
factors contributing to isolation breech were visitors to the house and
the mode of transport used to attend hospital.
Conclusions: The protocol is now for a COVID swab 72

¼ ¼
stress levels (5.0 vs 7.2, P< 0.001). (15/77) FiY1s reported working
beyond their competency, 27.3% (22/77) felt ,
(73/77) of FiY1s felt the post prepared them for FY1.
Conclusions: Students participating in FiY1 postings felt
and depressed than those not participating in the scheme
jority felt it was preparing them for FY1.

890 Predictive Factors for Mortality Following Trauma &
Orthopaedic Surgery in The Covid-19 Pandemic. The
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whereas a score of 32 or more resulted in a 14.6% mortality rate
(p¼ 0.01).
Conclusion: The Manchester Equation can be used to help predict the
mortality rate of T&O surgery in the presence of Covid-19 and may be
useful for clinical decision making and consent purposes.

905 How to prioritise patients and safely resume elective
surgery during the Covid-19 pandemic

H. Subbiah Ponniah1, M. Ahmed2, T. Edwards1, J. Cobb1, E. Dean2,
C. Clark2, K. Logishetty1,2

1MSk Lab, London, United Kingdom, 2Frimley Health NHS Foundation Trust,
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Introduction: There are now over 2.5 million NHS patients awaiting
elective surgery, with the most in orthopaedics. We present an algo-
rithm and results for safely and equitably restarting surgery at COVID-
light sites.
Method: An MDT applied the COVID-19 Algorithm for Resuming
Elective Surgery (CARES) on 1169 patients awaiting elective orthopaedic
surgery. It assessed safety, procedural efficacy, and biopsychosocial
factors, to prioritise patients. They were assigned to five categories and
underwent surgery at one of three COVID-light sites (1. access to HDU/
ITU/Paediatrics/specialist equipment, 2. an NHS elective surgical unit
and 3. a private elective surgical unit).
Results: 21 ‘Urgent’ patients received expedited care; 118 were Level 1/
2; 222 were Level 3; 808 were Level 4. In 6 weeks, 355 surgeries were per-
formed, with Urgent and Level 1/2 cases performed soonest (mean 18
days, p< 0.001). 33 high-risk/complex/paediatric patients had surgery
at Site 1 and the rest at Sites 2 and 3. No patients contracted COVID-19
within 2 weeks of surgery.
Conclusions: We validated a widely generalisable model to facilitate
resumption of elective surgery in COVID-light sites. It enabled surgery
for patients in most suffering, undergoing the most efficacious proce-
dures and/or at highest risk of deterioration, without compromising
patient-safety.
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