
classified as having any type of complications within 30 days
of the operation. Our results have shown that the higher
DASI score the less likely patients were to have postoperative
complications. This result was statistically significant with odds
ratio of 0.973 and confidence interval between 0.961 and
0.986. We were also able to demonstrate that for every 10
points further up the DASI score a patient was 0.761 times
less likely to have a postoperative complication. Hence general
morbidity prediction of DASI score has been found to statisti-
cally significantly predict postoperative complications (AUC-
0.740).
Conclusion* Our study has shown that DASI self-reported
score is a useful predictive tool of perioperative estimation of
postoperative complications in the gynaeoncology setting. Fur-
ther analysis with a larger sample size and a multicentre pro-
spective study is currently underway to validate the findings.

757 EUROPEAN ENHANCED RECOVERY AFTER SURGERY
(ERAS) GYNECOLOGICAL ONCOLOGY SURVEY: CURRENT
STATE OF PERIOPERATIVE PRACTICE

1NR Gómez-Hidalgo*, 2A Pletnev, 3Z Razumova, 4N Bizzarri, 5I Selcuk, 6C Theofanakis,
7K Zalewski, 8T Nikolova, 9M Lanner, 10J Kacperczyk-Bartnik, 1U Acosta, 1PB Asuncion,
1A Gil-Moreno, 11G Nelson, 12C Fotopoulou, 1JL Sánchez Iglesias. 1Hospital Universitari Vall
d’Hebron, Gynecology Oncology, Barcelona, Spain; 2Alexandrov National Cancer Centre of
Belarus, Gynecology Oncology, Belarus; 3Karolinska Institute, Gynecology Oncology,
Sweden; 4Fondazione Policlinico Universitario A. Gemelli, Roma, Italy; 5Maternity Hospital,
Ankara City Hospital, Ankara, Turkey; 6Alexandra General Hospital, Athina, Greece;
7Świętokrzyskie Cancer Centre, Kielce, Poland; 8Heidelberg University, Heidelberg, Germany;
9Cardinal Schwarzenberg Hospital, Schwarzach im Pongau, Austria; 10Medical University of
Warsaw, Warszawa, Poland; 11Cumming School of Medicine U C, Calgary, Canada;
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10.1136/ijgc-2021-ESGO.317

Introduction/Background* Enhanced Recovery After Surgery
(ERAS) reduces complication rates after surgery, decreases
length of hospital stay (LOS) and reduces costs. A correct

Abstract 726 Figure 1

Abstract 757 Figure 1 Participating European Centres

Abstract 757 Figure 2 Centers Practicing ERAS Items
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implementation of the ERAS protocol and adherence to all
ERAS items contribute to better outcomes in gynecological
oncology surgery.

The aim of this survey is to acquire a comprehensive pic-
ture of the current status of implementation of the ERAS pro-
tocol among European centers.
Methodology A 45-item questionnaire survey, investigating
ERAS practice preferences in pre-, intra-, and post-operative
management was launched between December 2020 and May
2021. An on-line questionnaire link was e-mailed to the
national representatives (NATREPs) of the European Network
of Young gynecologic oncologists (ENYGO), who then shared
the survey with their centers. In order to avoid duplicate
data, NATREPs selected one referral person from the highest
volume centers performing complex surgery per country. Two
weeks later a reminder was sent to non-responders.
Result(s)* A total of 116 responses were collected. 73% of
centers were academic/teaching hospitals. Overall, 70% of
respondents reported that ERAS was implemented at their
institution. The median LOS for advanced ovarian cancer sur-
gery was between 5-7 days according to 63% of respondents.
81% of respondents reported a median LOS between 2-4 days
among patients who underwent surgery for early-stage gyneco-
logical cancer. An overall compliance rate between 60% and
80% was reported by 44,29% of centers.

ERAS items with well adherence to the guidelines were:
deep vein thrombosis prophylaxis, antibiotic prophylaxis, pre-
vention of hypothermia and early mobilization. Regarding pre-
operative ERAS items, 28% of respondents reported bowel
preparation as ‘sometimes–normally’ performed. 60% of
respondents described ERAS implementation as a challenge
and 76% reported being reluctant to change clinical practice.
Conclusion* This European survey of ERAS in gynecologic
oncology surgery shows that there is still a lack of implemen-
tation of the ERAS protocol across Europe and European cen-
ters need to increase ERAS gynecologic oncology guideline
compliance to improve patient outcomes. Therefore, European
centers need a further protocol and guidelines that encompass
the way of ERAS implementation

798 THE LOCKDOWN EFFECT ON GYNAECOLOGICAL
CANCER SURGERIES DURING THE COVID-19 PANDEMIC

V Theodoulidis*, DE Vlachos, C Theofanakis, V Pergialiotis, N Thomakos, A Rodolakis,
D Haidopoulos. National University of Athens , First Department of Obstetrics and
Gynecology , Athens, Greece

10.1136/ijgc-2021-ESGO.318

Introduction/Background* The impact of COVID-19 pandemic
caused a disruption of the healthcare systems and led to sig-
nificant delays in diagnosis and treatment of gynecological
cancer patients. New algorithms that aim to sustain balance
between management of oncological patients and the need to
maintain a sufficient amount of resources were adapted.
Methodology This retrospective study reviewed the patients
with gynecological cancer operated in our hospital during the
first lockdown period in Greece (between 13 March 2020 and
30 May 2020) and compared the results with the correspond-
ing time period in 2019 before COVID-19 pandemic. We also
examine the number of patients that were referred for neoad-
juvant chemotherapy or radiotherapy between those periods.
Result(s)* The gynecological oncological operations performed
during the lockdown period of the first pandemic wave were

not altered by the outbreak (153 in 2019 vs 130 in 2020)
(figure 1). There was no difference in ovarian cancer surgeries
(34 vs 31) and the number of primary debulking was not
affected (20 vs 19). The patients referred to neoadjuvant che-
motherapy was the same between the two periods. No signifi-
cant difference was obtained in the endometrial, vaginal and
cervical cancer surgeries and the number of surgically treated
recurrences. Contrastingly there was a significant decrease in
endoscopic procedures and diagnostic biopsies (72 vs 53) and
the fertility sparring surgeries were postponed from patients at
a later date (table 1).
Conclusion* The findings of our study suggest that at the
first wave of the pandemic lockdown, the operations con-
ducted in our department did not alter. In accordance with
international consensus guidelines the stage, the grade and
the type of cancer, and the potential comorbidities were the
main factors that accounted for the decision of the optimal
mode of treatment.

Abstract 798 Figure 1 Gynecological cancer surgeries on both
periods

Abstract 798 Table 1 Type of procedures on both periods

Abstracts

A186 Int J Gynecol Cancer 2021;31(Suppl 3):A1–A395

 on A
pril 9, 2024 by guest. P

rotected by copyright.
http://ijgc.bm

j.com
/

Int J G
ynecol C

ancer: first published as 10.1136/ijgc-2021-E
S

G
O

.317 on 12 O
ctober 2021. D

ow
nloaded from

 

http://ijgc.bmj.com/

