukraine

Aim: To compare the pain in patients with combined pathology 
of the anal canal and rectum after operations using modern high- 
frequency electrosurgical and radio- surgical devices and a conven-
tional metal scalpel.
Method: The results of treatment of 635 patients with combined pa-
thology of the anal canal and rectum using high- frequency electro- 
surgery and radiowave surgery, which were divided into 4 study 
groups, as well as 112 patients using a metal surgical scalpel were 
analyzed.
Results: Assessing the pain syndrome on the first day of the postop-
erative period, it was found that it was most pronounced in control 
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group patients, where the need for analgesia 2% promedol solution 
was 4 ± 1 ml, and in the first, third and fourth study groups patients 
needed for analgesia 2 ± 1 ml of 2% promedol solution when using 
“Surgitron” radiowave surgery device, "EFA" and “KLS Martin” high- 
frequency electrosurgical devices, respectively. When using device 
"ERBE ICC 200", the need for a 2% promedol solution for analgesia 
was 3 ± 1 ml.
Conclusion: The use of these modern devices of high- frequency 
electro- surgery and radio- wave surgery is much better compared to 
the use of a surgical metal scalpel because they cause much less pain 
due to the formation of a thin layer of coagulation necrosis, promot-
ing the formation of a delicate elastic scar and preventing of scar 
stricture of the anal canal in post surgery period.
DisclosureofInterest: None declared

PO-372 | OBSTETRICANALSPHINCTERINJURIES(OASIS)IN
PRIMIGRAVIDA:AREWEUNDERESTIMATINGTHEPROBLEM?

A. Orlando, G. Thomas, A. Hotouras & C. Vaizey
St Mark's Hospital, Harrow, United Kingdom

Aim: The incidence of OASIS (Obstetric Anal Sphincter InjurieS) has 
increased in the past two decades despite improved risk factors 
awareness. This study aimed to define the specific risk factors and 
incidence in primipara.
Method: A PRISMA systematic review was performed with the 
primary outcome being the incidence and risk factors for OASIS in 
primipara. Databases used for the research were Medline, Embase, 
CINAHL and “Maternity and infant care”.
Results: 300 studies published between 1971 and 2021 were in-
cluded in the final analysis. The median OASIS incidence was esti-
mated to be about 7.5%. Primiparity was identified as a main risk 
factor in 79/220 studies. Within 72/79 studies, examining primipara 
specifically, the main risk factors for OASIS included: child birth-
weight > 3,5Kg; instrumental assisted vaginal delivery (forceps and/
or vacuum or spatula), longer 2nd labour stage ( > 120 minutes); 
occipito- posterior presentation of the fetal head, fetal head cir-
cumference > 35 cm; longer gestational age ( > 40 weeks); maternal 
asian ethnicity. Protective factors included: use of mediolateral epi-
siotomy during instrumental delivery, regular strenuous exercise and 
hands on the infant head.
Conclusion: Primiparity is an unavoidable risk factor for OASIS. 
Careful use of instrumentation may reduce its incidence but women 
with risk factors need to be informed antenatally.
DisclosureofInterest: None declared

PO-373 | SINUSLASER-ASSISTEDCLOSURE(SILAC®)FOR
PILONIDALDISEASE:RESULTSOFAMULTICENTRE,COHORT
STUDY

T. C. Sluckin1, S. J. Hazen2, R. M. Smeenk2 & R. Schouten1

1Surgery, Flevoziekenhuis, Almere, 2Surgery, Albert Schweitzer Hospital, 
Dordrecht, Netherlands

Aim: An emerging and promising minimally- invasive treatment for 
pilonidal disease (PD) is the sinus laser assisted closure (SiLaC®). 
Previous studies have shown encouraging results concerning safety, 
patient satisfaction, wound healing and acceptable recurrence rates. 
The objective was to investigate outcomes for a large cohort of PD 
patients treated with SiLaC®.
Method: This was a multicentre, cohort study with a prospective de-
sign and partial retrospective data collection in three non- academic, 
teaching hospitals in the Netherlands performing SiLaC® for PD be-
tween January 2017 and March 2020. The primary outcome was re-
currence. Secondary outcomes were incidence of complete wound 
closure, time until wound closure, postoperative complications, abil-
ity to perform daily activities and reported patient satisfaction.
Results: A total of 311 patients were included with a median follow-
 up of 10 months (1– 52). Recurrence rate after one SiLaC® treatment 
was 26% and 16% of patients had delayed wound closure. Mean 
time until wound closure was 6 weeks (1– 24). Seven patients (2.3%) 
were still unsuccessfully treated after three SiLaC® treatments and 
required additional and extensive surgery. Mean time to perform 
regular daily activities including working was 6 days (0– 42) and the 
vast majority of patients (84%) did not require painkillers or only par-
acetamol. Twelve patients (4%) developed a post- operative wound 
infection. The mean satisfaction was 9 (5.0– 10.0).
Conclusion: SiLaC® is a promising minimally- invasive treatment for 
PD with high patient satisfaction and an acceptable recurrence rate; 
74% of patients were successfully treated after one SiLaC® proce-
dure, rising to 98% after three SiLaC® procedures. These results 
suggest that SiLaC® could be used as a safe and effective primary 
treatment for PD.
DisclosureofInterest: None declared

PO-374 | SELF-MANAGEMENTEDUCATIONFOROSTOMIZED
PATIENTWITHVIRTUALREALITY

B. Carrasco Aguilera, J. I. Rodriguez Garcia, J. L. Michi Campos,  
L. A. Garcia Gonzalez, P. Del Val Ruiz, L. García Florez & J. Granero 
Trancon
General and Digestive Surgery, Hospital Universitario Central de 
Asturias, Oviedo, Spain

Aim: Development of a virtual reality (VR) application (app) to im-
prove the adaptation of stoma patients and the acquisition of skills 
necessary for adequate self- care.



    | 179E-POSTERSABSTRACT

Method: A multicenter multidisciplinary group working in a co-
ordinated way in the care of patients with colorectal cancer and 
engineers from a Technological Center specialized in digital develop-
ments are designing an app as part of a project for the implementa-
tion of a multimodal rehabilitation program.
VR glasses are used as hardware for the design of the app and as 
software, Blender, a multiplatform computer program that facili-
tates modeling, lighting, rendering, animation and creation of three- 
dimensional graphics and Unity3D, a multiplatform video game 
engine.
Results: In a first design phase the possible scenarios with add- ons, 
the type of patient (sex and phenotype) and some other elements 
have been defined: normal and complicated stoma, bags and utensils. 
In a second phase of app development, the scenario has been mod-
eled and the virtual interaction with the user has been programmed, 
including tests with patients to improve and adapt the demonstrator 
to their more specific needs
The demonstrator consists of VR glasses connected to the control 
PC. The main novelty of this development lies in the use of a VR 
interface for self- care training of patients with digestive ostomies. 
The app will allow them to see themselves in the new daily situation 
through an immersive experience, to learn how to perform stoma 
care (cleaning, pouch placement, etc.) and to practice autono-
mously, without risk of injury and without expenditure on dispos-
able materials.
Conclusion: VR glasses achieve that the design and modeling of a VR 
interface allow ostomized patients to perform self- care simulations 
in an immersive way.
DisclosureofInterest: None declared

PO-375 | ENDOSCOPICPILONIDALSINUSTREATMENTVS.
LASER-ASSISTEDENDOSCOPICPILONIDALSINUSTREATMENT:
ARETROSPECTIVECASE-MATCHSTUDY

B. Gülcü & E. Öztürk
General Surgery/Coloproctology Unit, Medicana Bursa Hospital, Bursa, 
Turkey

Aim: To investigate whether the addition of laser to the 
EPSIT procedure(laser- assisted endoscopic pilonidal sinus 
treatment;LEPSIT) has an effect on the method and clinical results in 
the treatment of pilonidal sinus disease(PSD).
Method: Between 2019 and 2020, patients who underwent LEPSIT 
procedure and EPSIT procedures for PSD were matched 1:3. Data 
obtained from the prospectively maintained retrospective database 
were compared by performing case- match analysis with 4 specific 
criteria(age, pit location and number, body mass index (BMI), and 
gender). The primary end- point of the study was denoted by com-
plete wound healing, whereas the secondary end- point comprised 
quality of life assessment, cosmetic results, and cost.
Results: Ninety- six patients were selected(24 LEPSIT and 72 EPSIT) 
based on matching process. Wound healing rates(LEPSIT;95.8% vs 

EPSIT;93%;P = 0.99) were similar in both groups. In patients who un-
derwent LEPSIT, the operative time(P = 0.00086) was significantly 
shorter, time taken to return to work(P = 0.03572) and wound clo-
sure (P < 0.00001) were significantly lesser. However, the time taken 
to return to daily activities(P = 0.242) and wound complications(P 
= 0.99) were similar. In the patients who underwent EPSIT, the 
postoperative 1th day(P = 0.0083), 7th day(P = 0.00054), and 14th 
day(P = 0.0479) pain scores were higher. The postoperative anal-
gesic requirement(P = 0.01492) was more in those who underwent 
EPSIT. The total hospital cost was lesser in patients who underwent 
EPSIT(P < 0.00001). Better cosmetic improvement was observed in 
LEPSIT procedure(P = 0.00694). First month quality of life(SF- 36) 
was similar except for bodily pain. Bodily pain(P = 0.0024) was lesser 
in patients who underwent LEPSIT. The median follow- up time was 
9(3– 15) months.
Conclusion: Although the LEPSIT procedure had a similar success 
rate as the EPSIT procedure, it appeared to be an effective treat-
ment method that increased postoperative patient comfort, where 
the wounds closed faster and individuals returned to work sooner.
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PO-376 | LASERHEMORRHOIDOPLASTYVERSUSBAND
LIGATIONANDEXTERNALHEMORRHOIDECTOMYACLINICAL
CASECONTROLSTUDY

R. Scurtu & A. Raluca
First Surgical Clinic, University Of Medicine And Pharmacy Cluj- 
napoca, Cluj- Napoca, Romania

Aim: To compare the results of the two types of treatment by taking 
into account the Euroqol 5L scale and the Visual Pain Scale (VPS) 
during the first 2 weeks after the treatment completion.
Method: We compared two similar groups of patients with stage 
III haemorrhoids (HL for laser therapy and HBh for combined band 
ligation and surgery). Both groups included 15 patients, 2/3 male 
and 1/3 female, patients. The mean age was 46.8 years for HL and 
47.1 for HBh group, with a body mass index (BMI) of 28.2 and 28.6 
respectively. Laser treatment was performed using the Leonardo 
Dual 45 by Biolitec (Germany) while banding was performed with 
standard suction banding ligator. In the HBh group 3 to 6 months 
after ligation, the remaining prolapsed tissue was resected using the 
standard hemorrhoidectomy technique. Postoperative surveillance 
included an objective evaluation of the external piles performed by 
the same surgeon, and the assesment of the postoperative pain and 
quality of life using the Visual pain scale and the Euroqol 5L scale. 
Statistics were performed using the IBM SPSS 21 software.
Results: Patients in group HL had a mean value on the VPS of 5.21 
after the fist week and 3.11, two weeks after the procedure, while 
one week after surgery the Hbh patients had a value of 6.12 and 
3.34 another week later. One week after the procedure patients 
in group HLwere less painfull than those in group Hbh (P = 0.042), 
while at two weeks thre was no difference. Almost similar results 
have been recorded for the life quality, with a P one week after the 
procedure of 0.056. At two weeks patients in group HBh still pre-
sented with open wounds and small secretions, while those in group 
HL had moderately inflammed external piles, with a volume remis-
sion of almost 50%.
Conclusion: Laser haemorrhoidoplasty seems to have better subjec-
tive results than banding associated to surgery for prolabated piles 
in patients with stage III haemorrhoids.
DisclosureofInterest: None declared

PO-377 | RANDOMIZEDPROSPECTIVESTUDYOF
PERIOPERATIVEPAINMANAGEMENTINPROCTOLOGICAL
SURGERY

M. Jimenez Toscano, L. Gleeson Vallbona, S. Alonso Gonçalvez, S. 
Salvans, B. Montcusi, M. Pascual Damieta & M. Pera
Colorectal Surgery, Hospital del Mar, Barcelona, Spain

Aim: Postoperative pain is the most common complication following 
hemorrhoidectomies. Multiple analgesic protocols have been proved 
its effectiveness in reducing this symptom, however, a Gold Standard 

has not been established in the literature. The aim of the study was 
determine whether there is a reduction in post- hemorrhoidectomy 
pain when adding postoperative metronidazole (500 mg/8h) or in-
traoperative pudendal nerve block with bupivacaine (0.25 mg) with-
out adrenaline to the current analgesic protocol.
Method: Randomized prospective double- blinded study distributed 
into three groups with different analgesic protocol. The main out-
come was the pain reduction assessed with a visual analogue scale 
(VAS) at 0h, 48h, 7 days and 30 days post- op. Secondary outcomes 
evaluated the correct use of analgesic medication by patients, use of 
rescue medication (tramadol 50 mg/8h), visit to an emergency unit 
due to pain, first stool post- surgery, pain associated with stools and 
whether usual lifestyle was resumed 48h, 7 days and 30 days post- op.
Results: A preliminary analisys of the study included 23 patients. 
No significant differences were found between groups in terms of 
pain levels at 0h, 48h, 7 days and 30 days post- hemorrhoidectomy. 
Patients in the group receiving bupivacaine in addition to the base-
line analgesic protocol experienced better pain management 48h 
after surgery, lower pain levels associated with bowel movements 
and higher use of rescue medication, however differences were not 
statistically significant.
Conclusion: Even no significant differences were found between 
the three treatment groups in terms of pain management posthem-
orrhoidectomy, the majority of patients experienced high levels of 
discomfort during the first two days after surgery. A multimodal 
analgesic should be considered, as adding intraoperative pudendal 
nerve blockage.
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1Chirurgie Générale et Proctologie, Clinique CIC Suisse, Saxon, 
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Aim: Laser hemorrhoidal procedure (LHP) is a new minimally inva-
sive technique to treat symptomatic hemorrhoids.
The aim of this study was to draw some preliminary conclusions re-
garding the treatment of hemorrhoidal disease by laser, using the LHP 
technique, after performing more than 450 interventions of this type.
Method: Indications for LHP included patients with symptomatic 
hemorrhoids resistant to medical therapy, with low- medium- high 
grade of prolapse. Clinical efficiency was evaluated assessing res-
olution of symptoms and patient satisfaction. We compared the 
acceptability, postoperative evolution and levels of pain, hospitaliza-
tion, and overall short time results after more than three years of 
experience with LHP. It is important to mention that in our practice 
we apply a large palette of interventions for the treatment of hemor-
rhoidal disease, including Doppler, Fergusson or even more classical 
techniques.
Results: The good short term results, confirmed also by other stud-
ies already published, rise the question if the LHP would not be a 
major breakthrough in the treatment of hemorrhoidal disease, espe-
cially if associated to mucopexy
Conclusion: The LHP procedure seems to be safe and effective in 
patients with symptomatic hemorrhoids, even high graded. It is sim-
ple, minimally invasive, and relatively pain free. It can be performed 
in an ambulatory setting, and it achieves high patient satisfaction.
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PO-379 | THEUSEOFINTRANODALLASERCOAGULATION
INPATIENTSWITHCHRONICHEMORRHOIDSOFTHE3RD
DEGREE

A. Alibekov, A. Khitaryan, S. Kovalev, A. Orekhov, A. Golovina & M. 
Shtilman
Surgical diseases #3, Rostov State Medical University, Rostov- on- Don, 
Russian Federation, Rostov- on- Don, Russian Federation

Aim: to evaluate the results of intranodal laser coagulation (INLC) in 
patients with chronic hemorrhoids of the III degree.
Method: in our study, we analyzed the results of treatment of 
62 patients with chronic internal hemorrhoids of the III degree, 

without an external component. The patients were aware of the 
technology of intranodal laser coagulation and gave their volun-
tary consent to its implementation. The selection for the imple-
mentation of INLC was carried out on the basis of high- resolution 
anoscopy data.
Results: the data of the postoperative examination of patients 
showed the absence of pain syndrome requiring the appointment 
of analgesics on the 3rd day in 52 (83.9%) patients. Complete dis-
appearance of symptoms of hemorrhoidal disease after 12 months 
was noted in 51 (82.3%) patients. Relapse was noted in 7 (11.3%) 
patients, and itching and discomfort were noted in 8 (12.9%) 
patients.
Conclusion: The use of INLC made it possible to carry out treatment 
on an outpatient basis in 61 (98.4%) patients. The effectiveness of 
this procedure was 83.9%. Intranodal laser coagulation is one of the 
effective minimally invasive methods of treatment of chronic hem-
orrhoids, subject to strictly individual selection, including on the 
basis of high- resolution anoscopy data. The use of intranodal laser 
coagulation in patients with chronic hemorrhoids of the 3rd degree.
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Aim: The importance of neurological pathways that control conti-
nence mechanisms is increasingly important in the management of 
patients with fecal incontinence (FI). Sacral neuromodulation (SNS) 
plays a very important role in these patients today. However, it is not 
a cheap technique, so its success and cost- effectiveness will depend 
on the careful selection of patients based on strict criteria.
AIM
Present the results of patients with SNS in our center.
Method: A cohort of NHS candidate patients treated by the 
Coloproctology Unit of the Virgen de la Arrixaca Hospital from 
October 2011 to January 2020 has been evaluated.
Results: Of 212 patients, 22% (n = 48) were rejected because they 
did not meet the criteria for the trial phase. 164 patients were 
tested, of which a favorable result was obtained in 68% (n = 112) 
who underwent definitive implantation. Table 1 shows the causes of 
FI in both groups in detail.
Table 2 shows the percentage of implanted patients according to the 
pathology of origin of the FI. The group with the highest percentage 
of implantation after the test was the obstetric one (83.33%, n = 35) 
followed by the pain (75%, n = 3) and the lowest, constipation with 
only 1 implanted patient (16.6%). The most frequent causes of FI 
in the group of implanted patients were obstetric and neurological 
(31.3%, n = 35).
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After evaluating the evolution of 92 patients in consultations, 77.1% 
presented a favorable or very favorable evolution (n = 71) and only 
3.2% of the patients presented poor evolution (n = 3).
Conclusion: The SNS is a technique that, well indicated, can be very 
useful and cost- effective in the management of patients with fecal 
incontinence.
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PO-381 | ACOMPARISONOFOUTCOMESFOLLOWING
ENDOSCOPICANDSURGICALMANAGEMENTOFSIGMOID
VOLVULI:ASINGLE-CENTRE'SSIX-YEAREXPERIENCE

A. Kalyanasundaram, M. Hussein Ismail, M. Benson, E. Blakey & M. 
Rabie
Cambridge University Hospitals, Cambridge, United Kingdom

Aim: Sigmoid volvulus is a common cause of colonic obstruction, 
especially in the elderly age group. While sigmoid colectomy can 
provide a curative treatment, it is not commonly offered due to pa-
tient comorbidities. This study aimed to examine the outcomes of 
the management of sigmoid volvulus at a large tertiary centre in the 
United Kingdom.
Method: All patients admitted with sigmoid volvulus over six years 
(2015– 2020) were included in the study. All patients electronics re-
cords were reviewed. Collected data included patient demographics, 
comorbidities, the management they received, and the associated 
outcomes.
Results: A total of 99 patients (mean age 75.9 years, 60% males) 
were diagnosed with sigmoid volvulus during the study period and 
included in this study with a total number of 291 admissions. Flexible 
sigmoidoscopy was the first- line management in 239 out of 291 ad-
missions (82.1%). Surgery was offered for 15 patients, 10 of them 
underwent surgery, 2 are still waiting for elective surgery and 3 pa-
tients declined surgery. The commonest performed procedure was 
sigmoid colectomy with end colostomy (70%). 4 patients underwent 
percutaneous endoscopic colostomy.
Almost half of the patients (48.5%) included in this study were read-
mitted with recurrent sigmoid volvulus with an average of 5 readmis-
sions per patient. There were no postoperative readmissions in the 
surgically treated group. Overall 30- day and 1- year mortality rates 
were 6.1% and 26.3% respectively. 61% of those who died within 1 
year had a neuropsychiatric pre- existing condition. There were no 
30 days postoperative mortality.
Conclusion: Sigmoid colectomy provides a definitive treatment of 
sigmoid volvulus in fit patients and was feasible in at least 10% of 
patients in the current study. While endoscopic decompression 
remains the standard appropriate first- line management, it is im-
portant to start thinking of surgery after the first readmission in pa-
tients with sigmoid volvulus.
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PO-382 | ASSESSMENTOFSURGICALTREATMENT
STRATEGIESFORPILONIDALSINUSDISEASEINTHE
NETHERLANDS
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Aim: Pilonidal Sinus Disease is a common disease in which an in-
fection of the sacrococcygeal region occurs due to hair entrapment. 
There are many different surgical treatments, but international 
guidelines tend to advise minimal invasive techniques and off mid-
line closure. Currently, there are no guidelines for the treatment of 
Pilonidal Sinus Disease in the Netherlands. Our objective was to 
perform a national survey to test the hypothesis that the surgical 
treatment of Pilonidal Sinus Disease in our country is variable and 
possibly outdated.
Method: An online medical survey was sent by e-mail to all surgeons 
and surgical residents of the Dutch Society for Surgery. Respondents 
were asked to report on their current treatment for Pilonidal Sinus 
Disease, their perceived satisfaction with this treatment and the ne-
cessity for a national guideline.
Results: A total of 615 respondents completed the survey. Excision 
with secondary wound healing was the most frequently performed 
surgical treatment for all types of PSD (39.8%). Off- midline closure 
techniques and minimal invasive techniques were applied less fre-
quently. Of the responders only 22.6% was completely satisfied with 
the current treatment and 82% reported the need for a guideline.
Conclusion: A large variety of surgical treatments for Pilonidal Sinus 
Disease are performed in the Netherlands. The majority of surgeons 
and surgical residents is not satisfied with the current treatment and 
expressed the need for a national guideline. Surgical techniques ad-
vocated by international guidelines are used less frequently in our 
country.
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Aim: Fournier's gangrene is a rare, devastating disease. Its nature 
and rarity limit conducting clinical studies with large patient popula-
tion. In the present study, we aimed to determine risk factors, pre-
dictors of mortality and the natural course of FG among the Turkish 
population.
Method: A literature search was conducted by using Pubmed with 
the keywords “Fournier’s gangrene” and “Turkey”. The search re-
vealed 95 published articles between January 2000 and December 
2020. Studies including less than 20 patients, consecutive studies of 
the same author were excluded. In total, 41 studies were included in 
the analysis. Data regarding patient demographics, etiology, comor-
bidities and mortality rate were collected. The correlation between 
mortality and the other variables were analyzed. The differences be-
tween the first and the second decade were compared.
Results: There were 1919 patients reported by the 41 studies. 
Patient number was median 38 per study. Majority of the patients 
were male (83.11%) with a median age of 55. Overall, median mor-
tality was 17.39%. Sixteen studies were published between 2000 
and 2010 (first decade). Mortality rate was lower in the studies pub-
lished between 2010 and 2020 (14.72%±7.1 vs. 22.46%±11.62, P = 
0.011). Cutaneous origin was negatively correlated with mortality 
(r = - 0.615, P = 0.033) while chronic renal failure (CRF) (r = 0.705, 
P = 0.005) and fecal diversion (r = 0.371, P = 0.037) were positively 
correlated.
Conclusion: Although FG is still associated with a significant mortal-
ity in the last decade, it seems to be reduced comparing the past 
decade. Avoiding unnecessary fecal diversion, proper assessment 
of comorbidities and origin of the disease may have impact on the 
mortality.
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Aim: There is a need for other than surgical methods of therapy for 
small and low rectovaginal fistulas (RVF), such as application of fibrin 
sealants, stem cells, biological therapy, or Platelet Rich Plasma. The 
aim of this study was to evaluate the results of the treatment after 
local application of PRP in the patients with RVF in the course of 
inflammatory bowel diseases (IBD).
Method: Medical records of 15 patients with small and low- lying, active 
RVF in the course of IBD were evaluated. Curettage of fistulous tracts 
was performed with the following application of PRP in all patients.
Results: Complete closure of RVF was achieved after the first injec-
tion in 3 patients, 4 women healed their fistulas following the second 
application, and another 3 patients closed RVF after 3 injections. 
To sum up, the complete closure of RVF was achieved in 10 (67%) 
patients. Fistulas remained closed from 6 to 12 months. No compli-
cations were reported.
Conclusion: The application of PRP in small, low, and recurrent IBD 
anal fistulas is effective, simple, and safe with an acceptable rate of 
healing. This therapy might also precede any further, surgical meth-
ods of treatment.
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Aim: Faecal incontinence (FI) is a common anorectal problem that 
can produce a devastating impact on quality of life (QoL).1 The dis-
ease is often underestimated due to a lack of screening campaigns 
and to patient’s reserve.
Several treatments are available but at present no uniform care 
pathway exists. Interventions can include non- surgical options 
(rehabilitation, drugs etc.) and surgical options, such as Sacral 
Neuromodulation (SNM). The aim of this analysis is to estimate the 
prevalence of patients (pts) with FI eligible for SNM.
Method: An indication tree was built to identify the prevalence of 
eligible pts with FI to SNM. Starting from adult’s population residing 

in Italy on 1st January 2021, prevalence data by the international 
literature and expert opinions were applied.
Results: The number of pts with FI in Italy resulted to be 
3.848.854 pts.2,3 Then, we considered pts with almost a weekly 
incontinence episode (7% out of total).2 Just treatable ones (50%) 
can be then included, by considering a different etiology from 
neurological, congenital, idiopathic bowel disease and prolapse 
(almost 107.000 patients) also. Out of 107.000 patients, 80% 
are not responders to conventional treatment and undergo to 
rehabilitation.3 The 80% is split into: 40% who responds to re-
habilitation, 20% non- responders and 20% who refuses it. Non 
responders and pts refusing rehabilitation are eligible to SNM 
therapy and just 85%4 out of those ones are responders (almost 
36.000 pts).
Conclusion: Annually SNM is implanted for approx. 0.5% (less than 
150) out of potentially eligible pts. Such a low rate is due to sev-
eral factors: lack of a standardized and optimized pathway to select 
pts, poor knowledge of SNM benefits from physician’s side, sparse 
awareness of dedicated centers from pts’ side. To work about these 
topics could have a positive effect on the clinical outcomes, ensuring 
in the medium- long term a greater number of pts with the normal 
anorectal function and a better QoL.
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Aim: The aim of this study was to improve the results of treatment 
of acute paraproctitis, which was achieved by using navigational ul-
trasound methods and free ligature to prepare the fistula for subse-
quent laser coagulation.
Method: we conducted a cohort retrospective- prospective study of 
the results of multi- stage treatment of 54 patients with acute parap-
roctitis. At the first stage, an autopsy was performed using ultrasonic 
navigation, which made it possible to detect congestion and conduct 
a free ligature through the internal opening of the fistula passage. At 
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the second stage, after the formation of the fibrous capsule of the 
fistula, laser coagulation of the fistula course was performed.
Results: In 29 (53.7%) patients, caudal subcutaneous- submucosal 
migration of free ligature was noted. Of these, 8 patients had a com-
plete eruption with subsequent healing, and 21 patients underwent a 
simple fistulectomy, which did not affect the fibers of the sphincter. 
Intra- and transsphincter fistulas were formed in 25 (46.3%) patients, 
they were subjected to laser coagulation. Complete healing was ob-
served in 19 (76%) patients within 1 month, and 6 (24%) patients 
required repeated laser coagulation. Of the 6 patients after repeated 
laser coagulation, complete healing was noted in 2 (8%) patients, and 
a relapse was detected in 4 (16%) patients. Taking into account the 
predicted inefficiency, 1 patient underwent excision of the fistula 
passage into the lumen of the intestine with the flap being lowered 
into the anal canal, and LIFT technology was used in 3 patients.
Conclusion: The use of a free ligature made it possible to perform 
a one- stage treatment in 14.8% due to complete caudal eruption of 
the ligature, and in 38.8% of patients to perform a simple fistulec-
tomy. In the remaining patients, the use of a free ligature made it 
possible to form an "ideal" fistula course within 10– 14 weeks, in 
which laser coagulation was effective in 83.3%, in the absence of a 
violation of the function of the anal pulp.
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Aim: to reduce complications after application of low colorectal and 
coloanal anastomosis and the cost of treatment of patients after low 
anterior resection.
Method: In our clinic was developed and used a new method of ap-
plying coloanal and low colorectal anastomosis. This method has 
been used in the treatment of 54 patients, including 46 patients 
after low anterior resection for rectal cancer, 3 patients after rere-
section previously imposed and complicated fistula or stricture low 
colorectal anastomosis in 3 patients about the gunshot wounds of 
the rectum and 2 patients with rectal hypogangliosis complicated 
megacolon. This method was carried out in 14 patients under the 
guise of the proximal transversostomia.
Results: Postoperatively, 3 (5.6%) patients partly formed anasto-
motic leakage. Two patients it does not require additional surgery. 
A third patient required surgical correction of the fistula. Not in one 
case, we did not have marked the development of strictures.
Conclusion: Proposed method of applying coloanal and low colorec-
tal anastomosis when the low anterior resection of the rectum is an 
alternative hardware anastomoses, while not increasing the number 

of anastomotic leakage, reduced the number of strictures and the 
costs of treatment of patients.
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Aim: Evaluation of the application anorectal sphincterometry in 
an outpatient setting. Determination of reference manometric 
and point criteria for normal rectal sphincter indicators and Fecal 
Incontinence (FI) according to anorectal sphincterometry data using 
Peritron 9600.
Method: The retrospective study was based on the results of ano-
rectal sphincterometry using Peritron 9600 on 1200 patients with 
various proctological diseases, who were examined and treated at 
the Center for Outpatient Proctology of the surgical department of 
NHI “Railway Clinical Hospital «Rzhd Meditsina» Rostov- on- Don" 
from 2015 to 2020. All patients were divided into 4 groups in ac-
cordance with the clinical classification of Fecal Incontinence (FI) 
developed at the National Coloproctology Research Center and the 
results obtained. As a subjective assessment, the Cleveland Fecal 
Incontinence Scale (Wexner) was used, and objectively, the results 
of anorectal sphincterometry using Peritron 9600.
Results: The data obtained enabled a reliable reference indica-
tor scale of normal sphincter function and various degrees of fecal 
incontinence according to anorectal sphincterometry data from 
Peritron 9600, and allowed to recommend Peritron 9600 for its 
wider introduction into clinical practice, in particular in coloproctol-
ogy, when conducting anorectal sphincterometry.
Conclusion: Peritron 9600 can be recommended for its wider intro-
duction into clinical practice, in particular in coloproctology, when 
conducting anorectal sphincterometry.
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Aim: to compare and evaluate the experience gained in the surgi-
cal treatment of patients with complicated forms of chronic hemor-
rhoids, after suffering from Covid- 19, taking into account the clinical 
and morphological picture, and justifying pre-  and postoperative 
rehabilitation programs.
Method: This study presents our own research results, analysis of 
experts, and rehabilitation documentation obtained from 12 per-
sons with medium and severe Covid- 19, stage 3– 4, who underwent 
pre-  and postoperative rehabilitation with transrectal low- intensity 
laser therapeutic device ALP- 01 "Laton"; intravenous ozone therapy 
using the "TEOZON" medical Ozonator.
Macroscopically -  fixed in a buffered formalin solution, hemorrhoids 
from 1 to 4 cm in diameter, dense elastic consistency, gray- brown 
in color, t- sections show subtotal acutely dilated vessels filled with 
dark brown, dryish, crumbling blood convolutions.
The signs of endotheliitis and destructive- productive thrombovas-
culitis in hemorrhoids identified in all cases confirmed systemic en-
dothelial dysfunction in Covid- 19 with damage not only to important 
organs and systems but also leading to an exacerbation of chronic 
processes in any region of the human body.
Results: The observation results allowed not only to confirm the 
good effect of minimally invasive technologies for surgical treatment 
of hemorrhoids with pre-  and postoperative rehabilitation programs, 
but also to study the morphological picture of chronic hemorrhoid 
exacerbation in patients who underwent COVID- 19.
Conclusion: COVID- 19 has a rather frequent, yet scarcely described 
complication in the form of exacerbation or manifestation of chronic 
hemorrhoids. Pathomorphological examination of hemorrhoids fol-
lowing a hemorrhoidectomy confirms the correctness of the patient- 
oriented approach using minimally invasive surgical treatment 
technologies with pre- and postoperative rehabilitation programs in 
patients with exacerbations of chronic hemorrhoids after suffering 
from COVID- 19.
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Aim: Restorative proctocolectomy with anal anastomosis of the ileal 
bag was first performed in 1978 by Parks et al. and it has become the 
treatment of choice in multiple pathologies with risk of presenting 
dysplasias and development of neoplasms, this because it eradicates 
colonic disease, maintains continence and avoids permanent ileos-
tomies. Objective: to present the functional results, the morbidity 
of the patients submitted to restorative proctocolectomy with ileal 
reservoir in “j” in a tertiary center in 10 years of experienceRestora-
tive proctocolectomy with anal anastomosis of the ileal bag was first 
performed in 1978 by Parks et al. and it has become the treatment 
of choice in multiple pathologies with risk of presenting dysplasias 
and development of neoplasms, this because it eradicates colonic 
disease, maintains continence and avoids permanent ileostomies. 
Objective: to present the functional results, the morbidity of the pa-
tients submitted to restorative proctocolectomy with ileal reservoir 
in “j” in a tertiary center in 10 years of experience
Method: Series of cases reported from March 2011 to March 2020, 
inclusion criteria: patients with chronic ulcerative colitis and familial 
adenomatous polyposis with restorative proctocolectomy with “J” 
pouch
Results: The results of this study showed that restorative procto-
colectomy with ileal reservoir in "J" offers patients good quality of 
life in the long- term follow- up, compared with the colorecto anasto-
mosis, a lower morbidity and good functional results.
Conclusion: The results of this study showed that restorative proc-
tocolectomy with ileal reservoir in "J" offers patients good quality of 
life in the long- term follow- up, compared with the colorecto anasto-
mosis, a lower morbidity and good functional results.
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Aim: Literature references state that the process of retention of 
gases and feces is multifactorial. It depends on the coordination of 
the following factors, including "ideal stool" formation factors. But 
many authors mostly attribute the retention of gases and feces to 
the proper functioning of the rectal sphincters due to the pressure 
created by the smooth muscles of the internal sphincter (70– 80%), 
and striated muscles of the external sphincter (20– 30%). Hence the 
interest to study the effect of anorectal electrical stimulation on the 
state of the anal sphincters in patients with chronic hemorrhoids.

Method: The study was carried out in 2 stages. At the first stage, 
623 (51.9%) women and 577 (48.1%) men aged 31 to 40 years un-
derwent anorectal sphincterometry using the Peritron 9600 appa-
ratus (Laborie, Australia) with a built- in biofeedback function (BFF). 
All patients were divided into four groups in accordance with the 
clinical classification of Fecal Incontinence (FI) and the measurement 
results obtained.
Results: To restore the correct functioning of the pelvic floor mus-
cles and improve the existing physiological skills, a course of anorec-
tal electrical stimulation of the anal sphincters -  biofeedback therapy 
was performed during the 2nd stage, using Peritron 9600 perineom-
eter by teaching the patient to relax or contract the muscles of the 
anal sphincter of the pelvic floor, which greatly reduced the degree 
of fecal insufficiency.
Conclusion: Biofeedback therapy with Peritron 9600 perineometer 
and self- regulated training is an effective treatment option for Fecal 
incontinence.
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