
Case description: A 45 year old female, three years post REYGB, pre-
sented to A&E with acute, extreme upper abdominal pain, with three
days absolute constipation. She was tender on examination with nor-
mal blood tests. CT scan demonstrated small bowel intussusception.
Initial concerns were of intussusception of the jejuno-jejunostomy
anastomosis causing SBO. She had an exploratory laparotomy, which
confirmed intussusception, however this was 20cm distal to the
jejuno-jejunostomy. Bowel was gently reduced, and deemed viable. On
thorough run-through, a small segment at the transition point, was
considered abnormal on palpation. This region was resected and a
1x1cm intraluminal polyp was identified as the causative lead point.
The patient did well postoperatively.
Discussion: Small bowel intussusception in adults is typically attrib-
uted to pathological lead point, such as benign or malignant lesions.
Intussusception in REYBG is a rare but well-documented cause of intes-
tinal obstruction, usually attributed to dysmotility, secondary to ec-
topic pacemaker cells particularly around anastomoses. In this case,
the intussusception was caused by an unusual pathology separate
from the jejuno-jejunal anastomosis. We recommend thorough exami-
nation of all adjacent bowel to exclude lesions, in this case a polyp,
which could result in recurrence.

Patients with NELA scores more than 5% who survived the operation
had higher chance of 30-day complications (25.58%, 11/43), when com-
pared to those with scores less than 5% (11.68%, 9/77).
Conclusion: NELA mortality score has high accuracy especially if it was
>30%. In addition, high NELA scores are associated with increased risk
of post operative complications.
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Aim: Anecdotal experience suggested patients undergoing diagnostic
laparoscopy for appendicitis faced long pre-operative waiting periods.
This project was undertaken to quantify the situation and determine
how long patients were waiting for surgery. National guidelines recom-
mend patients can reasonably wait 6-18 hours for surgery, as per
NCEPOD classification of intervention (appendicitis considered to fall
under urgent 2b category).
Method: A retrospective audit of 39 patients listed for diagnostic lapa-
roscopy or appendicectomy during November 2019 was performed.

Clinical notes and electronic records were reviewed to determine the
timeline of clinical decision making and patient’s arrival in theatre.
Operative and histopathology findings were also noted.
Results: The majority of patients (61%) underwent surgery within
18 hours of a documented decision to operate. Average wait was
17.5 hrs (mean). Longest wait was 41 hours (excluding isolated outlier).
Documentation of decision to operate was noted to be poor (undocu-
mented in 5 cases) and in some cases the patient was booked before a
documented decision to operate. Variation between the operative and
histopathological diagnosis of appendicitis was apparent.
Conclusions: The findings are re-assuring that once the decision was
made to operate most patients had surgery within 18 hours. However,
there is still room for improvement with regards to timeliness and doc-
umentation. The discrepancy between operative and histological find-
ings highlight the challenge of diagnosing appendicitis accurately.

EP.FRI.557
A systematic review on the use of prophylactic Proton Pump
Inhibitors in patients with a hip fracture and their effect on

vii202 | Abstracts

D
ow

nloaded from
 https://academ

ic.oup.com
/bjs/article/108/Supplem

ent_7/znab312.093/6411116 by guest on 09 April 2024


