
We aim to describe how the COVID-19 Algorithm for Resuming Elective
Surgery (CARES) was used to allocate patients to elective theatre lists
while factoring in patient safety, risk to healthcare workers and, pro-
tection of resources.
Methodology: A multidisciplinary team was employed with the task of
using CARES to allocate theatre slots to 1169 patients on the waiting
list. CARES was used in conjunction with an evidence-based scale for
procedural urgency (Levels 1-4) to stratify patients and list them for
surgery at one of three ‘COVID-light’ sites i.e. 1. With HDU/ITU access,
specialist staff, and equipment, 2. An NHS short-stay surgical unit, 3. A
private surgical unit. Incidence of post-operative Covid-19 infection
was assessed by looking at positive Covid-19 RT-PCR or CT Chest with
characteristic findings performed within 2 weeks of the surgery.
Results: 118 cases were deemed to be Priority 1/2, 222 were Level 3, and
808 were Level 4. In 6 weeks, 355 surgeries were performed, 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.
Conclusion: CARES’ holistic approach enabled equitable and safe re-
sumption of arthroplasty during the pandemic, by stratification and
creation of COVID-light sites. It could be applied internationally and
across sub-specialties.
Introduction: The Covid-19 pandemic resulted in nearly 2 million
patients being put on waiting lists for elective procedures in the UK.
We aim to describe how the COVID-19 Algorithm for Resuming Elective
Surgery (CARES) was used to allocate patients to elective theatre lists
while factoring in patient safety, risk to healthcare workers and, pro-
tection of resources.
Methodology: A multidisciplinary team was employed with the task of
using CARES to allocate theatre slots to 1169 patients on the waiting
list. CARES was used in conjunction with an evidence-based scale for
procedural urgency (Levels 1-4) to stratify patients and list them for
surgery at one of three ‘COVID-light’ sites i.e. 1. With HDU/ITU access,
specialist staff, and equipment, 2. An NHS short-stay surgical unit, 3. A
private surgical unit. Incidence of post-operative Covid-19 infection
was assessed by looking at positive Covid-19 RT-PCR or CT Chest with
characteristic findings performed within 2 weeks of the surgery.
Results: 118 cases were deemed to be Priority 1/2, 222 were Level 3, and
808 were Level 4. In 6 weeks, 355 surgeries were performed, 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.
Conclusion: CARES’ holistic approach enabled equitable and safe re-
sumption of arthroplasty during the pandemic, by stratification and
creation of COVID-light sites. It could be applied internationally and
across sub-specialties.
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uate the reporting of governance arrangements and ethical safeguards
applied to innovative surgical procedures, using a case study of robotic
upper gastrointestinal surgery.
Methods: The RoboSurg collaboration is conducting a set of systematic
reviews to evaluate reports of innovative robotic surgical procedures

including: pancreatectomies, gastrectomies, Roux-en-Y gastric
bypasses, oesophagectomies, liver resections, cholecystectomies and
anti-reflux operations. Databases were searched in April 2020 using rel-
evant search terms including ‘oesophagectomy’ and ‘robotics’. Data
extracted include details of approvals from Institutional Review
Boards, ethics committees and clinical effectiveness groups, a priori
study registration, and patient consent.
Results: Interim results for the reporting of governance arrangements
and ethical safeguards from studies detailing robotic oesophagecto-
mies will be presented. The search yielded 1908 abstracts for screening,
of which 101 were included. The proportion of studies reporting on
each ethical safeguard for patients undergoing this innovative proce-
dure will be described and summarised.
Conclusion: This review will evaluate how governance and ethical
safeguards in studies of innovative surgical procedures have been
reported.
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Introduction: Whilst the severe consequences of COVID-19 around the
time of surgery are well described, no comparison has been made to
pulmonary complications in the absence of infection. This study aimed
to compare postoperative death in patients with and without SARS-
CoV-2 infection.
Methods: A patient-level comparative analysis of two international
prospective cohort studies; one conducted before (January to October
2019) and one during the SARS-CoV-2 pandemic (from local emergence
of COVID-19 to April 2020). Patients undergoing elective resection of an
intra-abdominal cancer with curative intent were included in a multile-
vel logistic regression. The primary outcome was 30-day postoperative
mortality.
Results: Of 7402 patients included, 3031 underwent surgery before and
4371 during the pandemic. Overall, 6.5% (n¼ 484) patients suffered a
pulmonary complication, 5.1% had a SARS-CoV-2 infection diagnosed,
and 1.4% patients (n¼ 107) died. Compared to patients without pulmo-
nary complications, those with SARS-CoV-2 pulmonary complications
had a higher adjusted odds of death (OR: 54.14, 95%CI: 23.46 to 124.91,
p< 0.001) than those with non-SARS-CoV-2 pulmonary complications
(OR: 7.20, 95%CI: 3.85 to 13.45, p< 0.001).
Conclusion: Postoperative pulmonary complications were associated
with increased 30-day mortality. SARS-CoV-2 associated pulmonary
complications were associated with a far higher mortality than a non-
SAR-CoV-2 pulmonary complication.
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The role of surgical trainees in recruiting to multicentre RCTs:
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Background: The Sunflower Study aims to compare the effectiveness
of expectant management and MRCP prior to laparoscopic cholecystec-
tomy (LC) in patients at low or moderate risk of common bile duct
stones. This is the largest surgical randomised controlled trial (RCT) in
the UK and a secondary aim is to describe trainees’ contributions.
Methods: Participants are randomised to receive expectant manage-
ment or MRCP in a 2:1 ratio. Over 13,500 patients from more than 50 UK
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