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SESC MISSION STATEMENT

The mission of the Southeastern Surgical Congress
(SESC) is to serve as the premier regional surgical
organization for general surgeons and sub-specialists.
The SESC is dedicated to the presentation, evaluation,
and dissemination of current knowledge and research in
all phases of general surgery through an annual meeting
and “The American Surgeon” journal. Fellowship and
collegiality for all members, professional development
for young surgeons, and presentation opportunities for
trainees are core principles of the SESC.
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PAST PRESIDENTS AND
MEETING LOCATIONS
2018-2019
2017-2018
2016-2017
2015-2016
2014-2015
2013-2014
2012-2013
2011-2012
2010-2011
2009-2010
2008-2009
2007-2008
2006-2007
2005-2006
2004-2005
2003-2004
2002-2003
2001-2002
2000-2001
1999-2000
1998-1999
1997-1998
1996-1997
1995-1996
1994-1995
1993-1994
1992-1993
1991-1992
1990-1991
1989-1990
1988-1989
1987-1988
1986-1987
1985-1986
1984-1985
1983-1984
1982-1983
1981-1982
1980-1981

Kevin E. Behrns
David B. Adams
David V. Feliciano
David J. Cole
Don K. Nakayama
Frederick L. Greene
Alexander S. Rosemurgy
Grace S. Rozycki
Anthony A. Meyer
Kelly M. McMasters
Kirby I. Bland
L.D. Britt
R. Phillip Burns
J. Wayne Meredith
William C. Wood
Kenneth W. Sharp
Thomas R. Gadacz
Edward M. Copeland, II
James A. O’Neill, Jr.
John B. Hanks
J. David Richardson
Henry L. Laws, II
J. Patrick O’Leary
F. Carter Nance
Hiram C. Polk
Richard J. Field, Jr.
William H. Edwards, Sr.
Timothy C. Pennell
William C. McGarity
Leslie E. Rudolph, Jr.
Arlie R. Mansberger, Jr.
Benjamin F. Rush, Jr.
William T. Rumage, Jr.
Gardner W. Smith
Roger T. Sherman
Frank J. Johnston
George A. Higgins, Jr.
A. Eugene Hauck
William R. Sandusky

Charlotte (Westin)
Tampa (Marriott Waterside)
Nashville (Renaissance)
Atlanta (Hyatt Regency)
Chattanooga (Marriott)
Savannah (Westin Savannah Harbor)
Jacksonville (Hyatt Regency)
Birmingham (Sheraton)
Chattanooga (Marriott)
Savannah (Westin Savannah Harbor)
Atlanta (Marriott Marquis)
Birmingham (Sheraton)
Savannah (Westin Savannah Harbor)
Lake Buena Vista (Windham Palace)
New Orleans (Fairmont)
Atlanta (Omni Centennial Park)
Savannah (Westin Savannah Harbor)
Nashville (Opryland)
New Orleans (Intercontinental)
Lake Buena Vista (Windham Palace)
Tampa (Hyatt Regency)
Atlanta (Westin Peachtree Plaza)
Nashville (Opryland)
Tampa (Hyatt Regency)
New Orleans (Sheraton)
Lake Buena Vista (Buena Vista Palace)
Tarpon Springs (Innisbrook)
Atlanta (Westin Peachtree Plaza)
New Orleans Inter-Continental)
Naples (Registry)
Tarpon Springs (Innisbrook)
Buena Vista (Buena Vista Palace)
Atlanta (Marriott Marquis)
New Orleans (Fairmont)
Washington DC (Hilton)
Nashville (Opryland)
Atlanta (Marriott Downtown)
Miami/Bal Harbour (Sheraton)
New Orleans (Fairmont)

87
86
85
84
83
82
81
80
79
78
77
76
75
74
73
72
71
70
69
68
67
66
65
64
63
62
61
60
59
58
57
56
55
54
53
52
51
50
49
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PAST PRESIDENTS AND
MEETING LOCATIONS

CONTINUED

1979-1980
1978-1979
1977-1978
1976-1977
1975-1976
1974-1975
1973-1974
1972-1973
1971-1972
1970-1971
1969-1970
1968-1969
1967-1968
1966-1967
1965-1966
1964-1965
1963-1964
1962-1963
1961-1962
1960-1961
1959-1960
1958-1959
1957-1958
1956-1957
1955-1956
1954-1955
1953-1954
1952-1953
1951-1952
1950-1951
1949-1950
1948-1949
1947-1948
1946-1947
1945-1946
1944-1945
1943-1944

John L. Sawyers
Atlanta (Marriott Downtown)
C. Melvin Bernhard
Miami (Americana)
Thad M. Moseley, III
New Orleans (Fairmont)
J. Alex Haller
Miami (Americana)
William S. McCune
New Orleans (Marriott)
Robert M. Miles
Atlanta (Hyatt Regency)
William C. Cantey
Atlanta (Marriott Downtown)
Isidore Cohn, Jr.
New Orleans (Marriott)
W.C. Sumner
Washington DC (Shoreham)
William H. Moretz
Miami (Americana)
Felda Hightower
Atlanta (Marriott Downtown)
Benjamin F. Byrd, Jr.
New Orleans (Roosevelt)
George H. Yeager
Washington (Sheraton Park)
Curtis P. Artz
Miami (Americana)
Robert J. Coffey
Atlanta (Marriott Motor Hotel)
Amos R. Koontz (died in office)/Harvey Johnson			
Washington DC (Statler Hotel)
J.D. Martin, Jr.
Atlanta (Hilton)
Harwell Wilson
Miami Beach (Americana)
Walter C. Jones
Louisville (Brown Hotel)
Willard Parsons
Miami (Deauville Hotel)
B.T. Beasley
New Orleans
Murray M. Copeland
Miami
Howard Mahorner
Baltimore
J.O. Morgan
St. Petersburg (Vinoy Park Hotel)
Donald S. Daniel
Richmond (John Marshall Hotel)
J. Duffy Hancock
Atlanta (Biltmore)
J.R. Young
Birmingham
Harry L. Claud
Louisville
Joseph S. Stewart
Atlanta
C.C. Howard
Hollywood
R.L. Wilkinson
Washington
Gilbert F. Douglas
Biloxi
Herbert Acuff
Hollywood
Elmer L. Henderson
Louisville
Alton Ochsner
Memphis
WO R L D WA R I I
WO R L D WA R I I
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48
47
46
45
44
43
42
41
40
39
38
37
36
35
34
33
32
31
30
29
28
27
26
25
24
23
22
21
20
19
18
17
16
15
14
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PAST PRESIDENTS AND
MEETING LOCATIONS

CONTINUED

1942-1943
1941-1942
1940-1941
1939-1940
1938-1939
1937-1938
1936-1937
1935-1936
1934-1935
1933-1934
1932-1933
1931-1932
1930-1931
May 15, 1930

W O R L D W A R I I 		
Julian Rawls
Atlanta
Irvin Abell, Jr.
Richmond
R.L. Sanders
Birmingham
T.C. Davidson
Atlanta
Fred N. Rankin
Louisville
C. Jeff Miller (died in office)/John Darrington
Charlotte
William D. Haggard
New Orleans
Gerry R. Holden
Jacksonville
Frank K. Boland, Jr.
Nashville
Willis C. Campbell
Atlanta
Charles W. Roberts
Birmingham
Edgar G. Ballenger
Atlanta (Biltmore Hotel)
First Business Meeting Augusta

13
12
11
10
9
8
7
6
5
4
3
2
1
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DISTINGUISHED SERVICE AWARD
RECIPIENTS
1967		
1968
1969		
1971		
1973		
1974		
1975		
1976
1978		
1980		
1982		
1990		
1992		
1998		
2000		
2002		
2004		
2007		
2010		
2011		
2012		
2013		
2014		
2015		
2017
2018

Alton Oschner			
Harvey Stone
Howard R. Mahorner		
Murray M. Copeland		
Curtis P. Artz			
George H. Yeager		
J.D. Martin, Jr.
Harwell Wilson
J. Duffy Hancock
William S. McCune		
A. Hamblin Letton
Arlie R. Mansberger, Jr.
Richard J. Field, Jr.			
William E. Matory			
R. Benton Adkins
Talmadge A. “Joe” Bowden, Jr.
Jannette L. Crosby			
John E. Skandalakis		
Hiram C. Polk			
R. Phillip Burns
Henry L. Laws, II			
J. Patrick O’Leary
John B. Hanks			
J. David Richardson
Kenneth W. Sharp			
Frederick L. Greene

New Orleans, LA
Baltimore
New Orleans, LA
Houston, TX
Jackson, MS
Baltimore, MD
Atlanta, GA
Memphis, TN
Louisville, KY
Petoskey, MI
Atlanta, GA
Augusta, GA
Centreville, MS
Washington, DC
Nasjville, TN
Augusta, GA
Atlanta, GA
Atlanta, GA
Louisville, KY
Chattanooga, TN
Clanton, AL
Miami, FL
Charlottesville, VA
Louisville, KY
Nashville, TN
Charlotte, NC
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EDUCATIONAL OBJECTIVES
Surgeons must have access to educational activities developed around
professional practice gaps. For the Southeastern Surgical Congress, the
educational needs center on knowledge, competence and performance, which
tie secondarily to patient outcomes. Therefore, we provide evidence-based,
up-to-date information around a broad array of surgical topics so our meeting
attendees can gain education where information and skills need modification
to keep current. The Annual Scientific Meeting provides the latest information
by having expert lectures and panels arranged around recognized gaps in
patient care or professional development. In addition, scientific presentations
and posters are chosen and prioritized by a blinded, peer-review process
that ensures high quality, cutting-edge content. The Scientific Meeting
encompasses about 60 topics in general surgery that will be delivered through
podium/video presentations and our Resident Forum. In addition, over 300
posters have been accepted and will be presented and critiqued at the meeting.
At the end of this activity, participants will be able to:
• Analyze data about new/novel surgical procedures and the impact
this has on patient care
• Compare outcomes of traditional approaches to patient care compared
to new approaches
• Describe best practices in care of patients with breast and
colorectal cancer
• Identify areas in individual practices where change could be implemented
• Recognize how new technology can be implemented to improve patient
outcomes both in and out of the operating room
CME CERTIFICATES AND EVALUATION FORMS
Evaluation completion, CME and Self Assessment credit will be completed
online. You will receive emailed instructions on how to claim CME online
immediately following the conference.
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EDUCATIONAL OBJECTIVES

CONTINUED

DISCLOSURE INFORMATION
In compliance with the ACCME Accreditation Criteria, the American
College of Surgeons must ensure that anyone in a position to control the
content of the educational activity has disclosed all relevant financial
relationships with any commercial interest. All reported conflicts are
managed by a designated official to ensure a bias-free presentation. Please
see the insert to this program for the complete disclosure list.
The ACCME also requires that ACS manage any reported conflict and
eliminate the potential for bias during the session. Any conflicts noted
below have been managed to our satisfaction. The disclosure information is
intended to identify any commercial relationships and allow learners to
form their own judgments. However, if you perceive a bias during a session,
please report it on the evaluation.

CONTINUING MEDICAL EDUCATION
CREDIT INFORMATION
ACCREDITATION
This activity has been planned and implemented in accordance with
the Essential Areas and Policies of the Accreditation Council for
Continuing Medical Education (ACCME) through the joint providership
of the American College of Surgeons and the Southeastern Surgical
Congress. The American College of Surgeons is accredited by the
ACCME to provide continuing medical education for physicians.
AMA PRA Category 1 Credits™
Annual Meeting
The American College of Surgeons designates this live activity
for a maximum of 32.0 AMA PRA Category 1 Credits™. Physicians
should claim only the credit commensurate with the extent of their
participation in the activity.
Of the AMA PRA Category 1 Credits™ listed above, a maximum of
14.0 credits meet the requirements for Self-Assessment.
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GENERAL INFORMATION
HOTEL INFORMATION
The Westin Charlotte
601 South College Street, Charlotte, NC 28202
t: 704-375-2600
REGISTRATION HOURS
Location – Grand Promenade
Saturday
Sunday
Monday
Tuesday

8:00am – 6:00pm
7:00am – 5:00pm
7:00am – 5:30pm
6:15am – 12:00pm

EXHIBIT HALL HOURS
Location – Grand Ballroom AB
Sunday
Monday
Tuesday

Like us on Facebook
/southeasternsurgicalcongress
Follow us on Twitter
@SESC_AmSurg

#SESC19

6:15pm – 7:30pm
7:00am – 5:00pm
7:00am – 9:00am

SPEAKER READY ROOM HOURS
Location – Kings
Sunday
Monday

6:30am – 4:00pm
6:30am – 4:30pm

You are welcome to load your slides at the Audio/Visual table
in the back of the room where you are presenting if the Speaker
Ready Room is not open.
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SCHEDULE
AT A GLANCE
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SCHEDULE AT A GLANCE
SATURDAY, FEBRUARY 23, 2019			
8:00am – 5:00pm

Registration Open Grand Promenade

9:00am – 12:00pm Resident Forum Providence Ballroom I & II
10:20am – 10:35am Morning Break Providence Promenade
12:00pm – 1:00pm Resident Forum Luncheon Providence Ballroom III
1:00pm – 2:00pm

Postgraduate Course | Anorectal Surgery
Grand Ballroom CD

2:00pm – 2:50pm

Postgraduate Course | IBD and the General Surgeon
Grand Ballroom CD

2:50pm – 3:05pm

Afternoon Break Grand Promenade

3:00pm – 5:00pm

Mock Orals Providence I, II & III

3:05pm – 4:00pm

Postgraduate Course | Updates in Enhanced Recovery
Grand Ballroom CD

4:00pm – 5:00pm Postgraduate Course | Approaches to Parastomal
Hernia Treatment Grand Ballroom CD
7:30pm – 8:30pm

Young Surgeons Reception Harris
By invitation only
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SCHEDULE AT A GLANCE

CONTINUED

SUNDAY, FEBRUARY 24, 2019			
7:00am – 5:00pm

Registration Open Grand Promenade

7:00am – 7:30pm

Exhibit Hall Open Grand Ballroom AB

6:30am – 4:00pm

Speaker Ready Room Kings

7:00am – 7:45am

Quickshot Oral Presentations Grand Ballroom AB
& Grand Promenade

7:00am – 8:00am

Continental Breakfast Grand Ballroom AB

7:00am – 8:00am

Breakfast Panel – Ask an APP! Grand Ballroom CD

7:00am – 8:00am

Industry Sponsored Breakfast —Thank you LeanTaas
Providence Ballroom III

8:00am – 8:30am

Opening Session Grand Ballroom CD

8:30am – 9:10am

A. Hamblin Letton Lecture | Susan Galandiuk MD
Grand Ballroom CD

9:10am – 11:50am

APP Symposium Providence Ballroom I & II

9:10am – 11:50am

Plenary Session 1 Grand Ballroom CD

10:05am – 10:25am Morning Break Grand Ballroom CD
11:50am – 12:30pm SESC Presidential Address: Strengthen Your Core
Kevin E. Behrns MD Grand Ballroom CD
12:30pm – 2:00pm Surgical Practice Luncheon: Career Transitions:
A Surgeon’s Tale Providence Ballroom III
12:30pm – 2:00pm Fellow, Resident & Medical Student Luncheon
Resiliency & Wellness Providence Ballroom I&II
12:30pm – 2:00pm American College of Surgeons Luncheon Park
2:00pm – 4:00pm American College of Surgeons Session
Grand Ballroom CD
4:00pm – 4:30pm

SESC Feliciano-Rozycki Historical Lecture
The Glove Made from Love: History of Surgical Attire
Rebecca C. Britt MD Grand Ballroom CD

4:30pm – 6:30pm

Resident Jeopardy!® | SESC Feud® Grand Ballroom CD

6:30pm – 7:30pm

SESC Reception Grand Ballroom AB
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SCHEDULE AT A GLANCE

CONTINUED

MONDAY, FEBRUARY 25, 2019			
7:00am – 5:00pm

Exhibit Hall Open Grand Ballroom AB

6:30am – 4:30pm

Speaker Ready Room Kings

7:00am – 5:30pm

Registration Open Grand Promenade

7:00am – 8:00am

Continental Breakfast Grand Ballroom AB

7:00am – 8:00am

Women in Surgery Breakfast Sharon

7:00am – 8:00am

Quickshot Oral Presentations Grand Ballroom AB
& Grand Promenade

8:00am – 8:50am

State of the Art Lecture: The Multidisciplinary
Management of Rectal Cancer: An Evolution to
Revolution | David Shibata, MD Grand Ballroom CD

8:50am – 9:30am

Roger T. Sherman Lecture | Martin Croce MD
Grand Ballroom CD

9:30am – 9:40am

Morning Break Grand Ballroom AB

9:40am – 11:20am

Plenary Session 2 Grand Ballroom CD

11:20am – 12:00pm Henry Laws Lecture: Practice Based Learning and
Assessment for the 21st Century Surgeon
Mary Hawn MD Grand Ballroom CD
12:00pm -1:30pm

Business Meeting & Luncheon (Members Only)
Providence Ballroom I & II

1:30pm – 3:10pm

Plenary Session 3 Grand Ballroom CD

3:10pm – 4:10pm

Debate | Role of Axillary Node Dissection in Breast
Cancer: Relevant or Relic? Grand Ballroom CD

4:10pm – 4:30pm

Afternoon Break Grand Ballroom AB

4:30pm – 5:30pm

Parallel Session 4A Grand Ballroom CD

4:30pm – 5:30pm

Parallel Session 4B Providence Ballroom I & II

5:40pm – 7:10pm

Video Interactive Session Grand Ballroom CD
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SCHEDULE AT A GLANCE

CONTINUED

TUESDAY, FEBRUARY 26, 2019			
6:15am – 12:00pm

Registration Open Grand Promenade

6:15am – 9:00am

Exhibit Hall Open Grand Ballroom AB

6:15am – 7:00am

Quickshot Oral Presentations Grand Ballroom AB
& Grand Promenade

6:15am – 7:00am

Continental Breakfast Grand Ballroom AB

7:00am – 8:45am

Parallel Session 5A Grand Ballroom CD

7:00am – 8:45am

Parallel Session 5B Providence Ballroom I & II

8:45am – 9:00am

Morning Break Grand Ballroom AB

9:00am – 10:00am Trauma Centers—Too Many, or Not Enough?
Grand Ballroom CD
10:00am – 12:00pm Plenary Session 6 Grand Ballroom CD
12:00pm – 12:10pm Closing Announcements & Awards Grand Ballroom CD
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SAVE THE DATE

2020 Annual Meeting
February 8 – 11, 2020
Sheraton New Orleans Hotel
New Orleans, Louisiana
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FEATURED
LECTURES
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PRESIDENTIAL ADDRESS
Strengthen Your Core

Sunday, February 24, 2019
11:50am – 12:30pm Grand Ballroom CD

Introduction: Rebecca Britt, MD
Eastern Virginia Medical School
Presenter: Kevin E. Behrns, MD
Saint Louis University, School of Medicine
In January, 2017, Dr. Kevin E. Behrns assumed the role of Vice President for
Medical Affairs and Dean of the School of Medicine at Saint Louis University.
Dr. Behrns, a summa cum laude graduate from the University of St. Thomas,
attended the Mayo Graduate School of Medicine and completed his general
surgery residency training in 1995. He was an assistant and associate
professor at the University of North Carolina from 1995-2005. In July 2005,
he was recruited to the University of Florida where he served as chief of the
division of general surgery, vice chairman, interim chairman and in July 2009,
was appointed the Edward R. Woodward Professor and Chairman of the
University of Florida Department of Surgery.
Dr. Behrns’ clinical interests are focused on benign and malignant pancreatic
and biliary diseases. He has been a co-investigator on NIH-funded projects
that study chronic liver injury, ischemia/reperfusion injury to the liver,
mitochondrial dysfunction, and hepatocyte autophagy related to liver injury.
Dr. Behrns was on the University of Florida Health (UF Health) Board of
Directors and chairman of the UF Health Board Quality Committee. He was
chairman of the UF College of Medicine Compensation Committee and served
as an officer in the UF Florida Physicians Practice Plan, and as the Surgical
Director of Perioperative Services.
Dr. Behrns is a senior director on the American Board of Surgery and the
American Board of Plastic Surgery. He completed a term on the Executive
Committee of the American College of Surgeons Board of Governors. He is
the current president of the Halsted Society and the Southeastern Surgical
Congress.
He is co-editor of Surgery, former editor-in-chief of the Year Book of Surgery
and an editorial board member of the Journal of the American College of
Surgeons, HPB, and the American Journal of Surgery.

20

A. HAMBLIN LETTON LECTURE
This lecture is named for Dr. A. Hamblin Letton to recognize his contributions
to the Congress and the field of surgery. His special surgical interest was
oncology and, more specifically, breast cancer, which led to the creation of
the Breast Center at Georgia Baptist Medical Center, now Atlanta Medical
Center. His interest extended to the national forum by service on the Advisory
Committee on Cancer Control for the National Cancer Institute and as
President of the National American Cancer Society. Dr. Letton’s service to
the Congress began as a young surgeon, and he succeeded Dr. B. T. Beasley,
the original Secretary of the Congress, in 1960. He retired as the SecretaryDirector of the Congress in 1986. Dr. Letton passed away on January 13, 2010,
at the age of 93.

The Changing Face
of Colon Cancer
Sunday, February 24, 2019
8:30am – 9:10am Grand Ballroom CD
Introduction: Kevin Behrns, MD
Saint Louis University, School of Medicine
Presenter: Susan Galandiuk, MD
University of Louisville
Dr. Susan Galandiuk is Professor of Surgery at the University of Louisville
School of Medicine in Kentucky, USA; she is also Director of the Price Institute
of Surgical Research and of the Section of Colorectal Surgery there. She
is Editor-in-Chief of the American Society of Colon and Rectal Surgeons’
professional journal, Diseases of the Colon & Rectum. Dr. Galandiuk’s primary
clinical interests are in inflammatory bowel disease and advanced and
recurrent rectal cancer. Her research focuses upon molecular mechanisms
of carcinogenesis in colorectal cancer and biomarker development for the
detection of colorectal neoplasia.
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ROGER T. SHERMAN LECTURE
This lecture is named for Dr. Roger T. Sherman to honor his contributions to
the Congress, the field of surgery and trauma. Dr. Sherman became a member
of the Congress while still a resident and presented one of the first Gold Medal
Forum papers. He was President of the Congress in 1984-1985, and was
named Secretary-Director in 1986. He served in that capacity until 1993. Dr.
Sherman was Whitaker Professor of Surgery at Piedmont Hospital and Emory
University School of Medicine when he retired in October 1997. Dr. Sherman
passed away on April 9, 2006, at the age of 82.

The Evolution of Colon
Wound Management

Monday, February 25, 2019
8:50am – 9:30am Grand Ballroom CD
Introduction: Kevin Behrns, MD
Saint Louis University, School of Medicine
Presenter: Martin A. Croce, MD, FACS
University of Tennessee Health Science Center
Martin A. Croce, MD, FACS, was born in Camden, NJ, in 1957. He obtained
a Bachelor of Science from the University of Notre Dame in 1979, and his
medical degree from the University of Tennessee in 1983. He completed
his residency at the University of Tennessee in 1988 and then completed
a Fellowship in Surgical Critical Care at the University of Miami, Jackson
Memorial Hospital in 1989. He returned to the Department of Surgery at the
University of Tennessee in 1989. He currently is Professor of Surgery and Chief
of Trauma and Surgical Critical Care at the University of Tennessee Health
Science Center in Memphis. He presently serves as the President-Elect for the
American Association for the Surgery of Trauma, First Vice President of the
Southern Surgical Association, and also is a Director for the American Board
of Surgery. His research interests include all aspects of the care of the trauma
patient, with a particular interest in ventilator-associated pneumonia.

22

HENRY L. LAWS, II LECTURE
This lecture is named after Henry L. Laws, II to honor his contributions to
the Congress and the field of surgery. Dr. Laws joined the Congress in 1967
and served as President in 1997-1998. He received the Distinguished Service
Award in 2012. During his surgical career, Dr. Laws was in private practice,
served on the faculty of University of Alabama-Birmingham, was Director of
Surgical Residency at Carraway Methodist Medical Center and was a surgeon
at the Norwood Clinic. Dr. Laws had a passion for not only clinical care but
also for medical education. Dr. Laws passed away on February 25, 2014, at the
age of 81.

Practice-Based Learning
and Assessment for the
21st Century Surgeon

Monday, February 25, 2019
11:20am – 12:00pm Grand Ballroom CD
Introduction: Kevin Behrns, MD
Saint Louis University, School of Medicine
Presenter: Mary Hawn, MD, FACS
Stanford University
Dr. Mary T. Hawn is the Stanford Medicine Professor of Surgery and Chair
of the Department of Surgery at Stanford University. Dr. Hawn, a native
of Michigan, received her education and general surgical training at the
University of Michigan. She completed her minimally invasive surgical
fellowship at Oregon Health and Sciences University. Her clinical area of
specialty is minimally invasive foregut surgery. Dr. Hawn is a funded health
services researcher and her projects focus on quality measurement and
policy in surgical populations. She is a Director for the American Board of
Surgery and serves on the editorial board of Annals of Surgery, Journal of the
American College of Surgeons, Journal of Gastrointestinal Surgery and the
American Journal of Surgery. Dr. Hawn has several additional leadership roles
in American Surgery including Chair of the American College of Surgeons
Scientific Forum Committee and as Treasurer and a Trustee for the Surgical
Society of the Alimentary Tract. She is the co-Editor of the surgical textbook
Operative Techniques in Surgery.
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FELICIANO-ROZYCKI HISTORICAL LECTURE
The Feliciano-Rozycki Historical Lecture is named after SESC past presidents,
and spouses, dedicated to the growth and future of SESC and its mission.
David Feliciano served as SESC President in 2016-2017, and Grace Rozycki served
as SESC President in 2011-2012.

The Glove Made from Love:
History of Surgical Attire
Sunday, February 24, 2019
4:00pm – 4:30pm Grand Ballroom CD

Introduction: Kevin Behrns, MD
Saint Louis University, School of Medicine
Presenter: Rebecca C. Britt, MD, FACS
Eastern Virginia Medical School
Dr. Britt obtained her M.D. degree from Eastern Virginia Medical School in 1998. She
completed her General Surgical Residency at Boston Medical Center in 2003 and her
Surgical Critical Care Fellowship at EVMS in 2004. She joined the faculty at EVMS in
2004, was promoted to Associate Professor in 2011 and Professor in 2017. She is the
Robert L. Payne Professor of Surgery as well as holds the EVMS/Sentara Endowed Chair
for Academic Leadership Advancement.
Dr. Britt is the Associate Program Director for the General Surgery Residency. She is
the Surgical Director of the EVMS/Sentara Center for Surgical Education which is an
American College of Surgeons Accredited Education Institute since 2010. Her research
interests include simulation and surgical education as well as Acute Care Surgery.
Her clinical interests include Acute Care Surgery, laparoscopic surgery, breast cancer
surgery and general surgery. She was awarded the EVMS Presidents Faculty Award for
Excellence in 2015.
Dr. Britt is an active participant in resident and medical student education, leading
several multidisciplinary curriculum development groups for procedural simulation.
Dr. Britt has served on a number of EVMS committees, including Appointments and
Promotions, Faculty Awards, Student Progress, and the Medical Education Committee.
Dr. Britt is the Chief of Surgery at Sentara Norfolk General Hospital, where she serves
on the Surgery Executive Committee and the General Surgery Task Force.
Dr. Britt is the President-elect of Southeastern Surgical Congress. She serves on the
Advisory Council for General Surgery for the American College of Surgeons. She is the
Past-President of the Virginia Chapter of the American College of Surgeons. She was a
member of the Executive Committee for the Young Fellows Council of the American College
of Surgeons from 2011-2016, where she directed the Mentoring and Speed Mentoring
Programs, as well as served as Chair of the Advocacy workgroup. She was the EVMS
representative to the AAMC Council for Faculty and Academic Societies from 2013-2017.
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STATE OF THE ART LECTURE
The Multidisciplinary
Management of Rectal Cancer:
An Evolution to Revolution
Monday, February 25, 2019
8:00am – 8:50am Grand Ballroom CD

Introduction: Kevin Behrns, MD
Saint Louis University, School of Medicine
Presenter: David Shibata, MD, FACS
University of Tennessee Health Science Center
Dr. David Shibata is the Scheinberg Endowed Chair in Surgery, Professor
and Chairman of the Department of Surgery and Surgeon-in-Chief at the
University of Tennessee Health Science Center in Memphis, TN.
Dr. Shibata completed his residency in General Surgery at the Beth Israel
Deaconess Medical Center in Boston, MA and subsequently received his
Surgical Oncology fellowship training at Memorial Sloan-Kettering Cancer
Center in New York, NY.
Dr. Shibata’s clinical practice is dedicated to the treatment of patients with
colorectal cancer. He has expertise in robotic and laparoscopic minimally
invasive approaches to the treatment of colorectal cancer. He has also had
a longstanding interest in the management of patients with high risk and
hereditary colorectal cancer.
Dr. Shibata sits on the NCCN guidelines panel for cancers of the colon,
rectum and anus and is a member of the Lower GI Cancer expert panel of the
American Joint Cancer Commission. He serves on the editorial boards of the
Annals of Surgical Oncology, Journal of the National Cancer Institute and JNCI
Cancer Spectrum.
Dr. Shibata’s NIH-funded research laboratory focuses on the study of
epigenetic mechanisms such as DNA methylation that contribute to the
development of colorectal cancer and HPV-associated malignancies.
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LOCAL ATTRACTIONS
The Westin Charlotte is conveniently located near the
center of uptown in the Queen City: https://www.charlottesgotalot.com/
U.S National Whitewater Center
https://usnwc.org/play/
The U.S. National Whitewater Center (USNWC) is dedicated to the promotion
of the active, outdoor lifestyle. Since 2006, the USNWC has been promoting
access to the outdoors for all levels of participants through its all-day pass
programs, instruction, leadership school as well as festivals, races and other
outdoor events. Whether you visit the Center’s 1,300 acres on the Catawba
River.
Mint Museum Uptown
https://mintmuseum.org/mint-museum-uptown/
Designed by Machado and Silvetti Associates of Boston, the five-story,
145,000-square-foot facility combines inspiring architecture with cuttingedge exhibitions to provide visitors with unparalleled educational and
cultural experiences.
7th Street Public Market
http://www.7thstreetpublicmarket.com/
For a taste of Charlotte’s home-grown produce, head to 7th Street Public
Market, located about half a mile west of the city center. At this indoor
marketplace, you’ll find a selection of local produce, wines, flowers and
sweet and savory treats.
NASCAR Hall of Fame
http://www.nascarhall.com/
Conveniently located in Uptown Charlotte, North Carolina, the NASCAR Hall
of Fame is an interactive entertainment attraction honoring the history and
heritage of NASCAR. The high-tech venue, designed to educate and entertain
race fans and non-fans alike, and includes artifacts, hands-on exhibits, a
278-person state-of-the-art theater, Hall of Honor, Buffalo Wild Wings
restaurant, NASCAR Hall of Fame Gear Shop.
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SCHEDULE

SATURDAY, FEBRUARY 23

SATURDAY, FEBRUARY 23, 2019
8:00am – 5:00pm | Grand Promenade
Registration Open
9:00am – 12:00pm | Providence Ballroom I & II
Resident Forum
Moderator(s):
Kevin Y. Pei MD| Texas Tech University Health Sciences Center
Melina R. Kibbe MD | University of North Carolina
9:05am – 9:20am
RF 1. MINIMIZING FUTILE CARE FOR PERITONITIS: AN ANALYSIS OF
EARLY POSTOPERATIVE DEATH AFTER EMERGENT LAPAROTOMY
Angela Kao MD | Atrium Health
Invited Discussant: Amy N. Hildreth MD | Wake Forest Baptist Medical
Center
9:20am – 9:35am
RF 2. FAILURE OF NON-OPERATIVE MANAGEMENT OF SPLENIC
LACERATIONS IN TRAUMA PATIENTS ON ANTICOAGULATION
Kristen Dougherty MS | Eastern Virginia Medical School
Invited Discussant: Jose Diaz MD | University of Maryland School of
Medicine
9:35am – 9:50am
RF 3. FAILURE TO RESCUE: A QUALITY IMPROVEMENT IMPERATIVE
IN ACHIEVING ZERO DEATH IN DAMAGE CONTROL LAPAROTOMY
PATIENTS
Alison Smith MD, PhD | Tulane University School of Medicine
Invited Discussant: Wendy R. Greene MD | Emory University
9:50am – 10:05am
RF 4. THE DESEGREGATION OF GRADY MEMORIAL HOSPITAL
AND THE CHANGING SOUTH
Brendan Lovasik MD | Emory University
Invited Discussant: Dennis Ashley MD | Medical Center of Central
Georgia-Navicent Health
Indicates Gold Medal Award Finalist
*Please reference the “Quickshot Orals” section for a complete list of presentations within each session
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SCHEDULE

CONTINUED

SATURDAY, FEBRUARY 23

10:05am – 10:20am
RF 5. TRANSVERSUS ABDOMINIS PLANE BLOCKS IN COLORECTAL
SURGERY: BETTER PAIN CONTROL AND PATIENT OUTCOMES WITH
LIPOSOMAL BUPIVACAINE COMPARED TO BUPIVACAINE
Lucinda Guerra MD | Providence Hospital
Invited Discussant: Jean Ashburn MD | Wake Forest Baptist Medical
Center
10:20am – 10:35am | Providence Promenade
Morning Break
10:40am – 10:55am
RF 6. PHYSIOLOGIC TENSION: TECHNIQUE FOR MEASURING
AND BASELINE VALUES
Paul Tenzel MD | New Hanover Regional Medical Center
Invited Discussant: S. Scott Davis MD | Emory University
10:55am – 11:10am
RF 7. EVALUATION OF OPERATIVE WASTE IN A MILITARY MEDICAL
CENTER ANALYSIS OF OPERATING ROOM COST AND WASTE DURING
SURGICAL CASES
Elizabeth Rose MD | Dwight D. Eisenhower Army Medical Center
Invited Discussant: Kenneth A. Lipshy MD | Salisbury VA Healthcare
System
11:10am – 11:25am
RF 8. DOES DISTANCE TO THE TRANSPLANT CENTER AFFECT
POST KIDNEY TRANSPLANT READMISSION RATES?
Jessica Schucht MD | University of Louisville
Invited Discussant: Prabhakar K. Baliga MD | Medical University of South
Carolina
11:25am – 11:40am
RF 9. ANALYSIS OF A MULTIMODAL, ALGORITHMIC APPROACH
FOR THE TREATMENT OF LIVER ABSCESSES
Ryan Pickens MD | Atrium Health
Invited Discussant: Jessica Cioffi MD | University of Florida

Indicates Gold Medal Award Finalist
*Please reference the “Quickshot Orals” section for a complete list of presentations within each session
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SCHEDULE

CONTINUED

SATURDAY, FEBRUARY 23

11:40am – 11:55am
RF 10. PEDIATRIC TRAUMA SYSTEM EVALUATION BEFORE AND AFTER
LEVEL 2 VERIFICATION AT SANFORD MEDICAL CENTER FARGO
Michael Dixon MD | University of North Dakota
Invited Discussant: Don Nakayama MD | University of North Carolina
12:00pm – 1:00pm | Providence Ballroom III
Resident Forum Luncheon
Moderator(s):
Bruce Ramshaw MD | University Surgeons Associates
Workplace Bullying Among U.S. Surgeons
Kevin Y. Pei MD| Texas Tech University Health Sciences Center
How to Manage Difficult People
Melina R. Kibbe MD | University of North Carolina
1:00pm – 5:00pm
Postgraduate Course | Grand Ballroom CD
Moderator(s):
Jahnavi Srinivasan MD | Emory University
1:00pm – 2:00pm
Anorectal Surgery
Perirectal Abscess and Seton Management
Terrah Paul Olson MD | Emory University
Hemorrhoidectomy and Anal Fissures
Jean Ashburn MD | Wake Forest Baptist Medical Center
Treatment of Anal Dysplasia
Jeremiah Deneve DO| University of Tennessee Medical Center, Memphis
2:00pm – 2:50pm
IBD and the General Surgeon
Urgent/Emergent Management of Crohn’s
Alessandro Fichera MD | University of North Carolina
Urgent/Emergent Management of Ulcerative Colitis
Tim Sadiq MD| University of North Carolina
Indicates Gold Medal Award Finalist
*Please reference the “Quickshot Orals” section for a complete list of presentations within each session
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SCHEDULE

CONTINUED

SATURDAY, FEBRUARY 23

2:50pm – 3:05pm | Grand Promenade
Afternoon Break
3:05pm – 4:00pm
Updates in Enhanced Recovery
Update of Best Practices as Evidenced by the Colorectal Literature
Kristen Halm MD | Geisinger Medical Center
Use of Multimodal Analgesia Toward a Narcotic Sparing Regimen
Alexander T. Hawkins MD, MPH | Vanderbilt University Medical Center
“Prehabilitation/Frailty” in the Colorectal Population
Traci Hedrick MD | University of Virginia Health System
4:00pm – 5:00pm
Approaches to Parastomal Hernia Treatment
S. Scott Davis, Jr. MD | Emory University
Jeremy Warren MD | University of South Carolina
3:00pm – 5:00pm | Providence I, II & III
Mock Orals (pre-registration required)
7:30pm – 8:30pm
Young Surgeons Reception Harris
By invitation only

Indicates Gold Medal Award Finalist
*Please reference the “Quickshot Orals” section for a complete list of presentations within each session
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SCHEDULE

CONTINUED

SUNDAY, FEBRUARY 24

SUNDAY, FEBRUARY 24, 2019
7:00am – 5:00pm | Grand Promenade
Registration Open
7:00am – 7:30pm | Grand Ballroom AB
Exhibit Hall Open
6:30am – 4:00pm | Kings
Speaker Ready Room
7:00am – 7:45am | Grand Ballroom AB & Grand Promenade
Quickshot Oral Presentations 1*
7:00am – 8:00am | Grand Ballroom AB
Continental Breakfast
7:00am – 8:00am | Providence Ballroom III
Industry Sponsored Breakfast—Thank You LeanTaas!
7:00am – 8:00am | Grand Ballroom CD
Breakfast Panel—Ask an APP!
Moderator(s):
Lindsay O’Meara CRNP | University of Maryland Medical Center
Audrey Cook PA-C | University of North Carolina
8:00am – 8:30am | Grand Ballroom CD
Opening Session
Invocation: Frederick L. Greene MD | Levine Cancer Institute
8:30am – 9:10am | Grand Ballroom CD
A. Hamblin Letton Lecture
Introduction: Kevin Behrns MD | Saint Louis University, School of Medicine
The Changing Face of Colon Cancer
Susan Galandiuk MD | University of Louisville

Indicates Gold Medal Award Finalist
*Please reference the “Quickshot Orals” section for a complete list of presentations within each session
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SCHEDULE

CONTINUED

SUNDAY, FEBRUARY 24

9:10am – 11:50am | Providence Ballroom I & II
APP Symposium
Moderator(s):
Alan Marr MD | LSU Health Sciences Center School of Medicine
Lindsay O’Meara CRNP | University of Maryland Medical Center
Welcome
Alan Marr MD | LSU Health Sciences Center School of Medicine
Post-Operative Pain Control
Jennifer Zeller CRNP | University of Maryland Medical System
Developing a Quality Safety/Program Committee for Your Practice
Barbara C. Eaton CRNP | University of Maryland Medical System
Panel Q&A
Barbara C. Eaton CRNP | University of Maryland Medical System
Jennifer Zeller CRNP | University of Maryland Medical System
10:05am – 10:25am | Grand Ballroom AB
Morning Break
Modernization of the Scope of Practice of Surgical Specialists
Bonnie Koepp FNP-C, WCC, CWS, FACCWS, FA | UMCNO
Interesting Cases
Anita Matherley NP-C | Navicent Health
Sarah Rosenberger CRNP | University of Maryland Medical System
Panel Q&A
Anita Matherley NP-C | Navicent Health
Bonnie Koepp FNP-C, WCC, CWS, FACCWS, FA | UMCNO
Sarah Rosenberger CRNP | University of Maryland Medical System

Indicates Gold Medal Award Finalist
*Please reference the “Quickshot Orals” section for a complete list of presentations within each session

34

SCHEDULE

CONTINUED

SUNDAY, FEBRUARY 24

9:10am – 11:50am | Grand Ballroom CD
Plenary Session 1
Moderator(s):
Kevin Behrns MD | Saint Louis University, School of Medicine
Courtney Scaife MD | University of Utah
9:10am – 9:25am
1. USING A MOBILE APP FOR REALTIME COLLECTION OF PATIENT
REPORTED OUTCOMES IN HEPATOPANCREATOBILIARY SURGERY
WITHIN AN ENHANCED RECOVERY AFTER SURGERY PATHWAY:
PILOT STUDY INTERIM ANALYSIS
Ryan Pickens MD | Atrium Health
Invited Discussant: Perry Shen MD | Wake Forest Baptist Medical Center
9:25am – 9:40am
2. MULTIMODAL PREOPERATIVE LOCALIZATION IMPROVES
OUTCOMES IN REOPERATIVE PARATHYROIDECTOMY: A 25 YEAR
SURGICAL EXPERIENCE
Snehal Patel MD | Emory University
Invited Discussant: W. Heath Giles MD | University Surgical Associates
9:40am – 9:55am
3. GENDER DISPARITIES IN THE PRESENTATION OF GALLBLADDER
DISEASE
Levi Daugherty DO | West Virginia University
Invited Discussant: Brent D. Matthews MD | Atrium Health
9:55am – 10:05am
V1. LAPAROSCOPIC PERCUTANEOUS EXTRAPERITONEAL CLOSURE
(LPEC) OF PEDIATRIC INGUINAL HERNIAS
Keila Diaz MD | University of Puerto Rico
10:05am – 10:25am | Grand Ballroom AB
Morning Break
10:25am – 10:40am
4. GERIATRIC SURGICAL PROGRAM: IMPLEMENTATION, GROWTH,
AND SUSTAINABILITY
Ellen McHugh CRNP | St. Luke’s University Health Network
Invited Discussant: Michael Nussbaum MD | Virginia Tech Carilion
School of Medicine
Indicates Gold Medal Award Finalist
*Please reference the “Quickshot Orals” section for a complete list of presentations within each session
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SCHEDULE

CONTINUED

SUNDAY, FEBRUARY 24

10:40am – 10:55am
5. AVOIDING PITFALLS IN INSULINOMAS BY PREOPERATIVE
LOCALIZATION WITH A DUAL IMAGING APPROACH
Kimberly Ramonell MD | Emory University
Invited Discussant: Reid Adams MD | University of Virginia Health
System
10:55am – 11:05am
V 2. LAPAROSOCIC REPAIR OF A GIANT PARAESOPHAGEAL HERNIA
Kristen Quinn MD | Medical University of South Carolina
11:05am – 11:20am
6. ENHANCED RECOVERY AFTER SURGERY PROTOCOLS EXPANDED
OVER EIGHT SERVICE LINES IMPROVES PATIENT CARE
Michelle Fillion MD, MS | New Hanover Regional Medical Center
Invited Discussant: William Cobb MD | Greenville Hospital System
11:20am – 11:35am
7. NOVEL TECHNIQUE TO REDUCE THE INCIDENCE OF SURGICAL
SITE INFECTION FOLLOWING COLORECTAL SURGERY
Danielle Kay MD | University of Kentucky
Invited Discussant: LD Britt MD, MPH | Eastern Virginia Medical School
11:35am – 11:50am
8. AN INSTITUTION’S 5-YEAR EXPERIENCE WITH ROBOTIC
TRANSHIATAL ESOPHAGECTOMY
Sharona Ross MD | Florida Hospital Tampa
Invited Discussant: Emmanuel Zervos MD | East Carolina University,
Brody School of Medicine
11:50am – 12:30pm | Grand Ballroom CD
SESC Presidential Address
Introduction: Rebecca Britt MD | Eastern Virginia Medical School
Strengthen Your Core
Kevin Behrns MD | Saint Louis University, School of Medicine

Indicates Gold Medal Award Finalist
*Please reference the “Quickshot Orals” section for a complete list of presentations within each session
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SCHEDULE

CONTINUED

SUNDAY, FEBRUARY 24

12:30pm – 2:00pm | Providence Ballroom III
Surgical Practice Luncheon
Career Transitions: A Surgeon’s Tale
Moderator(s):
Virginia O. Shaffer MD | Emory University
Presenters:
Gene Branum MD | Ketchum, ID
Don Nakayama MD| University of North Carolina
Susan Hoover MD | Moffitt Cancer Center
Elizabeth Dreesen MD | University of North Carolina
Bryant W Wilson MD | Piedmont Hospital Atlanta
12:30pm – 2:00pm | Providence Ballroom I & II
Fellow, Resident & Medical Student Luncheon
Resiliency & Wellness
Moderator(s):
Sunil Geevarghese MD | Vanderbilt University Medical Center
System-Wide Approach to Wellness and Resiliency
Julie Freischlag MD | Wake Forest Baptist Medical Center
Prevention, Recognition and Intervention
Wayne Sotile PhD | Sotile Center for Resilience; Center for Physician
Resilience
Panelists:
Julie Freischlag MD | Wake Forest Baptist Medical Center
Wayne Sotile PhD | Sotile Center for Resilience; Center for Physician Resilience
John Green MD | Atrium Health
John Porterfield MD | University of Alabama at Birmingham
12:30pm – 2:00pm | Park
American College of Surgeons Luncheon
Moderator(s):
David B. Hoyt MD, FACS | American College of Surgeons
Opening Remarks and ACS Update
David B. Hoyt MD, FACS | American College of Surgeons
Outcomes
Dr. Frank Opelka MD, FACS | American College of Surgeons
Simulation
Ajit K. Sachdeva MD, FACS | American College of Surgeons
Indicates Gold Medal Award Finalist
*Please reference the “Quickshot Orals” section for a complete list of presentations within each session
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SCHEDULE

CONTINUED

SUNDAY, FEBRUARY 24

2:00pm – 4:00pm | Grand Ballroom CD
American College of Surgeons Session
Moderator(s):
Kevin Behrns MD, FACS | Saint Louis University, School of Medicine
Introduction
David B. Hoyt MD, FACS | American College of Surgeons
The Aging Surgeon – Do I Have Enough to Retire?
R. Phillip Burns MD, FACS | University of Tennessee Medical Center,
Chattanooga
Programs for Young Surgeons/ACS in Social Media
Patricia L. Turner MD, FACS | American College of Surgeons
Hurricane Disaster Response
William Hope MD, FACS | New Hanover Regional Medical Center
4:00pm – 4:30pm | Grand Ballroom CD
SESC Feliciano-Rozycki Historical Lecture
Introduction: Kevin Behrns MD | Saint Louis University, School of Medicine
The Glove Made from Love: History of Surgical Attire
Rebecca Britt MD | Eastern Virginia Medical School
4:30pm – 6:30pm | Grand Ballroom CD
Resident Jeopardy! ® | SESC Feud®
Hosts:
Jeopardy!®: Katy Morgan MD | Medical University of South Carolina
SESC Feud®: Frederick L. Greene MD | Levine Cancer Institute
6:30pm – 7:30pm | Grand Ballroom AB & Grand Promenade
SESC Reception

Indicates Gold Medal Award Finalist
*Please reference the “Quickshot Orals” section for a complete list of presentations within each session
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SCHEDULE

CONTINUED

MONDAY, FEBRUARY 25

MONDAY, FEBRUARY 25, 2019
7:00am – 5:00pm | Grand Ballroom AB
Exhibit Hall Open
6:30am – 4:30pm | Kings
Speaker Ready Room
7:00am – 5:30pm | Grand Promenade
Registration Open
7:00am – 8:00am | Grand Ballroom AB
Continental Breakfast
7:00am – 8:00am | Grand Ballroom AB & Grand Promenade
Quickshot Oral Presentations 2*
7:00am – 8:00am | Sharon
Women in Surgery Networking Breakfast
8:00am – 8:50am | Grand Ballroom CD
State of the Art Lecture
Introduction: Kevin Behrns MD | Saint Louis University, School of Medicine
The Multidisciplinary Management of Rectal Cancer:
An Evolution to Revolution
David Shibata, MD | University of Tennessee Medical Center, Memphis
8:50am – 9:30am | Grand Ballroom CD
Roger T. Sherman Lecture
Introduction: Kevin Behrns MD | Saint Louis University, School of Medicine
The Evolution of Colon Wound Management
Martin A Croce MD | University of Tennessee Medical Center, Memphis
9:30am – 9:40am | Grand Ballroom AB
Morning Break

Indicates Gold Medal Award Finalist
*Please reference the “Quickshot Orals” section for a complete list of presentations within each session
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SCHEDULE

CONTINUED

MONDAY, FEBRUARY 25

9:40am – 11:20am | Grand Ballroom CD
Plenary Session 2
Moderator(s):
Rebecca Britt MD | Eastern Virginia Medical School
Jose Diaz MD | University of Maryland School of Medicine
9:40am – 9:55am
9. DECREASING ACCURACY OF THE EFAST EXAM—ANOTHER
CHALLENGE OF MORBID OBESITY
John Lucas BS | Virginia Commonwealth University
Invited Discussant: Alan Marr MD | LSU Health Sciences Center School
of Medicine
9:55am – 10:10am
10. FRAILTY AND PREDICTORS OF DISPOSITION DISCHARGE IN THE
ACUTE AND CRITICAL CARE SURGERY PATIENT: A COMPARISON OF
THREE FRAILTY SCORING INSTRUMENTS
Elizabeth Carpenter BS | Emory University
Invited Discussant: Laura Johnson MD | Medstar Washington Hospital
Center
10:10am – 10:25am
11. DEATH KNELL FOR “PROPHYLACTIC” VENA CAVA FILTERS
(PVCF)? A 20 YEAR EXPERIENCE WITH A VENOUS THROMBOEMBOLISM (VTE) GUIDELINE
Rathna Shenoy MD | Atrium Health
Invited Discussant: J. David Richardson MD | University of Louisville
10:25am – 10:35am
V 3. IRREVERSIBLE ELECTROPORATION OF NON-HEPATIC AND
NON-PANCREATIC CANCERS: A SINGLE SITE ASSESSMENT OF
FEASIBILITY AND OUTCOMES
Erika Simmerman DO | Medical College of Georgia at Augusta University
10:35am – 10:50am
12. DEVELOPING A SIMPLE CLINICAL SCORE FOR PREDICTING
MORTALITY AND NEED F0R ICU IN TRAUMA PATIENTS
Ansab Haider MD | Westchester Medical Center
Invited Discussant: Wendy Greene MD | Emory University
Indicates Gold Medal Award Finalist
*Please reference the “Quickshot Orals” section for a complete list of presentations within each session
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SCHEDULE

CONTINUED

MONDAY, FEBRUARY 25

10:50am – 11:05am
13. MISREPRESENTED ABUSE AND ASSAULT IN CHILDREN AND
TEENAGERS: FAILURE TO PREVENT
Joshua Parreco MD | University of Miami
Invited Discussant: Don Nakayama MD | University of North Carolina
11:05am – 11:20am
14. THE “DEATH DIAMOND” A BLACK HOLE FOR RESUSCITATION
Michael Farrell MD, MS | Christiana Care Health System
Invited Discussant: Glen Franklin MD | University of Louisville
11:20am – 12:00pm | Grand Ballroom CD
Henry L. Laws II Lecture
Moderator(s):
Kevin Behrns MD | Saint Louis University, School of Medicine
Practice Based Learning and Assessment for the 21st Century Surgeon
Mary Hawn MD | Stanford University
12:00pm -1:30pm | Providence Ballroom 1&II
Business Meeting & Luncheon (Members Only)
1:30pm – 3:10pm | Grand Ballroom CD
Plenary Session 3
Moderator(s):
Kenneth W. Sharp MD | Vanderbilt University Medical Center
Michael Meyers MD | University of North Carolina
1:30pm – 1:45pm
15. APPENDICEAL MALIGNANCY: THE HIDDEN RISKS OF
NON-OPERATIVE MANAGEMENT FOR ACUTE APPENDICITIS
Kristen Westfall MPH | University of North Carolina
Invited Discussant: James McLoughlin MD | University of Tennessee
Medical Center, Knoxville

Indicates Gold Medal Award Finalist
*Please reference the “Quickshot Orals” section for a complete list of presentations within each session
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CONTINUED

MONDAY, FEBRUARY 25

1:45pm – 2:00pm
16. EFFECT OF SURGICAL APPROACH ON NODE HARVEST
IN GASTRECTOMY: A SINGLE INSTITUTION STUDY
Michael Watson MD | Atrium Health
Invited Discussant: Alex Rosemurgy MD | Florida Hospital Tampa
2:00pm – 2:10pm
V 4. ROBOT-ASSISTED DISTAL GASTRECTOMY WITH D2
LYMPHADENECTOMY
Margaret Ferguson MD | University of Tennessee Medical Center,
Memphis
2:10pm – 2:25pm
17. OPTIMAL PAIN CONTROL FOR OUTPATIENT SURGERY
FOR CUTANEOUS MALIGNANCIES
Rachel Lewis MD | University of Tennessee Medical Center, Knoxville
Invited Discussant: John Stewart MD | University of Illinois, Chicago
2:25pm – 2:40pm
18. COMPARISON OF CALL-BACK RATES BETWEEN DIGITAL
MAMMOGRAPHY AND DIGITAL BREAST TOMOSYNTHESIS.
WHAT DIFFERENCE DOES IT MAKE?
Anthony Scott MD | Navicent Health, Mercer University School of
Medicine
Invited Discussant: George Furhman MD | Ochsner Clinic Foundation
2:40pm – 2:55pm
19. CAN I KEEP MY NIPPLE? FACTORS INFLUENCING THE SURGICAL
DECISION BETWEEN SKIN-SPARING AND NIPPLE-SPARING
MASTECTOMY
Anees Chagpar MD, MBA, MPH, MSc, MA | Yale University
Invited Discussant: Ingrid Meszoely MD | Vanderbilt University Medical
Center
2:55pm – 3:10pm
20. SURVIVAL OUTCOMES OF EARLY-STAGE HORMONE RECEPTOR
POSITIVE BREAST CANCER IN THE ELDERLY
Apoorve Nayyar MD | University of North Carolina
Invited Discussant: Anees Chagpar MD, MBA, MPH, MSc, MA | Yale
University
Indicates Gold Medal Award Finalist

*Please reference the “Quickshot Orals” section for a complete list of presentations within each session
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CONTINUED

MONDAY, FEBRUARY 25

3:10pm – 4:10pm | Grand Ballroom CD
Debate | Role of Axillary Node Dissection in Breast Cancer: Relevant or Relic?
Moderator(s):
Kevin Behrns MD | Saint Louis University, School of Medicine
Debate Participants:
Christine Laronga MD | Moffitt Cancer Center
Laura E. Witherspoon MD | University of Tennessee Medical Center,
Chattanooga
4:10pm – 4:30pm | Grand Ballroom AB
Afternoon Break
4:30pm -5:30pm | Grand Ballroom CD
Parallel Session 4A: Cancer
Moderator(s):
Marissa Howard-McNatt MD | Wake Forest Baptist Medical Center
Virginia Shaffer MD | Emory University
4:30pm – 4:37pm
21. UTILIZATION OF POST-MASTECTOMY RADIATION IN PATIENTS
TREATED FOR INVASIVE BREAST CANCER WITH MASTECTOMY
AND IMMEDIATE BREAST RECONSTRUCTION: A SINGLE CENTER
EXPERIENCE
Genevieve Hayek MD | Ochsner Clinic Foundation
4:37pm – 4:44pm
22. HUMAN ACELLULAR DERMAL MATRIX IS A VIABLE
ALTERNATIVE TO AUTOLOGOUS SKIN GRAFT IN PATIENT WITH
CUTANEOUS MALIGNANCY
Rachel Lewis MD | University of Tennessee Medical Center, Knoxville
4:44pm – 4:51pm
23. RISK FACTORS FOR POSTOPERATIVE HYPOTHYROIDISM
FOLLOWING THYROID LOBECTOMY
Megan Stevenson MD | University of Louisville
4:51pm – 4:58pm
24. THYROIDECTOMY REMAINS A SAFE OPTION FOR GRAVES’S
DISEASE
Aaron Feaster DO | Geisinger Medical Center
Indicates Gold Medal Award Finalist
*Please reference the “Quickshot Orals” section for a complete list of presentations within each session
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MONDAY, FEBRUARY 25

4:58pm – 5:05pm
25. EFFECT OF TRAVEL TIME FOR THYROID SURGERY ON
TREATMENT COST AND MORBIDITY
Adriana Ramirez MD, MPH | University of Virginia Health System
5:05pm – 5:12pm
26. THE EVOLVING LANDSCAPE OF ESOPHAGEAL CANCER:
A FOUR DECADE ANALYSIS
Alexander Rosemurgy MD | Florida Hospital Tampa
5:12pm – 5:19pm
27. THE IMPACT OF ADDITIONAL SURGICAL INTERVENTION (ASI)
AFTER CYTOREDUCTION AND HYPERTHERMIC INTRAPERITONEAL
CHEMOTHERAPY (HIPEC)
Jordan Raine BS | University of Tennessee Medical Center, Memphis
5:19pm – 5:26pm
28. THE UNDERSTATED MALIGNANCY POTENTIAL OF
NONOPERATIVE ACUTE APPENDICITIS: AN ANALYSIS OF
THE NSQIP DATABASE
Jaimie Seawell MS4 | The Edward Via College of Osteopathic Medicine
4:30pm -5:30pm | Providence Ballroom I&II
Parallel Session 4B: HPB/MIS/Education
Moderator(s):
Sunil Geevarghese MD, MSCI | Vanderbilt University Medical Center
Clancy Clark MD | Wake Forest Baptist Medical Center
4:30pm 4:37pm
29. CLINICALLY MEANINGFUL LABS FOR LEFT PANCREATECTOMY
USING THE AMERICAN COLLEGE OF SURGEONS NATIONAL
SURGICAL QUALITY IMPROVEMENT PROGRAM (R) SURGICAL RISK
CALCULATOR
Ryan Pickens MD | Atrium Health
4:37pm – 4:44pm
30. MARKEDLY ELEVATED CA19-9 DOES NOT PRECLUDE CURATIVE
SURGERY IN PATIENTS WITH PANCREATIC CANCER
Catalina Mosquera MD | East Carolina University
Indicates Gold Medal Award Finalist
*Please reference the “Quickshot Orals” section for a complete list of presentations within each session
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CONTINUED

MONDAY, FEBRUARY 25

4:44pm – 4:51pm
31. OUTCOMES IN HEPATOCELLULAR CARCINOMA LIVER
TRANSPLANTATION BEFORE AND AFTER THE MANDATED SIX
MONTH WAIT-TIME
Julio Sokolich MD | Tampa General Hospital
4:51pm – 4:58pm
32. THE FIRST 150 LIVER TRANSPLANTS AT A NEW PROGRAM
IN THE MODERN ERA
Kyle Curtis MS | University of Mississippi Medical Center
4:58pm – 5:05pm
33. LAPAR-ENDOSCOPIC SINGLE SITE VERSUS ROBOTIC REDO
HIATAL HERNIA REPAIR WITH FUNDOPLICATION: WHICH
APPROACH IS BETTER?
Iswanto Sucandy MD | Florida Hospital Tampa
5:05pm – 5:12pm
34. MODIFYING INTER-HOSPITAL HEPATOPANCREATOBILIARY
TRANSFERS BASED ON PREDICTIVE ANALYTICS
Ryan Pickens MD | Atrium Health
5:12pm – 5:19pm
35. VALUE OF A BURN SURGERY ROTATION IN SURGICAL
RESIDENCY
Laura S Johnson MD | Medstar Washington Hospital Center
5:19pm – 5:26pm
36. THE IMPACT OF GRIT AND SELF PROFILE ON RESIDENCY
SELECTION FOR 4TH YEAR MEDICAL STUDENTS
Daisy Proksch | Eastern Virginia Medical School

Indicates Gold Medal Award Finalist
*Please reference the “Quickshot Orals” section for a complete list of presentations within each session
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CONTINUED

MONDAY, FEBRUARY 25

5:40pm – 7:10pm | Grand Ballroom CD
Video Interactive Session
Moderator(s):
Wendy R. Greene MD | Emory University
Shaneeta Johnson MD | Morehouse School of Medicine
5:40pm – 5:48pm
V 5. HELLER MYOTOMY AND DOR FUNDOPLICATION FOR
FUNCTIONAL ESOPHAGOGASTRIC JUNCTION OUTFLOW
OBSTRUCTION: A VIDEO CASE REPORT
Timothy Mansour MD | University of South Alabama Medical Center
5:48pm – 5:56pm
V 6. ROBOTIC PERINEAL HERNIA REPAIR FOLLOWING
ABDOMINOPERINEAL RESECTION
Russell Farmer MD | University of Louisville
5:56pm – 6:04pm
V 7. ROBOT ASSISTED MEDIAN ARCUATE LIGAMENT RELEASE
Caroline Cox MD | Medical University of South Carolina
6:04pm – 6:12pm
V 8. LAPARO-ENDOSCOPIC SINGLE SITE (LESS) HIATAL HERNIA
REPAIR WITH NISSEN FUNDOPLICATION
Sharona Ross MD | Florida Hospital Tampa
6:12pm – 6:20pm
V 9. LAPAROSCOPIC LEFT ADRENALECTOMY IN A PATIENT WITH
EPISODIC ANXIETY, HYPERTENSION AND A LEFT ADRENAL MASS
WITH SURPRISING PATHOLOGY
Rafael De Ayala MD | University of Puerto Rico
6:20pm – 6:28pm
V 10. ROBOTIC TAPP REPAIR OF MORGAGNI HERNIA WITH MESH
Robert Flores MD | Brookwood Baptist Health System
6:28pm – 6:36pm
V 11. SLEEVE RESECTION OF COLOSTOMY PROLAPSE
Michael Arnold MD | Atrium Health
Indicates Gold Medal Award Finalist
*Please reference the “Quickshot Orals” section for a complete list of presentations within each session
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CONTINUED

MONDAY, FEBRUARY 25

6:36pm – 6:44pm
V 12. MINIMALLY INVASIVE MANAGEMENT OF SUBSTERNAL
GOITER: A CASE SERIES
Jessica Liu MD, MS | Emory University
6:44pm – 6:52pm
V 13. ROBOTIC ASSISTED LUNG CARCINOID TUMOR RESECTION
WITH BRONCHOPLASTY
Joseph Tingen MD | Greenville Health System
6:52pm – 7:00pm
V 14. ROBOTIC VERTICAL BANDED GASTROPLASTY REVISION
TO RETROCOLIC GASTRIC BYPASS WITH HIATAL HERNIA REPAIR
Anna Martin | Indiana University School of Medicine
7:00pm – 7:08pm
V 15. ROBOTIC LEFT HEMICOLECTOMY WITH TRANS RECTAL
SPECIMEN EXTRACTION: A VIDEO SUBMISSION
Clay Merritt DO | William Beaumont Army Medical Center
7:08pm – 7:16pm
V 16. UMBILICAL FLAP CLOSURE OF GASTROSCHISIS, DRESSING
CHANGES AND RESULTS
Karla Ruiz MD | University of Puerto Rico

Indicates Gold Medal Award Finalist
*Please reference the “Quickshot Orals” section for a complete list of presentations within each session
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TUESDAY, FEBRUARY 26

TUESDAY, FEBRUARY 26, 2019
6:15am – 12:00pm | Grand Promenade
Registration Open
6:15am – 9:00am | Grand Ballroom AB
Exhibit Hall Open
6:15am – 7:00am | Grand Ballroom AB & Grand Promenade
Quickshot Oral Presentations 3*
6:15am – 7:00am | Grand Ballroom AB
Continental Breakfast
7:00am – 8:45am | Grand Ballroom CD
Parallel Session 5A: Trauma
Moderator(s):
Amy Hildreth MD | Wake Forest Baptist Medical Center
David Feliciano MD | University of Maryland School of Medicine
7:00am – 7:07am
37. EFFECTS OF PREEXISTING PSYCHIATRIC ILLNESS ON
TRAUMATIC BRAIN INJURY OUTCOMES: A PROPENSITY-MATCHED
COHORT STUDY
Elianne Rojas DO | Christiana Care Health System
7:07am – 7:14am
38. HEADSTRIKES! ANTICOAGULATED GROUND LEVEL FALLS—
AN OPERATIONAL CHALLENGE
Michael Keyes MD | Grand Strand Medical Center
7:14am – 7:21am
39. IMPACT OF ANTICOAGULANT AND ANTIPLATELET USE ON
OUTCOMES IN BLUNT CHEST INJURY
Pascal Udekwu MBBS | WakeMed Health & Hospitals
7:21am – 7:28am
40. BEDSIDE INCENTIVE SPIROMETRY PREDICTS RISK OF
PULMONARY COMPLICATIONS IN PATIENTS WITH RIB FRACTURES
Craig Sadler MD | Eastern Virginia Medical School
Indicates Gold Medal Award Finalist
*Please reference the “Quickshot Orals” section for a complete list of presentations within each session
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CONTINUED

TUESDAY, FEBRUARY 26

7:28am – 7:35am
41. THE PREVALENCE OF BEERS CRITERIA MEDICATION USE AND
ASSOCIATIONS WITH FALLS IN GERIATRIC PATIENTS AT A LEVEL 1
TRAUMA CENTER
Benjamin Walker BS | Virginia Tech Carilion School of Medicine
7:35am – 7:42am
42. GERIATRIC TRAUMA SCREENING TOOL: PRE-INJURY
FUNCTIONAL STATUS DICTATES ICU DISCHARGE DISPOSITION
Lindsey Bridges DO | Medical Center of Central Georgia- Navicent Health
7:42am – 7:49am
43. SERVICE-BASED ADVANCED PRACTICE PROVIDERS:
THE SURGEON’S PERSPECTIVE
Barbara Eaton CRNP | University of Maryland School of Medicine
7:49am – 7:56am
44. EMERGENCY TRAUMA PROVIDERS AS EQUAL PARTNERS:
FROM ‘PROOF OF CONCEPT’ TO ‘OUTCOME PARITY’
Kathryn Kelley MD | St. Luke’s University Health Network
7:56am – 8:03am
45. POPULATION COVERAGE OF TRAUMA SYSTEMS:
WHAT DO HELICOPTERS ADD?
Weston Smedley BS | University of Alabama at Birmingham
8:03am – 8:10am
46. SHOULD HYPOTENSIVE TRAUMA PATIENTS EVER
BE TRANSFERRED TO A TRAUMA CENTER?
John Chipko MD | University of South Florida
8:10am – 8:17am
47. RISKS AND REALITIES OF DELAYED SPLENIC BLEEDING
Ian Kratzke MD | University of North Carolina
8:17am – 8:24am
48. DOES 24 HOUR BEDREST AFFECT OUTCOMES IN PATIENTS
WITH LOW GRADE (GRADE I-II) SPLENIC LACERATIONS OR
HEMATOMAS?
Jared Griffard MD | University of Tennessee Medical Center, Knoxville
Indicates Gold Medal Award Finalist
*Please reference the “Quickshot Orals” section for a complete list of presentations within each session
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CONTINUED

TUESDAY, FEBRUARY 26

8:24am – 8:31am
49. TRAUMA RECIDIVISM POST DISCHARGE MORTALITY—
IMPORTANT DIFFERENCES EXIST BETWEEN THE ADULT AND
GERIATRIC POPULATIONS
Ashley Gerrish MD | Virginia Tech Carilion School of Medicine
8:31am – 8:38am
50. HIGH SPEED MECHANISM AND ABNORMAL PREHOSPITAL
SHOCK INDEX PREDICT SEVERE INJURIES IN BLUNT MOTOR
VEHICLE TRAUMA
Nicholas Poulos BSc | Virginia Commonwealth University
7:00am – 8:45am | Providence Ballroom I &II
Parallel Session 5B: General Surgery/Critical Care
Moderator(s):
Dane Smith MD | Greenville Hospital System
John Green MD | Atrium Health
7:00am – 7:07am
51. SARCOPENIA AND OSTEOPENIA IN PATIENTS UNDERGOING
OPEN VENTRAL HERNIA REPAIR (OVHR)
Kathryn Schlosser MD | Atrium Health
7:07am – 7:14am
52. INCISIONAL HERNIA REPAIRS AFTER ABDOMINAL
ORGAN TRANSPLANTATION
Jacentha Buggs MD | Tampa General Hospital
7:14am – 7:21am
53. PARASTOMAL HERNIA REPAIR OUTCOMES:
A NINE-YEAR EXPERIENCE
You Wei Lin BS | University of Kentucky
7:21am – 7:28am
54. PROTOCOL SOLUTION FOR ABDOMINAL INCISION CLOSURE
(PROSAIC) STUDY TO DECREASE SURGICAL SITE INFECTION
Viet Le MD | Greenville Health System

Indicates Gold Medal Award Finalist
*Please reference the “Quickshot Orals” section for a complete list of presentations within each session
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CONTINUED

TUESDAY, FEBRUARY 26

7:28am – 7:35am
55. CLAVIEN-DINDO ANALYSIS OF NSQIP DATA OBJECTIVELY
MEASURES QUALITY AND PATIENT SATISFACTION
Lori Gurien MD, MPh | University of Florida College of Medicine,
Jacksonville
7:35am – 7:42am
56. NON-OPERATIVE MANAGEMENT OF COMPLICATED
APPENDICITIS
Charles Walker MD | Geisinger Medical Center
7:42am – 7:49am
57. TIMING OF CHOLECYSTECTOMY AFTER EMERGENT ERCP
FOR CHOLANGITIS
Sarah Severance MD | Indiana University School of Medicine
7:49am – 7:56am
58. DISTANCE FROM HOSPITAL AND SURGICAL OUTCOMES IN
EMERGENCY GENERAL SURGERY
Andrew Mitchell MD | Medical College of Georgia at Augusta University
7:56am – 8:03am
59. COMMUNITY HOSPITAL ENFORCEMENT OF EARLY
CHOLECYSTECTOMY FOR ACUTE CHOLECYSTITIS
Elizabeth Verrico DO | Hackensack Meridian Palisades Medical Center
8:03am – 8:10am
60. IMPACT OF LAPAROSCOPY ON TRAINING: ARE OPEN
APPENDECTOMY AND CHOLECYSTECTOMY ON THE BRINK
OF EXTINCTION? A MULTI-INSTITUTIONAL ANALYSIS OF THE
AMERICAN COLLEGE OF SURGEONS NATIONAL SURGICAL QUALITY
IMPROVEMENT PROGRAM DATABASE
Patrick Melmer MD | Grand Strand Medical Center
8:10am – 8:17am
61. NOT A ROUTINE CASE, WHY EXPECT THE ROUTINE OUTCOME?
QUANTIFYING THE INFECTIOUS BURDEN OF EMERGENCY
GENERAL SURGERY UTILIZING THE NATIONAL SURGICAL QUALITY
IMPROVEMENT PROGRAM (NSQIP)
Michael Arnold MD | Atrium Health
Indicates Gold Medal Award Finalist
*Please reference the “Quickshot Orals” section for a complete list of presentations within each session
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CONTINUED

TUESDAY, FEBRUARY 26

8:17am – 8:24am
62. VENTILATOR ASSOCIATED PNEUMONIA: HOW DO THE
DIFFERENT CRITERIA FOR DIAGNOSIS MATCH UP?
Christopher Carr MD, MPH | Tulane University School of Medicine
8:24am – 8:31am
63. SIX-MONTH MORTALITY IN GERIATRIC TRAUMA PATIENTS:
DOES ANEMIA AT DISCHARGE PLAY A ROLE?
Adrian Ong MD | Reading Hospital
8:31am – 8:38am
64. COMPARING MACHINE LEARNING ALGORITHMS FOR
PREDICTING ACUTE KIDNEY INJURY
Joshua Parreco MD | University of Miami
8:45am – 9:00am | Grand Ballroom AB
Morning Break
9:00am – 10:00am | Grand Ballroom CD
Trauma Centers – Too Many, or Not Enough?
Moderator(s):
Jose Diaz MD | University of Maryland
Perspectives of an Urban Trauma Center
Jose Diaz MD | University of Maryland
Perspectives of an Urban/Rural Trauma Center
Eric A. Toschlog MD | East Carolina University
Perspectives of an “Academic” Level II Program
Michael Schurr MD | Mountain Area Health Education Center (MAHEC)
Perspectives of a Level II Community Program
William D Dutton MD | Trident Medical Center

Indicates Gold Medal Award Finalist
*Please reference the “Quickshot Orals” section for a complete list of presentations within each session
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CONTINUED

TUESDAY, FEBRUARY 26

10:00am – 12:00pm | Grand Ballroom CD
Plenary Session 6
Moderator(s):
Bryan Richmond MD, MBA | West Virginia University, Charleston
Juan Duchesne MD | Tulane University
10:00am – 10:15am
65. THE IDEAL CANDIDATE FOR SUBCUTANEOUS ENDOSCOPICALLY
ASSISTED LIGATION (SEAL) OF THE INTERNAL RING FOR
PEDIATRIC INGUINAL HERNIA REPAIR
Hannah Cockrell MD | University of Mississippi Medical Center
Invited Discussant: Danielle Walsh MD | East Carolina University, Brody
School of Medicine
10:15am – 10:30am
66. NATIONWIDE OUTCOMES FOLLOWING RENAL
TRANSPLANTATION FROM KIDNEY-ONLY VERSUS MULTIORGAN
DECEASED DONORS
Gianna Katsaros MD | University of Louisville
Invited Discussant: T. Mark Earl MD | University of Mississippi Medical
Center
10:30am – 10:45am
67. STATEWIDE ANALYSIS OF PEPTIC ULCER DISEASE: AS
HOSPITALIZATIONS DECREASE, PROCEDURAL VOLUME REMAINS
STEADY
Isaac Howley MD, MPH | University of Maryland School of Medicine
Invited Discussant: Kenneth W. Sharp MD | Vanderbilt University
Medical Center
10:45am – 11:00am
68. OUTCOMES OF ENDOSCOPIC AND SURGICAL PANCREATIC
NECROSECTOMY, A SINGLE INSTITUTION EXPERIENCE
Manuel Martinez MD | Geisinger Medical Center
Invited Discussant: David Adams MD | Medical University of South
Carolina

Indicates Gold Medal Award Finalist
*Please reference the “Quickshot Orals” section for a complete list of presentations within each session
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CONTINUED

TUESDAY, FEBRUARY 26

11:00am – 11:15am
69. SUBSTANCE ABUSE RELATED SOFT TISSUE INFECTIONS:
A UNIQUELY COMPLICATED SUBSET OF A COMMON PROBLEM
Lily Suh BA | West Virginia University, Charleston
Invited Discussant: Richard Field III | Centreville, MS
11:15am – 11:30am
70. THROUGH THICK OR THIN: DISPARITIES IN PERIOPERATIVE
ANTICOAGULANT USE IN TRAUMA PATIENTS
Anna Romagnoli MD | University of Maryland School of Medicine
Invited Discussant: Rahul Anand MD | Virginia Commonwealth
University
11:30am – 11:45am
71. THROMBOELASTOGRAM-GUIDED RESUSCITATION FOR
PATIENTS WITH TRAUMATIC BRAIN INJURY ON NOVEL
ANTICOAGULANTS
Salini Hota MD | Eastern Virginia Medical School
Invited Discussant: Pascal Udekwu MD | WakeMed Health & Hospitals
11:45am – 12:00pm
72. GERIATRIC PATIENTS ON ANTITHROMBOTIC AGENTS WHO
FALL: DOES TRAUMA TEAM ACTIVATION IMPROVE OUTCOMES?
Peter Hwang DO | Reading Hospital
Invited Discussant: William Hope MD | New Hanover Regional Medical
Center
12:00pm – 12:10pm | Grand Ballroom CD
Closing Announcements & Awards

Indicates Gold Medal Award Finalist
*Please reference the “Quickshot Orals” section for a complete list of presentations within each session
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QUICKSHOT ORALS

CONTINUED

SUNDAY, FEBRUARY 24

SUNDAY, FEBRUARY 24, 2019
7:00am – 7:45am | Grand Ballroom AB
Quickshot Oral Presentations 1
Kiosk #1
Moderator(s):
Marissa Howard-McNatt MD | Wake Forest Baptist Medical Center
Ingrid Meszoely MD | Vanderbilt University Medical Center
7:00am – 7:05am
Q1. RESUSCITATIVE ENDOVASCULAR BALLOON OCCLUSION OF THE
AORTA WITH CONCOMITANT BLUNT THORACIC AORTIC INJURY
Kevin Treto MD | Orlando Regional Medical Center
7:05am – 7:10am
Q 2. DOES NEOADJUVANT CHEMOTHERAPY FOR BREAST CANCER
AFFECT LYMPH NODE HARVEST RATES?
Deba Sarma MD | Atrium Health
7:10am – 7:15am
Q 3. VOLUMETRIC ASSESSMENT OF PARTIAL MASTECTOMY
USING MARGINPROBE IN VARYING BREAST DENSITY
Eric Weiss MD | Albert Einstein Medical Center
7:15am – 7:20am
Q 4. TREATMENT AND OUTCOMES OF WOMEN WITH LARGE
LOCALLY ADVANCED BREAST CANCER
Julia Ruffo BA | Wake Forest Baptist Medical Center
7:20am – 7:25am
Q 5. GASTRIC OUTLET OBSTRUCTION AS AN UNUSUAL
PRESENTATION FOR METASTATIC LOBULAR BREAST CANCER:
A CASE REPORT AND LITERATURE REVIEW
Erika Elliott BS | Tulane University School of Medicine
7:25am – 7:30am
Q 6. INTRAMUSCULAR CAVERNOUS HEMANGIOMA
OF THE BREAST
Michelle Dugan BS | University of Florida College of Medicine,
Jacksonville
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CONTINUED

SUNDAY, FEBRUARY 24

7:30am – 7:35am
Q 7. AN UNEXPECTED PRESENTATION OF MALE BREAST CANCER
IN ECTOPIC BREAST TISSUE
Tasha Martin MD | New Hanover Regional Medical Center
7:35am – 7:40am
Q 8. WORK-UP AND MANAGEMENT OF BENIGN MESENCHYMAL
LESIONS OF THE BREAST
Jordan Freeman MS | Wake Forest Baptist Medical Center
7:40am – 7:45am
Q 9. PAGET’S DISEASE OF THE BREAST
Delquis Mendoza MD | Atlanta Medical Center
Kiosk #2
Moderator(s):
Paul Dale MD | Navicent Health
Shachar Laks MD | East Carolina University, Brody School of Medicine
7:00am – 7:05am
Q 10. ACRAL LETIGINOUS MELANOMA IN MISSISSIPPI:
AN ISSUE OF DISPARITY
Taylor Shaw DO | University of Mississippi Medical Center
7:05am – 7:10am
Q 11. UTILIZATION OF INDOCYANINE FLUORESCENCE IN
ESOPHAGEAL CANCER SURGERY: A SYSTEMATIC REVIEW
AND META-ANALYSIS
Eva Williams MS | University of Miami
7:10am – 7:15am
Q 12. RUPTURED ADRENAL CORTICAL CARCINOMA AS INITIAL
PRESENTATION OF LYNCH SYNDROME
Kelly Brister MD | University of Mississippi Medical Center
7:15am – 7:20am
Q 13. MANAGEMENT OF METASTATIC COLORECTAL CANCER TO
THE LIVER AND PERITONEAL CARCINOMATOSIS WITH A TWO
STAGE SURGICAL APPROACH
Wade Christopher MD | University of Mississippi Medical Center
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SUNDAY, FEBRUARY 24

7:20am – 7:25am
Q 14. COLON CANCER METASTATIC TO THE AXILLARY
LYMPH NODES; AN UNUSUAL PRESENTATION OF A COMMON
MALIGNANCY
Jacob Lindemann | Aurora Medical Center Manitowoc County
7:25am – 7:30am
Q 15. OCCULT RENAL CELL CARCINOMA PRESENTING
AS A PALPABLE SUPRACLAVICULAR VIRCHOW’S NODE
Luke Perry DO | Inspira Health Network
7:30am – 7:35am
Q 16. INFLAMMATORY BREAST CANCER AND A MISSED
OPPORTUNITY
Jinny Gunn MD | Mayo Clinic Florida
7:35am – 7:40am
Q 17. A RARE CASE OF MALIGNANT PERI-AORTIC PARAGANGLIOMA
& REVIEW OF THE LITERATURE
Crystal Fancher MD | Medical Center of Central Georgia- Navicent Health
7:40am – 7:45am
Q 18. A ROAD LESS TRAVELED: SMALL BOWEL ADENOCARCINOMA
IN JEJUNOSIGMOID BYPASS
Weston Andrews MD, MS | University of Florida College of Medicine,
Jacksonville
7:45am – 7:50am
Q 83. REOPERATION AFTER EMERGENCY SURGERY:
ADDING FUEL TO THE FIRE
George Washington MD | Howard University Hospital and College of
Medicine
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SUNDAY, FEBRUARY 24

Kiosk #3
Moderator(s):
Dimitrios Stefanidis MD | Indiana University School of Medicine
Bryant Wilson MD | Piedmont Atlanta Hospital
7:00am – 7:05am
Q 19. IDENTIFICATION OF THE HIGH-RISK POPULATION FOR
URINARY RETENTION FOLLOWING LAPAROSCOPIC INGUINAL
HERNIA REPAIR (LIHR)
Sean Maloney MD | Atrium Health
7:05am – 7:10am
Q 20. THE IMPACT OF LOSS OF DOMAIN AND NERVE BLOCKS ON
OUTCOMES FOLLOWING ABDOMINAL WALL RECONSTRUCTION
Sujata Datta MD | University of Tennessee Medical Center, Knoxville
7:10am – 7:15am
Q 21. INGUINAL HERNIA REPAIR TECHNIQUE: A NORTH CAROLINA
POPULATION BASED STUDY
William Sherrill MD | Atrium Health
7:15am – 7:20am
Q 22. ROBOTIC VENTRAL HERNIA REPAIR IMPROVES OUTCOMES
COMPARED TO LAPAROSCOPIC VENTRAL HERNIA REPAIR
Tatenda Mudyanadzo MBChB | University of South Alabama Medical
Center
7:20am – 7:25am
Q 23. SURGICAL MANAGEMENT OF A PARASITIC LEIOMYOMA
WITHIN A VENTRAL HERNIA
Allison Withers BS | Medical College of Georgia at Augusta University
7:25am – 7:30am
Q 24. SINGLE SURGEON, SINGLE HOSPITAL EXPERIENCE WITH
OBTURATOR HERNIAS: A CASE SERIES AND LITERATURE REVIEW
Boris Hristov MD | Florida Atlantic University
7:30am – 7:35am
Q 25. URINE FOR A TREAT: A RARE CASE OF A URETERO-INGUINAL
HERNIA
Jayme Parker MS | Edward Via College of Osteopathic Medicine Carolinas
FEBRUARY 23 – 26, 2019 | CHARLOTTE, NC
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CONTINUED

SUNDAY, FEBRUARY 24

7:35am – 7:40am
Q 26. DUPLICATED VAS DEFERENS FOUND INCIDENTALLY DURING
INGUINAL HERNIA REPAIR
Jennifer Rokosz MD | West Virginia University
7:40am – 7:45am
Q 27. USE OF LONG-ACTING LOCAL ANESTHETIC BLOCKS IN THE
SURGICAL TREATMENT OF CHRONIC GROIN PAIN AFTER INGUINAL
HERNIA REPAIR
Thomas Kennedy MD | University of Tennessee Medical Center, Knoxville
7:45am – 7:50am
Q 84. NECROTIZING SUPERFICIAL EPIDERMAL INFECTION OF THE
ABDOMEN RESULTING IN SEPTIC SHOCK AND MULTISYSTEM
ORGAN FAILURE – AN INTRIGUING CASE OF PRESUMED
MUCORMYCOSIS
Jordan Bilezikian MD | New Hanover Regional Medical Center
Kiosk #4
Moderator(s):
Iswanto Sucandy MD | Florida Hospital Tampa
Sunil Geevarghese MD, MSCI | Vanderbilt University Medical Center
7:00am – 7:05am
Q 28. THREE POSSIBLE VARIATIONS IN EX VIVO HEPATECTOMY:
ACHIEVING R0 RESECTION BY TRANSPLANT ONCOLOGY. THE
COLLABORATION OF HEPATOPANCREATICOBILIARY WITH
TRANSPLANT SURGERY EXPANDS TECHNICAL OPTIONS FOR
POTENTIALLY CURATIVE RESECTIONS
Maria Baimas-George MD, MPH | Atrium Health
7:05am – 7:10am
Q 29. RETROSPECTIVE VALIDATION OF AN ALGORITHMIC
TREATMENT PATHWAY FOR NECROTIZING PANCREATITIS
Ryan Pickens MD | Atrium Health
7:10am – 7:15am
Q 30. OPERATIVE MICROWAVE ABLATION OF NEUROENDOCRINE
LIVER METASTASES: A 10-YEAR SINGLE-CENTER REVIEW
Ryan Pickens MD | Atrium Health
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SUNDAY, FEBRUARY 24

7:15am – 7:20am
Q 31. COMORBIDITY-BASED SELECTIVE REFERRAL
OF CHOLECYSTECTOMY PROCEDURES: OUTCOMES
AND CHARACTERISTICS OF GENERAL SURGERY AND
HEPATOPANCREATOBILIARY CASES
Ryan Pickens MD | Atrium Health
7:20am – 7:25am
Q 32. RADICAL ANTEGRADE MODULAR
PANCREATICOSPLENECTOMY IN PATIENT WITH LOCALLY
ADVANCED DISTAL PANCREATIC ADENOCARCINOMA:
A CASE REPORT
Logan Fair MD | University of Mississippi Medical Center
7:25am – 7:30am
Q 33. NON-BILIARY ACUTE PANCREATITIS COMPLICATED
BY COMMON BILE DUCT OBSTRUCTION AND ACALCULOUS
CHOLECYSTITIS TREATED WITH CYSTIC DUCT STENTING
David Rubay MBChB | Florida Atlantic University
7:30am – 7:35am
Q 34. ONE CASE AT A CROSSROADS OF EVERYTHING WE
CURRENTLY KNOW ABOUT PANCREAS CANCER
Celso Uribe MD | Atlanta Medical Center
7:40am – 7:45am
Q 36. AXIOS STEP UP TO OPERATIVE ROBOTIC CYSTGASTROSTOMY AND NECROSECTOMY
Robert Flores MD | Brookwood Baptist Health System
7:45am – 7:50am
Q 85. CATASTROPHIC ABDOMINAL COMPLICATIONS FROM AN
EMERGENCY GENERAL SURGERY (EGS) SERVICE IN PATIENTS WITH
A HISTORY OF BARIATRIC SURGERY: A CASE SERIES
Nicole Tobin CRNP | University of Maryland School of Medicine
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Kiosk #5
Moderator(s):
Jeffery Dattilo MD | Saint Thomas West Hospital
Khanjan Nagarsheth MD, MBA | University of Maryland School of Medicine
7:15am – 7:20am
Q 40. OPEN AORTIC THROMBECTOMY FOR PARAVISCERAL
AORTIC THROMBUS
Candace Gonzalez MD | University of South Florida
7:20am – 7:25am
Q 41. LARGE CAROTID BODY TUMORS: A CASE REPORT AND
LITERITURE REVIEW OF THEIR EVALUATION AND MANAGEMENT
Sunny Patel MS | Medical College of Georgia at Augusta University
7:25am – 7:30am
Q 42. TREATMENT OF UPPER EXTREMITY VENOUS STASIS ULCER
AND SALVAGE OF ARTERIOVENOUS FISTULA IN A HEMODIALYSIS
PATIENT USING AXILLARY VEIN TO FEMORAL VEIN BYPASS
Jennifer Kalil MD | John H Stroger, Jr. Hospital of Cook County
7:30am – 7:35am
Q 43. PEDAL ACCESS AND RETROGRADE REVASCULARIZATION
OF TIBIAL ARTERY CHRONIC TOTAL OCCLUSIONS TO AID IN LIMB
SALVAGE
Sunny Sahajwani MD | University of Maryland School of Medicine
7:35am – 7:40am
Q 44. ENDOVASCULAR REPAIR OF SYMPTOMATIC NATIVE RENAL
ARTERY ANEURYSM AFTER KIDNEY TRANSPLANTATION
Colton Lott DO | University of Mississippi Medical Center
7:40am – 7:45am
Q 45. HYBRID REVASCULARIZATION OF ACUTE AORTIC
OCCLUSION DUE TO TAKOTSUBO CARDIOMYOPATHY
Jeffrey Edwards MD | University of South Florida
7:45am – 7:50am
Q 86. LAPAROSCOPIC APPENDECTOMY USING ONLY TWO PORTS:
TECHNICAL ASPECTS
Hugo Bonatti MD | Meritus Health
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Kiosk #6
Moderator(s):
Nathaniel Mcquay MD | University Hospitals Cleveland Medical Center
Pascal Udekwu MBBS, MBA, MHA | WakeMed Health & Hospitals
7:00am – 7:05am
Q 46. MISSED HAND FRACTURES IN POLYTRAUMA AT A RURAL
LEVEL 1 TRAUMA CENTER. WHAT IS THE PATTERN?
Daniel Urias MD | Conemaugh Memorial Medical Center
7:05am – 7:10am
Q 47. SPOROGENIC ASPERGILLUS INFECTIONS: A GEOGRAPHICAL
INFLUENCE IN AN INVARIABLE TRAUMA POPULATION
Georgina Alizo MD | Grand Strand Medical Center
7:10am – 7:15am
Q 48. ADVANCED DIRECTIVES ARE UNDERUTILIZED IN THE
GERIATRIC TRAUMA POPULATION
Benjamin Motz MD | Atrium Health
7:15am – 7:20am
Q 49. RIB FIXATION VS NO FIXATION: IS IT STILL WORTHWHILE
AFTER 72 HOURS? AN ANALYSIS OF THE NATIONAL TRAUMA DATA
BANK
Katelyn Young BSc | Geisinger Medical Center
7:20am – 7:25am
Q 50. IDENTIFYING INJURIES ASSOCIATED WITH CERVICAL SPINE
FRACTURES
Abid Khan MD | Loyola University Medical Center
7:25am – 7:30am
Q 51. WHAT’S THE SKINNY: CLINICAL OUTCOMES FOR OBESE
TRAUMA PATIENTS
Alison Smith MD, PhD | Tulane University School of Medicine
7:30am – 7:35am
Q 52. SINGLE INSTITUTION EXPERIENCE WITH RESUSCITATIVE
ENDOVASCULAR BALLOON OCCLUSION OF THE AORTA (REBOA)
FOR TRAUMATIC PELVIC FRACTURES
Joseph Ibrahim MD | Orlando Regional Medical Center
FEBRUARY 23 – 26, 2019 | CHARLOTTE, NC
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7:35am – 7:40am
Q 53. INCREASING THE NUMBER OF PRE-REVERSAL IMAGING
STUDIES FOR TRAUMA COLOSTOMIES DELAYS REVERSAL
WITHOUT IMPROVING OUTCOMES
Brett Tracy MD | Emory University
7:40am – 7:45am
Q 54. LEVEL 1 OR LEVEL 2: DOES ACS/STATE LEVEL VERIFICATION
MATTER?
Adel Elkbuli MD, MPH | Kendall Regional Medical Center
7:45am – 7:50am
Q 87. ACUTE APPENDICITIS IN A PATIENT WITH SITUS INVERSUS
TOTALIS AND MALROTATION
Jennifer Rokosz MD | West Virginia University
Kiosk #7
Moderator(s):
Michael Meyers MD | University of North Carolina
Stephen McNatt MD | Wake Forest Baptist Medical Center
7:00am – 7:05am
Q 55. CHARACTERIZATION OF GENDER RELATED DISPARITY IN
GASTROESOPHAGEAL REFLUX DISEASE: SURGICAL PERSPECTIVE
FROM A RURAL HIGH VOLUME ANTI-REFLUX PROGRAM
Medhat Fanous MD | Aspirus Health System
7:05am – 7:10am
Q 56. VALIDATION OF THE AAST GRADING SCALE FOR BLEEDING
PEPTIC ULCER DISEASE
Katelyn Young BSc | Geisinger Medical Center
7:10am – 7:15am
Q 57. ARE THERE PREDICTORS OF CLINICAL FAILURE IN GASTRIC
ELECTRICAL STIMULATION TREATMENT OF GASTROPARESIS?
Ryan Gedney BS | Medical University of South Carolina
7:15am – 7:20am
Q 58. DUODENAL SWITCH-OMEGA LOOP TECHNIQUE AND
MODIFICATIONS IN THE SUPER OBESE
Ashley Parinella MD | Medical University of South Carolina
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7:20am – 7:25am
Q 59. ROBOTIC ASSISTED REVISION OF A RECALCITRANT
GASTROJEJUNAL STRICTURE AFTER A GASTRIC BYPASS
Kristen Quinn MD | Medical University of South Carolina
7:25am – 7:30am
Q 60. LAPAROSCOPIC REVERSAL OF GASTRIC BYPASS
Kristen Quinn MD | Medical University of South Carolina
7:30am – 7:35am
Q 61. DIAPHRAGMATIC CRURAL EVERSION: MID TERM DATA
OF A NOVEL TECHNIQUE TO OPTIMIZE HIATOPLASTY DURING
LAPAROSCOPIC REPAIR OF HIATAL HERNIA
Medhat Fanous MD | Aspirus Health System
7:35am – 7:40am
Q 62. MASSIVE CAUDATE LOBE IN LAPAROSCOPIC HIATAL HERNIA
REPAIR: TYING AND WRAPPING OUTSIDE THE BOX
Medhat Fanous MD | Aspirus Health System
7:40am – 7:45am
Q 63. FIBROSARCOMATOUS DERMATOFIBROMASARCOMA
ARISING IN A BURN SCAR
Hannah Nemec MD | Navicent Health, Mercer University School of
Medicine
7:45am – 7:50am
Q 88. UPPER GASTROINTESTINAL BLEEDING SECONDARY
TO ARTERIOVENOUS MALFORMATION
Christine Dahlhausen MD | Medical College of Georgia at Augusta
University
Kiosk #8
Moderator(s):
Jacquelyn Turner MD | Morehouse School of Medicine
Carl Boyd MD | Charleston, SC
7:00am – 7:05am
Q 64. LAPAROSCOPIC TREATMENT OF A INTRACOLONIC
VENTRICULOPERITONEAL SHUNT
Andrew Antill MD | University of Tennessee Medical Center, Knoxville
FEBRUARY 23 – 26, 2019 | CHARLOTTE, NC
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7:05am – 7:10am
Q 65. 3D PRINTING CAN BE USED TO CREATE A SYNTHETIC BOWEL
MODEL FOR TEACHING HAND-SEWN BOWEL ANASTOMOSIS TO
SURGICAL TRAINEES
Mark Liotta BE | Rutgers University
7:10am – 7:15am
Q 66. THE DILEMMA OF SURGERY IN THE SETTING OF NEUROGENIC
BOWEL DYSFUNCTION
Jeffrey Moyer DO | Reading Hospital
7:15am – 7:20am
Q 67. COLONIC HEMORRHAGE ASSOCIATED WITH SPLENIC VEIN
THROMBOSIS
Rachel Morris MD | Mountain Area Health Education Center (MAHEC)
7:20am – 7:25am
Q 68. SURGICAL OUTCOMES IN PATIENTS WHO UNDERWENT
ROBOTIC LOWER ANTERIOR RESECTIONS FOR RECTAL CANCER:
A RETROSPECTIVE CHART REVIEW
Alex Cross MS | University of Louisville
7:25am – 7:30am
Q 69. POST-SURGICAL CLOSTRIDIUM DIFFICILE-ASSOCIATED
INFECTION RATES FOLLOWING ONCOLOGIC COLORECTAL
RESECTIONS: REVIEW OF THE AMERICAN COLLEGE OF SURGEONS
NATIONAL SURGICAL QUALITY IMPROVEMENT PROGRAM
DATABASE
Micaela Moen MD | Grand Strand Medical Center
7:30am – 7:35am
Q 70. FITWAY ALABAMA COLORECTAL CANCER PREVENTION
PROGRAM: ANALYSIS OF RESULTS
Greg Thompson MD | Brookwood Baptist Health System
7:35am – 7:40am
Q 71. COMBINED ROBOTIC COLON AND LIVER RESECTION FOR
SYNCHRONOUS COLORECTAL LIVER METASTASIS: A MOVEMENT
TOWARDS A NEW GOLD STANDARD?
Iswanto Sucandy MD | Florida Hospital Tampa
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7:40am – 7:45am
Q 72. GOBLET CELL CARCINOID OF THE APPENDIX: CASE REPORT
AND REVIEW OF THE LITERATURE
Loan Mai DO | Reading Hospital
7:45am – 7:50am
Q 89. A CURIOUS CAUSE OF INTUSSUSCEPTION
Richard Tanner MD | University of Tennessee Medical Center,
Chattanooga
Kiosk #9
Moderator(s):
Virginia Shaffer MD | Emory University
Seth Rosen MD | Emory University
7:00am – 7:05am
Q 73. ANAL LYMPHOMA: A CASE REPORT AND REVIEW
OF THE LITERATURE
Indira Ranaweera BS | University of South Florida
7:05am – 7:10am
Q 74. OUCH! WHEN A COLONIC METAL STENT IS LEFT IN FOR TOO
LONG: A DEVASTATING COLOENTERIC FISTULA FROM STENT
EROSION AND MIGRATION
Hanjoo Lee MD | Westchester Medical Center
7:10am – 7:15am
Q 75. BLUE RUBBER NEVUS SYNDROME: A SURGICAL DILEMMA
Anya Bazzell BS | Morehouse School of Medicine
7:15am – 7:20am
Q 76. AN EVALUATION OF COLONOSCOPY TRAINING IN
A SURGICAL RESIDENCY PROGRAM
Paul Tenzel MD | New Hanover Regional Medical Center
7:20am – 7:25am
Q 77. COLORECTAL CANCER IN PATIENTS UNDER AGE 50: TRENDS
IN STAGING AND MORTALITY
Jaclyn Malat DO | Reading Hospital
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7:25am – 7:30am
Q 78. ENHANCED RECOVERY AFTER COLORECTAL SURGERY
– OUTCOMES FOLLOWING THE ESTABLISHMENT OF AN
INSTITUTIONAL PROTOCOL
Mary Arbuthnot DO | Naval Medical Center Camp Lejeune
7:30am – 7:35am
Q 79. PYODERMA GANGRENOSUM IN A PATIENT WITH ADVANCED
RECTAL CANCER TREATED WITH CYTOREDUCTION AND
HYPERTHERMIC INTRAPERITONEAL CHEMOTHERAPY
Mary Henningsgaard PA-C | Mercy Medical Center
7:35am – 7:40am
Q 80. RECTOTHECAL FISTULA RESULTING IN MENINGITIS AND
VENTRICULITIS: AN ABNORMAL CONNECTION
Sandra Kavalukas MD | Vanderbilt University Medical Center
7:40am – 7:45am
Q 81. STERCORAL PROCTOCOLITIS: A SURGICAL DILEMMA
Aduragbemi Ayeni MD | Morehouse School of Medicine
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MONDAY, FEBRUARY 25, 2019
7:00am – 8:00am | Grand Ballroom AB
Quickshot Oral Presentations 2
Kiosk #1
Moderator(s):
Don Nakayama MD | University of North Carolina at Chapel Hill
7:00am – 7:05am
Q 90. PRIMARY CLOSURE OF CLEAN-CONTAMINATED WOUNDS
OVER A SILASTIC DRAIN
Vashisht Madabhushi MD | University of Kentucky
7:10am – 7:15am
Q 92. SUCCESSFUL USE OF DAMAGE CONTROL SURGERY FOR A
PREMATURE INFANT WITH MASSIVE GASTRIC NECROSIS AND
PERFORATION
Amy Sloane MD | Jefferson Health System
7:20am – 7:25am
Q 94. TRAUMATIC AVULSION OF RIGHT UPPER LOBE BRONCHUS
IN PEDIATRIC PATIENT AFTER ATV ACCIDENT
Rajavi Parikh DO | New Hanover Regional Medical Center
7:25am – 7:30am
Q 95. TENSION PNEUMOPERITONEUM FOLLOWING ATTEMPTED
PNEUMATIC REDUCTION OF INTUSSUSCEPTION REQUIRING
EMERGENT LAPAROTOMY
Rajavi Parikh DO | New Hanover Regional Medical Center
7:30am – 7:35am
Q 96. IDIOPATHIC INTUSSUSCEPTION IN A CHILD WITH
ULCERATIVE COLITIS
Kathleen Nealon BA | Geisinger Medical Center
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7:40am – 7:45am
Q 98. PNEUMATOSIS COLI: A RARE ENTITY
Michael Morris MD | University of Mississippi Medical Center
7:45am – 7:50am
Q 99. ANTERIOR MEDIASTINAL TERATOMA SECONDARILY
INFECTED WITH SALMONELLA IN AN INFANT
Richard Tanner MD | University of Tennessee Medical Center,
Chattanooga
7:50am – 7:55am
Q 100. RARE COEXISTING PYLORIC STENOSIS, OESOPHAGEAL
PEPTIC STRICTURE AND HIATAL HERNIA : A CLINICAL CASE
Sarah Benammi MD | Universite Mohammed V Souissi
7:55am – 8:00am
Q 101. A 7 YEAR OLD BOY WITH A TYPE IVA CHOLEDOCHAL CYST
INCLUDING A CYSTIC DUCT CYST: REPEATING THE CALL TO
FURTHER MODIFY THE TODANI CLASSIFICATION TO ALLOW FOR
INCLUSION OF CYSTIC DUCT CYSTS
Michaela Gaffley MD | Wake Forest Baptist Medical Center
Kiosk #2
Moderator(s):
Laura Witherspoon MD | University Surgical Associates
Philip Smith MD | University of Virginia
7:00am – 7:05am
Q 102. EXUBERANT DUCTOLOBULAR HYPERPLASIA AS THE
PRIMARY HISTOLOGICAL FINDING IN A PATIENT WITH
IDIOPATHIC G
Timothy Chung OMS IV | Conemaugh Memorial Medical Center
7:05am – 7:10am
Q 103. LOBULAR BREAST CANCER: AN UNUSUAL METASTASIS
TO THE BLADDER
Ashley Ray MD | Baylor Scott and White
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7:10am – 7:15am
Q 104. LUNG CANCER METASTASIS TO THE BREAST: A RARE AND
UNEXPECTED PATHOLOGY IN A NEW PALPABLE BREAST MASS
Ashley Ray MD | Baylor Scott and White
7:15am – 7:20am
Q 105. REOPERATIVE SENTINEL LYMPH NODE BIOPSY AND
LYMPHATIC MAPPING FOR THIRD RECURRENCE BREAST CANCER
Jinny Gunn MD | Mayo Clinic Florida
7:20am – 7:25am
Q 106. SELECTIVE USE OF FOUR-GLAND EXPLORATION IS AS SAFE
AS MINIMALLY INVASIVE PARATHYROIDECTOMY
Samuel Kim MD | Eastern Virginia Medical School
7:25am – 7:30am
Q 107. AN EVALUATION OF ROBOTIC ADRENAL SURGERY:
PRELIMINARY OUTCOMES
Jordan Bilezikian MD | New Hanover Regional Medical Center
7:30am – 7:35am
Q 108. BILATERAL INTERNAL JUGULAR VENOUS SAMPLING
ADJUNCT IN LOCALIZATION OF A PARATHYROID DOUBLE
ADENOMA FOUND INTRAOPERATIVELY: A CASE REPORT
Ebenezer Enchia MD | Atlanta Medical Center
7:35am – 7:40am
Q 109. MELANOSIS CUTIS IN THE SETTING OF RECURRENT
METASTATIC MELANOMA
Ariel O’Neil MD | New Hanover Regional Medical Center
7:40am – 7:45am
Q 110. VISCERAL KAPOSI SARCOMA PRESENTING AS A SURGICAL
EMERGENCY: A RARE PRESENTATION AND CALL TO ACTION
Brendan Lovasik MD | Emory University
7:45am – 7:50am
Q 111. A RARE BASAL CELL ADENOMA OF THE PAROTID GLAND
IN A MALE PATIENT
Joe Radzevich DO | Inspira Health Network
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Kiosk #3
Moderator(s):
Stefan Leichtle MD | Virginia Commonwealth University
Adrian Ong MD | Reading Hospital, Tower Health Medical Group
7:00am – 7:05am
Q 112. SAFE LAPAROSCOPIC DISSECTION OF THE SAC OF A GIANT
MORGAGNI HERNIA
Medhat Fanous MD | Aspirus Health System
7:05am – 7:10am
Q 113. ROBOTIC APPROACH TO A RARE COMBINATION OF
ACHALASIA AND DIAPHRAGMATIC PARALYSIS
Ansab Haider MD | Westchester Medical Center
7:10am – 7:15am
Q 114. LUNG RESECTION FOR DELAYED FOREIGN BODY RETRIEVAL
IN HEALTHY ADULT MALE
Taylor Shaw DO | University of Mississippi Medical Center
7:15am – 7:20am
Q 115. ALTERNATIVE MANAGEMENT OPTIONS FOR
PNEUMOMEDIASTINUM IN BULLOUS EMPHYSEMATOUS DISEASE
Maureen Mannas MD | University of Oklahoma Health Sciences Center
7:20am – 7:25am
Q 116. MRSA EMPYEMA ASSOCIATED WITH CONTIGUOUS SPREAD
OF THORACIC SPINAL ABSCESS
Jack Wilkinson BS | University of Oklahoma Health Sciences Center
7:25am – 7:30am
Q 117. MODIFICATIONS TO TRADITIONAL CLAGETT PROCEDURE
FOR REDUCTION IN POSTOPERATIVE PAIN AND MORBIDITY
Sigrid Johannesen MD | University of Oklahoma Health Sciences Center
7:30am – 7:35am
Q 118. EARLY IMPLEMENTATION OF INHALED PULMONARY
VASODILATORS IN POST-PNEUMONECTOMY ACUTE RESPIRATORY
DISTRESS SYNDROME
Chance Nichols MD | University of Oklahoma Health Sciences Center
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7:35am – 7:40am
Q 119. THORACIC INTRACAVITARY ULTRASONOGRAPHIC
LOCALIZATION OF A MEDIASTINAL BRONCHOGENIC CYST
Andrew Harner MD | Medical College of Georgia at Augusta University
7:40am – 7:45am
Q 120. ACUTE ESOPHAGEAL NECROSIS RESULTING IN ESOPHAGEAL
PERFORATION
Andrew Harner MD | Medical College of Georgia at Augusta University
7:45am – 7:50am
Q 121. HYBRID OPERATING ROOM CONE-BEAM CT-GUIDED PEGTUBE PLACEMENT IN A PATIENT WITH LARGE VENTRAL HERNIA
Peter Drevets MD | Medical College of Georgia at Augusta University
7:50am – 7:55am
Q 122. NOVEL USE OF WOUND PROTECTOR/RETRACTOR IN
MANAGEMENT OF TEMPORARY OPEN WINDOW THORACOSTOMY
Lam Pham MD | University of Mississippi Medical Center
7:55am – 8:00am
Q 123. CHEMICAL PLEURODESIS FOR RECURRENT POSTPNEUMONECTOMY SPONTANEOUS CONTRALATERAL
PNEUMOTHORAX
Vyacheslav Lenkov BS | University of Oklahoma Health Sciences Center
Kiosk #4
Moderator(s):
Kenneth W. Sharp MD | Vanderbilt University Medical Center
Richard Field III MD | Centerfield, MS
7:00am – 7:05am
Q 124. EMERGENT LAPAROSCOPIC REPAIR AS AN ACCEPTABLE
TREATMENT FOR IATROGENIC ESOPHAGEAL PERFORATION
DURING BOUGIE DILATION FOR SYMPTOMATIC SCHATZKI RING
Caroline Cox MD | Medical University of South Carolina
7:05am – 7:10am
Q 125. RETROGRADE INTUSSUSCEPTION AFTER ROUX-EN-Y
GASTRIC BYPASS
Brianna Stadsvold BS | Medical College of Georgia at Augusta University
FEBRUARY 23 – 26, 2019 | CHARLOTTE, NC
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7:10am – 7:15am
Q 126. EWING SARCOMA FAMILY TUMOR (EFT) PRESENTED
AS SPONTANEOUS SPLENIC RUPTURE: A CASE REPORT AND
LITERATURE REVIEW
Mohamed Nagi MD | Ocala Health
7:15am – 7:20am
Q 127. A CASE REPORT OF 3- PORT LAPAROSCOPIC REPAIR OF
HIATAL HERNIA AND CHEMICAL FUNDOPHRENICOPEXY IN A
FRAIL ELDERLY PATIENT WITH COMPLEX MEDICAL HISTORY AND
ANATOMICAL CHALLENGES
Medhat Fanous MD | Aspirus Health System
7:20am – 7:25am
Q 128. CHRONIC PNEUMATOSIS INTESTINALIS IN THE SETTING
OF A ROUTINELY BENIGN ABDOMEN
Nicole Werwie | West Virginia University, Charleston
7:25am – 7:30am
Q 129. SPONTANEOUS RUPTURE OF A CYSTIC JEJUNAL
GASTROINTESTINAL STROMAL TUMOR REQUIRING EMERGENT
OPERATIVE INTERVENTION: A CASE REPORT
Sitaram Chivukula MD | John H Stroger, Jr. Hospital of Cook County
7:30am – 7:35am
Q 130. RECTAL GASTROINTESTINAL STROMAL TUMORS
PRESENTING AS VAGINAL BLEEDING
David Carney BS | Morehouse School of Medicine
7:35am – 7:40am
Q 131. POLYPOSIS OF THE SMALL BOWEL IN A PATIENT WITH
LYNCH SYNDROME
Kristina Gemayel DO | University of South Florida
7:40am – 7:45am
Q 132. CALCIPHYLAXIS: A CASE REPORT
Loren Bonenclark PA-C | University of Maryland School of Medicine
7:45am – 7:50am
Q 133. THE MANAGEMENT OF BOWEL OBSTRUCTION CAUSED
BY INGESTED GASTROSTOMY TUBE
Jessica Taylor MD | University of Tennessee Medical Center, Knoxville
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7:50am – 7:55am
Q 134. LAPARO-ENDOSCOPIC SINGLE-SITE TOUPET
FUNDOPLICATION
Alexander Rosemurgy MD | Florida Hospital Tampa
Kiosk #5
Moderator(s):
Reid Adams MD | University of Virginia Health System
Sharona Ross MD | Florida Hospital Tampa
7:00am – 7:05am
Q 135. MANAGEMENT OF DISRUPTED PANCREATIC DUCT
SYNDROME: A CASE REPORT OF TWO PATIENTS AND LITERATURE
REVIEW
Hossam Alslaim MD | Medical College of Georgia at Augusta University
7:05am – 7:10am
Q 136. METASTATIC MELANOMA OF THE GALLBLADDER WITH
UNDIAGNOSED PRIMARY TUMOR
Ruth Cho DO | Conemaugh Memorial Medical Center
7:10am – 7:15am
Q 137. LARGE CELL NEUROENDOCRINE CARCINOMA OF THE
GALLBLADDER: A CASE REPORT
Keitaro Nakamoto MD | Marshall University
7:15am – 7:20am
Q 138. SOLITARY FIBROUS TUMOR OF THE PANCREAS: CASE
REPORT
Jaine McKenzie MD | Medical College of Georgia at Augusta University
7:20am – 7:25am
Q 139. CASE REPORT: THORACIC AND DIAPHRAGMATIC
PANCREATIC PSEUDOCYST AS INITIAL PRESENTATION OF
PANCREATIC ADENOCARCINOMA AND BARRETT’S ESOPHAGUS
Irene Israel MD | New Hanover Regional Medical Center
7:25am – 7:30am
Q 140. MEDIASTINAL PANCREATIC PSEUDOCYST: A RARE CAUSE
OF NEW ONSET DYSPHAGIA
Ramola Panchal MD | University of Mississippi Medical Center
FEBRUARY 23 – 26, 2019 | CHARLOTTE, NC
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7:30am – 7:35am
Q 141. TWO PRIMARY ADENOCARCINOMAS IN A SINGLE PATIENT:
A PRIMARY COLONIC ADENOCARCINOMA AND A PRIMARY
PANCREATIC ADENOCARCINOMA ARISING FROM ECTOPIC
PANCREATIC TISSUE
Luke Couch MD | University of Tennessee Medical Center, Chattanooga
7:35am – 7:40am
Q 142. PARTIAL HEPATECTOMY FOR PRIMARY HEPATIC
MELANOMA
Jesse Wright MD | Vanderbilt University Medical Center
7:40am – 7:45am
Q 143. SURGICAL MANAGEMENT OF AN INCIDENTALLY IDENTIFIED
HEPATIC EPITHELIOID HEMANGIOENDOTHELIOMA
Jackson Gregory BS | Medical University of South Carolina
7:50am – 7:55am
Q 145. SPY; STONE WITH SURGICAL CLIP IMPACTED IN RIGHT
HEPATIC DUCT
Robert Flores MD | Brookwood Baptist Health System
7:55am – 8:00am
Q 146. FREY PROCEDURE FOR CHRONIC PANCREATITIS WITH SITUS
INVERSUS TOTALIS
Christopher Kalmar MD, MBA | Virginia Tech Carilion School of Medicine
Kiosk #6
Moderator(s):
Jose Diaz MD | University of Maryland School of Medicine
Brian Daley MD, MBA | University of Tennessee Medical Center, Knoxville
7:00am – 7:05am
Q 147. DISCREPANCIES IN BURN SIZE ESTIMATES IN PATIENTS
REFERRED TO A BURN INTENSIVE CARE UNIT IN HUNTINGTON,
WEST VIRGINIA
Keitaro Nakamoto MD | Marshall University
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7:05am – 7:10am
Q 148. PREDICTING LONG-TERM VENTILATOR REQUIREMENTS
IN PATIENTS WITH CERVICAL SPINAL CORD INJURIES
Luis Taveras MD | University of Texas Southwestern
7:10am – 7:15am
Q 149. COMBINED TRACHEOSTOMY AND THYROIDECTOMY
IN A PATIENT WITH CERVICAL SPINE FRACTURE
Hugo Bonatti MD | Meritus Health
7:15am – 7:20am
Q 150. ACCIDENTAL PLACEMENT OF AN INFUSAPORT INTO THE
PULMONARY ARTERY: CASE REPORT AND REVIEW OF
THE LITERATURE
Hugo Bonatti MD | Meritus Health
7:20am – 7:25am
Q 151. A CASE OF A POST-OPERATIVE ADDISONIAN CRISIS
SECONDARY TO HYPOTHALAMIC-PITUITARY-ADRENAL AXIS
SUPPRESSION INDUCED BY INHALED CORTICOSTEROID USE
Griffen Allen MBE | Medical College of Georgia at Augusta University
7:25am – 7:30am
Q 152. PHEO CRISIS: TREATMENT AND MANAGEMENT OF
CARDIOPULMONARY COLLAPSE VIA ECMO FOLLOWED BY
SURGICAL INTERVENTION
Ashley Ray MD | University of Mississippi Medical Center
7:30am – 7:35am
Q 153. OPERATIVE END TIDAL CO2 AS A PREDICTOR OF MORTALITY
IN TRAUMA PATIENTS RECEIVING MASSIVE TRANSFUSION
PROTOCOL
Christopher Demaree BS, BA | Tulane University School of Medicine
7:35am – 7:40am
Q 154. UTILIZATION OF PERCENT PREDICTED FORCED VITAL
CAPACITY TO STRATIFY RIB FRACTURE PATIENTS: AN UPDATED
CLINICAL PRACTICE GUIDELINE
Derek Marlor BS, MS4 | University of Colorado Health
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7:40am – 7:45am
Q 155. SEX-BASED DIFFERENCES IN OUTCOMES OF SEVERE
TRAUMATIC BRAIN INJURY, SEVERE PELVIC FRACTURE, AND
MASSIVE TRANSFUSION
Patrick Walker MD | Uniformed Services University–Walter Reed
National Military Medical Center
7:45am – 7:50am
Q 156. MORE IS NOT BETTER: IMPLICATIONS OF ANTIBIOTIC
PRACTICE MANAGEMENT GUIDELINES FOR PENETRATING
TRAUMA HOLLOW VISCUS INJURY IN A LEVEL I TRAUMA CENTER
Alison Smith MD, PhD | Moffitt Cancer Center
7:50am – 7:55am
Q 157. THE WALKING DEAD: DISCHARGE TO HOSPICE DOES NOT
EQUATE TO IN-HOSPITAL MORTALITY
Kyle Cunningham MD, MPH | Atrium Health7:55am –
7:55am – 8:00am:
Q 158. ACQUIRED INFECTION IN TRAUMA PATIENTS SUPPORTED
ON EXTRACORPOREAL LIFE SUPPORT
April Grant MD | Emory University
Kiosk #7
Moderator(s):
Marc Mitchell MD | University of Mississippi
James Elsey MD | Gwinnett Surgical Associates
7:00am – 7:05am
Q 159. RESECTION AND CAVOPLASTY OF A PRIMARY INFERIOR
VENA CAVA LEIOMYOSARCOMA
Jane Chung MD | Medical College of Georgia at Augusta University
7:05am – 7:10am
Q 160. PERSISTENT MEDIAN ARTERY COMPRESSION SYNDROME
Melissa Day MD | Conemaugh Memorial Medical Center
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MONDAY, FEBRUARY 25

7:10am – 7:15am
Q 161. THE HYBRID ENDOVASCULAR REPAIR OF TWO CASES
OF RIGHT AORTIC ARCH WITH SYMPTOMATIC ANEURYSMAL
ABERRANT LEFT SUBCLAVIAN ARTERIES
Zachary Williams MD | Duke University
7:15am – 7:20am
Q 162. A NEW SOURCE OF WORRY IN GASTROSTOMY TUBE
PLACEMENT
Irwin M Best MD, MBA | Emory University
7:20am – 7:25am
Q 163. RESECTION OF AN INFERIOR VENA CAVA
LEIOMYOSARCOMA
Andrew Harner MD | Medical College of Georgia at Augusta University
7:25am – 7:30am
Q 164. UNIQUE CASE OF DELAYED EXTERNAL ILIAC ARTERY
PSEUDOANEURYSM AFTER A REMOTE TOTAL HIP ARTHROPLASTY
Awni Shahait MD | Wayne State University / Detroit Medical center
7:30am – 7:35am
Q 165. IATROGENIC MIDDLE COLIC ARTERY RUPTURE; CASE
REPORT AND LITERATURE REVIEW
Boris Hristov MD | Florida Atlantic University
7:35am – 7:40am
Q 166. CREATING MODEL STOP THE BLEED TRAINING PROGRAMS
AT THREE DISTINCT INSTITUTIONS
Jeremy Fridling BA, NREMT-P, TP-C | Quinnipiac University
7:40am – 7:45am
Q 167. REPAIR OF URETERAL LEAKS POST KIDNEY
TRANSPLANTATION
Jacentha Buggs MD | Tampa General Hospital
7:45am – 7:50am
Q 168. OUTCOMES OF OPEN CARPAL TUNNEL RELEASE (OCTR)
WITH NO TOURNIQUET COMPARED TO OCTR WITH TOURNIQUET
Daniel Urias MD | Conemaugh Memorial Medical Center
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MONDAY, FEBRUARY 25

7:50am – 7:55am
Q 169. TRAUMATIC SUB-ARACHNOID VERSUS NONSUBARACHNOID INTRACRANIAL HEMORRHAGES: THE IMPACT
OF DECISION MAKING ON PATIENT SAFETY
Brandon Diaz MD | Kendall Regional Medical Center
7:55am – 8:00am
Q 170. DYSPHAGIA AND COMPLICATIONS SECONDARY
TO ANTERIOR CERVICAL DISCECTOMY AND FUSION
Lucia Giannone MS4 | Atlanta Cancer Research and Education
Foundation
Kiosk #8
Moderator(s):
William Richards MD | University of South Alabama Medical Center
David Adams MD | Medical University of South Carolina
7:00am – 7:05am
Q 171. SPLENIC ABSCESS: CHARACTERIZING MANAGEMENT
AND OUTCOMES FOR A RARE DISEASE
Lauren O’Connor | Geisinger Medical Center
7:05am – 7:10am
Q 172. GIANT EPITHELIAL SPLENIC CYST: AN UNUSUAL CAUSE
OF ABDOMINAL PAIN IN A HEALTHY ADOLESCENT MALE
Benjamin Shepherd MD | University of Mississippi Medical Center
7:10am – 7:15am
Q 173. WANDERING SPLEEN WITH 720-DEGREE TORSION:
A CASE REPORT
Michelle McCullers | Florida State University College of Medicine
7:15am – 7:20am
Q 174. POSTOPERATIVE HEMOPTYSIS AND DIFFUSE ALVEOLAR
HEMORRHAGE ASSOCIATED WITH NEGATIVE PRESSURE
PULMONARY EDEMA
Stephen Klepner DO | Reading Hospital
7:20am – 7:25am
Q 175. THE INTERSECTION OF SURGICAL EDUCATION AND
INDUSTRY: AN ADVANCED PORCINE LAPAROSCOPIC
HEMOSTASIS SIMULATION FOR RESIDENT EDUCATION
Ashley Badger MD | Wake Forest Baptist Medical Center
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MONDAY, FEBRUARY 25

7:25am – 7:30am
Q 176. DEVELOPMENT OF AN AFFORDABLE, MULTIPURPOSE
ARTIFICIAL SKIN MODEL FOR USE IN SURGICAL SKILLS TRAINING
Sandra Cojocaru BS | Rutgers University
7:30am – 7:35am
Q 177. APPLICATION OF PORCINE EXTRACELLULAR MATRIX
FOLLOWING STAGED EXCISIONAL DEBRIDEMENT OF NECROTIZING
SOFT TISSUE INFECTIONS
Morgan Lane MD | Grand Strand Medical Center
7:35am – 7:40am
Q 178. USE OF ACELLULAR URINARY BLADDER MATRIX FOR
ACCELERATED SOFT TISSUE RECOVERY IN COMPLICATED
GANGRENOUS DIABETIC FOOT INFECTIONS
Trevor Ottofaro MD | Grand Strand Medical Center
7:40am – 7:45am
Q 179. PERCUTANEOUS ENDOSCOPIC GASTROSTOMY SITE HERNIA:
A RARE COMPLICATION WITH ITS SURGICAL AND ENDOSCOPIC
MANAGEMENT
David Moffat MD | Medical University of South Carolina
7:45am – 7:50am
Q 180. LAPAROSCOPIC PARTIAL CYST RESECTION AS A VIABLE
SURGICAL TREATMENT FOR CHYLOUS MESENTERIC CYSTS
Tylee Rickett BS | St. George’s University
7:50am – 7:55am
Q 181. THE USE OF MICROLYTE AG BIORESORBABLE WOUND
MATRIX AS A SURGICAL IMPLANT TO PREVENT POSTOPERATIVE
SURGICAL SITE INFECTION
Sarah Waterman Manning MD | Mountain Area Health Education Center
(MAHEC)
7:55am – 8:00am
Q 182. FECALITHS: A RARE AND UNUSUAL CAUSE FOR
MECHANICAL SMALL BOWEL OBSTRUCTION
Chloe Wang MD | University of South Florida
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MONDAY, FEBRUARY 25

Kiosk #9
Moderator(s):
Bryan Richmond MD | West Virginia University
E. Shields Frey MD | Brookwood Baptist Health System
7:00am – 7:05am
Q 183. EMERGENCY SURGICAL MANAGEMENT OF A RUPTURED
MESENTERIC CYST: A CASE REPORT
Jessica Simpson MS | Wake Forest Baptist Medical Center
7:10am – 7:15am
Q 185. ASYMPTOMATIC HEPATIC CSF PSEUDOCYST FOLLOWING
VP SHUNT PLACEMENT
Tucker Bettis BS | Medical College of Georgia at Augusta University
7:15am – 7:20am
Q 186. PNEUMOPERITONEUM AND PEG DISLODGEMENT
SECONDARY TO NON-INVASIVE VENTILATION AFTER PEG TUBE
PLACEMENT
Christine Dahlhausen MD | Medical College of Georgia at Augusta
University
7:20am – 7:25am
Q 187. PETERSEN’S HERNIA COMPLICATING PREGNANCY
FOLLOWING LAPAROSCOPIC ROUX-EN-Y GASTRIC BYPASS:
A CASE REPORT
Melissa Day MD | Conemaugh Memorial Medical Center
7:25am – 7:30am
Q 188. BOUVARET’S SYNDROME: AN UNCOMMON YET COMPLEX
CHALLENGE FOR THE GENERAL SURGEON
Vivian Wang MD | Emory University
7:30am – 7:35am
Q 189. WHAT’S OLD IS NEW AGAIN: SURGICAL TREATMENT FOR
SPLENIC MARGINAL ZONE LYMPHOMA
Danielle Jacks MD | Ochsner Clinic Foundation
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CONTINUED

MONDAY, FEBRUARY 25

7:35am – 7:40am
Q 190. ACHALASIA ASSOCIATE WITH SITUS INVERSUS OF THE
LIVER (DEXTROHEPATICA)
Syed Abbas MS | University of Florida College of Medicine, Jacksonville
7:40am – 7:45am
Q 191. ANGIONEUROTIC EDEMA OF THE TONGUE
Heather Le | Atlanta Cancer Research and Education Foundation
7:45am – 7:50am
Q 192. ORAL MUCOCELE FOUND IN FLOOR OF MOUTH
Heather Le | Atlanta Cancer Research and Education Foundation
7:50am – 7:55am
Q 193. LAPAROSCOPIC BLADDER REPAIR: APPLYING MINIMALLY
INVASIVE SURGERY IN TRAUMA
Michael Arnold MD | Atrium Health
7:55am – 8:00am
Q 194. GASTROINTESTINAL STROMAL TUMOR PRESENTING WITH
HEMORRHAGIC SHOCK AFTER BLUNT TRAUMA TO ABDOMEN –
RARE CASE WITH REVIEW OF LITERATURE
Hanjoo Lee MD | Westchester Medical Center
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TUESDAY, FEBRUARY 26

TUESDAY, FEBRUARY 26, 2019
6:15am – 7:00am | Grand Ballroom AB
Quickshot Oral Presentations 3
Kiosk #1
Moderator(s):
Emmanuel Zervos MD | East Carolina University, Brody School of Medicine
Clancy Clark MD | Wake Forest Baptist Medical Center
6:15am – 6:20am
Q 195. UTILIZATION OF MICROWAVE ABLATION FOR HEMORRHAGE
CONTROL OF BLEEDING HEPATIC TUMORS
Ryan Pickens MD | Atrium Health
6:20am – 6:25am
Q 196. SHOULD OCTOGENARIANS BE ENROLLED IN ENHANCED
RECOVERY AFTER SURGERY®? AN EVALUATION OF AN
ESTABLISHED ERAS® PROGRAM IN HEPATOPANCREATOBILIARY
SURGERY
Ryan Pickens MD | Atrium Health
6:25am – 6:30am
Q 197. LAPAROENDOSCOPIC SINGLE SITE UNROOFING OF CAUDATE
LOBE HEPATIC CYST
Iswanto Sucandy MD | Florida Hospital Tampa
6:30am – 6:35am
Q 198. COMMON BILE DUCT LITHOTRIPSY IN PREGNANCY
Jessica DeLallo MD | Greenville Health System
6:35am – 6:40am
Q 199. OUTCOME OF SURGICAL MANAGEMENT OF PANCREAS
NEOPLASMS IN A LARGE COMMUNITY HOSPITAL
Sukanto Biswas MD | WakeMed Health & Hospitals
6:40am – 6:45am
Q 200. INFERIOR VENA CAVA RESECTION AND RECONSTRUCTION
FOR PRIMARY LEIOMYOSARCOMA: A CASE SERIES OF THREE
PATIENTS
John Neill MD | University of Mississippi Medical Center
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TUESDAY, FEBRUARY 26

6:45am – 6:50am
Q 201. COMBINED LIVER AND KIDNEY TRANSPLANTATION IN
A PATIENT WITH SITUS INVERSUS
Dakota King MD, MS | University of Mississippi Medical Center
6:50am – 6:55am
Q 202. ALTERNATIVE SURGICAL TREATMENT FOR HEPATIC ARTERY
STENOSIS OR OCCLUSION WITH PANCREAS SURGERY
Achintya Patel | Tampa General Hospital
6:55am – 7:00am
Q 203. SPONTANEOUS RESOLUTION OF GALLSTONE ILEUS:
A CASE REPORT
Michelle McCullers | Florida State University College of Medicine
Kiosk #2
Moderator(s):
John Stewart MD | University of Illinois, Chicago
Amelia Grover MD | Virginia Commonwealth University
6:20am – 6:25am
Q 204. RARE PRESENTATION OF SQUAMOUS CELL CARCINOMA
IN THE SETTING OF NECROBIOSIS LIPOIDICA DIABETICORUM
Callie McAdams MD | University of Tennessee Medical Center, Knoxville
6:25am – 6:30am
Q 205. A RARE CASE OF METASTATIC MEDULLARY
ADENOCARCINOMA TO THE LIVER, THIRTY TWO YEARS AFTER
CLINICAL REMISSION
Christina Monaco MS4 | Medical College of Georgia at Augusta
University
6:30am – 6:35am
Q 206. ADRENAL CORTICAL CARCINOMA ARISING FROM AN
ADRENAL ADENOMA IN A YOUNG ADULT FEMALE
Monica Rebielak DO | Geisinger Medical Center
6:35am – 6:40am
Q 207. ROSAI-DORFMAN DISEASE PRESENTING IN THE
GASTROINTESTINAL TRACT: A RARE CASE PRESENTATION
Wade Christopher MD | University of Mississippi Medical Center
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TUESDAY, FEBRUARY 26

6:40am – 6:45am
Q 208. RENAL CELL CARCINOMA PRESENTING AS A MASS OF
THE GALLBLADDER
Tara Barry MD | University of South Florida
6:45am – 6:50am
Q 209. ENDOSCOPIC ULTRASOUND-GUIDED FINE NEEDLE
ASPIRATION OF RENAL MASS: UTILITY IN INITIAL DIAGNOSIS
AND SUBSEQUENT TISSUE ACQUISITION
Fred Qafiti MD | Florida Atlantic University
6:50am – 6:55am
Q 210. ENDOSCOPIC CHOLECYSTDUODENOSTOMY FOR
BILIARY OBSTRUCTION SECONDARY TO STAGE IV PANCREATIC
ADENOCARCINOMA: USE OF THE DOUBLE-FLANGED METAL STENT
John Gigioli MD | Florida Atlantic University
6:55am – 7:00am
Q 211. AMPULLARY METASTATIC TUMOR WITH BRONCHOGENIC
ORIGIN: A RARE CASE REPORT
David Rubay MBChB | Florida Atlantic University
Kiosk #3
Moderator(s):
Amy Hildreth MD | Wake Forest Baptist Medical Center
Pascal Udekwu MD | WakeMed Health & Hospitals
6:15am – 6:20am
Q 212. A STATISTICAL MODEL FOR IDENTIFYING OCCULT
PNEUMOTHORACES THAT WILL REQUIRE CHEST TUBES
Stacey Bowlds MD | Memorial University Medical Center
6:20am – 6:25am
Q 213. REDUCING OVERALL RADIATION EXPOSURE IN PATIENTS
SUSTAINING GROUND LEVEL FALLS
Emma Graf | Memorial University Medical Center
6:25am – 6:30am
Q 214. A 4 YEAR RETROSPECTIVE REVIEW OF PIT BULL INJURIES
Berna Buyukozturk BS, MS3 | Memorial Regional Hospital
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TUESDAY, FEBRUARY 26

6:30am – 6:35am
Q 215. COSTS OF SELF-INFLICTED TRAUMATIC INJURIES
Brett Tracy MD | Emory University
6:35am – 6:40am
Q 216. LEAD TOXICITY FROM RETAINED BULLET FRAGMENTS:
A SYSTEMATIC REVIEW
Anisha Apte BA | Emory University
6:40am – 6:45am
Q 217. FARM INJURIES: ANIMAL MOST COMMON, MACHINERY
MOST LETHAL: A NATIONAL TRAUMA DATA BASE STUDY
Karl Damroth MD | Bassett Medical Center
6:45am – 6:50am
Q 218. IMPROVING TIME TO COMPUTED TOMOGRAPHY SCANNER
IN TRAUMA PATIENTS
Jessica Hale DO | Marshall University
6:50am – 6:55am
Q 219. EFFECT OF EARLY THROMBOPROPHYLAXIS ON NONOPERATIVE FAILURE IN SPLENIC INJURY
Bethany Sappington MD | University of Tennessee Medical Center,
Knoxville
6:55am – 7:00am
Q 220. RIB FRACTURES IN ELDERLY FALLS: NOT AS DEADLY
AS YOU THINK
Ashley Jones MD | Greenville Health System
Kiosk #4
Moderator(s):
William Richardson MD | Ochsner Clinic Foundation
William Hope MD | New Hanover Regional Medical Center
6:15am – 6:20am
Q 221. THE IMPACT OF SURGICAL CARE IMPROVEMENT PROJECT
COMPLIANCE ON SURGICAL SITE INFECTION IN A TRAUMA
POPULATION: A QUALITY IMPROVEMENT PROJECT
Adel Elkbuli MD, MPH | Kendall Regional Medical Center
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TUESDAY, FEBRUARY 26

6:20am – 6:25am
Q 222. RURAL VERSUS URBAN: IS THERE A DIFFERENCE IN THE
WELL-BEING STATUS OF THE PHYSICIANS AND THE CLINICAL CARE
TEAM
Jessica Hale DO | Marshall University
6:25am – 6:30am
Q 223. PRE-OPERATIVE CLINICAL VARIATION BY HEALTH
INSURANCE CARRIER IN 12,285 MALE SURGICAL PATIENTS WITH
MODERATE MORBID OBESITY
Matthew Moore DO | Inspira Health Network
6:30am – 6:35am
Q 224. PRE-OPERATIVE RISK OF MEDICAL COMPLICATIONS VARIES
BY HEALTH INSURANCE CARRIER IN MODERATELY OBESE WOMEN:
MEDICAID V MEDICARE V PRIVATE V SELF-PAY
Paul Osterdahl DO | Inspira Health Network
6:40am – 6:45am
Q 226. LONG-TERM EMERGENCY GENERAL SURGERY FOLLOW-UP
AFTER PERCUTANEOUS ENDOSCOPIC GASTROSTOMY (PEG) TUBE
PLACEMENT AT A MILITARY MEDICAL CENTER
Robert DesPain MD | Uniformed Services University- Walter Reed
National Military Medical Center
6:50am – 6:55am
Q 228. PATTERNS OF NASOORBITOETHMOID FRACTURES
IN THE PEDIATRIC POPULATION
Thuy-My Le MSE | Rutgers University
6:55am – 7:00am
Q 229. ALL THAT IS RIGHT LOWER QUADRANT PAIN IS NOT
APPENDICITIS
Rebekah Wood MS | Wright State Boonshoft School of Medicine
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Kiosk #5
Moderator(s):
Rebecca Britt MD | Eastern Virginia Medical School
Thomas Schroeppel MD, MS | University of Colorado Health
6:15am – 6:20am
Q 230. THE IMPACT OF TRAUMA CENTER VERIFICATION
ON TRAUMA OUTCOMES
Adel Elkbuli MD, MPH | Kendall Regional Medical Center
6:20am – 6:25am
Q 231. FACIAL FRACTURE ASSOCIATED INTRACRANIAL
HEMORRHAGE IN THE ELDERLY POPULATION
Andrew Dobitsch BA | Rutgers University
6:25am – 6:30am
Q 232. CT IMAGING IN HEMODYNAMICALLY ABNORMAL
PENETRATING TRAUMA PATIENTS IS SAFE AND EFFICACIOUS
Lynn Nguyen MD | Memorial University Medical Center
6:30am – 6:35am
Q 233. A NOVEL METHOD OF ANALYSIS AND VISUALIZATION
OF TRAUMA REGISTRY DATA: A TRAUMA MEDICAL DIRECTOR’S
TOOLKIT
Sarah Rollins MD | East Tennessee State University
6:35am – 6:40am
Q 234. PATTERNS OF LE FORT FRACTURES IN THE PEDIATRIC
POPULATION
Margaret Dalena BS | Rutgers University
6:40am – 6:45am
Q 235. SUTURE-LESS REPAIR OF FULL THICKNESS CARDIAC
STAB WOUND ADJACENT TO RIGHT CORONARY ARTERY USING
EVARREST® PATCH
Christopher Butts PhD, DO | Rutgers University
6:45am – 6:50am
Q 236. FAT EMBOLISM SYNDROME COMPLICATED BY DIFFUSE
ALVEOLAR HEMORRHAGE: AN ALBINO ZEBRA
Leslieann Kao MD | Emory University
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6:50am – 6:55am
Q 237. MAKING THE DIAGNOSIS– ACUTE PRIMARY
AORTODUODENAL FISTULA BLEED PRESENTING IN A BLUNT
TRAUMA PATIENT
Woon Kim MD | Virginia Commonwealth University
6:55am – 7:00am
Q 238. SEPTIC PERICARDIAL TAMPONADE AFTER FORK STAB
WOUND TO THE CHEST
Alejandro Chavarriaga MD, MS | Atlanta Medical Center
Kiosk #6
Moderator(s):
Benjamin Dart MD | University of Tennessee Medical Center, Chattanooga
Reagan Bollig MD | University of Tennessee Medical Center, Knoxville
6:15am – 6:20am
Q 239. TRAUMATIC BLUNT RUPTURE OF PULMONARY ARTERY
Daniel Urias MD | Conemaugh Memorial Medical Center
6:20am – 6:25am
Q 240. PANCREATICODUODENECTOMY WITH VENA CAVA
LIGATION FOR PENETRATING TRAUMA: AN INTERESTING CASE
OF SURVIVAL
Sarah Rollins MD | East Tennessee State University
6:25am – 6:30am
Q 241. REBOA AS A VALUABLE ADJUNCT IN SEVERE REFRACTORY
HEMORRHAGIC SHOCK, A CASE REPORT.
Mateo Guarderas MD | East Tennessee State University
6:30am – 6:35am
Q 242. TRIPLE TRAUMATIC HERNIA: A RARE CLINICAL FINDING
William Wallace MD | Navicent Health, Mercer University School of
Medicine
6:35am – 6:40am
Q 243. TRACHEAL DIVERTICULUM IN A TRAUMA PATIENT:
A CASE REPORT
Hamza Durrani MBBS | Ocala Health
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6:40am – 6:45am
Q 245. MANAGEMENT AND REPAIR OF A COMPLEX PELVIC
POLYTRAUMA
Eleanor Bjerken OMS | University of Florida College of Medicine,
Jacksonville
6:50am – 6:55am
Q 246. TRAUMATIC GLOBE RUPTURE AND ORBITAL BLOWOUT
CAUSING OCULOCARDIAC REFLEX REQUIRING COMPLEX
MANAGEMENT
Andrew Simmerman Medical Student | Washington St Louis School of
Medicine
6:55am – 7:00am
Q 247. IMPACT OF THE AVAILABILITY OF A REGIONAL TRAUMA
CENTER ON PATIENT SURVIVAL: SKILSAW TRANSECTION OF THE
PROXIMAL FEMORAL ARTERY AND VEIN
Mateo Guarderas MD | East Tennessee State University
Kiosk #7
Moderator(s):
Errington Thompson MD | Marshall University School of Medicine
Jay Collins MD | Eastern Virginia Medical School
6:15am – 6:20am
Q 248. ESOPHAGEAL STENT FOR PENETRATING ESOPHAGEAL
INJURY IN A HEMODYNAMICALLY STABLE PATIENT
Thomas Easterday MD | Atlanta Medical Center
6:20am – 6:25am
Q 249. TRAUMATIC PNEUMATOCELE: A CASE REPORT
Jacob Edwards MD | Vidant Medical Center/ East Carolina University
6:25am – 6:30am
Q 250. TRAUMATIC RUPTURE OF DIAPHRAGM AND CHEST
WALL SECONDARY TO COPD EXACERBATION
Kevin Londe MS IV | Edward Via College of Osteopathic Medicine
Carolinas
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6:30am – 6:35am
Q 251. MANAGEMENT OF BILATERAL LUNG INJURY REQUIRING
DIFFERENT VENTILATORY MODES USING INDEPENDENT LUNG
VENTILATION AFTER NAUTICAL TRAUMA
Ashley Ray MD | University of Mississippi Medical Center
6:35am – 6:40am
Q 252. PENETRATING SUBCLAVIAN ARTERY INJURIES: RECENT
CHALLENGES WITH VARIABLE SOLUTIONS
Kevin Harrell MD | University of Tennessee Medical Center, Chattanooga
6:40am – 6:45am
Q 253. THORACOABDOMINAL TRAUMA REQUIRING PULMONARY
VEIN REPAIR AND SPLENECTOMY ON BYPASS: KNOW YOUR
PERFUSIONIST
Kevin Harrell MD | University of Tennessee Medical Center, Chattanooga
6:45am – 6:50am
Q 254. IMPALEMENT AT ZONE I OF NECK CAUSING TRAUMATIC
SUBCLAVIAN ARTERIAL COMPRESSION INJURY: A CASE REPORT
AND REVIEW OF LITERATURE
Hanjoo Lee MD | Westchester Medical Center
6:50am – 6:55am
Q 255. TRAUMA SURGEON-FUNDED INJURY PREVENTION
AND RESEARCH DECREASE MOTORCYCLE CRASH INJURIES
Sarah Rollins MD | East Tennessee State University
6:55am – 7:00am
Q 256. LADDER-RELATED FALLS: ARE WE ALL AT RISK?
Ryan Taylor MS2 | University of South Carolina
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Abbas, Syed (University
of Florida College of
Medicine, Jacksonville)

Monday Kiosk #9

Q 190. ACHALASIA ASSOCIATE
WITH SITUS INVERSUS OF THE LIVER
(DEXTROHEPATICA)

Alghanem, Lana (Wayne
State University / Detroit
Medical center)

Monday Kiosk #7

Q 164. UNIQUE CASE OF DELAYED
EXTERNAL ILIAC ARTERY
PSEUDOANEURYSM AFTER A REMOTE
TOTAL HIP ARTHROPLASTY

Allen, Griffen (Medical
College of Georgia at
Augusta University)

Monday Kiosk #6

Q 151. A CASE OF A POST-OPERATIVE
ADDISONIAN CRISIS SECONDARY TO
HYPOTHALAMIC-PITUITARY-ADRENAL
AXIS SUPPRESSION INDUCED BY
INHALED CORTICOSTEROID USE

Alslaim, Hossam (Medical
College of Georgia at
Augusta University)

Monday Kiosk #5

Q 135. MANAGEMENT OF DISRUPTED
PANCREATIC DUCT SYNDROME:
A CASE REPORT OF TWO PATIENTS
AND LITERATURE REVIEW

Andrews, Weston
(University of Florida
College of Medicine,
Jacksonville)

Sunday Kiosk #2

Q 18. A ROAD LESS TRAVELED: SMALL
BOWEL ADENOCARCINOMA IN
JEJUNOSIGMOID BYPASS

Antill, Andrew (University
of Tennessee Medical
Center, Knoxville)

Sunday Kiosk #8

Q 64. LAPAROSCOPIC
TREATMENT OF A INTRACOLONIC
VENTRICULOPERITONEAL SHUNT

Apte, Anisha (Emory
University)

Tuesday Kiosk #3

Q 216. LEAD TOXICITY FROM
RETAINED BULLET FRAGMENTS:
A SYSTEMATIC REVIEW

Arbuthnot, Mary (Naval
Medical Center Camp
Lejeune)

Sunday Kiosk #9

Q 78. ENHANCED RECOVERY AFTER
COLORECTAL SURGERY – OUTCOMES
FOLLOWING THE ESTABLISHMENT OF
AN INSTITUTIONAL PROTOCOL

Arnold, Michael (Atrium
Health)

Monday Kiosk #9

Q 193. LAPAROSCOPIC BLADDER
REPAIR: APPLYING MINIMALLY
INVASIVE SURGERY IN TRAUMA

Ayeni, Aduragbemi
(Morehouse School of
Medicine)

Sunday Kiosk #9

Q 81. STERCORAL PROCTOCOLITIS:
A SURGICAL DILEMMA

94

QUICKSHOT ORAL AUTHOR INDEX CONTINUED
Sorted by Presenter Last Name

Monday Kiosk #8

Q 175. THE INTERSECTION OF
SURGICAL EDUCATION AND
INDUSTRY: AN ADVANCED PORCINE
LAPAROSCOPIC HEMOSTASIS
SIMULATION FOR RESIDENT
EDUCATION

Baimas-George, Maria
(Atrium Health )

Sunday Kiosk #4

Q 28. THREE POSSIBLE VARIATIONS IN
EX VIVO HEPATECTOMY: ACHIEVING
R0 RESECTION BY TRANSPLANT
ONCOLOGY. THE COLLABORATION
OF HEPATOPANCREATICOBILIARY
WITH TRANSPLANT SURGERY
EXPANDS TECHNICAL OPTIONS FOR
POTENTIALLY CURATIVE RESECTIONS

Barry, Tara (University of
South Florida)

Tuesday Kiosk #2

Q 208. RENAL CELL CARCINOMA
PRESENTING AS A MASS OF THE
GALLBLADDER

Bazzell, Anya (Morehouse
School of Medicine)

Sunday Kiosk #9

Q 75. BLUE RUBBER NEVUS
SYNDROME: A SURGICAL DILEMMA

Benammi, Sarah
(Universite Mohammed V
Souissi)

Monday Kiosk #1

Q 100. RARE COEXISTING PYLORIC
STENOSIS, OESOPHAGEAL PEPTIC
STRICTURE AND HIATAL HERNIA:
A CLINICAL CASE

Best, Irwin M (Emory
University)

Monday Kiosk #7

Q 162. A NEW SOURCE OF WORRY IN
GASTROSTOMY TUBE PLACEMENT

Bettis, Tucker (Medical
College of Georgia at
Augusta University)

Monday Kiosk #9

Q 185. ASYMPTOMATIC HEPATIC CSF
PSEUDOCYST FOLLOWING VP SHUNT
PLACEMENT

Bilezikian, Jordan (New
Hanover Regional Medical
Center)

Sunday Kiosk #3

Q 84. NECROTIZING SUPERFICIAL
EPIDERMAL INFECTION OF THE
ABDOMEN RESULTING IN SEPTIC
SHOCK AND MULTISYSTEM ORGAN
FAILURE - AN INTRIGUING CASE OF
PRESUMED MUCORMYCOSIS

Bilezikian, Jordan (New
Hanover Regional Medical
Center)

Monday Kiosk #2

Q 107. AN EVALUATION OF ROBOTIC
ADRENAL SURGERY: PRELIMINARY
OUTCOMES

Biswas, Sukanto
(WakeMed Health &
Hospitals)

Tuesday Kiosk #1

Q 199. OUTCOME OF SURGICAL
MANAGEMENT OF PANCREAS
NEOPLASMS IN A LARGE COMMUNITY
HOSPITAL

Badger, Ashley (Wake
Forest Baptist Medical
Center )
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Bjerken, Eleanor (University
of Florida College of
Medicine, Jacksonville)

Tuesday Kiosk #6

Q 245. MANAGEMENT AND REPAIR OF
A COMPLEX PELVIC POLYTRAUMA

Bonatti, Hugo (Meritus
Health)

Sunday Kiosk #5

Q 86. LAPAROSCOPIC
APPENDECTOMY USING ONLY TWO
PORTS: TECHNICAL ASPECTS

Bonatti, Hugo (Meritus
Health)

Monday Kiosk #6

Q 149. COMBINED TRACHEOSTOMY
AND THYROIDECTOMY IN A PATIENT
WITH CERVICAL SPINE FRACTURE

Bonatti, Hugo (Meritus
Health)

Monday Kiosk #6

Q 150. ACCIDENTAL PLACEMENT
OF AN INFUSAPORT INTO THE
PULMONARY ARTERY: CASE REPORT
AND REVIEW OF THE LITERATURE

Bonenclark, Loren
(University of Maryland
School of Medicine)

Monday Kiosk #4

Q 132. CALCIPHYLAXIS:
A CASE REPORT

Bowlds, Stacey (Memorial
University Medical Center)

Tuesday Kiosk #3

Q 212. A STATISTICAL MODEL
FOR IDENTIFYING OCCULT
PNEUMOTHORACES THAT WILL
REQUIRE CHEST TUBES

Bridges, Lindsey (Medical
Center of Central GeorgiaNavicent Health)

Sunday Kiosk #2

Q 17. A RARE CASE OF MALIGNANT
PERI-AORTIC PARAGANGLIOMA &
REVIEW OF THE LITERATURE

Brister, Kelly (University
of Mississippi Medical
Center)

Sunday Kiosk #2

Q 12. RUPTURED ADRENAL
CORTICAL CARCINOMA AS INITIAL
PRESENTATION OF LYNCH SYNDROME

Buggs, Jacentha (Tampa
General Hospital)

Monday Kiosk #7

Q 167. REPAIR OF URETERAL LEAKS
POST KIDNEY TRANSPLANTATION

Butts, Christopher Butts
(Rutgers University)

Tuesday Kiosk #5

Q 235. SUTURE-LESS REPAIR OF FULL
THICKNESS CARDIAC STAB WOUND
ADJACENT TO RIGHT CORONARY
ARTERY USING EVARREST® PATCH

Buyukozturk, Berna
(Memorial Regional
Hospital)

Tuesday Kiosk #3

Q 214. A 4 YEAR RETROSPECTIVE
REVIEW OF PIT BULL INJURIES

Carney, David (Morehouse
School of Medicine)

Monday Kiosk #4

Q 130. RECTAL GASTROINTESTINAL
STROMAL TUMORS PRESENTING AS
VAGINAL BLEEDING
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Tuesday Kiosk #5

Q 238. SEPTIC PERICARDIAL
TAMPONADE AFTER FORK STAB
WOUND TO THE CHEST

Chivukula, Sitaram (John H
Stroger, Jr. Hospital of Cook
County)

Monday Kiosk #4

Q 129. SPONTANEOUS RUPTURE OF A
CYSTIC JEJUNAL GASTROINTESTINAL
STROMAL TUMOR REQUIRING
EMERGENT OPERATIVE
INTERVENTION: A CASE REPORT

Cho, Ruth (Conemaugh
Memorial Medical Center)

Monday Kiosk #5

Q 136. METASTATIC MELANOMA
OF THE GALLBLADDER WITH
UNDIAGNOSED PRIMARY TUMOR

Christopher, Wade
(University of Mississippi
Medical Center)

Sunday Kiosk #2

Q 13. MANAGEMENT OF METASTATIC
COLORECTAL CANCER TO THE LIVER
AND PERITONEAL CARCINOMATOSIS
WITH A TWO STAGE SURGICAL
APPROACH

Christopher, Wade
(University of Mississippi
Medical Center)

Tuesday Kiosk #2

Q 207. ROSAI-DORFMAN
DISEASE PRESENTING IN THE
GASTROINTESTINAL TRACT: A RARE
CASE PRESENTATION

Chung, Jane (Medical
College of Georgia at
Augusta University)

Monday Kiosk #7

Q 159. RESECTION AND CAVOPLASTY
OF A PRIMARY INFERIOR VENA CAVA
LEIOMYOSARCOMA

Chung, Timothy
(Conemaugh Memorial
Medical Center)

Monday Kiosk #2

Q 102. EXUBERANT DUCTOLOBULAR
HYPERPLASIA AS THE PRIMARY
HISTOLOGICAL FINDING IN A PATIENT
WITH IDIOPATHIC G

Cojocaru, Sandra (Rutgers
University)

Monday Kiosk #8

Q 176. DEVELOPMENT OF AN
AFFORDABLE, MULTIPURPOSE
ARTIFICIAL SKIN MODEL FOR USE IN
SURGICAL SKILLS TRAINING

Monday Kiosk #5

Q 141. TWO PRIMARY
ADENOCARCINOMAS IN A SINGLE
PATIENT: A PRIMARY COLONIC
ADENOCARCINOMA AND A PRIMARY
PANCREATIC ADENOCARCINOMA
ARISING FROM ECTOPIC PANCREATIC
TISSUE

Chavarriaga, Alejandro
(Atlanta Medical Center)

Couch, Luke (University of
Tennessee Medical Center,
Chattanooga)
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Monday Kiosk #4

Q 124. EMERGENT LAPAROSCOPIC
REPAIR AS AN ACCEPTABLE
TREATMENT FOR IATROGENIC
ESOPHAGEAL PERFORATION DURING
BOUGIE DILATION FOR SYMPTOMATIC
SCHATZKI RING

Cross, Alex (University of
Louisville)

Sunday Kiosk #8

Q 68. SURGICAL OUTCOMES IN
PATIENTS WHO UNDERWENT
ROBOTIC LOWER ANTERIOR
RESECTIONS FOR RECTAL CANCER:
A RETROSPECTIVE CHART REVIEW

Cunningham, Kyle (Atrium
Health)

Monday Kiosk #6

Q 157. THE WALKING DEAD:
DISCHARGE TO HOSPICE DOES NOT
EQUATE TO IN-HOSPITAL MORTALITY

Dahlhausen, Christine
(Medical College of
Georgia at Augusta
University)

Sunday Kiosk #7

Q 88. UPPER GASTROINTESTINAL
BLEEDING SECONDARY TO
ARTERIOVENOUS MALFORMATION

Dahlhausen, Christine
(Medical College of
Georgia at Augusta
University)

Monday Kiosk #9

Q 186. PNEUMOPERITONEUM AND
PEG DISLODGEMENT SECONDARY TO
NON-INVASIVE VENTILATION AFTER
PEG TUBE PLACEMENT

Dalena, Margaret (Rutgers
University)

Tuesday Kiosk #5

Q 231. FACIAL FRACTURE ASSOCIATED
INTRACRANIAL HEMORRHAGE IN THE
ELDERLY POPULATION

Damroth, Karl (Bassett
Medical Center)

Tuesday Kiosk #3

Q 217. FARM INJURIES: ANIMAL
MOST COMMON, MACHINERY MOST
LETHAL: A NATIONAL TRAUMA DATA
BASE STUDY

Datta, Sujata (University of
Tennessee Medical Center,
Knoxville)

Sunday Kiosk #3

Q 20. THE IMPACT OF LOSS OF
DOMAIN AND NERVE BLOCKS ON
OUTCOMES FOLLOWING ABDOMINAL
WALL RECONSTRUCTION

Monday Kiosk #9

Q 187. PETERSEN’S HERNIA
COMPLICATING PREGNANCY
FOLLOWING LAPAROSCOPIC ROUXEN-Y GASTRIC BYPASS: A CASE
REPORT

Cox, Caroline (Medical
University of South
Carolina)

Day, Melissa (Conemaugh
Memorial Medical Center)
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Day, Melissa (Eastern
Virginia Medical School)

Monday Kiosk #2

Q 106. SELECTIVE USE OF FOURGLAND EXPLORATION IS AS
SAFE AS MINIMALLY INVASIVE
PARATHYROIDECTOMY

DeLallo, Jessica (Greenville
Health System)

Tuesday Kiosk #1

Q 198. COMMON BILE DUCT
LITHOTRIPSY IN PREGNANCY

Demaree, Christopher
(Tulane University School
of Medicine)

Monday Kiosk #6

Q 153. OPERATIVE END TIDAL CO2
AS A PREDICTOR OF MORTALITY
IN TRAUMA PATIENTS RECEIVING
MASSIVE TRANSFUSION PROTOCOL

DesPain, Robert
(Uniformed Services
University- Walter Reed
National Military Medical
Center)

Tuesday Kiosk #4

Q 226. LONG-TERM EMERGENCY
GENERAL SURGERY FOLLOW-UP
AFTER PERCUTANEOUS ENDOSCOPIC
GASTROSTOMY (PEG) TUBE
PLACEMENT AT A MILITARY MEDICAL
CENTER

Diaz, Brandon (Kendall
Regional Medical Center)

Monday Kiosk #7

Q 169. TRAUMATIC SUB-ARACHNOID
VERSUS NON-SUBARACHNOID
INTRACRANIAL HEMORRHAGES: THE
IMPACT OF DECISION MAKING ON
PATIENT SAFETY

Dobitsch, Andrew (Rutgers
University)

Tuesday Kiosk #5

Q 234. PATTERNS OF LE FORT
FRACTURES IN THE PEDIATRIC
POPULATION

Drevets, Peter (Medical
College of Georgia at
Augusta University)

Monday Kiosk #3

Q 121. HYBRID OPERATING ROOM
CONE-BEAM CT-GUIDED PEG-TUBE
PLACEMENT IN A PATIENT WITH
LARGE VENTRAL HERNIA

Dugan, Michelle
(University of Florida
College of Medicine,
Jacksonville)

Sunday Kiosk #1

Q 6. INTRAMUSCULAR CAVERNOUS
HEMANGIOMA OF THE BREAST

Durrani, Hamza (Ocala
Health)

Tuesday Kiosk #6

Q 243. TRACHEAL DIVERTICULUM IN
A TRAUMA PATIENT: A CASE REPORT

Easterday, Thomas (Atlanta
Medical Center)

Tuesday Kiosk #7

Q 248. ESOPHAGEAL STENT FOR
PENETRATING ESOPHAGEAL INJURY
IN A HEMODYNAMICALLY STABLE
PATIENT
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Edwards, Jacob (Vidant
Medical Center/East
Carolina University)

Tuesday Kiosk #7

Q 249. TRAUMATIC PNEUMATOCELE:
A CASE REPORT

Edwards, Jeffrey
(University of South
Florida)

Sunday Kiosk #5

Q 45. HYBRID REVASCULARIZATION
OF ACUTE AORTIC OCCLUSION DUE
TO TAKOTSUBO CARDIOMYOPATHY

Elkbuli, Adel (Kendall
Regional Medical Center)

Sunday Kiosk #6

Q 54. LEVEL 1 OR LEVEL 2: DOES ACS/
STATE LEVEL VERIFICATION MATTER?

Elkbuli, Adel (Kendall
Regional Medical Center)

Tuesday Kiosk #4

Q 221. THE IMPACT OF SURGICAL
CARE IMPROVEMENT PROJECT
COMPLIANCE ON SURGICAL
SITE INFECTION IN A TRAUMA
POPULATION: A QUALITY
IMPROVEMENT PROJECT

Elkbuli, Adel (Kendall
Regional Medical Center)

Tuesday Kiosk #5

Q 230. THE IMPACT OF TRAUMA
CENTER VERIFICATION ON TRAUMA
OUTCOMES

Sunday Kiosk #1

Q 5. GASTRIC OUTLET OBSTRUCTION
AS AN UNUSUAL PRESENTATION
FOR METASTATIC LOBULAR BREAST
CANCER: A CASE REPORT AND
LITERATURE REVIEW

Monday Kiosk #2

Q 108. BILATERAL INTERNAL JUGULAR
VENOUS SAMPLING ADJUNCT IN
LOCALIZATION OF A PARATHYROID
DOUBLE ADENOMA FOUND
INTRAOPERATIVELY: A CASE REPORT

Sunday Kiosk #4

Q 32. RADICAL
ANTEGRADE MODULAR
PANCREATICOSPLENECTOMY
IN PATIENT WITH LOCALLY
ADVANCED DISTAL PANCREATIC
ADENOCARCINOMA: A CASE REPORT

Sunday Kiosk #7

Q 55. CHARACTERIZATION OF
GENDER RELATED DISPARITY IN
GASTROESOPHAGEAL REFLUX
DISEASE: SURGICAL PERSPECTIVE
FROM A RURAL HIGH VOLUME ANTIREFLUX PROGRAM

Elliott, Erika (Tulane
University School of
Medicine)

Enchia, Ebenezer (Atlanta
Medical Center)

Fair, Logan (University
of Mississippi Medical
Center)

Fanous, Medhat (Aspirus
Health System)
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Fanous, Medhat (Aspirus
Health System)

Sunday Kiosk #7

Q 61. DIAPHRAGMATIC CRURAL
EVERSION: MID TERM DATA
OF A NOVEL TECHNIQUE TO
OPTIMIZE HIATOPLASTY DURING
LAPAROSCOPIC REPAIR OF HIATAL
HERNIA

Fanous, Medhat (Aspirus
Health System)

Sunday Kiosk #7

Q 62. MASSIVE CAUDATE LOBE IN
LAPAROSCOPIC HIATAL HERNIA
REPAIR: TYING AND WRAPPING
OUTSIDE THE BOX

Fanous, Medhat (Aspirus
Health System)

Monday Kiosk #3

Q 112. SAFE LAPAROSCOPIC
DISSECTION OF THE SAC OF A GIANT
MORGAGNI HERNIA

Fanous, Medhat (Aspirus
Health System)

Monday Kiosk #4

Q 127. A CASE REPORT OF 3PORT LAPAROSCOPIC REPAIR OF
HIATAL HERNIA AND CHEMICAL
FUNDOPHRENICOPEXY IN A FRAIL
ELDERLY PATIENT WITH COMPLEX
MEDICAL HISTORY AND ANATOMICAL
CHALLENGES

Flores, Robert (Brookwood
Baptist Health System)

Sunday Kiosk #4

Q 36. AXIOS STEP UP TO OPERATIVE
ROBOTIC CYST-GASTROSTOMY AND
NECROSECTOMY

Flores, Robert (Brookwood
Baptist Health System)

Monday Kiosk #5

Q 145. SPY; STONE WITH SURGICAL
CLIP IMPACTED IN RIGHT HEPATIC
DUCT

Freeman, Jordan (Wake
Forest Baptist Medical
Center)

Sunday Kiosk #1

Q 8. WORK-UP AND MANAGEMENT
OF BENIGN MESENCHYMAL LESIONS
OF THE BREAST

Fridling, Jeremy
(Quinnipiac University)

Monday Kiosk #7

Q 166. CREATING MODEL STOP THE
BLEED TRAINING PROGRAMS AT
THREE DISTINCT INSTITUTIONS

Monday Kiosk #1

Q 101. A 7 YEAR OLD BOY WITH
A TYPE IVA CHOLEDOCHAL CYST
INCLUDING A CYSTIC DUCT
CYST: REPEATING THE CALL TO
FURTHER MODIFY THE TODANI
CLASSIFICATION TO ALLOW FOR
INCLUSION OF CYSTIC DUCT CYSTS

Gaffley, Michaela (Wake
Forest Baptist Medical
Center )
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Gedney, Ryan (Medical
University of South
Carolina)

Sunday Kiosk #7

Q 57. ARE THERE PREDICTORS OF
CLINICAL FAILURE IN GASTRIC
ELECTRICAL STIMULATION
TREATMENT OF GASTROPARESIS?

Gemayel, Kristina
(University of South
Florida)

Monday Kiosk #4

Q 131. POLYPOSIS OF THE SMALL
BOWEL IN A PATIENT WITH LYNCH
SYNDROME

Giannone, Lucia (Atlanta
Cancer Research and
Education Foundation)

Monday Kiosk #7

Q 170. DYSPHAGIA AND
COMPLICATIONS SECONDARY TO
ANTERIOR CERVICAL DISCECTOMY
AND FUSION

Gigioli, John (Florida
Atlantic University)

Tuesday Kiosk #2

Q 210. ENDOSCOPIC
CHOLECYSTDUODENOSTOMY FOR
BILIARY OBSTRUCTION SECONDARY
TO STAGE IV PANCREATIC
ADENOCARCINOMA: USE OF THE
DOUBLE-FLANGED METAL STENT

Gonzalez, Candace
(University of South
Florida)

Sunday Kiosk #5

Q 40. OPEN AORTIC THROMBECTOMY
FOR PARAVISCERAL AORTIC
THROMBUS

Graf, Emma (Memorial
University Medical Center)

Tuesday Kiosk #3

Q 213. REDUCING OVERALL
RADIATION EXPOSURE IN PATIENTS
SUSTAINING GROUND LEVEL FALLS

Grant, April (Emory
University)

Monday Kiosk #6

Q 158. ACQUIRED INFECTION IN
TRAUMA PATIENTS SUPPORTED ON
EXTRACORPOREAL LIFE SUPPORT

Gregory, Jackson (Medical
University of South
Carolina)

Monday Kiosk #5

Q 143. SURGICAL MANAGEMENT
OF AN INCIDENTALLY IDENTIFIED
HEPATIC EPITHELIOID
HEMANGIOENDOTHELIOMA

Gregory, James (Medical
University of South
Carolina)

Monday Kiosk #8

Q 179. PERCUTANEOUS ENDOSCOPIC
GASTROSTOMY SITE HERNIA: A RARE
COMPLICATION WITH ITS SURGICAL
AND ENDOSCOPIC MANAGEMENT

Guarderas, Mateo
(East Tennessee State
University)

Tuesday Kiosk #6

Q 241. REBOA AS A VALUABLE
ADJUNCT IN SEVERE REFRACTORY
HEMORRHAGIC SHOCK, A CASE
REPORT.
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Guarderas, Mateo
(East Tennessee State
University)

Tuesday Kiosk #6

Q 247. IMPACT OF THE AVAILABILITY
OF A REGIONAL TRAUMA CENTER
ON PATIENT SURVIVAL: SKILSAW
TRANSECTION OF THE PROXIMAL
FEMORAL ARTERY AND VEIN

Gunn, Jinny (Mayo Clinic
Florida)

Sunday Kiosk #2

Q 16. INFLAMMATORY BREAST
CANCER AND A MISSED
OPPORTUNITY

Gunn, Jinny (Mayo Clinic
Florida)

Monday Kiosk #2

Q 105. REOPERATIVE SENTINEL LYMPH
NODE BIOPSY AND LYMPHATIC
MAPPING FOR THIRD RECURRENCE
BREAST CANCER

Haider, Ansab
(Westchester Medical
Center)

Monday Kiosk #3

Q 113. ROBOTIC APPROACH TO A RARE
COMBINATION OF ACHALASIA AND
DIAPHRAGMATIC PARALYSIS

Hale, Jessica (Marshall
University)

Tuesday Kiosk #3

Q 218. IMPROVING TIME TO
COMPUTED TOMOGRAPHY SCANNER
IN TRAUMA PATIENTS

Hale, Jessica (Marshall
University)

Tuesday Kiosk #4

Q 222. RURAL VERSUS URBAN: IS
THERE A DIFFERENCE IN THE WELLBEING STATUS OF THE PHYSICIANS
AND THE CLINICAL CARE TEAM

Harner, Andrew (Medical
College of Georgia at
Augusta University)

Monday Kiosk #3

Q 119. THORACIC INTRACAVITARY
ULTRASONOGRAPHIC LOCALIZATION
OF A MEDIASTINAL BRONCHOGENIC
CYST

Harner, Andrew (Medical
College of Georgia at
Augusta University)

Monday Kiosk #3

Q 120. ACUTE ESOPHAGEAL NECROSIS
RESULTING IN ESOPHAGEAL
PERFORATION

Harner, Andrew (Medical
College of Georgia at
Augusta University)

Monday Kiosk #7

Q 163. RESECTION OF AN INFERIOR
VENA CAVA LEIOMYOSARCOMA

Harrell, Kevin (University of
Tennessee Medical Center,
Chattanooga)

Tuesday Kiosk #7

Q 252. PENETRATING SUBCLAVIAN
ARTERY INJURIES: RECENT
CHALLENGES WITH VARIABLE
SOLUTIONS

Harrell, Kevin (University of
Tennessee Medical Center,
Chattanooga)

Tuesday Kiosk #7

Q 253. THORACOABDOMINAL
TRAUMA REQUIRING PULMONARY
VEIN REPAIR AND SPLENECTOMY ON
BYPASS: KNOW YOUR PERFUSIONIST
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Henningsgaard, Mary
(Mercy Medical Center)

Sunday Kiosk #9

Q 79. PYODERMA GANGRENOSUM
IN A PATIENT WITH ADVANCED
RECTAL CANCER TREATED
WITH CYTOREDUCTION AND
HYPERTHERMIC INTRAPERITONEAL
CHEMOTHERAPY

Hristov, Boris (Florida
Atlantic University)

Sunday Kiosk #3

Q 24. SINGLE SURGEON, SINGLE
HOSPITAL EXPERIENCE WITH
OBTURATOR HERNIAS: A CASE SERIES
AND LITERATURE REVIEW

Hristov, Boris (Florida
Atlantic University)

Monday Kiosk #7

Q 165. IATROGENIC MIDDLE COLIC
ARTERY RUPTURE; CASE REPORT AND
LITERATURE REVIEW

Sunday Kiosk #6

Q 52. SINGLE INSTITUTION WITH
EXPERIENCE WITH RESUSCITATIVE
ENDOVASCULAR BALLOON
OCCLUSION OF THE AORTA (REBOA)
FOR TRAUMATIC PELVIC FRACTURES

Israel, Irene (New Hanover
Regional Medical Center)

Monday Kiosk #5

Q 139. CASE REPORT: THORACIC
AND DIAPHRAGMATIC PANCREATIC
PSEUDOCYST AS INITIAL
PRESENTATION OF PANCREATIC
ADENOCARCINOMA AND BARRETT’S
ESOPHAGUS

Jacks, Danielle (Ochsner
Clinic Foundation)

Monday Kiosk #9

Q 189. WHAT’S OLD IS NEW AGAIN:
SURGICAL TREATMENT FOR SPLENIC
MARGINAL ZONE LYMPHOMA

Johannesen, Sigrid
(University of Oklahoma
Health Sciences Center)

Monday Kiosk #3

Q 117. MODIFICATIONS TO
TRADITIONAL CLAGETT PROCEDURE
FOR REDUCTION IN POSTOPERATIVE
PAIN AND MORBIDITY

Jones, Ashley (Greenville
Health System)

Tuesday Kiosk #3

Q 220. RIB FRACTURES IN ELDERLY
FALLS: NOT AS DEADLY AS YOU THINK

Sunday Kiosk #5

Q 42. TREATMENT OF UPPER
EXTREMITY VENOUS STASIS ULCER
AND SALVAGE OF ARTERIOVENOUS
FISTULA IN A HEMODIALYSIS PATIENT
USING AXILLARY VEIN TO FEMORAL
VEIN BYPASS

Ibrahim, Joseph (Orlando
Regional Medical Center)

Kalil, Jennifer (John H
Stroger, Jr. Hospital of Cook
County)
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Kalmar, Christopher
(Virginia Tech Carilion
School of Medicine)

Monday Kiosk #5

Q 146. FREY PROCEDURE FOR
CHRONIC PANCREATITIS WITH SITUS
INVERSUS TOTALIS

Kao, Leslieann (Emory
University)

Tuesday Kiosk #5

Q 236. FAT EMBOLISM SYNDROME
COMPLICATED BY DIFFUSE ALVEOLAR
HEMORRHAGE: AN ALBINO ZEBRA

Kavalukas, Sandra
(Vanderbilt University
Medical Center)

Sunday Kiosk #9

Q 80. RECTOTHECAL FISTULA
RESULTING IN MENINGITIS AND
VENTRICULITIS: AN ABNORMAL
CONNECTION

Kennedy, Thomas
(University of Tennessee
Medical Center, Knoxville)

Sunday Kiosk #3

Q 27. USE OF LONG-ACTING LOCAL
ANESTHETIC BLOCKS IN THE
SURGICAL TREATMENT OF CHRONIC
GROIN PAIN AFTER INGUINAL HERNIA
REPAIR

Khan, Abid (Loyola
University Medical Center)

Sunday Kiosk #6

Q 50. IDENTIFYING INJURIES
ASSOCIATED WITH CERVICAL SPINE
FRACTURES

Kim, Sun (Conemaugh
Memorial Medical Center)

Monday Kiosk #7

Q 160. PERSISTENT MEDIAN ARTERY
COMPRESSION SYNDROME

Kim, Woon (Virginia
Commonwealth University)

Tuesday Kiosk #5

Q 237. MAKING THE DIAGNOSIS–
ACUTE PRIMARY AORTODUODENAL
FISTULA BLEED PRESENTING IN A
BLUNT TRAUMA PATIENT

King, Dakota (University
of Mississippi Medical
Center)

Tuesday Kiosk #1

Q 201. COMBINED LIVER AND KIDNEY
TRANSPLANTATION IN A PATIENT
WITH SITUS INVERSUS

Klepner, Stephen (Reading
Hospital)

Monday Kiosk #8

Q 174. Postoperative Hemoptysis and
Diffuse Alveolar Hemorrhage associated
with Negative Pressure Pulmonary
Edema

Lane, Morgan (Grand
Strand Medical Center)

Monday Kiosk #8

Q 177. APPLICATION OF PORCINE
EXTRACELLULAR MATRIX FOLLOWING
STAGED EXCISIONAL DEBRIDEMENT
OF NECROTIZING SOFT TISSUE
INFECTIONS

Le, Heather (Atlanta
Cancer Research and
Education Foundation)

Monday Kiosk #9

Q 191. ANGIONEUROTIC EDEMA OF
THE TONGUE
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Le, Heather (Atlanta
Cancer Research and
Education Foundation)

Monday Kiosk #9

Q 192. ORAL MUCOCELE FOUND IN
FLOOR OF MOUTH

Le, Thuy-My (Rutgers
University)

Tuesday Kiosk #4

Q 228. PATTERNS OF
NASOORBITOETHMOID FRACTURES
IN THE PEDIATRIC POPULATION

Sunday Kiosk #9

Q 74. OUCH! WHEN A COLONIC
METAL STENT IS LEFT IN FOR TOO
LONG: A DEVASTATING COLOENTERIC
FISTULA FROM STENT EROSION AND
MIGRATION

Lee, Hanjoo (Westchester
Medical Center)

Monday Kiosk #9

Q 194. GASTROINTESTINAL STROMAL
TUMOR PRESENTING WITH
HEMORRHAGIC SHOCK AFTER BLUNT
TRAUMA TO ABDOMEN – RARE CASE
WITH REVIEW OF LITERATURE

Lee, Hanjoo (Westchester
Medical Center)

Tuesday Kiosk #7

Q 254. IMPALEMENT AT ZONE I
OF NECK CAUSING TRAUMATIC
SUBCLAVIAN ARTERIAL
COMPRESSION INJURY: A CASE
REPORT AND REVIEW OF LITERATURE

Lenkov, Vyacheslav
(University of Oklahoma
Health Sciences Center)

Monday Kiosk #3

Q 123. CHEMICAL PLEURODESIS FOR
RECURRENT POST-PNEUMONECTOMY
SPONTANEOUS CONTRALATERAL
PNEUMOTHORAX

Lindemann, Jacob (Aurora
Medical Center Manitowoc
County)

Sunday Kiosk #2

Q 14. COLON CANCER METASTATIC
TO THE AXILLARY LYMPH NODES;
AN UNUSUAL PRESENTATION OF A
COMMON MALIGNANCY

Liotta, Mark (Rutgers
University)

Sunday Kiosk #8

Q 65. 3D PRINTING CAN BE USED
TO CREATE A SYNTHETIC BOWEL
MODEL FOR TEACHING HAND-SEWN
BOWEL ANASTOMOSIS TO SURGICAL
TRAINEES

Londe, Kevin (Edward Via
College of Osteopathic
Medicine Carolinas)

Tuesday Kiosk #7

Q 250. TRAUMATIC RUPTURE OF
DIAPHRAGM AND CHEST WALL
SECONDARY TO COPD EXACERBATION

Lott, Colton (University
of Mississippi Medical
Center)

Sunday Kiosk #5

Q 44. ENDOVASCULAR REPAIR OF
SYMPTOMATIC NATIVE RENAL
ARTERY ANEURYSM AFTER KIDNEY
TRANSPLANTATION

Lee, Hanjoo (Westchester
Medical Center)
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Lovasik, Brendan (Emory
University)

Monday Kiosk #2

Q 110. VISCERAL KAPOSI SARCOMA
PRESENTING AS A SURGICAL
EMERGENCY: A RARE PRESENTATION
AND CALL TO ACTION

Madabhushi, Vashisht
(University of Kentucky)

Monday Kiosk #1

Q 90. PRIMARY CLOSURE OF CLEANCONTAMINATED WOUNDS OVER A
SILASTIC DRAIN

Mai, Loan (Reading
Hospital)

Sunday Kiosk #8

Q 72. GOBLET CELL CARCINOID OF
THE APPENDIX: CASE REPORT AND
REVIEW OF THE LITERATURE

Malat, Jaclyn (Reading
Hospital)

Sunday Kiosk #9

Q 77. COLORECTAL CANCER IN
PATIENTS UNDER AGE 50: TRENDS IN
STAGING AND MORTALITY

Maloney, Sean (Atrium
Health )

Sunday Kiosk #3

Q 19. IDENTIFICATION OF THE
HIGH-RISK POPULATION FOR
URINARY RETENTION FOLLOWING
LAPAROSCOPIC INGUINAL HERNIA
REPAIR (LIHR)

Mannas, Maureen
(University of Oklahoma
Health Sciences Center)

Monday Kiosk #3

Q 115. ALTERNATIVE MANAGEMENT
OPTIONS FOR PNEUMOMEDIASTINUM
IN BULLOUS EMPHYSEMATOUS
DISEASE

Marlor, Derek (University
of Colorado Health)

Monday Kiosk #6

Q 154. UTILIZATION OF PERCENT
PREDICTED FORCED VITAL CAPACITY
TO STRATIFY RIB FRACTURE PATIENTS:
AN UPDATED CLINICAL PRACTICE
GUIDELINE

Martin, Tasha (New
Hanover Regional Medical
Center)

Sunday Kiosk #1

Q 7. AN UNEXPECTED PRESENTATION
OF MALE BREAST CANCER IN ECTOPIC
BREAST TISSUE

McAdams, Callie
(University of Tennessee
Medical Center, Knoxville)

Tuesday Kiosk #2

Q 204. RARE PRESENTATION OF
SQUAMOUS CELL CARCINOMA IN THE
SETTING OF NECROBIOSIS LIPOIDICA
DIABETICORUM

McCullers, Michelle
(Florida State University
College of Medicine)

Monday Kiosk #8

Q 173. WANDERING SPLEEN WITH
720-DEGREE TORSION: A CASE
REPORT

McCullers, Michelle
(Florida State University
College of Medicine)

Tuesday Kiosk #1

Q 203. SPONTANEOUS RESOLUTION
OF GALLSTONE ILEUS: A CASE REPORT
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McKenzie, Jaine (Medical
College of Georgia at
Augusta University)

Monday Kiosk #5

Q 138. SOLITARY FIBROUS TUMOR OF
THE PANCREAS: CASE REPORT

Mendoza, Delquis (Atlanta
Medical Center)

Sunday Kiosk #1

Q 9. PAGET’S DISEASE OF THE BREAST

Moen, Micaela (Grand
Strand Medical Center)

Sunday Kiosk #8

Q 69. POST-SURGICAL CLOSTRIDIUM
DIFFICILE-ASSOCIATED INFECTION
RATES FOLLOWING ONCOLOGIC
COLORECTAL RESECTIONS: REVIEW
OF THE AMERICAN COLLEGE OF
SURGEONS NATIONAL SURGICAL
QUALITY IMPROVEMENT PROGRAM
DATABASE

Monaco, Christina
(Medical College of
Georgia at Augusta
University)

Tuesday Kiosk #2

Q 205. A RARE CASE OF METASTATIC
MEDULLARY ADENOCARCINOMA TO
THE LIVER, THIRTY TWO YEARS AFTER
CLINICAL REMISSION

Moore, Matthew (Inspira
Health Network)

Tuesday Kiosk #4

Q 223. PRE-OPERATIVE CLINICAL
VARIATION BY HEALTH INSURANCE
CARRIER IN 12,285 MALE SURGICAL
PATIENTS WITH MODERATE MORBID
OBESITY

Morris, Michael (University
of Mississippi Medical
Center)

Monday Kiosk #1

Q 98. PNEUMATOSIS COLI: A RARE
ENTITY

Morris, Rachel (Mountain
Area Health Education
Center (MAHEC))

Sunday Kiosk #8

Q 67. COLONIC HEMORRHAGE
ASSOCIATED WITH SPLENIC VEIN
THROMBOSIS

Motz, Benjamin (Atrium
Health)

Sunday Kiosk #6

Q 48. ADVANCED DIRECTIVES ARE
UNDERUTILIZED IN THE GERIATRIC
TRAUMA POPULATION

Moyer, Jeffrey (Reading
Hospital)

Sunday Kiosk #8

Q 66. THE DILEMMA OF SURGERY IN
THE SETTING OF NEUROGENIC BOWEL
DYSFUNCTION

Mudyanadzo, Tatenda
(University of South
Alabama Medical Center)

Sunday Kiosk #3

Q 22. ROBOTIC VENTRAL HERNIA
REPAIR IMPROVES OUTCOMES
COMPARED TO LAPAROSCOPIC
VENTRAL HERNIA REPAIR
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Nagi, Mohamed (Ocala
Health)

Monday Kiosk #4

Q 126. EWING SARCOMA FAMILY
TUMOR (EFT) PRESENTED AS
SPONTANEOUS SPLENIC RUPTURE:
A CASE REPORT AND LITERATURE
REVIEW

Nakamoto, Keitaro
(Marshall University)

Monday Kiosk #5

Q 137. LARGE CELL NEUROENDOCRINE
CARCINOMA OF THE GALLBLADDER:
A CASE REPORT

Nakamoto, Keitaro
(Marshall University)

Monday Kiosk #6

Q 147. DISCREPANCIES IN BURN SIZE
ESTIMATES IN PATIENTS REFERRED
TO A BURN INTENSIVE CARE UNIT IN
HUNTINGTON, WEST VIRGINIA

Nealon, Kathleen
(Geisinger Medical Center)

Monday Kiosk #1

Q 96. IDIOPATHIC INTUSSUSCEPTION
IN A CHILD WITH ULCERATIVE COLITIS

Neill, John (University
of Mississippi Medical
Center)

Tuesday Kiosk #1

Q 200. INFERIOR VENA CAVA
RESECTION AND RECONSTRUCTION
FOR PRIMARY LEIOMYOSARCOMA:
A CASE SERIES OF THREE PATIENTS

Nemec, Hannah (Navicent
Health, Mercer University
School of Medicine)

Sunday Kiosk #7

Q 63. FIBROSARCOMATOUS
DERMATOFIBROMASARCOMA
ARISING IN A BURN SCAR

Nguyen, Lynn (Memorial
University Medical Center)

Tuesday Kiosk #5

Q 232. CT IMAGING IN
HEMODYNAMICALLY ABNORMAL
PENETRATING TRAUMA PATIENTS
IS SAFE AND EFFICACIOUS

Nichols, Chance (University
of Oklahoma Health
Sciences Center)

Monday Kiosk #3

Q 118. EARLY IMPLEMENTATION
OF INHALED PULMONARY
VASODILATORS IN POSTPNEUMONECTOMY ACUTE
RESPIRATORY DISTRESS SYNDROME

O’Connor, Lauren
(Geisinger Medical Center)

Monday Kiosk #8

Q 171. SPLENIC ABSCESS:
CHARACTERIZING MANAGEMENT
AND OUTCOMES FOR A RARE DISEASE

O’Neil, Ariel (New Hanover
Regional Medical Center)

Monday Kiosk #2

Q 109. MELANOSIS CUTIS IN THE
SETTING OF RECURRENT METASTATIC
MELANOMA
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Tuesday Kiosk #4

Q 224. PRE-OPERATIVE RISK OF
MEDICAL COMPLICATIONS VARIES
BY HEALTH INSURANCE CARRIER
IN MODERATELY OBESE WOMEN:
MEDICAID V MEDICARE V PRIVATE
V SELF-PAY

Ottofaro, Trevor (Grand
Strand Medical Center)

Monday Kiosk #8

Q 178. USE OF ACELLULAR URINARY
BLADDER MATRIX FOR ACCELERATED
SOFT TISSUE RECOVERY IN
COMPLICATED GANGRENOUS
DIABETIC FOOT INFECTIONS

Panchal, Ramola
(University of Mississippi
Medical Center)

Monday Kiosk #5

Q 140. MEDIASTINAL PANCREATIC
PSEUDOCYST: A RARE CAUSE OF NEW
ONSET DYSPHAGIA

Parikh, Rajavi (New
Hanover Regional Medical
Center)

Monday Kiosk #1

Q 94. TRAUMATIC AVULSION OF
RIGHT UPPER LOBE BRONCHUS IN
PEDIATRIC PATIENT AFTER ATV
ACCIDENT

Parikh, Rajavi (New
Hanover Regional Medical
Center)

Monday Kiosk #1

Q 95. TENSION PNEUMOPERITONEUM
FOLLOWING ATTEMPTED PNEUMATIC
REDUCTION OF INTUSSUSCEPTION
REQUIRING EMERGENT LAPAROTOMY

Parinella, Ashley (Medical
University of South
Carolina)

Sunday Kiosk #7

Q 58. DUODENAL SWITCHOMEGA LOOP TECHNIQUE AND
MODIFICATIONS IN THE SUPER OBESE

Parker, Jayme (Edward Via
College of Osteopathic
Medicine Carolinas)

Sunday Kiosk #3

Q 25. URINE FOR A TREAT: A RARE
CASE OF A URETERO-INGUINAL
HERNIA

Patel, Achintya (Tampa
General Hospital)

Tuesday Kiosk #1

Q 202. ALTERNATIVE SURGICAL
TREATMENT FOR HEPATIC ARTERY
STENOSIS OR OCCLUSION WITH
PANCREAS SURGERY

Patel, Sunny (Medical
College of Georgia at
Augusta University)

Sunday Kiosk #5

Q 41. LARGE CAROTID BODY TUMORS:
A CASE REPORT AND LITERITURE
REVIEW OF THEIR EVALUATION AND
MANAGEMENT

Perry, Luke (Inspira Health
Network)

Sunday Kiosk #2

Q 15. OCCULT RENAL CELL
CARCINOMA PRESENTING AS A
PALPABLE SUPRACLAVICULAR
VIRCHOW’S NODE

Osterdahl, Paul (Inspira
Health Network)
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Pham, Lam (University
of Mississippi Medical
Center)

Monday Kiosk #3

Q 122. NOVEL USE OF WOUND
PROTECTOR/RETRACTOR IN
MANAGEMENT OF TEMPORARY OPEN
WINDOW THORACOSTOMY

Pickens, Ryan (Atrium
Health )

Sunday Kiosk #4

Q 29. RETROSPECTIVE VALIDATION
OF AN ALGORITHMIC TREATMENT
PATHWAY FOR NECROTIZING
PANCREATITIS

Pickens, Ryan (Atrium
Health )

Sunday Kiosk #4

Q 30. OPERATIVE MICROWAVE
ABLATION OF NEUROENDOCRINE
LIVER METASTASES: A 10-YEAR
SINGLE-CENTER REVIEW

Pickens, Ryan (Atrium
Health )

Sunday Kiosk #4

Q 31. COMORBIDITY-BASED
SELECTIVE REFERRAL OF
CHOLECYSTECTOMY PROCEDURES:
OUTCOMES AND CHARACTERISTICS
OF GENERAL SURGERY AND
HEPATOPANCREATOBILIARY CASES

Pickens, Ryan (Atrium
Health)

Tuesday Kiosk #1

Q 195. UTILIZATION OF MICROWAVE
ABLATION FOR HEMORRHAGE
CONTROL OF BLEEDING HEPATIC
TUMORS

Tuesday Kiosk #1

Q 196. SHOULD OCTOGENARIANS BE
ENROLLED IN ENHANCED RECOVERY
AFTER SURGERY®? AN EVALUATION
OF AN ESTABLISHED ERAS® PROGRAM
IN HEPATOPANCREATOBILIARY
SURGERY

Monday Kiosk #6

Q 156. MORE IS NOT BETTER:
IMPLICATIONS OF ANTIBIOTIC
PRACTICE MANAGEMENT GUIDELINES
FOR PENETRATING TRAUMA HOLLOW
VISCUS INJURY IN A LEVEL I TRAUMA
CENTER

Tuesday Kiosk #2

Q 209. ENDOSCOPIC ULTRASOUNDGUIDED FINE NEEDLE ASPIRATION
OF RENAL MASS: UTILITY IN INITIAL
DIAGNOSIS AND SUBSEQUENT TISSUE
ACQUISITION

Pickens, Ryan (Atrium
Health)

Pointer, David (Moffitt
Cancer Center)

Qafiti, Fred (Florida
Atlantic University)
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Quinn, Kristen (Medical
University of South
Carolina)

Sunday Kiosk #7

Q 59. ROBOTIC ASSISTED REVISION OF
A RECALCITRANT GASTROJEJUNAL
STRICTURE AFTER A GASTRIC BYPASS

Quinn, Kristen (Medical
University of South
Carolina)

Sunday Kiosk #7

Q 60. LAPAROSCOPIC REVERSAL OF
GASTRIC BYPASS

Radzevich, Joe (Inspira
Health Network)

Monday Kiosk #2

Q 111. A RARE BASAL CELL ADENOMA
OF THE PAROTID GLAND IN A MALE
PATIENT

Ranaweera, Indira
(University of South
Florida)

Sunday Kiosk #9

Q 73. ANAL LYMPHOMA: A CASE
REPORT AND REVIEW OF THE
LITERATURE

Ray, Ashley (Baylor Scott
and White)

Monday Kiosk #2

Q 103. LOBULAR BREAST CANCER:
AN UNUSUAL METASTASIS TO THE
BLADDER

Ray, Ashley (Baylor Scott
and White)

Monday Kiosk #2

Q 104. LUNG CANCER METASTASIS
TO THE BREAST: A RARE AND
UNEXPECTED PATHOLOGY IN A NEW
PALPABLE BREAST MASS

Monday Kiosk #6

Q 152. PHEO CRISIS: TREATMENT
AND MANAGEMENT OF
CARDIOPULMONARY COLLAPSE
VIA ECMO FOLLOWED BY SURGICAL
INTERVENTION

Ray, Ashley (University
of Mississippi Medical
Center)

Tuesday Kiosk #7

Q 251. MANAGEMENT OF BILATERAL
LUNG INJURY REQUIRING DIFFERENT
VENTILATORY MODES USING
INDEPENDENT LUNG VENTILATION
AFTER NAUTICAL TRAUMA

Rebielak, Monica
(Geisinger Medical Center)

Tuesday Kiosk #2

Q 206. ADRENAL CORTICAL
CARCINOMA ARISING FROM AN
ADRENAL ADENOMA IN A YOUNG
ADULT FEMALE

Rickett, Tylee (St. George’s
University)

Monday Kiosk #8

Q 180. LAPAROSCOPIC PARTIAL
CYST RESECTION AS A VIABLE
SURGICAL TREATMENT FOR CHYLOUS
MESENTERIC CYSTS

Rokosz, Jennifer (West
Virginia University)

Sunday Kiosk #3

Q 26. DUPLICATED VAS DEFERENS
FOUND INCIDENTALLY DURING
INGUINAL HERNIA REPAIR

Ray, Ashley (University
of Mississippi Medical
Center)
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Rokosz, Jennifer (West
Virginia University)

Rollins, Sarah (East
Tennessee State
University)

Sunday Kiosk #6

Tuesday Kiosk #5

Q 87. ACUTE APPENDICITIS IN A
PATIENT WITH SITUS INVERSUS
TOTALIS AND MALROTATION
Q 233. A NOVEL METHOD OF
ANALYSIS AND VISUALIZATION OF
TRAUMA REGISTRY DATA: A TRAUMA
MEDICAL DIRECTOR’S TOOLKIT

Rollins, Sarah (East
Tennessee State
University)

Tuesday Kiosk #6

Q 240.
PANCREATICODUODENECTOMY
WITH VENA CAVA LIGATION
FOR PENETRATING TRAUMA: AN
INTERESTING CASE OF SURVIVAL

Rollins, Sarah (East
Tennessee State
University)

Tuesday Kiosk #7

Q 255. TRAUMA SURGEON-FUNDED
INJURY PREVENTION AND RESEARCH
DECREASE MOTORCYCLE CRASH
INJURIES

Rosemurgy, Alexander
(Florida Hospital Tampa)

Monday Kiosk #4

Q 134. LAPARO-ENDOSCOPIC SINGLESITE TOUPET FUNDOPLICATION

Rubay, David (Florida
Atlantic University)

Sunday Kiosk #4

Q 33. NON-BILIARY ACUTE
PANCREATITIS COMPLICATED BY
COMMON BILE DUCT OBSTRUCTION
AND ACALCULOUS CHOLECYSTITIS
TREATED WITH CYSTIC DUCT
STENTING

Rubay, David (Florida
Atlantic University)

Tuesday Kiosk #2

Q 211. AMPULLARY METASTATIC
TUMOR WITH BRONCHOGENIC
ORIGIN: A RARE CASE REPORT

Ruffo, Julia (Wake Forest
Baptist Medical Center )

Sunday Kiosk #1

Q 4. TREATMENT AND OUTCOMES
OF WOMEN WITH LARGE LOCALLY
ADVANCED BREAST CANCER

Sahajwani, Sunny
(University of Maryland
School of Medicine )

Sunday Kiosk #5

Q 43. PEDAL ACCESS AND
RETROGRADE REVASCULARIZATION
OF TIBIAL ARTERY CHRONIC TOTAL
OCCLUSIONS TO AID IN LIMB SALVAGE

Sappington, Bethany
(University of Tennessee
Medical Center, Knoxville)

Tuesday Kiosk #3

Q 219. EFFECT OF EARLY
THROMBOPROPHYLAXIS ON NONOPERATIVE FAILURE IN SPLENIC
INJURY
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Sciarretta, Jason (Grand
Strand Medical Center)

Sunday Kiosk #6

Q 47. SPOROGENIC ASPERGILLUS
INFECTIONS: A GEOGRAPHICAL
INFLUENCE IN AN INVARIABLE
TRAUMA POPULATION

Shaw, Taylor (University
of Mississippi Medical
Center)

Sunday Kiosk #2

Q 10. ACRAL LETIGINOUS MELANOMA
IN MISSISSIPPI: AN ISSUE OF
DISPARITY

Shaw, Taylor (University
of Mississippi Medical
Center)

Monday Kiosk #3

Q 114. LUNG RESECTION FOR DELAYED
FOREIGN BODY RETRIEVAL IN
HEALTHY ADULT MALE

Shepherd, Benjamin
(University of Mississippi
Medical Center)

Monday Kiosk #8

Q 172. GIANT EPITHELIAL SPLENIC
CYST: AN UNUSUAL CAUSE OF
ABDOMINAL PAIN IN A HEALTHY
ADOLESCENT MALE

Sherrill, William (Atrium
Health )

Sunday Kiosk #3

Q 21. INGUINAL HERNIA REPAIR
TECHNIQUE: A NORTH CAROLINA
POPULATION BASED STUDY

Simmerman, Andrew
(Washington St Louis
School of Medicine)

Tuesday Kiosk #6

Q 246. TRAUMATIC GLOBE RUPTURE
AND ORBITAL BLOWOUT CAUSING
OCULOCARDIAC REFLEX REQUIRING
COMPLEX MANAGEMENT

Simpson, Jessica (Wake
Forest Baptist Medical
Center )

Monday Kiosk #9

Q 183. EMERGENCY SURGICAL
MANAGEMENT OF A RUPTURED
MESENTERIC CYST: A CASE REPORT

Sloane, Amy (Jefferson
Health System)

Monday Kiosk #1

Q 92. SUCCESSFUL USE OF
DAMAGE CONTROL SURGERY
FOR A PREMATURE INFANT WITH
MASSIVE GASTRIC NECROSIS AND
PERFORATION

Smith, Alison (Tulane
University School of
Medicine)

Sunday Kiosk #6

Q 51. WHAT’S THE SKINNY: CLINICAL
OUTCOMES FOR OBESE TRAUMA
PATIENTS

Stadsvold, Brianna
(Medical College of
Georgia at Augusta
University)

Monday Kiosk #4

Q 125. RETROGRADE
INTUSSUSCEPTION AFTER ROUX-EN-Y
GASTRIC BYPASS
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Sucandy, Iswanto (Florida
Hospital Tampa)

Sunday Kiosk #8

Q 71. COMBINED ROBOTIC COLON
AND LIVER RESECTION FOR
SYNCHRONOUS COLORECTAL
LIVER METASTASIS: A MOVEMENT
TOWARDS A NEW GOLD STANDARD?

Sucandy, Iswanto (Florida
Hospital Tampa)

Tuesday Kiosk #1

Q 197. LAPAROENDOSCOPIC SINGLE
SITE UNROOFING OF CAUDATE LOBE
HEPATIC CYST

Tanner, Richard (University
of Tennessee Medical
Center, Chattanooga)

Sunday Kiosk #8

Q 89. A CURIOUS CAUSE OF
INTUSSUSCEPTION

Tanner, Richard (University
of Tennessee Medical
Center, Chattanooga)

Monday Kiosk #1

Q 99. ANTERIOR MEDIASTINAL
TERATOMA SECONDARILY INFECTED
WITH SALMONELLA IN AN INFANT

Taveras, Luis (University of
Texas Southwestern)

Monday Kiosk #6

Q 148. PREDICTING LONG-TERM
VENTILATOR REQUIREMENTS IN
PATIENTS WITH CERVICAL SPINAL
CORD INJURIES

Taylor, Jessica (University
of Tennessee Medical
Center, Knoxville)

Monday Kiosk #4

Q 133. THE MANAGEMENT OF BOWEL
OBSTRUCTION CAUSED BY INGESTED
GASTROSTOMY TUBE

Taylor, Ryan (University of
South Carolina)

Tuesday Kiosk #7

Q 256. LADDER-RELATED FALLS:
ARE WE ALL AT RISK?

Tenzel, Paul (New Hanover
Regional Medical Center)

Sunday Kiosk #9

Q 76. AN EVALUATION OF
COLONOSCOPY TRAINING IN A
SURGICAL RESIDENCY PROGRAM

Thompson, Greg
(Brookwood Baptist Health
System)

Sunday Kiosk #8

Q 70. FITWAY ALABAMA COLORECTAL
CANCER PREVENTION PROGRAM:
ANALYSIS OF RESULTS

Sunday Kiosk #4

Q 85. CATASTROPHIC ABDOMINAL
COMPLICATIONS FROM AN
EMERGENCY GENERAL SURGERY
(EGS) SERVICE IN PATIENTS WITH A
HISTORY OF BARIATRIC SURGERY: A
CASE SERIES

Sunday Kiosk #6

Q 53. INCREASING THE NUMBER OF
PRE-REVERSAL IMAGING STUDIES
FOR TRAUMA COLOSTOMIES DELAYS
REVERSAL WITHOUT IMPROVING
OUTCOMES

Tobin, Nicole (University
of Maryland School of
Medicine)

Tracy, Brett (Emory
University)
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Tracy, Brett (Emory
University)

Tuesday Kiosk #3

Q 215. COSTS OF SELF-INFLICTED
TRAUMATIC INJURIES

Treto, Kevin (Orlando
Regional Medical Center)

Monday Kiosk #1

Q 1. RESUSCITATIVE ENDOVASCULAR
BALLOON OCCLUSION OF THE
AORTA WITH CONCOMITANT BLUNT
THORACIC AORTIC INJURY

Urias, Daniel (Conemaugh
Memorial Medical Center)

Sunday Kiosk #6

Q 46. MISSED HAND FRACTURES IN
POLYTRAUMA AT A RURAL LEVEL
1 TRAUMA CENTER. WHAT IS THE
PATTERN?

Urias, Daniel (Conemaugh
Memorial Medical Center)

Monday Kiosk #7

Q 168. OUTCOMES OF OPEN CARPAL
TUNNEL RELEASE (OCTR) WITH NO
TOURNIQUET COMPARED TO OCTR
WITH TOURNIQUET

Urias, Daniel (Conemaugh
Memorial Medical Center)

Tuesday Kiosk #6

Q 239. TRAUMATIC BLUNT RUPTURE
OF PULMONARY ARTERY

Uribe, Celso (Atlanta
Medical Center)

Sunday Kiosk #4

Q 34. ONE CASE AT A CROSSROADS
OF EVERYTHING WE CURRENTLY
KNOW ABOUT PANCREAS CANCER

Walker, Patrick (Uniformed
Services University- Walter
Reed National Military
Medical Center)

Monday Kiosk #6

Q 155. SEX-BASED DIFFERENCES
IN OUTCOMES OF SEVERE
TRAUMATIC BRAIN INJURY, SEVERE
PELVIC FRACTURE, AND MASSIVE
TRANSFUSION

Wallace, William (Navicent
Health, Mercer University
School of Medicine)

Tuesday Kiosk #6

Q 242. TRIPLE TRAUMATIC HERNIA:
A RARE CLINICAL FINDING

Wang, Chloe (University of
South Florida)

Monday Kiosk #8

Q 182. FECALITHS: A RARE AND
UNUSUAL CAUSE FOR MECHANICAL
SMALL BOWEL OBSTRUCTION

Wang, Vivian (Emory
University)

Monday Kiosk #9

Q 188. BOUVARET’S SYNDROME:
AN UNCOMMON YET COMPLEX
CHALLENGE FOR THE GENERAL
SURGEON

Washington, George
(Howard University
Hospital and College of
Medicine)

Sunday Kiosk #2

Q 83. REOPERATION AFTER
EMERGENCY SURGERY: ADDING FUEL
TO THE FIRE

116

QUICKSHOT ORAL AUTHOR INDEX CONTINUED
Sorted by Presenter Last Name
Waterman Manning,
Sarah (Mountain Area
Health Education Center
(MAHEC))

Monday Kiosk #8

Q 181. THE USE OF MICROLYTE AG
BIORESORBABLE WOUND MATRIX AS
A SURGICAL IMPLANT TO PREVENT
POSTOPERATIVE SURGICAL SITE
INFECTION

Weiss, Eric (Albert Einstein
Medical Center)

Sunday Kiosk #1

Q 3. VOLUMETRIC ASSESSMENT
OF PARTIAL MASTECTOMY USING
MARGINPROBE IN VARYING BREAST
DENSITY

Werwie, Nicole (West
Virginia University,
Charleston)

Monday Kiosk #4

Q 128. CHRONIC PNEUMATOSIS
INTESTINALIS IN THE SETTING OF
A ROUTINELY BENIGN ABDOMEN

White, Jonah (Florida
Hospital Orlando)

Monday Kiosk #9

Q 184. COMPLICATED
RETROPERITONEAL ABSCESS
FOLLOWING LAPAROSCOPIC
CHOLECYSTECTOMY

White, Richard (Atrium
Health )

Sunday Kiosk #1

Q 2. DOES NEOADJUVANT
CHEMOTHERAPY FOR BREAST
CANCER AFFECT LYMPH NODE
HARVEST RATES?

Wilkinson, Jack (University
of Oklahoma Health
Sciences Center)

Monday Kiosk #3

Q 116. MRSA EMPYEMA ASSOCIATED
WITH CONTIGUOUS SPREAD OF
THORACIC SPINAL ABSCESS

Williams, Eva (University
of Miami)

Sunday Kiosk #2

Q 11. UTILIZATION OF INDOCYANINE
FLUORESCENCE IN ESOPHAGEAL
CANCER SURGERY: A SYSTEMATIC
REVIEW AND META-ANALYSIS

Williams, Zachary (Duke
University)

Monday Kiosk #7

Q 161. THE HYBRID ENDOVASCULAR
REPAIR OF TWO CASES OF RIGHT
AORTIC ARCH WITH SYMPTOMATIC
ANEURYSMAL ABERRANT LEFT
SUBCLAVIAN ARTERIES

Withers, Allison (Medical
College of Georgia at
Augusta University)

Sunday Kiosk #3

Q 23. SURGICAL MANAGEMENT OF A
PARASITIC LEIOMYOMA WITHIN
A VENTRAL HERNIA

Wood, Rebekah (Wright
State Boonshoft School of
Medicine)

Tuesday Kiosk #4

Q 229. ALL THAT IS RIGHT
LOWER QUADRANT PAIN IS NOT
APPENDICITIS

Wright, Jesse (Vanderbilt
University Medical Center)

Monday Kiosk #5

Q 142. PARTIAL HEPATECTOMY FOR
PRIMARY HEPATIC MELANOMA
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Young, Katelyn (Geisinger
Medical Center)

Sunday Kiosk #6

Q 49. RIB FIXATION VS NO FIXATION:
IS IT STILL WORTHWHILE AFTER
72 HOURS? AN ANALYSIS OF THE
NATIONAL TRAUMA DATA BANK

Young, Katelyn (Geisinger
Medical Center)

Sunday Kiosk #7

Q 56. VALIDATION OF THE AAST
GRADING SCALE FOR BLEEDING
PEPTIC ULCER DISEASE
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RF 1. MINIMIZING FUTILE CARE FOR PERITONITIS: AN ANALYSIS OF EARLY
POSTOPERATIVE DEATH AFTER EMERGENT LAPAROTOMY
AM Kao, MR Baimas-George, SR Maloney, T Prasad, SW Ross, KR Kasten, BT Heniford
Presenter: Angela Kao MD
Atrium Health
Introduction: Emergent laparotomy in patients with generalized peritonitis, regardless
of the etiology, is associated with a significant burden of morbidity and mortality.
In patients with early mortality occurring <72 hours after laparotomy, surgical
management was commonly futile in clinical practice, however limited data exists
to quantify this temporal pattern. Furthermore, clinical and physiologic predictors of
early mortality have yet to be identified. Therefore, we aimed to evaluate early and
late mortality after emergent laparotomy for non-traumatic peritonitis and identify
predictive factors of futile surgical intervention.
Methods: In this retrospective cohort study, an institutional database at our tertiary
referral center was queried for non-trauma patients with peritonitis who received an
emergent laparotomy from 2012-2016. Patients with 60-day mortality occurring during
the postoperative period were identified and patients were compared based on timing
of mortality, with early ( 72 hours). Variables analyzed included patient demographics,
APACHE score, operative details, and postoperative outcomes. Primary outcome of
postoperative death was analyzed by cohort using univariate logistic regression models,
with p-value≤0.05 considered statistically significant. Multivariate (MVA) models
controlling for confounding factors, including age, vasopressor requirement or need for
blood transfusions(s) were created to identify laboratory predictors of early death.
Results: During the study period, 534 emergent laparotomies were performed,
with 74(13.9%) mortalities occurring. Of these, 28(37.8%) patients had early
death occurring within 72 hours, while the remaining 46(62.2%) deaths occurred
>72 hours after surgery. Compared to late deaths, patients with early deaths
had significantly more deranged physiology, as evidenced by higher APACHE-2
scores (28.1±8.4vs.22.9±8.7,p=0.01), worse acute kidney injury(preoperative
creatinine 3.7±3.2vs.1.9±1.4,p=0.001) and more severe acidosis(pH
7.19±0.12vs.7.27±0.13,p=0.017). Additionally, preoperative lactate was increased in
patients with early mortality (6.8±4.1vs.5.1±4.0,p=0.045). There were no differences
in patients’ age, hypotension, need for vasopressors or blood transfusion(all p>0.05).
On MVA, incremental increase in creatinine by each 1.0mg/dL was associated with
76.4% increased odds of early death(OR1.76, 95%CI 1.23-2.51,p=0.001). Similarly, rise
in lactate by each 1.0mmol/L correlated with increased odds of early death(1.31,1.101.55,p=0.0001). Using probability models, serum lactate≥4, pH≤7.26, and creatinine≥2
were predictive for early death with sensitivities of 81%,75%, and 59% and specificities
of 71%,76%, 96%, respectively.
Conclusion: In this analysis of non-trauma patients requiring emergent laparotomy,
nearly 40% of postoperative deaths occurred less than 72 hours after surgery. Elevated
preoperative labs of serum pH, creatinine and lactate correlate with increased odds of
early postoperative death. Such tools may be used to identify patients in whom surgical
management may be futile and help guide informed decision-making discussions to
prevent futile surgical intervention, minimize subsequent patient pain and suffering, and
maximize the quality of time left to the patient and families.
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RF 2. FAILURE OF NON-OPERATIVE MANAGEMENT OF SPLENIC LACERATIONS
IN TRAUMA PATIENTS ON ANTICOAGULATION
KE Dougherty, JN Collins, JR Burgess, MT Martyak
Presenter: Kristen Dougherty MS
Eastern Virginia Medical School
Introduction: Currently the clear majority of hemodynamically stable trauma patients
with splenic injuries not otherwise requiring laparotomy are treated with non-operative
management, which encompasses both observation and embolization techniques.
While non-operative management or embolization with preservation of splenic tissue
is preferable, there is still a risk of continued bleeding ultimately requiring splenectomy.
It is known elderly patients on therapeutic anticoagulation that sustain blunt injury
have an increased risk of bleeding. We sought to determine the effect of therapeutic
anticoagulation on older patients who sustain blunt splenic injuries.
Methods: This is a retrospective cohort study at our Level 1 Trauma Center examining
outcomes of trauma patients greater than 50 years old with blunt splenic injuries who
were on therapeutic anticoagulation prior to their injury. Age, gender, ISS, grade of
splenic injury and management was all gathered from our trauma database. Statistical
analysis was done with two sample Z test using a p value < 0.05 as significant.
Results: Over the study period 168 patients met study criteria. Thirty patients were
currently taking anticoagulation at the time of their injury, and 138 were not. These
groups were similar in average injury severity score (ISS; 15.9 vs. 18.8, p=0.17), average
grade of splenic injury (2.9 vs. 2.8, p=0.59), and average systolic blood pressure on
arrival (133 vs 132, p<0.05). However, the groups differed significantly in age (76.0 vs.
61.4 years, p=0.05) and gender (60.0% male vs 67.4% male, p<0.05). We found that
patients taking anticoagulation at the time of injury underwent splenectomy 23.3% of
the time, while patients not taking anticoagulation underwent splenectomy 11.6% of the
time (p<0.05). In addition, it was found that patients taking anticoagulation failed nonoperative management and required splenectomy 20% of the time while patients not
taking anticoagulation failed non-operative management 0.7% of the time (p<0.05).
Conclusion: This study examined trauma patients with splenic injuries who were
managed by either close observation, splenic embolization, or splenectomy. We found
that patients taking therapeutic anticoagulation at the time of their traumatic injury
were more likely to undergo splenectomy than patients not taking anticoagulation. We
also found that patients taking anticoagulation were more likely to fail non-operative
management, which was defined as either close observation or splenic embolization.
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RF 3. FAILURE TO RESCUE: A QUALITY IMPROVEMENT IMPERATIVE IN
ACHIEVING ZERO DEATH IN DAMAGE CONTROL LAPAROTOMY PATIENTS
AA Smith, D Tatum, J Friedman, K Ibraheem, C Guidry, P McGrew, R Schroll, C McGinness,
J Duchesne
Presenter: Alison Smith MD, PhD
Tulane University School of Medicine
Introduction: Failure to rescue (FTR), defined as death after a major complication in
surgical patients, is being used to measure outcomes for quality improvement. Major
complications frequently occur in patients undergoing Damage Control Laparotomy
(DCL). No previous FTR studies have looked specifically into DCL patients. The aim
of study was to examine risk factors of FTR and identify potential areas for targeted
quality improvement in DCL patients.
Methods: A 10-year retrospective review of all consecutive adult trauma patients who
underwent DCL at a Level I trauma center was performed. Demographic and clinical
variables were examined for association with FTR. Multivariate regression analysis was
performed to identify risk factors of FTR in DCL patients.
Results: A total of 199 DCL patients were analyzed. FTR compromised 8% (16) of the
total. Overall DCL mortality was 22 (11%) of which 16 (72%) were FTR. Significantly
increased risk of FTR was associated with older age (p=0.027), lower initial GCS
(p= 0.037), more units of packed red blood cells (PRBC) (p= 0.028), and respiratory
complications (p= 0.035). Renal and infectious complications did not significantly
increase risk of FTR in this population.
Conclusion: FTR is an important benchmark of quality for trauma patients. This study
elucidates potential initial characteristics and complications related to FTR in DCL
patients. Efforts in achieving zero death from FTR can potentially improve overall
mortality in this subset of patients. Future quality interventions to help minimize FTR
should target these specific areas.
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RF 4. THE DESEGREGATION OF GRADY MEMORIAL HOSPITAL AND THE
CHANGING SOUTH
BP Lovasik, BA Sayed, PR Rajdev, SC Kim, JK Srinivasan, WL Ingram
Presenter: Brendan Lovasik MD
Emory University
Introduction: Grady Memorial Hospital is a pillar of public medical and surgical care
in the Southeast. The evolution of this institution, both in its physical structure as well
as its approach to patient care, mirrors the cultural and social changes in Atlanta. rady
Memorial Hospital was named for Atlanta journalist Henry W. Grady, who envisioned
the “New South”. The 110-bed hospital, built in the heart of Atlanta’s black community,
opened its doors in 1892. True to the “separate-but-equal” status of the New South,
the original hospital was comprised of a cluster of buildings: two small brick wards and
two additional wooden “temporary” wards for Black patients (Figure 1A). The needs of
the city quickly outgrew this small facility, and the “Greater Grady” campaign (1912)
brought several several hospital expansions. Wards in the new Butler Street additions
were reserved for white patients (Figure 1B), while the old hospital housed the wards for
black patients. Thus, “The Gradys,” with separate and unequal facilities and services,
were born. Virtually every aspect of care at Grady continued to be segregated by race
until the mid-20th century (Figure 1C). In 1958, the opening of the “New Grady” with 21
floors and over 1100 beds further cemented this legacy of the separate “Gradys:” one
wing of the new facility was designated for black patients, one wing for white patients,
and a hallway connecting them for the physicians and personnel (Figure 1D). By the
1960s, civil rights activists brought change to Atlanta. The Atlanta Student Movement,
with the support of Dr. Martin Luther King Jr., led protests outside of Grady (Figure 1E).
A series of judicial and legislative rulings, including Bell vs. Grady Memorial Hospital
(1962), Simpkins vs. Cone Memorial Hospital (1963), and Title III of the Civil Rights
Act (1964), integrated medical boards and public hospitals. The desegregation of
Grady finally occurred with a quiet memo that belied years of struggle: on June 1st,
1965, a memo from hospital superintendent Bill Pinkston announced “All phases of
the hospital are on a non-racial basis, effective today”. Particular note must be made
of several Grady surgeons who served as allies to and leaders of this change. Daniel C.
Elkin MD, then the Chief of Surgery at Grady, was the first to successfully petition for
black physicians to practice at Grady (1930). John D. Martin MD, Chairman of Surgery
at Emory University, helped unite the surgical residency programs at Grady and Emory
in 1961. Alvin Johnson MD, a surgical resident, was the first black resident to train at
Grady (1962). Asa Yancey MD was the first black physician to be named to the Grady
hospital staff (1962) and the Emory Department of Surgery faculty (Figure 1F); Yancey
would later serve as the Medical Director at Grady for over a decade. The future of
Grady is deeply rooted in its past, and Grady’s mission is unchanged from its inception
in 1892: “It will nurse the poor and rich alike and will be an asylum for black and white”.
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RF 5. TRANSVERSUS ABDOMINIS PLANE BLOCKS IN COLORECTAL SURGERY:
BETTER PAIN CONTROL AND PATIENT OUTCOMES WITH LIPOSOMAL
BUPIVACAINE COMPARED TO BUPIVACAINE
L Guerra, S Philip, E Lax, L Smithson,R Pearlman, A Damadi
Presenter: Lucinda Guerra MD
Providence Hospital
Introduction: Pain control after surgery requires a multimodal approach and must be
balanced with risks and side-effects of a given intervention. Transversus abdominis
plane (TAP) blocks are a safe and effective way to provide immediate post-operative
pain relief after laparoscopic-assited colectomy, shown to decrease narcotic
requirements. The link between narcotic use and ileus and the subsequent increase
in length of hospital stay and healthcare costs makes this of particular interest. We
compared standard bupivacaine TAP blocks to those done using liposomal bupivacaine
to look for differences in pain control, narcotic requirements, return of bowel function
and length of stay (LOS) post-operatively.
Methods: Fifty-two patients undergoing elective colectomy were recruited to receive
liposomal bupivacaine, and data were collected prospectively during their hospital
stay. All patients received laparoscopic TAP blocks bilaterally using a total of 40cc of
liposomal bupivacaine mixed with regular bupivacaine. Data collected included amount
of narcotic medication in morphine equivalents used during hospitalization, number
of days to ambulation, number of days to bowel function, and LOS. All patients were
on the enhanced recovery after surgery protocol post-operatively, which included
scheduled acetaminophen, ibuprofen, and gabapentin by mouth, as well as clear liquid
diet starting on post-operative day zero. Statistical analysis using Student’s t test was
done for quantitative data; p<0.05 was considered statistically significant.
Results: 50 of the 52 patients treated with liposomal bupivacaine were compared to
the last 50 patients recruited to the control/bupivacaine TAP block arm of the study.
Two patients were excluded, 1 due to pre-existing chronic opioid dependence, and 1
who received scheduled narcotic medication for the first 24 hours post-op. The same
data parameters were collected, and again, all patients were on the enhanced recovery
after surgery protocol pathway. Patients treated with liposomal bupivacaine needed
less narcotics (5.06 vs 18.75 mg in morphine equivalents, p=0.0002), had a quicker
return of bowel function (1.7 vs 2.4 days, p=0.0002), and lower LOS (2.7 vs 3.4 days,
p=0.0146). Time to ambulation post-operatively was also noted to be decreased, but
did not reach statistical significance.
Conclusion: Patients undergoing colon and rectal surgeries appear to require fewer
narcotics and have better patient outcomes with liposomal bupivacaine TAP blocks,
compared with traditional bupivacaine TAP blocks. Based on our data, liposomal
bupivacaine appears to be superior to bupivacaine TAP blocks in terms of narcotic
requirements, length of stay, and return of bowel function. Given this data, use of
liposomal bupivacaine in place of plain bupivacaine TAP blocks appears to have clear
clinical advantages.
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RF 6. PHYSIOLOGIC TENSION: TECHNIQUE FOR MEASURING AND BASELINE
VALUES
P Tenzel, J Bilezikian, R Parikh, D Coffey, W Powers, W Hope
Presenter: Paul Tenzel MD
New Hanover Regional Medical Center
Introduction: Tension is one of the most discussed terms relating to hernia surgery
and repair. Tension free repairs were first popularized in inguinal hernia with the use of
mesh prosthetics. Despite the universally accepted opinion that tension and reduction
of tension is an important concept in hernia repair there is very little know about the
physiologic tension of the abdominal wall related to ventral hernia repair. The purpose
of this project was to attempt to measure physiologic tension in patients without hernia
repair and help determine a normal baseline tension.
Methods: Patients were enrolled in a prospective IRB approved protocol to measure
abdominal wall tension from 2/2014 to present. Patients undergoing abdominal surgery
without hernia repair were included. Demographic information and operative details
were documented. Abdominal wall tensions were measured using scales attached to
Kocher clamps that are clamped to the fascia and then brought together in the midline.
Measurements were made in the mid portion of the incision. Total tension, surgeon’s
estimation of tension, and grading of the fascia were recorded. Descriptive statistics
were calculated.
Results: Eleven patients met inclusion criteria and had tension measurements
performed during surgery. Average age was 58 years old (range 26-74) with 55%
Caucasian, 82% Male, and an average BMI of 27 (range 18-34). Operations included
exploratory laparotomy for small bowel obstruction or small bowel mass in 6 patients,
colorectal surgery in 3 patients, and exploratory laparotomy and splenectomy in a
trauma patient. Average tension measurements for these patients were 1.9 lbs (range
0-6.5lbs). Surgeon grading of tension was an average of 2.2 (1-5) and rated the fascia
as excellent in 5 patients, Good in 5 patients, and Fair in 1 patient. No patient has
developed an incisional hernia.
Conclusion: Obtaining tension measurements are feasible during abdominal surgery.
Physiologic tension appears to be approximately 2 pounds. Further study is needed with
a larger sample of patients.
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RF 7. EVALUATION OF OPERATIVE WASTE IN A MILITARY MEDICAL CENTER
ANALYSIS OF OPERATING ROOM COST AND WASTE DURING SURGICAL CASES
BC Bandera, ED Rose
Presenter: Elizabeth Rose MD
Dwight D. Eisenhower Army Medical Center
Introduction: Operating rooms (OR) contribute to at least 40% of hospital costs. There
is an existing cost waste in operating rooms for surgical instruments, tools, and supplies
that are opened without being used. There is a paucity of data evaluating the hospital
cost of opened but unused OR supplies. The goal of this observational study is examine
the type and cost of opened but unused OR supplies for general surgery OR cases.
Methods: We are currently performing a quality improvement project of operating
room cost waste observing 30 cases. Surgical cases of a senior surgeon who had been
at the institution greater than 5 years was evaluated for items opened appropriately,
and whether the items are used as a pilot study to combat rising hospital costs.
Results: We are evaluating 30 general surgery cases. It was found that the cost of
instruments opened but not used was $1,226.23. Of the cases evaluated, we found
a range of 3.5-13.5% of total items were wasted, an average of 4.8%. The cases
evaluated were laparoscopic cholecystectomies, laparoscopic inguinal hernia repairs,
laparoscopic sleeve gastrectomies, laparoscopic Nissen fundoplication, robotic assisted
inguinal hernia repairs, and open inguinal hernia repairs. We found that for the open
inguinal hernia case there was minimal waste. The highest waste was among the least
familiar and most complex cases such as robotic assisted inguinal hernia repair at
13.5% and $459.20.
Conclusion: We found on average for less complex cases that $13.01 were potentially
wasted per case while for more complex cases up to $565.03 were wasted per case.
We identified the outdated preference cards, lack of instrument knowledge, circulating
nurse and surgical technician distractions as reasons for contributing to waste. We plan
to continue this quality improvement project for at least 30 general surgery cases in an
effort to improve on operating room costs.
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RF 8. DOES DISTANCE TO THE TRANSPLANT CENTER AFFECT POST KIDNEY
TRANSPLANT READMISSION RATES?
J Schucht, EG Davis, CM Jones, RM Cannon
Presenter: Jessica Schucht MD
University of Louisville
Introduction: Many transplant recipients travel long distances to their transplant
center, and a significant number are from rural or remote areas with challenging access
to their transplant team. As such, it is a common practice in many transplant centers
to keep recipients near to the center for a period immediately following discharge from
the transplant admission. Unplanned readmission is an increasingly important quality
metric, and correlation between distance to the transplant center and readmission has
not been described. The aim of this study was to examine the relationship between
distance to the transplant center and readmission after kidney transplantation.
Methods: All patients undergoing deceased donor kidney transplant at a single center
over a three-year period from were analyzed via retrospective chart review for factors
associated with distance to the transplant center and readmission within 90 days of
transplant using standard statistical techniques. Recipients at our center are discharged
directly home following the transplant admission, rather than to local housing
arrangements. Those who lived further than one-hour from transplant center were
considered non-local recipients. P values <0.05 were considered significant.
Results: Of 141 patients, the overall 90-day readmission rate was 38.3%. Baseline
differences between the two groups are displayed in the table. Non-local residents
were more likely to be Caucasian (66.1% vs. 45.6%; p=0.032) and from rural areas
(56.5% vs. 13.9%;p<0.001). The 90-day readmission rate between non-local and local
residents was not statistically significantly different (30.7% vs. 44.3%; p=0.098).
Length of stay was similar between non-local and local recipients (5 vs. 4.2 days;
p=0.314), as were rates of delayed graft function (27.4% vs. 27.9%; p=0.955) and
unplanned reoperation (6.5% vs. 7.6%; p=1.0). Donor characteristics other than age
were similar between the two groups (table). Non-death-censored graft survival was
actually higher at 1 and 3 years for the non-local group (96.8% and 96.8% vs. 89.7%
and 78.4%; p=0.016). This difference remained significant after adjusting for baseline
differences between the two groups (HR for graft failure = 0.195, 95% CI 0.039-0.975,
p=0.046).
Conclusion: Patients who live remotely from the transplant center do not experience
higher rates of readmission or worse graft outcomes than those who live nearby, and
thus may be managed safely at home rather than requiring them to remain locally for a
period after the transplant admission. Surprisingly, graft survival is actually better in the
non-local patients. This may reflect the largely urban nature of the area surrounding our
transplant center, but needs further study to allow conclusions regarding this difference
to be reached.
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RF 9. ANALYSIS OF A MULTIMODAL, ALGORITHMIC APPROACH FOR
THE TREATMENT OF LIVER ABSCESSES
RC Pickens, JK Sulzer, I Siddiqui, K Thompson, D Vrochides, EH Baker, JB Martinie, L Ocuin,
DA Iannitti
Presenter: Ryan Pickens MD
Atrium Health
Introduction: Management of pyogenic hepatic abscesses (PLA) often requires
multimodal treatment strategies but there is wide variation in treatment pathways
between surgeons and across healthcare systems. Recent literature has proposed
that percutaneous drainage should be performed as a first-attempt in all amenable
abscesses with surgery reserved as a rescue method. This study is a retrospective
review and internal validation of a multimodal treatment algorithm for PLA at a highvolume hepatopancreatobiliary center of excellence.
Methods: Retrospective analysis was performed on patients with PLA between
2008 and 2018 at our institution. Patients with recent hepatic trauma or surgery with
subsequent abscess, or cholecystectomy for cholecystitis with unroofing of adjacent
hepatic abscess were excluded. An established institutional algorithm was used to
assign intended first-line treatment as antibiotics alone for Type I abscesses (small
3 cm, multilocular). Failure of initial treatment was defined as persistent or recurrent
abscess on imaging requiring repeated or escalated treatment with drainage or surgery.
Outcomes were compared between patients with first-line treatment following the
algorithm versus patients treated with alternate first-line therapy.
Results: During the study period 300 patients underwent treatment for pyogenic liver
abscesses. Eighty-two were excluded for penetrating liver trauma (n=15), recent hepatic
surgery (n=39), or unroofing of abscess at cholecystectomy (n=28), leaving 219 patients
eligible for inclusion. First-line treatment was delivered through antibiotics alone for
47 patients (21.5%), percutaneous drainage with antibiotics for 120 patients (54.8%),
and surgical intervention for 52 patients (23.7%). Large multilocular abscesses (Type
III) had significantly lower failure rates following algorithmic approach with primary
surgical treatment (3/32) compared to first-line antibiotics or percutaneous drainage
(24/80) (9.3% versus 30.0%, p=0.021) with no 30-day mortalities for either group.
Large unilocular abscesses (Type II) failed first-line percutaneous drainage in 25.5%
(13/51), with 10 patients requiring escalation to surgery. Treatment of Type II abscesses
with primary surgery rather than percutaneous drainage was successful in 88.2%
(15/17) with no 30-day mortalities.
Conclusion: Primary surgical intervention is highly successful in the treatment of large
pyogenic liver abscesses. While antibiotic therapy remains the mainstay of treatment
for small acute liver abscesses, in light of higher failure rates for percutaneous drainage
we propose that surgical intervention should be considered for select patients with
large complex abscesses as up-front definitive treatment.
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RF 10. PEDIATRIC TRAUMA SYSTEM EVALUATION BEFORE AND AFTER
LEVEL 2 VERIFICATION AT SANFORD MEDICAL CENTER FARGO
MD Dixon, SA Engum
Presenter: Michael Dixon MD
University of North Dakota
Introduction: ACS verified trauma centers have shown significantly higher survival
rates over non-verified trauma centers, improved mortality rate in states with ACSverified Level 1 Pediatric Trauma Centers, and decreased complications. However, few
significant changes are appreciated in the first two years after verification. Minimal
research has been performed on ACS Level-2 Pediatric Trauma Verified Centers.
We wished to analyze the affect of ACS Level-2 Pediatric Trauma verification at our
institution, which serves a rural state as the only ACS Level-2 Pediatric Trauma Center,
in order to better guide care for our patients and community.
Methods: In 2014, Sanford Medical Center Fargo became the only Level II Pediatric
Trauma Center in North Dakota, serving patients from Spokane to Minneapolis. A
retrospective review of Sanford Medical Center Fargo’s pre-existing trauma database
from May 1, 2013 - April 30, 2014 as an ACS Level III Pediatric Trauma Center compared
to January 1 – December 31, 2015 as a Level II. Patients < 18 years old, p < 0.05.
Categories: Number of Patients, Age, Gender, Race, Home City, Home State, Home
County, Mechanism of Injury, Injury City, Injury State, Injury County, Injury Location,
Hospital Transfer, Reference Hospital, Transport Mode, Team Level, ED Disposition, ED
LOS, Admission Service, LOS, ICU LOS, Ventilation Days, ISS, Comorbidities, Mortality,
Procedure Codes.
Results: Patient number increased by 23% from 167 to 205 patients. Statistically
significant increase in the 3 - 6 year old trauma patients (p = 0.0002); Motorized
Recreational Vehicle (p = 0.028), Violent (p=0.009) and Other (p = 0.0374)
Mechanism of Injury categories; Ambulance (p = 0.0124), fixed wing (p = 0.0028) and
Personal Owned Vehicle (p = 0.0112) transportation. Statistically significant decrease
in Public Injury Location (p = 0.0071) and ALS ambulance transportation (p = 0.0397).
Non-statistically significant increase in mean ISS from 6.3 to 7.0 and Native American
trauma from 14% to 20%.
Conclusion: Prolonged ACS Level 1 Pediatric Trauma Center Verification has been
shown to positively impact patients; however minimal data exists on ACS Level
II Verification. This study revealed early increases in patient number, motorized
recreational vehicles and violent injuries, utilization of personal vehicles and fixed
wing EMS in transport to the facility as well as a non-statistically significant increase
in mean ISS. Our findings are consistent with current Level 1 ACS Pediatric Trauma
Center data revealing minimal statistically significant changes in patient outcome in the
initial post verification period. Future benefits to patient outcomes including decreased
complications and increased mortality will require continued analysis as the Level II
Pediatric Trauma Center continues to mature and affect our rural and highly Native
American community.
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1. USING A MOBILE APP FOR REALTIME COLLECTION OF PATIENT REPORTED
OUTCOMES IN HEPATOPANCREATOBILIARY SURGERY WITHIN AN ENHANCED
RECOVERY AFTER SURGERY PATHWAY: PILOT STUDY INTERIM ANALYSIS
RC Pickens, JK Sulzer, A Cochran, K Tezber, R Berry, E Bhattacharya, D Koo, L King,
DA Iannitti, JB Martinie, EH Baker, J Hunt, D Vrochides
Presenter: Ryan Pickens MD
Atrium Health
Introduction: Patient reported outcomes (PROs) have become increasingly useful
metrics for monitoring compliance and satisfaction while on an Enhanced Recovery
After Surgery (ERAS®) pathway. However robust monitoring is limited by the resources
needed for efficient data collection, analysis, and providing behavior feedback
mechanisms. This study aims to evaluate the efficacy of an established mobile
application (app) in a high-volume hepatopancreatobiliary (HPB) ERAS® program - a
novel surgical environment for the application - as a tool for real-time data collection of
PROs such as satisfaction, quality of life, opioid use, pain, and ERAS® pathway items.
Methods: Prospectively collected data on a customized mobile app for HPB
surgery patients was analyzed at three months of a six-month pilot study.
Patients (or a caregiver) scheduled for hepatectomy, left pancreatectomy, and
pancreaticoduodenectomy procedures were invited to enroll in the study at their preoperative education class. Patients were prompted to complete questionnaires and
health checks at scheduled intervals along their perioperative course, until 30 days
post-discharge. Success metrics were developed prior to the pilot start date; Patient
adoption, PRO response rate, and Patient Satisfaction targets were 75% or greater,
50% or greater, 75% or greater, respectively. Descriptive statistics were performed.
Results: Seventy of 79 eligible HPB patients elected to enroll (88.6%). Patients with
aborted operations were excluded (n=14). Patient engagement (continued interaction
after initial sign-up) was 90% (48/53). At interim analysis 31 of 56 HPB patients
still enrolled had completed the 30-day study period. PRO response rate was 62%
(123/198 possible surveys), and 84% (16/19) would recommend the app to others.
The app successfully captured patient-reported data on opioid consumption, pain and
nausea scores, and quality of life (QoR-15 survey). Forty-five of 56 (80.4%) of enrolled
patients also documented their compliance to specific ERAS® pathway items including
postoperative ambulation and breathing exercises.
Conclusion: This customized mobile app provides a real-time tool to collect and analyze
PROs in patients undergoing HPB surgical procedures in an ERAS® program. Interim
analysis performed at a 3 month midpoint demonstrated above-target adoption and
engagement, PRO response rates, and satisfaction scores, with ongoing data collection
through 6 months to complete the pilot. The ability to prospectively collect patient
reported outcomes was also demonstrated. This is promising for future directions
of using mobile apps to track patient recovery and PROs. Patient reported ERAS®
compliance may also encourage patient buy-in to post-surgery processes and serve as a
unique method for feedback for process change within ERAS® pathways.
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2. MULTIMODAL PREOPERATIVE LOCALIZATION IMPROVES OUTCOMES IN
REOPERATIVE PARATHYROIDECTOMY: A 25 YEAR SURGICAL EXPERIENCE
SG Patel, S Jamshed, ND Saunders, CJ Weber, J Sharma
Presenter: Snehal Patel MD
Emory University
Introduction: Our approach to parathyroidectomy (PTX) in persistent and recurrent
primary hyperparathyroidism (PHPT) has relied upon 3-dimensional multimodal
preoperative localization, intraoperative parathyroid hormone monitoring,
cryopreservation and focal/unilateral neck exploration. Reoperative parathyroid
(REOPS) surgery is often associated with lower cure rates and greater risk of nerve
injury and hypoparathyroidism. The aim of this study was to evaluate cure rates,
pathology, complications, and the efficacy of preoperative localization in patients
requiring REOPS.
Methods: Between 1992-2017, 2491 consecutive patients underwent
parathyroidectomy for PHPT. With IRB approval, our prospective collected
Parathyroidectomy-outcomes database was queried for operative findings, outcomes,
pathology, and localization methodology.
Results: 346 patients had REOP (111 male/32%, 235 female/68%) with an overall cure
rate of 91% and mean follow-up of 1.9 ± 0.7 years. The average preoperative serum
calcium and PTH was 11 ± 1 mg/dL and 373 ± 796 pg/mL, respectively. Normalization
of intraoperative parathyroid hormone occurred in 239 patients and it was predictive
of cure in 99.1% of patients. A single adenoma was resected in 253 patients (75%)
and the superior gland location was most common at 57%. Ectopic glands were
identified in only 33 patients. When preoperative imaging localized a lesion, a tumor
was identified in that location in 76.9% of sestamibi or SPECT/CT scans, 57.8% of CT,
61.2% of MRI and 46.2% of US. When at least 2 imaging modalities were concordant,
sensitivity improved to 91.6% (p<0.001). Complication rates of permanent
hypoparathyroidism and recurrent nerve palsy occurred in 0.03% of patients.
Conclusion: This is the largest series evaluating outcomes in REOPS. Although REOPS
have a lower cure rate than denovo PTX, concordant multimodal 3D imaging is optimal
for REOPS; and reliance upon a single localization study would result in an unacceptable
lower cure rate. Single eutopic glands are the most common cause of a failed PTX.
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3. GENDER DISPARITIES IN THE PRESENTATION OF GALLBLADDER DISEASE
KS Bailey LB Daugherty JW Marsh
Presenter: Levi Daugherty DO
West Virginia University
Introduction: Gallbladder disease is extremely common in the US and cholecystectomy
has become the most common elective abdominal surgery procedure performed in
this country. We know a great deal of the variants of GB disease and their respective
etiologies and pathogenesis. Prior research has established that female gender is one of
the most significant factors for development of gallstones, which leads to symptomatic
cholelithiasis and acute cholecystitis. Although female gender is a risk factor, our
surgeons have noticed a trend towards more complicated cases in our male patients,
with more frequent conversion from laparoscopic to open cases and longer case times.
Methods: All cholecystectomies at West Virginia University (WVU) from January
2013-June 2018 were reviewed. Query by CPT code resulted in identification of 1806
cases. 277 cases were excluded from review (128 cases due to age less than 18, 131
cases because cholecystectomy was combined with another procedure, and 18 for
other reasons such as miscoding). This resulted in 1529 records. Charts were reviewed
for age, gender, BMI, Primary Surgeon, procedure performed, operative time, length
of stay, pre and post-operative diagnosis, final pathology, and pre-operative history of
diabetes, reflux disease or tobacco use. We additionally searched all operative reports
for key word felt to indicate a more difficult operative experience. Descriptive and
inferential statistical analyses were conducted along with linear regression.
Results: There were 1444 laparoscopic, 64 laparoscopic converted to open, and
21 primary open cases. Patients were 1008 (66%) females and 521 (34%) males.
Average operative time was 89.8 minutes. Cholecystectomy took an average of 17.7
minutes longer in males (p=0.0046). 9.6% of cholecystectomies in male patients took
longer than 3 hours as opposed to 4.1% of cholecystectomies in female patients but this
was not significantly different (p=0.0617). Of patients who were converted to open,
2.2% were female and 7.9% male. Men were more likely to have a primary diagnosis of
cholecystitis, cholangitis, choledocholithiasis, and gallstone pancreatitis while women
had a diagnosis of symptomatic cholelithiasis or biliary dyskinesia. Average age was
51.9 years old for males vs 42.7 years old for females. Age, gender, BMI, length of stay,
and pre-operative diagnosis were all independently significant in predicting operative
time.
Conclusion: People form gallstones for a variety of reasons. Previous research has
shown that the female-to-male ratio for gallbladder disease narrows as patients get
older. The ratio is 2.9 from 30 – 39 years old, 1.6 from 40 – 49 years old and 1.2 from
50 – 59 years old. In our study, women were more likely to present with uncomplicated
gallbladder disease. Men were more likely to present with complications of gallbladder
disease. This suggests that male patients present at a later stage in the disease
process. Further research would be needed to see if these results are similar at other
institutions and, if so, to determine why males present at a later stage in the disease
progression.
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4. GERIATRIC SURGICAL PROGRAM: IMPLEMENTATION, GROWTH,
AND SUSTAINABILITY
E McHugh, AM Green, A Carmona, SP Stawicki
Presenter: Ellen McHugh CRNP
St. Luke’s University Health Network
Introduction: Given the continued growth of the elderly (ages ≥65) segment of the
population, more optimal approaches to geriatric surgical care become necessary. In
response, health-care systems implemented specific solutions based on quality-based
reimbursement, multidisciplinary team approaches, patient-centered medical homes,
and perioperative surgical homes (PSH). Utilizing the PSH model, our organization
implemented several “care bundles” intended to optimize geriatric surgical care within
a newly established geriatric surgery program (GSP). The aim of this study was to
examine clinical outcomes associated with the implementation of GSP at our institution,
focusing specifically on lengths of stay, readmission rates, surgical site infections, and
morbidity.
Methods: This study examining patient outcomes before (BI, prior to May 1, 2015),
during transition period (DI, May 1, 2015-Apr 30, 2016) and after (PI, May 1, 2016Apr 30, 2017) the implementation of GSP. A multidisciplinary team targeting
elective surgical patients ages ≥70 years implemented several “care bundles” (CBs)
to standardize and optimize the perioperative processes.These CBs targeted length
of stay, 30-day readmissions, venous thromboembolism (PE/DVT), hemorrhage,
postoperative pneumonia, delirium, and health-care related trauma (e.g., falls). Study
outcomes for each period (BI/DI/PI) were compared using Kruskal-Wallis and Fisher’s
Exact tests. Severity of illness (SOI), case-mix index (CMI), and risk of mortality (ROM)
adjustments were made. Statistical significance was set at p<0.05.
Results: A total of 1,444 patient records were reviewed (1,003 BI; 214 DI; and 227 PI).
Median patient age was 77 years, range 62-92 years, with 54% females. Majority of
patients underwent orthopedic procedures (50%) followed by vascular (16%) and
neurosurgical operations (8.1%). Baseline, transition period, and post-implementation
results are shown in Table 1. GSP implementation was associated with significant
reductions in median LOS and 30-day readmissions (both, P<0.01). Measured changes
in PE/DVT, postoperative hemorrhage, pneumonia, delirium, and hospital acquired
trauma were not statistically significant.
Conclusion: The implementation of GSP resulted in significantly reduced lengths of
stay and 30-day readmissions. Despite observed absolute reductions, there were no
significant differences in PE/DVT, postoperative hemorrhage, pneumonia, delirium,
and hospital-acquired injuries between study groups. Early results of the GSP led to
its expansion to other patient populations (e.g., high-risk non-geriatric patients) and
locations within our 10-hospital network. Efforts to incorporate additional outcome
measures and standardized interventions into the program’s quality matrix are ongoing.
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5. AVOIDING PITFALLS IN INSULINOMAS BY PREOPERATIVE LOCALIZATION
WITH A DUAL IMAGING APPROACH
KM Ramonell, ND Saunders, JM Sarmiento, CJ Weber, J Sharma, SG Patel
Presenter: Kimberly Ramonell MD
Emory University
Introduction: Insulinomas are rare endocrine malignancies of the pancreas that require
surgical resection but can be difficult to localize preoperatively. Current technique
relies heavily on intraoperative ultrasound, making operative planning and preoperative
patient counseling a dilemma. Our approach has relied upon preoperative selective
arterial calcium stimulation (CaStim) testing, Computed Tomography (CT) and
Magnetic Resonance Imaging (MRI). We sought to compare and improve the accuracy
of preoperative localization techniques for insulinomas.
Methods: A single center retrospective review of all insulinomas diagnosed between
1998-2016 who underwent surgical resection was performed. These patients
underwent preoperative localization studies with CaStim testing, CT Abdomen and
Pelvis with IV contrast, and/or MRI Abdomen and Pelvis with IV contrast. CaStim was
performed by pancreatic and hepatic arteriography with selective intra-arterial calcium
gluconate stimulation and hepatic venous sampling for plasma insulin measurement.
A 2-fold increase in insulin level from baseline was used to define a positive response
in the localizing artery. Interpretation of anatomic distribution for lesions supplied by
the GDA/SMA localized to the head/neck of the pancreas and splenic artery localized
to the body/tail. Localization of each preoperative test was compared to surgical
localization for accuracy.
Results: 38 patients had pathologically proven insulinomas upon surgical resection;
24 were females and 15 were males. Laparoscopy was performed in 45% (17/38)
of patients and 53% were limited to enucleations (20/38). Our cure rate was 95%
(36/38) and overall mortality 2.6% (1/38). CaStim was performed on 35 patients
with a localization accuracy of 89% (31/35). Localization accuracies of CT and MRI
were 62% (15/30) and 40% (8/20), respectively. Additionally, when compared with
CT alone and CaStim alone, the combination of these two modalities resulted in 100%
preoperative localization (30/30), whereas the use of CaStim alone resulted in 80%
(4/5) localization and the use of CT alone resulted in 66% (2/3) localization. Four of
our patients had both negative CT and MRI. Among these patients, CaStim was 100%
localizing and the only positive modality for these patients. Additionally, CaStim was the
only study to identify multiple synchronous tumors in 10.5% patients.
Conclusion: This data confirms that CaStim is accurate in preoperatively identifying
single and multiple insulinomas; and when combined with CT this accuracy is increased
to 100%. Based on this data, we propose that a dual imaging approach, with CT plus
CaStim is a superior means of preoperative localization of insulinomas.
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6. ENHANCED RECOVERY AFTER SURGERY PROTOCOLS EXPANDED OVER
EIGHT SERVICE LINES IMPROVES PATIENT CARE
MM Fillion, K Duggan, WW Hope
Presenter: Michelle Fillion MD, MS
New Hanover Regional Medical Center
Introduction: Enhanced Recovery After Surgery (ERAS) may improve patients’ postoperative course including length of stay (LOS), pain scores, and overall satisfaction.
Our center initially implemented the ERAS protocol for the colorectal service in
October 2016, and then expanded to eight different service lines over the course of 1.5
years. The ERAS protocols include nurse navigation, patient education/expectations,
complex carbohydrate supplemental drinks, and multi-modality pain control strategies.
The ERAS protocols vary slightly regarding multi-modality pain control depending on
each specific service line. Our aim was to determine if broad implementation of ERAS
protocols across different service lines could improve patient care.
Methods: All ERAS patients from January 1 2018 to June 30th 2018 were captured
using a prospectively maintained database by the ERAS Surgical Home Manager. For
each service line that implemented ERAS, one full year preceding the implementation
of ERAS was captured using Premier database and that was used as non-ERAS data.
Patients scheduled for elective surgery were classified based upon their service line:
Colorectal, Gynecology Oncology (GYN ONC) laparoscopic (lap), GYN ONC open,
Hepatopancreaticobiliary (HPB), Urology – nephrectomy and cystectomy, Spine fusion
surgery, Cardiac surgery. Data regarding LOS, readmission, and complications were
maintained and compared to similar cases performed years earlier without the ERAS
protocol.
Results: There was a total of 958 patients in the first 6 months of 2018 that underwent
ERAS protocol. Breakdown of each service line is as follows: Spine 33 patients, Cardiac
227 patients, Colorectal 173 patients, GYN ONC lap 122 patients, GYN ONC open 18
patients, HPB 14 patients, Urology – nephrectomy 11 patients, cystectomy 5 patients.
Mean LOS for ERAS vs non-ERAS patients in each service line: GYN ONC Open 2.4 vs
6.6 days, GYN ONC Lap 1.2 vs 2 days, Colorectal 3.0 vs 5.0 days, HPB 5.8 vs 9.3 days,
Urology- Nephrectomy 1.8 vs 4.6 days and Cystectomy 4.8 vs 7.5 days, Spine 0.8 vs
2.4 days, and Cardiac 6.0 vs 6.9 days. The 30-day re-admission rate either improved or
remained similar between the ERAS and non-ERAS groups; GYN ONC open 5.55% vs
13.6%, GYN ONC lap 5.73% vs 6.1%, Colorectal 10.46% vs 12.9% and spine 3.77% vs
11.113%.
Conclusion: Expanding the ERAS protocols beyond the colorectal service line to 7
other service lines has had a positive impact on patient recovery. There has been an
improvement in LOS in each service line while not negatively impacting the readmission
rate. The hospital saved an overall 1,417.23 LOS days for patients in the service line
specific ERAS protocols during the first 6 months of 2018. Our plan to expand the ERAS
protocols to breast reconstruction and vascular surgery as well as inpatient surgery in
2019.
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7. NOVEL TECHNIQUE TO REDUCE THE INCIDENCE OF SURGICAL SITE INFECTION
FOLLOWING COLORECTAL SURGERY
D Kay, JA Patel, JS Hourigan, SJ Kumar, A Bhakta, D Davenport, SJ Beck
Presenter: Danielle Kay MD
University of Kentucky
Introduction: Surgical site infection (SSI) is a leading cause of morbidity and increases
healthcare cost following colorectal operations. It is a key hospital-level patient safety
indicator. Previous literature has identified perioperative risk factors associated
with SSI and interventions to decrease rate of infection. Many wounds are left open
to heal by secondary intention or loosely re-approximated to decrease this dreaded
complication. This technique has disadvantages, namely pain associated with dressing
changes, prolonged wound healing, and potential need for future closure. The purpose
of this study was to evaluate the impact of blowhole closure on the rate of superficial
and deep SSI.
Methods: The American College of Surgeons National Surgical Quality Improvement
Project (ACS-NSQIP) database was queried for all patients undergoing colectomy
at the University of Kentucky from 2013-2016. Retrospective chart review was
performed to gather demographic data, intraoperative variables, and postoperative
variables. Wounds left open and packed were excluded. Rates of postoperative SSI were
measured between the closed incision group and blowhole closure group.
Results: A total of 1,083 patients undergoing elective and emergent colectomy
were reviewed. Of these, 945 had closed incision and 138 had blowhole closure.
Characteristics between the closed incision and blowhole closure groups were well
matched for female gender, age, ASA class, BMI, DM, COPD, tobacco use, and preoperative steroids. Patients with a blowhole closure were more likely to have had an
open procedure (p = 0.037) and a higher wound class (p < 0.001). The unadjusted
rate of superficial and deep SSI were 9.1% in patients with a closed incision and 5.1% in
patients with blowhole closure (p = 0.142). With adjustment for approach and wound
class, blowhole closure significantly decreased the incidence of SSI (OR 0.43, p= 0.04).
There was no significant difference in morbidity (p = 0.494) or 30 day mortality (p =
0.240) between the groups.
Conclusion: Patients undergoing elective and emergent colectomy had significantly
decreased incidence of SSI when blowhole closure was utilized. Given that it does not
increase resource utilization and its technical ease, blowhole closure should become the
standard method of surgical wound closure.
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8. AN INSTITUTION’S 5-YEAR EXPERIENCE WITH ROBOTIC TRANSHIATAL
ESOPHAGECTOMY
I Sucandy, DK Craigg, MF Jadick, MD Gonzalez, JD Spence, AS Rosemurgy
Presenter: Sharona Ross MD
Florida Hospital Tampa
Introduction: Esophageal cancer, especially adenocarcinoma of the distal esophagus,
is increasing rapidly in incidence, presumably because of the widespread and
indiscriminate application of proton pump inhibitor therapy. With such a rapid increase
in incidence, it is inevitable that minimally invasive surgery, including a robotic platform,
will be applied to transhiatal esophagectomy (THE). The goal of our study was to
evaluate our institution’s experience and to evaluate the advantages and risks involved
in applying a robotic platform to THE.
Methods: With IRB approval, 45 consecutive patients undergoing robotic THE were
prospectively followed. Measures of outcome, including operative duration, estimated
blood loss (EBL), conversions to ‘open’, length of stay, complications, and mortality,
were studied. Data are presented as median (mean±SD). Significance was accepted
with 95% probability.
Results: Patients were of age 67 (67±7.0) years and BMI 26 (27±5.5) kg/m2. Robotic
THE took 330 (355±107.3) minutes and estimated blood loss (EBL) was 200 (217
±142.5) mL, with a significant decrease over time (p=0.01). 6 (13%) operations were
converted to ‘open’, but none of the last 25 operations (Figure, r=0.33, p<0.01). EBL for
converted operations was 375 (366 ±108.0) mL and 175 (194±134.0) mL for operations
not converted (p=0.01). Length of stay was 8 (13±13.0) days. 9 (20%) patients had
respiratory failure requiring intubation that resolved, 2 (4%) patients developed
pneumonia, 5 (11%) patients developed surgical site infection, one (2%) patient had
renal insufficiency, one patient (2%) had a UTI. One patient (2%) died within 30 days
postoperatively due to degeneration of a preexisting cardiac dysrhythmia.
Conclusion: Robotic THE can be undertaken with low blood loss and low mortality. The
LOS and complication rate are still notable, consistent with a generally unhealthy group
of patients. Blood loss and conversions to ‘open’ decreased as we developed more
experience with the robotic THE. We believe that the robotic platform will be a fixture
in the future of complex General Surgery and widespread adoption will occur.
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9. DECREASING ACCURACY OF THE EFAST EXAM—ANOTHER CHALLENGE
OF MORBID OBESITY
SW Leichtle,J Lucas, WC Kim, MB Aboutanos
Presenter: John Lucas BS
Virginia Commonwealth University
Introduction: The rapid ultrasound examination of chest and abdomen in trauma
patients (extended focused assessment with sonography for trauma, eFAST) has
become standard of care in most trauma centers in the U.S. Its reported accuracy for
the detection of thoracic and abdominal injuries varies widely and depends on patient
population and the examiner’s skills, among other factors. The increasing prevalence of
obesity and particularly morbid obesity might have introduced an additional challenge
to obtaining high-quality images during the eFAST exam, and we hypothesized that
increasing body mass index (BMI) would result in decreasing accuracy of the eFAST.
Methods: All trauma team activations involving adult patients presenting after blunt
trauma at an urban level I trauma center in 2016 were reviewed, and patients with
complete data for BMI, eFAST, and computed tomography (CT) of chest, abdomen,
and pelvis included in the analysis. With findings of pneumothorax, hemothorax,
pericardial fluid, or free intra-abdominal fluid on CT as reference diagnosis, sensitivity
(ST), specificity (SP), positive predictive value (PPV), negative predictive value (NPV),
and accuracy of abdominal FAST, thoracic FAST, and complete eFAST were calculated.
Univariate analyses were used to assess the association of eFAST accuracy with BMI,
and to determine the odds for a false negative or false positive eFAST result with rising
BMI.
Results: For 446 patients fulfilling inclusion criteria, the accuracy of the eFAST was
76.2%, with ST, SP, PPV, and NPV of 27.1%, 91.7%, 50.9%, and 79.9%, respectively.
Patient demographics, hemodynamics, and trauma mechanism did not differ
significantly between patients with correct vs. incorrect eFAST. With OR = 2.05 (95%
CI, 1.11 – 3.77, p = 0.03), BMI >= 34 kg/m2 was the cut-off for significantly increased
odds for an incorrect abdominal FAST rsesult, increasing up to OR = 4.11 (1.84 – 9.17,
p < 0.001) for BMI >= 40 kg/m2. There was no significant association between BMI
and thoracic FAST results. For the complete eFAST, BMI >= 36 kg/m2 was the cut-off
for significantly increased odds for an incorrect result, with OR = 1.85 (1.03 – 3.32), p =
0.05, and increasing to OR = 3.12 (1.45 – 6.69), p = 0.01 for BMI >= 40 kg/m2 (Figure
1).
Conclusion: One third of patients with blunt trauma in this study were obese or
morbidly obese, and rising BMI was associated with increasing odds of having a false
negative or false positive eFAST result. Obesity significantly increased the risk for an
incorrect abdominal FAST result, and morbid obesity significantly increased the risk for
an incorrect eFAST result. Larger analyses in a more heterogenous patient population
will be useful to generalize these results. Trauma surgeons and emergency medicine
physicians should be aware of the added challenge obesity poses to perform accurate
eFAST exams.
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10. FRAILTY AND PREDICTORS OF DISPOSITION DISCHARGE IN THE ACUTE
AND CRITICAL CARE SURGERY PATIENT: A COMPARISON OF THREE FRAILTY
SCORING INSTRUMENTS
EL Carpenter, Z Mahmooth, DR Elwood, ED Lin, MA Foster, J Sharma, JM Sarmiento,
JF Sweeney, WR Greene
Presenter: Elizabeth Carpenter BS
Emory University
Introduction: Frailty has been demonstrated to be a better predictor of surgical
outcomes than age, but no standardized frailty instrument has been widely adopted.
We hypothesize that frailty as measured by the Emergency General Surgery Specific
Frailty Index (EGSFI) and Risk Analysis Index (RAI-C) are superior to the six-point
functional Katz Index in predicting discharge disposition other than home or need for
home health at discharge for acute and critical care surgery (ACCS) patients.
Methods: Both operative and non-operative patients were included if they were on the
ACCS service for greater than 24 hours. Patients with altered mental status or those
intubated/sedated were excluded if no family historian was present. A discharge
disposition other than home was defined as presenting from home with discharge to
a rehabilitation center, hospice at home or dedicated facility, or death. Multivariate
logistic regression models for EGSFI, RAI-C, and Katz Index were used with a primary
outcome of discharge disposition other than home and a secondary outcome of need
for home health at discharge. Additional potential predictors were tested including
gender, age, surgical intervention in the operating room, and ICU admission.
Results: One hundred and two patients were included over 60 days (61% female,
mean age = 55 +/- 18). Discharge disposition other than home was 11%. Of the 91
patients discharged home, 17% required home health care. All three frailty models
were statistically significant predictors of discharge other than home with p<0.005
(EGSFI chi^2(5) = 42.9, RAI-C chi^2(5) =25.5, Katz Index chi^2(5) =31.3). All frailty
instruments were significantly likely to predict discharge disposition other than
home (EGSFI OR=3.85, p=0.002; RAI-C OR=1.11, p=0.016; Katz Index OR=0.488,
p=0.001). No other factors predicted a discharge disposition other than home reliably
across models. In contrast, only the RAI-C of the three instruments was a statistically
significant predictor of the need for home health (OR=1.09, p=0.027). ICU admission
was a statistically significant predictor of need for home health care at discharge in all
three models.
Conclusion: Our results demonstrate that while all three frailty assessments are
significant predictors of discharge disposition other than home, only the RAI-C was
additionally a predictor of need for home health. Our results are important because
while the RAI-C requires more data points than the Katz Index, being able to predict the
need for home health can assist in earlier appropriate discharge planning. Individually,
neither age nor surgery were reliably predictive of discharge disposition other than
home or need for home health. In contrast, a frailty instrument may be predictive
because it comprehensively assesses the patient’s true state of health and therefore
more appropriately can direct care resources. This underscores the need for formal
frailty assessment of the surgical patient.
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11. DEATH KNELL FOR “PROPHYLACTIC” VENA CAVA FILTERS (PVCF)? A 20 YEAR
EXPERIENCE WITH A VENOUS THROMBO-EMBOLISM (VTE) GUIDELINE
RS Shenoy, KW Cunningham, SW Ross, AB Christmas, BW Thomas, MJ Avery, ML Lessne,
RF Sing
Presenter: Rathna Shenoy MD
Atrium Health
Introduction: VTE after trauma results in significant morbidity and mortality, however,
the role of vena cava filters in pulmonary embolism (PE) prevention in this population
has come in question in recent years. Therefore, we reviewed our VTE guideline
experience incorporating pVCF for the efficacy in preventing PE.
Methods: A retrospective cohort study was performed utilizing our Level I trauma
center registry to examine the outcomes of our VTE guideline. This prospectively
collected database was queried from Jan. 1997 thru Dec 2016 for high risk patients.
High risk categories were defined by Knudson et al, and are also present in Table 1. This
population was then divided by the presence of pVCF insertion or not. “Prophylactic”
was defined as a vena cava filter inserted without the presence of an acute deep vein
thrombosis (DVT) or pulmonary embolism (PE). Exclusion criterion was mortality <
48 hrs. Univariate analysis was performed for each category comparing pVCF with no
filter. Primary outcomes were mortality, DVT, and PE. p<0.05 considered significant.
Results: 35,658 patients were identified within the high-risk categories of which 2%
(n=847) receiving pVCF. DVT rate for pVCF was 3.9% compared with no VCF (0.6%),
(p 3 were associated with higher risk in the no pVCF group (0.2 vs 1.5%, p=0.033).
Conclusion: With the exception of ventilator days > 3, pVCF did not confer PE
prophylaxis benefit, but resulted in an increased DVT rate. Additionally, despite
their intended purpose, PE still occur in these high risk trauma patients with a pVCF,
suggesting that chemo-prophylaxis is still very important in this population.
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12. DEVELOPING A SIMPLE CLINICAL SCORE FOR PREDICTING MORTALITY AND
NEED F0R ICU IN TRAUMA PATIENTS
A Haider, J Con, K Prabhakaran, A Azim, R Latifi
Presenter: Ansab Haider MD
Westchester Medical Center
Introduction: Several models exist to predict trauma center need in the prehospital
setting, however there is lack of simple clinical tools to predict the need for ICU
admission and mortality in trauma patients. The aim of our study was to develop a
simple clinical tool that can be calculated with ease in the prehospital setting and
reliably predict the need for ICU admission and mortality in trauma patients even before
their arrival.
Methods: We abstracted one year of NTDB for all patients 18-85 years of age
with complete data. Transferred patients and those dead on arrival were excluded.
Patient demographics, injury parameters, vital signs, and GCS were recorded. Our
outcome measure was mortality and ICU admission. Logistic regression analysis was
performed using 3 variables (age>55, shock index>1.0, and GCS score) to determine
the appropriate weights for predicting mortality. Appropriate weights derived from
regression analysis were used to construct a simple Shock Index Age GCS score (SAG
score) and associated mortality and ICU admissions were calculated for 3 different risk
groups (low, intermediate, and high).
Results: A total of 281,522 patients were included. Mean age was 47±20 years and
65.0% were male. Overall mortality rate was 2.9% and rate of ICU admission was
28.7%. SAG score was constructed using weights derived from regression analysis
for age≤ 55 years (4 points), shock index<1.0 (3 points) and GCS (3-15 points) The
median [IQR] SAG score was 21 [18-22]. AUROC [95% CI] of SAG score for predicting
mortality and ICU admission was 0.873 [0.870-0.877] and 0.644 [0.642-0.647]
respectively. Each 1 point increase in SAG score was associated with 18% lower odds of
mortality (OR [95% CI]: 0.822 [0.820-0.825]) and 10% lower odds of ICU admission
(OR [95% CI]: 0.901 [0.899-0.902]).
Conclusion: SAG score is a simple clinical tool derived from variables which can be
assessed with ease in the prehospital setting. It provides a rapid assessment and can
reliably predict mortality and need for ICU admission in trauma patients. This simple
tool may allow early resource mobilization prior to the arrival of the patient.
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13. MISREPRESENTED ABUSE AND ASSAULT IN CHILDREN AND TEENAGERS:
FAILURE TO PREVENT
J Parreco, H Quiroz, B Willobee, M Sussman, J Buicko, R Rattan, N Namias, C Thorson, J Sola,
E Perez
Presenter: Joshua Parreco MD
University of Miami
Introduction: Prior to the Nationwide Readmissions Database (NRD), there has never
before been available a national database capable of tracking readmissions across
different hospitals. The purpose of this study was to identify children and teenagers
who are admitted for trauma that is classified as not involving abuse or assault and then
have a subsequent admission for abuse or assault including admissions across different
hospitals nationwide.
Methods: The NRD for 2010-2014 was queried for all patients with an age of less than
18 years admitted for trauma excluding abuse and assault. The primary outcome was
readmission for abuse or assault. The secondary outcome was readmission for abuse or
assault presenting to hospital different than the index admission hospital. Univariable
analysis was performed for each outcome and multivariable logistic regression was
performed using significant covariates. Results were weighted for national estimates.
Results: There were 383,824 children admitted for unintentional or self-inflicted
trauma not classified as abuse or assault during the study period. There were 394
(0.1%) individuals with subsequent admissions for abuse or assault. After controlling
for confounders with multivariable logistic regression, the highest risk for missed abuse
or assault was found in girls (OR 1.27, p=0.02), age under 5 years, (OR 2.09, p 15 (OR
2.92, p<0.01), Medicaid (3.08, p<0.01), and lowest household income quartile (OR
2.78, p<0.01). From the individuals with subsequent admissions for abuse or assault,
39.3% presented to a different hospital. The strongest risk factors for different hospital
presentation were lowest household income quartile (OR 7.21, p<0.01) and female
gender (OR 3.65, p<0.01).
Conclusion: This study demonstrates that a significant portion of admissions for trauma
in children and teenagers could be misrepresented as not involving abuse or assault.
These index admissions could be the only chance for intervention prior to abuse or
assault. Identifying these at-risk individuals is critical to prevention efforts.
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14. THE “DEATH DIAMOND” A BLACK HOLE FOR RESUSCITATION
MS Farrell, J Getchell, C Rapine, KM Bradley, SL Sixta
Presenter: Michael Farrell MD, MS
Christiana Care Health System
Introduction: Rapid thromboelastography (rTEG) is used to identify hyperfibrinolysis
(HF) in trauma patients. In 2015, Chapman et al of the Denver group fashioned the
terms “Black Diamond” or “Death Diamond” (DD) based on a small retrospective
study. This rTEG pattern was associated with a 100% positive predictive value (PPV)
for mortality (Figure 1). Given the potential prognostic implications and resource
savings associated with validating the DD as a marker of futile care, we sought to
further validate this previous work. We hypothesized that our experience would also
demonstrate a 100% PPV.
Methods: A retrospective review of all TEGs from August 2015 to June 2018 at
an American College of Surgeons Level 1 trauma center was completed. From this
population, rTEGs for trauma patients were identified and inspected for DD criteria. A
focused chart review was completed for mortality and blood product usage relative to
timing of rTEG results in all DD patients.
Results: Approximately 6,750 TEGs were completed between August 2015 and June
2018, of which 381 demonstrated HF with 16 meeting DD criteria. There was 100%
mortality among the 16 DD’s. 5 patients with DD’s died before rTEG results finalized. In
the 11 patients whose rTEG results returned before death, the mean survival time post
rTEG result was 9.6 hours (min=0.45, max= 35.1). In the time between DD result and
patient death, there was a mean use of 24.2 units of blood product (min= 0, max= 52).
Conclusion: rTEG tracing patterns consistent with DD criteria in our general trauma
population further validated a 100% PPV for mortality. Given these findings, a DD may
prove to be an indicator of futile care. Further multicenter data collection should be
facilitated to confirm these results.
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15. APPENDICEAL MALIGNANCY: THE HIDDEN RISKS OF NON-OPERATIVE
MANAGEMENT FOR ACUTE APPENDICITIS
KM Westfall, AG Charles
Presenter: Kristen Westfall MPH
University of North Carolina
Introduction: There has been a recent movement towards non-operative management
(NOM) of acute appendicitis in both pediatric and adult populations. One potential
harm of NOM overlooking cases of appendiceal cancer, a rare and often aggressive
malignancy due to the frequency of late stage at diagnosis. Previous studies have
reported an increasing incidence of appendiceal neoplasms in the population. However,
a review of the current literature shows there has not been an evaluation of the
incidence of primary appendiceal malignancy amongst patients who present with signs
and symptoms of acute appendicitis as a primary outcome.
Methods: This is a retrospective case-control study of 1007 adult patients at the
University of North Carolina-Memorial Hospital (UNC-MH) who presented with clinical
signs and symptoms of appendicitis and subsequently underwent appendectomy
between 2011 and 2015. We evaluated the incidence of primary appendiceal cancer in
this population over time and determined factors that are associated with appendiceal
cancer diagnosis using multivariate logistic regression analysis.
Results: Of the adult patients at UNC-MH presenting with clinically suspicious acute
appendicitis, the incidence of appendiceal neoplasm was 2.8% in 2011, 0.9% in 2012,
3.0% in 2013, 2.4% in 2014, and 2.3% in 2015. The incidence of appendiceal neoplasm
over 5 years was 2.3% (23/1007) in this patient population. When considering only
patients without appendiceal perforation on pathology, the incidence of appendiceal
neoplasm over 5 years was 1.9% (16/832). Age (OR 1.03), number of days of abdominal
pain (OR 1.16), self-reported fever (OR 2.08), appendiceal width (OR 1.95), and
appendiceal wall thickness (OR 1.30) were shown to be associated with appendiceal
neoplasm diagnosis. When considering appendix size, patients with a measured
wall thickness greater than 13.05 mm (19.64 mm when adjusting for covariates) or a
measured width greater than 6.25 cm (7.75 cm when adjusting for covariates) have a
50% probability of being diagnosed with primary appendiceal malignancy.
Conclusion: We recommend that an operative approach to acute appendicitis should
remain the standard of care, as operative management may not only be diagnostic but
potentially therapeutic.
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16. EFFECT OF SURGICAL APPROACH ON NODE HARVEST IN GASTRECTOMY:
A SINGLE INSTITUTION STUDY
MD Watson, SJ Trufan, NL Gower, JS Hill, JC Salo
Presenter: Michael Watson MD
Atrium Health
Introduction: In recent years there has been increasing utilization of minimally
invasive approaches in gastrectomy. Studies demonstrate that robotic gastrectomy
has equivalent rates of complications, re-operation, and mortality compared to open
and laparoscopic approaches. However, it is unclear if the robotic approach leads to
significantly greater node harvest. Lymph node harvest is an indicator of adequate
surgical resection and is associated with improved staging and patient outcomes. The
aim of this study is to evaluate the effect of surgical approach on lymph node harvest
in gastrectomy. Our hypothesis is that robotic approach will be associated with greater
lymph node harvest.
Methods: Patients undergoing gastrectomy for gastric adenocarcinoma between 2007
and 2018 at our institution were identified by retrospective review. Data collected
included age, sex, race, body mass index (BMI), neoadjuvant therapy, tumor stage,
surgical approach, and total number of lymph nodes harvested. Total number of
harvested lymph nodes harvested for open, laparoscopic, and robotic gastrectomy
were compared using Kruskal-Wallis test for univariate analysis and a generalized linear
mixed model (GLMM) for multivariate analysis.
Results: 122 patients were identified with median age 65 years (range 31-90). 54
patients (44.3%) underwent open gastrectomy, 37 patients (30.3%) laparoscopic,
and 31 patients (25.4%) robotic. Mean node harvest for open approach was
17.4±8.9, laparoscopic was 21.0±14.2, and robotic was 39.2±23.9. Univariate analysis
demonstrated that surgical approach was significantly associated with number of
lymph nodes harvested (χ2=26.3; p<0.001). Robotic approach was associated with a
greater lymph node harvest than both open (p<0.001) and laparoscopic (p=0.007)
approaches, while there was no statistically significant difference between open and
laparoscopic approaches (p=0.900). Multivariate analysis controlling for sex, race,
BMI, tumor stage, neoadjuvant therapy, and year of operation demonstrates that
surgical approach is statistically significantly associated with lymph node harvest
(F=83.4, p<0.001). In multivariate analysis, robotic approach was associated with
greater lymph node harvest than both open (p<0.001) and laparoscopic (p<0.001)
approaches, while laparoscopic was associated with greater lymph node harvest than
open (p<0.001).
Conclusion: This data demonstrates that for patients undergoing gastrectomy for
gastric adenocarcinoma at our institution, robotic approach is associated with greater
lymph node harvest than both laparoscopic and open approaches.
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17. OPTIMAL PAIN CONTROL FOR OUTPATIENT SURGERY FOR CUTANEOUS
MALIGNANCIES
RE Lewis, BR Sappington, AJ Ward, RE Heidel, JM Lewis, JM McLoughlin
Presenter: Rachel Lewis MD
University of Tennessee Medical Center, Knoxville
Introduction: The current opioid epidemic has highlighted the need to limit
overprescribing opiates while still maintaining adequate post-operative pain control.
We assessed our current opioid-prescription habits and total tablet consumption in
patients undergoing surgical procedures for cutaneous malignancies.
Methods: From January 2018 – June 2018, 120 patients who underwent resection for
a cutaneous malignancy were analyzed retrospectively with IRB approval. Data was
collected from the medical record and the TN statewide prescription drug databases.
All patients received pre-incision local anesthetic, with 64 (53%) receiving liposomal
bupivacaine (LB) injection and 56 (47%) receiving standard lidocaine or bupivacaine.
Post-operative visits included specific questions on prescriptions filled, total narcotic
tablets used, documentation of continued pain, and requests for a narcotic refill.
Results: Of 120 patients, 42 were female and 78 were males with median age of 67
(range 21 - 94) and at least one cutaneous malignancy. Forty-five of 56 (80%) patients
injected with non-LB local anesthetic used no post-operative narcotics, and 43 of
64 patients (67%) injected with LB used none. Four patients (3%) requested a refill.
There was no statistical significance in opioid use and chronic pain diagnosis, presurgical narcotic tolerance, need for nodal sampling, rurality of habitation, or incision
dimensions. Zero of five patients who underwent complete nodal dissection and
cutaneous resection used more than five narcotic tablets. Of 1800 prescribed narcotic
tablets (15 tabs/patient), 1560 were unused (13 tabs/patient), for an over-prescription
rate of 88%. Pills used by the study population is summarized in Table 1.
Conclusion: This study suggests the majority of patients undergoing surgery for a
cutaneous malignancy can be adequately managed with limited narcotic use. All
patients received pre-incision local anesthetic, though the type of injection did not
impact post-operative narcotic use. Our data suggests the prescription of no more than
five narcotic tablets will control the majority of post-operative pain regardless of the
type of cutaneous surgery or history of pre-surgical narcotic use.
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18. COMPARISON OF CALL-BACK RATES BETWEEN DIGITAL MAMMOGRAPHY
AND DIGITAL BREAST TOMOSYNTHESIS. WHAT DIFFERENCE DOES IT MAKE?
AM Scott, MGG Lashley, PS Dale
Presenter: Anthony Scott MD
Navicent Health, Mercer University School of Medicine
Introduction: The effect of mammographic screening on the natural history and
evolution of breast cancer treatment cannot be overstated, however, despite intensive
and resource consuming screening, advanced breast cancer is still diagnosed
frequently. The development of three-dimensional mammography (DM), or digital
breast tomosynthesis (DBT), has already demonstrated greater sensitivity in the
diagnosis of breast pathology and effectiveness in identifying early breast cancers. In
addition to being a more sensitive screening tool other studies indicate DBT has a lower
call back rate when compared with traditional DM. This study compares call back rates
between these two screening tools.
Methods: A single institution, retrospective review was conducted of over 29,000
patient records who underwent digital mammography or digital breast tomosynthesis
in the years 2016-2018. These charts were analyzed for documentation of imaging type,
BIRADS 0 status, call-back status, and type of further imaging that was required.
Results: Charts for 29,230 patients were reviewed. Of those patients 17,899
underwent digital mammography while 11,331 underwent digital breast tomosynthesis
resulting in 1,066 and 689 BiRads 0 studies, respectively. 82.08% of DM call-backs
recommended additional radiographic imaging and 17.82% for ultrasound imaging.
In the DBT group only 39.77% of call-backs were for recommended additional
radiographic imaging and 60.09% were for ultrasound imaging.
Conclusion: Our data suggests digital breast tomosynthesis results in less callback
for additional mammographic images as compared to digital mammography. In the
authors’ experience, this means less patient discomfort, less imaging prior to biopsy,
less time prior to biopsy, quicker diagnosis, and improved patient satisfaction.
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19. CAN I KEEP MY NIPPLE? FACTORS INFLUENCING THE SURGICAL DECISION
BETWEEN SKIN-SPARING AND NIPPLE-SPARING MASTECTOMY
M Wang, J Huang, A Chagpar
Presenter: Anees Chagpar MD, MBA, MPH
Yale University
Introduction: Both skin-sparing (SSM) and nipple-sparing (NSM) mastectomies have
been accepted as techniques in the management of breast cancer; but factors that
influence this decision remain to be well-elucidated.
Methods: From January 2010 to December 2017, 734 patients at our institution
underwent either SSM or NSM by one of five academic surgeons. Sociodemographic
and clinicopathologic factors were compared using non-parametric statistical analyses
(SPSS Ver. 24).
Results: Of the 734 patients in this cohort, 196 (26.7%) underwent NSM and 538
(73.3%) underwent SSM. The median age of patients at the time of surgery was 50
(range; 22-78). Bivariate analyses of factors potentially influencing the decision to
undergo SSM vs. NSM are shown in the table below. On multivariate analysis, younger
patient age, insurance type, BRCA+ mutation status, smaller breast size (by weight),
and those who did not undergo neoadjuvant chemotherapy were more likely to undergo
NSM. Surgeon also was an independent predictor of whether patients had NSM or
SSM.
Conclusion: While there may be many factors that an individual surgeon may consider
in the decision to pursue NSM versus SSM, these data suggest that younger patient
age, BRCA mutation status, breast size, and whether the patient had neoadjuvant
chemotherapy may be key among them, along with insurance status which may be a
factor for some patients. Aside from this, however, there seem to be no independent
clinicopathologic factors influencing this decision. Still some surgeons may be more or
less inclined to use the technique.
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20. SURVIVAL OUTCOMES OF EARLY-STAGE HORMONE RECEPTOR POSITIVE
BREAST CANCER IN THE ELDERLY
KP McGuire,A Nayyar, PD Strassle, CG Moses, KG Gallagher
Presenter: Apoorve Nayyar MD
University of North Carolina
Introduction: Elderly women (≥70 years old) form a significant proportion of patients
affected by breast cancer (BC); however, the treatment decisions for this patient
population are complicated, owing to the presence of comorbidities, limited life
expectancy, reduced tolerability of therapy and limited enrollment in clinical trials.
A growing body of evidence suggests equivalent outcomes in elderly patients with
hormone receptor positive, early-stage breast cancer patients receiving primary
endocrine therapy only or surgery with subsequent endocrine therapy. Whether these
results are reproduced in the larger BC population outside of a clinical trial, currently
remains unclear.
Methods: Women ≥70 years old, diagnosed with early-stage invasive BC between
January 2008 and December 2013, T1/ T2 and N0/ N1, endocrine and/or progesterone
receptor positive, and started endocrine therapy within a year of diagnosis were
identified using the Surveillance, Epidemiology, and End Results (SEER)-Medicare
linked datasets. Endocrine therapy was identified using outpatient prescription
fills for Anastrozole, Exemestane, Fulvestrant, Letrozole, Raloxifene, Tamoxifen,
and Toremifene. Surgical intervention included either breast conserving surgery or
mastectomy. Multivariable Cox proportional hazard regression was used to estimate
the association between undergoing surgery within a year of diagnosis and 5-year allcause mortality, after adjusting for patient demographics, comorbidities, and clinical
cancer characteristics. Similar methods were used to assess 5-year cancer-specific
mortality, where non-cancer mortality was treated as a competing risk.
Results: Overall, 8,968 women were included in the analysis; 8,146 (91%) received
surgery with endocrine therapy and 832 (9%) received primary endocrine therapy
alone. The proportion of women not receiving surgery remained consistent between
2008 and 2013, p=0.24. The 5-year mortality was 7% (n=660), and 21% of all deaths
were due to cancer causes (n=140). After adjustment, 5-year mortality was lower
among women undergoing surgery (HR 0.55, 95% CI 0.44, 0.67, p<0.0001) (Figure).
Similar results were found when looking at 5-year cancer-specific mortality (HR 0.35,
95% CI 0.22, 0.56, p<0.0001).
Conclusion: Elderly breast cancer patients with early-stage, hormone receptor positive
disease receiving primary surgical intervention plus endocrine therapy appear to have a
significantly better survival than those receiving primary endocrine therapy alone. This
study reflects the importance of surgical intervention for elderly breast cancer patients,
and warrants further investigation to evaluate whether surgery may be omitted safely in
subsets of elderly patients.
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21. UTILIZATION OF POST-MASTECTOMY RADIATION IN PATIENTS TREATED
FOR INVASIVE BREAST CANCER WITH MASTECTOMY AND IMMEDIATE BREAST
RECONSTRUCTION: A SINGLE CENTER EXPERIENCE
GA Hayek, MK Winslow, MK Maier, RL Corsetti, M Elnaggar, T Scroggins, RL Corsetti,
AE Rivere, GM Fuhrman, AM Mackey
Presenter: Genevieve Hayek MD
Ochsner Clinic Foundation
Introduction: Recently, we have identified an increase in the use of mastectomy and
reconstruction to reduce the risk of local recurrence and metachronous disease in
breast cancer patients while achieving an acceptable aesthetic result. Post mastectomy
radiotherapy (PMRT), an effective strategy to maximize local and regional control of
breast cancer in high risk patients, can have a negative impact on aesthetic outcomes
after breast reconstruction.
Methods: This is an IRB-approved retrospective review of a prospective database of all
women treated for invasive breast cancer at Ochsner Clinic Foundation from 20062017. We selected patients who underwent mastectomy with immediate reconstruction
either by autologous flap reconstruction or implant reconstruction. Appropriate
statistical analysis was applied in order to analyze risk factors among this patient
population for receiving post-mastectomy radiation.
Results: 320 women were treated for invasive breast cancer and underwent surgery
with immediate reconstruction either by flap or implant between 2006-2017. Patients
were divided based on whether they had received PMRT (n=88). There was no
statistically significant difference between the groups based on cancer histology,
hormone receptor status, T stage or demographics. 82 of the 320 patients underwent
neoadjuvant chemotherapy as part of their treatment regimen. Of the patients who
received neoadjuvant, 42 (55%) received PMRT versus 42 of 238 (17%) women who
did not have neoadjuvant chemotherapy and got radiation (p=.0001). Furthermore,
of women who had undergone neoadjuvant chemotherapy and had <4 positive lymph
nodes (n=77), 43 had PMRT as part of their treatment (56%), versus only 26 patients
who did not undergo neoadjuvant and also had <4 positive nodes (n=209, 12.4%,
p<.0001).
Conclusion: In our population, patients who underwent neoadjuvant chemotherapy as
treatment for invasive breast carcinoma were far likelier to receive PMRT, even when
they had <4 positive nodes. The negative aesthetic impacts of PMRT on reconstruction
as well as the less rigorous indications for PMRT after chemotherapy argue for
increased research on the subject.
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22. HUMAN ACELLULAR DERMAL MATRIX IS A VIABLE ALTERNATIVE TO
AUTOLOGOUS SKIN GRAFT IN PATIENT WITH CUTANEOUS MALIGNANCY
RE Lewis, SG Bhat, AJ Ward, KM Bielak, HE Simpson, EA Towery, JM McLoughlin, JM Lewis
Presenter: Rachel Lewis MD
University of Tennessee Medical Center, Knoxville
Introduction: Resection of cutaneous malignancies can require complex planning for
wound closure or coverage. We proposed the use of human acellular dermal matrix
(HADM) as a viable alternative to autologous skin grafting techniques in patients with
cutaneous malignancy especially those with limited reconstruction options and the
elderly.
Methods: From 2012 - 2018, a retrospective review of all patients reconstructed with
HADM after resection of a cutaneous malignancy was conducted under IRB approval.
Patients were offered HADM due to co-morbidities that prevented general anesthesia,
if tumor location prevented assurance of achieving a negative margin, or patient request
not to have a donor site. Data included incision sized, location of tumor, margins, time
to full cutaneous coverage, complications, and graft failures.
Results: During the study period, 228 patients, 151 males and 77 females, underwent
resection for a cutaneous malignancy with immediate wound coverage using HADM.
The median age was 72 years (range 29 - 95). Histologic sub-type included 113 with
melanoma (49.6%), 61 with squamous cell carcinoma (26.8%), and 28 with basal
cell carcinoma (12.2%); 6 patients (2.6%) had more than one cutaneous malignancy.
Sixty-three patients (28%) had a procedure performed under local anesthesia due
to concerns or undergoing IV sedation or general anesthesia. The median interval to
complete epidermal coverage was 73.41 days, and 6 patients (2.6%) had graft failure.
The median product cost was $1,145. Elderly patients who underwent resection of
cutaneous malignancy with HADM wound coverage are summarized in Table 1.
Conclusion: HADM is a viable alternative to autologous graft techniques in patients
with cutaneous malignancies. The HADM can be used to cover resection beds in
anatomic locations that are difficult to assure negative margins, including the scalp,
face, ankle, and feet. The use of HADM also obviates the need for an additional
incision for the skin harvest site and may be performed under local anesthesia. Clinical
outcomes are similar to autologous skin grafts though complete healing is prolonged.
Further studies are needed to determine the best cost-benefit ratio for optimal use of
HADM. use of HADM.
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23. RISK FACTORS FOR POSTOPERATIVE HYPOTHYROIDISM FOLLOWING
THYROID LOBECTOMY
MA Stevenson, A Quillo, M Flynn, P Philips, ME Egger
Presenter: Megan Stevenson MD
University of Louisville
Introduction: The reported incidence of hypothyroidism requiring thyroid
supplementation following thyroid lobectomy varies widely. Previous studies
attempting to identify risk factors for hypothyroidism after thyroid lobectomy have
been limited by small sample sizes and short duration of follow-up. Understanding
the incidence of and clinical risk factors for postoperative hypothyroidism will help to
counsel patients in the perioperative setting when considering lobectomy versus total
thyroidectomy.
Methods: A retrospective chart review of all euthyroid patients who underwent
thyroid lobectomy from 2012-2015 was conducted. The outcome of the study was
postoperative hypothyroidism (defined as requiring thyroid hormone supplementation
at any time after surgery). Potential risk factors evaluated were indication for
thyroidectomy, ultrasound evidence of thyroiditis, biopsy results, thyroid stimulating
hormone (TSH) level, pathologic diagnosis, and presence of histologic evidence of
thyroiditis upon specimen evaluation. Descriptive statistics were calculated for all
variables. Univariate analysis consisted of chi-square testing and independent t-test, as
appropriate. Multivariate logistic regression was performed.
Results: 172 patients met inclusion criteria and were analyzed in this study. Median
follow-up was 39.5 months. The incidence of postoperative hypothyroidism treated
with thyroid hormone supplementation was 41.3%. The most important predictors of
postoperative hypothyroidism were preoperative TSH levels and pathologic evidence of
thyroiditis. Preoperative TSH level was significantly and positively associated with the
need for postoperative thyroid hormone supplementation on univariate analysis. Mean
preoperative TSH level was 1.30 mg/dL in patients remaining euthyroid, versus 2.06 in
those who become hypothyroid postoperatively (p = 0.004). Patients with evidence
of thyroiditis upon pathological evaluation of their specimen had a significantly
increased likelihood of postoperative hypothyroidism (p = 0.002). Of the 53 patients
with pathologic thyroiditis, 31 (58.5%) required hormone supplementation in the
postoperative setting. In the adjusted multivariate model, preoperative TSH level (p =
0.02) and pathological evidence of thyroiditis (p = 0.01) were independent predictors
of need for post-lobectomy supplementation.
Conclusion: Symptomatic hypothyroidism following thyroid lobectomy requiring thyroid
hormone supplementation is a common occurrence with prolonged follow up. Nearly
half of resected patients will require thyroid hormone supplementation. Preoperative
TSH levels are useful in predicting patients at risk, as is the pathologic evidence of
thyroiditis in the surgical specimen. Better tools are needed to predict thyroiditis in the
preoperative setting. Patients should be counseled on the relatively high likelihood of
hypothyroidism when considering lobectomy versus total thyroidectomy. Patients need
to be followed post-lobectomy to assess for hypothyroidism.
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24. THYROIDECTOMY REMAINS A SAFE OPTION FOR GRAVES’S DISEASE
AW Feaster, A DeCapua-Guarino, M Wolf, M Fluck, J Dove, JC Oxenberg
Presenter: Aaron Feaster DO
Geisinger Medical Center
Introduction: Total thyroidectomy (TT) or near-total thyroidectomy (NTT) is often
recommended over radioactive iodine or medical management for the treatment
of Graves’ disease (GD). Given the risk for surgical complications, RAI or medical
management is many times recommended unless there are other reasons for TT/NTT.
We assess the safety within our Institution for TT/NTT.
Methods: A retrospective review of patients undergoing TT/NTT for GD was
performed from 2004-2016. Patients were excluded if undergoing concomitant
procedures, underwent partial thyroidectomy or subtotal thyroidectomies. Patient
characteristics, thyroid size, surgeon specialty performing the operation and
intraoperative/postoperative factors were all reviewed. Multivariate analyses were
used to determine risk factors for complications.
Results: 383 patients underwent TT (median age 45, 17.8% male, mean BMI 28.9).
233(60.8%) performed by ENT, 8(2.1%) general surgery, 140(36.6%) Surgical
Oncology and 2(0.5%) unknown. Median surgical duration was 141.4minutes
with mean estimated blood loss(EBL) of 30.2mL. Mean thyroid weight was
3.47grams(SD+/-0.76). Median length of stay was 2days. 372(97.1%) of cases the
recurrent laryngeal nerve(RLN) was identified. 71(18.54%) patients had postoperative
hypocalcemia. 3(0.8%) patients had RLN paralysis. 38(9.9%) presented to ED within
30 days postoperatively and five admitted. On multivariate analysis, males(p=0.002)
and larger thyroid weights(p=0.009) had longer surgical duration. No association
with hypocalcemia/RLN paralysis with factors considered, EBL was increased in
younger patients(0.028), males(p=0.026), increased BMI(p=0.03) and larger thyroid
weight(p<0.001). EBL was also associated with specialty where EBL was greatest by
General Surgeons, followed by Surgical Oncologists and then by ENT. No factors were
associated in the ability to identify the RLN. Hypocalcemia was only associated with
female gender(p=0.074).
Conclusion: TT/NTT are safe and a reasonable option for the treatment of Graves’
disease.
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25. EFFECT OF TRAVEL TIME FOR THYROID SURGERY ON TREATMENT COST
AND MORBIDITY
AG Ramirez, EB Schneider, JH Mehaffey, MA Zeiger, JB Hanks, PW Smith
Presenter: Adriana Ramirez MD, MPH
University of Virginia Health System
Introduction: Regionalizing surgical care to high-volume centers has improved
outcomes for many procedures, including endocrine surgery. This shift in care-seeking
behavior is associated with increased travel time, costs, and morbidity within certain
patient populations including surgical oncology and colorectal patients. However,
its effect on endocrine surgical patients is unknown. We examined the travel timerelated differences in demographics, endocrine-specific disease, and cost for patients
undergoing thyroid surgery at a high-volume center.
Methods: All patients undergoing thyroid surgery between 2005-2014 were examined
using institutional ACS National Surgical Quality Improvement Program (NSQIP) data
and the clinical data repository. Travel times between patients’ home address and the
hospital were calculated using Google Earth and confirmed using geospatial analysis
under assumptions of standard road conditions and speed restrictions. Travel time
was divided into less than or greater than 2 hours. Factors associated with travel time
and cost including patient demographics, length of stay, operative time, pre-operative
NSQIP estimated morbidity risk, endocrine-specific disease complexity, and 30-day
complications were analyzed using appropriate bivariate tests and regression modeling.
Results: 1046 thyroid procedures were examined, with median (IQR) travel time of
68.0 (39.3-107.5) minutes. Travel time did not differ by age, sex, race, or inpatient/
outpatient admission. Patients traveling 2+ hours were more likely to have complicated
thyroid disease (37.7% vs. 27.6%, p=0.005), uninsured status (31.1% vs.11.8%,
p<0.001), higher pre-operative morbidity risk (p=0.02), longer operative times
(p=0.02) and longer length of stay (p=0.04) versus patients traveling <2 hours.
Average cost was higher for patients traveling 2+ hours ($7,300 vs. $6,846 [2014
USD], p=0.05). After adjustment, patients traveling 2+ hours were 60% more likely to
have complicated disease (OR 1.6, p=0.01), and nearly 4-times as likely to be uninsured
(OR 3.8, p<0.001). After controlling for disease and insurance type, travel time was not
associated with hospital cost or all-cause morbidity.
Conclusion: Increased travel time is associated with greater disease complexity and
uninsured status for patients undergoing thyroid surgery at a high-volume center.
Despite observed patient differences from regionalization, hospital costs and postoperative morbidity were not negatively affected. Existing protocolized management
practices for endocrine surgical disease and the nature of the disease process may be
protective against the negative effects of centralization compared with other surgical
populations.
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26. THE EVOLVING LANDSCAPE OF ESOPHAGEAL CANCER:
A FOUR DECADE ANALYSIS
AS Rosemurgy, C Wilfong, DK Craigg, I Sucandy, SB Ross
Presenter: Alexander Rosemurgy MD
Florida Hospital Tampa
Introduction: The incidence of esophageal cancer has significantly increased since
1970. This study was undertaken to show the increase in prevalence of esophageal
carcinoma, specifically how the predominant pathology has changed, over a four
decade time period.
Methods: With IRB approval, the Surveillance, Epidemiology, and End Results program
(SEER) of the National Cancer Institute (NCI) was used to collect data on 42,739
patients who were diagnosed with esophageal carcinomas between 1973-2010.
Regression analysis was used to analyze the data, and significance was accepted with
95% probability.
Results: The number of esophageal carcinomas increased 7.5 fold between 1973 and
2010. Squamous cell carcinoma increased 2.5-fold from 1973 to 2010 (p<0.001);
esophageal adenocarcinoma increased 56-fold in the same time period (p <0.001).
This rise in esophageal adenocarcinoma was primarily responsible for a significant
increase in the incidence of esophageal cancer with a distal presentation. In 1973, 72%
of the patients diagnosed with esophageal cancer were located distally, compared
to the recorded patients from 2010 which showed an increase to 90.8%. The
incidence of esophageal squamous cell carcinoma decreased relative to esophageal
adenocarcinoma, with esophageal squamous cell carcinoma accounting for 91% of the
total patients reported in 1973, and 34% of the patients reported in 2010.
Conclusion: Over 40 years there was a significant increase of esophageal cancer,
though overall population only increases approximately 50%. Esophageal
adenocarcinoma increased 56-fold and accounted for significantly more of the overall
diagnosis of esophageal carcinoma in 2010, as compared to 1973 observations. 5-year
survival for esophageal cancer is still about 20%, one of the lowest survivals of all
carcinomas, yet the incidence is increasing. Though esophageal cancer affects only
a small portion of the population, the incidence is rising and the drastic change in
predominant pathology should be noted.

168

SCIENTIFIC ORAL ABSTRACTS

CONTINUED

27. THE IMPACT OF ADDITIONAL SURGICAL INTERVENTION (ASI) AFTER
CYTOREDUCTION AND HYPERTHERMIC INTRAPERITONEAL CHEMOTHERAPY
(HIPEC)
JD Raine, A Dodd, F Williard, ES Glazer, PV Dickson, JL Deneve
Presenter: Jordan Raine BS
University of Tennessee Medical Center, Memphis
Introduction: CRS/HIPEC is performed for peritoneal carcinomatosis (PC) from
gastrointestinal and gynaecologic malignancies. CRS/HIPEC may be associated with
potential morbidity which may have a negative impact on outcome. Furthermore, some
patients may require additional surgical intervention (ASI) for complication(s), benign
conditions or disease recurrence. We examine the impact of ASI on outcome after
CRS/HIPEC.
Methods: A retrospective review was performed for patients who underwent CRS/
HIPEC from 2012-2018. Patients who required ASI were categorized based on
complications, benign and malignancy-related indications. Demographics, operative
characteristics and outcomes are described.
Results: 103 patients underwent CRS/HIPEC with an average age of 54.2 years, 69%
Caucasian, 62% female. The average peritoneal cancer index score was 13.4. Forty-one
patients (40%) required ASI with 27 patients undergoing 1 additional procedure, 9
patients undergoing 2 additional procedures and 5 undergoing 3 or more procedures.
The most common initial indication was for recurrent disease (13), ostomy reversal (9),
hernia (4) or gastrointestinal leak (4). Eight patients required ASI for complication(s)
(30-Day), 16 for a benign condition and 17 for recurrent disease. There was no
difference in overall survival for those who underwent ASI for benign or recurrent
disease. On univariate analysis, patient age, pathology, operative length, blood loss,
blood transfusion, multi-visceral resection > 4 organs, intestinal anastomosis, stoma
creation, any complication and major complication were associated with increased risks
of ASI. On multivariate analysis, a major complication and need for stoma placement
were independent predictors for ASI.
Conclusion: Approximately 40% of patients required ASI after CRS/HIPEC in this single
institution experience. A major complication and need for stoma placement at the
time of CRS/HIPEC are independent predictors for ASI. Patients who require ASI for a
complication had a trend towards a worse outcome. Those those who underwent ASI
for recurrent disease do not appear to have worse survival.
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28. THE UNDERSTATED MALIGNANCY POTENTIAL OF NONOPERATIVE ACUTE
APPENDICITIS: AN ANALYSIS OF THE NSQIP DATABASE
J Seawell, F Macedo, K Muertos, JD Sciarretta, J Davis
Presenter: Jaimie Seawell MS4
The Edward Via College of Osteopathic Medicine
Introduction: Cancer of the appendix is a rare occurrence commonly found incidentally
on appendectomy and account for 0.5% of all gastrointestinal malignancies. The role of
routine antibiotics with nonoperative management of uncomplicated acute appendicitis
(UA) in adults is an ongoing debate. The aim of our study was to identify the rate of
appendiceal malignancy (AM) and highlight the importance of traditional surgical
management of appendicitis using the American College of Surgeons National Surgical
Quality Improvement Program (ACS-NSQIP) data.
Methods: ACS-NSQIP database was queried (2005-2015) for all cases of UA who
underwent surgery. Complicated appendicitis including perforation, empyema or
abscess formation, and fecal peritonitis were excluded. For this study, AM was defined
as invasion of appendiceal wall by neoplastic epithelium and all reported carcinoid
tumors. ICD-9 codes were used to identify NSQIP data reporting AM pathology
recorded as neoplasm of appendix vermiformis and carcinoid of appendix. Analysis
included age, sex, race, type of AM and surgical procedures.
Results: We identified 203,190 patients at > 600 participating ACS-NSQIP hospitals
who received surgical intervention for UA. Of those, 2,382 (1.2%) patients were
identified with AM. Population was predominantly caucasian (79.8%) with a mean
age of 52.1 ± 4.16 years (range, 18 to 90+ years) and 46% males. Majority of patients
were classified as non-emergent (86.8%). Most commonly (2005 - 2015) ACS-NISQIP
reporting was unspecified malignant neoplasm of appendix vermiformis (70.6%).
Additionally, sub-analysis of ACS-NSQIP data (2009 to 2015) identified benign (10.3%)
and malignant (18.9%) carcinoid tumors.
Conclusion: Our study emphasizes surgical intervention with adult UA as the 1%
incidence of AM if treated with antibiotics alone will presumably lead to a delay in
surgical treatment and progression of disease.
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29. CLINICALLY MEANINGFUL LABS FOR LEFT PANCREATECTOMY USING
THE AMERICAN COLLEGE OF SURGEONS NATIONAL SURGICAL QUALITY
IMPROVEMENT PROGRAM (R) SURGICAL RISK CALCULATOR
RC Pickens, JK Sulzer, K Tezber, WB Lyman, A Cochran, L Ocuin, EH Baker, JB Martinie,
DA Iannitti, M Hanley, D Vrochides
Presenter: Ryan Pickens MD
Atrium Health
Introduction: The continued rise in healthcare costs have stimulated surgeons around
the country to critically evaluate how to improve utilization of resources to limit
cost while still providing excellent care. In a previous study we created laboratory
protocols for pancreaticoduodenectomy and hepatectomy resulting in a decrease of
$360,611.75 in charges over 1 year (54.2% decrease); however, both protocols were
based on our institutionally created predictive algorithms. We predict that the use of
the ACS-NSQIP® Surgical Risk Calculator for preoperative risk stratification for left
pancreatectomies will result in a significant decrease in postoperative labs and patient
charges.
Methods: In December 2017 we began prospectively enrolling all scheduled left
pancreatectomies in our clinically meaningful laboratory protocol. Each patient’s
preoperative risk was assessed with the ACS-NSQIP® Surgical Risk Calculator (low,
average, or high risk) and postoperative daily labs were scheduled in accordance with
their assigned risk. Outcomes including laboratory charges and actual labs drawn
(including additional labs ordered by providers based on clinical changes) were
compared to our institution’s historical standard of care with daily labs for patients
undergoing left pancreatectomy. Laboratory charges to patients were collected from
an institutional administrative database. Clinical outcomes are compared to a group of
historical controls from a prospectively maintained database (ERAS® interactive audit
system) using STATA® statistical software.
Results: From December 2017 through July 2018, forty-seven patients were scheduled
for elective left pancreatectomy. Six patients were excluded due intraoperative findings
resulting aborted surgery or a different operation. In the 41 enrolled patients to date,
we have accumulated an estimated $73,783.95 in patient savings from laboratory
charges, a 31.9% reduction.
Conclusion: During the first eight months of a postoperative laboratory protocol based
on preoperative risk assessed by the ACS-NSQIP Surgical Risk Calculator, we have
saved $73,783.95 in patient charges for a 31.9% reduction in laboratory charges. We
will continue to monitor outcomes and patient charges for an entire year, but similar
protocols have the potential for substantial savings for health systems and operative
procedures given the easy access and generalizability of the ACS-NSQIP® risk
calculator.
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30. MARKEDLY ELEVATED CA19-9 DOES NOT PRECLUDE CURATIVE SURGERY
IN PATIENTS WITH PANCREATIC CANCER
C Mosquera, HM Johnson, NE Neill, EE Zervos, S. Laks
Presenter: Catalina Mosquera MD
East Carolina University, Brody School of Medicine
Introduction: Uncertainty remains as to how to best approach radiographically
resectable pancreatic cancer patients with markedly elevated preoperative
carbohydrate antigen 19-9 (CA 19-9). We hypothesize that preoperative CA 19-9
greater than 1,000 u/ml predicts carcinomatosis or positive margins.
Methods: A retrospective review of a prospectively collected database of patients
diagnosed with pancreatic adenocarcinoma undergoing pancreaticoduodenectomy
(PD) between October 2007 and March 2018 was performed. Patient demographics,
preoperative CA 19-9 levels, tumor characteristics, intraoperative findings and final
pathology were analyzed. Univariate and multivariate logistic regression was performed
to determine factors associated with positive margins or carcinomatosis.
Results: 178 patients undergoing up front PD had preoperative CA19-9 recorded.
Of these patients, 41 had values > 1,000 (mean 7,027.4 ±11,650.9 SD, range 1,02660,328). In this subgroup, 29 patients (70.7%) successfully underwent margin
negative (R0) resection. Nine (21.9%) had microscopically positive (R1) and 3 (7.3%)
had grossly positive margins (R2). No patients had carcinomatosis. Rate of margin
positivity was not significantly different compared with patients with CA 19-9 4cm, OR
3.18; p=0.04) and higher stage tumors had greater odds of positive margins, with the
exception of stage 3 (1b, OR 1.38; 2a, OR 3.96; 2b, OR 6.43; 3, OR 2.82; p=0.04). On
multivariate analysis, tumor size remained an independent predictor of positive margins
(2-4cm, OR 3.21; >4cm, OR 3.25; p=0.03) however there was no significant association
between margin status and preoperative CA19-9.
Conclusion: In patients with radiographically resectable pancreatic cancer, markedly
elevated CA19-9 does not predict margin status or carcinomatosis. Tumor size,
however, was associated with margin positive resection. In patients with tumors larger
than 4 cm, neoadjuvant chemotherapy should be strongly considered.
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31. OUTCOMES IN HEPATOCELLULAR CARCINOMA LIVER TRANSPLANTATION
BEFORE AND AFTER THE MANDATED SIX MONTH WAIT-TIME
J Sokolich, W McClellan, J Buggs, E Rogers, K Barber, K Cocuy, A Kumar
Presenter: Julio Sokolich MD
Tampa General Hospital
Introduction: Hepatocellular carcinoma (HCC) is a leading cause of liver
transplantation in the United States. Liver transplant patients with hepatocellular
carcinoma have an average risk of recurrence ranging from 8-20%. To address HCC
recurrence and liver allocation and utilization for transplantation, the United Network
for Organ Sharing implemented a mandatory six-month wait-time policy on October 8,
2015. Since implementation, there has been less hepatocellular carcinoma recurrence
post liver transplantation reported but little discussion to address changes in resource
utilization. We hypothesized a difference in resource utilization since the HCC sixmonth pre-transplant wait-time policy initiation.
Methods: After obtaining Institutional Review Board approval, we conducted a
retrospective cohort study of adult liver transplants from 2013 - 2018. We identified
patients and grouped them as either pre-policy or post-policy based on time periods
of 964 days before or after the wait-time policy start date. The differences across
compared groups for continuous variables were assessed using the independent
sample t-test and for binary variables using the chi-square test. Time-to-event
outcomes were analyzed using the Cox-proportional hazards method. All p-values
were 2-sided and <0.05 was considered to be statistically significant.
Results: We performed 454 adult liver transplants during the six-year study period.
Our chart review confirmed 123 patients had hepatocellular carcinoma as the indication
for liver transplantation. When analyzing patients transplanted before and after
the mandatory six-month wait time, we found statistically significant differences
in recipient age (p=0.003), days on the waitlist (p=0.01), sustained viral response
(p<0.001), and hepatocellular carcinoma recurrence post liver transplant (p=0.04).
There was no difference in recipient gender, BMI, or pre-transplant MELD between the
pre and post-policy groups. Resource utilization demonstrated statistically significant
differences in the number of treatment days pre-liver transplant (p=0.01) and the
length of transplant admission stay (p=0.01). There were no statistical differences
between the pre and post wait-time groups for either graft survival or patient survival.
Conclusion: Since the implementation of the mandatory HCC six-month pre-transplant
wait time, the hepatocellular carcinoma recurrence rate has been lower. However,
during the same time period, patients experienced greater resource utilization indicated
by length of transplant stay and number of treatment days pre-liver transplant.
These same patients with less hepatocellular carcinoma recurrence experienced no
statistically significant improvement in either graft survival days or patient survival
days. With the current climate of rising healthcare costs and the tendency toward
bundled payments, further studies are indicated to explore the patients’ benefits and
potential costs associated with the new mandatory wait-time policy.
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32. THE FIRST 150 LIVER TRANSPLANTS AT A NEW PROGRAM IN THE
MODERN ERA
KL Curtis, CD Anderson, AH Seawright, FL Koller, JJ Wynn, S Desai, TM Earl
Presenter: Kyle Curtis MS
University of Mississippi Medical Center
Introduction: There are currently 13,727 patients on the waiting list for a liver transplant
in the United States and 8,000 transplants are performed annually. From 1991 to
2013, Mississippi was without liver transplant services. In 2013, a new liver transplant
program was established at the University of Mississippi Medical Center and here we
describe our experience with the first 150 transplants over a 4.5-year period.
Methods: This study is a review of 147 patients who underwent the first 150 liver
transplants at the University of Mississippi Medical Center between March 5, 2013 and
January 4, 2018. There were no exclusion criteria for this study. Donor, recipient, and
outcome variables were analyzed. Results are presented as medians with interquartile
ranges, unless otherwise stated.
Results: Recipients were 46% female and 74% Caucasian. Age at the time of
transplant was 57,[IQR 49-63]. BMI at transplant was 30,[IQR 25-35]. Thirty-percent
of transplants were for alcoholic cirrhosis, 25% NASH, 24% Hepatitis C, and 12%
Cholestatic. Mean MELD at the time of transplant was 20,[95% CI 19,21] and NaMELD
was 22,[95% CI 20,23]. Mean warm and cold ischemic times were 25,[95% CI 24, 25]
and 234,[95% CI 219, 249] minutes, respectively. Patients received 2,[IQR 0,5] units
packed red blood cells intra-operatively. Hepatic artery thrombosis occurred in 3.33%,
while biliary complications occurred in 26%. Total length of stay was 9,[IQR 6,15] days.
Donors were 44% female and 49% Caucasian. Donor age was 45,[IQR 25,57]. Reoperation occurred in 36% of patients, largely for post-operative hemorrhage. One-year
patient and graft survival were 89% and 87%, respectively which were as expected
based on Scientific Registry of Transplant Recipient reports after risk adjustment.
Conclusion: Our one-year graft and patient survival are consistent with other
institutions across the country. The data published in this study verifies it is possible
to establish a new liver transplant center in an underserved area previously lacking
comprehensive liver care and achieve results similar to other high-volume centers
across the country.
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33. LAPAR-ENDOSCOPIC SINGLE SITE VERSUS ROBOTIC REDO HIATAL HERNIA
REPAIR WITH FUNDOPLICATION: WHICH APPROACH IS BETTER?
S Ross, DK Craigg, M Castro, M Gonzales, I Sucandy, AS Rosemurgy
Presenter: Iswanto Sucandy MD
Florida Hospital Tampa
Introduction: Over the past decades many patients have undergone reduction of
hiatal hernias with anti-reflux fundoplications. Though failure is uncommon, given the
large number of operations undertaken a substantial number of patients now present
with failed operations in need of ‘redo’ or ‘revisional’ operations; such operations are
difficult because or their reoperative nature. A robotic approach may be superior to
a laparoscopic approach because of the added dimensions provided by the robotic
platform. This study was undertaken to test this supposition, that the efficacy of a
robotic approach is superior to a laparoscopic approach for ‘redo’ hiatal hernia repair
with fundoplication.
Methods: With IRB approval, our last 64 patients undergoing ‘redo’ hiatal hernia repair
with fundoplication via a robotic (N=32) vs.LESS (N=32) approach were prospectively
followed. Measures of outcome were studied, including estimated blood loss (EBL),
total operative time, number of conversions to “open”, intraoperative and postoperative
complications, and length of stay (LOS). Pre- and postoperatively symptoms were
queried utilizing a Likert scale ranging from 1(least bothersome / frequent) to 10 (most
bothersome / frequent). Data are presented as median (mean + standard deviation).
Significance was accepted with 95% probability.
Results: Patients undergoing robotic surgery were 66(65 ± 12.0) years old and of BMI
26(26 ± 3) Kg/M2; patients undergoing LESS surgery were of 66(62 ± 13.0) years
old and BMI 24(24 ± 3.0) Kg/M2. EBL was minimal with both approaches. 4(13%)
robotic operations and 5(16%) LESS operations were undertaken with 1 or more
intraoperative complication. Operative duration with the robotic approach was 196(208
± 77.0) minutes vs. 146(146 ± 40.0) minutes with the LESS approach(p=0.001).
Postoperatively, 2 (6%) robotic operations and 4(13%) LESS operations were
associated with 1 or more complications. 1(3%) patient undergoing LESS approach was
converted to ‘open’. After robotic operations LOS was 1(2 ± 2.0) day versus 2(3 ± 6.0)
days after the LESS approach(p=0.15). With either approach, symptoms were notable
and similar before the ‘redo’ operations; symptoms were similar after ‘redo’ operations.
Conclusion: Operative time was significantly less for patients undergoing a LESS
approach to ‘redo’ hiatal hernia repair and fundoplication. There were no differences
in the frequency and nature of intraoperative and postoperative complications,
conversions to ‘open’ operations, or symptom resolution between the robotic vs. LESS
approach; the robotic approach had similar outcomes when compared to the LESS
approach, with both producing significant symptomatic results noted by patients. Given
equivalent outcomes, perceived simplicity with the robotic approach leads us to believe
it will become a preferred approach.
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34. MODIFYING INTER-HOSPITAL HEPATOPANCREATOBILIARY TRANSFERS
BASED ON PREDICTIVE ANALYTICS
RC Pickens, A Bloomer, JK Sulzer, WB Lyman, K Murphy, DA Iannitti, JB Martinie, EH Baker,
L Ocuin, D Vrochides
Presenter: Ryan Pickens MD
Atrium Health
Introduction: High-volume surgical services within large healthcare systems
must distribute inter-hospital transfers for appropriate resource allocation
without overwhelming tertiary hospitals or compromising care. The division of
hepatopancreatobiliary (HPB) surgery at our institution has two fully integrated
facilities: a tertiary and a satellite institution. While recent studies have supported
treating complex HPB patients at high-volume centers of excellence, additional studies
have shown that smaller, satellite HPB programs can achieve exceptional/equivalent
results in a well-selected patient population. This study aims to use predictive analytics
to identify the lowest-risk patients for transfer to a satellite HPB service in the region of
the transferring facility.
Methods: A retrospective review was conducted on all HPB patients transferred to
the tertiary institution from hospitals located in the region surrounding the satellite
HPB facility between January 2017 and March 2018. Patients who recently underwent
HPB surgery at the tertiary facility, required critical care, or underwent surgery within
12 hours of transfer were excluded. A predictive tool was developed based on simple
pre-transfer documentation of demographics, comorbidities, and transfer diagnosis
compared with each resulting clinical outcome of (1) complications Clavien grade
3 or greater, (2) 30-day readmission, and (3) 30-day mortality. Models were log
transformed where appropriate to ensure skewness and kurtosis matched a normalized
distribution. “Lowest risk” was defined as having a predicted risk less than one standard
deviation for each predictive model.
Results: Seventy-seven patients were transferred to the tertiary hospital from outlying
hospitals surrounding the region of the satellite HPB service. Twenty-six patients
requiring intensive care, surgery within 12 hours, or had recently received an operation
at the tertiary facility were excluded from analysis. Predictive models were successfully
developed from the remaining 51 patients for complications Clavien grade 3 or higher
(ROC 0.7123, p=0.0009), 30-day readmission (ROC 0.7368, p=0.0020), and 30-day
mortality (ROC 0.7989, p=0.0023). Based on the predictive tools, two of 51 patients
from our sample were identified as “low-risk” in all three models, and 5 of 51 patients
were predicted to be “low-risk” in at least two of three models.
Conclusion: Predictive analytics can successfully identify patients at lowest risk of
complications, readmissions, and mortality based on readily-accessible pre-transfer
information. This model provides a simple tool to redirect select inter-hospital transfers
to a high-quality satellite HPB service in order to more appropriately match patients
and resources, thus providing a valuable substructure to move from an HPB “center of
excellence” to our goal of a “system of excellence.” Predictive models are also ideally
suited to adjusting the predictive criteria for “lowest risk” to optimize transfer volume
and accepted risk as capacities for both institutions change over time. Prospective
internal validation of this model will proceed for one year, followed by external
validation.
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35. VALUE OF A BURN SURGERY ROTATION IN SURGICAL RESIDENCY
LS Johnson, TE Travis, JW Shupp
Presenter: Laura S Johnson MD
Medstar Washington Hospital Center
Introduction: Junior surgical residents are now mandated by the Accreditation Council
for Graduate Medical Education (ACGME) to obtain 250 cases by the end of their
second year of training. Declining case volumes on Trauma and early specialization of
traditional surgical rotations such as Vascular and Plastic Surgery limits the options for
obtaining those cases. Additionally, there has been an increase in the requirement for
documented surgical critical care. Meanwhile, a significant portion of residents have no
exposure to a Burn rotation during their surgical training. A Burn rotation may address
both requirements in the setting of long-term continuity of care.
Methods: Surgical case volumes and Burn Intensive Care Unit (BICU) patient volume
was queried for an urban regional Burn referral center over a four year time period.
Cases performed while surgeons were covering Emergency General Surgery or Trauma
were excluded from review. Additionally, General Surgery program resident case logs
were queried for procedures performed during their Burn rotation as a second year
resident. The proportion of cases covered by outside rotators was extrapolated based
on the average cases logged by the General Surgery residents and the proportionate
length of time rotators spent on service.
Results: Over a four year period, three Burn Surgeons performed a total of 2374
procedures on Burn and Wound Service patients. While the majority of these
procedures were excision and grafting of wounds, there were 41 abdominal procedures
ranging from colectomy to gastrostomy tube placement, 37 tracheostomy procedures,
55 amputations, and 179 laser scar revisions. In the BICU over that same time period,
419 separate patients were managed for critical care needs. Twenty seven General
Surgery program residents logged a total of 632 major operations, 56 miscellaneous
procedures, 33 endoscopic procedures, and 67 critical care patients. Outside rotators
were extrapolated to have covered an additional 374 major cases, and 40 critical care
patients. Over fifty percent of cases performed were not captured by the ACGME case
log system.
Conclusion: A high volume burn service can adequately provide surgical and critical
care exposure to junior surgical residents. The repetitive nature of case exposure can
provide residents with the opportunity to focus on skills that have broad application
in General Surgery, namely tissue handling and hemorrhage control. Additionally,
the critical care volumes are sufficient to meet a quarter of each resident’s ACGME
requirements. ACGME surgical case logs may not fully represent the full scope of
exposure sustained on a busy Burn service.
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36. THE IMPACT OF GRIT AND SELF PROFILE ON RESIDENCY SELECTION FOR
4TH YEAR MEDICAL STUDENTS
DM Proksch, BA Hooper, RC Britt
Presenter: Daisy Proksch
Eastern Virginia Medical School
Introduction: Grit, defined as perseverance and passion for long-term goals, is an
independent predictor of achievement and potentially could be related to success in
difficult medical fields. The SELF profile measures affiliative and directive tendencies to
assess behavioral response. This study was designed to assess whether GRIT or SELF
scores were predictive of specialty choice of 4th year medical students.
Methods: 4th year medical students completing an ‘Intern Prep’ course were surveyed
using the GRIT 10 point assessment tool as well as the SELF profile evaluation. GRIT
is on a scale of 1-5, with 5 showing the highest GRIT. The SELF profile results as Social
(high affiliative, high directive), Efficient (low affiliative, high directive), Loyal (high
affiliative, low directive) and Factual (low affiliative, low directive). The participant’s
specialty choice was divided into procedural versus nonprocedural for evaluation.
Statistical analysis with MedCalc comparison of means and comparison of proportions
was used for assessment.
Results: 52 of 144 students in the course completed the GRIT assessment. There
was no significant difference in the GRIT score between procedural (3.72) and
nonprocedural (3.71) specialty choice, with all the students showing moderate GRIT.
15/20 procedural and 27/32 nonprocedural students also completed the SELF profile.
Significantly more procedural students tested as Efficient (47% versus 18%, p=0.05).
There was a trend towards more of the procedural students (67%) to show high need
to direct (E/S) when compared to nonprocedural students (52%), but this was not
significant.
Conclusion: 4th year medical students appear to have moderate GRIT. Students
choosing procedural specialties are likely to have high directive behavioral tendencies.
Further studies are warranted to assess the changes in GRIT both over the time in
medical school as well as into residency. Additionally, further studies with medical
students and residents are needed to assess the behavioral tendencies as well as
impact on performance.
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37. EFFECTS OF PREEXISTING PSYCHIATRIC ILLNESS ON TRAUMATIC BRAIN
INJURY OUTCOMES: A PROPENSITY-MATCHED COHORT STUDY
JM Weinberger, E Rojas, A Kaspresnki
Presenter: Elianne Rojas DO
Christiana Care Health System
Introduction: Traumatic brain injury (TBI) is a major cause of death and disability
amongst trauma patients and is known to lead to psychiatric disorders. Conversely
however, little is known on how patients with preexisting psychiatric disorders fare after
sustaining a traumatic brain injury. The purpose of this study was to evaluate the impact
of pre-existing psychiatric illness on clinical outcomes after traumatic brain injury
Methods: A single-center retrospective review was conducted at a regional level 1
trauma center of patients who suffered a TBI between 2012 and 2017. The types and
extent of TBI were determined by radiology findings and GCS on admission. Propensity
scores were used to match patients without pre-existing psychiatric illness to patients
with illness based on GCS on admission, type of TBI, age, gender, insurance status, and
ISS. Paired analysis was then performed on clinical outcomes including hospital LOS,
ICU LOS, ventilator days, rehabilitation needs, discharge disposition, and recidivism.
Results: Of the 3,557 patients with TBI in the study’s period, 692 (19.5%) had a
preexisting psychiatric disorder documented on admission. Regression analysis using
matched pairs revealed that patients with psychiatric illness had a longer ICU stay by .8
days (p=0.004) as well as hospital LOS by 4 days (p <0.001). There was no significant
difference in number of days on a ventilator or need for neurosurgical intervention.
There was a difference in regards to psychiatric patients requiring intubation evidenced by an odds ratio of zero days on a ventilator of 0.8, but this did not reach
statistical significance (p=.07). The likelihood of being discharged home was also
lower in the psychiatric population (odds ratio= 0.8, p= 0.02). Mortality was lower in
psychiatric patients (odds ratio = 0.7, p=0.04), but recidivism was higher (odds ratio =
2.1, p=0.004).
Conclusion: Established psychiatric disorders are an independent risk factor of
increased ICU & hospital length of stay as well as need for discharge to rehabilitation
facility in TBI patients. Identifying psychiatric patients as being of higher risk may now
allow for targeted modifications towards injury prevention in this population.
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38. HEADSTRIKES! ANTICOAGULATED GROUND LEVEL FALLS—
AN OPERATIONAL CHALLENGE
A Pepe, M Keyes, A Alley, B Anderson, A Burns, K Muertos
Presenter: Michael Keyes MD
Grand Strand Medical Center
Introduction: With the growth of the aging population largely prescribed
anticoagulants and/or antiplatelets for comorbid conditions, it became increasingly
evident that a more efficient method of management was needed in this specialty
trauma population following ground level falls with head trauma. As falls are the leading
cause of injury related death to persons aged 65+, it became imperative that a strategic,
rapid, systematic approach be used for anticoagulated patients with head trauma. A
need was identified to protocolize the management of this population at Grand Strand
Medical Center who treats approximately 3200 trauma patients per year, 48% of which
are fall-related.
Methods: Protocol implementation: Critical foundational pieces were already in
place for successful operational change: Anticoagulation Reversal Protocol (ACRP) &
Trauma Nurse Lead (TNL) Program. Creation of a new activation tier & criteria with
multidisciplinary approach: ‘Level 2 Headstrike’. which allowed trauma attending
physicians, residents and mid-levels to be taken out of the required trauma response.
Concurrent PI maintained to monitor for opportunity for improvement and outcomes.
Study Design: This was an IRB-approved cohort study over a seven month period
following the implementation of ‘Level 2 Headstrike’ activation tier. Metrics included
MOI & external signs of head trauma/loss of consciousness, specific anticoagulant
and/or antiplatelet taken, GSC, ISS, arrival to CT times, completion of repeat CT scans,
CT results, serum coagulation levels, anticoagulation reversal times, consultations, and
disposition.
Results: 270 patients were activated as Level II Trauma Headstrikes during the study
period. Of those, 264 (97.8%) were ground level falls. 24 patients were identified to
have an intracranial hemorrhage. The average time to initiate anticoagulation reversal
from arrival to the trauma bay was 43.8 mins. 102 patients were admitted as part of
the Trauma Headstrike protocol, with 67.6% admitted to the medical service. Only 32
patients were admitted to the trauma service. 164 patients were discharged from the ER
(3 left AMA).
Conclusion: The Headstrike Protocol has preliminarily proved to offload the trauma
service in a manner more efficiently utilizing resources, while ensuring high quality
expeditious care to this population. An estimated 472 work hours (estimated 2 hours
per patient) were saved for trauma attendings and residents, allowing for allocation of
saved time toward current hospitalized patients. It has also resulted in fewer hospital
admissions, as the patients would have previously all been admitted for the six hour
observation and repeat brain CT to the trauma service. Syncopal patients requiring
work-ups are now admitted to the hospitalist service, as they are the more appropriate
providers due to the multiple comorbidities of this patient population.
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39. IMPACT OF ANTICOAGULANT AND ANTIPLATELET USE ON OUTCOMES
IN BLUNT CHEST INJURY
P Udekwu, S Roy, A Stiles, M Nguyen, A Dibbert
Presenter: Pascal Udekwu MBBS
WakeMed Health & Hospitals
Introduction: With the aging population, trauma centers are seeing more geriatric
patients and a large portion have major chest wall injury. Severity thresholds are likely
to differ for older adults compared to younger cohorts. Therefore, it is necessary to
establish which factors are most important to consider and which treatments are most
likely to yield optimal outcomes. The aim of this study is to evaluate the impact of prehospital anticoagulant or anti-platelet use on treatment and outcomes in patients with
severe blunt chest injury.
Methods: A retrospective review of patients with 3 or more rib fractures and a hospital
length of stay greater than 3 days admitted from January 1, 2014—December 31, 2015
was conducted. Variables studied included demographics, mortality, complications,
injuries, hospital and ICU length of stay (HLOS, ICULOS), use of vitamin K, PCC, fresh
frozen plasma, platelet transfusion, and tube thoracostomy. Analysis groups were
determined by pre-hospital antiplatelet (AP) or anticoagulant (AC) use. Descriptive
and inferential statistics were used to characterize the patient population and examine
clinical outcomes. Multivariable regressions were used to examine and predict the
impact on the outcomes. Continuous outcomes (HLOS, ICULOS) were further analyzed
with multiple linear regressions, whereas binary logistic regression was used for dichotomous outcomes.
Results: Of 383 patients, 63.2% were female, average age was 56.8 and 27.4% (105),
of patients were on AP (n=93) or AC (n=22) medication. Patients on AP or AC therapy
(APAC) were older (72.4±13.5 vs 50.9±16.2, p<0.0001). ISS (13.2±6.0 vs 16.6±8.3,
p<0.0001) and total number of fractures (6.7±3.6 vs 8.6±4.5, p=0.0013) were lower
in the APAC group. GCS was higher for patients with APAC (14.7±1.1 vs 13.8±3.0,
p<0.0001). APAC was not a predictor of mortality with or without age adjustment.
APAC patients had lower exposure to blood products in the first 48 hours (19.1% vs
31.3%). Hemothorax as admission diagnosis or complication was not increased in
APAC patients. In multiple linear regression, age, ISS, ED GCS, number of rib fractures
and bilateral fractures were significant predictors of increased LOS in the non-APAC
group, though age and ISS were the only significant predictors in both the APAC and
non-APAC groups (Table 1).
Conclusion: This study was designed to evaluate the impact of pre-hospital
anticoagulant or anti-platelet use on treatment and outcomes in patients with severe
blunt chest injury. APAC patients with severe blunt chest injury are older, more likely
to have fallen and have a lower injury severity than the non-APAC comparison group.
The overall mortality rates in the APAC groups are low and not significantly different
than comparison (1.9%, 4.7% p=0.3741). Hemothorax both on admission and as a
complication are not increased. Age related mechanism of injury in APAC patients
may account for lower ISS than comparison group, however the APAC group’s ISS was
significant 13.2±6.0. Our study does not support the perceived morbidity of APAC
therapy in elderly patients with severe blunt chest injury.
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40. BEDSIDE INCENTIVE SPIROMETRY PREDICTS RISK OF PULMONARY
COMPLICATIONS IN PATIENTS WITH RIB FRACTURES
CA Sadler, KE Dougherty, J Burgess, JN Collins
Presenter: Craig Sadler MD
Eastern Virginia Medical School
Introduction: Rib fractures are a common and diverse pathology in traumatically
injured patients, the number and pattern of which has been associated with hospital
morbidity. Prior studies focused on percentage changes of predicted vital capacity with
changes in risk of pulmonary complication, however this is method is not amenable
to bedside decision-making. This retrospective chart review demonstrates the
relationship between bedside incentive spirometry (ICS) volumes and risk of pulmonary
complications in order to provide clinicians guidance for patient care.
Methods: Serial review of 200 patients with rib fractures admitted between April and
October 2016. All patients were admitted under a chest trauma care protocol. Inclusion
criteria were: Age >18 or <98, admission with a diagnosis of rib or sternal fractures,
and no planned procedures requiring postoperative intervention within 48 hours of
admission. Patients were excluded if they were outside the aforementioned age range,
intubated prior to arrival to the trauma bay, unable to participate in ICS due to severe
head trauma, pre-existing tracheostomy, or if there was no recorded ICS volumes
during the first two weeks of hospitalization. Charts included were reviewed and data
regarding demographics, injury pattern, hospital course and pulmonary complications.
Daily incentive spirometry volumes recorded in daily progress notes were used.
Results: Of 200 charts reviewed, 154 met inclusion criteria. 25 endured at least
one of the above complications. Average ICS on admission was 1355 cc (+ 659cc).
Patients who did not experience a complication had significantly higher admission ICS
volumes compared to those who did have a complication (1441+660cc v. 920+451cc,
p = 0.0003). They also achieved higher volumes at their discharge (1705+662cc v.
1211+453cc, p = 0.006). The groups had similar ISS (13.6+6.9 v. 14.9+6.7, p = 0.38),
similar age (53+19yrs v. 55+24yrs, p=0.6), similar height (173+10cm v. 174+9cm,
p=0.8), similar BMI (28.9+6 v. 26.3+6.0, p=0.07), and similar number of rib fractures
(3.9+2.7 v. 4.5+2.6, p=0.3) and adjacent rib fractures (2.3+2.1 v. 2.9+2.6, p=0.2).
An admission ICS volume <1L was associated with a 3.3x relative risk of pulmonary
complication. Lower ICS volumes were also significantly associated with discharge to
non-home locations.
Conclusion: Incentive spirometry is a cheap, readily accessible and easily used bedside
test which can be used to assist physicians estimate risk of pulmonary complications
from rib fractures. Patients with admission ICS volume < 1L carry a higher risk of
pulmonary complications, and may benefit from more aggressive respiratory therapy
interventions to improve their outcome.
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41. THE PREVALENCE OF BEERS CRITERIA MEDICATION USE AND ASSOCIATIONS
WITH FALLS IN GERIATRIC PATIENTS AT A LEVEL 1 TRAUMA CENTER
BS Walker, BR Collier, KL Bower, DI Lollar, ER Faulks, M Matos, MS Nussbaum, ME Hamill
Presenter: Benjamin Walker BS
Virginia Tech Carilion School of Medicine
Introduction: The Beers Criteria for Potentially Inappropriate Medication (PIM) use is
a list of medications published by the American Geriatric Society that should be used
with caution in older adults (≥ 65 years old) due to multiple risks. Medications on
this list are associated with negative health outcomes including mortality, confusion,
syncope and falls in the geriatric population. Previous studies have reported only 24%
of geriatric patients from the general population take ≥ 1 PIM. Our primary objective
was to determine the local prevalence of PIM use and fall risk associated with specific
PIMs in geriatric trauma patients.
Methods: We conducted a retrospective analysis of PIM use in all geriatric patients
evaluated at our level 1 trauma center between January 2014 – September 2017.
Patients were identified from our local trauma database. Pre-admission medication
use was identified based on medication reconciliation data in our electronic medical
record. Patients that did not undergo medication reconciliation were excluded. After
initial aggregate analysis patients were stratified by age into three groups: 65-74, 75-84
and 85 or older. Multivariate logistic regression analyses were used to calculate odds
ratios of fall risks associated with specific PIMs. Covariates controlled for in our analysis
included comorbidities, age, sex, BMI, drug use, and alcohol use.
Results: Out of 7,897 geriatric trauma patients, a total of 2,181 patients met inclusion
criteria. Overall, 71.2% of geriatric trauma patients were prescribed at least one PIM.
Specifically analyzing falls demonstrated that 73.1% were taking ≥ 1 PIM compared to
68.6% of those who did not fall (X2=5.03, df=1, p=0.0249). Use of specific PIMs varied
throughout different age groups and is summarized in Table 1. Specific PIMs associated
with increased fall risk in all geriatric patients included antipsychotics, benzodiazepines,
and diclofenac. For ages 65-74, antihistamines, diclofenac, proton pump inhibitors, and
promethazine were significantly associated with falls. In older patients aged 75-84,
alprazolam, antipsychotics, benzodiazepines, cyclobenzaprine, diclofenac, and muscle
relaxants were implicated. When analysis of patients 85 and older was performed, no
significant associations were found.
Conclusion: PIM use in our academic health care center appears to be rampant and
well above the national average with over 70% of the study population taking at least 1
medication on the Beers PIM list. Furthermore, geriatric trauma patients taking at least
1 PIM were associated with an increased risk of falling. Additionally, multiple specific
PIMs were associated with increased fall risk. These results suggest the need for a new
approach to drug reconciliation and risk identification. Based on these retrospective
findings, we are designing a targeted educational program aimed at local Primary Care
Providers that will attempt to decrease geriatric PIM use.
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42. GERIATRIC TRAUMA SCREENING TOOL: PRE-INJURY FUNCTIONAL STATUS
DICTATES ICU DISCHARGE DISPOSITION
AB Christie, AH Hamza, E Sigman, R Ackermann, DB Christie, LC Bridges
Presenter: Lindsey Bridges DO
Medical Center of Central Georgia- Navicent Health
Introduction: The elderly account for an increasing percentage of trauma patients,
and have worse outcomes when compared to younger populations. Simple prediction
assessments are needed to designate risk among these patients. Numerous tools have
been described. No single model is accepted as a standard of anticipatory care delivery.
We developed the Geriatric Trauma Screening Tool(GTST), identifying patients
admitted to the ICU at high risk(HR) for poor disposition outcomes. We observed
unfavorable discharge scenarios in patients demonstrating poor pre-injury function.
We hypothesized that HR patients are more likely to have unfavorable discharge
dispositions compared to non-HR patients.
Methods: The GTST was developed to risk stratify older adults admitted to the ICU at
a Level 1 Trauma Center, in order to predict discharge disposition. Demographic data,
ISS, mechanism of injury, ICU and hospital LOS were recorded. Patients who needed
inpatient surgery or placement of tracheostomy or gastrostomy tubes were recorded.
Unfavorable discharge disposition was defined as discharge to a long term acute
care hospital, nursing home, hospice facility, or in-hospital mortality. Patients were
prospectively screened for high risk injuries, comorbidities, and pre-hospital function
utilizing the GTST.
Results: 150 patients aged ≥ 65yo with traumatic injuries were admitted to the ICU
from January 2014-February 2016. Patients that screened HR were more likely to have
an unfavorable disposition compared with non-HR patients(OR=2.49,95%CI:1.17-5.31).
HR patients also had a significantly longer LOS for both ICU and hospital stay when
compared to non-HR patients. Multivariate analysis revealed that on HR screen, higher
ISS, and PEG tube placement were the most predictive of an unfavorable discharge
disposition. Patients with prior functional impairment were at higher risk of having
an unfavorable discharge disposition compared to their counterparts(OR=2.58,95%
CI:1.30-5.11).
Conclusion: Implementation of the GTST predicted discharge disposition in geriatric
trauma patients admitted to the ICU. Functional status prior to injury was a better
predictor of discharge disposition than either the type of injury or the presence
of comorbidities. Risk stratification of geriatric trauma patients allows for early
engagement of HR patients and caregivers regarding transitions of care as well as
efficient utilization of hospital resources. Pre-injury functional status seems to have an
impactful influence discharge disposition.
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43. SERVICE-BASED ADVANCED PRACTICE PROVIDERS:
THE SURGEON’S PERSPECTIVE
BC Eaton, LB O’Meara, RB Tesoriero, JJ Diaz, BR Bruns
Presenter: Barbara Eaton CRNP
University of Maryland School of Medicine
Introduction: The ACGME work-hour restrictions, instituted in 2003, led to increased
utilization of service-based Advance Practice Providers (APPs) in an effort to offset
reduced general surgery resident work-hours. The contributions of APPs have been
well documented; however, information regarding attending surgeon perceptions of
APP impact is limited. The aim of this survey was to gauge these perceptions with
respect to workload, length of stay (LOS), safety, best practice, level of function, and
clinical judgement. We hypothesized that the contributions of the APP would be
perceived in a positive manner.
Methods: An electronic survey was distributed to attending surgeons on surgical teams
that employ service-based APPs at an urban tertiary referral center at the completion of
academic year 2016. Using a Likert scale, surgical attending perceptions were queried
regarding APP competency, clinical judgement and the impact of APPs on workload,
continuity, best practices, resident education and length of stay (LOS). Attending
surgeons were also asked to estimate the level at which the experienced APP most
closely functions.
Results: Twenty-two attending surgeons (36%) responded. Respondents agreed
that service-based APPs always or usually decrease their workload (77%), decrease
LOS (64%), improve safety (68%), contribute to best practice (82%), and decrease
near misses (71%). They also agreed that APPs decrease resident workload (87%),
but fewer agreed that APPs contribute to resident education (68%). The majority of
respondents perceived APPs functioning at PGY1/2 (43%) or PGY3 (39%) level and
always or usually trust their clinical judgement (72%) and felt there was variability in
level of function among APPs (56%).
Conclusion: This single-center study illustrates that attending surgeons perceive a
positive impact on patient care by service-based APPs. The survey identifies several
areas for further inquiry and potential improvement, including more clearly delineating
the APP role and in the education of junior residents, better defining their position
within the traditional academic surgical hierarchy, and developing strategies to
decrease variability amongst APP’s.
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44. EMERGENCY TRAUMA PROVIDERS AS EQUAL PARTNERS:
FROM ‘PROOF OF CONCEPT’ TO ‘OUTCOME PARITY’
KC Kelley, A Alers, C Bendas, PG Thomas, J Cipolla, WS Hoff, R Wilde-Onia, H Weber,
SP Stawicki
Presenter: Kathryn Kelley MD
St. Luke’s University Health Network
Introduction: Enmeshment of Emergency Trauma Providers (ETPs) into the U.S. healthcare fabric began nearly two decades ago, culminating in establishment of formalized
Surgical Critical Care (SCC) fellowships and certification pathways for postgraduate
Emergency Medicine (EM) trainees. Our institution was one of the earliest adopters
of this paradigm, with the longest-running training EM-SCC program in the country.
Integration of ETPs into our Level I Trauma Center paralleled these training efforts.
The aim of our study was to compare trauma outcomes for Surgery Trained Providers
(STPs) and ETPs at our institution. We hypothesized that outcomes for the two provider
groups would be equivalent.
Methods: We performed an IRB-exempt review of our institutional registry between
Jan 1, 2004 and Aug 1, 2018. Primary study comparison groups consisted of 74 STPs
and 6 ETPs. Clinical comparator variables included patient all-cause mortality, all-cause
morbidity, computed tomography (CT) imaging studies per provider, time in Emergency
Department (minutes), hospital/step-down/ICU lengths of stay, ICU admissions,
and functional outcome scores on discharge. Statistical comparisons were performed
using Chi-Square test for categorical data and analysis of co-variance (ANCOVA) for
continuous data (with adjustments made for patient age, ISS, and trauma mechanism,
all p<0.20). Statistical significance was set at p<0.05, with equivalency study design.
Results: A total of 34,580 trauma cases were reviewed, with 32,299 STP-led and 1,278
ETP-led resuscitations. Except for patient age (STP 50.2±25.9 versus ETP 54.9±25.3
years), ISS (8.47±8.14 versus 9.22±8.40), and ICU admissions (16.1% versus 18.8%),
we noted no significant differences in patient characteristics between the groups. In
terms of outcomes, ETPs performance was equivalent to STPs in all key domains (Table
1, adjusted for age, ISS, trauma mechanism).
Conclusion: Our study shows equivalence for key clinical outcomes between STPs and
ETPs. Incorporation of ETPs into our Level I Trauma Center provider matrix resulted
in outcome parity between Emergency Medicine and Surgery trained providers
while introducing significant experiential diversity and expanded expertise within
our multidisciplinary team. Our experience provides strong support for further
incorporation of ETPs as equal partners across the growing network of U.S. regional
trauma centers.
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45. POPULATION COVERAGE OF TRAUMA SYSTEMS:
WHAT DO HELICOPTERS ADD?
WA Smedley, RL Griffin, JD Kerby, PL Bosarge, DB Cox, SW Stephens, KL Stone, JO Jansen
Presenter: Weston Smedley BS
University of Alabama at Birmingham
Introduction: Trauma is a time-critical condition. Helicopters are thought to enhance
the accessibility to trauma centers, but this benefit is poorly quantified and must
be viewed in the context of operational policies. In most systems, helicopters are
only called once a ground crew has attended; therefore, the drive time from incident
to hospital must be compared against total flight-time from base to trauma center,
including time for landing and loading. The aim of this project was to evaluate the
accessibility of Level-I trauma centers by comparing 60-minute drive- and flight-time
coverage in the state of Alabama.
Methods: A geospatial analysis was performed with U.S. Census Bureau population
data. Helicopter bases (n=14) and Level-I designated trauma centers in the area (n=3)
were geocoded. Elliptical isochrones, assuming a 60-minute access time threshold,
were calculated in Excel and mapped with ArcGIS. Calculations included an allowance
for mission ground time (MGT) - launch, landing, loading of casualties, and subsequent
takeoff. MGTs of 20 and 30 minutes were modeled. 60-min drive-time isochrones
were calculated using ArcGIS network analyst. We then compared the proportion of
the population (n=4,779,736) that could be taken to a Level-I trauma center within 60
minutes by road and by air.
Results: The proportion of the population that could reach a Level-I trauma center
within 60 minutes by helicopter was 58.4% for the 30-min MGT model and 77.0% for
the 20-min MGT model. The proportion that could reach a Level-I trauma center by
road was 55.4%. Based on the 30-min MGT model, an additional 142,469 residents
(3.0% of the population) had access to a Level-I trauma center by helicopter. Using
the 20-min MGT model, an additional 1,034,672 residents, or 21.6% of the population,
would have access to Level-I trauma center care. Reducing the MGT by 10 mins resulted
in 892,203 additional residents having direct access to specialist centers. The coverage
areas are shown on the map.
Conclusion: Helicopters enhance access to specialist trauma center care despite only
being called following attendance by an EMS ground unit. Depending on the model
chosen, a substantially greater proportion of the population could be taken to a Level-I
trauma center within the 60-minute access time threshold by helicopter than by road.
Elliptical isochrones—which take into consideration that helicopters are often not based
at trauma centers—together with allowances for MGT provide realistic estimates of
population coverage. MGT has a profound impact on population coverage, and it should
thus be minimized whenever possible.
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46. SHOULD HYPOTENSIVE TRAUMA PATIENTS EVER BE TRANSFERRED
TO A TRAUMA CENTER?
DM Davis, JM Chipko, JY Cha, TJ Herron, DJ Ciesla
Presenter: John Chipko MD
University of South Florida
Introduction: Many trauma patients present to non-trauma centers with emergency
medical conditions. The Emergency Medical Treatment and Active Labor Act
(EMTALA) dictates that the center attempt stabilization or provide “appropriate
transfer.” The transfer is considered “appropriate” by the center if the patient has been
stabilized as far as possible within the limits of its capabilities and the medical risks
of transferring the patient are outweighed by the benefits of the transfer. Our goal
was to determine if there was a survival benefit in transferring patients that remain
hypotensive.
Methods: The Tampa General Hospital Trauma Registry database was queried for all
adult trauma patients transferred to Tampa General Hospital (TGH) from January 2012
(when the electronic medical record at TGH began) to April 2018. The query included
the first recorded systolic blood pressure, demographic data, as well as outcome data.
For the sake of the study, hypotension was defined as a systolic blood pressure of less
than 90. We then performed a manual chart review in the hypotensive patients to
determine what the blood pressure was at the time of transfer.
Results: The total number of trauma transfers during the study period was 3,038.
The number of deaths were 122, for a rate of 4%. The number of patients who were
hypotensive on arrival was 40 with 16 deaths (40%). When stratifying patients, there
were 9 patients who arrived with a systolic pressure less than 70 with 8 of those dying
(88%). The one patient who survived had a blood pressure of 106/76 at the time of
transfer. There were 11 patients with a systolic pressure between 70-79 on arrival with
3 deaths (27%), and there were 20 patients with a systolic blood pressure between 8089 on arrival with 5 deaths (25%). Of the patients that arrived hypotensive, 4 patients
were hypotensive at the time of transport with 4 deaths (100%).
Conclusion: Our data would suggest that there is no benefit in transferring patients
with refractory hypotension demonstrated by a systolic blood pressure of less than 70.
Although patients who arrived hypotensive with a blood pressure less than 70 had an
88% mortality rate, it is impossible to predict which patients will become hypotensive
to that degree. Whether patients with lesser degrees of hypotension benefit from
transfer is questionable as all patients with any degree of hypotension at time of
transport died, although these numbers are small.
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47. RISKS AND REALITIES OF DELAYED SPLENIC BLEEDING
IM Kratzke, S Schiro, PD Strassle, MR Brownstein, AA Meyer
Presenter: Ian Kratzke MD
University of North Carolina
Introduction: Non-operative management (NOM) is the current standard treatment for
hemodynamically stable patients with blunt splenic injury (BSI). A major complication
of NOM is delayed splenic bleeding (DSB), where patients with known splenic injury
can have hemodynamically significant bleeding greater than 24 hours after the initial
traumatic event, and up to 30 days from the event. The reasons for why some patients
develop DSB is not clearly understood. Splenic artery embolization (SAE) has become
a powerful adjuvant in the treatment of BSI, however, its role in DSB is not clearly
understood.
Methods: Using the North Carolina Trauma Registry (NCTR), patients ≥18 years old and
admitted to a Level I, II, or III trauma center between January 1, 2013 and December 31,
2017 for blunt splenic trauma were eligible for inclusion. Excluded patients were those
who had died, left AMA, and who had a splenectomy prior to transfer. Using ICD-9 and
ICD-10 diagnostic and procedure codes, patients were evaluated for interventions such
as splenectomy and splenic artery embolization, and placed into groups of operative
management (splenectomy 24 hours). Patient groups were analyzed for demographics,
comorbidities, complications, transfusion requirements and other interventions.
Results: Overall, 1,935 patients were included, and 293 (15%) underwent splenectomy
within 24 hours of being admitted to an emergency department. Among the patients
who did not undergo immediate splenectomy, only 32 (2%) underwent splenectomy
≥24 hours after admission. The proportion of patients studied undergoing immediate
splenectomy has increased by almost 12% per year (95% CI -1.1%, 24.2%) between
2012 and 2017, p=0.07. Mortality rate for patients with delayed splenic bleeding
(DSB) was 3%. Angioembolization was performed in 14% of patients who underwent
non-operative management. Of the patients with DSB, 28% had previously underwent
splenic artery embolization. Cerebral vascular disease, coronary artery disease,
congestive heart failure and cirrhosis were all more common in patients with DSB.
Conclusion: Delayed splenic bleeding remains a relatively uncommon complication
of blunt splenic injury, but it is difficult to predict its incidence and when it occurs,
may lead to devastating results. Grade of splenic injury alone is insufficient data to
risk stratify patients. Risk factors include those patients with more severe systemic
diseases. Patients undergoing splenic artery embolization after blunt splenic injury
may still require subsequent splenectomy, therefore ongoing clinical evaluation is
recommended.
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48. DOES 24 HOUR BEDREST AFFECT OUTCOMES IN PATIENTS WITH LOW
GRADE (GRADE I-II) SPLENIC LACERATIONS OR HEMATOMAS?
JH Griffard, MA Campbell, BJ Daley, SG Bhat, E Whittington, RE Heidel
Presenter: Jared Griffard MD
University of Tennessee Medical Center, Knoxville
Introduction: Early ambulation after low grade splenic injuries is little-studied. Bedrest
protocols have been studied in the pediatric population, but even this literature is
limited in number and scope. Most trauma centers in the country have some form
of bedrest for patients with splenic injuries, even with low grade splenic injuries. We
examined the effects of early ambulation on patient outcomes to determine if any
bedrest is necessary in Grade I-II splenic injury.
Methods: We retrospectively collected data from patients with low grade (grade I-II)
splenic injuries who were on the solid organ injury protocol of 24 hours of bedrest
and then prospectively collected data from patients who are ambulated at least 100
feet three times daily within 24 hours after diagnosis, provided no contraindication
to ambulating. The retrospective review ran from July 2015 to June 2017. The
prospective data review was from July 2017 to present. We compared: failure of nonoperative management within 3 days, deep venous thrombosis, pulmonary embolism,
pneumonia, splenic abscess, pleural effusion, transfusions required, deaths, and mean
length of stay.
Results: The retrospective data consisted of 100 patients: 6 failed non-operative
management, 2 developed pneumonia, 5 developed pleural effusions, and there was
1 death. The average length of stay was 4.7 days. We have 45 patients studied in the
prospective arm with 0 failures, 1 pneumonias, 0 splenic abscess, 7 pleural effusions,
and 0 deaths. Analysis performed with a 2:1 ratio of retrospective to prospective
patients didn’t find statistically significant difference in failure of non-operative
management. The median length of stay wasn’t statistically different either, as
determined by a Mann-Whitney U test. The prospective group had 3.5 times higher
odds of being diagnosed with a pleural effusion compared to the retrospective group;
5 of the 7 patients had either a hemothorax or pleural effusion present on arrival, so
it doesn’t appear to be secondary to the splenic injuries. The other outcomes haven’t
shown a statistically significant difference between the two groups.
Conclusion: As a baseline for our splenic injury management protocol, we found our
non-operative management had a failure rate of 6%, as compared with a 10% national
average. Comparing early ambulation, it did not increase the number of non-operative
management failure, and appears to be safe for the trauma patient population with low
grade splenic injuries. Early ambulation also did not statistically increase the monitored
complications. The prospective group was noted to have a higher incidence of pleural
effusions with a 3.5 times higher odds of having a pleural effusion when compared to
the retrospective group. As we continue to collect data, we will see if these distributions
may change.
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49. TRAUMA RECIDIVISM POST DISCHARGE MORTALITY - IMPORTANT
DIFFERENCES EXIST BETWEEN THE ADULT AND GERIATRIC POPULATIONS
AW Gerrish, ME Hamill, TM Locklear, KL Bower, DI Lollar, ER Faulks, M Matos, MS
Nussbaum, BR Collier
Presenter: Ashley Gerrish MD
Virginia Tech Carilion School of Medicine
Introduction: Trauma recidivists are a high risk patient population. Trends for
recidivism have been seen but no clear link to post discharge mortality has been
delineated. Geriatric patients in particular represent an increasingly common and at risk
population with where the effect of their recidivism on post discharge mortality have
not been investigated. Our hypothesis is that trauma recidivism is associated with high
post-discharge mortality after the initial index admission in both the geriatric and adult
trauma populations.
Methods: The trauma registry of our level 1 trauma center was queried for patients
evaluated between July 2008 and December 2012. Patients were stratified by age into
adult (18-64) and geriatric (>=65) groups and matched with mortality data from the
National Death Index. Unique patients were identified and recidivists with multiple
evaluations flagged. Statistical analysis was performed based on characteristics from
the index admission using non-parametric tests including Wilcoxon two sample tests,
Chi Square and Fisher’s exact tests. Kaplan Myer curves were plotted to examine post
discharge mortality after index admission for recidivists.
Results: 8716 records met inclusion criteria. 800 recidivist records were identified
representing 369 unique patients. Recidivists presented between 2-7 times. In total
8285 unique trauma patients were identified for further analysis. Recidivists were more
likely to be male (71.0% vs 64.9%, p=0.0165), require ICU admission (39.0% vs 25.7%,
p<0.0001), mechanical ventilation (19.5% vs 14.4%, p=0.0031), have a longer median
LOS (5 vs 3 days, p<0.0001), were less likely to discharge home (61.0% vs 69.5%,
p=0.0005) and had a higher post discharge mortality (17.1% vs 10.7%, p=0.0007).
Stratifying into adult and geriatric groups demonstrated significant differences in injury
severity, injury patterns, length of stay, race, gender, mechanism and post-discharge
mortality (Table 1). Recidivists demonstrated a higher post-discharge mortality in
both groups with the geriatric group approaching 46% in 1 to 5 years after their initial
index evaluation. Further subgroup analysis between adult and geriatric recidivists was
performed to help identify risk factors.
Conclusion: Trauma recidivists represent an at risk group with significantly higher
post-discharge mortality. Group characteristics differ significantly between the adult
and geriatric recidivist populations, but both groups have a significantly increased
post-discharge mortality, albeit with different mechanisms. Further research is needed
to identify modifiable risk factors in these populations to minimize risks of morbidity
and mortality. Opportunities likely exist for injury prevention, early consideration of
palliative care and post discharge rehabilitation.
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50. HIGH SPEED MECHANISM AND ABNORMAL PREHOSPITAL SHOCK INDEX
PREDICT SEVERE INJURIES IN BLUNT MOTOR VEHICLE TRAUMA
SW Leichtle, N Poulos, J Whelan, M Aboutanos
Presenter: Nicholas Poulos BSc
Virginia Commonwealth University
Introduction: Efficient pre-hospital triage based on patient demographics, physiology,
and mechanism of trauma determines hospital selection and trauma team activation.
For motor vehicle crashes detailed reports on speed, rollover mechanism, and extent
of car damage, among others, are often part of the pre-hospital report. Their actual
accuracy in predicting patients’ injury severity is based on historical data, before
significant optimizations of vehicle safety and highway modifications. This study aimed
to identify current crash characteristics that would predict high injury severity in trauma
patients and the potential need for immediate interventions upon arrival to the hospital.
Methods: All trauma team activations involving adult patients presenting after motor
vehicle crashes at an urban level I trauma center from 9/2016 through 3/2017 were
reviewed. Univariate and multivariate analyses were used to assess the correlation
of patient demographics, pre-hospital hemodynamics (shock index SI = heart rate /
systolic blood pressure), Glasgow Coma Scale (GCS), and nine crash characteristics
reported by pre-hospital personnel with severe injury burden, defined as injury severity
score (ISS) of 16 or higher, and a composite of hypotension, need for immediate
operation, and blood transfusions upon arrival to the hospital. Variables with significant
correlation (p < 0.05) in the univariate analysis were entered into a multivariate model
to determine if they were independent predictors of the outcomes.
Results: Of 498 patients fulfilling inclusion criteria, 133 (27%) had an ISS of 16
or higher. Abnormal SI (SI >= 0.9), severe head trauma (GCS =< 8), and six crash
characteristics (speed >= 55 mph, seatbelt/restraint use, airbag deployment, patient
ambulation at scene, severe car damage, prolonged extrication) were associated with
the outcome. Only abnormal SI and high speed remained independent predictors after
multivariate analyses with OR = 12.20 (95% CI 1.22 – 122, p = 0.03) and OR = 10.01
(95% CI 1.47 – 68.60, p = 0.02), respectively. The composite outcome occurred in 55
(11%) patients, with abnormal SI and high speed also being the only two independently
associated variables with OR = 10.20 (95% CI, 3.70 – 28.1, p < 0.001) and OR = 3.22
(95% CI, 0.92 – 11.30, p = 0.05), respectively.
Conclusion: Abnormal SI, easily calculated from pre-hospital information, as well as
high speed mechanism are strong predictors of a severely injured trauma patient that
is unstable upon hospital arrival and requires immediate interventions. Many other
commonly reported crash characteristics do not predict clinically important outcomes
based on this limited dataset. Larger analyses may be useful to further assess the
value of these characteristics. Road safety measures introduced over time such as
improvements in vehicle safety and highway modifications may be resulting in lower
injury severity despite major crash mechanisms.
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51. SARCOPENIA AND OSTEOPENIA IN PATIENTS UNDERGOING OPEN VENTRAL
HERNIA REPAIR (OVHR)
KA Schlosser, SR Maloney, T Prasad, BT Heniford, PD Colavita
Presenter: Kathryn Schlosser MD
Atrium Health
Introduction: While assessing elderly patients undergoing elective surgery, various
assessments of frailty have been applied as a measure of physiologic reserve.
Radiologic indicators of sarcopenia and osteopenia have been associated with adverse
operative outcomes in some surgical populations, particularly after intervention for
malignancy. This study assesses the association of radiologic indicators of frailty with
outcomes following OVHR.
Methods: A prospective, institutional hernia-specific database was queried for
patients undergoing OVHR from 2007-2017. Psoas muscle cross-sectional area at
L3 was measured by CT scan and adjusted for patient height (skeletal muscle index
(SMI)). Osteopenia was defined as average Hounsfield units (HU) below 100.0 of the
L3 vertebral body. Sarcopenia was defined using gender-specific cutoff points (<385
mm2/m2 female, <545 mm2/m2 male). Patients were separated into cohorts: no
sarcopenia or osteopenia (noSO), osteopenia only (OO), sarcopenia only (SO), or both
sarcopenia and osteopenia (O&S). Demographics and outcomes were evaluated by
presence of osteopenia and/or sarcopenia. Multivariate analysis was performed to
control for potential confounding factors including BMI, defect size, gender, diabetes,
tobacco use, history of recurrent hernia, contamination, complete fascial closure, and
mesh placement.
Results: 1103 patients were identified. Patients were 58.1% female, age 54.5±12.4yr,
and BMI 33.4±7.5(kg/m2). SMI was 652.7±210.4mm2/m2, L3 bone density was
161.6±56.1HUs. 2.6% of patients had radiologic indicators of O&S, 8.1% of patients had
OO, 10.1% had SO, and 79.2% had noOS. O&S patients were the oldest at 74.0±8.4yr
(vs.61.6±11.5yrSO,67.2±9.0yrOO,56.5±12.1yrnoOS,p<0.0001), and had lowest BMI at
28.6±4.9kg/m2(vs.29.4±6.2SO,31.9±6.0OO,34.4±7.7noOS,p<0.0001). More males
had sarcopenia(16.3%vs. 10.1%females), while more females had osteopenia(11.8%vs.
9.1%males,p=0.007). An equal proportion of males and females had O&S(2.6%).
30.8% of O&S patients had COPD(vs.13.4OO,7.8%SO,7.8% of noOS, p=0.0003), and
42.3% had coronary artery disease(vs.24.4%OO,18.5%SO,14.9% of noOS, p=0.0005).
In univariate analysis, noOS patients had the highest rate of wound complications
(36.8%noOSvs.28.0%O&S,24.3%SO,25.9%OO,p=0.02), but there was no statistical
difference in overall complications or length of stay. In multivariate analysis, neither
sarcopenia nor osteopenia were associated with increased length of stay, reoperation,
readmission, hernia recurrence, major complication, wound complication, increased
operative charges, hospital charges, or operative time.
Conclusion: Despite significant association with outcomes after other surgical
interventions, radiologic indicators of osteopenia and sarcopenia are not associated
with adverse outcomes after OVHR. Known effectors of outcomes after OVHR
including BMI, defect size, diabetes, tobacco use, history of recurrence, and
contamination were found to be associated with adverse outcomes, consistent
with previous studies. Other predictors of outcomes after hernia repair should be
investigated.
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52. INCISIONAL HERNIA REPAIRS AFTER ABDOMINAL ORGAN
TRANSPLANTATION
J Buggs, A Brando, J Sokolich, E Rogers, A Kumar, V Bowers
Presenter: Jacentha Buggs MD
Tampa General Hospital
Introduction: Incisional hernias occur following abdominal surgery including kidney
and liver transplantation. Most hernias appear within 6 months post-op with estimated
incidence ranges of 1.6% to 18% with kidney transplants (KT) and 1.7% to 32.4%
with liver transplants (LT). Hernias arise from a weakness in the muscle fascia layer
that causes tissue or organs to protrude through an opening. Studies have evaluated
predisposing factors associated with incisional hernias and preferred repair methods.
Often there is hesitancy to re-operate on transplant recipients. We hypothesized a
difference in KT and LT outcomes in patients with and without repair of incisional
hernias.
Methods: After obtaining IRB approval, we conducted a retrospective cohort study
on all consecutive liver and kidney transplants performed at a single transplant center
from 2012 through 2016. We then categorized data based on development of incisional
hernias with and without repair post-transplant. The difference across compared
groups for continuous variables was assessed using the independent sample t-test
and for binary variables using the chi-square test. Time-to-event data were analyzed
using cox-regression. All p-values were 2-sided and <0.05 was considered statistically
significant.
Results: A total of 1,518 transplants were performed, including 1,127 kidney and 391
liver transplants. There were 83 kidney transplant incisional hernias (67 repaired) and
59 liver transplant incisional hernias (48 repaired). There was no significant difference
between patients with or without incisional hernia repair with regards to smoking,
diabetes, age, BMI, days on dialysis (KT), delayed graft function (KT) pretransplant
MELD (LT), cold ischemic time, and graft survival. The analysis of patients undergoing
incisional hernia repair demonstrated no statistical significance in recurrence rate
by repair method of primary, mesh or biologic. There was statistical significance in
the liver transplant hernia population in regards to difference in days on the waitlist
(p=0.02), drain placement (p=0.04), and CMV mismatch (p=0.02).Patient survival
was also statistically significant for both kidney transplants (p=0.04) and liver
transplants ( p=0.01).
Conclusion: While there was no difference in graft survival, both kidney and liver
transplant patients with incision hernias have better overall patient survival when their
hernias are surgically repaired regardless of the technique (primary, mesh or biologic).
In addition, this survival advantage for hernia repairs in abdominal transplant patients
is not skewed by patient history of diabetes, smoking, pre-transplant steroids, delayed
graft function (KT) or MELD score (LT). Further multi-center evaluation of outcomes
after incisional hernias in kidney and liver transplant patients is warranted as patient
survival is significantly better, suggesting a more aggressive approach to incisional
hernia repairs post abdominal transplantation.
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53. PARASTOMAL HERNIA REPAIR OUTCOMES: A NINE-YEAR EXPERIENCE
YW Lin, P Keller, D Davenport, M Plymale, JS Roth
Presenter: You Wei Lin BS
University of Kentucky
Introduction: Parastomal hernias (PH) occur not infrequently following the creation
of an enterostomy (ileostomy, colostomy, ileal conduit) with the majority occurring
within five years of the original operation. The decision for parastomal hernia repair
(PHR) is predicated upon patient symptoms due to the frequency of complications and
recurrences. The European Hernia Society (EHS) classification of PH is based on PH
defect size and the presence or absence of a concomitant incisional hernia. The aim of
this study is to evaluate the outcomes of PH repair at a single institution over nearly a
decade based on EHS classification.
Methods: An IRB-approved retrospective review of a single surgeon prospective
database of PHR at a single institution between 2009 and 2017 was performed. Patient
demographics, enterostomy type, European Hernia Society PH classification, operative
technique and clinical outcomes were obtained. Postoperative outcomes studied
include postoperative surgical site occurrence and infection, non-wound complications,
unplanned reoperation, 30-day readmission, and PH recurrence. Cases were analyzed
based upon hernia size based upon EHS classification I and II (SmallPSH) vs. III and
IV (LargePSH). Perioperative characteristics and clinical outcomes were compared by
group using chi square, Fisher’s exact or Mann Whitney U test, as appropriate.
Results: 62 patients underwent PHR (35: Small PSH, 27: Large PSH). Patient groups
were similar based upon ASA Class III (74% vs 81%), diabetes (20% vs 37%), cancer
(77% vs 52%), and obesity (63% vs 67%) between SmallPH and LargePH, respectively.
More LargePH were Wound Class > 1 (64% vs 50%, p = .04). Operative duration ≥
241 minutes was similar between groups (41% vs 26%,p = .337). Hospital length of
stay varied between SmallPH and LargePH (4 vs 7 days, p=.086). Hernia recurrence
was seen in 26% of repairs overall with no difference in recurrence between LargePH
and SmallPH. Median recurrence-free survival was 3.9 years. There was no difference
in superficial SSI (11% vs 33%, p= .058), deep SSI (14% vs 15%, p= 1.000), nonwound complications 43% vs. 44%, p=1.0), unplanned return to OR (3% vs 11%,p=
.309) or 30-day readmission (14% vs 22%, p=.510) between SmallPH and LargePH,
respectively.
Conclusion: Parastomal hernia repair is associated with frequent complications. Based
upon EHS classification, both small and large parastomal hernia repairs experienced
similar outcomes. In light of the similar outcomes between small and large parastomal
hernia repairs, strategies to improve outcomes following repair should be developed
and implemented universally across all EHS parastomal hernia classes.
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54. PROTOCOL SOLUTION FOR ABDOMINAL INCISION CLOSURE (PROSAIC)
STUDY TO DECREASE SURGICAL SITE INFECTION
VH Le, PE Durham, JA Ewing, DE Smith
Presenter: Viet Le MD
Greenville Health System
Introduction: Various factors are known to influence the risk of surgical site infection
(SSI); there are also measures known to reduce SSI. However, systematic application of
this knowledge is lacking. We designed an abdominal wound closure protocol (AWCP)
and analyzed its impact on SSI at our institution.
Methods: The AWCP was developed with a scoring system to place a reproducible
risk score on individual patient’s wound. General surgery department-wide education
regarding the AWCP was provided, although implementation was left up to the
surgeon’s discretion. Abdominal incisional wound ≥ 3cm in length was eligible for study.
Eligible patients in the study between January 2011 and December 2014 (n=317) were
in the Followed (if the protocol was followed) or Not Followed (if the protocol was
ignored) cohort. The primary endpoint was occurrence of SSI.
Results: There was no statistical difference in patients’ demographics or risk factors
between the AWCP Followed and Not Followed cohort. The Followed cohort had 7/257
SSI (2.7%) compared to the Not Followed cohort with 9/60 SSI (15.0% p <0.0001).
Among patients developed SSI, there was less superficial SSI (3 vs 5 p 0.007) in
Followed cohort compared to Not Followed cohort.
Conclusion: Implementation of an AWCP was feasible across a tertiary center
department of surgery. The AWCP Followed cohort had a statistical significant
reduction of SSI. Future studies are needed to further validate the effectiveness of the
AWCP in reducing SSI.
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55. CLAVIEN-DINDO ANALYSIS OF NSQIP DATA OBJECTIVELY MEASURES
QUALITY AND PATIENT SATISFACTION
JJ Tepas, LA Gurien, JH Ra, M Crandall
Presenter: Lori Gurien MD, MPh
University of Florida College of Medicine, Jacksonville
Introduction: The pay for performance program is predicated on validated and
reproducible metrics of surgical quality. Most clinicians agree that current measures
represent an inappropriate administrative burden rather than an accurate reflection of
clinical outcomes. Surgeon-constructed quality measures, like those of the National
Surgical Quality Improvement Program (NSQIP) are more closely aligned with provider
performance and relevant outcome. We hypothesized that participation in NSQIP
would be associated with measurable improvement in surgical outcomes as indicated
by incidence and effect of post-operative adverse events over time.
Methods: We performed a single center retrospective observational analysis of our
NSQIP registry, comparing general surgical cases performed in 2014 to those in 2017.
Cohorts were compared by case volume and incidence of post-operative adverse
events (AE). Using the adverse event severity scaling system developed by Clavien and
Dindo (C-D), we summed the grades for each recorded adverse event and defined the
patient population burden of these adverse events as this sum divided by case volume.
Student’s T test was used to compare the incidence of specific AE for each cohort.
Results: Case volume sample increased 67% from 2014(n=526, 30 day complete)
to 2017 (n=878). Although incidence of adverse events increased 39% (153 to 213),
severity of patient burden was only increased 34%. Ratio of patient burden to case
volume improved from .92 (2014) to .73 (2017). Comparison of AE incidence was not
significantly different, however the majority decreased over time (Figure).
Conclusion: This data reflects improved performance for a growing volume of surgical
procedures. The impact of peri-operative morbidity in terms of incidence of AE and
their associated burden on affected patients has decreased, demonstrating the value
of combining NSQIP with C-D to measure the quality of surgical care in objective and
patient specific terms.
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56. NON-OPERATIVE MANAGEMENT OF COMPLICATED APPENDICITIS
CW Walker, A Moosavi, KA Young, M Fluck, DM Torres, KA Widom, JL Wild
Presenter: Charles Walker MD
Geisinger Medical Center
Introduction: In recent years, non-operative management of complicated appendicitis
has become more common. Patients managed successfully non-op do well but there
is a paucity of literature on patients that fail non-op management. The purpose of this
study was to examine the overall failure rate, morbidity associated with failure, and
potential predictors of failure in non-op management of appendicitis.
Methods: This is a descriptive retrospective review of patients from a single hospital
system that were diagnosed with advanced appendicitis and underwent non-op
management between January 1, 2007 and November of 2017. The data was obtained
through review of patient charts from the electronic medical record. Failure was defined
as requirement of an operation due to ongoing infection secondary to appendicitis.
Results: There were 177 patients initially managed non-operatively. Sixty three percent
of patients underwent non-op management secondary to advanced complicated
appendicitis. There were 109 patients that underwent successful non-op management
and 68 that failed. Of the 109 patients successfully managed non-op, 45 of 60 patients
(75%) with abscesses underwent IR drainage compared to 16 of 45 (35.5%) patients
with abscesses in the failure group. On univariate analysis the groups differed on
placement of an IR percutaneous drain and number of CT scans, which both occurred
more often in the non-op group. On multivariate analysis the utilization of a drain
remained significant. Please see table one for final operations between the two groups.
Conclusion: In this retrospective review, 38% of patients failed non-op management
of appendicitis. Failure led to increased LOS and more complex surgical intervention.
IR drainage predicted probability of successfully non-op management and inability of
percutaneous drainage needs further consideration for operative resection.
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57. TIMING OF CHOLECYSTECTOMY AFTER EMERGENT ERCP FOR CHOLANGITIS
SE Severance, DV Feliciano, GF Rozycki, C Feizpour, J Coleman, L Timsina, BL Zarzaur
Presenter: Sarah Severance MD
Indiana University School of Medicine
Introduction: Patients with acute cholangitis frequently have significant physiologic
derangements at the time of presentation. Prompt decompression of the biliary tree
with endoscopic retrograde cholangio-pancreatography (ERCP) followed by interval
laparoscopic cholecystectomy (LC) has become the standard of care, but debate
remains regarding the timing of surgery in this acutely ill population. The objective of
this study was to assess outcomes following early (72 hours) LC after ERCP in patients
with cholangitis secondary to choledocholithaisis. We hypothesized that patients
undergoing early LC would have fewer operative complications and a lower conversion
to open procedure rate.
Methods: This was a retrospective review of an ERCP database from 2012 to 2016.
Patients were all adults with an admission diagnosis of cholangitis secondary to
choledocholithaisis who underwent ERCP within 72 hours of presentation followed
by a LC. Patient demographics, preoperative need for sphincterotomy and insertion
of a biliary stent, timing of operation (72 hours after ERCP), complications (intra- and
postoperative intra-abdominal bleeding, incisional infection, bile leak, pancreatitis, and
intra-abdominal abscess) and mortality were recorded. The groups were compared
using Chi-square, Fisher’s exact, and Wilcoxon rank-sum tests where appropriate with a
significance level of 0.05.
Results: In the 127 patients (65% male; median age 67; 48 (38%) early surgery),
there were no differences in demographics, body mass index, admission vital signs,
admission laboratory values, or need for admission to an intensive care unit. Patients
in the delayed surgery group were more likely to have a Charlson Comorbidity Index >3
(p=0.002), to require preoperative endoscopic sphincterotomy (p<0.002), and to need
preoperative insertion of a ductal stent (p<0.03). There were no significant differences
between rates of conversion to an open procedure, mortality, nor readmission rate
between the two groups; however, patients in the delayed operation group had
significantly more postoperative complications (p=0.04).
Conclusion: The decision to perform a delayed cholecystectomy after an ERCP in
patients with cholangitis is related to patient co-morbidities and, possibly, to the need
for preoperative sphincterotomy and stent insertion rather than to the clinical status
of the patient at the time of admission. And, as expected, patients in the delayed LC
group (more co-morbidities) had more postoperative complications. The timing of early
versus late cholecystectomy after cholangitis has no impact on the conversion rate of
LC to open cholecystectomy.
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58. DISTANCE FROM HOSPITAL AND SURGICAL OUTCOMES IN EMERGENCY
GENERAL SURGERY
AB Mitchell, W Ramsey, SB Holsten
Presenter: Andrew Mitchell MD
Medical College of Georgia at Augusta University
Introduction: There is substantial research showing that patients who travel further for
elective surgical care experience better outcomes. There is sparse literature studying
outcomes after emergent general surgical procedures as a function of patient distance
from the hospital where they obtain definitive care. This study uses institutional
National Surgical Quality Improvement Project (NSQIP) data from a tertiary care center
to analyze emergent surgical outcomes (excluding trauma) as a function of distance
from the patient’s home to the institution.
Methods: We used surgical outcomes data at a single tertiary care center performed
by the Acute Care Surgery service from the NSQIP database to calculate complication
rates. Linear distance from the patient’s home zip code to the institution was calculated.
Only emergent cases were examined, of which there were 90. Analysis was carried out
using JMP software. Nominal logistic regression was performed and distance cutoffs
for optimal sensitivity and specificity for each variable were determined. The patients
were then grouped based on these cutoffs and additionally analyzed using contingency
tables.
Results: 90 EmergentAcute Care Surgery NSQIP cases were reviewed. The average age
of patients was 49, 52.5% were male, 47.5% were female. Patients traveled an average
of 30 miles for treatment. On univariate analysis, patient’s home distance from hospital
was an independent predictor of Sepsis (p=0.0147), Septic Shock (p=0.0319), and
Death (p=0.02). Using ROC tables, optimal cutoffs for sensitivity and specificity were
determined for each variable. Patients were then grouped based on these cutoffs and
contingency tables were used to calculate odds ratios (see table).
Conclusion: Patient travel distance, particularly when greater than fifty miles, is an
independent predictor of mortality, sepsis, and septic shock in emergency General
Surgery. For the tertiary care center data used, this region is considered rural. Funding
and access to emergency surgical care in rural areas should be improved to obtain
better outcomes for this subset of patients.
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59. COMMUNITY HOSPITAL ENFORCEMENT OF EARLY CHOLECYSTECTOMY
FOR ACUTE CHOLECYSTITIS
E Verrico, A Cockcroft, S Xing, S Westerman, M Jung, R Sullivan, D Chen, J Briggs, S Veera,
J Davis
Presenter: Elizabeth Verrico DO
Hackensack Meridian Palisades Medical Center
Introduction: In 2013 a large prospective multi-center randomized trial compared
patients who received early laparoscopic cholecystectomy (within 24 hours of hospital
admission) to patients who were delayed a week or more. The early group had less
morbidity, shorter hospital stays, and decreased costs compared to those who received
delayed cholecystectomy. Consequently, early cholecystectomy is the standard for
Acute Cholecystitis. We hypothesize that despite these clear patient benefits for early
cholecystectomy, this guideline is not currently followed.
Methods: This study is a retrospective cohort chart review. Participants were selected
from an eDocList database, which is used daily by general surgery residents associated
with the hospital to track patients from consult/admission to sign-off/discharge.
All patients diagnosed with acute cholecystitis at this community hospital from
January 2016 - August 2018 were included, including those patients with complicated
presentations such as choledocholithiasis, ascending cholangitis, and gallstone
pancreatitis. Patients who declined surgery and those with biliary colic, symptomatic
cholelithiasis, biliary dyskinesia, and acalculous cholecystitis were excluded. Following
enforcement of exclusion criteria, a total of 274 patient visits were included in the data
analysis.
Results: 244 out of 315 patient visits (77.5%) resulted in cholecystectomy or
cholecystostomy tube placement within their hospital admission. 71 patients (22.5%)
were discharged without receiving cholecystectomy, with or without plans for delayed
cholecystectomy in the outpatient setting; 9 of these patients (12.7%) returned to
the same emergency department after discharge with 6 patients (8.5%) receiving a
cholecystectomy during their second visit.
Conclusion: At the community hospital studied, there was a lack of consistent
enforcement of early cholecystectomy for acute cholecystitis. This study is important
because delayed cholecystectomy is associated with increased patient morbidity,
increased hospital stays, and increased costs. We suspect that if our study was
repeated across multiple centers, similar results would be obtained. Future study aims
to assess the impact of a quality improvement project on rates of early cholecystectomy
within 24 hours of hospital admission.
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60. IMPACT OF LAPAROSCOPY ON TRAINING: ARE OPEN APPENDECTOMY AND
CHOLECYSTECTOMY ON THE BRINK OF EXTINCTION? A MULTI-INSTITUTIONAL
ANALYSIS OF THE AMERICAN COLLEGE OF SURGEONS NATIONAL SURGICAL
QUALITY IMPROVEMENT PROGRAM DATABASE
PD Melmer, E Verrico, A Cockcroft, S Xing, S Westerman, M Jung, R Sullivan, D Chen, J Briggs,
S Veera,
R Taylor, A Pinnola, S Holmes, JD Sciarretta, JM Davis
Presenter: Patrick Melmer MD
Grand Strand Medical Center
Introduction: The surgical experience of present-day surgery residency training
has evolved from the contributions of laparoscopic surgery. Some traditionally open
procedures are now more descriptive and less of a familiarity to many general surgery
residents (GSR). We hypothesize that GSR open operative experiences, specifically
appendectomies and cholecystectomies, are insufficient compared to the gold standard
of laparoscopy today.
Methods: This was a multi-institutional, retrospective review of the ACS-NSQIP
database for operative procedures involving the appendix and gallbladder over a
30-month period. All PGY level GSR operative experience was recorded. Designated
preliminary interns and any operative cases completed without a GSR were excluded
from the study.
Results: Of the 777 surgical procedures identified, 29 GSRs participated in procedures
of the appendix [13 open (4.3%) versus 285 laparoscopic (95.6%)] and gallbladder [50
open (10.4%) versus 292 laparoscopic (89.6%)]. The majority of cases were completed
as inpatient (83.6%) from acute care surgeons. Laparoscopic appendectomy was the
standard approach with 13 conversions to open by Rocky-Davis (15%) or lower midline
(84.6%) incisions for perforated gangrenous appendicitis. Analysis of gallbladder
procedures included: 50 (10.4%) cholecystectomies (38 open + 10 conversions + 2
CBD exploration), 27 (5.6%) laparoscopic cholecystectomies with cholangiogram and
402 (83.9%) laparoscopic cholecystectomies. A total of 85 (10.9%) procedures were
performed with multi-PGY levels present.
Conclusion: Our study demonstrates that surgical residents have an unequal operative
experience for case specific open procedures. A competency-base system to
demonstrate a residents hands-on surgical skills is fundamental to residency training
and should be considered for specific types of low volume open surgical cases.
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61. NOT A ROUTINE CASE, WHY EXPECT THE ROUTINE OUTCOME?
QUANTIFYING THE INFECTIOUS BURDEN OF EMERGENCY GENERAL SURGERY
UTILIZING THE NATIONAL SURGICAL QUALITY IMPROVEMENT PROGRAM
(NSQIP)
MR Arnold, AM Kao, KW Cunningham, AB Christmas, BW Thomas, RF Sing, SW Ross
Presenter: Michael Arnold MD
Atrium Health
Introduction: Surgical site infections (SSI) have been demonstrated to significantly
worsen patient quality of life, require longer lengths of stay, and result in higher hospital
and discharge costs. While there are many well described risks for the development of
SSI, the effect of emergency compared to elective surgery has not been well described
for common general surgery procedures. We hypothesized that emergency cases have
a higher risk of post-operative SSI than their elective counterparts.
Methods: The American College of Surgeons NSQIP database was queried from 20052016 for all open and laparoscopic cholecystectomies, ventral hernia repairs (VHR),
and partial colectomies (PC). These were selected to provide a sample of common
general surgery procedures that have both elective and emergency counterparts.
Elective surgeries were compared to emergency cases using univariate statistics with
SSI at 30 days being the primary outcome. SSI was defined as patients developing
a superficial, deep, or organ space surgical site infection. Pneumonia, urinary tract
infection (UTI), sepsis, and septic shock within 30 days were secondary outcomes.
Results: There were 863,164 surgeries over 12 years: 416,497 cholecystectomies,
220,815 VHR, and 225,852 PC. There were 38,865(4.5%) patients that developed
SSI. Patients who had emergency operations were older(56.2 vs. 55.0 years), with
lower BMI(30.7 vs 31.1 kg/m2) and serum albumin(3.5 vs. 4.0 g/dL), more likely
to be diabetic(16.4% vs. 15.3%; p<0.001), or smoker(20.1% vs 18.0%; p<0.0001).
Pre-operative white blood cell count was higher in the emergency group(10.2 vs. 7.6
10^3/µL, p<0.001). SSI rates increased with emergency status(5.3% vs. 3.6% for any
SSI; 3.5% vs. 2.6% for superficial SSI; 1.1% vs. 0.7% for deep SSI, and 3.9% vs 1.8%
for organ space SSI; p<0.001 for all). Similarly, post-operative pneumonia(3.7% vs.
1.1%), UTI(1.9% vs. 1.2%), sepsis(5.8% vs. 1.5%), and septic shock(4.7% vs. 0.7%)
were increased in the emergency group; p<0.001 for all. Subsequently, hospital length
of stay(8.1 vs. 2.9 days) and mortality(3.6% vs. 0.4%) were increased in patients
undergoing emergency surgery; p<0.001.
Conclusion: Patients undergoing emergency surgery experience increased rates of
post-operative SSI, pneumonia, sepsis, and mortality when compared to their elective
counterparts. These increased risks should be discussed with patients and families
before emergency surgeries to appropriately manage expectations and reinforce that
theirs is not just another routine case.

FEBRUARY 23 – 26, 2019 | CHARLOTTE, NC

215

SCIENTIFIC ORAL ABSTRACTS

CONTINUED

62. VENTILATOR ASSOCIATED PNEUMONIA: HOW DO THE DIFFERENT CRITERIA
FOR DIAGNOSIS MATCH UP?
C Carr, A Smith, M Martuano, L Hakki, J Friedman, C Guidry, P McGrew, C McGinness,
J Duchesne, R Schroll
Presenter: Christopher Carr MD, MPH
Tulane University School of Medicine
Introduction: Ventilator associated pneumonia (VAP) is the most common nosocomial
infection in the ICU, affecting up to 30% of these patients. It is associated with
increased ICU and hospital stay as well as morbidity and mortality. We identified
factors associated with prolonged latency of VAP and evaluated the effects of those
same factors on survival, number of days on the ventilator, overall length of stay, and
length of ICU stay. We also determined the sensitivity of various clinical definitions of
VAP, including the new CDC 2013 criteria, for predicting our confirmed cases.
Methods: We collected data on 102 subjects who developed VAP between 20122017. We conducted a Kaplan-Meier survival analysis with Cox proportional hazards
regression stratified by each of the dichotomous and categorical variables. Then we
ran generalized linear models/ANOVA to look at predictors of time to event for VAP,
total vent days, total hospital length of stay, and length of ICU stay. Finally, we ran
multivariate models for each outcome adjusting for variables identified as significant
in the unadjusted models. We determined which cases met various clinical criteria for
VAP including CPIS +/- BAL, ACCP, TQIP, CDC 2002, and CDC 2013 criteria.
Results: In multivariate model, COPD and cancer were significantly positively
associated with time to VAP. White patients, nonsurgical patients, patients with renal
failure, altered mental status, increased fi02, and increased peep had significantly
worse overall survival. Trauma patients, patients with positive sputum cultures, and
patients with suspected pneumonia had significantly better survival. CHF, positive
sputum cultures, positive blood cultures, and time to VAP were significantly positively
associated with vent days. Positive sputum cultures and time to VAP were significantly
positively associated with length of ICU stay. Sensitivities of CPIS +/- BAL, ACCP, TQIP,
CDC 2002, and CDC 2013 criteria for correctly detecting VAP in our study subjects
were 0.98, 94.1, 74.5, 95.1, and 44.1 percent respectively.
Conclusion: Many ICUs have protocols in place for primary prevention of VAP that
include screening with daily chest x-rays, antibiotic prophylaxis, and judicious sputum
culture, although much remains to be learned about the effects of these programs
on patient survival. Our results confirm that early diagnosis of VAP in patients with
few medical co-morbidities results in better outcomes. This further emphasizes the
importance of having a high index of suspicion for VAP in ventilator-dependent patients.
In our study subjects, only ACCP, TQIP, and CDC 2002 criteria were able to detect a
majority of VAP cases. The 2013 CDC criteria failed to detect 55.9 percent of confirmed
VAP cases. These results are concerning, as undetected VAP can have devastating
consequences for patients.
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63. SIX-MONTH MORTALITY IN GERIATRIC TRAUMA PATIENTS:
DOES ANEMIA AT DISCHARGE PLAY A ROLE?
PJ Hwang, AL Muller, FB Fernandez, AW Ong
Presenter: Adrian Ong MD
Reading Hospital
Introduction: A restrictive blood transfusion strategy for hospitalized patients is
regarded as safe and cost-effective. Except for patients with isolated hip fractures, long
term data is lacking as to the adverse effects of anemia on discharge in geriatric trauma
patients. We hypothesize that in this cohort, anemia at the time of discharge is not
associated with poor outcome after discharge.
Methods: An 18-month retrospective study was conducted from 2015 to 2016 of
admitted trauma patients ≥ 65 years. Patients who died in the hospital or who had
only one measured serum hemoglobin concentration (Hb) were excluded. The study
endpoint was death within 6 months of discharge. The degree of anemia at admission
and discharge was categorized as follows based on Hb (g/dl): I (≤.8); II (>8 and ≤9); III
(>9 and ≤10) and IV (>10). Univariate analysis was performed to determine association
between admission and discharge Hb with the endpoint. Other variables tested
included age, gender, admission creatinine, coronary artery disease, diabetes mellitus,
antiplatelet and anticoagulant drug use, and hospitalization in the prior 6 months.
Multivariate analysis was performed to assess for predictors of the endpoint.
Results: Of 1054 patients, 79 (7%) met exclusion criteria and 52 (5%) had no 6-month
follow up data, leaving 923 patients for analysis. 149 (16%) received blood transfusions
during admission. Admission Hb and discharge Hb were strongly correlated (Pearson
correlation coefficient =0.64). Six -month mortality was 11%. Admission Hb was
associated with mortality (I: 5/18 [28%] vs. II: 6/32 [19%] vs. III: 9/67 [13%] vs.
IV: 82/804 [10%], p=0.04) while discharge Hb was not (I: 7/39 [18%] vs. II: 11/114
[10/%] vs. III: 21/175 [12%] vs. IV: 63/595 [11%], p= 0.5). Comparing a discharge
Hb of ≤ 8 g/dl (group I) to Hb >8 g/dl (groups II-IV), mortality was similar (p=0.3).
Multivariate analysis found that age, admission serum creatinine ≥ 2 mg/dl, more than
one hospitalization in the prior 6 months, and admission Hb category (odds ratio 1.5,
95% confidence intervals, 1.1-2.1) were predictors of mortality, not discharge Hb.
Conclusion: In geriatric trauma patients, admission and not discharge Hb was a
predictor of mortality at six months after discharge. Discharging patients with a Hb
of ≤ 8 g/dl appeared to be safe but since the vast majority of patients were discharged
with a Hb of > 8 g/dl, further work is needed to assess outcomes at lower discharge Hb
levels. Anemia at admission seems to be a marker for poorer long term outcomes.
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64. COMPARING MACHINE LEARNING ALGORITHMS FOR PREDICTING
ACUTE KIDNEY INJURY
J Parreco, H Soe-Lin, JJ Parks, S Byerly, M Chatoor, T Zakrison, J Buicko, N Namias, R Rattan
Presenter: Joshua Parreco MD
University of Miami
Introduction: The purpose of this study was to compare the performance of different
machine learning algorithms for predicting acute kidney injury (AKI) in patients using
the Philips eICU database.
Methods: The Philips eICU database was queried for patients with five consecutive
days of serum creatinine measurements. Daily minimum and maximum values were
determined for creatinine and thirty other serum laboratory measurements and vital
signs. Patients with AKI were identified using the Kidney Disease: Improving Global
Outcomes (KDIGO) guideline of an in increase in serum creatinine by 0.3 mg/dL or
more in 48 hours. Trends in laboratory values were determined by calculating the
slope of the least-squares-fit linear equation using three days for each value. Different
machine learning classifiers (gradient boosted trees [GBT], logistic regression, and
deep learning) were trained to predict AKI using the laboratory values, vital signs, and
the slopes. Cross validation was performed using ten folds.
Results: There were 151,098 ICU stays identified with five consecutive days of serum
creatinine measurements. The rate of AKI was 5.6%. The best performing algorithm
was GBT with an AUC of 0.834 ±0.006, an accuracy of 93.93% ±0.13%, and an
F-measure 42.96% ±1.26%. Logistic regression performed with an AUC of 0.826
±0.007, an accuracy 94.83% ±0.09%, and an F-measure of 28.29% ±1.01%. Deep
learning performed with an AUC of 0.813 ±0.008, an accuracy of 94.05% ±0.29%,
and an F-measure of 42.89% ±0.91%. The most important variables for GBT were the
slope of the minimum creatinine (30.32%) and the maximum creatinine on the first day
(21.87%).
Conclusion: This study identifies the best performing machine learning algorithms for
predicting AKI using trends in laboratory values in ICU patients. Early identification of
these patients using readily available data indicates that incorporating machine learning
predictive models into electronic medical record systems is an inevitable requisite for
improving patient outcomes.
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65. THE IDEAL CANDIDATE FOR SUBCUTANEOUS ENDOSCOPICALLY ASSISTED
LIGATION (SEAL) OF THE INTERNAL RING FOR PEDIATRIC INGUINAL HERNIA
REPAIR
C Muncie, R Whitlock, HC Cockrell, D Sawaya
Presenter: Hannah Cockrell MD
University of Mississippi Medical Center
Introduction: The subcutaneous endoscopically assisted ligation (SEAL) technique
is an effective and efficient way of repairing inguinal hernias in children. However, not
all pediatric patients are candidates for this repair because of technical limitations.
We hypothesize that patient demographics and clinical history are not necessarily
predictive of who is amenable to a SEAL repair.
Methods: IRB approval was obtained. Patients younger than age 16 who received
diagnostic laparoscopy with intent to perform SEAL repair from June 2012 to December
2014 were included in the study. Data points analyzed included patients’ demographic
information, initial clinical presentation, type of repair, and operative complications.
Chi-square tests were used to examine the univariate association between use of SEAL
technique and patients’ age, gender, BMI, and history of hernia incarceration. Logistic
regression was performed to determine the odds of successful SEAL repair based on
patient demographics and history of incarceration.
Results: A total of 141 patients who received diagnostic laparoscopy and evaluation
for SEAL hernia repair were identified. 17 patients were excluded due to lack of postoperative follow-up. Of the 124 patients included in analysis, 85 (70%) received a SEAL
repair after undergoing diagnostic laparoscopy. The recurrence rate of inguinal hernias
repaired with the SEAL technique was 2.5%. Demographics and clinical history of those
patients who received a SEAL repair were similar to patients who had a traditional open
inguinal hernia repair (Table 1).
Conclusion: Pediatric patients who have no contraindications to laparoscopy are
candidates for the SEAL repair. Pre-operative patient demographics and history
of incarceration were not predictive of technical failure of SEAL repair. Therefore,
diagnostic laparoscopy to evaluate for use of SEAL technique is warranted in all children
under the age of 16 who present for inguinal hernia repair.
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66. NATIONWIDE OUTCOMES FOLLOWING RENAL TRANSPLANTATION FROM
KIDNEY-ONLY VERSUS MULTIORGAN DECEASED DONORS
GD Katsaros, J Schucht, CM Jones, RM Cannon
Presenter: Gianna Katsaros MD
University of Louisville
Introduction: Single center studies have suggested that grafts from kidney-only
deceased donors have inferior outcomes compared to those donated by multiorgan
donors, likely due to a higher burden of donor comorbidities. This study was undertaken
to assess renal transplant outcomes following donation by kidney only versus
multiorgan donors on a national scale.
Methods: All patients undergoing isolated kidney transplant from a deceased donor
from 2000 through 2016 in the UNOS database were examined. Comparison was
made between recipients of grafts from kidney only donors(KO) versus multiple
organ donors(MO) at baseline and in a cohort of KO and MO recipients matched 1:1
via propensity scoring. Multiple donor and recipient characteristics (including but not
limited to KDPI, donor and recipient demographics and diabetes status, donation after
cardiac death status) were included in calculation of the propensity score, resulting in
adequate balance (standardized difference <0.1) on all included factors in the matched
cohorts. Outcomes of interest included delayed graft function, patient survival, and the
cumulative incidence of graft loss (death with a functioning graft treated as a competing
risk).
Results: There were 33,326 recipients in the KO cohort vs. 144,690 in the MO cohort.
Donation after cardiac death(DCD) donors were significantly more prevalent in the
KO group(43.8% vs. 5.3%; p<0.001). Delayed graft function(DGF) occurred in 36.1%
of the KO vs. 22.7% of the MO recipients(p<0.001). Five-year patient survival was
79.5% vs. 83.4%(p<0.001) in the KO vs. MO group, while the cumulative incidence
of graft loss was 17.7% vs. 15.7%(p<0.001). After propensity matching, there were
25,018 recipients in each group. Recipients of DCD kidneys accounted for 28.3% in the
MO and 28.6% in the KO groups after matching. Delayed graft function was still more
common in the KO group(33.1% vs. 30.1%; p<0.001), while 5-year patient survival was
statistically similar (79.5% vs. 80.1%; p=0.117) in the KO vs. MO groups, respectively.
The cumulative incidence of graft loss at 5 years was slightly higher in the KO group
(17.8% vs. 16.8%; p=0.005).
Conclusion: Kidney-only donors represent a more high risk source of organs than their
multiorgan donor counterparts, particularly in terms of donation after cardiac death
status. Despite this higher burden of risk factors, survival outcomes, while statistically
slightly inferior to the multiorgan donor cohort, are actually quite good. As such,
kidney-only donors represent a valuable source of transplantable organs for the ever
expanding waiting list, and should not be considered as prohibitively higher risk than
multiorgan donors, particularly after accounting for relevant donor and recipient risk
factors.
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67. STATEWIDE ANALYSIS OF PEPTIC ULCER DISEASE: AS HOSPITALIZATIONS
DECREASE, PROCEDURAL VOLUME REMAINS STEADY
IW Howley, BR Bruns, RB Tesoriero, R Vesselinov, JA Kufera, DV Feliciano, JJ Diaz
Presenter: Isaac Howley MD, MPH
University of Maryland School of Medicine
Introduction: Studies have shown decreasing hospitalizations for peptic ulcer disease
(PUD) since the advent of specific medical therapy in the 1980s. The authors’ clinical
experience at a tertiary referral center, however, has been that procedures (endoscopy,
operation, angiography) to treat PUD complications, including bleeding, perforation,
and gastric outlet obstruction, have not declined. The hypothesis in this study was
that despite decreases in PUD hospitalizations, the volume of procedures for PUD
complications has remained consistent.
Methods: The Maryland Health Services Cost Review Commission maintains an
administrative database for all inpatient encounters in the state’s acute care hospitals.
The study population included all inpatient encounters from 2009-2014 with a
primary ICD-9 diagnosis code for PUD. Data on annual patient volume, demographics,
anatomic location (gastric vs. duodenal), procedures performed, complications, and
outcomes were collected and analyzed, and PUD prevalence rates were calculated.
As the study population consisted of the state’s entire population and not a sample,
statistical analysis was not applied.
Results: Hospitalizations for PUD declined from 2,502 in 2009 to 2,101 in 2014,
whereas the percentage of hospitalizations with procedures for PUD increased from
27.1% in 2009-2010 to 31.5% in 2013-2014. Caucasians accounted for 62.8% of
encounters, and African Americans for 30.2%, compared to 59.0% and 30.8% of the
state’s overall population. Endoscopy was performed in 19.8% of hospitalizations,
operation in 9.4%, and angiography in 1.3%. Gastric PUD accounted for 60% and
duodenal PUD accounted for 40% of all PUD admissions. The percent of gastric PUD
admissions declined from 61.9% in 2009-2010 to 57.2% in 2013-2014. Of 13,974
inpatient encounters, 30% had at least one coded in-hospital complication. Overall
inpatient mortality was 2.2% (4.5% for patients requiring a procedure vs. 1.2% for
patients who did not).
Conclusion: PUD hospitalizations are declining in Maryland, mirroring national trends.
Medical management has contributed to a decreased need for hospitalization, but
a subset of patients continue to need urgent procedures for PUD complications,
including nearly 10% needing operation. Published literature regarding inpatient or
30-day mortality related for PUD varies from a 0.7% 30-day mortality for patients with
an endoscopic diagnosis and/or treatment for PUD, to 25% for patients needing an
operation to treat a perforation, hence the intermediate figure in this review. Despite
the efficacy of modern medical therapy for PUD, these data underscore the importance
of teaching surgical residents the decision-making and operative techniques necessary
to effectively manage PUD complications.
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68. OUTCOMES OF ENDOSCOPIC AND SURGICAL PANCREATIC NECROSECTOMY,
A SINGLE INSTITUTION EXPERIENCE
MA Martinez, J Dove, J Gregory, K Widom, D Torres, J Blansfield, J Wild
Presenter: Manuel Martinez MD
Geisinger Medical Center
Introduction: Acute pancreatitis is the third most common gastrointestinal condition
requiring hospital admission; with necrotizing pancreatitis occurring in 20% of patients.
During the past two decades, management of pancreatic necrosis has undergone
considerable changes as less invasive approaches have shown better outcomes
compared to open debridement. The purpose of this study was to identify risk factors
and compare outcomes for patients undergoing Endoscopic Pancreatic Necrosectomy
(EPN) and Open Pancreatic Necrosectomy (OPN) in the setting of suspected infected
necrotizing pancreatitis at a single institution.
Methods: All patients undergoing pancreatic necrosectomy for infected necrotizing
pancreatitis in a single tertiary care center between 2007 and 2016 were
retrospectively reviewed using the electronic medical record (EMR). Fisher’s exact test
and t-test were used to identify significant differences between groups of patients.
Univariate analysis was performed to identify factors associated with mortality and
major complications.
Results: Cohorts were composed of EPN (n=22,39.3%) and OPN (n=34,60.7%)
groups. There was no significant difference in demographics and etiology of
pancreatitis. Tertiary referrals represented more than half of the total population
with a statistically higher percentage in the OPN group (73.50%vs27.30%,p= 3,
which were more frequent at presentation in the OPN group (52.9vs18.2%,p=0.01,
44.1%vs4.8%,p=0.001, and 41.1vs9.1%,p=0.014 respectively). The most common
indication for intervention was multi-organ dysfunction (MOF), which was
higher in the OPN group (47.1%vs9.1%,p=0.003). Post-operative complications,
including abscess and persistent kidney dysfunction; as well as death were
higher in the OPN group (26.5%vs4.6%,p=0.04, 50%vs22.7%,p=0.004,
26.6%vs0%,p=0.02 respectively). EPN group had a significantly higher readmission
rate (68%vs37%,p=0.03) and a longer interval between presentation and definitive
procedure (38vs10.5days,p<0.0001). Univariate analysis demonstrated a higher BISAP
score and the presence of septic shock, was associated with death during admission
(p=0.004;p=0.002 respectively).
Conclusion: EPN and OPN will both remain viable options for management, but should
not be compared with each other as patient’s clinical state at time of procedure are very
different. Patients that required OPN presented with a myriad of physiologic insults
often requiring intervention much earlier in their course. The role of EPN in pancreatic
necrosis has expanded tremendously in recent years and is an excellent alternative
procedure in a more stable clinical setting.
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69. SUBSTANCE ABUSE RELATED SOFT TISSUE INFECTIONS:
A UNIQUELY COMPLICATED SUBSET OF A COMMON PROBLEM
L Suh, FH Annie, BK Richmond
Presenter: Lily Suh BA
West Virginia University, Charleston
Introduction: We hypothesize that soft tissue infections (SSI) related to intravenous
drug usage (IVDU) are associated with a more complicated and costly course than
those not associated with IVDU.
Methods: For the period 2005-2018, ICD9/ICD10 billing codes were used to identify
patients admitted with soft tissue infections and their causes/complications and
associated costs. IVDU related infections were then compared to non-IVDU related
infections. T-test was used to compare treatment costs and length of stay (LOS).
Logistic regression analysis was used to assess the likelihood/risk of specific events in
the IVDU vs. non-IVDU populations.
Results: Of 47,281patients admitted with SSI, 1,323 were associated with IVDU. IVDU
related patients tended to be younger (36.2 vs. 49.3 years, p=0.001). Both cost and
LOS were significantly greater in the IVDU group ($30,471 vs. $16,020, p=0.001; 5.7d
vs. 3.7d, p=0.001). In addition, IVDU admissions were more likely to be associated with
chronic blood-borne infections (hepatitis B/C, HIV, p=0.001), as well as a significantly
greater incidence of secondary infectious complications including endocarditis
(p=0.001), bacteremia (p=0.001), and osteomyelitis (p=0.003).
Conclusion: SSI admissions related to IVDU are a unique subgroup of patients. These
patients not only have longer and more costly lengths of stay, but are also at higher risk
for secondary complications such as chronic bloodborne viral illness and secondary
bacterial infectious complications such as bacteremia, endocarditis, and osteomyelitis.
Further prospective study of these findings is warranted as we continue to battle the
growing problem of IVDU in the US.
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70. THROUGH THICK OR THIN: DISPARITIES IN PERIOPERATIVE
ANTICOAGULANT USE IN TRAUMA PATIENTS
AN Romagnoli, JJ DuBose, DV Feliciano
Presenter: Anna Romagnoli MD
University of Maryland School of Medicine
Introduction: While vascular surgery guidelines recommend immediate anticoagulation
for acute occlusion of a peripheral artery, it is unclear if trauma surgeons follow this
practice. A survey regarding the use of perioperative anticoagulation was sent to
surgeons who perform their own peripheral arterial repairs following traumatic injury in
order to define contemporary practice patterns.
Methods: A 20-question survey on perioperative anticoagulation for acute peripheral
arterial occlusive and non-occlusive injuries was sent to trauma surgeons and vascular
surgeons of a major surgical society which approved and distributed the document.
The results of this survey in patients with isolated lower extremity arterial injuries are
reported here as means with percentages.
Results: 109 surgeons (51%<54 years of age), 94.5% of whom did not have boardcertification in vascular surgery, responded. Overall, 87.2% of respondents worked
at Level I trauma centers. When presented with an isolated occlusive arterial injury
in the lower extremity (LE), there was a complete lack of consensus--initiation
of anticoagulation in the emergency department--29.4%, intraoperative use
alone--63.3%, no anticoagulation at all--9.2%. With a scenario of external arterial
bleeding from a LE, 40.4% of respondents would not use anticoagulation during the
subsequent operation. A scenario of an arterial injury in a LE with an associated
subdural hematoma or grade III nonbleeding splenic injury was answered with a switch
from systemic to “regional” anticoagulation by 77.6% and 69.8% of respondents,
respectively. Finally, 70.1% of respondents would use postoperative anticoagulation or
antiplatelet agents after a “high risk for thrombosis” repair.
Conclusion: There is marked heterogeneity in the practice patterns of “trauma vascular
surgeons” regarding perioperative anticoagulation with peripheral arterial injuries.
This is particularly surprising in light of the 65 years of publications on civilian arterial
trauma in the United States and strongly suggests the need for a consensus conference
and/or meta-analysis to guide further care.
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71. THROMBOELASTOGRAM-GUIDED RESUSCITATION FOR PATIENTS
WITH TRAUMATIC BRAIN INJURY ON NOVEL ANTICOAGULANTS
SS Hota, M Ng, DD Hilliard, JR Burgess
Presenter: Salini Hota MD
Eastern Virginia Medical School
Introduction: In the elderly population, falls account for over two-thirds of traumatic
brain injuries (TBIs), many of which result in subsequent hospitalization. The morbidity
associated with a patient that has suffered a fall is magnified with the widespread use of
irreversible novel anticoagulants. These medications employ different mechanisms of
action and thus require a tailored approach for resuscitation. The thromboelastogram
(TEG) provides a snapshot of the patient’s coagulation cascade in order to allow for
efficient and effective resuscitation in a trauma setting.
Methods: A retrospective chart review was conducted at Sentara Norfolk General
Hospital in the Trauma Surgery Department for all patients that presented between
January 1, 2015 and January 1, 2017. Inclusion criteria included patients who underwent
a trauma alert, had a CT-confirmed intracranial hemorrhage, were on anticoagulation
on presentation, and were ages 18-99. Patients were divided between those that
received a TEG on arrival and those that did not (control group). The primary endpoint
was overall mortality. Secondary endpoints included an analysis of blood product
utilization and outcomes associated with specific novel anticoagulants.
Results: The analysis consisted of 118 patients with no statistical difference between
the demographics of the study and the control groups. Overall mortality in the control
group was 20.3% compared to 18.5% in the TEG group (p = 0.81). For MAX AIS Head
Group 2-3 injuries, the control group mortality was 3.8% and the TEG group mortality
was 8.7% (p = 0.64). For MAX AIS Head Group 4-5, mortality in the control group was
31.6% and the TEG group mortality was 25.8% (p = 0.73). Blood product utilization
between the groups was compared, revealing 46.7% of control patients and 39.5% of
TEG patients receiving blood products for resuscitation (p = 0.002). 4.7% of patients
on Plavix had a normal TEG.
Conclusion: Overall mortality was not significantly different between the control
and study groups. However, when stratified by severity of injury, overall mortality in
patients that underwent TEG-guided resuscitation was lower than the mortality in the
control group in the more severely-injured patients. The utilization of blood products
was significantly reduced in the TEG group, indicating a more efficient use of blood
products. One patient was noted to be Plavix resistant. Trauma centers can effectively
reduce the amount of blood product used in the resuscitation of patients with TBIs on
novel anticoagulants with the use of TEG.
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72. GERIATRIC PATIENTS ON ANTITHROMBOTIC AGENTS WHO FALL:
DOES TRAUMA TEAM ACTIVATION IMPROVE OUTCOMES?
PJ Hwang, AL Muller, AP Martin, A McNicholas, A Sigal, FB Fernandez, AW Ong
Presenter: Peter Hwang DO
Reading Hospital
Introduction: Falls in geriatric patients can be associated with significant morbidity.
Pre-injury use of anticoagulant (AC) and antiplatelet (AP) drugs has been incorporated
into our trauma triage criteria for trauma team activation (TTA) in these patients
as they are felt to be at risk for hemorrhage requiring expeditious evaluation and
treatment. It is however unclear if TTA has impacted outcomes in the presence of
ACAP drugs. We hypothesized that TTA in patients with ACAP drugs was associated
with a mortality benefit compared to no TTA.
Methods: A retrospective review of patients ≥65 years presenting to the emergency
department (ED) after falls was performed from July 2014 to July 2018. Inclusion
criteria consisted of a Glasgow Coma Scale (GCS) score of ≥ 14, systolic blood pressure
(SBP) of ≥ 100 mmHg, heart rate of ≥ 50 and ≤ 119/minute. Those with concomitant
penetrating trauma were excluded. Outcome was defined as in-hospital mortality. In
patients with ACAP drugs, plausible predictors of mortality were tested in univariate
and multivariate analyses, including GCS, Injury Severity Score (ISS) and Abbreviated
Injury Scale (AIS)-head score. Separately, the association of ACAP drugs with
mortality in this cohort was also analyzed with univariate and multivariate analyses. A
p value of 0.05 was considered significant.
Results: Of 6397 patients, 4609 (72%) used ACAP drugs. In this cohort, TTA occurred
in 562 (12%). Compared to non-TTA patients, TTA patients had a similar mean SBP,
but were significantly different in terms of heart rate (mean, 81 vs 76), proportion of
males (49% vs 38%), age (mean, 82 vs 84 years), abnormal mental status (GCS of < 15,
36% vs 19%), injury severity (median ISS, 4 vs 1, AIS-head ≥2, 25% vs 10%,) and had a
higher mortality rate (3% vs 0.8%, p<0.0001). Logistic regression found that TTA was
associated with mortality (odds ratio [OR] 3.5) when controlled for age, ISS, gender,
GCS and heart rate. In the entire sample, ACAP use was not associated with mortality
(1.1% vs no ACAP, 1.5%, p=0.2). Multivariate analysis incorporating ACAP use as a
covariate found that the predictors of mortality were age, male gender, heart rate, ISS
and TTA (OR 2.6).
Conclusion: For normotensive, awake geriatric patients using ACAP drugs presenting
after falls, TTA occurred in patients who were more severely injured, and thus patients
were appropriately triaged in the ED. The independent association of TTA with
mortality could have been due to other factors relating to the underlying injury burden
or concomitant acute conditions that were not fully elucidated in this study. ACAP drug
use was not associated with mortality and did not appear useful as a triage criterion. Its
use as a sole triage criterion for TTA in this cohort in the absence of other physiologic
and anatomic criteria should be re-evaluated.
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V1. LAPAROSCOPIC PERCUTANEOUS EXTRAPERITONEAL CLOSURE (LPEC)
OF PEDIATRIC INGUINAL HERNIAS
J Zequeira, K Diaz
Presenter: Keila Diaz MD
University of Puerto Rico
Introduction: Pediatric inguinal hernia repairs have been performed for many decades
with great results and minimal changes in technique. With the advent of pediatric
minimally invasive surgery, new techniques have been developed, with varying degrees
of success, in an effort to achieve the same results as with open surgery but with
smaller incisions.
Methods: The patient is placed in supine position under general endotracheal
anesthesia. A trans-umbilical incision is performed and a single 3.5mm trocar inserted
into the peritoneal cavity. A 3mm 30 degree angled lens is introduced to visualize the
hernia and assess the contralateral side. A 3mm Maryland dissector is then introduced
percutaneously through one of the lower quadrants which will be used for assistance
during the passage of our high ligation sutures. It will also be used to cauterize the
peritoneum at the level of the internal inguinal ring from 10 o’clock to the 4 o’clock
position. This promotes scarring once high ligation has been completed. An 18 gauge
Tuhoy needle is then introduced percutaneously at the level of the internal inguinal
ring and passed pre-peritoneally, without manipulating the vas deferens or spermatic
vessels, around half of the circumference of the internal inguinal ring. The needle is
then used to perforate the peritoneum and a 3-0 prolene suture loop passed into the
peritoneal cavity. The needle is then retracted and passed through the other halfcircumference of the internal inguinal ring in the same fashion. The 3-0 prolene loop is
then used to snare the needle through which an additional 3-0 prolene loop is passed.
The original intraperitoneal 3-0 prolene loop snares the new one after needle removal
and is used to pull the new 3-0 prolene loop through the other half-circumference of the
internal inguinal ring and outside the patient’s body. This loop is then used to exchange
the 3-0 prolene for a 2-0 or 3-0 vicryl suture which is afterwards cut in half and the
hernia sac is double ligated.
Results: Thirty-one LPECs have been perfomed in 24 patients. There has been one
recurrence in an 800gram baby with an incarcerated hernia. Parents seem very pleased
with the cosmetic results with some of these wounds completely imperceptible. No
other complications have been recorded.
Conclusion: Our preliminary findings show that LPEC might be safely done in Puerto
Rico. Long-term follow up results are still needed.
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2. LAPAROSOCIC REPAIR OF A GIANT PARAESOPHAGEAL HERNIA
RC Pullatt, K Quinn, C Cox
Presenter: Kristen Quinn MD
Medical University of South Carolina
Introduction: The patient is a 83 y/o Female who presented to the ER with increasing
dysphagia, the patient had been worked up earlier and had a known paraesophageal
hernia, pt did not tolerate manometry when she was seen in clinic and had an
endoscopy which was significant for a giant paraesophageal hernia but no othe
pathology. Due to the increasing dysphagia the patient was taken to the operating
room and the technical details of the repair is demonstrated in the Video. The patient
has done well and has no evidence of recurrence and has not represented with any
dysphagia.
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V 3. IRREVERSIBLE ELECTROPORATION OF NON-HEPATIC AND NONPANCREATIC CANCERS: A SINGLE SITE ASSESSMENT OF FEASIBILITY AND
OUTCOMES
EL Simmerman, J Chung, CE Jones, EJ Kruse
Presenter: Erika Simmerman DO
Medical College of Georgia at Augusta University
Introduction: The use of irreversible electroporation (IRE) is a fairly recent innovation
in the surgical management of oncologic disease with promising early results. This
ablative technique proposes the ability to locally manage solid neoplasms with both
definable tissue selectivity and the absence of thermal necrosis and its sequelae.
We have incorporated the use of intra-operative IRE in the treatment of primary and
metastatic tumors when attempting to achieve local control in close R1 resections. Our
study seeks to evaluate this use of IRE in the treatment of non-pancreatic and nonhepatic cancers and to further assess its utility in margin enhancement.
Methods: This is a retrospective chart review of a prospective database at a single
tertiary institution. Included were patients with pathologically proven cancer whom
underwent IRE from November 2013 through May 2016 at the time of surgical resection
of primary and/or metastatic tumors for margin enhancement. Primary tumors
included colon, retroperitoneal, mesenteric, pelvic and extremity tumors.
Results: 17 patients received intraoperative IRE for margin enhancement of non-hepatic
and non-pancreatic lesions. Of these patients, 9 (57.9%) had no recurrence, 2 (11.8%)
had local recurrence, and 6 (35.3%) experienced distant recurrence. Median followup
was 27 months. 2 patients (11.8%) reported nerve palsies/parasthesias possibly
attributable to IRE use due to the proximity to our ablative zone and the affected
structures, though also known complications of the surgical resection.
Conclusion: We report a local recurrence rate of only 11.8% in patients treated with
intra-operative IRE and demonstrated no related intra-operative complications. Intraoperative IRE was not associated with unplanned re-interventions or readmissions
within the global 30 day post-operative period. As such, we propose that intraoperative IRE may serve as a viable and safe adjunct in the surgical management of
non-pancreatic and non-hepatic cancers in attaining clinically R1 resection margins.
This contention would benefit from extensive patient follow up and investigation of
prospective data.
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V 4. ROBOT-ASSISTED DISTAL GASTRECTOMY WITH D2 LYMPHADENECTOMY
MD Ferguson, JT Watson, JL Deneve
Presenter: Margaret Ferguson MD
University of Tennessee Medical Center, Memphis
Introduction: Gastric cancer is the fourth leading cancer and third leading cause of
cancer death in the world. It has a 5-year survival of 68.1% if localized, 27% if regional
spread to lymph nodes, and 35% if distant metastases. It is estimated that there will
be 26,240 new cases in 2018 and 10,800 deaths as a result of the disease. Surgery
remains the only chance for a cure for suitable patients with local or regional disease
in combination with chemotherapy and radiation. Several studies have shown the
advantages and limitations of the laparoscopic approach. Robotic-assisted gastrectomy
has been shown to have better short-term and comparable oncologic outcomes to the
laparoscopic technique.
METHODS This case is a 60 year old female who initially presented to the hospital
for weight loss, early satiety, gastrointestinal bleeding and dizziness. Her past medical
history included hypertension, hyperlipidemia, diabetes, gastroesophageal reflux
disease, coronary artery disease, status post stent placement. Family history was
significant for gastric cancer in sister. She underwent a colonoscopy and EGD and
was found to have 1.5 x 2 cm ulcer at distal gastric body in the area of lesser curvature
just above the angularis. Pathology demonstrated gastric adenocarcinoma, signet
ring cell type. EUS demonstrated 1.5cm x 2.0cm malignant appearing ulcer. EUS
Stage-T1b N0. She underwent a robot-assisted distal gastrectomy, omentectomy, D2
lymphadenectomy and Billroth II gastrojejunostomy.
RESULTS The surgical pathology returned 2.5 cm invasive poorly differentiated
adenocarcinoma, diffuse type, with focal signet ring cell morphology. The margins were
negative. It was negative for lymphovascular invasion or perineural invasion. The lymph
node sampled were 7 Perigastric lymph nodes, 4 Lesser omentum and left gastric
lymph nodes, 1 Hepatic and portal lymph node, 1 Splenic artery lymph node. Thus it
was staged T3N0, stage 2A gastric adenocarcinoma by American Joint Committee on
Cancer classification system. The patient was admitted to the floor postoperatively with
ERAS protocol for pain management. She was discharged home on post operative day
number 5 with no perioperative complications. She has since begun adjuvant systemic
chemotherapy with Xeloda/Oxaliplatin.
CONCLUSIONS Early stage gastric adenocarcinoma may be appropriately managed
with robotic assisted distal gastrectomy and lymph node dissection. Robotic assisted
technology allows for excellent visualization, early return of postoperative function, and
early initiation of adjuvant therapy.
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V 5. HELLER MYOTOMY AND DOR FUNDOPLICATION FOR FUNCTIONAL
ESOPHAGOGASTRIC JUNCTION OUTFLOW OBSTRUCTION:
A VIDEO CASE REPORT
TW Mansour, WO Richards
Presenter: Timothy Mansour MD
University of South Alabama Medical Center
Introduction: Esophagogastric Junction Outflow Obstruction (EGJOO) is a
relatively new diagnosis since the advent of High Resolution Manometry (HRM).
Our understanding of treatment for this condition is evolving. Here we present the
case of a 69 year old female who presented with a two year history of progressive
gastroesophageal reflux symptoms and associated dysphagia. She underwent an
extensive workup which was unremarkable until HRM revealed findings consistent with
EGJOO. She was offered a laparoscopic Heller myotomy and Dor fundoplication and
had excellent results with regard to symptom resolution. In the accompanying video,
this case is discussed and technical aspects of the operation are shown in detail.
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V 6. ROBOTIC PERINEAL HERNIA REPAIR FOLLOWING ABDOMINOPERINEAL
RESECTION
RW Farmer, A Cross, J Jorden
Presenter: Russell Farmer MD
University of Louisville
Introduction: This video is intended to review techniques for minimally invasive repair
of a rare, perineal hernia following abdominoperineal resection. This type of hernia can
be very limiting for rectal cancer survivors, and a minimally invasive approach is now
available to resolve what can be a very technically difficult operation. We will review the
basics of the repair, pertinent anatomy, pitfalls to avoid, and technical points.
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V 7. ROBOT ASSISTED MEDIAN ARCUATE LIGAMENT RELEASE
RC Pullatt, C Cox, K Quinn, G Mercier
Presenter: Caroline Cox MD
Medical University of South Carolina
Introduction: The patient is a 26 y/o female who had postprandial pain, pain was
releived by leaning forward. Endoscopy, ugi, usg, ct scan were all negative for GI
pathology, duplex usg showed elevated velocities in the celiac and CTA showed a
narrowing at the origin of the celiac artery. Vascular surgery made a referral to us for
a median arcuate ligament release. The patient was examined, studies reviewed and a
decision was made to operate. The technical details of the surgery are seen in the video.
The patient has done well and is pain free in follow up.
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V 8. LAPARO-ENDOSCOPIC SINGLE SITE (LESS) HIATAL HERNIA REPAIR
WITH NISSEN FUNDOPLICATION
SB Ross, I Sucandy, T Bordeau, DK Craigg, AS Rosemurgy
Presenter: Sharona Ross MD
Florida Hospital Tampa
Introduction: This video demonstrates a Laparo-Endoscopic Single Site (LESS) repair
of a large hiatal hernia with Nissen fundoplication in a 42-year old man who presented
with GERD, with which he has suffered for over 10 years despite PPI therapy. On EGD, a
large hiatal hernia was noted. UGI with a barium laden food bolus documented normal
esophageal motility. Bupivacaine was applied at the umbilicus and an 8mm incision
was made. A SILSTM port was placed with four trocars, pneumoperitoneum was
established, and under laparoscopic guidance, the liver was retracted. The hiatal hernia
was reduced from the mediastinum and the dissection began through the gastrocolic
omentum toward the right crus.Then, the stomach was rolled to the patient’s right and
the short gastric vessels were divided. Ultimately, the entire hiatal hernia was reduced
into the peritoneal cavity with 8cm of distal esophagus and the hernia sac was divided
and removed. Reconstruction of the esophageal hiatus was undertaken using an Endo
StitchTM with V-LocTM sutures so that the hiatus was snug, but not tight, around the
esophagus. The posterior fundus was brought dorsal to the esophagus, and with a
large bougie per os into the stomach the anterior fundus (not body of the stomach)
was sutured to the esophagus and then the posterior fundus. An intraoperative EGD
was undertaken to document that the fundoplication was appropriately constructed
at and above the GE junction; a Grade 1 valve was apparent. The posterior fundus was
anchored to the esophagus and right crus and the anterior fundus was anchored to the
esophagus and left crus. The umbilical defect was closed with a figure-of-8 stitch and
a simple single stitch, for reinforcement The skin was approximated with interrupted
absorbable sutures and a sterile dressing was applied. The patient tolerated the
operation well with an uneventful postoperative course and was discharged the next
morning on a soft diet.
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V 9. LAPAROSCOPIC LEFT ADRENALECTOMY IN A PATIENT WITH EPISODIC
ANXIETY, HYPERTENSION AND A LEFT ADRENAL MASS WITH SURPRISING
PATHOLOGY
J Zequeira, R De Ayala, L Dorna, M Gomez
Presenter: Rafael De Ayala MD
University of Puerto Rico
Introduction: This is the case of a 20 year old male patient with episodic anxiety,
hypertension and a mildly elevated serum epinephrine level. An abdominal pelvic CT
scan revealed the presence of a left adrenal mass. The patient was premedicated for
two weeks with an oral alpha blocker. He was not beta-blocked due to the absence of
tachycardia. The patient was then taken to the operating room for a laparoscopic left
adrenalectomy.
Methods: The patient is placed in supine position with a large gel bolster under his
left flank. He is then secured to the table with thigh and chest belts. A trans-umbilical
incision is performed and a single 5mm trocar inserted into the peritoneal cavity. Two
additional 5mm and one 11mm trocars were placed in the epigastrium, right upper,
and left upper quadrants. The splenic flexure was mobilized, the lesser sac entered,
the stomach suspended with a transabdominal suture and the inferior edge of the
pancreatic tail fully mobilized. The retroperitoneum was then entered, the adrenal gland
dissected, and the vein divided between endoclips. An exophytic, cyst-like tumor was
removed in block with the adrenal gland. Grossly, this tumor did not look like an adrenal
medullary neoplasm.
Results: The patient was discharged home on post-operative day #3 without the need
for narcotic medications and tolerating a regular diet. His blood pressure is normal
and he has not suffered from repeated episodes of anxiety. Pathology revealed an
intrabdominal bronchogenic cyst which is a very uncommon pathology. MIBG scan
done afterwards which showed no suspicious lesions.
Conclusion: Intrabdominal bronchogenic cysts are very uncommon. To our knowledge
this is the first case presenting as an adrenal mass with episodic anxiety and
hypertension.
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V 10. ROBOTIC TAPP REPAIR OF MORGAGNI HERNIA WITH MESH
R Flores, S Hewlett
Presenter: Robert Flores MD
Brookwood Baptist Health System
Introduction: The patient is a 37 year old male who had a known Morgagni hernia
which was asymptomatic until recently. He had a CT scan which revealed colon and
small intestine within the hernia. His presenting symptom was chest pain. After
negative cardiac workup, we elected to repair his hernia. We found the robotic TAPP
approach to be the best option for the patient. The TAPP approach worked very well.
It allows mesh placement while protecting the bowel from direct contact with the
mesh. The Xi robot was used. Port placement was at the level of the umbilicus which in
retrospect was too low (dissection of the posterior portion of the hernia sac would have
been easier with different port positions).
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V 11. SLEEVE RESECTION OF COLOSTOMY PROLAPSE
MR Arnold, KW Cunningham, PE Fischer, MJ Avery, BW Thomas, AB Christmas, RF Sing
Presenter: Michael Arnold MD
Atrium Health
Introduction: A 38-year-old male who presented with abdominal pain with nausea
and emesis due to a prolapsed colostomy that had worsened over a 3-month period.
Previous medical history included active Crohn’s disease with peri-anal disease. The
patient was maintained on 5mg prednisone daily and was noncompliant with infliximab.
Past surgical history was significant for cholecystectomy, multiple peri-anal fistulas,
ileo-cecectomy, 3 separate laparotomies for bowel resection and colostomy. A preoperative colonoscopy demonstrated mildly active Crohn’s disease at the ileo-colonic
anastomosis. The decision was made to perform a sleeve resection to avoid laparotomy.
The patient was taken to the OR, and placed in the supine position. The prolapse was
initially elongated. The mucocutaneous junction was then divided circumferentially
around the ostomy, taking care not to injure the bowel beneath. After the division, the
telescoping was reduced and the redundancy was excised. The fascia was then felt
to check for parastomal hernia, and in this case no hernia was identified. Four sutures
were then placed to the fascia from the colon, one in each quadrant, tacking the colon
to the fascia. The excess colon was then excised by first placing a simple suture at the
new mucocutaneous junction in order to tether the bowel to the skin and the bowel was
then sutured, circumferentially, to recreate the colostomy. Finally, the last portion of the
mesentery to the prolapse was divided and the colostomy was completed. The patient
was discharged post-operative day 5 with a delay due to social issues. Sleeve resection
of a prolapsed colostomy is appropriate in symptomatic patients who are poor surgical
candidates. This decision was made to avoid the morbidity of laparotomy in a patient
that likely had significant adhesions and was at high risk of both intraoperative and
postoperative complications.
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V 12. MINIMALLY INVASIVE MANAGEMENT OF SUBSTERNAL GOITER:
A CASE SERIES
JY Liu, RK Chihara, ND Saunders, MS Sancheti, FG Fernandez, CJ Weber, J Sharma, SG Patel
Presenter: Jessica Liu MD, MS
Emory University
Introduction: Classic management of substernal goiter can require manubriotomy,
sternotomy, or thoracotomy, however this contributes to significant pain and morbidity
for patients. In this case series, we describe two minimally invasive approaches to
managing substernal goiter. We were able to successfully perform a VATS mobilization
of a substernal goiter as well as a robot assisted thyroid lobectomy for a substernal
goiter. Both thyroid lobes were very large and located substernally and could not have
been freed from the inferior attachments from a cervical approach alone. With both
cases we were still able to perform intraoperative nerve monitoring by exchanging the
endotracheal tube in the VATS case and utilizing a dragonfly electrode with a double
lumen endotracheal tube in the robotic assisted case. Our first patient was a 54 yo
F with a large substernal goiter. She underwent first a video-assisted thoracoscopic
surgery (VATS) to free up the substernal goiter to the level of the thoracic inlet and then
had completion of her case through a cervical incision. Our second patient was a 68 yo
F with a large medial mediastinum substernal goiter with compressive symptoms. She
underwent a robot assisted thyroid lobectomy for substernal goiter without requiring
intraoperative repositioning. Intraoperative nerve monitoring was utilized in both cases,
and a novel method of pairing a dragonfly electrode with a double lumen endotracheal
tube was utilized to account for the needs of an intrathoracic case. Additionally, three
additional patients were prepared for our robot assisted technique, however all three
cases were able to be completed through a cervical incision alone. To our knowledge,
only two other robotic assisted thyroid lobectomies for substernal goiter have been
described and both of these required intraoperative repositioning. Two advantages to
the robotic approach we described is that no intraoperative patient repositioning is
required, and patients are given an opportunity for the goiter to be removed through
the cervical incision prior to entering the chest. We conclude that the utilization of
minimally invasive surgery in conjunction with a cervical approach is an effective
technique for large substernal goiters.
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V 13. ROBOTIC ASSISTED LUNG CARCINOID TUMOR RESECTION WITH
BRONCHOPLASTY
JS Tingen, S Ben-Or, W Bolton
Presenter: Joseph Tingen MD
Greenville Health System
Introduction: “Robotic assisted lung carcinoid tumor resection with bronchoplasty”
displays a minimally invasive option for proximal endobronchial tumor resection with
functional reconstruction. This video discusses a twenty-three year old male Hodgkins
lymphoma survivor who is status post chemo-radiation. He presented in follow up
with intermittent hemoptysis and workup revealed biopsy proven carcinoid tumor of
the left upper lobe bronchus. He was taken for surgical resection. This video displays
the technique for a robotic assisted proximal pulmonary tumor resection that has both
anatomic and technically challenging aspects. Only recently are case series being
published on robotic assisted bronchoplasty as the traditional approach to these tumors
is via thoracotomy. There are limited reports of this technique being used for carcinoid
tumors.
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V 14. ROBOTIC VERTICAL BANDED GASTROPLASTY REVISION TO RETROCOLIC
GASTRIC BYPASS WITH HIATAL HERNIA REPAIR
AE Martin, D Stefanidis
Presenter: Anna Martin
Indiana University School of Medicine
Introduction: Gastric Bypass is an effective procedure for long-term weight loss. In this
video, we present a robotic revision of failed vertical banded gastroplasty to retrocolic
gastric bypass with hiatal hernia repair on a 58-year-old female. The patient was
morbidly obese with a BMI of 50 and associated comorbidities. She had undergone an
extensive and comprehensive pre-op evaluation and had been found to be an excellent
candidate for weight loss surgery. She had a prior VBG with significant weight regain
and had a hiatal hernia on pre-op EGD along with band erosion. For her operation 3
robotic arms and an additional 12 mm laparoscopic port were used. Lysis of adhesions
was extensive and took 2 hours due to her prior open surgery. A retrocolic 150 cm
Roux was created to minimize anastomotic tension. The gastric pouch was divided
using endoscopic guidance to avoid leaving devascularized tissue behind; the remnant
fundus was removed to make pouch creation easier. The hiatal hernia was repaired
posteriorly with a 0 Ethabond suture. The jejunojejunostomy, Peterson’s and mesocolic
defects were approximated with silk suture. A leak test using EGD was negative. The
procedure lasted 5 hours. There were no intraoperative complications, and the patient
was discharged home on POD #1. On 3 months follow up, the patient’s energy levels
had returned to normal, and she had lost 40 pounds from her baseline. Enhanced 3D
visualization, platform stability, and improved precision make the use of robotic surgery
for complex foregut and bariatric procedures appealing.
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V 15. ROBOTIC LEFT HEMICOLECTOMY WITH TRANS RECTAL SPECIMEN
EXTRACTION: A VIDEO SUBMISSION
CM Merritt, KA Climaco, AS Walker
Presenter: Clay Merritt DO
William Beaumont Army Medical Center
Introduction: Trans Rectal Specimen Extraction (TRSE) is an example of Natural
Orifice Specimen Extraction (NOSE). Laparoscopic partial colectomy with TRSE is
regularly described in the literature, whereas, descriptions of a robotic technique are
nearly absent. We present a video showing our technique for TRSE after robotic left
hemicolectomy and discuss the possible role of TRSE in robotic colorectal surgery.
Methods: A 46 year old female with a 3 cm non resectable, descending colon,
tubulovillous adenoma was consented for robotic left hemicolectomy. We use the da
Vinci Xi® platform (Intuitive Surgical, Sunnyvale, CA, USA). Four ports are placed,
medial to lateral left colonic dissection with splenic flexure mobilization is performed
and the colon is stapled and divided at the proximal margin. The distal margin is divided
sharply and an Endoloop® ligature (Ethicon, Somerville, NJ, USA) is used to close the
specimen side. The anvil is passed through the rectum, placed into the proximal colon,
and secured using an Endoloop. A colonoscope is used for TRSE. An intracorporeal EEA
stapled colorectal anastomosis is performed. Colonic blood supply is evaluated using
FireFly™. An insufflation leak test is performed.
Results: We successfully performed a TRSE of the descending colon using the robotic
platform. Pathology showed a benign 3 cm tubulovillous adenoma. No post-operative
complications occurred. The patient was discharged home on postoperative day 2.
Conclusion: We have shown a feasible technique for TRSE after robotic left
hemicolectomy. Current TRSE data is heterogeneous and does not include patients
treated with the robotic approach. We believe this technique will be useful in those
patients who are morbidly obese by removing the need to place the anvil and extract
the specimen through a very thick abdominal wall. This technique may also decrease
port site hernia rates as there is no need to extend any robotic port incision for
specimen extraction. Current data supporting TRSE for malignant lesions is limited,
therefore; we recommend TRSE for presumed benign lesions. This technique should be
in any surgeons’ armamentarium who performs left sided colon resections.
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V 16. UMBILICAL FLAP CLOSURE OF GASTROSCHISIS, DRESSING CHANGES
AND RESULTS
J Zequeira, K Ruiz, K Echeverria
Presenter: Karla Ruiz MD
University of Puerto Rico
Introduction: Gastroschisis is a well-known disorder for which treatment has passed
through many phases. There continues to be much diversity with regards to the
ways pediatric surgeons treat patients with gastroschisis. We present one of our first
umbilical flap closures of a gastroschisis defect. We have progressed to perform this
closure in a suture-less fashion.
Methods: The eviscerated bowel/organs are either reduced into the peritoneal cavity
within 6 hours of birth or serially with the help of a spring-loaded silo. The umbilical
flap was then sutured to the patient’s skin around the abdominal wall defect. The flap
was in turn covered with a petrolatum impregnated gauze and a hydrocellular dressing
which had the dressing change instructions written on it. The dressing was not changed
for the first 5 days post-surgery. Then, it was changed every 3 days, removed in a left to
right direction, the area cleaned with sterile saline and covered in the same manner.
Results: The patient was discharged about one month post initial intervention. After
one year follow up the patient’s umbilicus is in the midline and there is a small umbilical
hernia associated to it that we expect might resolve on its own prior to five years of age.
Conclusion: Umbilical flap repair of gastroschisis associated abdominal wall defect can
be safely performed at the bedside without the need of a general anesthetic and with
acceptable cosmetic results.
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Q 1. RESUSCITATIVE ENDOVASCULAR BALLOON OCCLUSION OF THE AORTA
WITH CONCOMITANT BLUNT THORACIC AORTIC INJURY
K Treto, JA Ibrahim, CP Smith
Presenter: Kevin Treto MD
Orlando Regional Medical Center
KIOSK #6
Introduction: Resuscitative Endovascular Balloon Occlusion of the Aorta (REBOA)
is a catheter-mounted balloon used for partial or total occlusion of the aorta for
hemorrhage control. Some of the contraindications for REBOA are known cardiac,
aortic arch, thoracic aorta, and arterial pulmonary or neck injuries.1 An increase in
afterload with aortic occlusion could exacerbate these injuries. However, an argument
could be made for partial REBOA (pREBOA) occlusion, where the balloon volume is
titrated against the patient’s blood pressure in the setting of an aortic injury. This would
re-establish adequate cardiac and cerebral perfusion while maintaining permissive
hypotension, there-by preventing further thoracic aortic injury. A 17-year-old male
was an unrestrained passenger involved in a high-speed motor vehicle collision. He
presented hypotensive with an initial blood pressure of 46/27 mmHg and a Glasgow
Coma Scale (GCS) of 3. The patient was intubated, massive transfusion protocol
and norepinephrine vasopressor therapy were initiated, and a REBOA was placed via
the left common femoral artery. The balloon was partially inflated with 8cc and the
patient’s blood pressure improved to 91/45 mmHg. The patient was taken emergently
to the operating room for exploratory laparotomy, and a Grade III splenic injury was
identified as his major source of hemorrhage. A splenectomy was performed and the
REBOA balloon was then deflated. His trauma work-up was completed with computed
tomography scans that revealed a Grade III BTAI distal to the left subclavian artery. The
patient returned to the operating room that evening for a Thoracic Endovascular Aortic
Repair. His other injuries included a right subtrochanteric femur fracture and pelvic
fracture, pulmonary contusions and a liver laceration. He required surgical intervention
for his orthopedic injuries and was taken back to the operating room for colo-colonic
anastomosis and closure of his abdomen following his damage control laparotomy.
The patient made a full recovery and was discharged to a rehabilitation facility. This
theoretical contraindication is based on the principal that increasing the afterload with
aortic occlusion could exacerbate the aortic injury, potentially leading to aortic rupture.
However, if the REBOA balloon is carefully inflated and titrated to the patient’s blood
pressure, this results in only partial aortic occlusion, allowing for re-establishment of
cardiac and cerebral perfusion while maintaining permissive hypotension to prevent
further aortic injury or rupture. The recommendation for management of BTAI is
to maintain the mean arterial pressure (MAP), less than 80mmHg.2 In the case of
our patient, he was in hemorrhagic shock
and potentially near cardiac arrest. His
intervention at that point would have been
a resuscitative thoracotomy with cardiac
massage. This maneuver carries high
morbidity and mortality, with no control in the
degree of aortic occlusion for blood pressure
titration. With partial aortic occlusion, we
were able to maintain his MAP at 86mmHg
or less, while the REBOA was inflated. As
demonstrated, partial aortic occlusion with
REBOA (pREBOA) can be executed with strict
blood pressure titration in unstable patients
with life-threatening hemorrhage and a
concomitant BTAI.
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Q 2. DOES NEOADJUVANT CHEMOTHERAPY FOR BREAST CANCER AFFECT
LYMPH NODE HARVEST RATES?
RL White, PP Palmer, D Sarma, SJ Trufan
Presenter: Deba Sarma MD
Atrium Health
KIOSK #1
Introduction: Neoadjuvant chemotherapy for patients with breast cancer has become
routine particularly in triple negative, HER2/neu positive, or node positive disease.
Some authors report that patients receiving neoadjuvant chemotherapy have fewer
lymph nodes harvested during dissection and more dissections with < 10 nodes
harvested compared to patients who have not received prior chemotherapy. We sought
to determine if there was a difference in the number of nodes resected with axillary
node dissection and the number of dissections with < 10 nodes in patients who received
neoadjuvant chemotherapy prior to their dissection when compared to patients who
had not received prior chemotherapy.
Methods: We performed a retrospective review of 115 patients diagnosed with breast
cancer who underwent an axillary lymph node dissection in a multisite cancer program
(Levine Cancer Institute) between July 1, 2015 through December 31, 2017. The breast
cancer surgery program at the Institute consists of 17 surgeons performing operations
at 9 facilities. Data including demographics, diagnosis, surgeon, procedure, neoadjuvant
therapy, and number of lymph nodes were collected from our existing cancer registry
and in-depth chart reviews. Surgeon-specific performance on 22 metrics were
reviewed, including outcomes related to quality, procedure, and surveillance. The data
were analyzed by using SAS version 9.4 (SAS Institute Inc., Cary, NC, USA).
Results: 115 underwent dissection: 39 received neoadjuvant chemotherapy. 76
underwent surgery as their first therapeutic intervention. Mean number of nodes
resected was similar for both groups; 14.7 +/– 6.4 for patients with no prior
chemotherapy vs 14.4 +/– 6.7 for patients after neoadjuvant chemotherapy (T = 0.20,
P = 0.84). The range of nodes harvested was similar for both groups; 5 -38 nodes for
no prior chemotherapy vs 5- 33 nodes for neoadjuvant chemotherapy. For patients
who underwent surgery as their first intervention, 14% had < 10 nodes harvested. For
patients who received neoadjuvant chemotherapy, 23% had <10 nodes harvested.
Although there was a higher number of patients with <10 nodes dissected in the
neoadjuvant chemotherapy group, this finding was not statistically significant by chisquare testing (x2 = 1.3, P = 0.23). There were no statistically significant changes in
frequencies over time by regression (P = 0.71). (Figure 1).
Conclusion: Patients who received neoadjuvant chemotherapy showed no statistically
significant difference in the number of lymph nodes harvested during axillary dissection
compared to patients who had not received prior chemotherapy. Our data supports the
notion that neoadjuvant chemotherapy does not reduce the node harvest at the time of
axillary dissection.
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Q 3. VOLUMETRIC ASSESSMENT OF PARTIAL MASTECTOMY USING
MARGINPROBE IN VARYING BREAST DENSITY
E Weiss, J Krupp, M Karadsheh, L Jablon, K Friend
Presenter: Eric Weiss MD
Albert Einstein Medical Center
KIOSK #1
Introduction: Breast conservation therapy is a commonly utilized form of treatment for
early breast cancer. Finding a balance between resecting the cancer while minimizing
extraneous excision of tissue can be difficult. Intraoperative frozen section analysis of
margin is time consuming. Recent literature suggests MarginProbe (Dune Medical)
may help reduce re-excisions while maintaining low volume resections. Our prior
data suggested that increased breast density may lead to a higher false positive rate,
potentially leading to removal of excessive breast tissue. The purpose of this study was
to assess whether breast density influences the volume of tissues resected following
lumpectomy with MarginProbe.
Methods: A retrospective review of patients undergoing partial mastectomy
from January 2016 to July 2017 with use of MarginProbe was performed. Charts
were reviewed to obtain radiographic, intraoperative, and pathologic information.
Intraoperatively, six-sided assessment of all partial mastectomy specimens for invasive
carcinoma or carcinoma in-situ was performed with MarginProbe. When encountered,
positive margins were excised. Volumes were estimated by treating specimen as
geometric bodies, i.e. length x width x height. Absolute and excess tissue volumes were
calculated from pathology reports. The primary outcome of this study is total excess
volume resected in dense breast tissue (DB) compared to non-dense breast tissue
(NDB).
Results: Forty-eight patients were included in the study. Twelve patients were
characterized as having DB on diagnostic mammogram according to the attending
radiologist. The overall rate of repeat surgery was 20.8% (8 patients had a repeat
lumpectomy and 2 had a mastectomy). Repeat surgery rates in DB was 50% compared
to 11% in NDB (RR 4.5, 95% CI 1.52-13.3; p<0.01). The average mass in DB was 7.8cm3
and 3.5cm3 in NDB (p=0.11). The average excess volume resected on initial operation
was 84.1cm3 in DB and 72.25cm3 (p=0.43) Total excess mass resected including
repeat partial mastectomies was 100.5cm3 vs 74.6cm3 (p=0.15). Sixty-six percent of
DB patients had at least one false negative margin and 100% had a false positive. By
comparison, 19.4% in the NDB group had a false negative (RR 3.43, 95% CI 1.58-7.45;
p<0.01) and 86.1 in the NDB group had a false positive (RR 1.16, 95% CI 1.02-1.32;
p=0.03).
Conclusion: Our previously performed study demonstrated that while use of
MarginProbe effectively reduces the rate of re-excisions, there was a higher rate of false
positive when used in dense breast tissue. Despite the higher rate of false positives in
DB and thus the need to take additional tissue, in our current study the total volume
resected at initial operation did not significantly differ between groups. Due to the
higher rate of false negatives in dense breast, repeat lumpectomies were increased
in DB. However, in comparing the volumes resected between groups including all
operations, the difference is still not significant. While MarginProbe had higher false
positive rates in DB compared to NBD, its use did not increase the excess tissue
removed but a larger study is needed.
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Q 4. TREATMENT AND OUTCOMES OF WOMEN WITH LARGE LOCALLY
ADVANCED BREAST CANCER
J Ruffo, A Chiba, M Howard-McNatt
Presenter: Julia Ruffo BA
Wake Forest Baptist Medical Center
KIOSK #1
Introduction: Advances in breast cancer research have made breast cancer a treatable
disease. However, there is a population of women who present with large, advanced,
or sometimes neglected breast cancers who can prove difficult to treat. These women
often require multiple modality treatment including chemotherapy, surgery, and
radiation. The purpose of our study is to examine the treatment and outcomes on
women with large, locally advanced breast cancers.
Methods: We identified eight individuals who presented with locally advanced breast
cancers requiring extensive treatment. Patients with inflammatory or metastatic cancer
at the time of presentation were excluded. These patients’ charts were reviewed and
analyzed. Patient demographics, hormone receptor status, stage, types of treatment,
presence of metastasis, survival, and presence of barriers for seeking treatment sooner
were identified.
Results: The median age at presentation was 65 years old. The patients were equally
African-American and Caucasian. All patients presented with T4 or Stage 3 tumors
involving the skin and/or pectoralis muscle. Half of the patients were found to have
triple negative (ER,PR, Her2-neu negative) tumors. 87% of the patients received
chemotherapy; one refused. All 8 patients, either neoadjuvantly or adjuvently,
underwent a modified radical or radical mastectomy. Skin-graft or flap coverage was
necessary in half of the patients. Post-mastectomy radiation was received in 87% of
the patients; one patient refused treatment. Half of the patients developed metastatic
disease. 37% of the patients have since died with a median survival of 44 months.
Reasons for delay in seeking care were monetary or social barriers. Many of the
patients finally sought care via the emergency room due to symptoms they could no
longer ignore.
Conclusion: Women who present with locally advanced breast cancer require complex
multidisciplinary treatment consisting of chemotherapy, surgery, and radiation
treatments. Many of these patients faced economic and social challenges to accessing
care. Better access to care and more prompt connection to breast surgeons is required
to assist this patient population.
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Q 5. GASTRIC OUTLET OBSTRUCTION AS AN UNUSUAL PRESENTATION FOR
METASTATIC LOBULAR BREAST CANCER: A CASE REPORT AND LITERATURE
REVIEW
E Elliott, AA Smith, M Moe, A Stolier, P Daroca, A Sholl, A Souers, H Swerdloff, J Duchesne,
JB Hamner
Presenter: Erika Elliott BS
Tulane University School of Medicine
KIOSK #1
Introduction: Introduction: Gastric outlet obstruction (GOO) is a common clinical
presentation in adults that can be caused by malignancy, peptic ulcer disease, and
foreign bodies. Malignancy is the most common cause of GOO, accounting for over
50% of cases. Distal gastric cancer is the most common malignant etiology. Less
frequent malignant causes include gastric lymphoma, pancreatic cancer, and primary
or metastatic duodenal malignancy. In this case report, we describe a patient who
presented with GOO caused by duodenal metastasis from breast cancer. Case
Presentation: A 79 year old woman presented to the ER with nausea, vomiting, and
significant weight loss. Her symptoms included early satiety, acid reflux, and abdominal
pain for the past six months. A CT scan of the abdomen which showed a large soft
tissue mass near the duodenum causing GOO. She was treated with conservative
management. For further work up, she underwent ERCP which showed an infiltrating
mass obstructing both papillae of the duodenum. Biopsies of the duodenal mass
demonstrated poorly differentiated signet ring adenocarcinoma. As part of the staging
workup for suspected duodenal adenocarcinoma, the patient underwent chest CT
which showed a mass in her left breast. On physical exam, she had a hard, fixed left
breast mass with no palpable lymph nodes. Further questioning revealed that the
patient never had a screening mammogram and she had a sister with breast cancer.
She underwent ultrasound guided breast biopsy that showed poorly differentiated
invasive lobular carcinoma with occasional signet cells. Immunohistochemistry stains
of the breast mass and duodenal mass were positive for CAM 5.2, CK 7, and reactive
for GCDFP-15, GATA-3, ER and PR, negative for E-cadherin, CK 20, and CDX-2. The
similarity of molecular features led to the conclusion that the duodenal mass was in fact
metastatic invasive lobular carcinoma. Discussion: Lobular breast cancer is the most
common histologic type of breast cancer causing intra-abdominal metastases. In our
case report, a primary GI malignancy was initially suspected in this patient presenting
with a soft tissue mass causing GOO. Given the unusual cause of this presentation, it
is imperative to always perform a detailed family history, screening for risk factors, and
a thorough physical exam. Conclusion: This case report is one of the few documented
cases in the literature of duodenal metastasis from breast cancer. Despite the rarity
of breast cancer metastasis to the GI tract, the etiology should be on the differential
diagnosis of GOO, especially in a patient with a positive family history of breast cancer
and no screening mammography. A more detailed family and screening history, and
a more thorough physical exam and immunohistochemistry of the original pathology
specimen would have lead clinicians to this rare etiology of GOO earlier in the hospital
course. This case report underscores the importance of a thorough physical exam,
pathologic evaluation of any mass causing an obstruction, and the need to consider
extra-abdominal pathology in a female at high risk for breast cancer.
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Q 6. INTRAMUSCULAR CAVERNOUS HEMANGIOMA OF THE BREAST
M Dugan, M Crandall, H Letter, B Jasra
Presenter: Michelle Dugan BS
University of Florida College of Medicine, Jacksonville
KIOSK #1
Introduction: Breast hemangiomas represent only 0.4% of all breast tumors (1).
These vascular tumors are generally found in the breast tissue but can also arise from
the chest wall, as an intramuscular hemangioma. Most hemangiomas of the breast
are small and asymptomatic. Their pathology is benign and they carry an excellent
prognosis. Asymptomatic hemangiomas can be closely observed or removed with
surgical excision. Symptomatic masses with a high rate of growth are concerning for a
malignancy such as angiosarcoma, which has a very poor prognosis (3).
METHODS: We present the second reported case of intramuscular cavernous
hemangioma of the breast.
RESULTS: A 54-year-old female presented with a painless palpable left breast mass,
increasing in size over the past year. Diagnostic mammogram showed no abnormalities.
Left breast ultrasound demonstrated a solid 1.7cm mass. Ultrasound-guided core
needle biopsy showed no malignant atypia, although the specimen contained only a
minute fragment of tissue. The lesion was considered suspicious (BI-RADS category
4) and a wing clip was placed. During excisional lumpectomy, the clip was found within
the musculature rather than the initially excised breast tissue. Pathology revealed
intramuscular cavernous hemangioma (Figure 1). Challenges with preoperative
diagnosis included non-specific findings on imaging and discordant biopsy results.
Furthermore, the mass was believed to be within the breast tissue but found in the
chest wall musculature. Preoperative imaging with CT or MRI could have facilitated
a more complete view including the chest wall. In our patient with discordant biopsy
results, complete resection was indicated to rule out angiosarcoma.
CONCLUSION: Although intramuscular cavernous hemangioma is rare, it is important
to include in the differential diagnosis of a patient with a palpable breast mass
despite non-specific mammography or ultrasound findings. Preoperative diagnosis is
immensely challenging with currently used modalities and more research is needed to
establish reliable diagnostic methods. Some believe benign vascular lesions without
atypia on biopsy do not require excision, while others believe that biopsy specimens
of breast hemangiomas are inadequate samples of tissue to rule out malignant
angiosarcoma1. We believe that complete surgical excision is critical in cases with
discordant biopsy results to rule out malignant angiosarcoma and ensure adequate
treatment.
References 1.Aydin, Oguz Ugur, et al. Cavernous Hemangioma in the Breast. Journal of
Breast Health, 2015, 11(4):199–201. doi:10.5152/tjbh.2015.2421. 2.Griffo, S., Stassano,
P., Luca, G. D., Tommaso, L. D., Monaco, M., & Spiezia, S. Intramuscular hemangioma of
the chest wall: An unusual tumor. The Journal of Thoracic and Cardiovascular Surgery.
2007, 134(5):1368-1369. doi:10.1016/j.jtcvs.2007.07.017. 3.“Hemangioma of Breast.”
DoveMed, www.dovemed.com/diseases-conditions/hemangioma-breast/. 4.Perugini
et al. Cavernous Hemangioma of the Pectoralis Muscle Mimicking a Breast Tumor.
American Journal of Roentgenology. 1994, 162:1321-1322.
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Q 7. AN UNEXPECTED PRESENTATION OF MALE BREAST CANCER IN ECTOPIC
BREAST TISSUE
TA Martin, IL Israel, MM Fillion
Presenter: Tasha Martin MD
New Hanover Regional Medical Center
KIOSK #1
Introduction: Embryonic breast tissue develops at the 6th week of gestation from
bilateral ectodermal tissue ridges along the ventral surface of the body extending from
anterior axilla to medial groin. Ectopic breast tissue may occur anywhere along the
embryonic “milk line” due to failure of the involution of bilateral mammary ridges from
the axilla to the groin. Male breast cancer is a rare entity and only compromises 1%
of all diagnosed breast cancers in the United States. Carcinoma arising from ectopic
breast tissue is extremely rare, estimated at incidence of 0.3% of all breast cancer
diagnosis.
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Q 8. WORK-UP AND MANAGEMENT OF BENIGN MESENCHYMAL LESIONS
OF THE BREAST
CJ Freeman, M Howard-McNatt
Presenter: Jordan Freeman MS
Wake Forest Baptist Medical Center
KIOSK #1
Introduction: Myofibroblastoma is a benign mesenchymal tumor characterized
by spindle fiber cells of the mammary stroma with myofibroblastic features.
Adenomyoepithelioma of the breast is a rare breast tumor characterized by
differentiation into luminal cells and myoepithelial cells. Although both tumor types are
typically benign neoplasm, Mesenchymal lesions of the breast comprise a spectrum
of lesions. We present two cases of benign mammary myofibroblastoma in a 44-yearold woman, and benign adenomyoepithelioma in an 86-year-old woman highlighting
clinical, imaging, and pathological features of the disease processes. The tumors were
successfully identified and managed at our institution. The purpose of the study is to
review the imaging findings clinical presentations, and treatment of these mesenchymal
breast lesions.
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Q 9. PAGET’S DISEASE OF THE BREAST
DR Mendoza, PT Ramsay
Presenter: Delquis Mendoza MD
Atlanta Medical Center
KIOSK #1
Introduction: Paget’s disease of the breast (PDB) accounts for 1-3% of new cases of
female breast cancer in the United States. Although rare, up to 80 – 85% of cases of
PDB have an underlying breast cancer and often without associated breast mass or
mammographic abnormality. DCIS is found more often in the absence of a palpable
mass or mammographic abnormality. Diagnosis can be established with scrape
cytology, but it is more accurately established with full-thickness wedge or punch
biopsy. The histologic hallmark of PDB is the presence of malignant, intraepithelial
adenocarcinoma cells (Paget Cells) found single or in groups within the epidermis of
the nipple. Paget disease of breast can be distinguished from melanoma of the nipple
areolar complex by positive immunohistochemistry stain for CEA and negative for
S-100 protein. Bilateral mammography is mandatory to identify an associated mass
and to exclude synchronous cancers or widespread calcifications. In some cases,
mammographic abnormalities can be found distant to the nipple areolar complex.
Breast MRI may be helpful to identify malignancies in patients with dense breast tissue
and negative mammography or ultrasound. Total mastectomy has been standard
treatment for PDB, but the widespread use of breast conserving therapy has seen
an increase in its use on this disease entity. We present a case of a 39-year-old
African American female who was evaluated in our clinic with the chief complaint of
intermittent right breast pain of one-year duration. The pain was associated with nipple
irritation, crusting, and bleeding. On physical exam, patient was noted to have nipple
ulceration, without underlying palpable mass or palpable axillary lymphadenopathy.
A punch biopsy of the skin was performed in the clinic, which showed PDB. Breast
imaging revealed ductal dilation with debris concerning for DCIS extending from the
nipple. The patient was taken to the operating room for a total mastectomy and sentinel
lymph node biopsy with immediate reconstruction. The final pathology was consistent
with Paget’s disease and underlying DCIS with comedo necrosis, ER+ and PR+. The
sentinel lymph node was negative. The patient was placed on hormonal therapy
postoperatively.
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Q 10. ACRAL LETIGINOUS MELANOMA IN MISSISSIPPI: AN ISSUE OF DISPARITY
TB Shaw, WO Christopher, AG Ray, RT Brodell, R Jefferson, NT Sheehan, K Wilkinson,
AH Seawright, JJ Wynn, CD Anderson, TM Earl, WS Orr
Presenter: Taylor Shaw DO
University of Mississippi Medical Center
KIOSK #2
Introduction: There are 500 incident cases of melanoma and 70 deaths per year in
our state. In the South, acral letiginous melanoma (ALM) is seen amongst African
Americans (AA) and commonly occurs on the hands, feet, and subungually. Overall,
comparisons between Caucasian Americans (CA) and African Americans with ALM are
limited in the literature.
Methods: We performed a retrospective analysis of all patients with Acral Lentiginous
melanoma treated at our institution from August 2015 to September 2018. Comparison
group were Caucasian and African American patients treated with acral lentiginous
melanoma within the study period.
Results: A total of 11 patients with ALM were identified over 3 years. Overall, 54.5% of
the patients were African American (AA). The mean age at diagnosis was 47.3 years
for AA and 74.6 years for CA (p= 0.002). Although statistically not significant AA had
a mean depth of invasion of 12.23 millimeters (mm) versus 2.34 mm for CA (p= 0.134).
The number of surgical interventions was 4.3 for AA and 1.6 for CA (p = 0.012). The
number of inpatient hospital admissions due to melanoma diagnosis was 4.5 for AA
and 1.4 for CA (p=0.016). The number of hospital days (HD) was 14.5 days for AA and
was 2.0 days for CA (p = 0.029). AA patients were also more likely to have metastases,
67% versus 0% of CA (p=0.022) and were more likely to receive additional systemic
therapy, 83% versus 0% of CA (p=0.006).
Conclusion: At our institution, AAs with AL melanoma present at a younger age with
more advanced stage disease. They are more likely to develop metastatic disease and
require systemic therapy. Increased public and healthcare provider education for the
atypical clinical presentation of AL melanoma is needed to increase disease awareness,
expedite earlier detection and facilitate treatment.
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Q 11. UTILIZATION OF INDOCYANINE FLUORESCENCE IN ESOPHAGEAL CANCER
SURGERY: A SYSTEMATIC REVIEW AND META-ANALYSIS
K Kichler, E Williams, P Zajac, L de la Cruz, S Scurci, S Kaza
Presenter: Eva Williams MS
University of Miami
KIOSK #2
Introduction: Esophagectomy with gastric tube reconstruction is a surgical intervention
that can be employed to treat esophageal cancer in eligible patients. Anastomotic
leakage is an independent risk factor for post-operative mortality. Poor perfusion in
the reconstructed conduit can predispose to anastomotic leakage and subsequent
morbidity (Kazuo, 2016). It is important to verify adequate perfusion in newly
constructed gastric tubes. Fluorescent imaging using indocyanine green (ICG) dye
can be employed to verify perfusion and reduce the likelihood of anastomotic leakage
in esophagectomy patients. In this study we assessed the role of ICG dye in perfusion
assessment for patients undergoing esophagectomy.
Methods: A systematic literature review was performed using peer-reviewed journal
articles in PubMed that evaluated the use of ICG dye for assessing perfusion in gastric
tube reconstruction after esophagectomy. The studies that were used in the literature
review reported on the type of reconstruction, adjuvant therapies that patients
received, adequacy of perfusion, change in operative techniques in the case of poor
perfusion, and subsequent anastomotic leakages.
Results: Twenty-two studies were included in the systematic review. Sufficient data
for meta-analysis was found in twenty-one studies with 1076 patients. There were 206
(18.2%) leaks reported. The pooled sensitivity for detecting leaks was 0.32 and the
pooled specificity was 0.85 (95% CI 0.84 to 0.99). The pooled sensitivity for detecting
adequate perfusion was 0.60 and the pooled specificity was 0.69. Thirteen studies had
sufficient data for calculating odds ratio. Detection of leaks was higher with the use of
ICG than without it; the pooled diagnostic odds ratio (DOR) was 0.09 (95% CI 0.04
to 0.21, I 2 = 56.5% P = 0.006) and the summary receiver operating characteristic
(ROC) area under the curve (AUC) was 0.89 (95% CI 0.688 to 0.986). The pooled
diagnostic odds ratio for detecting adequate perfusion was 1.89 (P > 0.05). There was
no statistical or funnel plot publication bias statistically (Egger’s p = 0.16).
Conclusion: This study is the largest systematic review of the literature describing the
impact of ICG dye on the assessment of vascular perfusion and anastomotic leakage
in esophagectomy patients. Fluorescence angiography with indocyanine green is a
feasible and useful test to evaluate anastomotic perfusion after esophagectomy. In
this meta-analysis we observed it is a useful test to predict and potentially prevent
post-operative anastomotic leaks after esophagectomy. Further studies including
randomized-controlled trials will help determine if a decreased leak rate can be
extrapolated to an increase in patient survival.
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Q 12. RUPTURED ADRENAL CORTICAL CARCINOMA AS INITIAL PRESENTATION
OF LYNCH SYNDROME
KA Brister, KT Carter, SD Richardson, JJ Wynn, TM Earl, RD Hamilton, CD Anderson, WS Orr
Presenter: Kelly Brister MD
University of Mississippi Medical Center
KIOSK #2
Introduction: Lynch syndrome (hereditary non-polyposis colorectal cancer) is an
autosomal dominant genetic condition that predisposes to various malignancies. It
usually presents as colorectal cancer, however, extracolonic lesions can manifest.
Adrenal cortical carcinoma (ACC), a rare diagnosis in and of itself with an annual
incidence of 1-2 cases per million people, is thought to be a Lynch syndrome associated
tumor in only 3.2% of cases. The MSH2 mismatch repair gene mutation is thought
to be the link between ACC and Lynch syndrome. We present a case report of a 31
year-old female who was diagnosed with Lynch syndrome after she was found to have
a ruptured adrenal cortical carcinoma (ACC). A 31-year-old Caucasian female with a
history of chronic autoimmune urticaria and a significant familial cancer history initially
presented in December of 2016 with severe left flank pain and was found to a 7.4 x 6.6 x
4 cm left adrenal mass with active contrast extravasation (Figure 1a,b). She underwent
successful coil embolization by Interventional Radiology (IR) and was referred to
Surgical Oncology and Endocrinology. Her workup showed no biochemical evidence of
pheochromocytoma or mineralocorticoid secreting tumor. However, there was evidence
of subclinical Cushing’s syndrome with a positive dexamethasone suppression test and
elevated 24-hour urinary cortisol and concern for adrenal cortical carcinoma. She was
started on hydrocortisone perioperatively. In January 2017, she underwent open en
bloc resection of her left retroperitoneal mass that included a left adrenalectomy, left
nephrectomy, splenectomy with distal pancreatectomy, partial diaphragm resection
and aortic lymph node dissection. Pathological examination confirmed an 8.0 cm
pathologic stage pT2 pN0 adrenal cortical carcinoma with negative margins. She had
an uneventful post-operative course and was able to be discharged home on postoperative day 7. After discharge, she was referred to a Medical Geneticist for further
workup and was found to be positive for mutation in the MSH2 gene confirming
a diagnosis of Lynch syndrome. She was initiated on Mitotane therapy and a PET
scan in March 2017 showed pulmonary metastasis. She was subsequently initiated
on chemotherapy. The case describes not only an unusual presentation of Lynch
syndrome with adrenal cortical carcinoma as the initial malignancy, but also a rare
presentation of adrenal cortical carcinoma with the initial symptoms of flank pain and
adrenal hemorrhage.
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Q 13. MANAGEMENT OF METASTATIC COLORECTAL CANCER TO THE LIVER AND
PERITONEAL CARCINOMATOSIS WITH A TWO STAGE SURGICAL APPROACH
WO Christopher, TM Earl, AH Seawright, JJ Wynn, CD Anderson, WS Orr
Presenter: Wade Christopher MD
University of Mississippi Medical Center
KIOSK #2
Introduction: Many patients with colon cancer present with metastatic disease at the
time of initial presentation or develop metastases after initial therapy. The surgical
management of metastatic colon cancer to the liver or peritoneum has shown benefit
with resection of hepatic metastases as well as surgical management of peritoneal
carcinomatosis with cytoreductive surgery (CRS) and hyperthermic intraperitoneal
chemotherapy (HIPEC). Both treatment modalities have shown improvement in survival
although a combination approach with both has not been frequently described.
Methods: We describe the treatment and outcome of a patient with metastatic
colorectal cancer to the liver and peritoneal carcinomatosis with a two stage surgical
approach including partial hepatectomy and CRS and HIPEC.
Results: The patient is a 43 year old female with a history of left hemicolectomy for
colon adenocarcinoma with node negative disease at time of initial operation at an
outside institution. She was referred to our center one year later with locally recurrent
color cancer with metastases to the liver. She was then referred to oncology and
completed neoadjuvant chemotherapy with a positive response. She underwent
a partial hepatectomy and biopsy of peritoneal implants. She recovered from the
operation and then completed another six cycles of chemotherapy with no progression
of disease. She then underwent a CRS and HIPEC. Currently, the patient has no evidence
of recurrent disease.
Conclusion: This case report demonstrates the efficacy of treatment with a two
staged surgical approach to metastatic colorectal cancer to the liver and peritoneal
carcinomatosis. We advocate the continued used of this combination surgical
intervention to provide a survival benefit in selected patients with this disease
presentation.

262

QUICK SHOT ORAL ABSTRACTS

CONTINUED

Q 14. COLON CANCER METASTATIC TO THE AXILLARY LYMPH NODES;
AN UNUSUAL PRESENTATION OF A COMMON MALIGNANCY
JD Lindemann, RJ Johnson
Presenter: Jacob Lindemann
Aurora Medical Center Manitowoc County
KIOSK #2
Introduction: Generally, colon cancer will metastasize to the liver, abdominal lymph
nodes and lungs. Colon cancer metastatic to the axillary lymph nodes is exceedingly
rare. Only a handful of cases demonstrating this unexpected pattern of metastasis
have been reported. We report on a 37 year old male patient with this unusual clinical
presentation.
Case Report: Our patient is a 37 yo male with known opioid addiction who presented
to the emergency department with right sided chest pain. He attributed this to a recent
fall. He had no significant medical history other than narcotic addiction, and had an
80 pound weight loss over the previous six months. On clinical exam, he appeared
cachectic and chronically ill. The abdomen was scaphoid and there was a palpable mass
in the right abdomen. There was a large palpable fixed lymph node of the right axilla.
He was severely anemic with Hb of 6 (most recent prior Hb was two years prior and
was 12.5). CT was completed in the ED and demonstrated widely metastatic disease.
The patient had a circumferential colon thickening with retroperitoneal adenopathy,
and large necrotic masses in the mesentery. There was apparent osseous metastatic
disease to right ribs nine and twelve, as well as multiple vertebrae. Excisional biopsy
of the right axillary lymph node demonstrated moderate to poorly differentiated
adenocarcinoma of the colon. BRAF mutation was not detected. After discharge from
the hospital, he completed one round of Folfox/Bevicizumab and then was lost to follow
up, last seeing his oncologist three months after his diagnosis. He expired seven months
after his diagnosis.
Conclusion: There are only eight reported cases of pathologically confirmed colon
cancer metastatic to the axillary lymph nodes; six females and two males, age 59±15.6
years. Five of these cases involved widely metastatic disease. Our case is unique as it is
the only reported case of axillary lymph nodes metastasis negative for BRAF mutation.
The cases reported by Lypsyc et. al identify the BRAF mutation in three cases of
axillary nodal metastasis. Cases occurring prior to about 2008 are much less likely to
have been tested for the BRAF mutation. Final pathology for our patient did not detect
BRAF mutation. While treatment with Folfox and Bevacizumab is potentially effective,
our patient was noncompliant and only completed one round of chemotherapy. The
late presentation of the patient demonstrates the importance of clinical suspicion of
malignant disease, even in the young patient. As the only reported case of this kind
without BRAF mutation, this case suggests that all patients with colon cancer should be
monitored for unusual metastatic spread, not only those with BRAF mutation.
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Q 15. OCCULT RENAL CELL CARCINOMA PRESENTING AS A PALPABLE
SUPRACLAVICULAR VIRCHOW’S NODE
LD Perry, J Schwartz, G Slotman, O Ustwani, N Kulkarni
Presenter: Luke Perry DO
Inspira Health Network
KIOSK #2
Introduction: Occult papillary renal cell carcinoma (RCC) is a rare disease process
in which there is evidence of metastatic kidney cancer, but no primary kidney tumor
can be found on physical exam or imaging. The papillary subtype of RCC accounts for
10-15% of RCC’s. These lesions infrequently present as occult disease. A Virchow’s
node can be positive for multiple cancer types, most notably gastric cancer, but also
gallbladder, pancreas, kidneys, testicular, and prostate cancer. We describe a case of
occult papillary renal cell carcinoma diagnosed by biopsy of a Virchow’s node.
CASE REPORT: A 71-year-old male with past history of coronary artery bypass graft,
severe spinal stenosis, and tobacco use presented to the ER with acute altered mental
status and increasing back pain. Recently he had begun a work-up for possible lung
cancer metastatic to the spine. In the ER, the patient received CT scans of the head,
chest, abdomen and pelvis, showing diffuse cervical, supraclavicular, mediastinal, and
hilar lymphadenopathy bilaterally with a 1.2cm nodule in the lingula. An excisional
biopsy of the Virchow’s node was performed. Histopathologic analysis revealed
evidence of papillary renal cell carcinoma. A formal chart review of all prior imaging
obtained on the patient was performed and identified no evidence of a primary renal
mass. An outside review of the pathology agreed with the original findings. Surgical
and therapeutic options were discussed, and the decision was made to place him on
Nivolumab, Ipilimumab, with a bone modifying agent Denosumab. Nephrectomy was
not offered due to the inability to lateralize the side of the tumor. The patient’s acute
encephalopathy resolved, and he was discharged.
CONCLUSIONS: The management of RCC is challenging since the cancer has often
metastasized at the time of diagnosis. RCC can spread hematologically and via
lymphatics, to the lung, bone, liver and brain. Our patient’s presentation led to the
assumption that the reason for the lymphadenopathy was a primary lung cancer.
Histology, however, proved otherwise. CT with intravenous and oral contrast of the
abdomen and pelvis is the preferred study for RCC and did not identify a primary
renal mass in this case. An extensive literature review yielded one prior report where
asymptomatic papillary RCC was diagnosed by a Virchow node biopsy. This case
however, had an identifiable mass in the kidney allowing for a radical nephrectomy.
Currently, the recommendation is to perform a nephrectomy and resect all metastatic
lesions if feasible, followed by immunotherapy. One review published in 2014 reported a
36% increase in 5-year survival rate as compared with no metastasectomy for RCC. The
overall prognosis for our patient is poor with no identifiable primary source, and diffuse
spread of disease. Palliative immunotherapy was thus offered to the patient. Diffuse
lymphadenopathy is a rare presentation of metastatic RCC. If possible cytoreductive
surgery should be performed with adjuvant immunotherapy.
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Q 16. INFLAMMATORY BREAST CANCER AND A MISSED OPPORTUNITY
JL Gunn, SP Bowers, SA McLauglin
Presenter: Jinny Gunn MD
Mayo Clinic Florida
KIOSK #2
Introduction: Inflammatory breast cancer (IBC) is a rare, aggressive form of breast
cancer. The standard of care for these lesions is neo-adjuvant chemotherapy (NAC)
followed by mastectomy and level I-II axillary lymph node dissection (ALND). IBC is a
contraindication to sentinel node biopsy (SNB) as it is associated with dermal lymphatic
invasion[1]. Combined modality treatment has been shown to offer the longest diseasefree survival (DFS)[2], though 15-year DFS is still low at 28% [3].
Case Report: Herein we present the case of a 68 year-old female who presented to our
facility after undergoing treatment for IBC at an outside institution. The patient initially
presented in April of 2016, at which time she had erythema of the right breast, not
responsive to antibiotics. Imaging obtained showed a 9 cm mass, and needle-guided
biopsy demonstrated IBC, grade 2, ER/PR and HER2 negative. In the ipsilateral axilla
there were several clearly enlarged lymph nodes, one of which was biopsy-proven
metastasis. PET/CT showed no evidence of distant metastasis, and patient was started
on NAC. After completion, she proceeded with surgery in November of 2016. This
included a contralateral prophylactic mastectomy, mastectomy of the right breast
with targeted axillary surgery, and intraoperative consultation with radiation oncology.
The wire-localized, biopsy-proven metastatic nodes as well as 3 other random nodes
were resected. This was not a sentinel lymph node dissection, as no technetium or
lymphazurin blue dye was given, nor was this the standard of care which would have
been to perform level I-II axillary lymph node dissection. Final pathology within the
right axilla demonstrated 4 lymph nodes, 2 of which were involved by metastatic
adenocarcinoma. She also some focal extracapsular extension and she had a soft
tissue tumor deposit within the surrounding adipose tissue in the lymph nodes. In
addition, she had residual IBC and some areas suspicious for dermal lymphatic invasion.
After evaluation at our institution, she underwent a completion axillary lymph node
dissection. Final pathology demonstrated 25 lymph nodes in level I-II all positive for
metastatic carcinoma, and 6/7 level III nodes also positive for metastasis. Although
IBC is rare, representing only 1-6% of invasive breast cancers, it is very aggressive and
portends a poor prognosis [4, 5]. This case highlights the importance of standard of
care when it comes to this aggressive disease.
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Q 17. A RARE CASE OF MALIGNANT PERI-AORTIC PARAGANGLIOMA & REVIEW
OF THE LITERATURE
LC Bridges, CE Fancher, AM Conforti
Presenter: Crystal Fancher MD
Medical Center of Central Georgia- Navicent Health
KIOSK #2
Introduction: A paraganglioma is a neuroendocrine tumor that arises from the
neural crest cells. On pathology they often resemble pheochromocytoma. The
overall incidence of paraganglioma is unknown, the combined annual incidence of
paraganglioma and pheochromocytoma is 0.8/100,000 in the United States. In
2002 the incidence of malignant paraganglioma was estimated at 0.02/100,000.
Here we present the case of a 46-year-old male who presented to the ER complaining
of nausea, vomiting, left lower quadrant pain, headaches and hypertension that
initially was refractory to medications. Subsequent work up revealed a 3.3 x 3.0-cm
retroperitoneal, periaortic mass on CT of the abdomen/pelvis that was hypermetabolic
on PET scan, as well as elevated 24-hour urine metanephrines. CT guided biopsy
confirmed paraganglioma. The patient was treated preoperatively with alpha then
beta blockade and ultimately taken to the operating room for retroperitoneal mass
excision. The surgery was performed open with takedown of the left colon along the
white line of Toldt and medial visceral rotation to expose the retroperitoneum. The
tumor was carefully dissected out. It was adhered to, but not invading, the aorta and
easily separated. The mass was removed whole along with some adjacent lymph nodes.
Final pathology noted 1 out of 5 lymph nodes positive for malignant paraganglioma.
Malignancy, while rare, is important to define preoperatively, when possible, as
intraoperative manipulation can precipitate hypertensive crisis and death. There is
much research yet to be done before the survival statistics and the best treatment
modalities for malignant paraganglioma are identified. The two primary goals in
outcomes for malignant paraganglioma are disease control and control of symptoms
related to excess catecholamines. Currently, the recommended treatment is surgical
resection or debulking at minimum. Three additional treatment options exist for
unresectable tumors. Adjuvant chemotherapy using cyclophosphamide, vincristine,
and dacarbazine has shown the most benefit, with 37% tumor burden reduction and
40% having resolution of catecholamine symptoms. External beam radiation is showing
promise for slowing progression of surgically unresectable disease with 81% of patients
showing radiographic local control and 94% being symptom free at 5-year follow up.
Lastly, for extensive metastatic disease, long term radionuclide 131-I MIBG therapy may
be useful in stabilizing progression of disease in approximately 72% of patients. This
is primarily being used as a palliative measure. This remains a rarely reported tumor
in the literature and we hope to bring to light our experience and review the different
treatment modalities of an uncommonly seen malignancy.
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Q 18. A ROAD LESS TRAVELED: SMALL BOWEL ADENOCARCINOMA IN
JEJUNOSIGMOID BYPASS
WG Andrews, BG Dalton
Presenter: Weston Andrews MD, MS
University of Florida College of Medicine, Jacksonville
KIOSK #2
Introduction: An 84-year-old female with a past medical history of atrial fibrillation
(s/p ablation), non-ischemic cardiomyopathy/congestive heart failure (EF: 35-45%),
mechanical atrial valve replacement (on coumadin), pulmonary hypertension, GERD,
and a weight loss operation presented to the ED with bright red blood per rectum.
According to the patient and her medical records she had previously undergone
a jejunoileal bypass in the 1970s. Colonoscopy was performed by the GI service.
She was found to have a polyp in an area presumed to be the transverse colon. The
polyp was partially resected and the area was tattooed. During the colonoscopy the
colon was noted to be tortuous and the cecum was unable to be reached. Pathology
demonstrated adenocarcinoma. Surgical oncology was then consulted for a partial
colectomy. After risk assessment and optimization, in cooperation with cardiology and
pulmonology services, a laparoscopic possible open partial colectomy was planned.
Lysis of adhesions was performed laparoscopically and the entire colon mobilized
and examined, but no colonic tattoo was located. During examination of the colon
it was found that an area of bowel appearing to be small bowel was anastomosed
to the sigmoid colon. This area of small bowel seemed chronically dilated while the
colon and the remainder of the small bowel were of normal caliber. The tattoo was
thought to be in this portion of small bowel. Due to the unexpected findings and
unusual anatomy conversion to an open procedure was performed. Upon opening,
a jejunal sigmoid anastomosis was confirmed (Fig. 1) with the tattoo found 40 cm
proximal to this anastomosis. This finding explains the difficulty of the colonoscopy
as the scope had entered the small bowel. This segment of small bowel was resected
and a primary anastomosis performed. Pathology revealed a T2N0 adenocarcinoma
of the small bowel. The patient’s post-operative course was complicated by acute
renal injury, decompensated heart failure, and superficial wound infection. All of the
postoperative occurrences were managed in concert with cardiology, nephrology and
internal medicine. The patient has recovered from her hospitalization and returned to
her baseline functional status of living independently. We believe this to be the first
case report of jejunosigmoid bypass harboring small bowel adenocarcinoma. The
mechanism of malignant degeneration could be similar to that of carcinogenesis of
ureterosigmoidostomy that is of historical interest (Kälble). References 1. Kälble, T.,
Hofmann, I., Thüroff, J. et al. Urologe (2012) 51: 500. https://doi.org/10.1007/s00120012-2815-8
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Q 19. IDENTIFICATION OF THE HIGH-RISK POPULATION FOR URINARY
RETENTION FOLLOWING LAPAROSCOPIC INGUINAL HERNIA REPAIR (LIHR)
SR Maloney, KW Kercher, J Otero, T Prasad, PD Colavita, VA Augenstein, BT Heniford
Presenter: Sean Maloney MD
Atrium Health
KIOSK #3
Introduction: Postoperative urinary retention (POUR) is the most common
complication following one of the most common operations, LIHR. Patients that develop
POUR require urinary catheterization, often stay in the hospital, and frequently need
additional follow-up. Ultimately, POUR generates added cost and discomfort, and
significant inconvenience to the patient. The aim of this study was to identify those
patients at high risk for POUR.
Methods: A single-institution prospectively maintained hernia database was query
for LIHR. Following univariate analysis, a multivariate logistic regression analysis was
performed in male cases controlling for potential confounding factors, such as age,
benign prostatic hyperplasia, and bilateral repair.
Results: A total of 2626 LIHRs in 1921 patients were identified [705 (36.7%) bilateral],
the majority (77%) performed via TAPP approach. Patient factors included age
53.2±14.6 years, BMI 26.7±6.5 kg/m2, 93.3% men, and mean follow up of 23.0±22.7
months. POUR occurred in 189(7.2%) patients. Men were 2.2x as likely to suffer POUR
(7.5%vs3.4%, p0.046). In univariate analysis, other factors associated with POUR
included older age (61.0±14.6vs52.6±14.4years,p 0.05) and OR length (94.9±33.7vs
95.4±42.5min,p0.248) were not associated with POUR. POUR resulted in an
increase in the length of stay [1 (0-2)vs0 (0-0)days,p0.005] and the total charges by
$7,307(p<0.001). In multivariate analysis, age ≥60years (OR3.00 CI2.18-4.13) and
bilateral repair (OR1.38 CI1.01-1.89) were significantly associated with POUR. In male
patients having these two factors, the rate of POUR was doubled (15.1%).
Conclusion: The risk of POUR after LIHR is associated with male sex, bilateral repair,
and increased age (age ≥60 years) after controlling for other factors. POUR accounts
for higher costs and a longer length of stay. This study allows for identification of a
group of patients that can be targeted for future prospective studies to alleviate this
complication.
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Q 20. THE IMPACT OF LOSS OF DOMAIN AND NERVE BLOCKS ON OUTCOMES
FOLLOWING ABDOMINAL WALL RECONSTRUCTION
S Datta, RE Lewis, M Landry, MA Lew, S Lee, TL Kennedy
Presenter: Sujata Datta MD
University of Tennessee Medical Center, Knoxville
KIOSK #3
Introduction: Patients undergoing abdominal wall reconstruction (AWR) often
experience complications such as uncontrolled pain, prolonged hospital lengths of stay
(LOS), ICU stay, readmissions, recurrence, and even mortality. These complications
are typically increased in patients with loss of domain (LOD) likely due to the added
complexity of the disease process and patient variables. We describe a clinical quality
improvement (CQI) effort to assess the outcomes for patients who underwent AWR
with LOD versus without LOD. In addition, we assessed whether pre-operative and
intra-operative nerve blocks has an impact on the complications and outcomes after
AWR.
Methods: Patient and procedure variables as well as outcomes were recorded in 133
patients who underwent AWR from August 2011 to August 2018. These patients were
divided into a group with LOD and a group that did not have LOD. Patients either did not
receive long acting local anesthetic nerve block, received pre-operative nerve block only
(TAP), both pre-operative and intra-operative nerve block (TAP+IO), or intra-operative
nerve block only (IO). Patient variables recorded include the size of the hernia, age,
and BMI. Procedural variables recorded include mesh size and OR time. Outcomes
measured were morphine milliequivalents (Mmeq) used for post-operative pain control
in the PACU, total Mmeq used, LOS, number of days in the ICU, recurrence rates, and
mortality.
Results: Of the 133 total patients who underwent AWR, 48 (36.1%) had LOD while
85 (63.9%) did not. As expected, those who did have LOD generally had larger hernia
defects and required larger mesh sizes. Number of ICU days, total LOS, and mortality
were all greater in the group with LOD. However, Mmeq required for post-operative
pain control, recurrence rates and 30-day readmission rates were actually found to be
greater in the group without LOD. Considering the long-acting nerve blocks that were
used, all the patients consistently had fewer PACU Mmeq requirements when they
underwent IO nerve blocks. Patients without LOD also had shorter LOS with the IO.
Conclusion: Based on these results, patients with LOD undergoing AWR do experience
several more complications, however this is to be expected given the complex nature
of the disease process and patient variables. LOS still remains a challenge given the
multiple variable that contribute to it. However long acting nerve blocks, especially
the IO is associated with decreased Mmeq requirement thus improving one variable,
post-operative pain control. As with any CQI analysis, several factors contributed to
the outcomes that were measured and the results may be different in another local
environment.
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Q 21. INGUINAL HERNIA REPAIR TECHNIQUE: A NORTH CAROLINA POPULATION
BASED STUDY
WC Sherrill, CE Reinke, E Benham, N Rozario, BD Matthews
Presenter: William Sherrill MD
Atrium Health
KIOSK #3
Introduction: Inguinal hernia repair (IHR) remains one of the most commonly
performed elective general surgery procedures each year in the United States. Despite
improved postoperative pain, quicker return to normal daily activities and lower
incidence of wound and mesh infection using the laparoscopic technique, the open
approach to repair remains the preferred technique for many surgeons in the United
States. Our goal was to describe the incidence of laparoscopic vs open IHR in NC 20112013 and compare NC inpatient IHR practices to national inpatient IHR care.
Methods: Using the NC SASD (State Ambulatory Surgery and Services Database) and
SID (State Inpatient Database) and the NIS (National Inpatient Database), we identified
all IHRs performed from 2011-2013 for patients age 18 and over. Data included patient
demographics, procedure location (urban vs rural), surgical technique (laparoscopic
vs open repair), insurance status, diagnosis codes and total procedure charges. Based
on procedure codes, hernias were classified as reducible or non-reducible. Descriptive
statistics were performed. Student’s t-test and chi-square test were used to compare
populations. Multi-variable logistic regression was used to examine factors associated
with laparoscopic approach.
Results: Between 2011-2013 an estimated 72,478 IHRs were performed in the United
States, and 88.2% of those repairs were done using open technique. In NC, there were
1,652 inpatient inguinal hernia repairs and 31,498 done in the outpatient setting with
13.4% and 33.72% done laparoscopic respectively. Combining the data bases, open
inguinal hernia repairs were performed 67.2% of the time in North Carolina. Patients
undergoing IHR as an inpatient had codes reflecting obstruction because of their hernia
55.6% of the time while only 3% of ambulatory patients were non-reducible. NC
patients were less likely to have had an emergent admission types (50% vs 55%). In
multi-variable regression using all NC patients, male (OR 1.3) and privately insured
patients (OR 1.2) were associated with undergoing a laparoscopic repair. Median total
procedure charges for IHR in the ambulatory setting were less than inpatient ($10,866
vs. $21,977, p<0.01).
Conclusion: Despite data suggesting improved outcomes in patients undergoing
laparoscopic IHRs, from 2011-2013 the open approach was utilized more than half of
the time, and much more frequently in the inpatient setting. Many factors influence
the approach to IHR, including patient factors (BMI, tobacco status and previous
surgeries), surgeon experience, whether the hernia is reducible, and resources
available. Regardless of technique excellent outcomes continue to be achieved with
both approaches. As graduating surgical residents gain more experience in minimally
invasive techniques, we predict that the proportion of IHRs performed laparoscopically
will increase in the next decade.

272

QUICK SHOT ORAL ABSTRACTS

CONTINUED

Q 22. ROBOTIC VENTRAL HERNIA REPAIR IMPROVES OUTCOMES COMPARED
TO LAPAROSCOPIC VENTRAL HERNIA REPAIR
TA Mudyanadzo, JD Hunter, PF Rider, WO Richards
Presenter: Tatenda Mudyanadzo MBChB
University of South Alabama Medical Center
KIOSK #3
Introduction: Our surgical practice has abandoned Laparoscopic Ventral Hernia Repair
(LVHR) because of poor outcomes primarily related to continued pain from transfascial
sutures. Recently we introduced Robotic Ventral Hernia Repair (RVHR) into surgical
practice, which replaced the transfascial sutures with primary closure of the facial
defect (CFD) with a non-absorbable suture and placement of mesh on the posterior
fascia secured by absorbable sutures. The objectives were to compare surgical
outcomes after LVHR and RVHR.
Methods: Following IRB approval, we conducted a retrospective chart analysis from
May 2012 to July 2018 from a single site academic institution. Thirty-five patients with
incisional hernia repair had either LVHR or RVHR for lesions with a mean defect size
of 34.4 cm2 +/- 8.6 (median 16 cm2; range 4-200 cm2) measured intraoperatively.
Statistical analysis was done using Student’s t-test with P<0.5 considered statistically
significant. We report the results as the mean +/- the standard error of the mean
(SEM). A visual analog pain scale measured post-operative pain (0- no pain, 10maximum pain) 24-hours post-surgery. At 6-8 weeks post-surgery, we determined how
many patients had significant abdominal pain and required further treatment (revisional
surgery, pain medications).
Results: There were 13 men and 22 women with a mean age of 55 years and a mean
BMI of 33 +/- 1.5. All patients had their procedure done successfully. There were no
conversions or other intraoperative complications. Operative time was 162 minutes
+/- 12 minutes with RVHR having 209 minutes and LVHR 120 minutes, p-value <0.01.
There was no statistical difference in the hospital stay; however, the data shows a
trend of a shorter stay with RVHR. The number of post-surgical patients with pain still
requiring treatment eight weeks post-op was significantly higher in the LVHR group (p
<0.01). It has been our experience that the pain 6-8 weeks after surgery was related to
the transfascial sutures used in LVHR. Five out of the six LVHR patients with pain at 6-8
weeks post-op eventually underwent surgical removal of transfascial sutures to relieve
the pain.
Conclusion: RVHR, when compared to LVHR, had a longer operative time, which we
believe is partially related to our adoption of this new technology and the learning
curve. The big advantage of the RVHR is that much fewer patients had abdominal pain
requiring narcotics at 6-8 weeks post-operative period. Robotic-assisted ventral hernia
repair is an excellent approach, which minimizes long-term postop pain and allows
for CFD. Long-term follow-up is needed to ascertain if recurrence rates and long-term
success after RVHR will be better than after LVHR.
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Q 23. SURGICAL MANAGEMENT OF A PARASITIC LEIOMYOMA WITHIN
A VENTRAL HERNIA
A Withers, AB Mitchell, J McKenzie, SB Holsten
Presenter: Allison Withers BS
Medical College of Georgia at Augusta University
KIOSK #3
Introduction: Parasitic leiomyomas are rare benign tumors of the abdomen and pelvis
understood to arise either as a pedunculated leiomyoma with subsequent loss of
uterine attachment or through iatrogenic mechanisms after laparoscopic hysterectomy
requiring morcellation. Herein, we report on a case of parasitic leiomyoma within a
ventral hernia.
Methods: A case of a parasitic leiomyoma found within a ventral hernia sac was
reviewed and a review of the literature was conducted using a PUBMED search.
Results: Our patient is a 68 year old female with a history of multiple ventral hernia
repairs following a hysterectomy. She presented with a three day history of obstructive
symptoms. Imaging showed multiple “swiss cheese” ventral abdominal wall defects
with a 15cm mass within one of the hernia sacs. The mass was found to arise near the
root of the mesentery, fed by a branch of the SMA. The incarcerated right-sided hernia
was reduced and compromised bowel was resected. The hernia defects were connected
and not repaired at this time. The final pathology report showed a leiomyoma.
Conclusion:  Parasitic leiomyomas are a rare clinical entity. This is the first report to
our knowledge of a parasitic leiomyoma within a hernia sac. The disease is increasing
in prevalence, which is thought to be secondary to the widespread adoption of
morcellation in laparoscopic hysterectomy. Surgeons should familiarize themselves
with the disease as they may be encountered in the general surgery population.
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Q 24. SINGLE SURGEON, SINGLE HOSPITAL EXPERIENCE WITH OBTURATOR
HERNIAS: A CASE SERIES AND LITERATURE REVIEW
B Hristov, D Rubay, J Yeguez, T Genuit
Presenter: Boris Hristov MD
Florida Atlantic University
KIOSK #3
Introduction: We present a single surgeon experience at a single institution of a
case series of obturator hernia repairs including both laparoscopic and open repairs.
Obturator hernias are rare hernias which are often difficult to diagnose at the onset.
They frequently present in more elderly and typically emaciated female patients with
laxity in their pelvic floor. There is a high incidence of small bowel obstruction and
strangulation with these types of hernias and thus, there is a high risk for peritonitis
and sepsis if not diagnosed in a timely manner. Through our review of obturator
hernias operations performed in our institution we haven noted unique presentations,
including a patient with recurrent obturator hernia presentation on contralateral side
post right sided obturator hernia repair. In our analysis, we also note two laparoscopic
repairs for incarcerated obturator hernias which are rarely documented in literature.
We present out laparoscopic technique and the patient population we feel is ideal for
these minimally invasive repairs. These isolated cases show that for select patients a
laparoscopic approach is feasible and provides comparable results to open repairs with
decreased length of stay and patient pain.
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Q 25. URINE FOR A TREAT: A RARE CASE OF A URETERO-INGUINAL HERNIA
JE Parker, RJ Sanders, ST Zeigler, JR Davis
Presenter: Jayme Parker MS
Edward Via College of Osteopathic Medicine Carolinas
KIOSK #3
Introduction: Introduction: Inguinal hernias involving the ureter are rare, with
obstructive uropathy an even more peculiar finding. Ureteral hernias were first
described in 1880 with an estimated 140 cases reported in the literature. Unfortunately,
many of these cases are incidentally diagnosed during the operation or just afterwards
once the ureteral injury has been recognized. Incarceration and strangulation of the
ureter is rare given most of these hernias occur through a large groin defect. Risk
factors seem to include obesity, males older than 50 years of age, and scarring from
prior inguinal hernia repairs. Patients often have elusive findings of urgency, frequency,
nocturia, and hematuria. If the diagnosis is made preoperatively with symptoms
present, recommendations would include surgical repair of the inguinal hernia defect
with either simple reduction of the ureter or resection of the redundant ureter followed
by primary anastomosis or ureteroneocystostomy. Given this rare hernia may require
complex repair, urology and general surgery would ideally collaborate with preoperative
consultations.
Case Report: During admission for respiratory failure and pneumonia, a 67-year-old
male was noted to have worsening acute on chronic kidney disease. This led to an
ultrasound followed by CT imaging both demonstrating bilateral hydronephrosis,
distended bladder and a left inguinal hernia containing a dilated loop of the left ureter.
The dilated left ureter was palpable within the scrotum while standing and manually
reduced when supine. There were no signs of strangulation, calculi or infection. The
patient recalls the hernia being present for more than 10 years, associated with mild
pain/discomfort with physical activity, frequent urination, and nocturia. With findings
of bilateral hydronephrosis, urology and general surgery both agreed this patient’s main
concern was a bladder neck obstruction likely due to benign prostatic hypertrophy.
A foley catheter was placed for decompression and his creatinine improved trending
towards his baseline. Urology and general surgery coordinated plans to electively
repair the inguinal hernia and reduce the ureter during the same operation as the
transurethral resection of his enlarged prostate. Urology stented the ureter to facilitate
identification, then a TURP was performed followed by manual reduction of the ureter
within the abdominal cavity and open left inguinal hernia repair with mesh (Lichtenstein
repair). The foley catheter was removed in office on postoperative day five and the
patient continues to have an uneventful recovery. Discussion: This is one of a few case
reports demonstrating the potential for ureteral involvement in an inguinal hernia. High
suspicion in the preoperative setting is necessary to avoid potential injury. Significant
herniation with a redundant ureter may lead to an obstructive uropathy, with US and
CT imaging being most helpful in identifying hydronephrosis and reviewing the course
of the ureter. All incarcerated and/or symptomatic hernias should be repaired with
recommended urology consultation for cystoureteroscopy/stent placement to facilitate
ureteral identification, reduction or resection at the time of inguinal hernia repair.
Conclusion: Uretero-inguinal herniation is a rare occurrence general surgeons should be
aware of to avoid ligation or injury to the involved ureter.
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Q 26. DUPLICATED VAS DEFERENS FOUND INCIDENTALLY DURING INGUINAL
HERNIA REPAIR
J Rokosz, J Morris, Z Werner, K Bailey
Presenter: Jennifer Rokosz MD
West Virginia University
KIOSK #3
Introduction: Duplication of the vas deferens is a rare congenital anomaly, most often
found incidentally during surgeries involving or performed near the spermatic cord.
Duplication of the vas deferens specifically refers to the presence of two distinct vas
deferens found within the spermatic cord. This malformation is particularly important
when conducting aforementioned surgeries as iatrogenic injury or failure of vasectomy
can occur if care is not taken to identify the genitourinary structures. Here we report
a case of bilateral duplicated vas deferens found incidentally upon spermatic cord
dissection during left inguinal hernioplasty.

FEBRUARY 23 – 26, 2019 | CHARLOTTE, NC

279

QUICK SHOT ORAL ABSTRACTS

CONTINUED

Q 27. USE OF LONG-ACTING LOCAL ANESTHETIC BLOCKS IN THE SURGICAL
TREATMENT OF CHRONIC GROIN PAIN AFTER INGUINAL HERNIA REPAIR
TL Kennedy, BJ Ramshaw, RE Lewis, BM Forman
Presenter: Thomas Kennedy MD
University of Tennessee Medical Center, Knoxville
KIOSK #3
Introduction: Chronic groin pain after inguinal hernia repair has gained growing
importance as an outcome measure after inguinal hernia repair as rates of hernia
recurrence have decreased. The use of nerve blocks has evolved as part of a multimodal peri-operative pain management strategy to address post-operative pain.
Methods: A clinical quality improvement (CQI) project was implemented to attempt to
improve outcomes for patients with chronic groin pain after prior inguinal hernia repair.
Initiatives included the administration of preoperative bilateral or unilateral transversus
abdominus plane (TAP) blocks and/or intraoperative groin nerve blocks using a longacting local anesthetic as part of a multimodal regimen for post-operative pain control.
Patient and treatment factors as well as outcome measures were collected to assess
the impact of this attempt at improving outcomes.
Results: Of the total patient population (n=129 patients), 50 patients (39%) did not
receive a block, and 79 patients (66%) received a block. Age and BMI between the
two groups were similar (average age: No block – 47.4, Block – 48.4; average BMI: No
block – 25.48, Block – 26.75). The number of patients able to leave the hospital on the
day of surgery (outpatient) were 12 of 40 (30%) for patients without blocks, and 62
of 79 (78%) for patients with blocks. The pain improvement scores at post-operative
visits were scored between 1-3 (1 = total improvement, 2 = some improvement, and 3 =
no improvement). The average scores were: No block – 1.56 (1: 25, 2: 22, 3: 3), Blocks –
1.69 (1: 37, 2: 30, 3: 12).
Conclusion: For patients undergoing surgery for chronic groin pain, we found that
patients who underwent a block were able to avoid an inpatient stay at a greater rate
than those without blocks, but long-term outcomes in terms of pain relief were similar.
As with any CQI analysis, other factors may have contributed to these outcomes and
these results may be different in another local environment.
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Q 28. THREE POSSIBLE VARIATIONS IN EX VIVO HEPATECTOMY: ACHIEVING
R0 RESECTION BY TRANSPLANT ONCOLOGY. THE COLLABORATION OF
HEPATOPANCREATICOBILIARY WITH TRANSPLANT SURGERY EXPANDS
TECHNICAL OPTIONS FOR POTENTIALLY CURATIVE RESECTIONS
MR Baimas-George, RC Pickens, MJ Passeri, DM Levi, L Eskind, DA Iannitti, JB Martinie,
EH Baker, Lee Ocuin, D Vrochides
Presenter: Maria Baimas-George MD, MPH
Atrium Health
KIOSK #4
Introduction: The collaboration of hepatopancreaticobiliary with transplant surgery
expands technical options for potentially curative resections in traditionally inoperable
cases. The combination of techniques grant surgeons further possibility to achieve
resectability even in the most advanced cases. For instance, venovenous bypass with
hypothermic hepatic preservation allows for ex vivo resection of malignancies encasing
vasculature at the hepatocaval junction or involving the inferior vena cava (IVC)
that historically were deemed inoperable. This technique improves margin status by
suspending hepatic inflow and outflow for explantation, allowing for optimal resection
on the back table.
Methods: We performed three types of ex vivo hepatic resections. A) A 36-yearold woman presented with a leiomyosarcoma (8.8 centimeters) within the
retrohepatic IVC with associated dilatation of hepatic veins. B) A 41-year-old woman
presented with a metastatic hepatic lesion secondary to rectosigmoid colon cancer
(11.3 by 7.9 centimeters) in the caudate lobe, involving the hepatic veins and IVC
confluence. C) A 73-year-old woman presented with an intrahepatic centrally located
cholangiocarcinoma (12.7 by 8.8 centimeters), involving all hepatic segments except
6 and 7, and infiltrating IVC, all three hepatic veins and right anterior portal pedicle
(Figure 1). The R0 operations included 1) explantation with formal hepatectomy;
2) explantation with reimplantation of whole liver; and 3) explantation with formal
hepatectomy after future liver remnant (FLR) volume augmentation.
Results: A) R0 resection included venovenous bypass, explantation of the whole liver,
and resection of the mass. The liver was reimplanted with remaining patch of the
anterior wall of the retrohepatic IVC and suprahepatic veins was reimplanted into the
abdomen using a graft to recreate outflow. B) Treatment with pembrolizumab resulted
in significant decrease in the central hepatic lesion allowing for an attempt at resection.
The patient underwent ex vivo left hepatectomy, retrohepatic IVC replacement and
auto-transplantation of the residual liver. C) Operative planning centered around
preserving an uninvolved right accessory hepatic vein and posterior branch of the right
portal pedicle (Figure 1). The patient’s FLR was 27% and therefore an associated liver
partition and portal vein ligation for staged hepatectomy was performed resulting in
increase in FLR to 51%. Stage two of the operation involved ex vivo hepatic resection,
IVC reconstruction and auto-transplantation of segment 6 and 7.
Conclusion: This case series demonstrates previously unrecognized surgical
opportunity created by the merger of transplant and surgical oncology techniques,
creating the capacity to convert unresectable tumors into opportunities for R0
resection. As exemplified in this single-center experience, transplant oncologic
techniques can include explantation with formal hepatectomy, explantation with
reimplantation of the whole liver and explantation with formal hepatectomy after future
liver remnant volume augmentation. The field of transplant oncology will only continue
to develop and expand by combining the most advanced techniques of transplantation
and surgical oncology, offering significant potential for technical success.
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Q 29. RETROSPECTIVE VALIDATION OF AN ALGORITHMIC TREATMENT
PATHWAY FOR NECROTIZING PANCREATITIS
RC Pickens, R Kirks, JK Sulzer, I Siddiqui, RM Seshadri, A Cochran, D Vrochides, R Swan,
JB Martinie, EH Baker, L Ocuin, DA Iannitti
Presenter: Ryan Pickens MD
Atrium Health
KIOSK #4
Introduction: Optimal surgical management of necrotizing pancreatitis is evolving.
Minimally invasive surgical approaches have become more commonly utilized however
no widely accepted algorithm exists to guide treatment selection. A physiologic- and
timing-based algorithm was developed from international consensus guidelines and
implemented at our institution. This study aimed to validate an established algorithmic
pathway for surgical management of necrotizing pancreatitis in a high-volume
hepatopancreatobiliary center.
Methods: Patients with necrotizing pancreatitis treated surgically at a single institution
from January 2010 to December 2014 were retrospectively reviewed (n=100).
Interventions were guided by an institutional algorithm (Figure 1) and classified by
presentation within 6 weeks from symptom onset (Group A, n=62) or presentation
after 6 weeks from symptom onset (Group B, n=38). Early intervention was guided by
patient stability, with physiologically unstable patients receiving necrosectomy during
an obligate open operation (n=47), and physiologically stable patients treated with
drain-guided laparoscopic retroperitoneal debridement (n=15). Patients presenting > 6
weeks from symptom onset were treated with trans-gastric pancreatic debridement of
walled off pancreatic necrosis through either a laparoscopic (n=22) or robot-assisted
(n=16) approach.
Results: Patient characteristics and etiology of pancreatitis were similar among all
groups. In Group A (presentation <6 weeks from symptom onset), patients with
physiologic instability requiring open necrosectomy had postoperative complications
Clavien grade 3 or greater in 25.5% (12/47), mean postoperative length of stay (LOS) of
25.2 days (22.4 SD), and 30-day mortality of 13.3% (6/47). Stable patients in Group A
who received drain-guided debridement had postoperative complications Clavien grade
3 or greater in 26.6% (4/15), mean postoperative LOS of 21.9 days (23.7 SD), and a 30day mortality of 7.1% (1/15). Patients who received trans-gastric debridement (Group
B) developed postoperative complications Clavien grade 3 or greater in 28.9% (11/38),
mean postoperative LOS of 8.6 days (8.8 SD), and no 30-day mortalities. There was no
statistical difference in operative or postoperative outcomes between laparoscopic and
robotic approaches to trans-gastric debridement.
Conclusion: Our algorithm provides a comprehensive step-wise approach for the
management of necrotizing pancreatitis with improved outcomes following minimally
invasive surgery. However, for patients with obligatory early surgical intervention
the 30-day mortality was surprisingly low suggesting improvement in perioperative
management to improve the historically dismal survival rate associated with severe
necrotizing pancreatitis.
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Q 30. OPERATIVE MICROWAVE ABLATION OF NEUROENDOCRINE LIVER
METASTASES: A 10-YEAR SINGLE-CENTER REVIEW
RC Pickens, JK Sulzer, WB Lyman, D Vrochides, JB Martinie, EH Baker, L Ocuin, DA Iannitti
Presenter: Ryan Pickens MD
Atrium Health
KIOSK #4
Introduction: Surgical microwave ablation (MWA) has emerged as a safe modality
for treatment of liver metastases, including neuroendocrine liver metastases (NLM).
Existing data for MWA treatment of neuroendocrine liver metastases (NLM) is mostly
limited to multi-institutional series. The aim of this study is to present our 10-year
single-center experience of minimally-invasive and open MWA for NLM.
Methods: A retrospective review of all patients undergoing surgical MWA from
2008 to 2018 at our tertiary institution was performed. All patients who underwent
laparoscopic or open MWA for NLM were included. Outcomes included treatment
modality, tumor characteristics, presence of symptoms and symptom improvement,
regional and metastatic recurrence. Patients were divided into two groups based on
whether MWA was performed for curative intent (no evidence of disease after ablation
of all detectable liver tumors and no extrahepatic disease at the conclusion of the
planned procedures) or cytoreduction (intentionally untreated intrahepatic or known
extrahepatic disease).
Results: Forty-nine patients underwent surgical MWA for neuroendocrine liver
metastases during the study period. Sixty-nine percent (34/49) underwent ablation
for curative intent, with 38.2% of those undergoing a concurrent hepatectomy
(13/34). Forty-one percent of patients (20/49) were experiencing carcinoid symptoms
refractory to medical therapy preoperatively. Treatment improved symptoms in 92.3%
(12/13) of patients treated with curative intent and 100% (7/7) for patients treated
for cytoreduction. Postoperative follow-up imaging within the first 12 months from the
surgical intervention revealed incomplete ablation / local recurrence in 20.6% (7/34).
Median follow-up for patients treated with curative intent was 27.3 months (10.4-39.1
IQR) with overall recurrence in 50% (17/34). Median recurrence for curative intent
was similar between minimally-invasive and open MWA operations (14.9 versus 12.7
months).
Conclusion: Microwave ablation with and without concurrent liver resection for
neuroendocrine liver metastases is an effective alternative for select patients.
Microwave ablation provides excellent symptom control for patients treated with
curative or cytoreductive intent. A minimally-invasive approach is oncologically
comparable to open microwave ablation.
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Q 31. COMORBIDITY-BASED SELECTIVE REFERRAL OF CHOLECYSTECTOMY
PROCEDURES: OUTCOMES AND CHARACTERISTICS OF GENERAL SURGERY AND
HEPATOPANCREATOBILIARY CASES
RC Pickens, RC Kirks, JK Sulzer, A Cochran, D Vrochides, BD Matthews, BL Paton, L Schiffern,
JB Martinie, EH Baker, L Ocuin, DA Iannitti
Presenter: Ryan Pickens MD
Atrium Health
KIOSK #4
Introduction: This study aimed to evaluate characteristics of cholecystectomy
performed by the general surgery (GS) and hepatopancreatobiliary (HPB) surgery
services within a single center. Outcomes and complications of cholecystectomy are
well described. With growing interest in preoperative risk stratification, surgical care of
more comorbid patients may be regionalized or referred to specialty centers. While the
complexity of a surgical procedure and associated perioperative care are considered
by payer sources, clinical outcomes are not often described based upon comorbidity or
procedural complexity.
Methods: Institutional records were queried via current procedural terminology (CPT)
codes to identify patients undergoing cholecystectomy performed by the GS and
HPB surgery services at a tertiary referral center from 2008–2015 and 2010–2015,
respectively. Records were reviewed, and patients undergoing another index procedure
at the time of cholecystectomy were excluded. A 1:1 case matching was performed
based on patient sex and year of operation. Clinical outcomes were compared.
Results: In total, 126 GS and 121 HPB cholecystectomy procedures were compared
after case matching. Compared with the GS group, patients in the HPB group were
older, more often cirrhotic, and had higher incidences of common bile duct injury
(CBDI) during previous attempted cholecystectomy, fistulizing Mirizzi syndrome, and
hepatic abscesses. In contrast, patients in the GS group underwent cholecystectomy
more often for biliary colic, history of biliary pancreatitis, or gallbladder polyps. Higher
conversion rates and primarily open cholecystectomy occurred in the HPB group.
Surgical blood loss volume, hospital length of stay, and surgical LOS were higher in the
HPB group. Comorbidity, as assessed by American Society of Anesthesiologists (ASA)
classification and Charlson Comorbidity Index (CCI), was higher in the HPB group. Readmissions within 30 days and 90 days as well as overall mortality were higher in the
HPB group. Projected 10-year survival was lower in the HPB group (Table 1).
Conclusion: These data demonstrate significantly different operative characteristics
and outcomes between patients referred to HPB surgery for cholecystectomy and
patients treated by the GS service at a single center. With increasing risk-based
selective referral for complex procedures, patient comorbidity is a challenge to proper
implementation of outcomes-based payment and healthcare quality comparison.

286

QUICK SHOT ORAL ABSTRACTS

FEBRUARY 23 – 26, 2019 | CHARLOTTE, NC

CONTINUED

287

QUICK SHOT ORAL ABSTRACTS

CONTINUED

Q 32. RADICAL ANTEGRADE MODULAR PANCREATICOSPLENECTOMY IN
PATIENT WITH LOCALLY ADVANCED DISTAL PANCREATIC ADENOCARCINOMA:
A CASE REPORT
LD Fair, ND Maples, AC Mallette
Presenter: Logan Fair MD
University of Mississippi Medical Center
KIOSK #4
Introduction: Pancreatic cancer remains one of the most lethal cancer types with an
estimated 55, 440 newly diagnosed cases in 2018 and a 5 year survival of only 8.5%.
Treatment remains a multidisciplinary approach involving chemotherapy, radiation
therapy, and surgical resection. Surgical resection remains the only curative option for
patients with pancreatic adenocarcinoma often in combination with neo-adjuvant and
adjuvant chemoradiotherapy. Traditionally, resection for pancreatic adenocarcinomas
of the body and the tail of the pancreas was accomplished with retrograde distal
pancreatectomy with splenectomy. This approach is often limited by positive resection
margins and low lymph node counts. In 2003, Strasberg et al described a novel
procedure termed the radical antegrade modular pancreaticosplenectomy (RAMPS) in
attempts to address the issues with the traditional approach.
Case Report: We present the case of a 63 year old female who was found to have
locally advanced adenocarcinoma of the distal half of her pancreas measuring 10
cm with invasion into her stomach. At this time, she was referred to Oncology for
neo-adjuvant chemotherapy which she completed over the next 3 months. Repeat CT
imaging revealed that patient had had a good response to chemotherapy with decrease
in size of her tumor to 7 cm and no evidence of metastatic disease. The patient
underwent a diagnostic laparoscopy which did not reveal any intraperitoneal metastatic
disease and then RAMPS. The root of the celiac axis was dissected out. Due to the
size and nature of the tumor, the left gastric artery was unable to be dissected away
from the splenic artery, and both of these arteries were taken at their origin from the
celiac axis. As demonstrated on pre-operative imaging, the tumor was invading into the
gastric fundus, and a stapled wedge gastrectomy was performed. The operation went
as planned, and the final pathological report demonstrated moderately differentiated
pancreatic adenocarcinoma measuring 5.5 x 4.5 x 4.0 cm. All surgical resection
margins were negative for carcinoma, and all 12 lymph nodes obtained were negative
for metastatic disease (TNM staging: T3N0M0, Stage IIa). The patient did well postoperatively and was discharged from the hospital 6 days after surgery. Discussion:
Multiple reports have demonstrated that the RAMPS procedure can be utilized to
achieve negative surgical resection margins and adequate lymph node dissection in
patients with carcinoma of the body and tail of the pancreas. Herein, we have presented
a patient with locally advanced pancreatic adenocarcinoma with gastric involvement in
which an R0 resection was able to be achieved by performing a RAMPS.
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Q 33. NON-BILIARY ACUTE PANCREATITIS COMPLICATED BY COMMON BILE
DUCT OBSTRUCTION AND ACALCULOUS CHOLECYSTITIS TREATED WITH
CYSTIC DUCT STENTING
D Rubay, M Daubert, F Qafiti, B Hristov, A Belizon, S Steinberg, T Genuit
Presenter: David Rubay MBChB
Florida Atlantic University
KIOSK #4
Introduction: Non-biliary acute pancreatitis (NAP) accounts for up to 65% of all
diagnoses of pancreatitis. The most common etiologies ranging from alcohol and
hypertriglyceridemia. We present a case of non-biliary acute pancreatitis complicated
by CBD obstruction and acalculous cholecystitis that was successfully treated with
gallbladder-to-duodenum stenting and sphincterotomy via endoscopic retrograde
cholangiopancreatography (ERCP). The patient is a 61-year-old female who, one
week prior, had been discharged from an outside hospital with a diagnosis of acute
pancreatitis secondary to a periampullary mass diagnosed by endoscopy during that
admission. She presented to our institution with acute right upper quadrant abdominal
pain, nausea, vomiting and low-grade fever. Laboratory studies demonstrated markedly
elevated alkaline phosphatase, elevated total and direct bilirubin and normal serum
levels of lipase and amylase. Computed tomography (CT) demonstrated marked
surrounding inflammatory changes of the gallbladder, and a dilated CBD at 12mm
tapered at the ampullary level. The pancreas contained several punctate calcifications
suggesting prior pancreatitis. Neither gallstones nor a periampullary mass were
visualized on CT. The patient was admitted and subsequently treated for AC in the
setting of NAP. ERCP was performed the next day. The second part of the duodenum
demonstrated moderate edema deemed as likely related to the patient’s pancreatitis.
CBD stricture was identified and the CBD was freely cannulated after a needle knife
sphincterotomy was performed yielding approximately 100ml of black bile under
pressure. The cystic duct was identified, and a 6 French gallbladder-to-duodenum
stent was placed. The patient progressed well and was discharged with the diagnosis of
biliary obstruction secondary to pancreatitis. She was followed up in clinic and returned
electively two months later for a cholecystectomy and small bowel resection for
periampullary duodenal mass. Stenting of the CBD to alleviate this stricture has been
explored in the literature with equivocal results reported. In one study of 20 patients
with CBD obstruction secondary to chronic pancreatitis, the mean patency time of
biliary stenting using self-expanding metal stents was 118 weeks for uncovered and
67 weeks for covered stents. Surgery in these patients can often alleviate symptoms
and improve quality of life; however, the morbidity and mortality risk are quite
significant and must be considered. Thus we observe biliary stenting’s functionality
as a temporizing agent until further evaluation and surgical options are explored.
Gallbladder-to-duodenum stenting has been documented in prior case studies to be
successful either as a definitive treatment of acalculous obstructive disease, or as
a temporary intervention prior to subsequent surgery. Our case is unique in that it
addresses a constellation of obstructive disease with one temporizing intervention.
Gallbladder-to-duodenum stenting used to both relieve the CBD obstruction and the
subsequent AC secondary to NAP is a viable option that ought to be considered in
patients similar to ours.
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Q 34. ONE CASE AT A CROSSROADS OF EVERYTHING WE CURRENTLY KNOW
ABOUT PANCREAS CANCER
CF Uribe II, AJ Page, TD Fields, M Kazimi
Presenter: Celso Uribe MD
Atlanta Medical Center
KIOSK #4
Introduction: Blake Cady, MD once famously stated “Biology is King; selection of cases
is Queen, and the technical details of surgical procedures are princes and princesses of
the realm who frequently try to overthrow the powerful forces of the King and Queen,
usually to no long-term avail, although with some temporary apparent victories.” As
time goes on and our knowledge grows, less and less radical surgeries are performed.
In this case of adenocarcinoma in the head of the pancreas, we revisit the lure of a
prince’s temporary victory and arrive at a crossroads between traditional approaches
and pushing the boundaries with aggressive neoadjuvant chemotherapy and operative
technique.
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Q 36. AXIOS STEP UP TO OPERATIVE ROBOTIC CYST-GASTROSTOMY
AND NECROSECTOMY
R Flores, S Hewlett
Presenter: ROBERT FLORES MD
Brookwood Baptist Health System
KIOSK #4
Introduction: Walled-off Necrosis (WON) is now managed with minimally invasive
techniques. Endoscopic lumen apposing (Axios) stents followed by endoscopic
debridement of solid necrotic debris. This is less invasive than traditional open surgery
and has lower morbidity. However, this patient’s anatomy, axios stent position, and
the dense necrotic debris made endoscopic debridement impossible. So, the Stepup approach (typically IR drain followed by surgery) was used with the robot. An
otherwise normal adult 5 weeks s/p severe necrotizing gallstone pancreatitis was
referred for management of WON. He was dependent on TPN, and had a giant WON
of over 20cm. EUS with axios stent was successful and drained a large volume of thick
fluid. A few days later endoscopic debridement was very difficult due to tight hairpin
angle between the GEJ and the axios stent on the lesser curve. He was prepared for
surgery a few days later. A longitudinal gastrotomy was followed by using the axios as
a guide to enlarge the cyst-gastrostomy with a stapler. Debridement of large pieces of
necrosis was followed by washout of the cavity. The unstapled portion was oversewn
with a locking suture. The anterior gastrotomy was closed with a v lok Connell suture.
The gallbladder was also removed (not shown).
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Q 40. OPEN AORTIC THROMBECTOMY FOR PARAVISCERAL AORTIC THROMBUS
CM Gonzalez, ME Ottinger
Presenter: Candace Gonzalez MD
University of South Florida
KIOSK #5
Introduction: Introduction: Aortic thrombus (AT) is uncommon in the non-diseased
aorta and is usually diagnosed after embolic event. Most common etiologies of
thrombus in the non-diseased aorta are hypercoagulable states, malignancy,
trauma. Aortic thrombus has catastrophic potential but there is no gold standard for
management due to a paucity of data in regards to this disease process.
Case Report: This is a case of an obese 40-year-old woman with a history of unknown
clotting disorder on warfarin for 10 years (negative on presentation for hypercoagulable
workup). She presented with epigastric and left flank pain and found to have a
supraceliac AT with splenic infarct. Mesenteric vessels were patent including the
celiac, SMA and aortoiliac vessels. She had no arrhythmias or thrombus on echo that
wound suggest embolic source. With concern for embolization of this thrombus to
the visceral vessels with endovascular intervention, we elected to perform open aortic
thrombectomy. She underwent an open aortic thrombectomy via thoracoabdominal
approach. Control was obtained of the visceral vessels to avoid embolization during
manipulation of the supraceliac aorta; after administration of heparin, the infrarenal
and supraceliac aorta was clamped, respectively, and a longitudinal arteriotomy
was made. Soft, subacute thrombus was encountered and removed; the aorta was
inspected and the intima was normal in appearance. We then closed the arteriotomy
primarily in a running fashion. She was continued on heparin drip postoperatively and
bridged to warfarin. The patient did well postoperatively with no complications. She
was discharged on postoperative day six, was seen three weeks postoperatively in
outpatient setting and was clinically doing well. She will have surveillance CTA in 3
months.
Aortic thrombus (AT) is uncommon and the diagnosis of AT is often made after workup
for embolic symptoms. In our case, the diagnosis was made after workup for flank
pain which revealed embolic splenic infarct. Treatment options for AT that have been
performed with variable success include thrombolysis, anticoagulation, and surgery
(endovascular and open approaches). Cases are managed on an individual basis given
the paucity of data providing a gold standard. Our patient developed aortic thrombus
despite anticoagulation in a location with high consequences for periprocedural
embolization. We propose that open aortic thrombectomy be considered in patients
who are good operative candidates and with high risk factors for recurrence.

292

QUICK SHOT ORAL ABSTRACTS

CONTINUED

Q 41. LARGE CAROTID BODY TUMORS: A CASE REPORT AND LITERITURE
REVIEW OF THEIR EVALUATION AND MANAGEMENT
SJ Patel, HS Alslaim, AB Mitchel, MF Ramirez
Presenter: Sunny Patel MS
Medical College of Georgia at Augusta University
KIOSK #5
Introduction: A carotid body tumor (CBT) is a rare neoplasm composed of neural crestderived paraganglion cells that most often arises at the carotid body. These tumors
typically present late in the course. A comprehensive understanding of the physiologic
function aids in management. Although most CBTs are small, larger symptomatic
tumors may require adjuncts to operative therapy such as embolization and radiation
therapy. Methods: A case of a large CBT was reviewed and a review of the literature was
conducted using a PUBMED search.
Results: Our patient is a 62 year old male patient seen in clinic for a rapidly-growing,
painless lump on his right neck. Advanced imaging revealed a four centimeter mass
lateral to the carotid bifurcation. Doppler ultrasound study confirmed a large echogenic
lesion adjacent to the carotid bifurcation. Laboratory investigations for catecholamines
were within normal limits. We determined that the mass was most likely a CBT and
the feeding vessels were embolized preoperatively as illustrated in the images. The
mass was then excised surgically. The pathology report confirmed a Shamblin type
III carotid body tumor with largest dimensions of six centimeters. This type of CBT
completely invades the arterial wall, complicating the excision. A 6 month follow-up
carotid Doppler shows no recurrence of the tumor. On review of the literature, we found
that surgical excision remains the treatment modality of choice. Several studies have
shown that preoperative embolization with an operative delay of one to two days results
in decreased blood loss. The delay allows for resolution of edema without enough
time to allow for reconstitution or development of collaterals. Even with preoperative
embolization, however, the most common complication remains cranial nerve injury at
a rate of >10%.
Conclusion: Given the proximity to vital structures, it is essential to understand
available therapeutic approaches to avoid the inherent challenges that these tumors
present. This case reports how multidisciplinary care utilizing both operative and
radiologic interventions can improve the outcomes in this therapeutically challenging
disease.
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Q 42. TREATMENT OF UPPER EXTREMITY VENOUS STASIS ULCER AND SALVAGE
OF ARTERIOVENOUS FISTULA IN A HEMODIALYSIS PATIENT USING AXILLARY
VEIN TO FEMORAL VEIN BYPASS
JA Kalil, RR Keen, EY Chan, MC Nally
Presenter: Jennifer Kalil MD
John H Stroger, Jr. Hospital of Cook County
KIOSK #5
Introduction: One of the many complications in patients with end-stage renal
disease (ESRD) on dialysis with a central venous catheter or arteriovenous (AV)
fistula, is central vein stenosis. Central vein stenosis classically presents as edema
in the arm ipsilateral to the AV access which may progress to the breast, neck, and
face as the process worsens. The following case illustrates not only the index use of
axillary-to-femoral venous bypass performed in 2005 for treatment of central venous
hypertension, but also the first reported case presenting with an upper extremity
venous stasis ulcer.
Case Report: A 49-year-old man with IgA nephropathy-induced ESRD received
hemodialysis through a left upper extremity AV fistula. The patient initially presented
with left upper extremity swelling and subsequently developed a progressively
worsening ulceration on his left forearm. He was regularly seen in clinic for nonoperative management of his forearm venous stasis ulcer, but this had increased
in size to roughly 10 cm x 10 cm. A venogram was performed and showed a patent
axillary vein and subclavian vein, but confirmed central venous occlusion causing the
AV fistula to retrograde drain through his internal and external jugular veins. Because
the patient’s fistula was still successfully being used for dialysis, an axillary-to-femoral
venous bypass was performed to decompress the venous hypertension in the left arm.
Through a left infraclavicular incision, the axillary vein was identified and isolated.
The saphenofemoral junction and common femoral vein were then dissected free. A
subcutaneous tunnel was made at the anterior axillary line between the two incisions,
through which a polytetrafluoroethylene (PTFE) graft was passed. An end-to-side
anastomosis was performed on the axillary vein followed by the common femoral vein.
At the conclusion of the case, the AV fistula remained patent. The left arm edema
resolved within 48 hours and the left forearm venous stasis ulcer healed over the
span of three weeks. At 8 months, the forearm venous stasis ulcer recurred. Duplex
imaging of the axillary-to-femoral vein bypass revealed a patent bypass but a stenosis
of the axillary vein anastomosis. The proximal anastomosis was revised, and the ulcer
subsequently healed.
Our institution has since reported 17 additional cases of cephalic vein or axillary vein
to femoral vein bypass for the surgical treatment of central venous hypertension
in patients with functioning AV fistulae. All underwent successful venous bypass
with mean primary patency of 402 days and assisted primary patency of 441 days.
Another case series of 10 patients undergoing axillary vein to femoral vein bypass
in hemodialysis patients with symptomatic central vein stenosis reported a median
assisted primary patency of 197 days. Both series reported use of graft thrombectomy
and sequela of lower leg edema in few patients. Conclusion: Symptomatic central
venous hypertension of the upper extremity can present as a venous stasis ulcer. In
patients with AV fistulae, axillary vein to femoral vein bypass allows for salvage of the
ipsilateral AV fistula and treatment of upper extremity venous stasis ulcers.
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Q 43. PEDAL ACCESS AND RETROGRADE REVASCULARIZATION OF TIBIAL
ARTERY CHRONIC TOTAL OCCLUSIONS TO AID IN LIMB SALVAGE
S Sahajwani, A Ucuzian, K Nagarsheth
Presenter: Sunny Sahajwani MD
University of Maryland School of Medicine
KIOSK #5
Introduction: Crossing a tibial chronic total occlusion (CTO) in an antegrade fashion
is not always possible. In these situations pedal access and retrograde treatment is a
valuable technique for a vascular specialist to have in their toolbox.
Case Report: This is a 57 year old male with poorly controlled diabetes, recent
myocardial infarction and severe tibial angiopathy who underwent a transmetatarsal
amputation (TMA) for osteomyelitis. The TMA site did not heal and he had persistent
nonhealing wounds. Angiogram was performed that revealed multiple CTO in the
tibial vessels with a patent dorsalis pedis. Antegrade recanalization attempts were
unsuccessful. Due to the patients poorly controlled diabetes and cardiac history he
was a poor bypass candidate. Retrograde dorsalis pedis access was obtained and the
peroneal artery chronic total occlusion was traversed to the level of the superficial
femoral artery. In a retrograde fasion the tibioperoneal trunk, peroneal and dorsalis
pedis arteries were underwent laser atherectomy and balloon angioplasty. This resulted
in a palpable dorsalis pedis pulse and at 3 month follow up the TMA wounds are
completely healed. Conclusion: Pedal access and retrograde tibial recanalizaiton and
intervention are helpful methods for cases where an antegrade approach cannot cross a
chronic total occlusion. This is a safe and effective technique to aid in limb salvage.
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Q 44. ENDOVASCULAR REPAIR OF SYMPTOMATIC NATIVE RENAL ARTERY
ANEURYSM AFTER KIDNEY TRANSPLANTATION
CA Lott, MA Villalobos, JR Dinning, ME Mitchell
Presenter: Colton Lott DO
University of Mississippi Medical Center
KIOSK #5
Introduction: Renal artery aneurysms (RAA) are uncommon, with a prevalence
approaching 0.1%. Etiologic factors are presumed congenital, degenerative, and
traumatic. Their natural history varies widely, with clinical manifestations ranging from
incidental, renovascular hypertension, embolic infarction, and rupture. Native kidney
vascular complications following renal transplant are rarely encountered or reported.
This report describes the treatment of a native RAA 34 years after a living-donor kidney
transplantation (LDKT).
Methods: A 65-year-old man who had undergone a LDKT 34 years ago reported
several weeks of intermittent right flank pain. Computerized tomography
angiography demonstrated a 7.4 cm x 7.6 cm aneurysm arising from the native right
renal artery origin and extending to its bifurcation. The adjacent aorta, visceral
arteries, contralateral native left renal artery and allograft renal artery were nonaneurysmal. The superior mesenteric artery (SMA) had a high-grade stenosis at
its origin. The distance from the origin if the right renal artery to the SMA was 1 cm.
Multiple therapeutic interventions were considered, including nephrectomy, open
aneursymorrhaphy, and endovascular exclusion. Because of the patient’s overall
medical condition, an endovascular approach was favored. It was decided to exclude
the aneurysm with an aortic endograft. The close proximity of the right renal artery to
the SMA mandated a snorkel technique in order to achieve an adequate seal. Open left
femoral artery and left brachial artery access was used. Two 8 mm x 38 mm iCAST™
balloon expandable covered stents (Atrium Interventional Surgery, Hudson, NH, U.S.A)
were placed in the SMA extending proximally to the origin of the celiac artery. A 31
mm tapering to 28 mm by 10 cm in length GORE® CTAG Endoprosthesis (W. L. Gore
& Associates, Flagstaff, AZ, USA) was placed from the celiac artery extending to just
above the aortic bifurcation.
Results: Completion aortogram demonstrated an excellent technical result with
complete exclusion of the RAA and normal flow in the SMA with no residual stenosis.
The patient had an uneventful post-operative course with stable renal allograft
function.
Conclusion: The development of vascular complications of the native kidneys following
kidney transplant are rare occurrences. This report describes a unique case of a
symptomatic RAA involving a non-functional native kidney. Native renal vascular
pathology must be considered in patients who have undergone a renal transplant.
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Q 45. HYBRID REVASCULARIZATION OF ACUTE AORTIC OCCLUSION DUE
TO TAKOTSUBO CARDIOMYOPATHY
JB Edwards, TS Buckley, ME Ottinger, BL Johnson
Presenter: Jeffrey Edwards MD
University of South Florida
KIOSK #5
Introduction: Acute aortic occlusion is an uncommon yet devastating condition.
Outcomes depend on early detection with emergent revascularization, and morbidity
and mortality remain high despite advances in therapy. Although endovascular
approaches have increased due to their lower rates of perioperative complications,
long-term outcomes remain unclear. We describe successful hybrid treatment of acute
aortic occlusion due to intracardiac thrombus from Takotsobu cardiomyopathy with
iliofemoral thrombectomy and covered balloon-expandable endoprosthesis.
Case Report: A 73-year-old female with a history of hypertension and renal cell
carcinoma presented with 24 hours of bilateral leg and back pain with progressive
bilateral lower extremity numbness and weakness with urinary incontinence. There
was no known history of peripheral artery disease, however patient had experienced
several stressors in a short period of time, including death of her husband 6 weeks
prior and robotic right nephrectomy one week prior to presentation. Physical exam
revealed mottling to the level of the umbilicus and absent motor and sensory function
below the waist. There were no palpable femoral pulses or doppler signals, and duplex
demonstrated absent arterial blood flow in both lower extremities. Emergent angiogram
confirmed aortic occlusion below the renal arteries, and the patient underwent
successful bilateral iliofemoral thrombectomy with placement of kissing iliac stents
using Gore VBX balloon-expandable endoprotheses. Post-operative echocardiogram
demonstrated mobile left ventricular thrombus, and the patient underwent open
ventricular thrombectomy. At her 6-month post-operative visit, the patient was
ambulatory with minimal assistance and no tissue loss.
Acute aortic occlusion (AAO) is a rare condition without a well-defined incidence.
Early detection and revascularization is imperative, and even with revascularization the
mortality is as high 34-58% with a 7-20% rate of amputation. Early reports suggested
that the majority of cases were due to embolic phenomena, however more recent
series suggest that thrombotic occlusion is more common, responsible for 52-72%
of AAO. Regardless of the etiology, the most common presentation is bilateral leg
pain and/or paraplegia with or without bowel and bladder incontinence, depending
on the extent of aortic occlusion. Since presentation alone cannot differentiate the
two, medical history his can help identify the etiology as patients with a history of
cardiac disease such as arrhythmias, cardiomyopathies, or previous myocardial
infarction are at higher risk for embolization. Whether the etiology causing acute aortic
obstruction is of embolization from a cardiac origin or thrombotic due to intrinsic aortic
disease, emergent revascularization surgery is essential. Axillobifemoral bypass and
aortobifemoral bypass have been the standards of care for AAO, but endovascular
and hybrid therapies have been increasingly utilized as technology has improved.
The morbidity and mortality of AAO has not decreased over the last two decades
despite the improvements in technology and technique of vascular surgery. Urgent
revascularization tailored to the patient and pathology are imperative to achieve the
best possible outcomes, with hybrid treatment of acute aortic occlusion using balloonexpandable covered endoprostheses being safe and feasible in appropriate patients.
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Q 46. MISSED HAND FRACTURES IN POLYTRAUMA AT A RURAL LEVEL 1
TRAUMA CENTER. WHAT IS THE PATTERN?
DS Urias, RM Amador, E Lotton, RD Dumire, K Shayesteh
Presenter: Daniel Urias MD
Conemaugh Memorial Medical Center
KIOSK #6
Introduction: Hand fractures cost millions in days off work and billions in healthcare
annually. During 2007, hand and finger injuries accounted for $278 million, ranking first
as the most expensive injury type. The vulnerability of the hand to injury is significant,
especially in a trauma situation, and as such are often overlooked while life-threatening
injuries are being addressed. Identifying a pattern of injury will likely be of benefit to the
treatment and outcomes of trauma patients.
Methods: This is a retrospective study at a rural level 1 trauma center of patients
evaluated and managed by the trauma service with consultations to the orthopedic or
plastic surgeon for management of any hand injury. The following characteristics were
collected: age, gender, injury severity score (ISS), length of stay, mechanism of injury
(MOI), operative vs non-operative management, type and fracture location, missed
injury/delay in diagnosis and patient disposition. We defined missed injury/delay in
diagnosis as any injury not identified during the primary or secondary survey. We
investigated the patterns of injury and whether this would provide an insight into which
injuries occurred most frequently. Thus, lend itself for further investigation in order to
identify injuries to the hand quickly and provide timely and appropriate management.
Results: During a four-year period, 4,378 patients received trauma evaluation, with
2% (80/4,378) experiencing 107 fractures of the hand (39% phalangeal and 61%
metacarpal fractures). The most common MOI was a motor vehicle accident (MVA)
at 59%, of these patients the little metacarpal accounted for 22% of the fractures. The
majority (46%) of hand fractures occurred with a 2-system trauma, 26% 3-system
and 2.5% were a 4-system. The number of systems correlated loosely with ISS score
as 24% of our study population had an ISS > 15. A delay in diagnosis/missed injury
occurred in 10% (8/80) of these patients, with only one requiring operative repair.
Most (63%) of these eight had length of delay of one day, 88% had a three or greater
system injury, and 13% were treated operatively.
Conclusion: Approximately 15 to 22% of patients with missed injuries have clinically
significant missed injuries, which if mistreated or left untreated may cause a significant
amount of physical disability, lessen quality of life, and impede one’s ability to work and
maintain meaningful employment. Although our observed percentage of missed hand
injuries was consistent with published values, we identified a unique fracture pattern
that was statistically significant from that found in the literature, possibly due to the
insight gained by isolating metacarpal and phalangeal fractures. Our findings imply
that a timely and thorough tertiary evaluation is critical to improving patient outcomes
hindered by missed hand fractures sustained during trauma.
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Q 47. SPOROGENIC ASPERGILLUS INFECTIONS: A GEOGRAPHICAL INFLUENCE
IN AN INVARIABLE TRAUMA POPULATION
G Alizo, T Turnbull, M Lane, J Sciarretta, J Davis
Presenter: Georgina Alizo MD
Grand Strand Medical Center
KIOSK #6
Introduction: Immunocompromised patients are susceptible to developing rare
life-threatening invasive fungal infections due to host-related risk factors. Aspergillus
species, a common environmental fungus along the Carolinas, can exhibit seasonal and
geographical fluctuations, thereby placing trauma patients at risk following injury. We
sought to characterize and identify the risk of invasive Aspergillus infections among our
critical ill trauma population.
Methods: A 7-year (January 2010 - December 2017) retrospective analysis
of all positive fungal culture isolates from a single institution’s database was
completed. Patients 18 years or older with trauma-related injuries and a confirmed
histopathological Aspergillus species were included in the study. Demographics, clinical
data, length of stay (LOS), Injury Severity score (ISS), ventilator days and outcomes
were reviewed. Subgroup analysis of host risk factors were completed including
preexisting conditions and hospital-associated risk factors.
Results: 188 positive Aspergillus isolates were reviewed, 13 trauma patients identified
with Aspergillus spp.: Aspergillus niger (n=1), Aspergillus flavus (n= 4), Aspergillus
fumigatus (n= 6) and multi- Aspergillus spp. (n=2). Soft tissue (13%), pulmonary
tract (69%), and orthopedic hardware (7.6%) were cultured source. Acute infections
occurred in 69.2%, median 6 ± 2.5 days from date of injury. Median age was 51 ± 18.5
years, with 92% male. Mean ISS was 30.8 ± 14.9 and ICU LOS of 17 ± 17 days. Risk
factors included concomitant infections (62%), open fractures (38%), and damage
control laparotomy (31%). Four patients had late culture isolates, 106.5 ± 113.5 days
(range, 47-306). Additional factors included severe protein caloric malnutrition,
rhabdomyolysis, and the need for multiple transfusions. Overall 30-day mortality was
23%.
Conclusion: Post-traumatic immunosuppression following injury may predispose
patients to invasive Aspergillus infections in our geographic location along with other
host-related risk factors. Early antibiotic treatment strategies should be considered for
those at high-risk.
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Q 48. ADVANCED DIRECTIVES ARE UNDERUTILIZED IN THE GERIATRIC
TRAUMA POPULATION
BM Motz, KW Cunningham, JT Morgan, AB Christmas, BW Thomas, RF Sing
Presenter: Benjamin Motz MD
Atrium Health
KIOSK #6
Introduction: End of life healthcare decisions in the trauma setting are often
complicated by conflicting preferences of patients, physicians, family members,
and other surrogate decision makers. Advanced directives (ADs) provide a means
for conveying patient wishes that helps both preserve patients’ wishes and enables
appropriate healthcare resource allocation. Utilization of ADs both before and after
presentation to a Level I Trauma Center was analyzed.
Methods: Using our institutional trauma database, records for geriatric (age ≥65
years) trauma patients presenting to a Level I Trauma Center from January 1 through
December 31, 2017 were reviewed after IRB approval. Records were queried for
presence of AD at presentation and at the time of discharge. 12 patients without data
for presence or type of AD on admission were excluded. Acceptable AD documents
included Do Not Resuscitate Orders (DNRs), Healthcare Powers of Attorney
(HCPOAs), Living Wills, and Medical Orders for the Scope of Treatment Forms
(MOST). ADs that were not accessible within the electronic medical record (EMR)
were not considered. All ADs were categorized according to presence on admission and
ambiguity of healthcare instructions. Comparative statistics performed using Student’s
t-test.
Results: There were 1322 geriatric trauma patients meeting inclusion criteria who
presented during the study period. Average age was 78.2 years. 1068 patients (80.8%)
did not have AD at presentation. Of the remaining 254 patients with ADs, only 111
(8.4%) contained specific care instructions to guide their medical treatment. Only 67
patients (5.1%) without an AD on admission completed one during their hospitalization,
and one of these contained ambiguous instructions. 24 patients updated pre-existing
ADs during their admission. Notably, 153 patients (11.6%) were listed as transfers from
nursing homes or assisted living facilities, and 83 (54.2%) of those transfers had no
AD on file. In total, 93 patients died. Average time to death did not differ significantly
between patients with and without ADs on admission (4.8 days versus 5.3 days,
respectively; p=0.77).
Conclusion: This retrospective review highlights the fact that utilization of advanced
directives in geriatric patients remains low. Additionally, ADs are surprisingly
underutilized in the long-term care population. This represents an opportunity to
significantly improve healthcare resource utilization in the geriatric population.
Aggressive interventions in trauma are often at odds with patients’ implicit or explicit
healthcare intentions. Underutilization of ADs and ambiguous ADs, which do not
clearly identify the patient’s wishes, may widen the gulf between providers’ care
and a patient’s wishes. Emphasis on patient education and increased administrative
compliance with AD updates, particularly in nursing homes and assisted living facilities,
are key to reducing emotional and financial burdens on patients, caregivers, and the
healthcare system.
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Q 49. RIB FIXATION VS NO FIXATION: IS IT STILL WORTHWHILE AFTER 72
HOURS? AN ANALYSIS OF THE NATIONAL TRAUMA DATA BANK
KA Young, M Etokakpan, JT Dove, KA Widom, DM Torres, JL Wild
Presenter: Katelyn Young BSc
Geisinger Medical Center
KIOSK #6
Introduction: While surgical rib fixation (SRF) has gained acceptance as a viable
treatment strategy, the available literature has recommended early SRF as late
intervention (>72 hours from admission) portends higher morbidity. In clinical practice,
however, some surgical candidates are unable to undergo early SRF. Considering late
SRF’s morbidity potential, the present study assessed whether late SRF specifically
improves outcomes compared to non-operative management (NOM).
Methods: The National Trauma Data Bank retrospectively identified adults (≥15 years)
who sustained rib fractures between 1/1/2008 and 12/31/2015. Transfer patients
and patients with severe brain injury were excluded. SRF was classified as early (≤72
hours from admission) or late (>72 hours). Multivariate analysis was used (significance:
p<0.05).
Results: A total of 324,104 patients were studied with 8,251 (2.5%) undergoing SRF.
Late SRF accounted for a minority of surgical cases (3,331 patients; 40.3%). Compared
to NOM, both early and late fixation were associated with longer hospitalization
(Hazard Ratio [HR]: 0.81 and HR: 0.54, respectively; Table 1) and ICU hospitalization
(HR: 0.96 and HR: 0.73, respectively). Only late fixation, however, demonstrated
increased risk of any complication (Odds Ratio [OR]: 2.17), pulmonary complication
(OR: 2.00) and need for tracheostomy (OR: 2.18). Regardless of timing, SRF offered
decreased mortality risk (early SRF OR: 0.37; late SRF OR: 0.31).
Conclusion: The present work supports the recommendation that appropriate surgical
candidates should undergo early SRF as late fixation increases morbidity risk. If early
fixation isn’t feasible, late fixation is still preferable to NOM as fixation, regardless of
timing, is associated with reduced mortality risk.
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Q 50. IDENTIFYING INJURIES ASSOCIATED WITH CERVICAL SPINE FRACTURES
AD Khan, S Liebscher, RP Gonzalez
Presenter: Abid Khan MD
Loyola University Medical Center
KIOSK #6
Introduction: The role distracting injuries play in the clinical clearance of the cervical
spine (c-spine) continues to perplex physicians who care for blunt trauma patients.
Many physicians feel that clinical examination is valid in the awake and alert patient
with associated injuries. The purpose of this study was to identify injuries most
commonly associated with cervical spine injuries and identify injuries associated with
c-spine injuries missed by clinical examination.
Methods: Two identical prospective studies performed during different time periods
with the same principal investigator were combined for this study. One of the studies
was at a single institution (12/2009-12/2011) and the other was an AAST sponsored
multi-institutional trial (7/2014-12/2017). A standard cervical spine protocol was
used in awake and alert (GCS>14) blunt trauma patients. Associated injuries for all
patients were documented. All patients underwent CT scan of the c-spine following
documentation of the c-spine examination. P-values < 0.05 were considered significant.
Results: A total of 3790 patients were entered during the study periods and 308 (8%)
with cervical spine fractures were identified. The most common injuries associated with
c-spine fractures were pelvic fractures (21%), intracranial injuries (17%), thoracolumbar
spine fractures (17%) and rib fractures (>2; 17%). The overall missed injury rate by
clinical examination was 8.4% (n=26). Missed injury rates for patients with pelvic
fractures (n=64; 12.5%. p= 0.01) and scapula fractures (n=18; 16.6%, p=0.04) were
significantly higher than other associated injuries.
Conclusion: Distracting injuries continue to perplex physicians with regard to c-spine
clearance. Pelvic fractures, intracranial injuries, thoracolumbar spine and rib fractures
have the highest association to c-spine fractures; however, pelvic and scapula fractures
appear to have a higher association to missed c-spine injury by clinical examination.
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Q 51. WHAT’S THE SKINNY: CLINICAL OUTCOMES FOR OBESE TRAUMA
PATIENTS
AA Smith, J Friedman, P McGrew, R Schroll, C McGinness, J Duchesne, C Guidry
Presenter: Alison Smith MD, PhD
Tulane University School of Medicine
KIOSK #6
Introduction: In recent years, obesity has skyrocketed to become one of the most
significant public health issues facing the United States. Overall, obese patients have
inferior clinical outcomes than patients of normal weight. However, this population
has not been well studied in the trauma population. The objective of our study was to
determine what the clinical outcomes were for obese trauma patients.
Methods: A retrospective chart review of consecutive adult trauma patients who were
admitted to Level I trauma center was performed. Patients with a body mass index
(BMI) >30 kg/m2 were identified and were further stratified into the CDC class of
obesity (Class 1, BMI 30-34; Class 2, BMI 35-39; Class 3, >40). Results were analyzed
using Chi-squared and one-way analysis of variance.
Results: A total of 851 obese trauma patients were identified. The cohort was
predominately Caucasian males with a blunt trauma mechanism (83.1%). Patients in
all three classifications of obesity had similar patient demographics, including age,
mechanism of trauma, and injury severity score (p>0.5). When stratified by obesity
class, patients in Class 3 had significantly longer ventilator days compared to Class 1
and Class 2 (13.4+1.2 vs. 7.0+0.4 vs. 9.8+0.6, p<0.0001). Class 2 patients had longer
ICU length of stay compared to Class 1 (p=0.0093). Class 3 obesity patients also had a
significantly higher incidence of pulmonary embolisms (p=0.0042) and sacral pressure
ulcers (p=0.0004) compared to the other classes of obesity.
Conclusion: As the United States is facing uncharted territory with the growing obesity
epidemic, it is important to critically evaluate the outcomes for obese trauma patients.
Improving outcomes for obese trauma patients could have significant implications for
healthcare funding. This study demonstrated that patients with Class 2 or 3 obesity
had worse clinical outcomes compared to obese patients with lower BMIs. Previous
studies have demonstrated that obese patients with lower BMIs may have a protective
mechanism against inflammation. Future studies are needed to target specific
interventions to improve clinical outcomes for this at risk group of trauma patients.

306

QUICK SHOT ORAL ABSTRACTS

FEBRUARY 23 – 26, 2019 | CHARLOTTE, NC

CONTINUED

307

QUICK SHOT ORAL ABSTRACTS

CONTINUED

Q 52. SINGLE INSTITUTION EXPERIENCE WITH RESUSCITATIVE ENDOVASCULAR
BALLOON OCCLUSION OF THE AORTA (REBOA) FOR TRAUMATIC PELVIC
FRACTURES
JA Ibrahim, K Safcsak, ML Cheatham
Presenter: Joseph Ibrahim MD
Orlando Regional Medical Center
KIOSK #6
Introduction: Hemorrhage remains a leading cause of death for traumatically injured
patients. Balloon occlusion of the aorta has been revisited as a hemorrhagic control
option in patients with life-threatening bleeding due to traumatic pelvic fractures which
can be notoriously difficult to control with an associated high mortality. Our Level I
trauma center implemented a REBOA program in late 2015. After nearly three years
of utilization, we felt REBOA had a positive impact on our traumatic pelvic fracture
patients and chose to evaluate our experience.
Methods: A retrospective review of a prospectively maintained database was
performed. We analyzed all trauma patients with any report of pelvic fracture who
received REBOA for hemorrhage control. Patient demographics, injury severity, REBOA
treatment details, complications, and outcome were collected. Data are reported as
median with interquartile range (IQR).
Results: Twenty-two patients (10 female, 12 male) underwent REBOA for hemodynamic
instability due to traumatic pelvic fractures. Median age was 37 years (26-52) with an
Injury Severity Score of 36 (29-57) and overall survival of 55%. We saw an increase
in systolic blood pressure from 57 mmHg (46-71) pre-balloon to 105 mmHg (86-117)
post-balloon inflation. Total occlusion time was 53 minutes (28-95). Five of the ten
deaths were from severe traumatic brain injury resulting in brain death; excluding these
patients increased survival to 71%. Three patients (14%)experienced acute renal failure
requiring hemodialysis. One patient (5%) required a thrombectomy and extremity
compartment fasciotomy.
Conclusion: Traumatic pelvic fractures with associated hypotension historically carry
a mortality of nearly 80% in some studies. REBOA is an effective avenue for pelvic
hemorrhage control. It can improve survival with minimal morbidity when implemented
properly into a trauma program.
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Q 53. INCREASING THE NUMBER OF PRE-REVERSAL IMAGING STUDIES FOR
TRAUMA COLOSTOMIES DELAYS REVERSAL WITHOUT IMPROVING OUTCOMES
BM Tracy, C Fitzgerald, J Nguyen, RN Smith, BC Morse, R Gelbard
Presenter: Brett Tracy MD
Emory University
KIOSK #6
Introduction: Imaging studies can provide valuable information prior to colostomy
reversal but the number of tests and preferred modalities vary among trauma surgeons.
Obtaining multiple studies prior to reversal may only delay surgery without affecting
outcomes. The purpose of this study was to determine the impact of pre-reversal
imaging on time to colostomy reversal (TTCR) and postoperative complications.
Methods: This study was a retrospective chart review of trauma patients who
underwent colostomy reversal at our Level 1 trauma center between 2009 and 2016.
Demographic data, number and type of pre-reversal imaging studies were collected.
Outcomes included TTCR and postoperative complications, such as fistulae, leak,
obstruction, and surgical site infection.
Results: The cohort included 135 patients; 85% (115/135) were men and mean age
was 32.2 ±12 years. Of these patients, 64.4% (87/135) had an end colostomy. Most
patients (56.3%, 76/135) had one pre-reversal study, 37% (50/135) had two, and 3.7%
(5/135) had three or more. The most common initial imaging modality was a barium
enema (BE) (88.5%, 116/131) followed by a CT (11.5%, 15/131). Mean TTCR was 12.5 ±
18.3 months. The number of pre-reversal studies was associated with increased TTCR
(OR=1.5, 95% CI= 1.41, 1.59). There was no difference in TTCR between no imaging
versus an initial BE or CT. Increasing the number of pre-reversal studies did not lead
to a lower incidence of postoperative complications (p>0.14). However, smoking was
associated with anastomotic leaks (OR=12.3, 95% CI= 1.43, 105.4) and end colostomies
were associated with superficial surgical site (OR=10.6, 95% CI=1.4, 82.6) and organ
space infections (OR=6.4, 95% CI=1.4, 28.9).
Conclusion: While preoperative imaging studies are often done prior to colostomy
reversal among trauma patients, increasing the number of studies appears to increase
time to reversal with no effect on postoperative complications. Further studies are
needed to determine if preoperative imaging should be limited to trauma patients with
certain risk factors.
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Q 54. LEVEL 1 OR LEVEL 2: DOES ACS/STATE LEVEL VERIFICATION MATTER?
A Elkbuli, B Dowd, R Flores, D Boneva, S Hai, M McKenney
Presenter: Adel Elkbuli MD, MPH
Kendall Regional Medical Center
KIOSK #6
Introduction: The American College of Surgeons (ACS) and many states have Level 1 or
Level 2 verification for their Trauma Centers (TC). The outcome performance between
a Level 1 and Level 2 has been debated. Our study aimed to determine the relationship
between ACS and State TC Level designation, 1 vs. 2, and injury adjusted mortality. This
is the first study to do so.
Methods: Review of the National Sample Program (NSP) from the National Trauma
Data Bank (NTDB) for 2013. TCs were categorized based on ACS or State Level 1 or 2
designation. TCs not categorized as ACS or State Level 1 or 2 were excluded. Adjusted
mortality was determined by using observed over expected mortality (O/E) ratios,
derived from the Injury Severity Score and Revised Trauma Score. Chi-squared analysis
was used with a statistical significance defined as p-value<0.05
Results: Of the 94 TCs in the NSP, 80 had ACS designations, with 45 as Level 1 and 35
Level 2, that treated a total of 123,103 patients. There were also 80 TCs with a state
designation, with 45 Level 1 and 35 level 2, that treated a total of 149,930 patients. ACS
Level 1 TCs had a similar O/E compared to ACS Level 2 TCs (0.73 vs. 0.75, χ2, p =0.36).
State Level 1 TCs had a similar O/E compared to State Level 2 TCs (0.70 vs. 0.74, χ2,
p=0.08).
Conclusion: Both ACS and State Level 1 and 2 Trauma Centers performed similarly on
injury adjusted mortality.
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Q 55. CHARACTERIZATION OF GENDER RELATED DISPARITY IN
GASTROESOPHAGEAL REFLUX DISEASE: SURGICAL PERSPECTIVE FROM
A RURAL HIGH VOLUME ANTI-REFLUX PROGRAM
MY Fanous, AK Jaehne, DW Lorenson, AJ Lambert
Presenter: Medhat Fanous MD
Aspirus Health System
KIOSK #7
Introduction: Gastroesophageal reflux disease is a common condition which affects
both women and men. Clinicians frequently evaluate patents who present with opposite
sex family members also suffering from GERD. They often ask whether their disease
is different because of their gender. There are scarce data addressing the similar and
different features of GERD of both genders. The aim of this study is to characterize the
clinical manifestations, diagnostic findings, completion of workup and progression to
surgical intervention.
Methods: This is an IRB approved retrospective chart review of patients who
presented with GERD symptoms to a rural surgical clinic between November
2015 and November 2017. Standardized workup included barium esophagram and
esophagogastroduodenoscopy with concomitant wireless pH capsule placement. High
resolution impedance manometry and gastric emptying scan were selectively utilized.
Results: 397 patients (261 females and 136 males) were evaluated. Female patients
had statistically significant higher BMI and GERD Questionnaires scores while male
patients had higher incidence of hiatal hernias. The other demographic characteristics,
symptoms, PPI use and diagnostic findings were similar in both groups (table 1).
Conclusion: The overall presentation, medication use, and diagnostic findings are
similar between men and women. Unlike previous studies reporting higher incidence
of Barrett’s esophagus in males, there was no difference noted. Female patients had
statistically significant higher BMI and GERD Questionnaires scores while male patients
had more hiatal hernias. More studies are needed to further our understanding of sex
related differences in GERD.
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Q 56. VALIDATION OF THE AAST GRADING SCALE FOR BLEEDING PEPTIC ULCER
DISEASE
KA Young, SA Brindle, JT Dove, KA Widom, DM Torres, JL Wild
Presenter: Katelyn Young BSc
Geisinger Medical Center
KIOSK #7
Introduction: Endoscopic therapy is the standard of care for bleeding peptic ulcer
disease (PUD); however, some patients re-bleed after endoscopic treatment, which
portends considerable morbidity. To stratify risk, the American Association for the
Surgery of Trauma (AAST) proposed a grading scale utilizing clinical and endoscopic
factors. This AAST grading scale has not yet been evaluated for predicting patient
outcomes. Thus, the present study assesses whether AAST grading is associated with
mortality and unplanned re-intervention for bleeding PUD.
Methods: This was a retrospective review of adults (≥18 years) admitted to a threehospital healthcare system (1/2012–12/2017) for acute bleeding from gastric or
duodenal ulcers, excluding gastrojejunal ulcers. Severity grades were assessed
using the first esophagogastroduodenoscopy (EGD). Mortality and unplanned reinterventions (EGD/embolization/surgery) were assessed within 30 days of the first
EGD. Logistic regression modeling was used.
Results: In six years, 117 patients were eligible (median age 71 years). Most ulcers were
duodenal (67 patients, 57.3%). Only 71 patients (60.7%) strictly met all criteria for any
AAST grade (Table). To improve applicability, a Modified Scale was proposed (Table),
which could grade all patients (Grade 1: 41 patients, Grade 2: 15, Grade 3: 36, Grade
4: 19, Grade 5: 6). Overall mortality rate was 4.3%. Neither scale was associated with
mortality. Both the Original and Modified Scales demonstrated that increasing severity
score was associated with a higher number of unplanned re-interventions (OR: 1.47
[95%CI: 1.01-2.14] & 1.55 [95%CI: 1.13-2.14], respectively). However, the Modified
Scale was a better model (c-statistic 0.634 vs 0.619 Original). Modified Grade 1 reintervention rate was 22.0%; Grade 5: 83.3%. After sub-analysis of embolization or
surgery, the Modified Scale remained superior. Only the Modified Scale demonstrated
increased risk with increased severity (OR: 1.67 [95%CI: 1.09-2.58]).
Conclusion: With minor modification, the AAST system was able to grade all patients
in the population. In addition to enhancing applicability, the Modified Scale also
demonstrated superior performance as an increasing severity score was associated
with a higher number of unplanned re-interventions and the need for escalated
intervention (embolization or surgery). Future studies, ideally prospective and
multicenter, should validate the Modified Scale.
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Q 57. ARE THERE PREDICTORS OF CLINICAL FAILURE IN GASTRIC ELECTRICAL
STIMULATION TREATMENT OF GASTROPARESIS?
JR Gedney, D Kim, WP Lancaster, DB Adams
Presenter: Ryan Gedney BS
Medical University of South Carolina
KIOSK #7
Introduction: Gastric electrical stimulation (GES) in the management of gastroparesis
has had mixed clinical response, which may in part be due to the variety in underlying
etiology. The most common etiologies of gastroparesis intractable to medical
management are diabetes, surgical vagal nerve injury following foregut operations,
and idiopathic. Some patients do not experience improvement after GES and request
removal, or require enteral or parenteral nutrition due to continued PO intolerance
and weight loss. The aim of this study was to identify which patient populations
demonstrate clinical failure to GES.
Methods: A retrospective review and analysis was undertaken on patients who
underwent GES for gastroparesis management over a ten-year period. Patient
demographics, medical and surgical history, need for enteral or parenteral nutrition
postoperatively, and weight gain or loss was evaluated. Each patient was stratified
into an etiological subset (diabetes, idiopathic, or post-surgical) and compared using
outcome measure categories identified above. For each measure, subsets were
compared to each other using a Chi-Squared Test, and a significance value of p < 0.05
was used.
Results: 185 patients underwent GES from 2005-2015. 81.1% were woman (n=150)
with an average age of 44 years old (range 17-84 years). 49.7% were diabetic, 37.3%
idiopathic, and 13% post-surgical. 20.5% of gastric neurostimulators were later
explanted (15.7% due to infection, 28.9% for pain, 50% for continued symptoms,
5.3% for symptom resolution). 26.5% of patients required enteral nutrition and 8.7%
required parenteral nutrition after neurostimulator placement. Of the patients that
had their pacemaker explanted, no one etiological subset experienced a greater rate
of explantation than another. There was also no statistical difference between subsets
relying on supplemental nutrition following pacer implantation. There was no statistical
difference between subsets when comparing which patients received supplemental
nutrition among those patients that gained weight. Idiopathic patients however
experienced significant weight loss compared to diabetic and post-surgical patients
after GES (48%, 40%, 34%, respectively, p = 0.017).
Conclusion: Patients with intractable gastroparesis do not always show positive clinical
response to GES. Underlying etiology does not appear to predict which patients would
get their neurostimulator removed or require supplementation nutrition. However
patients with idiopathic gastroparesis were most likely to lose weight after GES
implantation.
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Q 58. DUODENAL SWITCH- OMEGA LOOP TECHNIQUE AND MODIFICATIONS
IN THE SUPER OBESE
RC Pullatt, A Parinella, C Cox, B White
Presenter: Ashley Parinella MD
Medical University of South Carolina
KIOSK #7
Introduction: Laparoscopic duodenal switch is a bariatric operation often reserved
for patients with super obesity, defined as BMI ³ 50 kg/m2. The duodenal switch is
the least common of bariatric operations performed in the United States relative to
Roux-en-Y gastric bypass, sleeve gastrectomy, and adjustable gastric band, partially
due to the technical complexity of the operation. However, duodenal switch allows
superior weight loss and is also the most effective in treating comorbidities such
as type 2 diabetes, hypertension, hyperlipidemia, and obstructive sleep apnea.
Additionally, patients may seek revisional bariatric surgery for insufficient weight loss
effect, weight loss relapse, or correction of secondary complications. Investigating
the patients anatomy at presentation with imaging and/or endoscopy followed by
appropriate preoperative planning are critical components in the success of revisional
bariatric surgery. Methods: We present a case report and a video that features several
surgical techniques of this operation. The first is a omega loop technique The second
is a retrocolic stapled technique. The omega loop technique involves sectioning the
duodenum with a blue load fire of the stapler. Next, the ileocecal junction is identified
and a loop of bowel 125 cm proximal is secured to the abdominal wall. A further 125
cm proximal marks the point at which the duodenoileal anastomosis is constructed in
a loop fashion using a handsewn single-layer technique. Anchoring sutures are then
placed to relieve any tension from the anastomosis. The previously identified loop of
bowel at the 100 cm mark is anastomosed to the afferent limb. We use a double fire
H-shaped technique with the white stapler load to create a widely patent anastomosis.
The common enterotomy is closed with a blue stapler load and the mesenteric defect
is closed. We then divide the afferent limb, thereby creating a Roux configuration. The
second technique described is the retrocolic technique which is sometimes required
in the super obese patients if an antecoolic limb cannot be brought up tension free.
The transverse colon is elevated and a retrocolic window is created. The retrocolic
staple technique requires either a single fire or a sequential double fire of the stapler.
The common enterotomy is closed with suture. Petersens space at the retrocolic
duodenoileal anastomosis is identified and closed with permanent suture. We also
anchor the Roux limb to the mesentery of the transverse colon to prevent herniation to
the supracolic compartment. Endoscopy is routinely performed intraoperatively. We
visualized the gastric sleeve, the post-pyloric duodenal stump, and the duodenoileal
anastomosis. An air-leak test also verifies that the anastomosis is airtight.
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Q 59. ROBOTIC ASSISTED REVISION OF A RECALCITRANT GASTROJEJUNAL
STRICTURE AFTER A GASTRIC BYPASS
RC Pullatt, B White, C Cox
Presenter: Kristen Quinn MD
Medical University of South Carolina
KIOSK #7
Introduction: Patient is a 60 yr old male who had a RYGBP 10 years ago, He had
increasing dysphagia and failure to thrive for the past 3 years. On investigation pt
was found to have a tight stricture, patient was managed by an outside hospital
gastroeneterologist with repeated dilations. He was then referred to the tertiary
medical center for needle knife anastomotic stricture dilation. The patient failed that
and was referred to the bariatric surgery team for further management. Patient was
grossly malnourished, he was put on supplemental TPN to boost his nutrition as patient
adamantly refused a feeding tube. Once his albumin level improved we took him to
surgery, The surgical approach is detailed in the video.
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Q 60. LAPAROSCOPIC REVERSAL OF GASTRIC BYPASS
RC Pullatt, K Quinn, C Cox, S Chowdhary
Presenter: Kristen Quinn MD
Medical University of South Carolina
KIOSK #7
Introduction: A 60 year-old female with a history of a gastric bypass 10 years ago,
presented with persistent neuroglycopenia. Oral hypoglycemic screen and work up
for an insulinoma were negative. It was decided the patient should undergo a gastric
bypass reversal. She was taken to the OR, where it was discovered that the gastric
pouch as well as the roux limb had herniated into the chest. The hiatal hernia was
reduced and repaired with adequate esophageal length in the abdomen. The retrocolic
retrogastric roux-en-y gastric bypass was then reversed by resecting the gastro-jejunal
anastomosis and making a gastro-gastric anastomosis. The Jejunojejunostomy was
resected where the biliary limb entered the JJ and the roux limb and the biliary limb
were reconnected to reestablish continuity. Endoscopy was employed to inspect the
Gastrogastric anastomosis . A giant mesocolic hernia was also noted and its small
bowel contents reduced. Mesh was placed to reinforce the hiatus, a G tube was
placed in the previously excluded stomach to provide decompression, and a drain was
left in place. Post-operatively, the patient recovered well and had resolution of her
neuroglycopenic symptoms.
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Q 61. DIAPHRAGMATIC CRURAL EVERSION: MID TERM DATA OF A NOVEL
TECHNIQUE TO OPTIMIZE HIATOPLASTY DURING LAPAROSCOPIC REPAIR
OF HIATAL HERNIA
MY Fanous
Presenter: Medhat Fanous MD
Aspirus Health System
KIOSK #7
Introduction: Hiatoplasty is an essential component of laparoscopic hiatal hernia
repair (LHHR). There is no standardized technique regarding the location of the knots
used in hiatoplasty. Anterior placement of the knots results in crural inversion as it
approximates the anterior edges and separates the posterior edges. In contrast, when
the knots are placed on the peritoneum between the posterior aspect of the right crus
and the inferior vena cava (IVC), they result in diaphragmatic crural eversion (DCE)
which approximates the entire width of the crura. The aim of this study is to evaluate
the usefulness of DCE in optimizing hiatoplasty.
Methods: IRB approval was obtained for a retrospective chart review of patients who
underwent LHHR by a single surgeon between April 2016 and August 2017. Inclusion
criteria included sliding hiatal hernia 6 cm or less measured by endoscopy and the
use of endostitch device to standardize the size of the surgical bite. Exclusion criteria
included use of mesh or pledgets and reoperative surgery. Operative details: The hiatus
was repaired with permanent sutures using the extracorporeal sliding arthroscopic
knots (ESAK). These knots are cinching knots (similar to endoloop knot) which formed
extracorporeally and advanced with a knot pusher to be precisely placed between the
right crus and IVC. Follow up We utilized GERD Questionnaires, barium esophagram
and esophagogastroduodenoscopy. Radiological recurrence defined as hiatal hernia ≥2
cm.
Results: There were 33 patients; 12 males and 21 females. Average age and BMI were
56 and 27.9 respectively. The mean size of sliding hiatal hernias was 2.8 (2-5) cm.
The average operative measurement of hiatal length and width was 4.4 and 3.4 cm
respectively. Posterior hiatal stitches were used in all but one patient. Average use
was 2.4 (1-4) stitches. Anterior hiatal stitches were used in 23 patients with average
0.9 (0-2) stitches. CDE was possible even in the presence of aberrant left hepatic
artery in 3 patients (9%). Follow up included barium esophagram in 30 patients and
EGD in 3 patients. Average follow up was 13.2 (11-26) months. There was only one
radiological recurrence of hiatal hernia (3%). The preoperative and postoperative
GERD questionnaires are listed in table 1.
Conclusion: Diaphragmatic crural eversion optimizes hiatoplasty during laparoscopic
hiatal hernia repair. It results in low mid term recurrence rate of small hiatal hernias and
significant objective clinical improvement of GERD symptoms.
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Q 62. MASSIVE CAUDATE LOBE IN LAPAROSCOPIC HIATAL HERNIA REPAIR:
TYING AND WRAPPING OUTSIDE THE BOX
MY Fanous
Presenter: Medhat Fanous MD
Aspirus Health System
KIOSK #7
Introduction: The presence of anatomical obstacles in the limited operative field of
laparoscopic hiatal hernia repair (LHHR) creates significant technical difficulties. This
video of a 60 year old female illustrates the first case report of LHHR in the presence
of a massive caudate lobe. It was comparable to the size of an already enlarged left
lobe of the liver. This challenge increased the risk of bleeding from the caudate lobe
itself or the inferior vena cava (IVC) with possible catastrophic outcome. The operative
strategies included either abandoning the procedure or finding a creative way to handle
the challenge safely. This strategy involved creating more space (adding another
liver retractor) and avoiding the crowded operative field by extracorporeal tying with
external cinching knots and performing endoscopic fundoplication. Materials and
Methods: The typical laparoscopic 5 port technique (camera, liver retractor, 2 working
ports and assistant port) was employed. Attempts to retract the massive caudate
lobe with a grasper to dissect right or left crura were deemed unsafe. The following
three steps facilitated the performance of safe and effective surgery. 1. Additional liver
retractor We added another 5 mm trocar and placed a mounted laparoscopic snake
retractor to retract the caudate lobe. This gentle retraction increased the operative
field and reduced the manipulation of the caudate lobe. 2. Extracorporeal sliding
arthroscopic knots (ESAK) ESAK are commonly used by orthopedic surgeons in the
tight joint spaces.They are tied extracorporeally and require a single insertion of the
knot pusher as they do not unravel. This reduces the risk of injuring the caudate lobe
and allows for expedient hiatoplasty. These knots such as Roeder’s knot and modified
Duncan loop can be precisely placed and allow the surgeon to navigate obstacles
using a knot pusher. 3. Transoral incisionless fundoplication (TIF) Performing TIF after
LHHR was first described by Ihde in 2011.[3] We utilized this technique to avoid a
limited operative field and to prevent excessive tissue manipulations associated with
laparoscopic fundoplication. TIF reconstructs the gastroesophageal valve without
taking the risk of bleeding from the short gastric vessels or splenic capsular tears. TIF
also preserves the angle of His and produces partial fundoplication which has less side
effects of dysphagia and gas bloat syndrome. Finally, this technique does not burn
bridges for future anti-reflux surgery as the fundus is spared. Results : The operative
time was 98 minutes (LHHR 78 minutes and TIF 20 minutes). Hiatoplasty using 4
interrupted stitches took 9 minutes. There were no intraoperative or postoperative
complications. Hospital stay was two days. Patient discontinued omeprazole which
she used daily for 20 years. At 6 months follow up, her GERD related quality of life
(HRQL) and GERD symptom scores (GERSS) were (30 vs 5) and (40 vs 8). Conclusion:
This rare incidental finding of massive caudate lobe in LHHR required a creative
strategy consisting of the use of additional liver retractor, utilization of extracorporeal
arthroscopic knot tying and endoscopic fundoplication. This strategy is safe, effective
and can be applied in similar operative scenarios.
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Q 63. FIBROSARCOMATOUS DERMATOFIBROMASARCOMA ARISING IN A BURN
SCAR
HM Nemec, MG Lashley, EL Long
Presenter: Hannah Nemec MD
Navicent Health, Mercer University School of Medicine
KIOSK #7
Introduction: Dermatofibrosarcoma protuberans is considered a low-grade sarcoma
that is slow growing and locally aggressive. It is an uncommon soft tissue sarcoma
that occurs in about 1-4 per million people per year. The subtype fibrosarcomatous
dermatofibromasarcoma is even more uncommon, accounting for approximately
5-15% of dermatofibrosarcoma protuberans. Also uncommon is the presentation of
this tumor within a burn scar. We present the first reported case of fibrosarcomatous
dermatofibrosarcoma protuberans arising in the scar of a prior burn. A 60-year-old
male who was found to have a left chest wall mass. He had sustained severe burns to
this area 30 years prior which ultimately required a skin graft. Pathology was consistent
with fibrosarcomatous dermatofibrosarcoma protuberans. The presentation of the
patient, diagnosis, treatment, and potential implications are discussed in this case
report.
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Q 64. LAPAROSCOPIC TREATMENT OF A INTRACOLONIC
VENTRICULOPERITONEAL SHUNT
AC Antill, ML Mancini
Presenter: Andrew Antill MD
University of Tennessee Medical Center, Knoxville
KIOSK #8
Introduction: Ventriculoperitoneal shunt placement is a standard treatment in the
management of hydrocephalus. Shunt migration is a known complication of this
procedure, and intracolonic erosion has only been described in case reports. We
present a case of a 23-year-old female with a history of hydrocephalus and prior
ventriculoperitnoeal shunt that was disconnected seven years prior. The patient been
admitted several times with a recurrent retroperitoneal abscess, believed to be due
to a residual shunt that appeared to be eroded into the descending colon on imaging.
She underwent laparoscopic removal of the catheter fragment. Post-operatively,
she develop worsening abdominal pain and tachycardia, which prompted a repeat
diagnostic laparoscopy. This revealed an intact repair. The patient did well post
operatively. We propose that while an individualized approach should be taken for
each patient with difficult complications, a laparoscopic technique for evaluation and
treatment may be appropriate in select patients with ventriculoperitoneal shunt erosion
and may lead to minimized trauma and improved recovery time.

FEBRUARY 23 – 26, 2019 | CHARLOTTE, NC

323

QUICK SHOT ORAL ABSTRACTS

CONTINUED

Q 65. 3D PRINTING CAN BE USED TO CREATE A SYNTHETIC BOWEL MODEL FOR
TEACHING HAND-SEWN BOWEL ANASTOMOSIS TO SURGICAL TRAINEES
MA Liotta, SJ Cojocaru, KS Oberoi, AM Merchant, A Kunac
Presenter: Mark Liotta BE
Rutgers University
KIOSK #8
Introduction: Bowel models provide trainees with an opportunity to learn how
to perform hand-sewn anastomoses in a non-clinical setting. However, current
commercially available synthetic bowel can be costly, ranging in price from $16 to $42
for a 5” segment. While animal bowel is generally cheaper, size varies depending on
the animal from which it was obtained, and the use of tissue requires wet lab space and
a method to safely dispose of this material. The widespread availability of 3D printing
offers a potential alternative. We aimed to use 3D printing to create an affordable,
easily reproducible, synthetic, bowel model. A four-component, interlocking mold was
designed in CAD software. It consisted of a base, inner cylinder attached to a plunger,
and a two-component outer cylinder. The space between the inner and outer cylinders
was approximately 3mm; this was chosen to simulate the thickness of a segment of
small bowel. Parts were printed on an Ultimaker 3 printer using PLA plastic (Figure
1A-E). Liquid silicone with a quick cure time (75 minutes) was chosen to fill the mold
due to its ideal combination of pliability and durability. To create our model, the outer
cylinder pieces were seated within their corresponding grooves in the base. Next, the
silicone was poured into the outer cylinder and the plunger was inserted and kept in
place until the material cured. We created a 5” translucent silicone bowel segment that
was uniform in thickness and shape. The bowel was easily divided with a scalpel. Next,
the divided segments of bowel were joined together using a standard 2 layer hand-sewn
anastomosis with 3-0 Vicryl and 3-0 Silk on tapered needles. The needles were easily
driven through the silicone. There was minimal drag of suture and tearing of the silicone
by the suture. An additional observed benefit to the model is the translucent nature of
the silicone which allowed us to assess the depth at which bites were taken. As with real
bowel, the anastomosis resulted in “mucosal” inversion. There is a one-time, fixed cost
of $14.70 to print the bowel mold and a cost of $1.08 to cast a 5” segment of bowel from
this mold. The segment of synthetic bowel before and after the anastomosis can be
seen in Figure 1F-H. We have shown that 3D printing can be used to create a synthetic
bowel mold and liquid silicone can be used to create a segment of synthetic small bowel
from our mold that is affordable and has properties similar to real bowel. The cost of
$1.08 for a 5” length of bowel is approximately 20-fold less than the average price of
synthetic bowel and 8-fold less than the average price of porcine bowel. Our easy to
produce and cost-efficient model can be easily adopted by other institutions and offers
them another alternative to teaching bowel anastomosis techniques in a simulated
setting. Additionally, 3D printing offers a method of potentially creating other tissue
molds that can be used to develop other surgical simulation models.
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Q 66. THE DILEMMA OF SURGERY IN THE SETTING OF NEUROGENIC BOWEL
DYSFUNCTION
JA Moyer, AW Ong, SM Foster
Presenter: Jeffrey Moyer DO
Reading Hospital
KIOSK #8
Introduction: Bowel dysfunction is frequently present in the institutionalized
neurologically impaired patient population, and radiographic findings at the time of
admission may prompt surgical consultation. The surgeon is not uncommonly faced
with the decision of whether operative intervention can be beneficial in the setting
of chronic bowel dysfunction, and there are no definitive recommendations in the
literature to guide management. A case and existing literature will be reviewed to
emphasize the risks of operative intervention in this patient population. A 72 year old
man with developmental delay and paraplegia and a history of Hartmann’s procedure
for sigmoid volvulus, tracheostomy and gastrostomy presented with abdominal
distention, coffee ground emesis, and decreased colostomy output. On exam he had a
soft and partially reducible parastomal hernia, and CT scan of the abdomen and pelvis
demonstrated incarcerated small bowel with transition point at the parastomal hernia.
He was non-operatively managed for 6 days. He showed no significant improvement
in distention or colostomy output, and a small bowel follow-through during that
period demonstrated small bowel incarcerated within the parastomal hernia with
contrast transit to the colon. On the 7th day of admission he underwent laparotomy
for parastomal hernia repair. Intraoperatively he had diffusely dilated bowel without
a transition point. A parastomal hernia repair was performed with biologic mesh, and
his fascia was closed with running suture. His postoperative course was complicated
by ileus and two episodes of dehiscence with evisceration requiring additional
laparotomies. His abdomen was eventually closed with an interposition biologic mesh.
This case illustrates a surgical dilemma that is encountered in the institutionalized
patient population. Radiographic and intraoperative findings did not reveal any true
obstruction, and operative intervention resulted in postoperative complications with
a protracted hospital course. The reviewed literature shows high complication and
reoperation rates in the setting of chronic bowel dysmotility. Recognition and diagnosis
of this entity in the institutionalized patient population may reduce unnecessary and
repeated surgical interventions.
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Q 67. COLONIC HEMORRHAGE ASSOCIATED WITH SPLENIC VEIN THROMBOSIS
RE Morris, MJ Schurr
Presenter: Rachel Morris MD
Mountain Area Health Education Center (MAHEC)
KIOSK #8
Introduction: Introduction: Splenic vein thrombosis is caused by chronic pancreatitis
and pancreatic inflammation in more than half of all reported cases. Typically, patients
are asymptomatic from SVT, but 17-55% of patients will develop varices. Most
commonly, these are either gastric or esophageal. Typically these are an incidental
finding, but bleeding occurs in around 4-17% of patients with varices. This may present
as anemia, melena, or hematemesis. Colonic varices are a rare manifestation of splenic
vein thrombosis. Bleeding varices are typically treated with splenectomy alone which
eliminates the collateral outflow. Case Description: We report a case of an 81 yo M
with a history of hypertension and recurrent deep vein thrombosis with pulmonary
embolism on Eliquis with suspected underlying hypercoagulable state. He developed
splenic vein thrombosis causing sinistral hypertension and presented to the hospital
with hematochezia without hematemesis or abdominal pain. A tagged RBC scan noted
active bleeding in the distal colon and colonoscopy noted congestion and dilated blood
vessels suggestive of increased venous pressure. A mesenteric angiogram noted a
large, abnormal dilated varix of the distal SMA which was embolized. Given ongoing
bleeding causing significant decrease in hemoglobin and ongoing hematochezia, he
underwent splenectomy. The patient had ongoing hemorrhage and required subtotal
colectomy for cure. Discussion: Sinistral hypertension from splenic vein thrombosis
usually results in gastric varices and associated upper gastrointestinal hemorrhage.
Lower GI bleeding is rare. As in this case presentation, evaluation of GI bleeding in the
setting of known splenic vein thrombosis should consider upper and lower sources
of hemorrhage. Typically, the recommended treatment for symptomatic sinistral
hypertension is splenectomy. In this setting, such treatment was insufficient as the
volume of variceal burden was too much to be treated with splenectomy alone. In the
setting of large, bleeding varices, colectomy may be required.
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Q 68. SURGICAL OUTCOMES IN PATIENTS WHO UNDERWENT ROBOTIC LOWER
ANTERIOR RESECTIONS FOR RECTAL CANCER: A RETROSPECTIVE CHART
REVIEW
A Cross, J Jorden, RW Farmer
Presenter: Alex Cross MS2
University of Louisville
KIOSK #8
Introduction: The use of robotic techniques for the treatment of rectal cancer has
ballooned over the past decade. Robotic procedures may provide patients with benefits
including decreased blood loss, better resection margins, and better postoperative
pain, when compared to traditional approaches. The goal of this study was to evaluate
commonly reported surgical outcomes in patients who underwent robotic rectal cancer
procedures at a single institution and compare those results with literature-reported
outcomes in patients treated with a laparoscopic or open procedure.
Methods: With IRB approval, a retrospective chart review was performed using
patients from the University of Louisville Hospital who had undergone robotic rectal
cancer operations. Patient demographics, operative factors, and oncologic factors were
collected. Statistical review was performed with R Statistical Software.
Results: 83 patients were identified, 77 of whom underwent LAR (low anterior
resection) while the remaining six underwent abdominoperineal resection (APR).
Median age of the patient cohort was 58. Thirty-nine (46.9%) patients were either
obese or morbidly obese. Median operative time was 192 minutes. Patients who
underwent robotic LAR procedures had an average blood loss of 174ml (95% CI of
52.9ml). Fifty-four patients (65.1%) underwent neoadjuvant radiation therapy; of those
patients, 13 (24.1%) had no residual viable tumor. Examining surgical margins revealed
the distal margin had an average distance of 2.39cm (95% CI of 0.7cm). Only 5.5% of
patients had an involved distal margin. Regarding the circumferential surgical margin,
the average distance was 1.35cm (95% CI of 0.2cm). Pathologic quality revealed that
33.3% of patients had a “complete” resection, 58.3% were deemed “near complete,”
and the remaining 8.4% were considered “incomplete.”
Conclusion: Robotic surgery for rectal cancer can be performed with pathologic and
operative outcomes either comparable or superior to those reported in the literature for
open and laparoscopic approaches. Future studies should aim to delineate those patient
populations that would benefit most from robotic surgery for rectal cancer.
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Q 69. POST-SURGICAL CLOSTRIDIUM DIFFICILE-ASSOCIATED INFECTION
RATES FOLLOWING ONCOLOGIC COLORECTAL RESECTIONS: REVIEW OF
THE AMERICAN COLLEGE OF SURGEONS NATIONAL SURGICAL QUALITY
IMPROVEMENT PROGRAM DATABASE
M Micala, JD Sciarretta, S Mohidul, K Muertos, FI Macedo, J Davis
Presenter: Micaela Moen MD
Grand Strand Medical Center
KIOSK #8
Introduction: Hospital-acquired Clostridium difficile (CD)-associated infections
carry increase morbidity and mortality particularly those at high-risk for severe CD
infections. We hypothesize that the CD infection risk escalates following the completion
of oncologic colorectal surgery (CRS) than other CRS diagnoses.
Methods: ACS-NSQIP 2016 database was queried for all patients >18 years of age who
completed oncologic CRS. Those patients who were positive for a CD infection in the
postoperative period were included in the study. All other gastrointestinal cancerrelated surgeries were excluded. ICD-10 codes were used to identify NSQIP data
reporting. Analysis included patient demographics, surgical procedures, length of stay,
laboratory data and mortality.
Results: A total of 14,639 patients required oncologic CRS with 247 (CD)-associated
infections reported at > 800 participating ACS-NSQIP hospitals. Median age was
72 ± 13 years (range, 26 to >90), with 138 (55.8%) females and 73% identified as
caucasian. Three quarters of patients were elective CRS with 57% being laparoscopic,
most common procedure regardless operative approach was a partial colectomy with
primary anastomosis (44.5%). Mean ASA class was 3, approximately 174 ± 86 minutes
(range, 28-578 min) OR time. Mean LOS was 11.29 ± 11.2 days. Days to postoperative
CD infection, median 6 ± 4.3 (range 3-13) days. Patient factors included: albumin 3.58
± 0.65 (p=0.007), 29 organ space infections (11.7%), pneumonia (8%), and transfusion
(15%). Overall mortality rate was 2.4% in postoperative period and were significantly
older (p=0.047), required emergency surgery (p=0.010) and developed pneumonia
(p=0.008).
Conclusion: Post-oncologic CR surgery CD incidence was 1.6% and an increase in
mortality observed in those requiring emergency surgery and increasing age with
increased morbidity in this subset of CR patients.
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Q 70. FITWAY ALABAMA COLORECTAL CANCER PREVENTION PROGRAM:
ANALYSIS OF RESULTS
GS Thompson, LA West, MA Parker
Presenter: Greg Thompson MD
Brookwood Baptist Health System
KIOSK #8
Introduction: Colon cancer is the 4th most common cancer and 2 most common COD.
In Alabama, it is among the top 6 in regards to mortality. There are several methods
of screening for CRC but the most widely used are still the stool test and colonoscopy.
Stool tests include the FIT and FOBT which require samples with low sensitivity and will
miss polyps. These are recommended as annual screening in conjunction with flexible
sigmoidoscopy. Ultimately statistics have shown a 67% reduction in risk of death for
CRC compared to no endoscopy, so it is universally accepted that colonoscopy is the
standard.
Methods: The FITWAY program is a statewide program of the ADPH aimed at
providing colorectal screening to AL residents. Requirements were (age, income,
insurance coverage, and health status guidelines and who are under the are of a PCP).
Patients receive a FIT test at their local clinic at age 50 or based on health guidelines
and would be referred to have a colonoscopy if positive or recommended under current
screening guidelines. Our study looked at the results of the ACRI clinic which is made
up of 3 experienced colorectal surgeons who have participated in the program since
May of 2016. Data from 265 patients spanning 15 months was reviewed concentrating
on age, gender, comorbidities, FIT results, prep adequacy and each of those associated
ADR.
Results: 265 patients were examined and of the 19% who had a positive FIT, 45% had
an adenoma found on endoscopy. Of the 26 pts w/ negative FIT, 30% had an adenoma
detected on endoscopy. The average age of patients screened was 56 and this was
the first colonoscopy for 85% of them. 2/3 of patients screened were women. Overall
patient prep was acceptable with 93% having adequate prep and only 3% having to
be aborted. The prep for the patients included a combination of dulcolax tablets and
miralax. The ADR was equivalent to the national rate for endoscopists at 37% and
well above the accepted rate of >25%. Of the comorbidities assessed for patients w/
adenomas detected, 71% had HTN and 56% had history of smoking. 35% of those with
hypertension had an adenoma found and 55% of smokers had an adenoma detected. 1
cancer was detected throughout all these.
Conclusion: Patients with a negative FIT with no prior colonoscopy should consider
one regardless of the result due to its high false negative rate and once they’ve had an
initial negative colonoscopy, alternative screening methods can be considered. We
estimate 6 colorectal cancers prevented and 325 thousand dollars saved in the small
study thus far. FITWAY has provided a cost effective screening and prevention service
to the underserved population of Alabama and with adequate funding along with
willingness of primary care physicians to refer patients to get them screened as well as
finding gastroenterologists and colorectal surgeons willing to donate some of their time
to these patients, we could begin to chip away at the national statistics and bring down
Alabama’s incidence rate of colorectal cancer.
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Q 71. COMBINED ROBOTIC COLON AND LIVER RESECTION FOR SYNCHRONOUS
COLORECTAL LIVER METASTASIS: A MOVEMENT TOWARDS A NEW GOLD
STANDARD?
I Sucandy, JD Spence, AP Chudzinski, SB Ross, S Schlosser, HG Massarotti, AS Rosemurgy
Presenter: Iswanto Sucandy MD
Florida Hospital Tampa
KIOSK #8
Introduction: Liver metastasis from colorectal cancer is the most common metastatic
tumor to the liver. The majority of liver and colorectal resections are currently
undertaken using the conventional ‘open’ approach, requiring two separate operations.
Recovery from two major operations often delays the administration of adjuvant
chemotherapy, which in turn compromises the overall survival outcome. A potential
solution is a combination of both surgical procedures with a minimally invasive
approach for synchronous lesion(s) when possible. Herein, we aim to describe our
initial experience using this approach in our comprehensive digestive health program.
Methods: With IRB approval, all consecutive patients who underwent combined colon
and liver resections were followed prospectively. Demographic and operative outcomes
including age, body mass index, operative time, estimated blood loss, postoperative
complications, and length of stay were collected and analyzed. For illustrative purposes,
data are presented as median (mean ± standard deviation).
Results: Five patients underwent combined robotic colon and liver resection for
synchronous colorectal liver metastasis. Three patients were men, age of 62 (66.4 ±
15.3) years, BMI of 29 (28.9 ± 2.7) and MELD score of 8 (8.4 ± 2.2). Operative time
was 439 (476.8 ± 111.1) minutes with an estimated blood loss of 150 (140.0 ± 22.4)
mL. None of the cases were converted to ‘open’ operation. The length of stay was 5
(5.6 ± 2.7) days. No intraoperative complications were found. One patient developed
postoperative ileus. One patient required transfer to the ICU for hypotension secondary
to stress cardiomyopathy. One patient had superficial soft tissue cellulitis which
resolved with oral antibiotic treatment. None of the patients had bile leak, postoperative
bleeding, anastomotic leak, or intraabdominal collection. No 30-day mortality was
seen. Adjuvant chemotherapy started within 6 weeks postoperatively. There were no
mortalities within this study.
Conclusion: Combined minimally invasive robotic colon and liver resection for
synchronous colorectal liver metastasis is a safe and feasible strategy with favorable
short-term outcomes.
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Q 72. GOBLET CELL CARCINOID OF THE APPENDIX: CASE REPORT AND REVIEW
OF THE LITERATURE
L Mai, JP Malat
Presenter: Loan Mai DO
Reading Hospital
KIOSK #8
Introduction: Goblet cell carcinoids (GCCs), also known as adenocarcinoid tumors,
are a distinct subgroup of appendiceal neoplasms separated from neuroendocrine
neoplasms and adenocarcinomas. They occur almost exclusively in the appendix
and represent 5% of all appendiceal neoplasms. Men and women (median age of 58
years old) equally present with abdominal pain and GCC incidentally diagnosed after
appendectomy. GCCs are more aggressive than appendiceal carcinoid tumors but less
aggressive than adenocarcinomas. A histologic classification system (Tang et. al.) was
created to better predict prognosis and therefore guide treatment. Group A, typical
GCC, has the best prognosis while Group B, GCC with signet ring cell, is intermediate
and Group C, GCC with poor differentiation has the worst prognosis. Group C tumors
are most at risk for progression to aggressive adenocarcinoma and therefore are most
often diagnosed in advanced stages. The consensus on surgical treatment for GCC
remains unclear. Current recommendations include appendectomy for low grade
tumors, right hemicolectomy for all other GCC or if its size is greater than 1 cm. GCC
differences in histology, biologic markers, and prognosis separates it from appendiceal
carcinoid and adenocarcinoma. Further investigation is required to clarify how those
differences may guide the treatment and surveillance of GCC.
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Q 73. ANAL LYMPHOMA: A CASE REPORT AND REVIEW OF THE LITERATURE
IT Ranaweera, JE Sanchez, M Zoumberos, A Dakwar, M Arroyo, SH Rasheid
Presenter: Indira Ranaweera BS
University of South Florida
KIOSK #9
Introduction: Gastrointestinal (GI) lymphomas, comprised of Hodgkin’s lymphoma
(HL) and non-Hodgkin’s lymphoma (NHL), are the most common extranodal site
of lymphomas. Primary GI lymphoma, and in particular anal lymphoma, is rare. We
present a case report from a tertiary-care academic institution of a patient with an
aggressive anal mass that was determined to be anal diffuse large B cell lymphoma
(DLBCL). We review the literature and discuss the history and management of this
disease. A 48-year-old HIV+ man presented for evaluation of persistent anal lesions
and nearly constant fecal incontinence. Digital rectal exam revealed decreased resting
tone, minimal squeeze tone, and almost fully circumferential ulceration with friable
tissue in the anus and rectum suspicious for cancer. Rectal exam under anesthesia to
obtain deep biopsies revealed high grade Epstein-Barr virus+ (EBV+) DLBCL and high
grade anal intraepithelial neoplasia (AIN) III. PET/CT scan demonstrated positive
uptake in the anal area as well as lymph node involvement in the inguinal region. Bone
marrow biopsy showed no evidence of lymphoma. Systemic chemotherapy with dose
adjusted etoposide + prednisone + vincristine + cyclophosphamide + doxorubicin +
rituximab (DA-EPOCH-R) for 6 cycles was initiated and tolerated well. Follow-up 18
months from initial presentation was significant for anal condylomas and AIN III but
showed no evidence of DLBCL recurrence in the anal canal. All reported cases of anal
lymphoma were classified as DLBCL. DLBCL, a type of NHL, is an aggressive lymphoma
with tremendous clinicopathologic heterogeneity. Risk factors for DLBCL include
immunosuppression, UV radiation, pesticides, diet, inflammatory bowel disease,
and oncogenic viruses (EBV). The immunocompromised state alone predisposes to
malignancy, and patients often present with advanced disease or extranodal disease.
Anal lymphomas most commonly present as perianal abscesses. This is likely due to
blockage of these anal glands in the intersphincteric plane by neoplastic infiltration
of lymphoid tissue in the anal canal. In a patient presenting with a perianal abscess
or ulceration, biopsies are warranted, especially in high risk patients whose initial
endoscopic biopsies may not have been enough and/or who present with non-resolving
peri-anal/anal conditions. Endoscopy with biopsy remains the gold standard for
diagnosis of anal lymphoma, and abdominal CT is a valuable additional diagnostic test.
Superficial biopsies are not enough; failure to obtain deep biopsies can cause delays
in diagnosis and advanced stage at presentation. Chemotherapy with R-CHOP or
radiotherapy have been reported to be efficacious treatment modalities for anal DLBCL.
Due to the uncommon nature of this disease, prompt diagnosis of anal lymphomas may
be challenging and requires a high index of suspicion.
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Q 74. OUCH! WHEN A COLONIC METAL STENT IS LEFT IN FOR TOO LONG:
A DEVASTATING COLOENTERIC FISTULA FROM STENT EROSION AND
MIGRATION
H Lee, K Prabhakaran, L Krowsoski, PL Anderson, G Lombardo
Presenter: Hanjoo Lee MD
Westchester Medical Center
KIOSK #9
Introduction: Endoscopic colonic stent is employed as an effective means to palliate
unresectable lesions and bridge to definitive surgery. However, serious complications
have been reported including stent migration, perforation, and obstruction. We
present a rare case of 37-year-old male who presented with symptoms of large bowel
obstruction two years after stent placement for benign sigmoid anastomotic stricture.
The patient developed a coloenteric fistula created by complete erosion of the colonic
lumen and migration of the stent into a loop of jejunum. The involved bowel and the
stent were removed en bloc. To our knowledge this is the first case of metallic stent
placed for benign colonic anastomosis stricture complicated by complete stent erosion
and migration into small bowel causing a coloenteric fistula with both small bowel and
large bowel obstruction. Numerous studies have been published regarding the effective
use of metallic stent placement for both benign and malignant large bowel obstruction.
The stent is endoscopically deployed at the site of narrowing within the gastrointestinal
tract to dilate and decompress the proximal bowel. It is an effective method to bridge to
definitive surgery with primary anastomosis avoiding emergent surgery with colostomy.
However, a high rate of complications involving stent migration, perforation, as well as
obstruction has been described. While enterocutaneous fistula has frequently been
reported as a sequela of colonic stent, there have been few reports of metallic stent
resulting in a coloenteric fistula.
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Q 75. BLUE RUBBER NEVUS SYNDROME: A SURGICAL DILEMMA
A Bazzell, S Williams, A Chase, J Turner, CE Clark
Presenter: Anya Bazzell BS
Morehouse School of Medicine
KIOSK #9
Introduction: First defined in 1860 by Gascoyen, Blue Rubber Bleb Nevus Syndrome
(BRBNS) is a rare congenital anomaly characterized by dilated venous tissue with
a thin layer of endothelial cells. Gastrointestinal (GI) bleeding and iron deficiency
anemia serve as the primary symptoms in adults. The nevi are blue and range from
a few millimeters to several centimeters in diameter and occur preferentially in the
trunk and upper extremities but have been reported to occur in other regions such as
the eyes, parotid glands, pericardium, and gastrointestinal tract. To date, there have
been over 200 cases reported in the literature making this syndrome extremely rare.
Here, we present an adult patient who was incidentally found to have BRBNS on routine
colonoscopy.
METHODS: 51-year-old Hispanic female presented for routine screening colonoscopy.
She denied rectal bleeding or pain prior to her colonoscopy. During her colonoscopy
she was found to have cecal and right colon raised nodules that were bluish in hue and
blanched with compression using forceps. Because of the vascular nature of the nodule,
biopsy or snare was not performed. There were several found throughout the right
colon with normal surrounding mucosa on white light and narrow band imaging. Upon
completion of her procedure, she informed the team she had similar nodules on her
back which was confirmed on examination. These lesions blanched as well on palpation
and were asymptomatic. Based on the findings blue rubber bleb nevus syndrome was
confirmed and the patient was sent home for close observation.
RESULTS: Contrasting with infantile hemangiomas which present earlier on in life, nevi
may not present until adulthood. Soblet et al hypothesized that BRBNS is attributed
to somatic mutations in TEK, a gene that codes for TIE2, specifying that germline
mutations in TEK lead to autosomal dominant cutaneomucosal venous malformation.
The treatment of GI BRBNS is determined by the extent of intestinal involvement and
severity of the disease. Use of sirolimus for 2.5 months has been shown to improve
and stabilize hemoglobin with vascular abnormalities reduced in size within 5 months.
Surgical resection, on the other hand, is ideal for patients in need of continuous blood
transfusion or for those who have adverse drug reactions. If there is no bleeding from
the lesions, GI BRBNS can be closely observed. Since our patient was asymptomatic
with few lesions, we opted to closely observe with routine endoscopy.
CONCLUSION: Blue rubber nevus syndrome is extremely rare. Treatment algorithms
depend on patient’s presenting symptoms and transfusion requirements for
hemorrhage. Close observation is the mainstay for asymptomatic patients. Medical and
surgical options should be considered for those who are symptomatic.
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Q 76. AN EVALUATION OF COLONOSCOPY TRAINING IN A SURGICAL RESIDENCY
PROGRAM
P Tenzel, J Bilezikian, D Coffey, W Powers, W Hope
Presenter: Paul Tenzel MD
New Hanover Regional Medical Center
KIOSK #9
Introduction: The American Board of Surgery mandates endoscopy training during
surgical residency. There is ongoing debate about the quality of training for endoscopy
that surgery residents receive. The purpose of this project is to evaluate outcomes of
colonoscopy in a general surgery residency program.
Methods: A retrospective review of all colonoscopies performed by a single surgeon
with his residents were performed from 10/2008 to present. Only cases where cecal
intubation time and withdrawal time were recorded were included. Resident year and
overall involvement were recorded.
Results: The study population included 213 colonoscopies of which 209 were able to be
completed/cecum reached for a completion rate of 98.1%. Average age was 54.3 years
(Range 22-80 years). Average time to cecum was 19.9 minutes (range 4-60 minutes),
pullback time was 14.3 minutes, with an average total colonoscopy time was 34.2
minutes (range 11-103 minutes). There were a total of 26 residents who participated
with an average year of 3.8 ranging from 1st year to 5th year. The average resident
involvement was 80%.
Conclusion: Endoscopic education continues to be an important aspect of residency
training. Due to the limited data on resident assessment, we believe that creating this
database helps establish comparison amongst our own residents, while also potentially
becoming a model for other residencies to do the same.
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Q 77. COLORECTAL CANCER IN PATIENTS UNDER AGE 50: TRENDS IN STAGING
AND MORTALITY
JP Malat, JP Malat, SP Martin, AW Ong, MT Brown
Presenter: Jaclyn Malat DO
Reading Hospital
KIOSK #9
Introduction: The aim of this study is to compare stage and mortality in colorectal
cancer (CRC) patients above and below age 50. We hypothesize that the stage at
diagnosis as well as mortality, will be higher in patients under 50. Recent national
reports show an increase in CRC diagnoses in younger patients. This corresponds with
the recent change in screening colonoscopies by the American Cancer Society to begin
at age 45 instead of age 50. However, data on this younger patient population, including
stage of diagnosis and mortality are limited and require further investigation.
Methods: A 20-year retrospective review of electronic medical records was completed
at the McGlinn Cancer Institute from 1997 to 2017 of all patients diagnosed with CRC .
This data was then aggregated by age, gender, tumor location, stage and mortality over
the past 20 years. Univariate analysis of variables was performed where appropriate.
Statistical significance was indicated by a p value of 0.05.
Results: Of 3041 patients diagnosed with CRC over the last 20 years, 231 (7.6%)
patients were below age 50. These younger patients were diagnosed at higher
stages compared to patients age 50 and above; 71.4% (165/231) of younger patients
compared to 56.5% (1589/2810) of those above age 50 were diagnosed at stage 2 or
higher (p<0.0001). Despite this, the mortality rate over 20 years in younger patients
was lower compared to those above age 50 (35.5% vs 59.3%, p = 0.0001). There was
no statistically significant difference in gender or location of tumor between these two
age groups.
Conclusion: Although patients under age 50 were more likely to be diagnosed at higher
stages of CRC, they demonstrated a lower mortality rate when compared to patients
above age 50. Based on our data, initiating screening colonoscopies at age 45 would
likely downgrade the stage at diagnosis however, its effect on overall survival has yet to
be determined.
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Q 78. ENHANCED RECOVERY AFTER COLORECTAL SURGERY – OUTCOMES
FOLLOWING THE ESTABLISHMENT OF AN INSTITUTIONAL PROTOCOL
M Arbuthnot, L Fluke, S Bedzis, R Butler
Presenter: Mary Arbuthnot DO
Naval Medical Center Camp Lejeune
KIOSK #9
Introduction: Enhanced recovery after surgery (ERAS) protocols were initially
developed in an effort to improve patient outcomes following surgery. This has been
associated with a reduction in overall complication rates and length of stay when
compared to traditional perioperative management in colorectal surgery [1, 2]. In an
effort to deliver the best care to patients, the Colorectal Surgery (CRS) department
collaborated with the Departments of Anesthesia and Clinical Nutrition to define an
institutional ERAS protocol for patients undergoing elective colorectal surgery as a
quality initiative program.
Methods: From October 30, 2017 to March 7, 2018, every patient scheduled for a
colorectal procedure was identified. Patients were enrolled in the ERAS protocol
which included preoperative counseling, operative interventions, and post-operative
considerations. As this was a quality initiative progra, consent was waived. Protocol
checklists were included on patient charts. Data were recorded and analyzed utilizing
descriptive statistical analysis. Continuous variables were compared to previously
published pre- and post-protocol data derived from a single center series utilizing a
paired T-test, while categorical variables were compared utilizing a Fisher’s exact test.
Results: Eighteen patients were included in the study. Average age of 42.5 (±12.9) years
and 61.1% were male. The most common indication for surgery was malignancy (41%).
All but one procedure was performed laparoscopically. There were 2 ileocecetomies,
3 right hemicolectomies, 5 sigmoid colectomies, 1 descending colostomy reversal, 4
low anterior resections, 1 completion proctectomy, and 1 total abdominal colectomy.
Average operative time was 243 (±109) minutes. All patients were started on a
clear-liquid diet on post-operative day (POD) 0 and initiation of solid food on POD 1.9
(±1.7). Our data was compared to previously published pre-protocol and post-protocol
data (Table 1). The comparison demonstrated a statistically significant decrease in
intraoperative net fluid balance and post-operative length of stay (LOS), and an increase
in ambulation on POD 0 in patients enrolled in an ERAS protocol (Table 2).
Conclusion: Compared to historical data, the NMCP ERAS protocol has resulted in
a significant decrease in net intraoperative fluid balance and post-operative LOS,
and earlier ambulation. Further analysis is needed to compare these data to our own
institutional historical controls to determine if internal markers of excellence have
changed. The study is limited by the small number of patients, lack of an institutional
pre-protocol control group, and inability to adjust for differences in protocol and patient
variables between our cohort and the historical comparison.
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Q 79. PYODERMA GANGRENOSUM IN A PATIENT WITH ADVANCED
RECTAL CANCER TREATED WITH CYTOREDUCTION AND HYPERTHERMIC
INTRAPERITONEAL CHEMOTHERAPY
ML Henningsgaard, C Velez-Meja, M Sittig, A Sardi, V Gushchin
Presenter: Mary Henningsgaard PA-C
Mercy Medical Center
KIOSK #9
Introduction: Pyoderma Gangrenosum (PG) is rare reactive inflammatory skin disorder
characterized by painful necrotic ulcers. The etiology is unclear, however it is thought
to be caused by an abnormal aggregation of neutrophils. PG can occur spontaneously,
approximately half the time it occurs in the setting of a systemic disease. It is known to
be associated with multiple comorbidities, especially autoimmune conditions such as
irritable bowel syndrome and rheumatoid arthritis. Rarely has it been associated with
solid tumor malignancies or as a paraneoplastic syndrome. We report the case of a
63-year old woman with peritoneal carcinomatosis from rectal adenocarcinoma who
developed PG. Past relevant medical history included hypertension and 40 pack/year
smoking history. She was treated with 4 cycles of systemic capecitabine/oxaliplatin/
bevacizumab. After completion, she was treated with cytoreductive surgery and
hyperthermic intraperitoneal chemotherapy (CRS/HIPEC) with mitomycin-C perfusion
(40mg for 90 mins). Peritoneal Cancer Index was 34/0. Complete cytoreduction was
achieved. Initial postoperative course was uncomplicated until day 8 when ulcerating
skin lesions developed at the surgical incision and peristomal area. These pyodermic
ulcers were treated as a surgical site infection with antibiotics and multiple surgical
debridements. Following each debridement ulcerative, necrotic tissue developed
at the resection margins and erythema continued to extend outwards from the
lesions. Histopathology report showed dermal and subcutaneous abscesses, and
pseudoepitheliomatous hyperplasia. The diagnosis of PG was considered. The patient
responded impressively to systemic steroids followed by an oral steroid taper. No
further ulcers formed and wounds continued to heal primarily. The relationship
between PG and rectal malignancies is rarely reported; to date only a few cases have
been published. To our knowledge, this is the first recorded case of PG following
CRS/HIPEC in a patient with a diagnosis of advanced rectal adenocarcinoma. PG
is a diagnosis of exclusion because of its nonspecific histopathologic findings.
Postoperatively, PG can be difficult to diagnose because of its similar presentation
to a surgical site infection. This complicates the care because surgical debridement
will worsen the ulcers in PG. Systemic inflammatory states, such as advanced
neoplasms, may predispose to the development of PG. Induced inflammatory states,
such as extensive surgery and chemotherapeutic treatments may contribute to the
development of PG. Commonly the diagnosis of PG in the post-operative setting is
delayed or missed because of its rarity, its similarity to infective wound necrosis, and
the lack of characteristic histopathological features. It is important to recognize an
association between PG and rectal cancer for early diagnosis and proper treatment.
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Q 80. RECTOTHECAL FISTULA RESULTING IN MENINGITIS AND VENTRICULITIS:
AN ABNORMAL CONNECTION
MK Stewart, SL Kavalukas, CM Bonfield, C Shi, LA Kachnic, KK Ciombor, RD Alvarez,
AT Hawkins
Presenter: Sandra Kavalukas MD
Vanderbilt University Medical Center
KIOSK #9
Introduction: A rectothecal fistula is a rare occurrence in which an abnormal
connection exists between the anterior meninges/thecal sac and the rectum. Clinical
sequelae include CNS infections, chronic pelvic pain and obstructive symptoms if
an associated cyst is present. Differential diagnoses to consider include anterior
meningocele, rectal duplication cyst, endometrioma, dermoid cyst, or rarely, a GI
malignancy. We report the clinical presentation and management of a 35-year-old
female who presented with meningitis and ventriculitis secondary to a rectothecal
fistula arising from a tailgut cyst with malignant transformation. Presentation: A
35-year-old female presented with low back pain, headache, fever, altered mental
status and urinary/fecal incontinence. Biochemical and radiographic evaluation
revealed meningitis and ventriculitis with what appeared to be an anterior sacral
meningocele and concern for a rectothecal fistula on MRI (Figure 1). Multidisciplinary
evaluation and management ensued by neurosurgery, colorectal surgery, infectious
disease and neurocritical care teams. Antibiotics were initiated, and she underwent
external ventricular drain placement to relieve intracranial hypertension and obtain
cerebrospinal fluid for assessment. Surgical resection utilizing an anterior approach to
resection of the meningocele and obliteration of the rectothecal fistula was performed.
Clinical course: A lower midline incision was made to provide anterior access to the
pelvis. Marked inflammatory changes were encountered that prohibited dissection
of the meningocele from the rectum, preventing rectal salvage. Due the degree of
inflammation, the vagina was entered and repaired with vicryl sutures. The meningocele
and adherent rectum were dissected and resected. To aid resection, the meningocele
was entered and decompressed. Overt connection between the meningocele and
thecal sac could not be demonstrated. A vascularized omental flap was placed to act
as a patch over the area concerning for a potential thecal connection. Given the degree
of rectal involvement and proximity to the anus, an abdominoperineal resection was
required. Pathology showed moderately differentiated adenocarcinoma arising from
a columnar mucosal lined structure, possibly a tailgut cyst. The patient completed
a 3-week antibiotic course without ongoing infectious symptoms. She manifested
persistent intracranial hypertension, requiring ventriculoatrial shunt insertion. Following
the procedure, patient noted clear vaginal drainage. Imaging and physical exam was
suggestive of a vaginal-thecal fistula. Output decreased with observation. Adjuvant
radiation and chemotherapy are currently being considered.
Conclusion: When evaluating presacral tumors, a tailgut cyst should be in the
differential diagnosis. These can undergo malignant transformation and erode into
adjacent structures. Tailgut cysts are commonly seen in middle-age females though can
present at any time. Microscopically, the cyst is lined with mucin-secreting columnar
epithelium though can be other types of epithelial linings. Reported malignancies
include: adenocarcinoma, carcinoid, and sarcoma. Knowledge of the pathology, early
diagnosis and multidisciplinary care is required to accomplish satisfactory patient
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outcomes. Given the need to operatively manage the rectum and in this case perform
an oncologic resection, the inclusion of a colorectal surgeon in decision making and
operative planning and care is paramount. Figure 1: T2 weighted MRI images reveals
evidence of potential anterior sacral meningocele with concern for rectothecal fistula
and frond-like growths into both the meningocele and rectum.
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Q 81. STERCORAL PROCTOCOLITIS: A SURGICAL DILEMMA
CE Clark, AJ Ayeni, O Danner, A Chase, R Hoard, J Turner
Presenter: Aduragbemi Ayeni MD
Morehouse School of Medicine
KIOSK #9
Introduction: Chronic constipation is frequently seen in elderly patients, the debilitated,
and persons with neurological disorders. Untreated constipation may lead to fecal
impaction especially in the institutionalized patient. Stercoral proctocolitis is a very
rare complication of fecal impaction believed to be caused by local tissue ischemia
from pressure on the colonic wall. If not identified promptly, the condition is associated
with a high morbidity and mortality. Mortality rates due to perforation can approach
32%–57%. There are limited reports of stercoral proctocolitis in the literature. We
present our experience managing this condition. We present two cases of fecal
impaction complicated by stercoral proctocolitis. Case 1: An 84-year-old woman with
past medical history of chronic constipation, bilateral above the knee amputations,
Alzheimer disease, type 2 diabetes mellitus, hypertension, and Stage III chronic
kidney disease, was referred to our colorectal surgery service with stool per vagina
and fecal impaction. She was evaluated and then taken to the operating room for fecal
disimpaction followed by colonoscopy and diverting colostomy. Colonoscopy revealed
a large stercoral ulcer with a central large fistula track between the proximal rectum
and the vagina. Biopsies were taken of the ulcer, vagina, and rectum. Final pathology
revealed benign colon mucosa with mild hyperplastic changes and stratified squamous
epithelium with hyperkeratosis and reactive changes. Postoperatively, she recovered
well and was discharged with plans for possible fistula repair and subsequent reversal.
Case 2: A 64-year-old male with a past medical history of tubulo-villous adenoma
status post partial colectomy, intellectual disability, end stage renal disease, and
seizure disorder, presented with abdominal pain and blood per rectum in the setting
of severe constipation. CT scan showed prominent fecal material, perirectal stranding
and bowel wall edema concerning for early stercoral proctocolitis. Emergent fecal
disimpaction was performed followed by colonoscopy to reduce fecal burden and
examine the bowel for mucosal changes. Colonoscopy revealed stool burden without
significant ulcerations or perforation despite the findings on CT scan. The patient
was treated for constipation to avoid recurrence. Work-up and diagnosis of stercoral
proctocolitis requires a thorough history and physical. A CT scan with IV contrast aides
in the diagnosis with findings of colon or rectal dilation, bowel wall thickening and
edema, perirectal stranding, and free fluid in the pelvis. Treatment should include fecal
disimpaction followed by endoscopy to assess the colorectal mucosa for ulcers and/or
fistula formation. As seen in our second case study, early intervention can avoid major
complications and improve outcomes.

346

QUICK SHOT ORAL ABSTRACTS

CONTINUED

Q 83. REOPERATION AFTER EMERGENCY SURGERY: ADDING FUEL TO THE FIRE
AA Shah, GN Washington, MM Zuberi, M Williams, EE Cornwell III
Presenter: George Washington MD
Howard University Hospital and College of Medicine
KIOSK #2
Introduction: Acute-care services experience a high turnover of emergent cases which
often necessitate unplanned reoperations, placing considerable physiological burden on
patients recovering from major operations. The objective of this study was to determine
predictors and outcomes of unplanned reoperations among emergency general surgery
(EGS) patients.
Methods: Data from the 2011-2012 ACS-NSQIP were queried for adult patients (≥16
years) with a post-operative diagnosis of an American Association for the Surgery of
Trauma (AAST) defined EGS condition. Included cases were required to present with
an emergent designation and be managed by general surgical services. Multivariable
regression, utilizing propensity scores to account for differences in age, sex, BMI,
comorbidities, wound classification, functional status, and disease severity were
conducted to assess for differences in 30-day mortality, 30-day morbidity, and
in-hospital length of stay (Table). Models were further risk-adjusted to account for
differences in race/ethnicity and EGS sub-diagnostic category.
Results: A total of 69,212 records were analyzed; approximately 4.0% (n=2,782) of
patients required an unplanned reoperation. The most common procedure performed
was an exploratory laparotomy (18.4%, n=262). Around 76% of patients undergoing
an unplanned reoperation experienced a major complication – the most frequent of
which included respiratory- (42.7%, n=1,189) and wound-related (37.5%, n=1,043)
morbidities. Reoperations were associated with higher risk-adjusted odds of morbidity
and mortality and with longer risk-adjusted predicted mean differences in length of stay
(Table).
Conclusion: Unplanned reoperations portend a poor prognosis for EGS patients. Early
recognition of at-risk patients requiring more extensive care could help time and plan
future surgical needs in order to diminish the stress associated with an additional
procedure.
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Q 84. NECROTIZING SUPERFICIAL EPIDERMAL INFECTION OF THE ABDOMEN
RESULTING IN SEPTIC SHOCK AND MULTISYSTEM ORGAN FAILURE AN INTRIGUING CASE OF PRESUMED MUCORMYCOSIS
JA Bilezikian, PL Tenzel, E Acquista, WW Hope
Presenter: Jordan Bilezikian MD
New Hanover Regional Medical Center
KIOSK #3
Introduction: A 38 year old African American male with a history of morbid obesity,
uncontrolled Type II Diabetes Mellitus, and Hypertension initially presented to the
ER with what appeared to be an abscess at a prior insulin injection site. This was
incised, drained and the patient was discharged home on oral antibiotics. He returned
to the ER several days later with increased erythema, an enlarging area of superficial
fluctuance, leukocytosis and hypotension. The patient was admitted to the ICU and
underwent serial excisional debridements in the operating room. His continued to
decline medically. He required pressors and developed oliguric renal failure for which
he was placed on CRRT. His white count continued to rise and was spiking fevers
to 103F despite being placed on broad spectrum IV antibiotics. Infectious disease
was consulted and began treatment for a possible toxin producing pathogen from a
streptococcus or clostridium species. Despite appropriate antibiotic therapy and serial
excisional debridements, the patient increased his pressor requirement and his white
count continued to rise to 55,400. The IVIG protocol was initiated. He had a modest
response to this treatment and was transferred to the step down unit. His white count
dropped to 43,000 but continued to rise after the IVIG treatment was completed.
Empiric fluconazole treatment was initiated. Initial debridements were performed with
wide margins and a large amount of tissue was removed due to the presumptive nature
of this necrotizing infection. However, subsequent debridements did not remove deeper
layers or fat as the only necrotizing portion of the wound was superficial and confined
to the epidermal layers, not even extending into the dermis. By the fifth debridement,
the wound size measured 80 cm x 24 cm x 5 cm. Surgical pathology at this point was
negative for fungus or bacteria. Pathology demonstrated acute transmural inflammation
with abscess formation. Given the lack of source control, fluconazole was discontinued,
and amphotericin was initiated, treating empirically for mucor/mold. The benefits of
source control were discussed with the patient and his family as they were thought
to outweigh the risk of permanent renal failure. From this point, the patient began to
improve clinically. His white count trended downward before normalizing and he did
not require further operative debridements. The patient was able to be discharged after
a 25 day admission and when he was medically optimized in the outpatient setting,
he was brought back to the operating room for an elective Split thickness skin graft of
his abdomen. The entire graft took and he has been followed in the clinic for 60 days
without complication or readmission.
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Q 85. CATASTROPHIC ABDOMINAL COMPLICATIONS FROM AN EMERGENCY
GENERAL SURGERY (EGS) SERVICE IN PATIENTS WITH A HISTORY OF BARIATRIC
SURGERY: A CASE SERIES
NC Tobin, LE Bonenclark, JP Clark, DV Feliciano, JJ Diaz
Presenter: Nicole Tobin CRNP
University of Maryland School of Medicine
KIOSK #4
Introduction: Bariatric surgery patients are known to be at risk for late postoperative
complications due to changed GI anatomy, residual obesity, and chronic nutritional
deficiencies. Similarly, patients who require EGS have an increased risk of postoperative
complications compared to those undergoing elective general surgery. Optimization to
correct nutritional deficiencies on admission and throughout the hospital course might
improve clinical outcomes in a high-risk patient population. The aim of this case series
is to describe the course of three patients with a history of bariatric surgery who had
complications in the setting of EGS for non-bariatric surgical emergencies.
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Q 86. LAPAROSCOPIC APPENDECTOMY USING ONLY TWO PORTS:
TECHNICAL ASPECTS
H Bonatti
Presenter: Hugo Bonatti MD
Meritus Health
KIOSK #5
Introduction: Laparoscopic appendectomy (LA) is usually done with three ports
including one 10-12mm port inserted into the umbilicus and two 5mm ports.
Methods: Various techniques to perform LA using only two trocars in 56 patients are
described in detail. The abdomen was accessed with a 5mm optical port in the left
upper quadrant and pneumoperitoneum was established. The second port was placed
into the umbilicus. At this point it was decided if an additional trocar was needed or a
needle instrument could be used. After a window is created between the mesoappendix
and appendix, the vascular pedicle is completely dissected off the appendix to keep
the specimen as slim as possible. Appendix and mesoappendix were secured using an
endoloop in the majority of cases, in few cases the vascular pedicle was controlled with
a clip or electrocautery. A stapler was only used in four cases (7%).
Results: In one case the appendix was suspended by an adhesion band to the right
abdominal wall and no additional instrument was required for dissection. In another
case the appendix was suspended to the abdominal wall using a Keith needle in the
RLQ. In 4 cases a suture passer was inserted in the RLQ and used as a grasper. In 50
cases the Teleflex minigrasper was inserted from a suprapubic incision to replace a
trocar based instrument. There were 26 men and 30 women with a median age of 30.5
(range 6.5 to 80.6) years. In the majority of cases the appendix was removed through
the LUQ port site. No stump leaks or other complications were encountered. The
operative times were not increased when compared to conventional 3 port technique
and 45% of patients were discharged the same day.
Conclusion: LA using only two ports can be done in many cases and mostly only two
5mm trocars are required. Lifting the appendix with a suture passer up can be done in
easier cases, whereas in more difficult cases the Teleflex minigrasper is an excellent
tool. The techniques are well accepted by patients. No expensive staplers or energy
devices are needed in most cases contributing to significant cost savings.
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Q 87. ACUTE APPENDICITIS IN A PATIENT WITH SITUS INVERSUS TOTALIS
AND MALROTATION
J Rokosz, K Bailey
Presenter: Jennifer Rokosz MD
West Virginia University
KIOSK #6
Introduction: Acute appendicitis typically presents to the Emergency Department as
right lower quadrant abdominal pain. If a patient presents with left sided abdominal
pain, this prompts further investigation. In some scenarios, the left sided abdominal
pain may be related to an appendix in an abnormal location. Situs inversus totalis
is a rare congenital anomaly estimated to affect 0.01% of the population in which
the patient’s internal organs are a mirror image. Additionally, malrotation is another
congenital anomaly in which the gut does not follow the normal rotation in utero.
Here we report a case of acute appendicitis in a patient with situs inversus totalis and
malrotation who successfully underwent laparoscopic appendectomy.
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Q 88. UPPER GASTROINTESTINAL BLEEDING SECONDARY TO ARTERIOVENOUS
MALFORMATION
CM Dahlhausen, EJ Kruse
Presenter: Christine Dahlhausen MD
Medical College of Georgia at Augusta University
KIOSK #7
Introduction: Upper gastrointestinal bleeding secondary to gastric arteriovenous
malformations (AVMs), is an infrequently cited finding in the literature. We present
a 47 YO F with recurrent hematemesis temporized with repeat EGDs over a 10 year
period with reported findings significant only for gastritis and suspected Dieulafoy’s
lesion, later found to have a large gastric AVM on angiography. This case demonstrates
definitive, successful management of the patient’s AVM with preoperative
angioembolization followed by surgical resection. Methods: A retrospective chart
review was performed to compile this case report. We reviewed the case of a 47
year old female with a large symptomatic gastric AVM refractory to endoscopic
management. She presented with a history of recurrent gastric bleeds requiring
numerous hospital admissions with repeat EGDs performed over a 10 year period. EGDs
demonstrated only gastritis and possible Dieulafoy’s Lesions. On her most recent EGD,
a possible Dieulafoy’s lesion was identified and an attempt to inject the lesion resulted
in profuse arterial bleeding. To further evaluate the lesion, a CT scan and arteriogram
was performed. The arteriogram demonstrated a greater curvature mass encased by
arterial vessels originating from an enlarged left gastric artery. CT scan revealed diffuse
thickening of the greater curvature of the stomach. The patient was referred to our
surgical oncology clinic due to the lesions complexity and thickening of the associated
stomach wall concerning for possible concurrent malignancy. The decision was made
to resect the lesion with pre-operative embolization to mitigate potential bleeding risk.
Results: The patient was taken to the OR for scheduled surgical resection of her gastric
AVM. The left gastric artery was embolized hours before the procedure. In the OR, a
discrete mass could not be palpated, however, the greater curvature was significantly
thickened consistent with CT findings. Diffusely dilated blood vessels along the entire
greater curvature of the stomach with a “bag of worms’ appearance was noted. The
stomach was mobilized along the greater curvature to the diaphragm. The left gastric
artery was identified and transected. The proximal 2/3 of the greater curvature of the
stomach was resected and sent to pathology. Pathology revealed gastric submucosal
AVM, gastritis, and no evidence of malignancy.
Although rare, gastric AVMs represent a potentially life threatening source of GI
bleeding. Variations in size, arterial blood supply, and the potential for profuse bleeding,
makes proper identification, characterization, and selection of an effective treatment
modality paramount. A handful of case reports have document various treatment
approaches including endoscopic techniques, angioembolization, and surgical
resection. This case demonstrates an atypical, extensive lesion which could not be
clearly identified on EGD, but was characterized by angiography and successfully
managed with embolization and surgical resection.
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Q 89. A CURIOUS CAUSE OF INTUSSUSCEPTION
RM Tanner, DJ Hunt
Presenter: Richard Tanner MD
University of Tennessee Medical Center, Chattanooga
KIOSK #8
Introduction: Inflammatory fibroid polyps (IFPs) are benign intraluminal neoplasms
that occur in the submucosal layer and can occur anywhere along the gastrointestinal
(GI) tract. They are mostly found in the stomach, followed by the small bowel, and
colon. Rarely, they can also be found in the gallbladder, esophagus, duodenum, and
appendix. IFPs are typically asymptomatic until they are large enough to cause mass
effect, often causing abdominal pain when located in the stomach and obstructions
or intussusception when found in the small bowel. We present a rare case of ileocolic
intussusception due to IFP.
Methods: A 50-year old female presented to our emergency department with 3-day
history of right-sided abdominal pain with associated nausea, vomiting, anorexia,
and bloating. On physical exam, her abdomen was soft, mildly distended, and
moderately tender to palpation in the right lower quadrant. There was no rebound
tenderness, guarding, or peritonitis. Computed tomography was obtained that showed
intussusception of the terminal ileum into the cecum, as well as multiple dilated loops of
small bowel with air-fluid levels consistent with partial small bowel obstruction.
Results: The patient was taken to the operating room for diagnostic laparoscopy
and was found to have an apparent ileocecal intussusception. After a failed attempt
to reduce the intussusception laparoscopically, the procedure was converted to
exploratory laparotomy. The intussusception was reduced by hand, and an intraluminal
mass was palpated. The mass was exteriorized via longitudinal enterotomy over
the segment of ileum. The pedunculated mass was measured to be 8cm long with a
7mm base. A small bowel resection was then performed approximately 10cm from
the ileocecal valve. The pathology report showed a polypoid lesion arising from
the submucosa that contained numerous variably-sized vessels. Significant mixed
inflammatory infiltrates, including eosinophils, plasma cells, and histiocytes were
identified. Areas of bland CD34-positive spindle cells were found, and there was no
evidence of dysplasia or malignancy. The diagnosis of inflammatory fibroid polyp was
made. The patient recovered from surgery without complication.
Conclusion: IFPs are benign lesions with no metastatic potential and minimal chance
for recurrence, so surgical resection is generally accepted as curative treatment. IFPs
can mimic other tumors of the GI tract, some of them malignant, so it is especially
important to differentiate between benign IFPs and other tumors. Gastrointestinal
stromal tumors (GISTs) are malignant mesenchymal neoplasms that are commonly
found in the stomach, as well as the small intestine, and can present similarly to IFPs.
Clinically, macroscopically, and microscopically GISTs and IFPs can appear similar,
so it is important to histologically differentiate them. Both have activating mutations
in PDGFRA and stain positive for CD34 and vimentin, whereas GISTs are positive for
CD117 and IFPs are negative for CD117.
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Q 90. PRIMARY CLOSURE OF CLEAN-CONTAMINATED WOUNDS OVER
A SILASTIC DRAIN
V Madabhushi, E Bittner, JM Draus Jr
Presenter: Vashisht Madabhushi MD
University of Kentucky
KIOSK #1
Introduction: Surgical site infections (SSIs) are the most common healthcareassociated infections. SSIs remain a substantial cause of morbidity, prolonged
hospitalization, and increased hospital cost. Current ACS NSQIP Pediatric reports list
the incidence of SSI to be about 7% after pediatric ostomy reversal. Surgical technique
plays an important role in the prevention of SSIs. However, wound closure techniques
are underreported in the pediatric population. We report our experience with a novel
technique for closure of clean-contaminated surgical wounds.
Methods: Our technique involves placing a silastic drain in the wound bed above the
fascial closure and below the skin closure. The drain is looped and tied to itself to
prevent displacement. It is removed after several days. This IRB-approved, singlecenter case series retrospectively reviewed pediatric patients who underwent closure
of clean-contaminated wounds between 7/1/2010 and 6/30/2017. Operative records
were queried for the following procedures: closure of enterostomy, closure of intestinal
cutaneous fistula, and surgical closure of gastrostomy. Patients whose wounds were
closed with a silastic drain were identified. Their medical records were reviewed, and
the 30-day SSIs rate was calculated.
Results: 28 pediatric patients met our inclusion criteria. Patient ages ranged from
2 months to 19 years (Median: 8 months and 3 weeks, IQR: 5 months and 2 weeks
- 37 months and 3 weeks), 35% were female, and 96% were Caucasian. 7 patients
underwent ileostomy takedowns, 13 had colostomy reversals, 7 had gastrocutaneous
fistula closures, and 1 underwent colocutaneous fistula closure. The drains were
removed between postoperative days 3 and 21 (Median: 4 days, IQR: 3 - 8 days). The
incidence of SSI was a 3.6%.
Conclusion: This case-series shows that primary closure of clean-contaminated
wounds over a silastic drain is a good option. Our postoperative SSI rate was low.
Furthermore, our technique requires little operative time, few materials, simplifies
wound management, and lessens patient discomfort. The aesthetics of the abdominal
wound closure were excellent.
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Q 92. SUCCESSFUL USE OF DAMAGE CONTROL SURGERY FOR A PREMATURE
INFANT WITH MASSIVE GASTRIC NECROSIS AND PERFORATION
AJ Sloane, MR Phillips, AO Gupta, L Berman
Presenter: Amy Sloane MD
Jefferson Health System
KIOSK #1
Introduction: Gastric perforation in the neonatal population is rare but has significant
morbidity and mortality if not recognized and treated early. In this report, we describe a
unique case of gastric perforation with massive gastric necrosis of the entire posterior
stomach in a very low birth weight, 28-week gestation preterm neonate, occurring at
approximately two days of life. We emphasize the importance of having a low threshold
for surgical exploration in the setting of persistent massive pneumoperitoneum
and metabolic acidosis after peritoneal drain placement. We describe a unique
management strategy of damage control surgery for massive gastric necrosis. Due to
the involved area of necrosis, gastrorrhaphy was not possible, so the child was managed
with wide drainage of the gastric defect and placement of a decompressive gastrostomy
tube and a feeding jejunostomy tube. The child survived, tolerated J-tube feedings, and
follow-up upper gastrointestinal contrast study showed no leak. No definitive cause was
identified for the gastric perforation.
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Q 93. OPERATIVE MANAGEMENT OF A COMBINED TYPE IIIB AND IV INTESTINAL
ATRESIA
JM Held, RL Ricca
Presenter: Jenny Held MD
Naval Medical Center Portsmouth
KIOSK #1
Introduction: Jejunoileal atresias affect approximately 1 out of 5000 live births. They
occur secondary to an ischemic insult to the mid-gut during development. There
are multiple types of atresias, ranging from obstruction that occurs from a fibrous
membrane/web (type I), a fibrous cord connecting the dilated and decompressed
segments with intact mesentery (type II), a bling-ending proximal segment (type IIIa),
an “apple core” deformity in which the decompressed bowel is oriented in a helical
configuration around a single feeding vessel (type IIIb) and multiple atretic segments
(type IV). We present an interesting case of a baby boy born with a combined type IIIb
and IV atresia. Case Report: A baby boy was born at 34+5 weeks after a pregnancy
complicated by polyhydramnios, advanced maternal age and gestational diabetes with
prenatal ultrasound concerning for dilated bowel. Upon delivery, the infant was noted
to have a distended abdomen which improved with replogle placement. Abdominal
radiographs showed proximal dilation concerning for atresia. Barium enema and upper
GI studies were obtained which revealed normal anatomic location of the ligament of
Treitz, normal rectosigmoid ratio, and proximal jejunal atresia. On day of life (DOL)
2 he was taken for exploratory laparotomy where he was found to have a combined
type IIIB/IV intestinal atresia. Operative interventions included repair of the atresia,
jejunostomy, gastrostomy tube placement and mucous fistula creation. He received
TPN for nutrition until definitive surgery could be performed. A small bowel followthrough on DOL42 showed patency of all anastomoses without leak of enteric contents.
On DOL 44 he returned to the operating room for exploration with takedown of the
jejunostomy and re-anastamosis. By DOL83, he was tolerating all feeds by mouth
without complication and was discharged home. He has done well in follow-up.
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Q 94. TRAUMATIC AVULSION OF RIGHT UPPER LOBE BRONCHUS IN PEDIATRIC
PATIENT AFTER ATV ACCIDENT
RS Parikh, J Milligan, J Dehmer, T Weiner
Presenter: Rajavi Parikh DO
New Hanover Regional Medical Center
KIOSK #1
Introduction: Introduction Major bronchial injury during blunt trauma is a rare,
life-threatening occurrence in children. A large continuous air leak after chest tube
placement is a hallmark symptom and warrants urgent intervention. Mortality is 30%
with more than half of the deaths occurring within the first hour of injury.
Case Report: A three-year-old female was ejected from her mother’s lap in an ATV
accident. Respiratory distress with absent breath sounds prompted right needle
thoracostomy by EMS with a large air rush and improved oxygenation. On arrival, she
underwent rapid sequence intubation and right tube thoracostomy. CT scan revealed
a large right pneumothorax despite appropriate chest tube position. A large air leak
with episodic desaturation led to chest tube repositioning with transient improvement.
However, the air leak persisted prompting operative exploration. She was placed in
left lateral decubitus position and a 5 mm thoracoscope was inserted at the scapular
tip. No obvious lung injury was seen and the chest tube was in satisfactory position.
Saline was instilled and bubbling was noted upon mobilization of the right upper
lobe. A posterolateral thoracotomy was made and finger pressure applied to a nearcircumferential tear at the takeoff of the right upper lobe bronchus. The tear was quickly
closed with Prolene suture. Intra-operative bronchoscopy ensured the right main stem
bronchus was uninjured. A formal right upper lobectomy was performed instead of
attempted reimplantation. The bronchial suture line was patched with the divided
azygous vein and a pleural flap. Chest tube position was optimized. The lung inflated
normally without a leak and did not demonstrate potential for torsion. Bronchoscopy
prior to extubation on POD 5 showed a healing, intact repair. She was seen at six-month
follow up and was doing well.
Conclusion: Major bronchial rupture is a rare but serious complication of blunt trauma
in pediatric patients. Nakayama (1988) reported a case series of 59 pediatric patients
with traumatic intrathoracic tracheobronchial injuries. 94% involved blunt trauma
of which 80% occurred within 2.5 cm of the carina. The most common injuries are
transection of the right or left main bronchus and longitudinal tear of the posterior
tracheal membrane. The mechanism in this case appeared to be shear stress from
deceleration versus direct blunt trauma. The carina and right main stem bronchus
are fixed and the right upper lobe is relatively mobile creating potential for avulsion
at its perpendicular takeoff. Pneumothorax that fails to resolve with an appropriately
placed tube thoracostomy, mediastinal or subcutaneous emphysema, and persistent
air leak suggest the presence of serious intrathoracic injury. Thoracotomy is often used
for definitive management but bronchoscopy and thoracoscopy are useful adjuncts.
Cross sectional imaging has a limited role and may delay treatment. Lobectomy is
often necessary and is well tolerated in children. Reimplantation has been attempted
in a few cases of major bronchial disruptions and ECMO may be required. Follow up is
necessary to assess for airway stenosis or occlusion.
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Q 95. TENSION PNEUMOPERITONEUM FOLLOWING ATTEMPTED PNEUMATIC
REDUCTION OF INTUSSUSCEPTION REQUIRING EMERGENT LAPAROTOMY
RS Parikh, T Weiner, J Dehmer
Presenter: Rajavi Parikh DO
New Hanover Regional Medical Center
KIOSK #1
Introduction: Tension pneumoperitoneum is a known, but rare, complication of
pneumatic reduction for intussusception. This condition can be life-threatening if
not immediately treated. Case Report A 3 month old female was admitted with
bloody diarrhea, decreased oral intake, vomiting, and lethargy. She had abdominal
distention and tenderness. An abdominal plain film revealed dilated, prominent
loops of small bowel. Subsequent ultrasound revealed a “target sign” consistent with
intussusception and pneumatic reduction was initiated in radiology. Air only reached
the transverse colon and fluoroscopy showed acute pneumoperitoneum. She became
hemodynamically unstable and was emergently transported to the operating room
with tension pneumoperitoneum. A right transverse infraumbilical laparotomy was
performed with release of the pneumoperitoneum and immediate improvement in her
hemodynamic status. The right colon was mobilized and the ileocolic intussusception
delivered into the field. Gentle retrograde pressure and traction allowed the entire
intussusception to be reduced over 10 minutes. Examination of the small bowel and
colon showed a perforation in the transverse colon with minimal soilage. This was
primarily repaired with an omental patch overlay and an appendectomy was performed.
By POD 4 she had initiated oral intake and she was discharged on POD 6. At 2 week
follow-up, she was doing well without any complications.
Hydrostatic or pneumatic reduction by radiology is the treatment of choice for
intussusception in stable patients. Air enema is noted to be faster and more successful
with shorter fluoroscopy times. Perforation following air enema may result in less
soilage compared to barium enema. Reported perforation rates following hydrostatic
and pneumatic enema range from 2-4%. Perforation during pneumatic reduction
can cause acute abdominal compartment syndrome and hemodynamic instability.
After perforation is recognized, immediate assessment and management is required.
Treatment of tension pneumoperitoneum is rapid needle decompression just below the
umbilicus, if needed, followed by prompt exploration. Younger age has been reported
in the literature to be associated with higher perforation rates. Rodriguez (2012) noted
38 reported cases of perforation with patient age included. 32 patients (84%) were 7
months or younger. It is thought this may be due to thinner bowel wall causing younger
children to be more susceptible. Definitive resection and primary anastomosis can
be performed safely in the presence of minimal contamination. With gross peritoneal
contamination or ongoing hemodynamic instability, creation of an appropriate stoma is
recommended. Damage control laparotomy with re-exploration within 24-48 hours is
also a viable approach.
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Q 96. IDIOPATHIC INTUSSUSCEPTION IN A CHILD WITH ULCERATIVE COLITIS
KM Nealon, DK Nakayama
Presenter: Kathleen Nealon BA
Geisinger Medical Center
KIOSK #1
Introduction: Intussusception is the most common abdominal emergency of
early childhood, with 80-90% of patients presenting before the age of two years.
Intussusception is rare in older children and adults, and most commonly occurs
in this population either in the setting of a pathologic lead point or as an operative
complication. Here we describe a case of idiopathic ileocecal intussusception in the
setting of active ulcerative colitis in a pediatric patient with no past surgical history.
Case Report: A 7-year-old girl with ulcerative colitis managed with sulfasalazine
(Azulfadine, Pfizer, New York) had been asymptomatic for one year when she first
presented with 10 days of nausea and headaches that were attributed to a viral illness
and treated at home. Three days later she began to have abdominal colic and presented
to the emergency department. Computed tomography of the abdomen demonstrated
an intussusception in the right upper quadrant. When she arrived in transfer she was
afebrile and tachycardic with right lower quadrant (RLQ) abdominal tenderness, but
without rebound or guarding. An abdominal ultrasound demonstrated a 5.6 x 3.5
intussusception in the RUQ without a visualized lead point. Radiologists at our facility
decided against an attempt at hydrostatic reduction due to symptom duration and
increased perforation risk. At exploratory laparotomy the intussuscipiens was carefully
reduced and all bowel was viable. Due to palpation of a 0.5 cm nodule in the cecum, an
ileocecectomy and stapled anastomosis was performed. Gross pathologic examination
of the specimen showed prominent lymphoid hyperplasia of the terminal ileum with
no intraluminal masses. Histologic findings were consistent with early ulcerative
colitis. The patient’s postoperative course was uneventful, with a full return of bowel
function and resumption of regular diet on the third postoperative day. The patient was
discharged to home the next day.
In infants and young children, intussusception is idiopathic, while in older children and
adults, a pathologic lead point is generally present. Intussusception associated with
ulcerative colitis is a rare event, with occasional case reports of giant pseudopolyps
acting as a lead point. To the authors’ knowledge, this is the first report of an idiopathic
intussusception in an ulcerative colitis patient. Lymphoid hyperplasia was identified
on pathology in this case, resembling the pattern of idiopathic intussusception of
infancy and making hyperperistalsis due to active UC the likely cause. In this patient,
an ileocecetomy was performed due to palpation of what seemed to be a small mass in
the cecum and the expectation of a pathologic lead point in a child of this age. However,
with no lead point ultimately found and all bowel being viable, an ileocecectomy
was not necessary in this case. In children with ulcerative colitis presenting with
intussusception, an attempt at hydrostatic reduction may be preferable to operative
intervention as first-line management. If successful, reduction can be followed by
evaluation for lead point with contrast enema or colonoscopy after acute illness has
resolved.
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Q 98. PNEUMATOSIS COLI: A RARE ENTITY
EE Grenn, A Joiner, D Parrish, MW Morris
Presenter: Michael Morris MD
University of Mississippi Medical Center
KIOSK #1
Introduction: Pneumatosis coli (PC) is a rare clinical entity associated with multiple
conditions including infection, cancer treatment, organ or bone marrow transplant,
graft versus host disease, inflammatory bowel disease, intestinal ischemia, mechanical
ventilation and colonoscopy. Presenting complaints include abdominal pain and
distention, diarrhea and lower gastrointestinal bleed. Medical treatment for PC
consists of bowel rest, antibiotics, and resuscitation with surgical treatment reserved
for perforation or clinical deterioration. We present a 5-year-old female started on
induction chemotherapy for acute lymphoblastic leukemia and treated with MiraLax
and magnesium citrate for constipation presenting with abdominal pain and bloody
stools. On examination, the child was afebrile but tachycardic with grossly normal
exam except for vague abdominal tenderness. Labs were significant for neutropenia
and abdominal X-rays demonstrated pneumobilia and diffuse pneumatosis intestinalis.
An abdominal computed tomography scan confirmed pneumatosis coli with
pneumoperitoneum and penumobilia. The patient was taken for diagnostic laparoscopy
(DL), the abdominal cavity was noted to be void of any contamination. However the
small bowel was inflamed and the entire colon demonstrated diffuse pneumatosis
but without a noted perforation though free air was found on prior imaging No bowel
resection was necessary, and the child was closely followed through the post-operative
period for resolution of symptoms and pneumatosis on daily abdominal films. After
seven days, the patient was allowed to start a clear liquid diet, and the patient was
then advanced to regular foods without issue. The patient discharged home on
postoperative day nine without complaints. Chemotherapy was resumed weeks later
without complication. Conservative medical management of PC is appropriate without
obvious signs of perforation or clinical deterioration. In difficult cases with free air or
clinical concern for visceral compromise, DL should be utilized to directly inspect bowel
viability, identify sites of perforation and assess intraperitoneal contamination. This
minimally invasive approach allows for definitive diagnosis and helps direct appropriate
therapy while minimizing surgical insult.

SOUTHEASTERN SURGICAL CONGRESS | 87 TH ANNUAL MEETING

364

QUICK SHOT ORAL ABSTRACTS

CONTINUED

Q 99. ANTERIOR MEDIASTINAL TERATOMA SECONDARILY INFECTED WITH
SALMONELLA IN AN INFANT
RM Tanner, AD Christie, SD Bhattacharya, CS Koontz
Presenter: Richard Tanner MD
University of Tennessee Medical Center, Chattanooga
KIOSK #1
Introduction: Anterior mediastinal tumors classically arise from one of four etiologies:
teratomas, thymomas, thyroid masses, and lymphomas. Mediastinal teratomas are
typically benign extragonadal germ cell tumors that are categorized as immature or
mature based on differentiation and malignant potential. The vast majority of teratomas
are classified as mature, and the standard treatment is surgical excision. We present
a rare case of anterior mediastinal teratoma in an infant secondarily infected with
Salmonella.
Methods: A 2-month old female presented to the emergency department with 5-day
history of worsening respiratory distress and associated fevers. She had a presumed
diagnosis of right congenital pulmonary airway malformation (CPAM) by prenatal
ultrasound. Once born, the patient was asymptomatic and had no radiologic evidence of
CPAM. One month later she was still asymptomatic and had a chest X-ray only showing
a large thymic silhouette. After presentation for respiratory distress, the new chest
X-ray was significant for a thymic silhouette that had greatly increased in size from the
prior image. A CT scan revealed a large anterior mediastinal mass with calcifications,
consistent with possible teratoma. She was admitted to the ICU, tumor markers were
drawn, and she was prepared for surgery the following day.
Results: The patient was taken to the operating room for median sternotomy with
excision of mediastinal mass. The large mass, which appeared to have both cystic
and solid elements, was adherent to the right anterior chest wall, pericardium, and
diaphragm. Once dissected free, it was found to be 10cm x7cm in size. Fluid from
the pleural cavity was sent for culture. Bilateral chest tubes were placed, and the
sternotomy was closed. The patient tolerated the procedure well. The surgical
pathology report revealed mature teratoma, and the intraoperative culture grew
Salmonella. The patient was appropriately treated with antibiotics and discharged home
in good condition on post operative day 6.
Conclusion: Anterior mediastinal teratomas secondarily infected with Salmonella are
rare. Once infected, these teratomas can experience rapid growth, which can cause lifethreatening compression of vital structures such as the heart and lungs. The treatment
for these masses is surgical excision.
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Q 100. RARE COEXISTING PYLORIC STENOSIS, OESOPHAGEAL PEPTIC
STRICTURE AND HIATAL HERNIA : A CLINICAL CASE
S Benammi, M Alaoui, F Sebbah, M Raiss, M Ahallat, A Hrora
Presenter: Sarah Benammi MD
Universite Mohammed V Souissi
KIOSK #1
Introduction: Coexistence of pyloric stenosis, peptic esophageal stricture associated
with hiatal hernia is a rare condition that requires assessment of the appropriate
therapeutic approach, aiming to improve the patient’s quality of life. Our purpose is
to report the clinical presentation of a rare association, and discuss the therapeutic
strategy decided with criterion of decision-making and outcome. We experienced
a case of 67-year-old man with history of duodenal ulcer presenting a co-existing
pyloric stenosis, peptic esophageal stricture and hiatal hernia. Clinical presentation
consisted of an evolving gastro‐oesophageal reflux disease GERD symptoms along with
gastric discomfort. The patient had no other underlying condition. Clinical evaluation
assessed a BMI of 16.56 (underweight 15<BMI<19,9 (4)) and abdominal wheelbase in
the epigastric area. Further exploration (fig1) characterized a benign stricture between
middle and lower esophagus measuring 10cm with sliding hiatal hernia, a stasis
stomach attaining pelvic area, and a second post-bulbar stenosis with double bubble
aspect. The therapeutic strategy decided was medical preparation with subsequent
endoscopic esophageal dilatation, followed by a Roux-en-Y diversion with antrectomy
surgery and bilateral vagotomy. Evolution was uneventful. On the six month check-up
the patient reported a moderate dysphagia for solids, and was scheduled for a second
endoscopic esophageal dilation.
CONCLUSION: To our knowledge we report the first case of duodenal ulcer with
pyloric stenosis associated with esophageal peptic stenosis and hiatal hernia
reviewed in literature. The condition can be arguably considered as a complication of
gastric emptying delay due to pyloric stenosis, and triggered by the duodenal ulcer
disease in addition to hiatal hernia. Association of endoscopic dilation and Roux-Y
gastrojejunostomy diversion after antrectomy and bivagotomy in our case meets all
the requirements. Indeed the approach enables further exploration of the stomach
comforting the histological diagnosis of benign strictures, treat the surgical stricture,
reduce volume of toneless dilated stomach, and treat GERD. Nissen fundoplication is
not indicated.
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Q 101. A 7 YEAR OLD BOY WITH A TYPE IVA CHOLEDOCHAL CYST INCLUDING A
CYSTIC DUCT CYST: REPEATING THE CALL TO FURTHER MODIFY THE TODANI
CLASSIFICATION TO ALLOW FOR INCLUSION OF CYSTIC DUCT CYSTS
MW Gaffley, MM Munden, KA Zeller
Presenter: Michaela Gaffley MD
Wake Forest Baptist Medical Center
KIOSK #1
Introduction: Choledochal cysts are a congenital cystic dilation of the biliary tree.
The modified Todani classification, the current standard, categorizes these lesions
based on extra- and intra-hepatic dilation along various portions of the biliary tree;
however, it does not include a classification for dilatation of the cystic duct. A few case
reports have listed this phenomenon and called for the inclusion of cystic duct cysts
in the classification scheme. We present a patient with type IVA disease including a
cystic duct cyst, which presented as a large, dilated, tortuous cystic duct which could
have been responsible for his symptoms of abdominal pain via a similar mechanism
as Mirrizi syndrome with the cystic duct wrapping around the common bile duct. A
7 year old boy presented with hyperbilirubinemia and intermittent stabbing right
upper quadrant abdominal pain with emesis for 1 week. On physical examination
he was moderately tender in the right upper quadrant and had anicteric sclera with
no visible jaundice. Laboratory values were significant for total bilirubin 3.7 mg/
dL , direct bilirubin 2.0 mg/dL, aspartate aminotransferase (AST) 767 IU/L, alanine
aminotransferase (ALT) 662 IU/L, alkaline phosphatase 364 IU/L . Lipase and amylase
were normal. Work-up yielded a negative hepatitis panel and there was no history
of pancreatitis or jaundice. He initially underwent right upper quadrant ultrasound,
which showed moderate extrahepatic and mild intrahepatic biliary dilatation with
gallbladder sludge but no cholelithiasis. Some sludge versus choledocholithiasis was
appreciated within the common bile duct. ERCP revealed dilation of the common bile
duct (CBD) and possibility of a long common channel of the pancreaticobiliary limb.
The CBD appeared strictured and further characterization of the proximal biliary tree
was not successful. Magnetic Resonance Cholangiopancreatography (MRCP) revealed
a very dilated common bile duct, dilated tortuous cystic duct which looked to enter
along the medial rather than lateral aspect of the common bile duct. Based on these
imaging studies, the patient was diagnosed with a choledochal cyst. He underwent
choledochal cyst excision with Roux-en-Y hepaticojejunostomy. Post-operatively he
is doing well 7 months after resection with normalization of his serum bilirubin and
resolution of the intrahepatic biliary dilatation on imaging. Choledochal cysts are rare
and more common in Middle Eastern and Asian populations. There appears to be
a female predominance in case series with large numbers of patients given the low
incidence. In addition, the modified Todani classification does not take into account
cystic duct cysts. There have been several case reports in the literature of these cystic
duct abnormalities and arguments for including this subtype within the classification
system. We provide another case, further supporting an update of the choledochal cyst
classification system to includes cystic duct cysts. The addition of cystic duct cysts
to the nomenclature would help keep this possibility in the differential and assist in its
diagnosis, categorization, surgical management, and evaluation of outcomes.
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Q 102. EXUBERANT DUCTOLOBULAR HYPERPLASIA AS THE PRIMARY
HISTOLOGICAL FINDING IN A PATIENT WITH IDIOPATHIC G
TR Chung, W Aukerman, S Nannapaneni, DS Urias, K Shayesteh
Presenter: Timothy Chung OMS IV
Conemaugh Memorial Medical Center
KIOSK #2
Introduction: Introduction Gigantomastia is a rare, debilitating condition defined as a
surgical reduction of greater than 1,500 grams of breast tissue per breast (1,2). While
the majority of cases are attributed to hormonal changes that occur in juvenile and
pregnant populations, only 10 cases of idiopathic gigantomastia unrelated to hormonal
changes or autoimmune disease have been reported in the literature (1,3). Treatment of
gigantomastia is variable as no definitive guidelines are available due to its rarity and no
suggestions have been made considering histologically guided therapies of the disease.
Methods: We present a case of a 36 year old female with an eighteen month history
of bilateral breast enlargement. Our patient reported her breasts enlarged to the sizes
shown in the attached image over fifteen months. Formal endocrinology consultation
was performed. Thyroid function studies were consistent with the patient’s history of
Hashimoto’s thyroiditis, well controlled with levothyroxine 25mcg for years. Prolactin
studies revealed no abnormalities, urine human chorionic gonadotropin was negative,
electrolyte and hematologic studies revealed no unexplainable abnormalities.
Ultrasound and mammographic studies displayed extremely dense heterogeneous
breasts with areas of edema and interspersed fluid. Multiple hypoechoic areas were
also identified bilaterally on ultrasound. CT scan revealed multiple bilateral nodular
masses in both breasts. Breast biopsy was significant for fibroadenoma of the left
breast.
Results: The plastic surgery team performed a bilateral breast reduction due to
increasingly worsening back and neck pain reported by the patient. The surgery course
was uncomplicated and ultimately 7,500 grams of tissue was removed from the right
breast and 6,000 grams of tissue was removed from the left breast. 19 French Blake
drains were placed bilaterally at the conclusion of the surgery. Postoperatively, the
patient reported significant improvement of her back and neck pain and was discharged
home on post operative day one. The drains were removed on post operative day three
and the surgical sites were noted to be healing appropriately at that time. Histological
examination of the resected specimens revealed exuberant ductolobular hyperplasia of
both breasts as the primary underlying pathology causing gigantomastia.
Conclusion: Review of literature found little emphasis on the histological nature
of gigantomastia nor suggested therapies guided by histological findings. Patients
diagnosed with benign proliferative breast disease without atypia have been found
to be at an increased risk for developing breast cancer (4,5,6). Given the clinical and
histological nature of this case, it is essential to consider the underlying histology of
gigantomastia in order to guide proper surgical therapy and surveillance for patients
with the disease.
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Q 103. LOBULAR BREAST CANCER: AN UNUSUAL METASTASIS TO THE BLADDER
LA Ray, K Janning, M Parrot, WO Christopher, W Herlihy, A Profit, M Grant
Presenter: Ashley Ray MD
Baylor Scott and White
KIOSK #2
Introduction: Breast Cancer metastasis to the bladder is an unusual presentation.
Approximately 50 cases have been described in the literature. The majority of
these were found at autopsy, others being found with surveillance imaging in the
asymptomatic patient. Here we report the case of a 68 yo F who presented with
hydronephrosis and urinary incontinence due to bladder metastasis of lobular breast
cancer (LBC). Pt JR initially presented to an outside hospital (OSH) in Florida in August
2015 with a 2 cm palpable left breast mass. Biopsy at that time revealed ER/PR+
HER2- invasive LBC with a Ki-67 of 43%. She underwent bilateral mastectomy with
axillary dissection. Final path revealed 3.6 cm tumor with 14/14 positive nodes with
some extranodal extension. She underwent adjuvant chemotherapy with AC that had
to be stopped due to neutropenic sepsis. Further work up revealed metastatic disease
involving the bones, adrenal and lungs. She was the treated with Taxol intermittently
from December 2015 to February 2016 but therapy was stopped due to functional
decline and intolerance. She was then treated with letrozole from March to October
2017. Surveillance imaging revealed progression of bone metastatic disease and the
patient underwent sternal and T spine radiation. She was changed to Ibrance 125
mg daily 3 weeks on/1 week off. She then moved to Dallas in December 2017 and
transitioned her care to our institution. Falsodex therapy was later started. The patient
appeared to have stable disease over the next several months. In August of 2018 she
then presented to an OSH with bilateral flank and back pain with progressive urinary
incontinence for a month. OSH cystoscopy revealed concern for bladder mass but
no biopsy was obtained. Flank pain and incontinence continued to progress and the
patient then presented to ER for emergent treatment. Workup revealed elevated
Cr (2.0) and Image findings of new abdominal and pelvic ascites, worsening, and
circumferential wall thickening of her bladder, and bilateral hydronephrosis and
hydroureter. The patient was then admitted to the medicine service BUMC. Urologic
consult was obtained and cystoscopy with bladder mass biopsy, bilateral ureteral
stenting and catheter placement was performed. Medical oncology was also consulted
for further adjuvant treatment as the patient’s disease had progressed. The patient’s
AKI resolved and creatinine normalized of the next several days. Final pathology of
bladder mass revealed ERPR + HER2 negative invasive lobular cancer. She was started
on oral capecitabine and discharged home with bilateral ureteral stents in place.
While retroperitoneal fibrosis causing ureteral obstruction as a result of metastatic
breast carcinoma has been described in the literature, metastatic disease involving the
bladder is exceedingly rare. It is estimated the breast cancer represents the primary
site in ~2.4% of all cases of bladder metastasis. Infiltrating LBC accounts for only 10%
of breast cancer. Its metastatic pattern differs from infiltrating ductal carcinoma with
infiltrating LBC often metastasizing to the gastrointestinal and genitourinary tract.
Clinicians must have a high index of suspicion for metastatic disease in patients with
history of LBC presenting with urinary symptoms.
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Q 104. LUNG CANCER METASTASIS TO THE BREAST: A RARE AND UNEXPECTED
PATHOLOGY IN A NEW PALPABLE BREAST MASS
LA Ray, K Janning, V Pham, M Parrot, W Herlihy, T Dao
Presenter: Ashley Ray MD
Baylor Scott and White
KIOSK #2
Introduction: Lung cancer metastases can occur anywhere in the body. Most
commonly metastasis occurs in the bones, brain, liver or adrenal gland. Rarely does it
spread to the breast. Here we present the case of an 82 year female with a non-small
cell lung metastases to the breast. Patient PB, with a history of CAD, a fib, invasive
ductal carcinoma of the left breast treated with mastectomy only in 1964 presented
to the ER with acute onset of shortness of breath in March of 2016. At presentation
the patient was in a fib. Work up for pulmonary embolus was initiated. D- dimer was
elevated but PE protocol CT showed no embolus, however the patient as found to have
an ill-defined 2.3 cm right lower lobe nodule with suspicious right hilar lymph nodes.
The mass was later biopsied by radiology and shown to be non-small cell moderately
differentiated adenocarcinoma of the lung. She then underwent video-assisted RLL
lobectomy with mediastinal lymph node dissection. Surgical path revealed pT1N2
disease. She received routine surveillance over the next year. Surveillance imaging
revealed bilateral adrenal masses in March 2017. MRI brain was obtained and also
demonstrated a small metastatic lesion. Brain lesion was treated successfully with
radiation. Biopsy of the left adrenal mass showed metastatic disease and the patient
then underwent laparoscopic left adrenalectomy without complication. In October of
2017 the patient then presented with a new 2 cm palpable nodule in her right breast
at the 9-oclock position, approximately 8 cm from the nipple. Previous mammogram
had been performed in August 2015. MMG was then obtained revealing 2.3x1.4x2.2
cm irregularly shaped, hypoechoic suspicious mass, BIRADS-4. US guided biopsy
was performed. Path was at that time interpreted invasive ductal carcinoma, grade
II-III. The patient was referred to our breast surgeon and opted for mastectomy. She
underwent simple mastectomy in November of 2018. Further evaluation of specimen
and final pathology was compared to previous lung and adrenal specimens. The tumor
was found to be histologically identical to prior lung and mediastinal node tumor and
therefore was a metastasis to the breast. ER/PR and HER2 IHC were negative, MIB1
was high (<50%), and a lung molecular profile was then performed. Since mastectomy
the patient has done well overall. She continues to have quarterly surveillance imaging
and no evidence of disease recurrence has been seen thus far. While breast cancer
often metastasizes to the lung, lung cancer metastasis to the breast is an extremely rare
occurrence. Clinicians and pathologists must be judicious and may need extra studies
and stains to determine the etiology of a new breast mass in patients with metastatic
lung cancer.
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Q 105. REOPERATIVE SENTINEL LYMPH NODE BIOPSY AND LYMPHATIC
MAPPING FOR THIRD RECURRENCE BREAST CANCER
JL Gunn, SP Bowers, SA McLaughlin
Presenter: Jinny Gunn MD
Mayo Clinic Florida
KIOSK #2
Introduction: Evaluation for lymphatic spread of cancer for breast and many other
types of cancer has shifted away from the more morbid complete lymph node
dissection, to that of sentinel node alone. This is true even for recurrent cancer or
new primary cancers draining to the same lymphatic basin in patients with clinically
negative nodes. Multiple studies have shown that recurrent mapping is feasible, safe
and can spare patients from complete axillary lymph node dissection [1-7]. However,
there are no reports of more than two consecutive sentinel lymph node biopsies in the
same patient with recurrent breast cancer.
Case Report: We present and discuss the case of a 94 year-old female who had three
consecutive sentinel lymph node biopsies (SLNB) successfully performed in the
same axillary nodal basin, following two breast conservation surgeries and ultimately
a mastectomy. The first SLNB was performed in 2002 for staging after diagnosis
of infiltrating ductal carcinoma (IDC) in the right breast. Lymphatic mapping was
successful and sentinel nodes were negative for metastatic disease. Patient underwent
breast conservation surgery (BCS) followed by radiation therapy, but chose not to have
any adjuvant chemotherapy or hormone therapy. In 2014 she presented with recurrent
IDC in the right breast. Although not standard of care, the patient elected to undergo
repeat BCS with SLNB. Lymphoscintigraphy was performed and revealed two sentinel
lymph nodes in the right axilla. The patient again deferred any type of antiestrogen
therapy. Two years later a second recurrence IDC was diagnosed. Lymphosintigraphic
imaging and injection of Lymphazurin blue dye showed one sentinel lymph node in right
axilla. This was successfully removed and found to be negative for metastatic disease.
This case report indicates that even third sentinel lymph node biopsy in the same nodal
basin after repeat breast conservation surgeries is feasible and representative.
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Q 106. SELECTIVE USE OF FOUR-GLAND EXPLORATION IS AS SAFE AS
MINIMALLY INVASIVE PARATHYROIDECTOMY
SW Kim, MK Boustany
Presenter: Samuel Kim MD
Eastern Virginia Medical School
KIOSK #2
Introduction: Minimally invasive parathyroidectomy (MIP) is an acceptable approach
for primary hyperparathyroidism (PHPT). Some patients, however, will require bilateral
neck exploration (BNE) for various reasons. At our institution, we perform a BNE only
if the patient requires a concurrent total thyroidectomy or if we are unable to localize
the lesion pre- or intraoperatively. We hypothesize that outcomes of this latter group of
patients will be similar to that of patients who undergo a successful MIP.
Methods: Patients with PHPT who underwent parathyroidectomy at Sentara Leigh
Hospital between 2013 and 2018 were analyzed retrospectively. Data about patient
characteristics, preoperative evaluation, operative details, and postoperative outcomes
were collected and compared.
Results: Of the 173 patients identified, 58 underwent a BNE. Reasons included
concurrent total thyroidectomy (17%); inability to identify the lesion due to
indeterminate pre- or intraoperative localization methods (72%); or unclear reasons
(10%). Patients who underwent a successful MIP and those who underwent BNE for
indeterminate localization were compared. Both groups were equivalent in terms of
age (61 vs 61 years), BMI (31 vs 30), and race (62% vs 64% white). Compared to cases
of successful MIP, BNE for inability to identify the lesion was associated with longer
procedure time (133 min vs 75 min, p < 0.01) and a greater number of specimens for
frozen section (3.6 vs 1.4, p < 0.01). Postoperative complications were statistically
similar: Hoarseness (7% vs 2.6%), wound infection (0% vs 1.7%), and persistent
hyperparathyroidism (9.5% vs 2.6%). Calcium supplementation was more commonly
required in those who underwent BNE (43% vs 16%, p = 0.001).
Conclusion: We conclude that reserving bilateral neck exploration for cases where
identification of the parathyroid lesion is unclear has similar morbidity as that of
successful minimally invasive parathyroidectomy.
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Q 107. AN EVALUATION OF ROBOTIC ADRENAL SURGERY:
PRELIMINARY OUTCOMES
JA Bilezikian, PL Tenzel, IL Israel, WW Hope
Presenter: Jordan Bilezikian MD
New Hanover Regional Medical Center
KIOSK #2
Introduction: Robotic surgery is becoming increasingly popular with proposed
advantages of improved visualization and dexterity compared to laparoscopic surgery.
Laparoscopic adrenalectomy currently remains the gold standard for adrenal surgery.
The purpose of this study is to examine our preliminary outcomes in regards to robotic
adrenal surgery.
Methods: A retrospective review of all patients undergoing robotic adrenal surgery was
performed from March 2012 to present. Operative records and perioperative outcomes
were documented and descriptive statistics performed.
Results: During the study period, 27 patients underwent robotic adrenalectomy with
an average age of 54 years (range 18-76 years), 81% Caucasian, and 70% female.
Indications for adrenalectomy included functional tumor in 17 patients (63%) and
mass/cancer in 10 patients (37%). Functional tumors included 2 patients with Conn’s
Syndrome (12%), 5 patients with Pheochromocytoma (29%), and 10 patients with
Cushing syndrome (59%). Average OR time was 102 minutes (range 58-167 minutes)
with an average estimated blood loss of 271 ml (range 10-3500ml). The average
postoperative length of stay was 1.9 days. There were 2 cases that were converted to
open for bleeding and 2 patients that required reoperation postoperatively for bleeding.
In the patients not requiring reoperation there were no other complications. There was 1
postoperative mortality (3.7%).
Conclusion: The results of our study suggest that robotic adrenalectomy is a safe
approach for adrenal surgery and the majority of patients have excellent outcomes.
Intraoperative and postoperative bleeding remains a concern in these cases and
patients should be counseled regarding bleeding complications. Additional studies are
needed to confirm safety and to identify patients who would benefit most from this
approach.
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Q 108. BILATERAL INTERNAL JUGULAR VENOUS SAMPLING ADJUNCT
IN LOCALIZATION OF A PARATHYROID DOUBLE ADENOMA FOUND
INTRAOPERATIVELY: A CASE REPORT
EE Enchia, JL Overcash, AD Wyrzykowski
Presenter: Ebenezer Enchia MD
Atlanta Medical Center
KIOSK #2
Introduction: Recent studies have shown a sharp increase in the incidence of
primary hyperthroidism(PHPT). Data collected from 1993 to 2001 by the Rochester
Epidemiological Project showed an incidence of 22 cases per 100,000 persons per
year. Although single adenomas and multiglandular hyperplasia have long been known
to commonly cause PHPT, the existence of double adenomas (DA) has remained
controversial. Some retrospective studies have placed the incidence of DA between
3-12%. Studies to localize these DA are not entirely accurate. Double adenomas are
therefore often discovered intraoperatively. This leads to incomplete surgical planning
and preparation, prolonged intraoperative times thus incurring unnecessary costs.
This report presents a patient with primary hyperparathyroidism who had a sestamibi
scan which showed a single parathyroid adenoma correlating with ultrasound imaging
however found to have a double adenoma after intraoperative PTH levels failed to drop
with resection of the patient’s parathyroid adenoma. In this case intraoperative bilateral
internal jugular venous sampling was used as an adjunct to help localize the diseased
adenoma.
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Q 109. MELANOSIS CUTIS IN THE SETTING OF RECURRENT METASTATIC
MELANOMA
AC O’Neil, MJ Crooks, SA Heathcote, MM Fillion, E Acquista
Presenter: Ariel O’Neil MD
New Hanover Regional Medical Center
KIOSK #2
Introduction: Melanosis Cutis is a rare cutaneous manifestation of metastatic
melanoma characterized by blue grey discoloration of the skin and mucus membranes.
A 54 year old man presented to the hospital complaining of abdominal pain, dark urine,
and grey skin discoloration. Two weeks prior, his home health nurse noticed that his
skin was grey and urged him to go to the emergency room. He reported right upper
quadrant abdominal pain and postprandial emesis. The staff at his methadone clinic
noticed unusual brown discoloration of his urine. He finally presented for evaluation of
worsening abdominal pain and dark lesions over his torso.
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Q 110. VISCERAL KAPOSI SARCOMA PRESENTING AS A SURGICAL EMERGENCY:
A RARE PRESENTATION AND CALL TO ACTION
BP Lovasik, VL Wang, KS Point du Jour, SC Kim, SS Hashmi, CI Haack
Presenter: Brendan Lovasik MD
Emory University
KIOSK #2
Introduction: Background: Surgical emergencies related to visceral involvement of
Kaposi Sarcoma (KS) are rare complications of the disease. In this report, we describe
a case of visceral KS causing small bowel intussusception with ischemia in a young,
previously undiagnosed human immunodeficiency virus (HIV)-positive patient.
Surgical issues related to HIV and autoimmune deficiency syndrome (AIDS)-associated
pathology are particularly relevant for the Southern surgeon, as nearly half (46%) of
all Americans with HIV live in the Southeast, and the Southeast accounts for 53% of
annual new HIV diagnoses.
Case Report: A 25 year-old man with no reported past medical history presented to
the emergency department with several days of abdominal pain, nausea, and vomiting.
His physical exam was notable for abdominal distension and diffuse tenderness to
palpation. An abdominal CT scan demonstrated a pathologic long-segment small bowel
intussusception with a lead point in the mid-ileum and bowel thickening concerning
for focal ischemia (Figure 1A, 1B). He was taken urgently to the operating room for
exploration. A mini-laparotomy was performed, and the intussuscepted portion of
bowel was resected; multiple other sub-centimeter intramucosal masses were noted.
Immediately following his operation, a workup for immunodeficiency and hematologic
malignancies was initiated. The pathology on the intestinal specimen revealed visceral
Kaposi’s Sarcoma, with multiple friable exophytic intramucosal masses (largest:
3.3 x 2.9cm), negative margins, and no evidence of nodal disease (0/3) (Figure 1C).
The patient was discovered to have previously undiagnosed HIV (CD4 count 26;
HIV viral load 104,000). He had an uncomplicated postoperative course. Following
his postoperative recovery, he was initiated on highly active antiretroviral therapy
(HAART) for HIV control and doxorubicin for treatment of his intestinal Kaposi; he is
currently doing well with evidence of clinical improvement.
Conclusion: Intussusception accounts for <5% of adult small bowel obstructions;
malignancy is the most common cause of small bowel intussusceptum lead points
(30%). Visceral KS is the 3rd most common site of KS and occurs in <10% of cases.
Treatment includes initiation of HAART and systemic therapy with anthracyclines.
However, visceral KS confers an advanced stage and poor prognosis with a mean
survival rate of only 4.7 months without HAART therapy. HIV-associated pathology
is particularly relevant to the Southern surgeon, as the HIV epidemic is rampant in
the Southeast. According to the National Cancer Institutes SEER Program, the highest
national incidence of KS occurs in the South, and Atlanta GA has a standardized
incidence ratio (SIR) of 1.75 cases per 100,000 people per year (national SIR for KS:
0.5). Additionally, the Southeast accounts for nearly half (46%) of all Americans with
HIV, 51% of undiagnosed HIV cases, and 53% of HIV-associated deaths. The top
three states with the highest HIV prevalence are in the Southeast: Georgia (31.8 cases
per 100,000 population), Louisiana (29.7), and Florida (28.0) (Figure 1D). Southern
surgeons should be particularly attentive to HIV/AIDS-related disease as a cause
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of surgical pathology, particularly in the Southeast. Surgeons can play a significant
advocacy role for improved access to HIV/AIDS diagnostic and treatment services,
particularly in the Southeastern HIV epidemic.
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Q 111. A RARE BASAL CELL ADENOMA OF THE PAROTID GLAND IN A MALE
PATIENT
JM Radzevich, GJ Slotman
Presenter: Joe Radzevich DO
Inspira Health Network
KIOSK #2
Introduction: BCA is an uncommon, benign salivary tumor comprising 1-3% of salivary
tumors, occuring more commonly in women and patients >50, typically presenting
as a slow growing, well circumscribed mass. Overall BCA has a good prognosis with
low recurrence and malignant transformation. We present a rare case of a basal cell
adenoma in a 57 year old male.
Case Report: A 57-year-old male presented with a right parotid mass for 10 years
that had recently enlarged. A course of antibiotics by primary care physician effected
no change in size or quality of the mass. On exam, there was a 2 cm well-defined,
mobile mass in the right parotid gland. CT scan revealed a 1.7 cm well-circumscribed,
enhancing nodule in the right parotid gland. The patient underwent right superficial
parotidectomy with preservation of the facial nerve under general anesthesia. A
2cm well defined lesion was removed intact. No complications. Pathology: basal call
adenoma, solid subtype, resection margins negative for adenoma. In post-operative
follow-up, the patient recovered well.
Tumors involving the salivary glands constitute between 2 and 6.5% of all head and
neck tumors. BCA is a rare type of salivary gland neoplasm, comprising 1-3% of salivary
gland tumors. The most common location for BCA is the parotid gland (73-75%),
followed by submandibular gland (5%) salivary glands of the upper lip (6%), and more
rarely, in the palate and nasal septum. Within the parotid gland, the majority of BCA
are located superficially. Notably, one study did demonstrate deep parotid BCA in
37.9% of patients. BCA is a benign neoplasm composed chiefly of basaloid cells with
a prominent basal cell layer and distinct basement membrane like structure without
myxochondroid stromal component. Histologically they are divided into solid, tubular,
trabecular, and membranous types, with the solid type most common. Malignant
transformation is rare, but most common in the membranous subtype, manifested
most as a malignant basaloid tumor. The higher propensity for membranous BCA to
undergo malignant transformation may be due to it’s incomplete capsule formation
and multifocal microadenomas. Recurrence rates for solid, tubular, and trabecular
BCA approaches zero. Membranous BCA, however, has a reported recurrence rate
of 24-37%. BCA usually present as an asymptomatic, slow growing, mobile parotid
mass, most commonly in the 6th or 7th decades of life, more common in females, with
female predominance ranges from 1:1.5-1:2. BCA is almost always unilateral; there
are <10 reports of bilateral tumors in the literature. Size is <3cm at time of diagnosis.
Treatment of parotid BCA is by superficial parotidectomy for superfical tumors and
total parotidectomy for deep tumors. One important caveat is membranous type BCA.
For membranous BCA regardless of location (superficial or deep) total parotidectomy
is indicated due to higher risk of recurrence and malignant tranformation. Conclusion:
Basal cell adenoma is a rare salivary gland tumor with an incidence of 1-3%. These
tumors have a good prognosis overall. This pathologic subtype should be kept in mind
with salivary gland tumors, particularly parotid tumors.
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Q 112. SAFE LAPAROSCOPIC DISSECTION OF THE SAC OF A GIANT MORGAGNI
HERNIA
MY Fanous
Presenter: Medhat Fanous MD
Aspirus Health System
KIOSK #3
Introduction: Morgagni Hernia (MH) is a rare congenital condition consisting of a
Subcosto-sternal defect in the diaphragm. Laparoscopic repair of MH was first reported
by Kuster et al in 1992. Worldwide, there are only 116 reported adult laparoscopic
repairs of MH. There is no established standard technique regrading excision of the
hernia sac in MH. Its proponents cite the potential risk of recurrence and symptomatic
fluid collection while the opponents raise the potential risk of injury to the pericardium,
pleura or mediastinal structures. This patient is a 62 year old male who reported
progressive shortness of breath. Computed tomography showed a giant left sided MH.
Methods: Four laparoscopic ports (camera, 2 working ports in right and left upper
quadrants and left sided assistant port) were employed. The transverse colon and
omentum were reduced into the peritoneal cavity. The diaphragmatic defect was 7.5 cm
x 5.5 cm. The anterior liver attachments were divided. The technique of dissecting giant
MH sac is best described in 7 steps. Step 1 Identify the proper dissection plane where it
is most accessible. This is achieved by dividing the peritoneum over the posterior edge
of the diaphragmatic defect. Step 2 Place a raytec sponge in the identified plane and
advance it in cephalad and lateral directions. Step 3 Keep the raytec sponge between
the sac and the diaphragm. This allows carbon dioxide to dissect the tissues further. It
also facilitates the division of the posterior edge of the Hernia sac which enlarges the
operative space. Step 4 Advance the laparoscope posterior to the hernia sac to provide
adequate visualization for the next critical step. Step 5 Use a laparoscopic dissector
to dissect the areolar plane between the Hernia sac and mediastinal structures. This
allows Carbon dioxide to diffuse proximally to help identify the proximal extension of
the sac. Step 6 Use a raytec sponge to dissect the sac proximally and to divide vascular
adhesions. Step 7 Retract the sac caudally and excise it. The hernia sac was removed via
the main laparoscopic port. Primary closure of the defect was not possible and a 15 x 20
cm composite mesh with protective barrier was used. Anterior and lateral aspects were
secured with tacks while medial and posterior parts secured with a fibrosealant and
interrupted stitches.
Results: There were no intraoperative or postoperative complications. Hospital stay
was two days. CT chest at 3 months showed small seroma. Pulmonary function tests
were significantly improved and he remains asymptomatic at 6 months follow up.
Conclusion: The concepts we used for safe dissection and complete excision of the
hernia sac of MH are identical to the techniques used for paraesophageal hernia
repair. They included identifying the proper plane where it is safe and easily accessible.
This is followed by dissecting the tissues distally to generate wide operative space
to allow safe proximal progression. The use of a raytec sponge for blunt dissection is
advantageous and supplements the effect of carbon dioxide in identifying the proper
plane of dissection.
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Q 113. ROBOTIC APPROACH TO A RARE COMBINATION OF ACHALASIA AND
DIAPHRAGMATIC PARALYSIS
A Haider, V Chirumamilla, R Latifi, T Weigel
Presenter: Ansab Haider MD
Westchester Medical Center
KIOSK #3
Introduction: Achalasia is an uncommon esophageal motility disorder with a
prevalence of 0.01%. It is characterized by aperistalsis, increased resting pressure
of the lower esophageal sphincter (LES), and impaired relaxation of the LES. Chicago
classification subdivides achalasia into 3 subtypes based on manometry. All
subtypes have clinical symptoms that include dysphagia, weight loss, and chest pain.
Diaphragmatic paralysis is a completely unrelated condition to Achalasia characterized
by diaphragmatic elevation. We present a rare combined case of type I achalasia and
idiopathic left diaphragmatic paralysis treated with a robotic approach.
Case Report: Patient is an 81 year old male with a long standing history of
gastroesophageal reflux symptoms who recently developed new symptoms of
dysphagia, epigastric pain and discomfort, and weight loss presented to our clinic.
He underwent workup with upper endoscopy and that revealed a severely dilated
esophagus and biopsies confirmed no malignancy. Workup with manometry revealed
complete aperistalsis and no pressurizations consistent with type I achalasia.
Preoperative CT scan showed an elevated left hemi-diaphragm. Fluoroscopic sniff
test confirmed paradoxical movement of diaphragm consistent with diaphragmatic
paralysis. Patient underwent a robotic assisted Heller myotomy through an abdominal
approach. The stomach was noted to be significantly displaced superiorly causing
acute angulation of the gastro-esophageal junction secondary to paralysis of left hemidiaphragm. Therefore, we proceeded with robotic plication of the left hemi-diaphragm
by creating a small hole in the diaphragm to allow for equalization of pressure between
left chest and abdomen to create a floppy diaphragm and then running multiple simple
interrupted pledgeted sutures of Ethibond from front to the back. Post operatively
patient had an unremarkable course and was discharged home within 48 hours.
On post-operative follow up visit he had complete resolution of symptoms and was
tolerating diet well. Restoration of the left hemi-diaphragm to more normal position
likely improved transfer of food bolus from the aperistaltic esophageal body to the
stomach.
Conclusion: We report a rare combination of two uncommon conditions contributing to
severe dysphagia in a patient. Our robotic laparoscopic approach allowed for precise,
safe performance of the Heller myotomy as well as plication of the left hemidiaphragm
using the same port sites without repositioning the patient or utilization of a double
lumen endotracheal tube. To our knowledge, this case is the first description of a
robotic laparoscopic plication of the diaphragm combined with robotic Heller myotomy.
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Q 114. LUNG RESECTION FOR DELAYED FOREIGN BODY RETRIEVAL IN HEALTHY
ADULT MALE
TB Shaw, RM Panchal, KT Carter, J Moremen
Presenter: Taylor Shaw DO
University of Mississippi Medical Center
KIOSK #3
Introduction: Aspiration of foreign bodies into the bronchial tree is most commonly
seen in children and the elderly. Presentation varies widely, but cough, dyspnea,
chest pain, stridor, wheezing, and hemoptysis are most commonly seen. Rarely
observed in healthy adults, it is often overlooked in the differential diagnosis when
these patients present to the hospital. We present a case report of an adult male
patient who presented with recurrent pneumonia of the left upper lobe apicoposterior
segment. A small foreign body was identified radiographically in the left upper lobe
bronchus that was unable to be visualized by bronchoscopy. Ultimately thoracoscopic
segmentectomy was undertaken. A 53-year-old African American male with a history
of gastroesophageal reflux disease (GERD) and sickle cell trait first presented to our
hospital in April of 2015 with pneumonia. During his work up, a 7mm foreign body
was seen on computed tomography (CT) in the left upper lobe anterior subsegmental
bronchus and upon questioning it was discovered that he had several episodes of
emesis prior to presentation. The patient underwent two bronchoscopies, but no
foreign body was visualized. The patient’s condition ultimately improved, and he
was discharged home on oral antibiotics. Repeat imaging several months later,
after clearance of his pneumonia symptoms, showed a persistent calcified object
in the lumen of the apical posterior segment of the left upper lobe, now more distal
than prior. Once again, an attempt was made to retrieve the foreign body with
bronchoscopy unsuccessfully. Despite close follow up, he required admission to
the hospital in December of 2017 for recurrent pneumonia in the identical wedge
shaped distribution. He was then referred to Thoracic Surgery for further evaluation
and possible intervention. Although he required only a few inpatient admissions, he
lost significant time from work due to recurrent respiratory symptoms and desired
intervention. He underwent an elective bronchoscopy, left thoracoscopic apical
trisegmentectomy (lingula sparing upper lobectomy) with successful removal of the
foreign body, most likely an aspirated tooth. The patient did well post-operatively with
no major complications and was discharged home on post-operative day 3. This case
demonstrates that although bronchoscopy is the gold standard for both diagnostic
identification of foreign bodies and therapeutic retrieval, surgery remains a reasonable
treatment option. This remains particularly true for late-diagnosed bronchial foreign
body aspiration, defined as aspiration diagnosed one week or more after the aspiration
event occurred. Due to inflammation and granulation tissue within the airway, delayed
foreign bodies can be difficult to visualize or retrieve with endoscopic measures.
Surgical removal of the aspirate via bronchotomy without parenchyma resection is
an option for more proximal obstruction. Although there are no current established
guidelines for treatment of prolonged foreign body aspiration, thoracoscopic
segmentectomy remains a safe and definitive treatment.
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Q 115. ALTERNATIVE MANAGEMENT OPTIONS FOR PNEUMOMEDIASTINUM
IN BULLOUS EMPHYSEMATOUS DISEASE
ML Mannas, SL Johannesen, JM Reinersman, SJ Deb
Presenter: Maureen Mannas MD
University of Oklahoma Health Sciences Center
KIOSK #3
Introduction: Although pulmonary sarcoidosis and emphysema are frequently
encountered disease pathologies, progression to end stage disease with development
of bullae is encountered far less often. Of patients with these disease sequelae, only 2%
will develop pneumothorax. Management of pneumothorax in immunocompromised
patients with previous pulmonary operations and systemic diseases offers a
unique clinical challenge. Alternative treatment modalities such as subcutaneous
negative pressure wound vacuum systems may be utilized when placement of a tube
thoracostomy could be potentially harmful to the patient.
Methods: The case presented is of a 62-year-old female with stage IV sarcoidosis
who developed hemoptysis and subcutaneous emphysema after a forceful coughing
episode. CT scan showed bilateral bullae formation, pneumomediastinum, and a
right-sided extra-pleural pneumothorax. The patient had previously undergone
right-sided lung resection due to Aspergilloma. Additionally, she was on therapeutic
anticoagulation for atrial fibrillation. The patient was stable on her home supplemental
oxygen requirement; however, she developed progressive subcutaneous emphysema.
To circumvent the potential morbidity and mortality associated with inserting a
tube thoracostomy into a hostile thorax, anterior chest wall incisions connected to
negative pressure wound vacuum systems were utilized to capture the air leaks.
Suction pressures were weaned over eight days before vacuum discontinuation and the
patient’s air leaks with pneumomediastinum were resolved.
Results: Although negative pressure vacuum systems utility in treating subcutaneous
air has sporadically been reported in the literature, deviating from tube thoracostomy
as the treatment for pneumothoraces and pneumomediastinum is often met with
apprehension. Utilizing pre-pectoral fascial incisions with negative pressure vacuum
systems has proven to be a safer, yet equally as efficacious treatment option in
pneumomediastinum and pneumothoraces in patients with bullous emphysema.
Conclusion: Surgical management options for pneumomediastinum, particularly in
the setting of continuous air leaks, for patients with bullous emphysematous disease
should include negative pressure vacuum systems with incisions into the pre-pectoral
fascial plane.
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Q 116. MRSA EMPYEMA ASSOCIATED WITH CONTIGUOUS SPREAD
OF THORACIC SPINAL ABSCESS
JC Wilkinson, SL Johannesen, ML Mannas, JM Reinersman, SJ Deb
Presenter: Jack Wilkinson BS
University of Oklahoma Health Sciences Center
KIOSK #3
Introduction: Contiguous spread of osteomyelitis to surrounding tissue is a common
complication that necessitates surgical debridement of the infected tissue. If the
infection occurs near the thoracic cavity, the pleural space may become involved and
require operative intervention. As patients may experience pulmonary symptoms
initially in this scenario, it is important to perform a complete work up to treat all
sources of active infection.
Methods: Here we report the case of a 49-year-old woman who presented with fever
and chills after undergoing a recent incision and drainage of a right axillary abscess. The
patient continued to have persistent fever and developed shortness of breath. Initial
blood cultures were positive for MRSA. CT scan was performed at presentation and
revealed right empyema thoracis, prevertebral abscess at T7, and a thrombus of azygos
vein into SVC. The patient was started on vancomycin and piperacillin/tazobactam and
underwent a video-assisted thoracoscopic surgery (VATS) decortication the following
day. Intraoperatively, a fibrinopurulent empyema was identified in continuity with
multiple intercostal abscesses tracking posteriorly toward the spine. These abscesses
were debrided and samples were obtained and sent for culture. Chest tubes were
placed after irrigation of the pleural cavity. Cultures grew methicillin-resistant
Staphylococcus aureus. MRI was performed postoperatively and confirmed T7 abscess.
Orthopedic surgery subsequently performed an evacuation of an epidural phlegmon
with a T7 laminectomy. Following debridement of thoracic and spinal abscesses, the
patient had significant improvement of symptoms and was discharged home on a
course of long-term vancomycin.
Results: Osteomyelitis requires 4-6 weeks of intravenous antibiotic therapy and
surgical debridement is often necessary. As was seen in this case, it can also be a nidus
of infection that allows pathogenic microorganisms to seed surrounding tissue. Videoassisted thorascopic surgery allows for good visualization and access of the thoracic
cavity while reducing the morbidity of the surgery necessary to provide adequate
exposure and debridement. This particular procedure required 3 small port incisions.
After debridement and thorough irrigation, tube thoracostomies are placed to allow
for drainage of residual fluid in the thoracic cavity and management of any type of leak
that may occur. As demonstrated with this patient, it is vital to address all sources of
infection to obtain a durable outcome.
Conclusion: VATS decortication coupled with 4-6 weeks of IV antibiotics is a viable
solution for patients who present with intrapleural infection with concomitant
osteomyelitis and chest wall microabscesses.
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Q 117. MODIFICATIONS TO TRADITIONAL CLAGETT PROCEDURE FOR
REDUCTION IN POSTOPERATIVE PAIN AND MORBIDITY
SL Johannesen, ML Mannas, JM Reinersman, SJ Deb
Presenter: Sigrid Johannesen MD
University of Oklahoma Health Sciences Center
KIOSK #3
Introduction: Empyema following a pneumonectomy is a complication that is often
associated with significant morbidity and mortality for the patient. Multiple operative
techniques have been described to manage post-pneumonectomy empyema, but the
Clagett procedure has become the standard of care in recent years. It is important
to determine the presence or absence of a bronchopleural fistula, as this requires
intervention on the bronchial stump as part of the staged Clagett procedure. Repeat
thoracotomy incision and intra-thoracic packing cause significant discomfort in
patients, which may exacerbate deconditioning and cause decline in functional status.
Methods: Here we report the case of a 78-year-old man who presented with a postpneumonectomy empyema after undergoing a left pneumonectomy for carcinoid
tumor 30 years prior. He presented to an outside facility with sepsis and complaints
of shortness of breath and cough. CT imaging revealed left sided empyema. Tube
thoracostomy was placed per interventional radiology with output of purulent fluid and
the patient was transferred for higher level of care. In the absence of a bronchopleural
fistula and due to the patient’s frail state, it was felt that the least invasive techniques
should be employed for treatment of the empyema. The patient was taken to the
operating room for limited left thoracotomy and irrigation of the pleural space.
Intraoperative cultures were positive for coagulase negative Staphylococcus species.
For 7 days postoperatively, the patient received a continuous intrapleural infusion of
cefepime through the afferent tube thoracostomy with intermittent drainage through
the efferent tube thoracostomy. After gram stains of the effluent pleural fluid were
negative, the patient was taken back to the operating room for a modified Clagett
procedure. The limited thoracotomy incision was closed after instillation of dilute
cefepime solution. The patient recovered well postoperatively and was discharged to a
nursing facility following his procedure.
Results: Repeat thoracotomy incision and intra-thoracic packing is a significantly
painful process for patients. To reduce this discomfort, several operative modifications
can be made without compromising clinical outcomes. First, a smaller thoracotomy
incision can be made as long as appropriate access to the abscess cavity is maintained
and the bronchial stump can be adequately evaluated. In lieu of intra-thoracic packing,
continuous intra-thoracic infusion of antibiotic solution can be performed. This requires
afferent and efferent tube thoracostomies appropriately placed in the empyema cavity.
The operative technique of thoracotomy closure over antibiotic solution remains the
same as with the traditional Clagett procedure.
Conclusion: Modifications that reduce postoperative pain and improve outcomes
can be made to the traditional staged Clagett procedure for management of postpneumonectomy empyema in extremely frail or deconditioned patients.
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Q 118. EARLY IMPLEMENTATION OF INHALED PULMONARY VASODILATORS
IN POST-PNEUMONECTOMY ACUTE RESPIRATORY DISTRESS SYNDROME
SJ Deb, CA Nichols
Presenter: Chance Nichols MD
University of Oklahoma Health Sciences Center
KIOSK #3
Introduction: Acute respiratory distress syndrome (ARDS) remains a lethal
complication after major lung resections. The reported mortality ranges from 50% to
100%, with increased incidence and mortality rates in pneumonectomy patients. The
incidence of ARDS after pneumonectomy ranges from 4–15%. Patients with ARDS often
require ventilatory assistance, usually escalating to invasive mechanical ventilation
(IMV), which is associated with increased mortality. Inhaled pulmonary vasodilators
have shown improved physiologic parameters in ARDS. These agents are typically
used as rescue therapies in patients with refractory hypoxemia. The literature for early
implementation of these agents in pneumonectomy patients to prevent IMV is limited.
Methods: The case presented is that of a 58-year-old female who underwent a left
pneumonectomy for a left hilar invasive squamous cell carcinoma. The case was
uneventful and patient was extubated to nasal cannula post operatively. The patient
subsequently developed increasing oxygen requirements during the night of postoperative day 2 requiring Hi-Flo O2. Arterial blood gas revealed a PO2/FiO2 ratio of
58 on 100% FiO2 in addition to right sided opacities on chest x-ray indicating severe
ARDS. In order to prevent intubation, we decided to start the patient on a pulmonary
vasodilator in order to improve oxygenation.
Results: The patient was started on inhaled iloprost (Ventavis®) therapy (20mcg every
12 hours) with immediate improvement in PaO2/FiO2 ratio >100. The patient was
subsequently able to be weaned off of HiFlo O2 to nasal cannula over a few days with
normalization of her PaO2/FiO2 ratio. Patient was discharged home on post-operative
day nine on two liters nasal cannula.
Conclusion: Early implementation of inhaled iloprost (Ventavis®) therapy in postpneumonectomy patients with hypoxemia may prevent IMV and the subsequent
complications related to endotracheal intubation.
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Q 119. THORACIC INTRACAVITARY ULTRASONOGRAPHIC LOCALIZATION
OF A MEDIASTINAL BRONCHOGENIC CYST
AR Harner, C Schroeder
Presenter: Andrew Harner MD
Medical College of Georgia at Augusta University
KIOSK #3
Introduction: Bronchogenic cysts are a relatively rare congenital abnormality that
arise from abnormal foregut development during the first trimester. Although
many bronchogenic cysts are asymptomatic, they may manifest in adulthood as
chest pain, dyspnea, dysphagia, cough, or a palpable neck lesion. Given that even
asymptomatic bronchogenic cysts will likely develop symptoms or complications
over time, the management of bronchogenic cysts is surgical excision whether or not
symptoms are present. The preferred procedure for bronchogenic cysts is videoassisted thoracoscopic surgery (VATS). We present a patient with a large subcarinal
bronchogenic cyst who underwent a right VATS excision that was aided by the use of
intracavitary ultrasound to better identify a safe dissection plane.
Case Report: A 51 year-old male who initially presented with complaints of intermittent
shortness of breath underwent a computed tomography scan as part of his workup,
which revealed a 5.5 x 4.2 cm subcarinal cyst of intermediate density consistent with
a bronchogenic cyst (Figure 1A-B). The patient was scheduled for a thoracoscopic
excision of his cyst. At the start of the procedure, a diagnostic bronchoscopy was
performed. This revealed a largely normal airway with the exception of abnormal
crevices with no identifiable connection in the right sided subcarinal region. A threeport right VATS was performed (Figure 1C). Upon thoracoscopic examination, there
was no clearly identifiable protrusion or abnormality seen to identify the cysts location.
To aid the dissection, an intra-thoracic ultrasound was performed, using a laparoscopic
ultrasound probe. This clearly identified the cystic structure and its relation to the
adjacent structures (Figure 1D). The cyst plane was identified and unroofed, drained,
and irrigated. The patient was discharged home on post-operative day one and
had a unremarkable recovery. Discussion: It is estimated that ca. 1:50,000 hospital
admissions are related to bronchogenic cysts. Most bronchogenic cysts are located
adjacent to the carina, although they may also be present in the hilum, pericardium,
lung, pleura, neck, or subdiaphragmatic. Video-assisted thoracoscopic surgery for
bronchogenic cysts has been identified as the preferred method for resection with low
conversion rates to thoracotomy and expedited recovery. When a difficult dissection
is encountered due to an ill-defined bronchogenic cyst on initial thoracoscopy, a
laparoscopic ultrasound probe can be utilized in the thorax to identify the cyst in
relation to critical structures. Use of intraoperative ultrasound is a helpful tool to safely
resect the bronchogenic cyst and to avoid a more invasive surgical approach.
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Q 120. ACUTE ESOPHAGEAL NECROSIS RESULTING IN ESOPHAGEAL
PERFORATION
AR Harner, M Kilbourne
Presenter: Andrew Harner MD
Medical College of Georgia at Augusta University
KIOSK #3
Introduction: Acute esophageal necrosis (AEN), also referred to as “black esophagus”,
is a rare clinical entity characterized by circumferential black necrosis at various lengths
but typically involving the distal esophagus with marked abruption to normal mucosa
at the gastroesophageal junction. The prevalence of AEN is approximately 0.2% of
those undergoing EGD and there is a notable 4:1 male predominance. The etiology of
AEN is not clear, but is thought to be related to a low perfusion state and subsequent
mucosal injury secondary to numerous conditions such as esophageal reflux, sepsis,
vasculopathy, DKA, alcohol intoxication and more. Most commonly, patients present
with an upper GI bleed and diagnosis is made via EGD. Herein, we describe a case in
which a 63 year-old male is diagnosed with AEN complicated by perforation, a rare
complication necessitating surgical intervention.
Case Report: Our patient is a 63 year-old male who was admitted to the ICU for sepsis
and complaints of chest pain. He reported a prior hospitalization for esophagitis and
has a history of heavy alcohol use. As part of his workup, an EGD was performed which
revealed diffuse black esophagus from 20 cm to the GE junction, suggestive of AEN.
His condition worsened and a CT thorax was performed which revealed an esophageal
perforation near the GE junction (Fig 1). The patient was taken to the OR where a
subtotal esophagectomy, esophagostomy, and gastrostomy tube placement was
performed via a laparotomy, left thoracotomy, and left cervical dissection. The necrotic
tissue was successfully excised, however, primary reconstruction was avoided due to
the patient’s critical state and friable tissue. The patient’s postoperative course was
unremarkable and delayed reconstruction is anticipated in the future.
Conslusion: Despite the rarity of AEN, the condition is likely more common than
described in the literature due to the transient nature of the disease and thus it remains
an important consideration in the setting of upper GI bleeding. Diagnosis criteria as
defined by Moreto et al. includes: 1) Absence of caustic ingestion; 2) Diffusely black
esophagus with or without exudates; 3) Preferential involvement of the distal third of
the esophagus with marked transition to normal mucosa at the transitional line; 4)
Histology consistent with necrosis. Biopsies demonstrating necrosis help differentiate
the condition from other possible diagnoses such as melanosis, acanthosis nigricans,
and coal dust deposition. Most cases of AEN resolve uneventfully, however, esophageal
perforation and mediastinitis have been described as a rare complication, and death
has been reported to occur as often as 6% of cases. Once esophageal perforation is
confirmed, the patient should be taken to the operating room with the intention of
performing a primary repair, unless the perforation is too large to reapproximate, the
patient is unstable, or there is concern for esophageal malignancy. In our case, the
patient was too unstable for primary anastomosis, and he was successfully treated with
esophagectomy and delayed reconstruction.
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Q 121. HYBRID OPERATING ROOM CONE-BEAM CT-GUIDED PEG-TUBE
PLACEMENT IN A PATIENT WITH LARGE VENTRAL HERNIA
PD Drevets, A Ford, S Schampaert, C Schroeder
Presenter: Peter Drevets MD
Medical College of Georgia at Augusta University
KIOSK #3
Introduction: Hybrid operating rooms have been shown to be a versatile device for
surgeons to perform both traditional surgical procedures and procedures typically
reserved for interventional radiology. We describe a particularly difficult percutaneous
endoscopic gastrostomy tube (PEG) placement secondary to a large ventral hernia
overlying the majority of the left upper quadrant (Figure 1A-C).
Case Report: A 42-year-old female presented with an intra-ventricular hemorrhage
with resulting severe neurologic deficits necessitating long term enteral feeding
access. The acute care surgery service, gastrointestinal medicine, and interventional
radiology services had declined to place a PEG secondary to the large ventral hernia.
The thoracic surgery service –experienced in multimodality hybrid operation room
procedures (1)- was then consulted for PEG placement in a multimodality approach.
We elected to perform a cone-beam computed tomography (CT) guided PEG in the
hybrid operating room with simultaneous endoscopy. Under general anesthesia,
we first perform an esophagogastroduodenoscopy to insufflate the stomach. While
insufflated, we then obtained a cone-beam CT. Utilizing needle-guidance imaging
software, the images obtained from the CT were then used to map a safe trajectory
for percutaneous access into the stomach (Figure 1D). This route was then digitally
overlaid onto live fluoroscopic images, this allowed for real-time image guidance of the
needle trajectory as the percutaneous access was obtained (Figure 1E). The PEG was
placed with this guidance under direct endoscopic visualization. Once the guide wire
was placed, standard trans-oral PET technique was used. This was done consecutively
during a single operating room session. Bolus tube feeds were begun the day after the
procedure. The patient was seen on a daily basis on the days following surgery. No
issues with the PEG were encountered and no complications were noted. Discussion
The hybrid operation room is unique modality within modern medical practice in which
endoscopy, interventional radiology techniques, cone-beam CT scans, minimally
invasive and traditional open surgical procedures can simultaneously be performed
in the same operating room. These capabilities allow to perform procedures in a
single setting that traditionally would have required endoscopic or radiographic
procedures prior to surgical intervention. The surgeon is usually the natural provider
to perform these advanced multimodality procedures due to anatomic knowledge,
endoscopy skills and to be able to convert to standard surgical techniques, if required. A
multidisciplinary team approach is a viable alternative to single provider model.
Conclusion: Hybrid operation room cone-beam CT-guided PEG placement in
conjunction with simultaneous EGD is a viable option for anatomically difficult PEG tube
placements.
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Q 122. NOVEL USE OF WOUND PROTECTOR/RETRACTOR IN MANAGEMENT
OF TEMPORARY OPEN WINDOW THORACOSTOMY
VH Pham, JA Enos, KM Cox, JR Moremen
Presenter: Lam Pham MD
University of Mississippi Medical Center
KIOSK #3
Introduction: Surgical decortication via thoracoscopy or thoracotomy is often
required for complex empyema. For unstable patients, fixed pleural space, or complex
chronic infections, an open window thoracostomy may be created for drainage and
management. Typically, this is achieved by removing several ribs so that packing can be
done at the bedside. These are later closed once the space is clean and the patient has
recovered. Here, we present the case of a 51-year-old male who developed an empyema
after a trauma who underwent thoracotomy. His chest was managed with a temporary
wound protector/retractor to facilitate daily packing and mechanical debridement.
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Q 123. CHEMICAL PLEURODESIS FOR RECURRENT POST-PNEUMONECTOMY
SPONTANEOUS CONTRALATERAL PNEUMOTHORAX
V Lenkov, SL Johannesen, ML Mannas, SJ Deb, JM Reinersman
Presenter: Vyacheslav Lenkov BS
University of Oklahoma Health Sciences Center
KIOSK #3
Introduction: Spontaneous contralateral pneumothorax following a pneumonectomy
is a rare complication most often seen in the immediate postoperative period. Due to
limited pulmonary reserve in this patient population, this complication is potentially
fatal and requires immediate intervention. Acute stabilization of the patient is often
achieved with a tube thoracostomy. Definitive treatment is aimed at prevention
of life-threatening recurrence, although treatment options remain controversial.
Recurrent pneumothorax is often treated with thoracoscopic mechanical pleurodesis
or partial pleurectomy; however, the inability to perform single-lung ventilation is
often prohibitive in post-pneumonectomy patients. Chemical pleurodesis with talc
or a tetracycline derivative is also viable option for these patients and may be utilized
without single-lung ventilation. The case presented is that of a 19-year-old female
who developed a left-sided spontaneous pneumothorax four years after undergoing
right pneumonectomy for Castleman’s disease resistant to chemotherapy. The
patient initially presented to an outside facility with complaints of sharp chest pain
and shortness of breath. Chest X-ray demonstrated small left apical pleural space,
and tube thoracostomy was placed. When repeat CT imaging revealed a persistent
pneumothorax, the patient was transferred for higher level of care. The chest tube was
exchanged for a larger lumen tube and a limited bedside chemical pleurodesis was
performed. Two days following this procedure, the patient experienced a recurrent large
volume left-sided pneumothorax with desaturation, requiring emergent placement
of additional tube thoracostomy. Due to the limited surgical options in this patient,
the decision was made to proceed to the operating room for chemical pleurodesis
with dilute doxycycline solution. The solution was allowed to instill for 15-minute
increments with intermittent drainage and repositioning of the patient. Chest tubes
were left to suction for 7 days following her procedure. After chest tubes were placed
to water-seal, repeat CT was performed to confirm obliteration of pleural space. The
patient did well following removal of the chest tubes and was subsequently discharged
to home. Surgical interventions for secondary prevention of postpneumonectomy
contralateral pneumothorax have been reported, but continue to represent a
significant challenge for providers. Respiratory management in these patients requires
extensive preoperative planning in conjunction with each member of the operative
team. Strategies to overcome anesthetic difficulties include cardiopulmonary bypass,
selective lobar ventilation and intermittent ventilation with high oxygen concentration.
Isolated chemical pleurodesis represents a safer option in this patient population since
physiologic ventilation can be maintained during the procedure. In addition, general
anesthesia is not required as the procedure is usually well tolerated under conscious
sedation. Definitive management of postpneumonectomy contralateral pneumothorax
is essential to prevent recurrence of a life-threatening complication. Chemical
pleurodesis with tetracycline derivatives is a safe option with durable clinical results for
patients unable to undergo single-lung ventilation.
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Q 124. EMERGENT LAPAROSCOPIC REPAIR AS AN ACCEPTABLE TREATMENT
FOR IATROGENIC ESOPHAGEAL PERFORATION DURING BOUGIE DILATION FOR
SYMPTOMATIC SCHATZKI RING
RC Pullatt, C Cox, A Parinella, K Quinn
Presenter: Caroline Cox MD
Medical University of South Carolina
KIOSK #4
Introduction: Esophageal perforation most commonly occurs secondary to iatrogenic
causes. The incidence of esophageal perforation during dilation for benign stricture
is between 0.1% and 0.3%, with a mortality rate of approximately 20%. Esophageal
perforation requires prompt diagnosis and treatment within 24 hours of initial injury, as
necrotizing mediastinitis develops rapidly due to spillage of gastric contents. Primary
surgical repair within the first 24 hours of perforation offers the lowest mortality of all
surgical approaches. Conventional approaches include thoracotomy and laparotomy,
depending on the location of the perforation. However, laparoscopy has begun to be
utilized in the treatment of distal esophageal perforations. The minimally invasive
techniques of laparoscopic surgery help to overcome challenges of open procedures
and allows for improved visualization. We report a case of a 55 year old male who
underwent elective bougie dilation at an outside facility for worsening dysphagia and
acid reflux in the setting of known Schatzki ring. During the procedure, the patient
experienced a transmural perforation of the distal esophagus. He was transferred
emergently to MUSC, at which point he underwent esophageal repair via the
endoscopic-assisted laparoscopic technique 14 hours after initial injury. He tolerated
the procedure well with complete symptom resolution. The laparoscopic technique is
demonstrated in the video.
Methods: We present a case report and video illustrating the operation. Following
emergent transfer, the patient was taken to the operating room 14 hours after the
initial injury. After peritoneal entry, circumferential dissection of the hiatal hernia was
performed utilizing a Penrose drain to encircle and retract the upper cardia of the
stomach. As the dissection progressed through the hiatus into the thoracic cavity,
contamination and inflammation were noted in the mediastinum. The perforation was
then identified approximately 2 cm proximal to the GE junction, and a 56 Fr bougie was
placed via the oropharynx. With the bougie in place to avoid stricturing, interrupted
2.0 Vicryl sutures were used to achieve a primary repair of the esophageal perforation.
Careful identification and preservation of the anterior vagus nerve was achieved
throughout the procedure. After the defect was primarily closed, further dissection was
performed to restore esophageal length into the abdomen and the hiatus was closed
with interrupted 0.0 Ethibond sutures. An anterior fundic patch was performed to
buttress the repair and for adjunctive reflux treatment. Again, the bougie was utilized to
ensure adequate calibration and prevention of stricture. An intraoperative endoscopy
was performed to assess the quality of repair, at which point a hemostatic and airtight repair was appreciated. A gastrostomy tube was placed at the conclusion of the
procedure.
Results: The patient tolerated the procedure well. A contrast study was obtained
postoperative day #3 to ensure absence of leak. He was then maintained on a pureed
diet for 3 weeks postoperatively, before being advanced to a regular diet. He has not
experienced further complications and was doing well at most recent follow-up. He has
not required additional dilations.
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Q 125. RETROGRADE INTUSSUSCEPTION AFTER ROUX-EN-Y GASTRIC BYPASS
BL Stadsvold, JL McKenzie, LR Hilton, AR Bolduc
Presenter: Brianna Stadsvold BS
Medical College of Georgia at Augusta University
KIOSK #4
Introduction: Bariatric surgery is an increasingly utilized tool for weight loss and
management of comorbidities. While Roux-en-Y gastric bypass (RYGB) is associated
with a sustainable 60% excess body weight loss and improvement of comorbidities,
complications including anastomotic leaks and strictures, marginal ulcers, internal
hernias, and small bowel obstruction may occur. A rare complication of RYGB is
intussusception, with a prevalence between 0.07% and 0.6% and a majority occurring
between 3 to 4 years after surgery. Intussusceptions associated with RYGB typically
occur at the jejunojejunostomy with retrograde telescoping of the common channel.
Here, we present a case of retrograde intussusception of the common channel
through the jejunojejunal anastomosis thirty-eight years after an open RYGB. A
56-year-old female with a history of open RYGB in 1980 presented to the emergency
department after two days of diffuse abdominal pain, nausea, and bilious vomiting.
She was hemodynamically stable with no peritoneal signs on exam. CT results showed
evidence of an edematous jejunojejunal intussusception, concerning for ischemia,
and distention of the biliopancreatic limb, roux limb, and gastric remnant. The patient
underwent an urgent diagnostic laparoscopy which showed a 24-centimeter length of
intussuscepted common channel in a retrograde fashion 20 centimeters distal from the
jejunojejunostomy. The intussuscepted bowel was reduced and was viable. The bowel
and mesentery were examined and no lead points or other defects were identified.
The patient recovered well and was discharged on post-operative day one, and she has
had no complications postoperatively. Following a RYGB, patients have a 3% to 5%
lifetime risk of small bowel obstruction. While the majority are caused by adhesions
and internal hernias, intussusception should remain a differential cause of small bowel
obstruction post RYGB. This diagnosis can be confirmed with CT and good results
can be obtained with manual reduction, though other options for treatment include
enteropexy and resection of the anastomosis.
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Q 126. EWING SARCOMA FAMILY TUMOR (EFT) PRESENTED AS SPONTANEOUS
SPLENIC RUPTURE: A CASE REPORT AND LITERATURE REVIEW
MM Nagi, DN Ang, JP Farrah, DJ Gray
Presenter: Mohamed Nagi MD
Ocala Health
KIOSK #4
Introduction: The most common cause of splenic rupture is blunt abdominal trauma,
however spontaneous splenic rupture is a rare condition and commonly occurs in a
pathologic spleen. The purpose of this paper is describe rare presentation of Ewing
Sarcoma Tumor (EFT) located in LUQ of abdomen which presented as a spontaneous
rupture of the spleen. This study highlights the wide differential diagnosis and
management of the spontaneous rupture of the spleen.
Case Report: The patient was a 26 year old female patient who presented with
abdominal pain. CT scan with IV contrast was interpreted by radiology as a
spontaneous rupture of spleen. The patient denied any trauma and work up was
negative except for EBV IGG was positive indicating previous exposure. She was treated
initially with non-operative treatment and discharged home. She returned 3 weeks later
with shortness of breath and abdominal pain. She had worsening pleural effusion with
persistent splenic rupture. Subsequently, she underwent splenectomy and was found
to have a tumor in her left upper quadrant next to the splenic hilum. Pathology revealed
that this was an EFT. Patient was transferred to tertiary cancer center for chemotherapy
Discussion: The initial non operative management in this patient was based on
hemodynamically stability in the sitting of spontaneous splenic rupture with unknown
etiology and failure of CT image to detect the perisplenic tumor. The initial thought
process was a possibility of hypersplenism secondary to EBV mononucleosis that
lead to splenic rupture. The non-operative treatment lead to readmission, prolonged
hospital stay and more importantly delay in diagnosis of an aggressive neoplastic
process. This highlights the importance of tissue diagnosis in the management of
spontaneous splenic rupture.
Conclusion: This is a rare case of localized EFT in LUQ of the abdomen presented as
false picture spontaneous rupture of spleen. Spontaneous splenic ruptures should carry
a high index of suspicion of malignancy . If underlying etiology of spontaneous splenic
rupture is unknown, Splenectomy should be highly considered even in the setting
of hemodynamic stability for early diagnosis and definitive treatment. Furthermore,
additional imaging such as an MRI may augment the evaluation of different splenic
lesions and perisplenic tumors.
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Q 127. A CASE REPORT OF 3- PORT LAPAROSCOPIC REPAIR OF HIATAL HERNIA
AND CHEMICAL FUNDOPHRENICOPEXY IN A FRAIL ELDERLY PATIENT WITH
COMPLEX MEDICAL HISTORY AND ANATOMICAL CHALLENGES
MY Fanous, B Tafoya, AK Jaehne, DW Lorenson
Presenter: Medhat Fanous MD
Aspirus Health System
KIOSK #4
Introduction: This patient is a 76 year old female, who presented for evaluation of hiatal
hernia with associated gastroesophageal reflux disease (GERD) and laryngopharyngeal
reflux (LPR). She had a significant past medical history including chronic obstructive
pulmonary disease (COPD) and recurrent pneumonia. She was previously treated for
invasive pulmonary aspergillosis, which had caused right upper lobe parenchymal
destruction with severe secondary tracheal and esophageal deviation to the right.
Additionally, she had osteoarthritis, hyperlipidemia, severe osteoporosis. She
presented with clinical symptoms of heartburn, regurgitation, epigastric discomfort
and bloating, hoarseness and daily non-productive cough. She had partial response
to proton pump inhibitors (PPI). Physical examination showed a thin patient with
small torso and BMI of 21.1. Pulmonary function tests revealed severe obstructive
changes (FEV1 post bronchodilator 44% (0.87L), diffusion 31% predicted). Computed
tomography showed severe emphysematous changes bilaterally, volume loss,
scarring, and traction bronchiectasis of the right upper lobe, deviation of trachea and
esophagus to the right and large hiatal hernia (figure 1). Barium esophagram showed
large hiatal hernia. Esophagogastroduodenoscopy showed 7 cm sliding hiatal hernia
and DeMeester score was 40. Patient was keen to stop PPI given her osteoporosis
and other side effects of PPI. She was evaluated by multiple tertiary foregut centers
which did not recommend operative intervention as she was deemed a high risk
operative candidate. Operative technique We placed three laparoscopic ports, two
5 mm ports in the midline and right upper quadrant (RUQ) and an 11 mm port at the
left upper quadrant (LUQ) area. A versa lifter band (PROTOMEDLABS®, France)
was utilized to retract the left lobe of the liver with an anchoring clip placed over the
right crus and connected to a strip, thread and a needle which exits the abdominal
wall. This helped to retract the liver without an additional port. Meticulous crural
and mediastinal dissection was undertaken as per standard surgical technique. The
diaphragmatic hiatus was approximately 7 x 5 cm wide. Crural repair was performed
with interrupted permanent stitches tied extracorporeally with modified Roeder’s knot.
A mesh augmented hiatoplasty using Gore Bio-A mesh was undertaken. It was secured
using absorbable tacks and Tisseel which is a fibrin sealant. Tisseel was then used for
chemical fundophrenicopexy to undersurface of left hemidiaphragm to accentuate the
angle of His. Her postoperative period unremarkable apart from mild left lung basal
consolidation. Patient was discharged home 5 days following the procedure. Follow
up patient re[prted a major improvement of her chronic cough, sputum production,
and dyspnea along with discontinuation of the PPI. Her GERD Health-related quality
of life improved from 12 to 0 and Reflux symptoms index score also improved from 13
to 1. Routine CT of the chest 3 months and barium esophagram at 6 months showed
no recurrence of the hiatal hernia. Conclusion: This is the first report describing the
repair of hiatal hernia using 3-port technique and Chemical fundophrenicopexy which
appeared to benefit this patient . Prospective studies with longer follow up needed to
assess the longevity and outcomes of this repair.
SOUTHEASTERN SURGICAL CONGRESS | 87 TH ANNUAL MEETING

406

QUICK SHOT ORAL ABSTRACTS

FEBRUARY 23 – 26, 2019 | CHARLOTTE, NC

CONTINUED

407

QUICK SHOT ORAL ABSTRACTS

CONTINUED

Q 128. CHRONIC PNEUMATOSIS INTESTINALIS IN THE SETTING OF A ROUTINELY
BENIGN ABDOMEN
NA Werwie, BK Richmond
Presenter: Nicole Werwie
West Virginia University, Charleston
KIOSK #4
Introduction: 80-year-old male presented to the ED with cramping abdominal pain,
distension, nausea, vomiting, and diarrhea of 2 weeks duration. Medical history was
significant for COPD, hypertension, aortic stenosis (status-post valve replacement),
coronary artery disease (s/p descending aortic bypass), and colon cancer (s/p
hemicolectomy). ED work-up showed stable vital signs and unremarkable labs.
Abdominal exam indicated a non-acute abdomen. Extensive GI studies were negative.
Recent colonoscopy was benign. However, the imaging obtained was surgically
alarming and clearly demonstrated pneumatosis intestinalis (PI). Abdominal x-rays
raised suspicion for PI, showing sub-diaphragmatic free air. Abdominal contrast
CT elicited remarkable pneumoperitoneum and linear small intestine PI (arrows in
image). Bowel ischemia and perforation were diagnoses of exclusion. CT angiogram
assessed for super mesenteric artery stenosis and ruled out mesenteric ischemia.
Mild stenosis of the celiac and superior mesenteric arteries at their origins was seen.
Stable pneumoperitoneum and PI were again noted. In isolation, this imaging urges the
surgeon to prepare for the operating room. Using imaging alone to guide management
of PI often leads to misdiagnosis of a surgical abdomen in truly benign cases and
unnecessary exploratory laparotomies. This patient interestingly had a history of
chronic PI, first documented 20 years prior due to presumed parasitic enteritis. The
patient was treated with an oral anti-parasitic regimen during past admissions. This
case is significant in that it demonstrates chronic pneumatosis intestinalis in the setting
of a routinely benign abdomen. The challenge of PI is two-fold: isolating the underlying
cause of PI and determining whether the case necessitates intervention. No underlying
etiology was confirmed at this admission. The most common life-threatening cause of
PI, often requiring surgery, is mesenteric ischemia. In such cases, PI is linear, within the
small bowel, and confined to a vascular distribution. Arguably, the mentioned CT scans
hint to these characteristics, but the CTA ruled out the diagnosis. With management,
the key question is operative verses non-operative. The patient lacked alarming
pathology and maintained a non-acute abdomen. Established algorithms advise looking
for metabolic acidosis, elevated lactate, and hyperamylasemia to imply necrotic bowel
and a need for surgery. None of those alarm findings were present. Conservative
treatment was effective over a short hospital stay. This case of PI is unique in that it
starkly appears on imaging in a chronic fashion, yet never with a truly acute abdomen.
The duration of radiographically demonstrable PI can range from days to several weeks.
Here PI was noted for numerous years. Radiographic evidence of PI will likely continue
to arise during future admissions for this patient. This case demonstrates that PI can
persist over a substantial time period and could be a chronic imaging phenomenon
alongside a routinely benign abdomen. Admission work-up may fail to pinpoint a
definitive cause or any life-threatening pathology. Consulting imaging alone may raise
undue surgical urgency. Conservative treatment may actually suffice. Regardless, it is
paramount physicians exclude any acute causes at each presentation of PI and recall
the unique, benign chronicity of this case.
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Q 129. SPONTANEOUS RUPTURE OF A CYSTIC JEJUNAL GASTROINTESTINAL
STROMAL TUMOR REQUIRING EMERGENT OPERATIVE INTERVENTION:
A CASE REPORT
SV Chivukula, E Robinson, B Firfer, JS Qureshi
Presenter: Sitaram Chivukula MD
John H Stroger, Jr. Hospital of Cook County
KIOSK #4
Introduction: Gastrointestinal stromal tumors (GISTS) are mesenchymal neoplasms
of the alimentary tract that are most commonly found in the stomach and proximal
small bowel. Although GISTs are the most common mesenchymal tumors of the
gastrointestinal (GI) tract, they constitute only approximately 1% of primary GI tumors.
GISTs often present with nonspecific symptoms, including abdominal pain, distention,
obstruction, or GI bleeding. In rare circumstances, a GIST can rupture or lead to
intestinal perforation and present with acute peritonitis.
Methods: A 49 year-old male with a medical history of poorly-controlled Diabetes
Mellitus complicated by multiple soft tissue abscesses presented complaining of three
days of worsening abdominal pain with associated nausea, vomiting, and diarrhea.
The pain was initially localized to the left lower quadrant before becoming diffuse.
Computed tomography (CT) scan revealed an 11.6 x 9.5 x 16.6 cm cystic structure in
the left lower quadrant. The structure contained gas and there were several loops of
thickened adjacent small bowel. This was concerning for a contained abscess related to
a perforated viscus. On physical exam, patient was tachycardic with low grade fevers.
His abdomen was mildly distended, rigid, and diffusely peritonitic. Patient was taken
emergently to the operating room for an exploratory laparotomy.
Results: In the operating room, murky fluid was encountered upon entry into the
abdomen. A large cystic mass was found to be arising from the anti-mesenteric edge
of the mid-jejunum, and was resected with a portion of associated small bowel. A
primary small bowel anastomosis was performed; the abdomen was washed out and
closed. The specimen was opened and appeared to be a cystic structure filled with
murky fluid. The patient recovered from surgery uneventfully and was discharged
home. Pathology of the surgical specimen revealed a 13.7 x 10.8 x 4.1cm GIST with
predominantly spindle and epithelioid histology showing prominent nuclear palisading
on hemotoxylin-eosin stained slides. There was diffuse and strong c-kit (CD117)
positivity on immunohistochemical staining, confirming GIST pathology. The tumor
was noted to be T4NxMx. Workup was negative for metastatic disease. He was seen by
Medical Oncology with the plan for three years of adjuvant Imatinib.
Conclusion: We report the case of a small bowel GIST resulting in perforation and acute
peritonitis, requiring emergent operative intervention. Although rare, it is important
to recognize that GISTs have the potential for rupture and will present as a surgical
emergency.
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Q 130. RECTAL GASTROINTESTINAL STROMAL TUMORS PRESENTING
AS VAGINAL BLEEDING
D Carney, CE Clark, G Oprea-Ilies, J Turner
Presenter: David Carney BS
Morehouse School of Medicine
KIOSK #4
Introduction: Gastrointestinal stromal tumors (GIST) are neoplasms that arise from
any portion of the gastrointestinal tract. Alimentary tract GISTs most commonly arise in
the stomach (51%) and rarely occur in the rectum (5%)1. Patients with alimentary GIST
tumors often present with gastrointestinal bleeding and less commonly with abdominal
pain or bowel obstruction2. There are also extragastrointestinal stromal tumors
(EGIST) that may arise from various locations including the omentum, mesentery,
retroperitoneal space, and urinary bladder3. To date there are nine case reports of
EGIST arising from the rectovaginal septum4. Here, we describe a rare case of a rectal
GIST presenting as vaginal bleeding.
METHODS: We reviewed a case of a 50-year-old menopausal woman with complaints
of bright red blood per vagina for four months with possible blood per rectum. She
was transiently hypotensive with a hemoglobin of 5.9 g/dL. She was resuscitated with
crystalloids and blood products. Upon digital exam, there was an anterior bulge in
the rectum 6 cm from the anal verge and a large nodular mass in the posterior vaginal
canal. Initial CT scan showed a large 3.7 x 4.5 x 4.6 cm mass in the rectovaginal
septum. Colonoscopy revealed normal colon and rectal mucosa without any evidence
of a submucosal lesion. Endoscopic imaging of her vagina confirmed a large nearly
circumferential, friable vaginal mass.
RESULTS: Biopsies of the vaginal mass revealed a high-grade spindle cell GIST tumor
with a mitotic rate of 30 mitosis per 5 mm2. Immunohistochemical panel revealed
a positive staining for CD 34 and CK 19 while CK 8 and bc12 were negative thus
supporting the diagnosis of GIST. Based on MRI, this tumor favored rectal origin. Per
consensus of the institutional tumor board, the patient was given imatinib 400 mg
per day for three months. Given her significant response to imatinib noted on post
neo-adjuvant therapy MRI, plans for definitive local treatment of the tumor include an
ultra-low anterior rectal resection in conjunction with resection of the posterior vaginal
wall.
CONCLUSION: When considering GIST tumor located between the rectum and vagina
the site of origin is difficult to discern. MRI is useful in this scenario to help guide
management. Consensus reports on treatment algorithm for these GISTs are not clear
due to the rarity of this neoplasm.
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Q 131. POLYPOSIS OF THE SMALL BOWEL IN A PATIENT WITH LYNCH SYNDROME
KT Gemayel, TJ Herron
Presenter: Kristina Gemayel DO
University of South Florida
KIOSK #4
Introduction: Lynch syndrome, or Hereditary Nonpolyposis Colorectal Rectal Cancer
(HNPCC) is the most common inherited colorectal cancer. Compared to sporadic forms
of colon cancer, lynch syndrome presents at a younger age and may be associated with
extracolonic cancers. We present a case of polyposis of the small intestine found in a
patient with Lynch syndrome.
Case Report: A 40 y/o male with a history of Non-Hodgkin’s Lymphoma presented
with a large bowl obstruction from an adenocarcinoma of the distal transverse colon.
Nuclear analysis was consistent with loss of nuclear expression MSH-6, consistent
with Lynch Syndrome. After the appropriate staging, he underwent a total abdominal
colectomy with ileorectal anastomosis. At time of operation, he was found to
have polyposis of the small intestine upon completion endoscopy of his ileorectal
anastomosis. Pathology was consistent with multiple tubulovillious adenomas.
Discussion: Lynch syndrome is an autosomal dominant disorder responsible for 2 to 3%
of cases of colorectal cancers. Germline mutations in MSH6 account for 10%–20% of
Lynch syndrome colorectal cancers caused by hereditary DNA mismatch repair gene
mutations. Lesions usually arise from a single colonic adenoma proximal to the splenic
flexure. Once diagnosed, the treatment of choice is a total abdominal colectomy given
the lifetime risk of developing colorectal cancer can exceed 70%. Extracolonic cancers
associated with Lynch Syndrome include endometrial, small bowel, and cutaneous, and
transitional cell carcinoma. Lifetime risk for small bowel cancer ranges from 2-8% in the
literature. Comparative to the general population, the reported incidence of small bowel
cancer is 1.4 per 100 000 for men and 1.0 per 100 000 for women in the United States.
The estimated 5-year and 10-year survival for small-bowel cancer in Lynch syndrome
is between 44% and 55% and 33% and 87%, respectively. Case reports of associated
small bowel tumor involvement remain dismal. Although surveillance for small-bowel
cancer is not in the current guidelines for clinical management of families with Lynch
syndrome, due to the lifetime risk for small bowel cancer comparative to the general
population capsule endoscopy can improve accessibility of the small bowel and patient
outcomes.
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Q 132. CALCIPHYLAXIS: A CASE REPORT
LE Bonenclark, LB O’Meara, DV Feliciano
Presenter: Loren Bonenclark PA-C
University of Maryland School of Medicine
KIOSK #4
Introduction: Calciphylaxis is a rare vascular calcification disorder seen in the
occasional patient with end stage renal disease on long-term hemodialysis. The
outcomes for calciphylaxis patients remain poor with mortality approaching thirty
percent at six months and fifty percent at twelve months. These patients typically
present with painful and disfiguring wounds on the skin of the torso, genitals, sacrum
and extremities. While the risk factors, disease pathophysiology and treatment remain
topics of research and discussion, sepsis is known to be the most common cause of
death.
Methods: Case Study- A retrospective chart review of a single patient with chronic
kidney disease (CKD) on hemodialysis who developed calciphylaxis while in the
inpatient setting.
Results: A 55-year-old obese African-American male presented to the hospital with
an incarcerated incisional hernia, bowel perforation, and a necrotizing soft tissue
infection. His past medical history included CKD mandating a renal transplant (2001)
with subsequent graft failure and resumption of outpatient dialysis, atrial fibrillation
treated with warfarin, and coronary artery disease with coronary artery bypass grafts.
His hospital course was remarkable for septic shock, hypoxic respiratory failure,
pain, malnutrition requiring TPN, and delirium. The patient was evaluated by sixteen
specialties and went to the operating room twelve times in the setting of sepsis without
source control. The abdominal wound measured forty-five by twenty-two centimeters
and the sacral wound, thought to be from calciphylaxis, measured twenty by fifteen
centimeters. The calciphylaxis diagnosis was confirmed on hospital day forty-seven
of sixty-one with an intra-operative tissue biopsy. Persistent sepsis, disfiguring nonhealing wounds, and a diagnosis of calciphylaxis led to a discharge to hospice.
Conclusion: While the patient’s history of CKD on hemodialysis, warfarin therapy,
and obesity are known risk factors for the development of calciphylaxis, his gender,
race and absence of diabetes mellitus were atypical. The cause of death, however,
was consistent with that of prior patients with this rare disease. When calciphylaxis is
suspected clinically, biopsy of unusual skin lesions is considered the standard method
for diagnosis. Treatment involves a multi-disciplinary approach including adjustments
in dialysis prescription, wide debridement for necrosis, standard anti-sepsis measures,
and supportive care. With the continuing high mortality of calciphylaxis, early
recognition and further studies on ideal management is necessary.
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Q 133. THE MANAGEMENT OF BOWEL OBSTRUCTION CAUSED BY INGESTED
GASTROSTOMY TUBE
JE Taylor, MA Campbell, BJ Daley
Presenter: Jessica Taylor MD
University of Tennessee Medical Center, Knoxville
KIOSK #4
Introduction: The patient is a 35-year-old female with a past medical history of cerebral
palsy and pica who initially presented to the Emergency Department with bright red
blood in her colostomy bag. On exam she was mildly distended and had a functioning
gastrostomy tube in her left upper quadrant. Following examination, she underwent
further workup, including a CT scan of the abdomen and pelvis to further evaluate her
signs and symptoms. Upon review of the CT scan, she was found to have a second
gastrostomy tube with the balloon inflated causing a partial small bowel obstruction
in the terminal ileum. Due to these findings, General Surgery was consulted for further
management. She was admitted to the floor and underwent colonoscopy through
her previously existing colostomy. During endoscopic examination the ingested
gastrostomy tube was able to be successfully retrieved; however, the colonoscopy
also revealed a cecal mass for which biopsies were obtained. The pathology returned
adenocarcinoma of the colon. Following her colonoscopy, the patient was discharged to
undergo further outpatient workup of her colon cancer. She returned approximately one
month later and underwent a right hemicolectomy. After an uneventful hospital course,
the patient was discharged on post-operative day three. Final pathology revealed T3 N0
colon adenocarcinoma. This case illustrates the utility of an endoscopic procedure in
the management of an acute care surgery case.
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Q 134. LAPARO-ENDOSCOPIC SINGLE-SITE TOUPET FUNDOPLICATION
SB Ross, JD Spence, I Sucandy, AS Rosemurgy
Presenter: Alexander Rosemurgy MD
Florida Hospital Tampa
KIOSK #4
Introduction: This video demonstrates our expereince with Laparo-Endoscopic SingleSite (LESS) toupet fundoplication undertaken in a 57 year old woman who presented
with severe heartburn needing PPI to relieve symptoms. Twenty percent of adults in
America have weekly symptoms of gastroesophageal reflux disease (GERD), often
leading to substantial lifestyle modifications and ‘open-end’ PPI therapy. Laparoscopic
fundoplication is the ‘gold standard’ definitive treatment.
Methods: Technique of laparoendoscopic single site toupet fundoplication is described.
A video is attached to this report.
Results: Upper GI of the distal esophagus revealed severe grade D esophagitis.
Bravo pH showed DeMeester score of 50. A single-port platform was utilized. No
intraoperative complication was seen The patient had an uneventful hospital recovery
and she was discharged the following morning.
Conclusion: The Laparo-Endoscopic Single-Site (LESS) approach offers an alternative
to conventional laparoscopy by providing a ‘scarless’ approach.The application of LESS
fundoplication is highly encouraged and surgeons should implement this approach into
their armamentarium.
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Q 135. MANAGEMENT OF DISRUPTED PANCREATIC DUCT SYNDROME:
A CASE REPORT OF TWO PATIENTS AND LITERATURE REVIEW
HS Alslaim, EJ Kruse, KR Draper
Presenter: Hossam Alslaim MD
Medical College of Georgia at Augusta University
KIOSK #5
Introduction: The management of pancreatic duct injuries has been undergoing
dramatic changes over the past 20 years. One type of ductal injury that presents a
challenge for surgeons is Disconnected Pancreatic Duct Syndrome (DPDS), defined
as a loss of continuity in the main pancreatic duct between viable secreting pancreatic
tissue and the gastrointestinal tract. Watchful waiting has been criticized for its failure
in preventing the long term complications of DPDS. External drainage frequently
evolves into a pancreatic fistula. Historically, the most common treatment for DPDS
was surgical resection of the disconnected pancreatic tail however this operation
carries inherent morbidity. The most recent proposal for the management of DPDS is
trans-papillary stent placement by endoscopic retrograde cholangiopancreatography
(ERCP) but selecting the right patient population for ERCP is controversial. Transpapillary stents are ideally used to bridge the entire disrupted section of the duct
thereby restoring its continuity but this is difficult to achieve in long gap disruption
resulting from loss of the pancreatic body. The evidence for the efficacy and outcomes
of ERCP when used for patients with long gap DPDS is conflicting. We present
two patients who developed DPDS from different etiologies and were successfully
treated with external drainage followed by ERCP and trans-papillary stenting without
cannulation of the disconnected distal duct. The first patient was a 55 year old female
who underwent a robotic left nephrectomy complicated by inadvertent resection of
the body of the pancreas during para-aortic lymphadenectomy. The second patient is
a 68 year old male who had necrotizing pancreatitis of the pancreatic body requiring
extensive necrosectomy. Both patients underwent external drainage for several weeks
followed by ERCP for trans-papillary, non-bridging stent placement. No attempts
were made to cannulate the disconnected duct in the pancreatic tail. The external
drains were ultimately removed and the trans-papillary stents dislodged and passed
spontaneously with clinical improvement in both cases and no additional procedures. In
both cases, follow up CT scans after passage of the stents show a small residual pocket
of fluid between the disconnected segments that acts as a substitute ductal segment.
Both patients were asymptomatic at 1 year for the first patient and 5 years for the
second patient. This case illustrates the feasibility and efficacy of trans-papillary stent
placement even for “suboptimal” ERCP candidates with extensive loss of pancreatic
tissue and long gaps in the main duct.
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Q 136. METASTATIC MELANOMA OF THE GALLBLADDER WITH UNDIAGNOSED
PRIMARY TUMOR
R Cho, D Urias, L Mesropyan
Presenter: Ruth Cho DO
Conemaugh Memorial Medical Center
KIOSK #5
Introduction: Melanoma is the sixth most common cancer in the United States and
highly metastatic. Metastatic melanoma of the gallbladder is rare and often found to
be widespread once diagnosed. More than half of metastases to the gallbladder has
been found to be from a primary melanoma. Symptoms of gallbladder melanoma range
from asymptomatic to acute cholecystitis and/or hemobilia. Secondary melanoma
of the gallbladder was first described in 1955, in a patient presenting with acute
cholecystitis. The current recommendations for gallbladder melanoma involve at least a
cholecystectomy and more extensive resection depending on T stage.
Methods: We present a case of an 80 year old female with an incidental gallbladder
mass. The patient had an excision of metastatic brain melanoma 3 months prior with
no definitive primary melanoma tumor. On evaluation for abdominal pain a CT scan of
the abdomen showed a 2 cm gallbladder mass and US revealed the mass with vascular
features. However, PET/CT showed no evidence of hypermetabolic activity of the
gallbladder concerning for metastases. In addition, she had an elevated CA 19-9 assay
and normal liver function tests. It was decided to proceed to the operating room where
she underwent an open radical cholecystectomy. Oncology planned for Pembrolizumab
treatment in the palliative setting following surgery.
Results: The patient’s treatment began with a diagnostic laparoscopy which ruled out
intraperitoneal metastases and proceeded with open cholecystectomy. The gallbladder
was excised and on frozen section was positive for a T3 malignancy without definitive
diagnosis and negative margins. The procedure was completed with a liver wedge
resection of segments IVb and V, lymphadenectomy of the hepatoduodenal lymph
nodes, and intraoperative ultrasound of the liver that ruled out intrahepatic lesions.
The final pathology of the gallbladder and lymph nodes were positive for metastatic
malignant melanoma and the submitted liver segments were negative for neoplasm.
Conclusion: Whether primary or secondary, cases of gallbladder melanoma have
varying presentations and include no symptoms, acute emphysematous cholecystitis or
hemobilia. Recurrent melanoma with metastases to the gallbladder has been reported
and it is recommended to consider relapse when a patient with a known history of
malignant gallbladder pathology presents with abdominal symptoms. Cholecystectomy
can also be performed in this setting to relieve symptoms, such as hemobilia caused
by gallbladder melanoma. We report a case of metastatic melanoma to the gallbladder
with an unknown primary source that was managed with a radical cholecystectomy.
There were no complications from this case and the patient is undergoing palliative
treatment with Pembrolizumab.
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137. LARGE CELL NEUROENDOCRINE CARCINOMA OF THE GALLBLADDER:
A CASE REPORT
K Nakamoto, ME Valsecchi, DC Griswold, JR Sanabria
Presenter: Keitaro Nakamoto MD
Marshall University
KIOSK #5
Introduction: Primary neuroendocrine neoplasms of the gallbladder are rare,
comprising approximately 0.2%-0.5% of all neuroendocrine tumors. They are generally
divided into three categories: low grade neuroendocrine tumors (NET), high grade
neuroendocrine carcinomas (NEC), and mixed adeno-neuroendocrine carcinomas
(MANET). Of the neuroendocrine carcinomas (NEC), the large-cell type is exceedingly
rare, first described in 2000, with only 12 cases reported in the English literature.
We report a case of large cell neuroendocrine carcinoma (LCNEC) of the gallbladder
in a patient who underwent radical cholecystectomy for a gallbladder mass which
we suspected to be gallbladder carcinoma. A 75 year old female was referred to our
clinic for a hypermetabolic mass incidentally seen within the gallbladder on PET-CT
scan which was obtained during follow up for a Stage Ib NSCLC which had underwent
resection 2 years ago via left lower lobectomy. The patient’s PET-CT showed a
hypermetabolic mass within the gallbladder wall with peak SUV 10.1, most concerning
for gallbladder carcinoma, as well as a 3 x 2 cm hypermetabolic mass (peak SUV 12.9)
immediately anterior to the IVC presumed to be a lymph node. A multiphase CT scan
of the abdomen was performed showing an undulating mass along the anterior wall of
the gallbladder with the largest component measuring 1.5 cm and a large hypodensity
situated in the portacaval space superior to the duodenum and pancreatic head
measuring 3.3 cm. Gallbladder carcinoma was suspected, and the patient underwent
radical cholecystectomy with en bloc resection of parts of segment IV and V of the liver,
a part of the omentum, cystic duct and cystic node. Pathology showed a 3.7 x 3.0 x 2.1
cm poorly differentiated large cell neuroendocrine carcinoma (LCNEC) with invasion
of the perimuscular connective tissue on the peritoneal side without involvement of
the serosa. 3 out of 4 lymph nodes were completely replaced by metastatic carcinoma.
All margins were negative. Immunohistochemical stains were strongly and uniformly
positive for CD56 and synaptophysin with focal expression of chromogranin consistent
with the diagnosis. Neuroendocrine carcinomas (NEC) are classified into small cell
or large cell variants. The small cell type displays cell population characteristics and
growth patterns similar to those of small cell carcinoma of the lung, and are more
common in the gallbladder than in the extrahepatic bile ducts. The large cell type
seems to be less common and display an organoid growth pattern, often with rosette
formation composed by large cells characterized by vesicular nuclei with prominent
nucleoli. Due to the rarity of these tumors, there is limited data on prognosis, but
in general it seems to be poor, with case series of gallbladder NEC showing median
survival times of 3 months, and 3 year survival rates of 0%- much worse than that of
adenocarcinoma of the gallbladder. The literature is limited in terms of management of
gallbladder NEC, but it seems that most reports describe a multi-modal approach with
a combination of radical resection and either neoadjuvant or adjuvant chemotherapy.
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Q 138. SOLITARY FIBROUS TUMOR OF THE PANCREAS: CASE REPORT
JL McKenzie, EJ Kruse
Presenter: Jaine McKenzie MD
Medical College of Georgia at Augusta University
KIOSK #5
Introduction: Solitary Fibrous Tumors (SFT) are rare tumors that arise from the
mesenchymal tissue with an estimated frequency of 2.8 per 100,000 individuals. SFTs
have a predilection for serosal membranes, with approximately 30% arise within the
thoracic cavity, 30% within the peritoneal cavity, 20% from the head and neck, and
remaining from deep soft tissues. Diagnosis of SFTs are often based on imaging and
biopsy results, as most patients are asymptomatic. On imaging, SFTs appear to be a
well circumscribed mass. SFTs tend to be indolent but can be locally aggressive with
malignant potential. The treatment for SFTs is complete resection, with a recurrence
rate of 10-25%. Here, we report a case of SFT of the pancreas, a rare entity with
less than 20 reported cases in the literature. A 67 year old man presented to his
primary care physician for nonspecific abdominal pain. A CT abdomen and pelvis
was obtained and a1.6cm pancreatic tail mass was found. The patient was referred to
gastroenterology and endoscopic ultrasound was performed. However, biopsy of the
pancreatic tail mass was unable to be performed due to its proximity to the splenic
vessels. Fine needle aspiration of surrounding enlarged lymph nodes was performed
and pathology was consistent with neuroendocrine tumor. Preoperative evaluation
showed no elevation of CEA, CA19-9, or chromogranin A. The patient was taken to
the operating room and underwent a distal pancreatectomy and splenectomy. Final
pathology of the pancreatic mass was consistent with solitary fibrous tumor, with cells
positive for CD34 and BCL2 without cell atypia or abnormal mitotic activity. Postoperatively, the patient underwent routine surveillance with CT abdomen and pelvis
to monitor for recurrence. Solitary fibrous tumors are rare tumors that are usually
indolent but can rarely cause metastatic disease. SFTs should be considered if imaging
reveals a well circumscribed mass. Treatment is complete resection with close follow
up recommended.
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Q 139. CASE REPORT: THORACIC AND DIAPHRAGMATIC PANCREATIC
PSEUDOCYST AS INITIAL PRESENTATION OF PANCREATIC ADENOCARCINOMA
AND BARRETT’S ESOPHAGUS
IL Israel, TA Martin, MM Fillion, WW Hope
Presenter: Irene Israel MD
New Hanover Regional Medical Center
KIOSK #5
Introduction: A 64-year-old Caucasian male presented to the Emergency Department
(ED) in January 2018 with abdominal pain. He denied nausea, vomiting, diarrhea,
fevers or chills. He had no significant past medical or surgical history. The patient was
determined to have gallstone pancreatitis with leukocytosis, elevated lipase (1877 U/L)
and gallstones on ultrasound (US). He ultimately underwent an elective laparoscopic
cholecystectomy with negative intraoperative cholangiogram eight weeks later. Ten
weeks postoperatively, he presents to his primary care physician for worsening reflux,
abdominal fullness, decreased appetite and nausea. An abdominal US was ordered
and revealed a 15x15x10 cm lobulated pancreatic pseudocyst. CT Pancreatic protocol
revealed the pseudocyst extended from tail of pancreas to thorax and distal pancreatic
duct dilatation. To determine the cause of the distal pancreatic duct dilatation and
pseudocyst, the patient underwent an endoscopic ultrasound (EUS). Sonographic
findings revealed a large pseudocyst arising from the pancreatic tail causing external
mass effect on the posterior stomach and a 13mm hypoechoic mass within the midbody
of the pancreas causing distal pancreatic duct dilatation was identified. Also found
was endoscopic evidence of Barrett’s esophagus. Pathology revealed pancreatic
adenocarcinoma and high-grade dysplasia from the distal esophagus. Full staging
studies including Computed Topography (CT) and tumor markers were ordered.
CT revealed a small resectable pancreatic tail cancer with a large intrathoracic and
intraabdominal pseudocyst with 6.6cm separation of crura. The patient was admitted
prior to his surgical intervention for nutritional optimization. The surgical dilemma
was addressing the diaphragmatic hernia caused by the large thoracic extension of the
pancreatic pseudocyst. A very large posterior pseudocyst was encountered which was
densely adherent to the posterior gastric wall with direct extension into the thoracic
cavity. An oncologic procedure was performed by en bloc resection of distal pancreas,
spleen and regional lymphadenectomy. The pseudocyst could not be separated from
the posterior stomach or the thoracic cavity, therefore a posterior partial gastrectomy
was required to remove the devascularized attenuated posterior gastric wall. Since
the pseudocyst was left densely adhered to the aorta in the thoracic cavity, decision
was made to place a 10 Fr Jackson-Pratt (JP) drain in the thorax between the crura and
another 10 Fr JP drain overlying the pancreatic neck. No hernia repair was performed
and a feeding jejunostomy was placed. The patient recovered well from surgery
except for superficial and deep surgical site infections. A post-operative CT showed
complete resolution of the intrathoracic pseudocyst cavity. Final pathology revealed
1.3 cm moderately differentiated pancreatic adenocarcinoma, Stage IA pT1N0M0
with negative margins. While recovering from his surgery, he underwent Endoscopic
Mucosal Resection of the high-grade dysplasia in the distal esophagus. He is currently
undergoing adjuvant FOLFIRINOX for pancreatic cancer without event. Pancreatic
pseudocysts may results following an episode of pancreatitis. While gallstones
and alcohol use are leading causes of pancreatitis, one must also be cognizant that
malignancy may also cause pancreatitis. We determined that the intrathoracic
pancreatic pseudocyst may be safely managed with surgical drainage and the crura
were separated due to mass effect instead of a true hernia.
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Q 140. MEDIASTINAL PANCREATIC PSEUDOCYST: A RARE CAUSE OF NEW
ONSET DYSPHAGIA
RM Panchal, KT Carter, BD Shepherd, PE de Delva, FL Koller, H Copeland
Presenter: Ramola Panchal MD
University of Mississippi Medical Center
KIOSK #5
Introduction: A pancreatic pseudocyst is a collection of pancreatic secretions
encased in a fibrous tissue layer without a true lining of epithelium. They are seen
after both acute and chronic pancreatitis and form due to stenosis and/or disruption
of the pancreatic duct. While most are found near the pancreas, there are reports of
pseudocysts extending to other locations within the abdominal cavity. Mediastinal
pseudocysts are a rare occurrence. We present a patient with a history of gallstone
pancreatitis who was admitted to the hospital with complaints of worsening abdominal
pain, chest pain and pressure, and new onset dysphagia and was found to have a
pancreatic pseudocyst with mediastinal extension. A 36-year-old Caucasian female
with a history of multiple sclerosis and alcoholic cirrhosis presented to the emergency
room with complaints of gradually worsening abdominal pain with associated chest
pain and pressure, as well as a two-day history of dysphagia to solid foods. She
had been admitted the month prior for gallstone pancreatitis, although had not yet
had a cholecystectomy due to pending evaluation by a Hepatobiliary specialist for
her underlying cirrhosis and concern for hepatic decompensation with surgery.
She underwent a computed tomography (CT) of her chest, abdomen, and pelvis as
part of her abdominal pain workup that showed a fluid collection near her pancreas
with extension into her posterior mediastinum measuring 12.9 x 7.1 x 5.2 cm and
exerting a mass effect on both her left atrium and distal esophagus (Figure 1a,b). An
echocardiogram (ECHO) was done given the CT findings, and there was minimal
external bulging of the left atrium, no flow obstruction, and a preserved ejection
fraction (EF) of > 55%. CT Esophagram confirmed distension of the upper esophagus
compared to the distal esophagus, suggestive of compression, and likely due to the
mediastinal pseudocyst (Figure 1c). The decision was made to proceed with an open
cholecystectomy and concurrent cyst-gastrostomy. The rationale to this approach was
that the cholecystectomy should prevent future episodes of gallstone pancreatitis and
draining the abdominal portion of the pseudocyst would allow the mediastinal portion
to also drain. The operation was performed on hospital day 3. The patient did well postoperatively with no major complications and was discharged on post-operative day 9.
She underwent repeat imaging 15 days after surgery that demonstrated near complete
resolution of the mediastinal portion of her pancreatic pseudocyst and improvement in
the abdominal portion (Figure 1d). This case demonstrates that a cyst-gastrostomy can
be a treatment option for pancreatic pseudocysts with mediastinal extension.
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Q 141. TWO PRIMARY ADENOCARCINOMAS IN A SINGLE PATIENT:
A PRIMARY COLONIC ADENOCARCINOMA AND A PRIMARY PANCREATIC
ADENOCARCINOMA ARISING FROM ECTOPIC PANCREATIC TISSUE
RJ Jean, LL Couch, JR Watlington, JD Stanley
Presenter: Luke Couch MD
University of Tennessee Medical Center, Chattanooga
KIOSK #5
Introduction: Ectopic pancreas is not an uncommon entity with estimates of prevalence
in the general population ranging from 0.6-13.7%. These sites of abnormal tissue
mostly remain asymptomatic but can be a site of malignancy.
Case Report: A 75 year-old male presented with endoscopic findings of a moderately
differentiated adenocarcinoma of the transverse colon. Staging CT prior to resection
did not reveal any metastasis or retroperitoneal adenopathy. The mass was resected
laparoscopically with a primary anastomosis. Pathology returned as T2, N0, M0. He did
not require chemotherapy and routine surveillance was initiated. Repeat colonoscopy
was performed 10 months post operatively with findings of a sessile polyp. His CEA was
noted to be elevated 11 months after his operation. He re-presented with symptoms of
a high-grade bowel obstruction almost 1 year after his initial operation. He underwent
exploratory laparotomy with findings of an obstructing mid-jejunal mass, which was
resected, and a calcified area in the mesentery that was biopsied. Both specimens
returned as pancreatic adenocarcinoma. Repeat CT imaging and PET CT demonstrate
no evidence of metastatic disease and a normal appearing pancreas.
This case represents an unusual patient with two primary malignancies presenting
within a short interval, one of which arose from ectopic pancreatic tissue. A search of
the literature demonstrates that adenocarcinoma arising from ectopic pancreas in the
jejunum is rare. Our search revealed one prior instance of a patient with a preceding
colonic adenocarcinoma.
:
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Q 142. PARTIAL HEPATECTOMY FOR PRIMARY HEPATIC MELANOMA
JP Wright, SK Geevarghese
Presenter: Jesse Wright MD
Vanderbilt University Medical Center
KIOSK #5
Introduction: Melanoma is the most deadly malignancy of the skin with an estimated
91,000 new annual cases with 9,300 deaths to occur in 2018. Metastatic disease
generally presents with identification of known primary lesion, however, in 3.2% of
patients, metastatic disease is discovered with unknown primary lesion/site. Rarely,
melanoma is diagnosed as a primary lesion in visceral organs. Primary hepatic
melanoma is exceedingly rare and described in only a few case reports.
METHODS: A healthy 69 year-old Caucasian male presented to his PCP with
right upper quadrant pain. A triple phase abdominal CT was ultimately obtained
demonstrating an approximately 14 x 13 x 13 cm encapsulated, arterially enhancing
lesion within the right hemi-liver with evidence of washout on delayed series.
There was no evidence of other suspicious lesions, lymphadenopathy or metastatic
disease. Serum AFP, CEA and CA19-9 were within normal limits. The patient had no
history of dermatologic malignancy or prior lesion resection and an exam without
lymphadenopathy. The patient was taken to the operating room electively for a right
hepatic trisectionectomy and cholecystectomy with a preoperative diagnosis of a
primary hepatic malignancy (i.e. hepatocellular carcinoma, cholongiocarcinoma).
RESULTS: On final pathology, the lesion measured 21x 19 x13 cm with evidence of
lymphovascular invasion and immunohistochemistry staining was diffusely positive for
SOX10, S100 and focally positive for HMB45 and Melan-A, resulting in a diagnosis of
melanoma. The patient recovered well from the procedure and underwent thorough
evaluation for a primary melanoma. A complete dermatologic exam, including genital
and anorectal evaluation, was performed and was negative for lesions consistent with
melanoma. An ophthalmologic evaluation was without any uveal or retinal source.
An MRI of the brain was normal and upper and lower endoscopy was without any
concerning mucosal lesions.
CONCLUSION: Primary hepatic melanoma is a rare, poorly defined disease previously
described in a few case reports world-wide. In the absence of a primary lesion identified
on dermatologic, ophthalmologic, and endoscopic examination, a visceral primary
must be considered. In this particular case, after thorough evaluation by appropriate
consulting services, no additional lesion was identified. We therefore submit that
this lesion represents a primary hepatic melanoma. It has been hypothesized that
melanocytes may deposit within visceral organs during embryogenesis resulting in
a primary visceral pathogenesis, although further investigation to these potential
pathways are warranted.
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Q 143. SURGICAL MANAGEMENT OF AN INCIDENTALLY IDENTIFIED HEPATIC
EPITHELIOID HEMANGIOENDOTHELIOMA
JJ Gregory, KJ Patel, WP Lancaster
Presenter: Jackson Gregory BS
Medical University of South Carolina
KIOSK #5
Introduction: Hepatic epithelioid hemangioendothelioma (HEHE) is an exceedingly
rare tumor of mesenchymal origin with intermediate malignant potential. First reported
in 1982 by Weiss and Enzinger, there have been fewer than 500 documented cases of
HEHE. Diagnosis of HEHE is made via characteristic histologic findings of endothelial
cells closely resembling epithelial cells with a characteristic zoning pattern. Clinical
and radiographic findings are variable and non-specific. Currently there is no standard
therapeutic strategy for the management of HEHE, but surgical resection and liver
transplantation appear to be the treatment of choice with significantly higher 5-year
survival rate.
Case Report: We describe a focal hepatic lesion in a 66 y.o. male first observed
incidentally on CT during a work up for prostate cancer in 2015. At the time of
initial presentation, a 2.7cm cystic change was noted in segment 8 with incomplete
enhancement of the peripheral rim with no nodular morphology appreciated (Figure
1). Subsequent MRI revealed an enlarging, indeterminate lesion suspected to be an
atypical hemangioma. Further evaluation showed a thin continuous ring enhancing
lesion without central enhancement, which had increased in size to 4.8 cm from the
initial observation of 2.7 cm (approximately 2 years). Biopsy was performed in March
2018. Histomorphology and positive CD31 confirmed diagnosis of HEHE. Due to
the unifocal location of the tumor, right hepatectomy was recommended for tumor
resection. Post-operatively the patient did well. Patient had an expected transaminitis
which resolved by post-operative day 3. Total bilirubin increased for the first 5 days
with a peak of 5.4, but down-trended to normal thereafter. At the initial routine postoperative visit, the patient was doing well and has no appreciable sequelae. There are
no plans for adjuvant chemotherapy at this time.
Conclusion: Primary vascular EHEs are rare lesions with no definitive consensus
regarding standard therapeutic strategies due to the variable presentation and clinical
course of the disease. While liver transplantation has been suggested as an initial
treatment option, surgical resection appears to be the preferred strategy when initial
presentation of HEHE is amenable to the procedure. Both transplant and surgical
resection are associated with significantly higher 5-year survival rates compared to
chemotherapy, radiotherapy, and observation. Early definitive diagnosis is achievable
via cytology with findings of atypical epithelioid cells in a myxoid background, and is
critical to early surgical resection without transplantation.
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Q 145. SPY; STONE WITH SURGICAL CLIP IMPACTED IN RIGHT HEPATIC DUCT
R Flores, S Hewlett
Presenter: Robert Flores MD
Brookwood Baptist Health System
KIOSK #5
Introduction: ERCP & Spy is done for a stone encasing a surgical clip impacted in the
RHD. The patients PSH is significant for an emergent cholecystectomy at an OSF a
few years ago with RUQ pain since. Previous ERCP with finding of a clip in the bile
duct refractory to removal with standard techniques a few days before this procedure.
During this ERCP a balloon could not be advanced above the stone containing the
surgical clip. A spy bite forceps was used to deride the stone until a free edge of the
clip was visible. This was grasped with the spy bite and dragged distally. It would
not pull completely out of the CBD. A balloon was successfully passed above it and
balloon dragging was successful in removing the stone containing clip. Note that the
cholangiogram also shows a patent cystic duct and what appears to be a rim of remnant
gallbladder with several clips at the surgical site.
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Q 146. FREY PROCEDURE FOR CHRONIC PANCREATITIS WITH SITUS INVERSUS
TOTALIS
CL Kalmar, RC Gilmore, JP Taylor, MA Makary
Presenter: Christopher Kalmar MD, MBA
Virginia Tech Carilion School of Medicine
KIOSK #5
Introduction: Situs inversus totalis is a rare congenital anomaly that occurs at an
incidence of 1 in 10,000 in the general population and is characterized by mirroring
of organs across the sagittal plane relative to normal orientation. This condition is
asymptomatic, but presents an important surgical consideration. Rarely, situs inversus
is associated with pancreatitis. Chronic pancreatitis results in irreversible structural and
functional changes to pancreatic tissue, occasionally resulting in obstructing fibrosis
requiring surgical decompression or resection. Surgical decompression can be achieved
by the Frey, Puestow, or Beger procedure.
METHODS: A 32-year-old female presented for evaluation of chronic pancreatitis,
complicated by exocrine insufficiency, gastroduodenal artery aneurysm, pancreatic
pseudoaneurysm, multiple collateral varices, and splenic vein thrombosis. Given
debilitating pain and dilated pancreatic duct with fibrosis at the head of the pancreas,
Frey procedure was recommended. Situs inversus totalis was previously diagnosed
on endoscopic evaluation for epigastric pain. Preoperative computed tomography
angiography was obtained to elucidate the vascular anatomy and assist with operative
planning. We opened the body of the pancreas and excised the head with an excavation
Bern procedure and then extended the pancreas ductotomy into the body. The bowel
was divided and brought up for a lateral pancreaticojejunostomy performed in two
layers. We then performed a jejunojejunostomy with side-to-side staple technique in an
antiperistaltic fashion.
RESULTS: The patient did well postoperatively. After an uneventful brief stay in the
post-anesthesia care unit, she was transferred to the inpatient ward. Her postoperative
course was notable for a brief episode of hypotension that resolved with pausing
the epidural infusion. Her nasogastric tube and urinary catheter were removed on
the first postoperative day. Over the course of her hospital stay, her diet was slowly
advanced to regular low-fat intake with supplemental pancreatic enzymes. On the sixth
postoperative day, she was discharged home given that she was ambulating adequately,
tolerating her prescribed diet, and achieving excellent pain control with oral analgesics.
At interval follow-up visits through the fifth postoperative month, she continued to do
well with pain much improved compared to before surgical intervention.
CONCLUSION: Pancreatitis in patients with situs inversus totalis has been reported in
the literature, however this is the first reported Frey procedure performed on a patient
with situs inversus totalis. The most profound implication of situs inversus when a
patient presents with a condition requiring surgical intervention is familiarity with
the relative anatomy. It is important to perform a thorough physical examination and
ensure that the necessary imaging is performed to guide surgical planning. Moreover,
intraoperatively tagging key structures with vessel loops helps to constantly highlight
the orientation of aberrant anatomy.
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Q 147. DISCREPANCIES IN BURN SIZE ESTIMATES IN PATIENTS REFERRED
TO A BURN INTENSIVE CARE UNIT IN HUNTINGTON, WEST VIRGINIA
K Nakamoto, F Mozaffari
Presenter: Keitaro Nakamoto MD
Marshall University
KIOSK #6
Introduction: Inaccuracies in estimation of burn size, particularly overestimation, is
a frequent occurrence in patients transferred to burn centers that can lead to overresuscitation, inappropriate consumption of healthcare resources, and inconvenience
to patients and their families. The purpose of this study was to compare the total body
surface area (TBSA) estimates determined by referring sites with those of the accepting
Burn Center, and also to review the ultimate dispositions of those patients referred.
Methods: A retrospective chart review was performed on all patients transferred to
an academic medical center with a Burn Intensive Care Unit (BICU) in Huntington
West Virginia between June 2016 and May 2017. Burn sizes estimates were compared
between reported estimates from the referral sites and actual estimates determined
upon arrival.
Results: A total of 129 patients were identified. TBSA was underestimated by referral
sites in 18 patients (14.0%), with a median difference of 3%. Overestimation occurred
in 100 patients (77.5%), with a median difference of 19.5%. 10 patients (7.8%) had
TBSA that were overestimated > 20%. In all, overestimation occurred at a ratio
exceeding 5:1 with respect to underestimation. Of all referred patients, 27.1% were
discharged from the emergency room upon assessment by the BICU team, and 41.8%
of all referred patients were discharged by the next day of arrival.
Conclusion: Overestimation of burn size was prevalent in patients referred to a Burn
Center in Huntington, WV. Many of the patients that were referred were discharged
within a day of arrival. Improvements in burn assessment and evaluation in the area
are needed to prevent misguided management and inappropriate consumption of
healthcare resources.
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Q 148. PREDICTING LONG-TERM VENTILATOR REQUIREMENTS IN PATIENTS
WITH CERVICAL SPINAL CORD INJURIES
LR Taveras, TD Madni, JB Imran, HB Cunningham, AT Clark, HA Phelan, MW Cripps,
CT Minshall
Presenter: Luis Taveras MD
University of Texas Southwestern
KIOSK #6
Introduction: Patients with cervical spinal cord injuries (CSCI) are at high risk for
respiratory compromise. Current literature does not delineate which patients will
require long-term ventilator support, specifically those without significant traumatic
brain injury (TBI). Identifying these patients may prompt earlier tracheostomy and
disposition planning and minimize unnecessary prolonged inpatient length of stay. We
aimed to identify outcome and disposition differences between traumatic CSCI patients
with and without complete spinal cord transection.
Methods: We reviewed all patients with a CSCI admitted to an adult Level 1 Trauma
Center from 2012 to 2017. We excluded patients < 16 years of age or with GCS < 12,
specifically to exclude those with moderate to severe TBI. Primary outcome assessed
was disposition to an acute or subacute rehabilitation unit. Differences between
complete and incomplete spinal cord transection were analyzed by either Student’s
T, Mann-Whitney U, Fisher’s exact, or Chi-Square tests. Statistical significance was
established at a p<0.05 (two-sided).
Results: We identified 34 patients with CSCI who met the inclusion criteria. Patients
with complete motor loss below the level of injury were more likely to require intubation
in the field or on arrival in the ED, had increased ventilator days, and increased
tracheostomy rates. Those with complete motor loss were less likely to go to acute
rehab or a skilled nursing facility as compared to patients that had partial loss of motor
function below the level of cervical cord injury (Table 1).
Conclusion: Trauma patients with CSCI with complete motor loss are more likely
to require long-term ventilator care. This may be used as an indication for early
tracheostomy and disposition planning. Further work is needed to delineate the level of
complete cervical cord injury in patients which will require long-term ventilator care.
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Q 149. COMBINED TRACHEOSTOMY AND THYROIDECTOMY IN A PATIENT
WITH CERVICAL SPINE FRACTURE
H Bonatti
Presenter: Hugo Bonatti MD
Meritus Health
KIOSK #6
Introduction: Background: Combined tracheostomy and thyroidectomy is usually
done in case of removal of a large goiter that causes damage to the anterior tracheal
wall. Thyroidectomy in order to get access to the trachea for surgical airway is a very
rare procedure. Tracheostomy in patients with cervical spinal fracture is challenging
as no hyperextension can be provided thus limiting exposure to the airway. Case
report: 45-year-old African-American male had a head on bicycle accident while
being intoxicated. He was brought to the ER and was diagnosed with a C1 fracture and
cervical spinal shock. He was emergently intubated. The C1 fracture was managed nonoperatively with in-line stabilization using a cervical collar. He improved neurologically
moving all 4 extremities and became more alert. On initial trauma CT-scan a large
goiter on the right side displacing the trachea to the left side was seen. Indication for
the tracheostomy was made as the patient could not be successfully weaned from
the ventilator. He was brought to the operating room, The collar was removed but
he was kept in line stabilized using towels. He was prepped and draped as usual. A
5 cm transverse incision was made 2 cm above the jugular notch. Subcutaneous fat
and platysma were divided and the strap muscles were split in the midline. A large
partially retrosternal goiter was present and the trachea could be felt behind the
isthmus displaced to the left and no easy access could be obtained. Therefore, the large
right-sided goiter was stepwise mobilized out of the neck. It reached all the way down
to the level of the aortic arch. The feeding vessels and the isthmus were secured with
ties, clips and the harmonic scalpel. Once the isthmus was divided, the goiter could be
brought out of the neck and last adhesions were cut and the specimen was handed off
for pathology. With this the left thyroid lobe could be dissected off the trachea and the
trachea could be pulled to the midline. A crosswise incision was made into the trachea
at the 3rd tracheal ring and the skin flaps were sutured down. A 7 Shiley cannula was
inserted into the trachea after the endotracheal tube was pulled back. Ventilation
was without any problems and the patient woke up the next day. The patient was
started 3 days later on low-dose heparin and developed a neck hematoma. Heparin
was stopped and the hematoma did not hamper breathing and did not require surgical
drainage. The patient developed pneumonia with multidrug-resistant Pseudomonas
and his status gradually worsened. Gentamycin caused renal failure and he required
intermittent dialysis. The tracheostomy was kept in place and the patient improved
neurologically moving all extremities. He was transferred to a long-term rehabilitation
facility. Conclusion: To the best of our knowledge this is the first reported combined
thyroidectomy with tracheostomy in a patient with a cervical fracture. This is a
technically challenging procedure but was an essential step in the recovery of this
patient.
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Q 150. ACCIDENTAL PLACEMENT OF AN INFUSAPORT INTO THE PULMONARY
ARTERY: CASE REPORT AND REVIEW OF THE LITERATURE
H Bonatti
Presenter: Hugo Bonatti MD
Meritus Health
KIOSK #6
Introduction: Misplacement of central venous catheters (CVC) may have devastating
consequences.
Methods: Placement of a CVC into the pulmonary artery (PA) and management of the
complication is described. Literature search for accidental direct placement of CVCs
into the PA was performed.
Results: A 46 year old morbidly obese female required an infusaport for chemotherapy.
She was anaesthetized and placed in Trendelenburg. Three attempts to access the
left subclavian vein (LSCV) using landmarks failed. In steeper Trendelenburg, a blood
vessels was accessed. Non pulsatile dark blood was aspirated, a guidewire was easily
advanced. Fluoroscopy projected the guidewire tip over the right atrium; infusaport
placement was without difficulties. Postoperative chest x-ray showed the tube initially
pointing caudally, then traversing the midline with the tip projecting over the right
atrium. Emergent angiogram showed placement of the tube into the mainstem of the
PA. The tube was removed; CT-angiogram showed no extravasation but a 3cm left
mediastinal hematoma. Transfer to an ICU in a facility offering emergent cardiothoracic
surgery was done. She remained stable, repeat CT-scan showed decreased hematoma
size and she was retransferred. The infusaport was placed under ultrasound guidance
into the left jugular vein. Six additional cases of direct puncture of the PA were
reported; in all except one the LSCV had been targeted. No patient died directly
from the complication, all catheters were removed, four patients required surgery or
interventional procedures.
Conclusions: Accidental placement of CVCs into the PA is a rare complication. The
catheter should be removed.
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Q 151. A CASE OF A POST-OPERATIVE ADDISONIAN CRISIS SECONDARY TO
HYPOTHALAMIC-PITUITARY-ADRENAL AXIS SUPPRESSION INDUCED BY
INHALED CORTICOSTEROID USE
GI Allen, AB Mitchell, SB Holsten, MF Ramirez, NA Shah
Presenter: Griffen Allen MBE
Medical College of Georgia at Augusta University
KIOSK #6
Introduction: Inhaled corticosteroids (ICS) are typically thought to be relatively benign
in their hypothalamic-pituitary-adrenal (HPA) axis suppression compared to oral
corticosteroids. However, in certain scenarios it is possible for adrenal insufficiency
as a result of ICS use to occur. We review a case of post-operative adrenal crisis
secondary to ICS use, and we conducted a literature review of HPA axis suppression
and adrenal insufficiency in ICS using PubMed searches. Our patient is a 60 year old
male who developed hypoglycemia and hypotension refractory to resuscitation and
vasopressors in the SICU following an aorto-femoral bypass graft. He was started
on empiric stress dose steroids, and thereafter displayed a rapid improvement in his
hemodynamics. We discovered that the patient was using his ICS as a “rescue inhaler”
in the manner of an albuterol inhaler. It was found that random cortisol levels were
low, and an outpatient ACTH stimulation test ultimately confirmed HPA suppression.
On review of the literature, we found that HPA axis suppression from ICSs does occur,
but is an underrecognized clinical phenomenon. Risk-factors for HPA axis suppression
and adrenal insufficiency in ICS use include individual pharmacodynamic and
pharmacokinetic properties, adherence factors like using the ICS as a rescue-inhaler,
dose, and other factors. Management of adrenal insufficiency from ICS is stress-dosed
steroids. In most patients using an ICS, HPA axis suppression will not become clinically
significant in the perioperative period. However, HPA axis suppression and even adrenal
insufficiency because of ICS use can occur especially when risk-factors are present.
Management should include a careful balance of the adverse effects of stress-dosed
steroids and adrenal insufficiency with a low threshold to act if a patient on ICS postoperatively remains refractory to vasopressors and is hypoglycemic.
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Q 152. PHEO CRISIS: TREATMENT AND MANAGEMENT OF CARDIOPULMONARY
COLLAPSE VIA ECMO FOLLOWED BY SURGICAL INTERVENTION
LA Ray, V Pham, KM Cox, WO Christopher, W Orr, J Shake
Presenter: Ashley Ray MD
University of Mississippi Medical Center
KIOSK #6
Introduction: An uncommon adrenal tumor that typically presents with headaches,
sweating, palpitations, and paroxysmal hypertension (HTN). Pheochromocytoma
(Pheo) is treated surgically. Preoperative management includes alpha-blockade and
volume expansion followed by beta-blockade, after sufficient alpha-blockade has been
established in order to prevent hypertensive crisis. If untreated Pheo crisis can lead to
devastating cardiopulmonary results.
Methods: We have previously described extracoporal membranous oxygenation
(ECMO) for treatment of respiratory failure and cardiogenic shock as a result of Pheo
crisis with Here we will recap that experience and present a second case of success
management of Pheo crisis with ECMO.
Results: Patient 1 is a 37 year old female presented to an outside hospital (OSH) with
complaints of nausea, vomiting and abdominal pain. She was found to be hypoxic and
hypotensive. She was intubated and transferred to our tertiary center. Upon arrival,
she was found to have worsening oxygenation and ventilation (OV) despite increasing
ventilatory support. She was admitted to the medical intensive care unit (MICU).
Ventilatory adjustments were unsuccessful and the patient was placed on venovenous ECMO (ECMO). Her OV markedly improved. Later Family discussion revealed
the patient had a long history of refractory HTN as well as a history of intermittent
headaches and palpitations. CT scan revealed left adrenal mass and elevated serum and
urine metanphrines. Fortunately after 3 days on ECMO and temporary hemodialysis
the patient improved. She was treated with two weeks of alpha blockade and then
underwent an open left adrenalectomy and did well post operatively. Patient 2 is a 50
year old female who was at work and had an acute onset of dyspnea. She was taken to
OSH where she was found to have was admitted to Baptist hospital. On work up, she
had pulmonary edema with acute respiratory failure potentially due cardiogenic shock.
She was intubated and sedated. BP was also noted to be labile at that time. CT scan
revealed right adrenal mass. Metanephrines were also noted to be elevated. ECHO
revealed EF of 12% with no outflow obstruction. Intra-aortic balloon pump was placed
and the patient was then transferred to UMMC for higher level of care. Heart failure
team was initially consulted, but due to continued patient decompensation including
worsening oxygenation and ventilation despite increased ventilator settings. CT surgery
was then consulted and the patient was placed on VA ECMO. Alpha blockade was
initiated and ECMO was able to be stopped on day four. She was then extubated. After
2 weeks of alpha blockade, beta blockade was performed. She then underwent open
right adrenalectomy. She did well and was able to be discharged on post operative day
5.
Conclusion: Pheo crisis requires a multi-disciplinary approach for management
to improve patient outcome and survival. ECMO can be used in the treatment of
cardiopulmonary collapse as a result of Pheo crisis.
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Q 153. OPERATIVE END TIDAL CO2 AS A PREDICTOR OF MORTALITY IN
TRAUMA PATIENTS RECEIVING MASSIVE TRANSFUSION PROTOCOL
CJ Demaree, JT Simpson, A Smith, C Guidry, P McGrew, R Schroll, C McGinness, J Duchesne
Presenter: Christopher Demaree BS, BA
Tulane University School of Medicine
KIOSK #6
Introduction: Pre-hospital end tidal CO2 (ETCO2) has been previously described as
a predictor of mortality in trauma patients. Given that many trauma patients with
severe injuries receive massive transfusion protocol (MTP), and that this protocol
represents a substantial commitment of scarce blood products to patients at high
risk of operative mortality, it is important to analyze the potential for a marker such
as intraoperative ETCO2 to predict mortality in these patients specifically, as such a
marker could potentially predict an inflection point in mortality that would prevent
further commitment of scarce resources to futile intervention.
Methods: Records of all consecutive adult trauma patients presenting to a level I
trauma center from 2013-2018 were reviewed retrospectively. Patients who received
MTP were included in the study. Patients who died prior to initiation of surgery were
excluded. Their charts and anesthesia records from their initial surgical procedures
were reviewed, and the results were averaged as a group, and separately by mortality
outcome during the hospital course. Univariate and multivariate statistical analyses
were then performed.
Results: MTP was activated for 251 trauma patients with penetrating (73.7%) and
blunt (26.3%) trauma. 247 patients were included in the final analysis with an operative
mortality rate approaching (40%). The mean trough ETCO2 was 13.7 mmHg, 95%
CI [11.6, 15.8] for fatal traumatic injuries and 24.5 mmHg, 95% CI [23.3, 25.6] for
survivable traumatic injuries (p < 0.001). At the time of the trough ETCO2 value, fatal
traumatic injuries had significantly lower mean systolic blood pressure (72.8 mmHg
vs. 101.6 mmHg, p < 0.001) and SpO2 (82.9% vs. 97.2%, p < 0.001), as well as greater
intraoperative estimated blood loss (4800 mL vs. 2772 mL, p < 0.001). Based on an
area of 0.786 under the receiver operating curve, ETCO2 is predictive of fatal traumatic
injury (Sensitivity 80.6%, Specificity 67.1%). Youden’s index suggests ETCO2 of 23
mmHg is most predictive of fatal traumatic injury.
Conclusion: Among trauma patients receiving MTP and undergoing surgery, operative
end tidal CO2 was significantly lower in patients with fatal traumatic injuries. Receiver
operating characteristic curve analysis indicates fair predictive potential of trough
intraoperative ETCO2 for mortality, suggesting that this metric is one important factor
relating to mortality, but it does not fully account for all outcomes. Further research
is needed to evaluate the predictive value of operative end tidal CO2, alone and in
combination with other intraoperative metrics, as regards predicting the point of futility
of MTP.
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Q 154. UTILIZATION OF PERCENT PREDICTED FORCED VITAL CAPACITY
TO STRATIFY RIB FRACTURE PATIENTS: AN UPDATED CLINICAL PRACTICE
GUIDELINE
J Rodriguez, D Marlor, B Leininger, A Khan, TJ Schroeppel
Presenter: Derek Marlor BS, MS4
University of Colorado Health
KIOSK #6
Introduction: The management of patients with rib fractures remains a challenge for
trauma practitioners. A clinical practice guideline (CPG) that triages patients utilizing
admission forced vital capacity (FVC) has been in use at a single institution. Level
of care was determined based on volume with FVC<1000mL admitted to the ICU,
1001-1500mL to the stepdown unit, and greater than 1500mL to the floor. Percentpredicted (PP) FVC better accounts for patient specific (height/age/race) factors
than raw volumes. The purpose of this study is to determine the values of PP FVC that
correspond to FVC volumes currently used.
Methods: A two-year retrospective review of all patients admitted to a level-1 trauma
center with rib fractures was conducted. Variables collected include age, height,
ethnicity, mechanism of injury, injury severity score (ISS), number of rib fractures,
intubation, mortality, hospital length of stay (LOS), ICU LOS, and FVC. PP FVC was
calculated using NHANES III. FVC was measured at bedside by respiratory therapy.
Categorical variables were compared with Chi-square and continuous variables were
compared with ANOVA. Patients were stratified into 3 groups utilizing the current CPG
with an admission FVC of 1500mL.
Results: 266 patients met inclusion criteria over the 24-month study period. The
majority of patients in the FVC <1000 cohort were female and greater than 65 years old
as compared to the other groups. This group had an increased likelihood of admission
to the ICU without a difference in total rib fractures or ISS. Additionally, this group was
more likely to be transferred to the ICU, to be intubated, and have a longer ICU and
hospital LOS. This cohort also had lower PP FVC on admission and on discharge. There
was no difference in mortality amongst the groups. (Table 1)
Conclusion: Altering the CPG to utilize PP FVC values of 45% rather than absolute
FVC values may better stratify rib fracture patients by using a more patient-specific
approach. Further prospective evaluation is warranted once this adapted CPG is
implemented in order to determine what benefits the new stratification criteria may
provide.
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Q 155. SEX-BASED DIFFERENCES IN OUTCOMES OF SEVERE TRAUMATIC BRAIN
INJURY, SEVERE PELVIC FRACTURE, AND MASSIVE TRANSFUSION
PF Walker, JD Bozzay, J Kastner, TM Scalea, DM Stein, MJ Bradley
Presenter: Patrick Walker MD
Uniformed Services University- Walter Reed National Military Medical Center
KIOSK #6
Introduction: With the decision to open combat arms roles to female service members,
a larger proportion of casualties will likely be female in future military conflicts.
There is currently a paucity of literature evaluating sex-based differences in trauma.
The purpose of this study was to characterize sex-differences in outcomes of severe
traumatic brain injury (sTBI), severe pelvic fracture (sPF), or injuries that require
massive transfusion (MT).
Methods: A retrospective study of patients with sTBI (GCS <=8), sPF (AIS 3+), or
injuries that required MT (>10U pRBC transfused in 1st 24 hours) from 2012-2016 was
conducted at an urban level I trauma center. Demographics, injury characteristics,
and physiologic parameters were collected and stratified according to sex. Outcomes
significant on univariate analysis (p<0.05) were included in multivariate analysis to
determine independent risk factors.
Results: 1430 patients with sTBI (25.0% female), 683 with sPF (35.2% female), and
342 who received MT (19.6% female) were admitted. Males with sTBI had lower
admission GCS (5.3 +/- 3.4 vs. 6.5 +/- 4.0, p<.0001) but similar discharge GCS (8.3
+/- 5.3 vs. 8.6 +/- 5.3, p=0.31) and were more likely to develop pneumonia (OR 4.9,
95% CI 1.7-14.2, p=0.003). Males with sPF were more likely to have VTE (OR 3.3, 95%
CI 1.4-7.8, p=0.006). Females were more likely to develop UTI in sPF (OR 4.7, 95% CI
2.5-8.8, p<0.0001), sTBI (1.8, 95% CI 1.2-2.7, p=0.004), and MT (OR 3.0, 95% CI 1.36.6, p=0.007).
Conclusion: Males may have better neurologic recovery after sTBI but may be at higher
risk for pneumonia. Males may also be at higher risk for VTE in sPF. Females were at
higher risk for UTI in all three cohorts. More research is needed to elucidate reasons for
these differences.
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Q 156. MORE IS NOT BETTER: IMPLICATIONS OF ANTIBIOTIC PRACTICE
MANAGEMENT GUIDELINES FOR PENETRATING TRAUMA HOLLOW VISCUS
INJURY IN A LEVEL I TRAUMA CENTER
DT Pointer, AA Smith, D Tatum, L Schindelar, AC Slakey, D Slakey, R Nichols, J Duchesne
Presenter: Alison Smith MD, PhD
Moffitt Cancer Center
KIOSK #6
Introduction: Surgical site infections (SSI) in penetrating abdominal trauma patients
impact clinical outcomes and are an important quality metric for hospitals. Evidencebased practice management guidelines (PMG) are well established for perioperative
antibiotic use in penetrating abdominal trauma. The aim of this study was to determine
institutional adherence to recommended guidelines as well as outcomes in compliant
versus noncompliant perioperative antibiotic administration.
Methods: A retrospective review of 178 adult patients from 2012-2015 with hollow
viscus injury secondary to penetrating abdominal trauma at an urban Level I trauma
center was performed. Multiple logistic regression analysis identified risk factors for
antibiotic use >24 hours.
Results: The study cohort was predominately male (89%) with an average age
of 30.7±10.7 years. SSI incidence was 34.8% (n=62), and cefotoxin was the most
commonly used antibiotic. Surgeon compliance with PMG was 69% (n=123). Blood
transfusion, mechanism of injury, colon involvement, and number of organs injured
did not result in antibiotic administration >24 hours, but wound VAC placement was
associated with prolonged antibiotic use (OR 2.08, p=0.030). Antibiotic duration >24
hours was associated with increased length of stay (p=0.001), SSI (p= 0.013), and
sepsis (p=0.003).
Conclusion: Cessation of perioperative antibiotic administration and adequate broadspectrum bacterial coverage 24 hours after surgery results in a lower incidence of
superficial SSI and sepsis in trauma patients with penetrating abdominal trauma
with hollow viscus injury. Noncompliance with PMG guidelines carries significant
consequences, and institutions should incorporate measures to ensure adherence to
best practice.
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Q 157. THE WALKING DEAD: DISCHARGE TO HOSPICE DOES NOT EQUATE
TO IN-HOSPITAL MORTALITY
KW Cunningham, JW Story, BD Medlin, LJ Gottlieb, K Rex, DG Jacobs
Presenter: Kyle Cunningham MD, MPH
Atrium Health
KIOSK #6
Introduction: The Trauma Quality Improvement Program (TQIP) aims to improve care
of injured patients. Measures are used to provide feedback to centers to enact changes
in patient care. Mortality is a well known outcome measure frequently utilized in
benchmarking. Currently, registry definitions equate discharge to hospice as consistent
with in-hospital mortality, and these discharges are reflected in an institution’s
mortality rate. We questioned the accuracy of this assumption after observing “dead”
patients return to clinic remote from discharge.
Methods: The local trauma registry at a level I urban trauma center was queried for
patients discharged to hospice care from 10/2015 through 1/2018. Patient charts were
then examined for follow-up clinical care. Local and state vital records searches were
completed to confirm date of death and location of death. Additional internet searches
were completed to identify obituaries as additional confirmation. Wilcoxon test was
used for descriptive statistics of the cohort.
Results: Ninety-seven (97) patients discharged to hospice were identified over the
interval. Nine (9) patients were still alive at the time of query. Four (4) additional
patients had died but survived greater than thirty days from the date of discharge. In
total, 14% of patients discharged to hospice survived greater than 30days following
discharge. Additionally, the median age of patients discharged to hospice care was
70.9yrs.
Conclusion: Patients discharged to hospice may survive beyond thirty days from
discharge and should be categorized separately in outcome measures. Furthermore, the
geriatric population is disproportionately affected and outcome measures may be more
reflective of personal end-of-life care decisions than clinical processes.
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Q 158. ACQUIRED INFECTION IN TRAUMA PATIENTS SUPPORTED
ON EXTRACORPOREAL LIFE SUPPORT
AA Grant, EB Lineen, D Houghton, A Badiye, M Loebe, A Ghodsizad
Presenter: April Grant MD
Emory University
KIOSK #6
Introduction: The rate and types of infection encountered in patients sustaining
traumatic injury and undergoing extracorporeal membrane oxygenation (ECMO) have
not yet been described in the literature. Trauma patients placed on extracorporeal
membrane oxygenation are critically ill patients and maybe at higher risk for infectious
complications. Therefore, this study sought to evaluate the infection rate, the location
and the type of organism identified in trauma patients requiring extracorporeal
membrane oxygenation.
Methods: We performed a retrospective chart review from January 2014 to September
2017 to identify all trauma patients who had been treated with extracorporeal
membrane oxygenation. We evaluated all positive cultures obtained from these
patients during this time frame. We defined infections associated with extracorporeal
membrane oxygenation as occurring >48hrs after cannulation until the time of
decannulation.
Results: 21 patients were included for analysis. 10 patients were found to have thirteen
infections: seven pneumonias, four bacteremias, and two urinary tract infections.
Infected patients were younger (26.5 vs. 42.7, p=0.012), and had lower creatinine
levels (0.899 vs. 1.993, p=0.026). The majority of infections occurred with >7 days of
ECMO treatment (Figure 1). A positive bronchoalveolar lavage was the most common
source across all time frames and modalities. The most common organisms were
Klebsiella pneumoniae and Pseudomonas aeruginosa. Our infection rate was 44.7
infections/1,000 ECMO days. The hospital and ICU length of stay were significantly
longer in the infected group (103.6 vs. 20.1, p=0.002 and 97.7 vs 20.2, p=0.005). The
days spent on ECMO was also significantly longer for the infected group (20 vs. 8.2, p =
0.028). There was one death in the infected group, while mortality for the non-infected
group was 100%.
Conclusion: This study describes the rate of ECMO-associated infections, sources
and most common organisms for patients sustaining traumatic injury and undergoing
ECMO. This study is limited by its small size, but is one of the first to describe ECMO
associated infections in trauma patients. Our ECMO associated infection rate
compares well with the literature, with reported ranges from 14.36 to 50.5 infections
per 1000 person days. It is appears that ECMO-associated infections are not a
source of mortality in this particular group of patients. Paradoxically, the non-infected
group had the highest mortality. However this group was significantly older and was
already experiencing acute kidney injury prior to cannulation, indicative of the onset
of multisystem organ failure. Earlier consultation may have improved outcomes in this
group.
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Q 159. RESECTION AND CAVOPLASTY OF A PRIMARY INFERIOR VENA CAVA
LEIOMYOSARCOMA
JM Chung, C Grigsby, T Pham, T Estes, D Albo, J Kruse, G Agarwal
Presenter: Jane Chung MD
Medical College of Georgia at Augusta University
KIOSK #7
Introduction: Primary leiomyosarcomas involving the inferior vena cava (IVC) is a rare
entity reported in literature, consisting of <0.5% of all soft tissue sarcomas. The current
mainstay of treatment is surgical resection. However, there are varying described
methods on how best to approach each resection depending on tumor size, location,
and extent of involvement of nearby organs. These methods have ranged from IVC
ligation, primary or patch repairs, and interposition grafts. We describe a rare case
involving en bloc resection of a primary IVC leiomyosarcoma with patch cavoplasty and
right adrenalectomy. A retrospective chart review was performed to generate this case
report. A 54-year-old female was transferred to our facility after an incidental finding
of a suspected IVC tumor after initial presentation of syncope and hypotension. She
underwent a core needle biopsy by interventional radiology with a tissue diagnosis of
leiomyosarcoma. Additional workup included an MRI showing the mass arising from
the lateral wall of the infrahepatic IVC measuring 2.3 x 1.9 cm with invasion into the
right adrenal gland. After extensive pre-operative optimization of her other medical
conditions including CHF, COPD, CKD, lupus, and RA, the patient was scheduled to
undergo an en bloc resection of the IVC tumor and right adrenal gland as a joint case
with the surgical oncology and vascular surgery services. Intraoperatively, the right
colon was reflected and the right lobe of liver mobilized. The tumor was identified at the
anterolateral aspect of the suprarenal IVC extending to the right adrenal gland. The IVC
was controlled cephalad and caudal to the tumor. The right adrenal gland and adrenal
vein was dissected free and removed. The IVC was clamped superior and inferior to the
tumor. The mass was successfully excised, measuring 7 cm in length and with an IVC
wall defect of 1/3 of its circumference. This defect was repaired with patch cavoplasty
using bovine pericardium. Patient recovered from the operation uneventfully. Pathology
confirmed primary IVC leiomyosarcoma with negative microscopic margins. Primary
IVC leiomyosarcomas occur more often than arterial sarcomas but are much rarer than
other retroperitoneal leiomyosarcomas. Retroperitoneal and other abdominal veins
are frequently involved. They are associated with a poor prognosis secondary to late
stage of presentation. The standard of treatment continues to be surgical resection.
Cavoplasty can be employed as a successful method of vascular repair after tumor
excision when less than 50% of caval wall is excised. Interposition grafting with ringed
PTFE graft is recommended when the tumor involves more than 50% of the caval wall.
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Q 160. PERSISTENT MEDIAN ARTERY COMPRESSION SYNDROME
DS Urias, SH Kim, MN Day, JF Tretter, K Shayestah
Presenter: Melissa Day MD
Conemaugh Memorial Medical Center
KIOSK #7
Introduction: We describe a rare case of chronic compression of the persistent median
artery (PMA) in the carpal tunnel resulting in thrombosis and digital ischemia. The case
is a 42-year-old male with a cold left index finger and cyanosis that underwent a left
upper extremity angiogram (Figure1). Thrombosis of the PMA was seen and treated
with catheter directed thrombolysis, angioplasty (Figure 2) and carpal tunnel release
(CTR). This phenomenon can be referred as, “persistent median artery compression
syndrome” (PMACS). The pathophysiology, diagnosis and treatment follow the
same principles seen in limb ischemia and vascular compression syndromes. This
mechanism of compression is similar to other arterial compression syndromes resulting
in end organ ischemia and depending on the anatomy of the palmar arch this can
result in digital ischemia. Our patient represents the only description of focal arterial
narrowing at the level of the carpal tunnel following catheter directed lytic therapy of
a thrombosed PMA. Due to the location we theorize that this narrowing is the result
of pathologic changes of the artery due to chronic compression within the carpal tunnel.
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Q 161. THE HYBRID ENDOVASCULAR REPAIR OF TWO CASES OF RIGHT AORTIC
ARCH WITH SYMPTOMATIC ANEURYSMAL ABERRANT LEFT SUBCLAVIAN
ARTERIES
ZF Williams, J Milligan, MW Cox, D Barzana
Presenter: Zachary Williams MD
Duke University
KIOSK #7
Introduction: Dysphagia Lusoria is commonly due an aberrant right subclavian artery,
although usually asymptomatic, is the most common congenital anomaly of the aortic
arch of which 80% cross midline from the ascending aorta, posterior to the esophagus.
More rarely however is the mirror image or right sided aortic arch with concomitant
aberrant left subclavian artery. Aneurysmal degeneration of an aberrant subclavian
vessel, Kommerell’s diverticulum, typically requires intervention to alleviate symptoms
and mitigate the risk of aneurysm rupture. We report our experience utilizing a hybrid
endovascular repair of two cases of right aortic arch with accompanied symptomatic
aneurysmal aberrant left subclavian arteries.
Case Description: A 57 year old gentlemen with long history of dysphagia presented
to primary care provider. Patient with extensive GI work up with prior repair of
paraesophageal hernia with recurrence and second repair via thoracotomy. Subsequent
CT imaging revealed evidence of right sided aortic arch with aberrant aneurysmal
subclavian artery with associated esophageal compression and he was sent for
evaluation by Vascular surgery. A 55 year old male presented with complaints of
dysphagia and intermittent hemoptysis. A CT chest was ordered, revealing a right
sided aortic arch and aberrant aneurysmal left subclavian artery with associated
esophageal compression. Patient sent for evaluation by Vascular Surgery. Both
patients were brought to operating suite for planned elective endovascular thoracic
endograft placement with planned coverage of left subclavian artery with subsequent
left subclavian to carotid artery transposition. Both patients tolerated the procedures
without complication and had subsequent improvement dysphagia symptoms.
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Q 162. A NEW SOURCE OF WORRY IN GASTROSTOMY TUBE PLACEMENT
IM Best
Presenter: Irwin M Best MD, MBA
Emory University
KIOSK #7
Introduction: Enteral nutrition is unquestionably the preferred route in oncology
patients with a functional gastrointestinal tract. Retrograde fluoroscopically placed
gastrostomy tubes are particularly favored by our oncology colleagues in the
management of patients with malignancies of the upper aero-digestive tract. However,
even minor surgical procedures can have significant life threatening complications. We
present the case of a patient with recurrent gastrostomy site hemorrhage five days after
g-tube placement. A 64-year-old man with head and neck cancer had an uneventful
fluoroscopically placed g-tube and was discharged home the following day. The patient
presented a week later following several episodes of significant bleeding from the
g-tube site. His hematocrit fell from his baseline of 42% to 30%. On presentation,
manual pressure was needed to control the brisk bleed, precluding any opportunity for
a CT-Angiography (CTA). An emergent angiogram was performed. No active bleeding
was found. The inferior epigastric artery was shown to be small and did not reach the
g-tube insertion site. The right gastroepiploic artery was in near the g-tube site and
was embolized. After angiography, 400mL of guaiac-positive coffee-ground fluid was
aspirated from the stomach. Although the patient had no further episodes of bleeding,
an explanation was needed for the intragastric blood as well as the hemorrhaging from
the g-tube tract. Thus, before discharge, an abdominal CTA was performed to evaluate
for other potential sources of bleeding. CTA showed a small contrast-enhancing
defect around the g-tube site, consistent with a pseudoaneurysm. Upon following
the course of this vessel, it was determined to be the left internal mammary artery.
The patient was returned to the angiography suite the following day and underwent
left internal mammary artery embolization of the pseudoaneurysm at the g-tube site.
At four months follow-up, the patient has remained stable without further bleeding.
Hemorrhage might present as an immediate or delayed complication of g-tube
placement. Likely causes of early bleeding include injury to the inferior epigastric artery,
laceration of the spleen; liver, gastric arteries, or gastric varices. Bleeding might be
retroperitoneal, intraperitoneal, gastrointestinal, or external and internal as in this case.
Late bleeding might occur from gastric ulceration at the stoma due to excess friction
from the bumper. Less frequently, a pseudoaneurysm of surrounding vessels may form
and cause recurrent episodes of severe bleeding. Pseudoaneurysm of the internal
mammary artery is an exceedingly rare complication of g-tube placement which has not
yet been cited in the literature. When discovered, such a pseudoaneurysm necessitates
prompt intervention to prevent exsanguination.
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Q 163. RESECTION OF AN INFERIOR VENA CAVA LEIOMYOSARCOMA
AR Harner, T Pham, N Ryan, G Agarwal, SK Kavuri, L Estes, E Kruse
Presenter: Andrew Harner MD
Medical College of Georgia at Augusta University
KIOSK #7
Introduction: Primary leiomyosarcomas of the inferior vena cava (IVC) are a rare
smooth muscle sarcoma with an estimated 300 described cases in the literature.
Prognosis is generally poor, however, improved survival has been demonstrated with
surgical excision to negative margins [3]. Consequently, prompt identification followed
by surgical excision with selective reconstruction of the IVC remains the cornerstone of
treatment. Herein, we describe a case in which a 2.3 x 1.9 cm primary intrahepatic IVC
leiomyosarcoma was excised and the resulting IVC defect successfully reconstructed.
Case Report: Our patient is a 54-year-old female who initially presented to an
emergency department with hypotension and syncopal episodes. As part of her
workup, a CT scan was performed which showed an incidental 2.3 x 1.9 cm solid, low
attenuation, heterogeneous mass located at the lateral wall of the inferior intrahepatic
IVC with associated narrowing of the IVC lumen (Fig 1). An MRI demonstrated the
lesion to be in the wall of the IVC itself and most consistent with a primary IVC tumor
but the differential included a hepatic or adrenal tumor. She subsequently underwent
transjugular core biopsy of the lesion which was consistent with leiomyosarcoma.
The patient was taken to the operating room as a multi-disciplinary case between
surgical oncology and vascular surgery where an en bloc excision of the vena cava was
performed with a right adrenalectomy. A total of one-third the IVC circumference was
resected, and this was repaired with a bovine pericardium patch. The patient had an
uneventful postoperative course and final pathology revealed complete resection of
the leiomyosarcoma with negative margins. A three month follow up MRI shows no
evidence of disease.
Primary leiomyosarcomas of the IVC present an interesting challenge to the surgeon
due to the rarity of the disease, the potential involvement of adjacent organs, and the
likely need for vascular reconstruction. Affected patients most commonly present
with abdominal pain, lower extremity edema, and weight loss, though they may be
asymptomatic on presentation as well. Both CT and MRI are important in the diagnosis
and surveillance of IVC leiomyosarcomas. CT findings typically show heterogeneous
enhancement with low attenuation, whereas on MRI, lesions typically appear isointense
on T1 and hyperintense on T2. To date, surgical resection is the only treatment
with a potentially curable outcome and may require en bloc resection with vascular
reconstruction. Adjuvant radiation therapy may reduce disease local recurrence but
has not been shown to improve overall survival. Consequently, a successful resectional
outcome hinges on a multidisciplinary surgical approach.
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Q 164. UNIQUE CASE OF DELAYED EXTERNAL ILIAC ARTERY PSEUDOANEURYSM
AFTER A REMOTE TOTAL HIP ARTHROPLASTY
AD Shahait, C Chagas, S Hussein, Z Bhat
Presenter: Awni Shahait MD
Wayne State University / Detroit Medical center
KIOSK #7
Introduction: Vascular intrapelvic complications due to total hip arthroplasty failure are
uncommon, with less than 30 cases reported in the literature. Herein we report a case
of unusual asymptomatic delayed vascular complication after ten years from right total
hip arthroplasty. A 55-year-old man, with multiple co-morbidities including end-stage
renal disease presumed to be due to hypertension. The patient was admitted for the
renal transplant surgery. Intraoperatively, right external iliac artery pseudoaneurysm
was discovered, which required the transplantation to be done on the left side.
The patient was asymptomatic without any vascular symptoms on the right lower
extremity. Pelvic X-ray was done and showed the protruding screw from prior total
hip arthroplasty. After recovery from the renal transplant surgery, the patient under
resection of the right external iliac artery pseudoaneurysm with primary anastomosis
by vascular surgery, with resection of the migrated screw by orthopedic surgery.
Vascular complications following hip arthroplasty can be classified as acute and
delayed. Delayed complications are rare, with the majority of patients having symptoms
related to the involved vessel, mainly pain due to compression by the pseudoaneurysm.
Asymptomatic presentation is very uncommon, like our case which was incidentally
discovered.
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Q 165. IATROGENIC MIDDLE COLIC ARTERY RUPTURE; CASE REPORT
AND LITERATURE REVIEW
B Hristov, D Rubay, A Belizon, T Genuit
Presenter: Boris Hristov MD
Florida Atlantic University
KIOSK #7
Introduction: Spontaneous arterial rupture is an extremely uncommon event. It is most
likely found in aortic artery aneurysms but can affect any artery of the body. Visceral
artery aneurysms are most common in the splenic artery and risk factors for them
include hypertension, smoking, atherosclerosis, medial degeneration or dysplasia,
connective tissue diseases and necrotizing vasculitides. A spontaneous rupture of the
middle colic artery is a rarely documented event and it is exceedingly rare without an
associated aneurysmal dilatation of the artery. In this case report we describe a case
of a previously healthy 51 year old female physician without a smoking history who
presented in extremis to the emergency department after collapsing at home. She was
hypotensive and was immediately resuscitated. CT scan performed showed evidence
of hemorrhagic collection in the lesser sac which was deemed to possibly represent
necrotizing pancreatitis. Her amylase and lipase levels were within normal limits. Once
she was resuscitated she underwent an exploratory laparotomy which revealed arterial
bleeding from the retroperitoneal side of the transverse colon mesentary. The middle
colic artery was identified as the cause of bleeding but there was no noted aneurysmal
dilatation. The patient recovered completely from the episode and post operative
CTA noted no evidence of other vascular abnormalities. In conclusion we present in
this case report an extremely rare case of a life threatening spontaneous middle colic
aftery rupture without evidence of associated visceral artery aneurysms. The patient
was successfully treated with arterial ligation and recovered fully. The patient has had
no known risk factors for such an occurance despite a thorough postoperative work
up. Visceral arterial ruptures are rare life threatening entities which must be quickly
identified and treated as they carry a high mortality rate.
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Q 166. CREATING MODEL STOP THE BLEED TRAINING PROGRAMS
AT THREE DISTINCT INSTITUTIONS
JIG Fridling, DS Shapiro, LM Jacobs Jr
Presenter: Jeremy Fridling BA, NREMT-P, TP-C
Quinnipiac University
KIOSK #7
Introduction: Following the Hartford Consensus, the American College of Surgeons
(ACS) Committee on Trauma created the Bleeding Control Basic class to teach
hemorrhage control to individuals with any level of experience, including none. Since
its 2015 creation, the course has been taught by more than 30,000 instructors to more
than 400,000 participants. Studies have shown that Stop the Bleed (STB) training is
retainable and provides participants with increased resiliency traits. The goal of this
project was to create sustainable STB programs at a medical school, fire department,
and secondary school to demonstrate feasibility and create model programs for the STB
campaign.
Methods: The chosen institutions were the Frank H. Netter MD School of Medicine
at Quinnipiac University (QU) in North Haven, CT, the Georgetown Day School (GDS)
in Washington, DC, and the Cabin John Park Volunteer Fire Department (CJPVFD)
in Bethesda, MD. STB presentation materials and training equipment are available to
instructors at the ACS Bleeding Control website. Purchase of ACS training equipment
was an investment of each site. Eligible trainees qualified to register as instructors and
deliver courses after receiving initial education from a certified STB instructor.
Results: Between January and August 2018, 12 free Bleeding Control classes were
held at QU, and 210 medical students, 25 nursing students, and 19 faculty members
completed the training. Following the training, thirty-four medical students, two
nursing students, and two faculty members (total 38) registered as instructors.
Thirty-two (84%) of the instructors assisted in delivery of a subsequent course. Seven
classes were held at GDS, and 246 9th and 10th grade students, three teachers, an
administrator, and the athletic trainer attended the training. Following the course, the
five faculty members were to register as instructors (2%), and the administration was
provided resources on the purchase of training materials. Six classes were held at the
CJPVFD. Twenty-nine volunteer Firefighters and EMS providers attended the classes.
Seventeen participants (59%) became instructors, and seven of the 17 (41%) have since
taught a course. QU spent $3,800 on four ACS Training Kits. The CJPVFD spent $950
on one training kit.
Conclusion: At QU, a single medical student offered free noncompulsory training to
students and faculty members using loaned equipment. The Surgical Clerkship Director
then presented a proposal to the Council on Curriculum Oversight to include STB
training as part of the first-year medical student curriculum. At GDS, the courses were
delivered by guest instructors—including the same medical student—who volunteered
their time and equipment. Courses were delivered during one class period, and training
will subsequently be included in the 9th grade Physical Education curriculum. The
CJPVFD brought in the same medical student to train their members at no cost. The
CJPVFD has since offered their own classes to the public. This project demonstrates
that STB training programs can be created at different organizations with a trained
instructor for a small financial investment.
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Q 167. REPAIR OF URETERAL LEAKS POST KIDNEY TRANSPLANTATION
J Buggs, V Gamarra, R Watson, J Sokolich, H Pearson, J Huang, E Rogers, A Kumar, V Bowers
Presenter: Jacentha Buggs MD
Tampa General Hospital
KIOSK #7
Introduction: More than 193,000 patients in the United States have received a kidney
transplant as the preferred treatment for ESRD as it reduces mortality, restores the
quality of life and is ultimately more cost-effective than dialysis. Renal transplantation
like any surgery has potential risks and complications including urine leaks which are
reported to occur between 1.2% and 8.9%, with no consensus on a preferred standard
of care. We hypothesized a difference in outcomes based on three types of urine
leak treatment modalities post kidney transplant (KT), including conservative (Foley
catheter), minimally invasive (Radiologic) and surgical repair.
Methods: After obtaining IRB approval, we conducted a retrospective cohort study of
consecutive adult kidney transplants from 2012-2017 (we excluded pediatric kidney
transplant recipients). We identified patients who developed a urine leak within oneyear post-op. The patients were grouped by treatment modality selected by surgeons’
preference. The difference in continuous variables across compared groups was
assessed using Mann-Whitney U Test and one-way analysis of variance. Chi-square
test was used for binary outcomes. Time-to-event outcomes were analyzed using the
Cox-proportional hazards method. All p-values were 2-sided and <0.05 was considered
statistically significant.
Results: We performed 1,375 kidney transplants and excluded 67 pediatric patients.
We analyzed 1,308 patient records and identified 36 cases of ureteral leaks within
one year of the transplant. Patients with a urine leak were found to have statistically
significant longer length of stays (p<0.001), more readmissions (p<0.001), more
delayed graft function (p=0.001), and lower rates of graft survival (p=0.03). There
was no statistical difference in patient survival based on the development of a urine
leak. The choice of treatment for post-operative kidney transplant urine leak by foley
catheter, radiologic intervention or surgical repair demonstrated no difference in length
of stay, delayed graft function, transplant admission medical complications or surgical
complications, readmissions, 1-year medical complications or surgical complications,
resolution of urine leaks, graft survival, or patient survival. There was a significant
difference in the number of days to the diagnosis of a leak by treatment type (p<0.001).
Conclusion: The complication of a urine leak after a kidney transplant is associated
with statistically significant longer lengths of stay, more readmissions, greater rates of
delayed graft function, and worse graft survival. The preferred treatment of urine leaks
after kidney transplantation remains controversial despite no statistical difference in
any graft or patient outcomes based on treatment with a foley catheter, radiological
intervention or surgical repair. Given the statistically significant rate of graft loss with
urine leaks, treatment modalities need to be further examined to determine the most
efficient and cost-effective option for kidney transplant recipients with post operative
urine leaks.
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Q 168. OUTCOMES OF OPEN CARPAL TUNNEL RELEASE (OCTR) WITH
NO TOURNIQUET COMPARED TO OCTR WITH TOURNIQUET
DS Urias, T Simunich, E Oberlander, K Shayesteh
Presenter: Daniel Urias MD
Conemaugh Memorial Medical Center
KIOSK #7
Introduction: The open carpal tunnel release (oCTR) with no tourniquet approach using
a local anesthetic with epinephrine for hemostasis, has been used for decades with
good results. The advantage of tourniquet use is it provides a near bloodless operative
field therefore better exposure, potentially a decrease in operative time, with the goal of
decrease complications and better results. We examined multiple methods and elected
to implement oCTR with no tourniquet and compare to the current practice technique
in our facility (oCTR with tourniquet) with the hypothesis that there would be no
difference in clinical outcomes.
Methods: One hundred and four adult patients with carpal tunnel syndrome meeting
inclusion criteria were enrolled and randomized to either oCTR with no tourniquet or
oCTR with tourniquet. The Levine-Katz symptom severity and functional status scale
was used preoperatively and postoperatively to determine and compare the clinical
change in each cohort. Demographics, procedure length, blood loss, incision length,
outcomes (i.e. hematoma, nerve damage, and self-reported symptom resolution) was
also gathered and compared.
Results: The no tourniquet (N=52) and tourniquet (N=45) groups were similar on age,
sex, procedure length, blood loss, and incision length. Hematoma, nerve damage, and
self-reported symptom resolution were also similar. By time point, the difference in
Levine-Katz symptom severity and functional status scales between groups (tourniquet
& no tourniquet) was not statistically significant (pre: P=.758, P=.826; post: P=.770,
P=.317, respectively per scale). The main effect of time showed a statistically significant
difference in mean improvement from pre to post of both symptom severity and
function (P<.0005) for both groups (no tourniquet and tourniquet).
Conclusion: Each aspect of safety, efficiency, patient satisfaction, costs, ease, technical
aspects, and outcomes of many operative procedures are under intense scrutiny by
surgeons and administrators to be improved without sacrificing any one for the other.
These results support the use of oCTR with no tourniquet for patients and surgeons
that prefer this method. Both can be reassured that the clinical outcomes will be similar
with the use of either procedure. Moving forward oCTR with no tourniquet is being
implemented in our practice with further plans to implement wide wake oCTR with no
tourniquet.
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Q 169. TRAUMATIC SUB-ARACHNOID VERSUS NON-SUBARACHNOID
INTRACRANIAL HEMORRHAGES: THE IMPACT OF DECISION MAKING
ON PATIENT SAFETY
B Diaz, A Elkbuli, R Wobing, S Hai, D Boneva, M McKenney
Presenter: Brandon Diaz MD
Kendall Regional Medical Center
KIOSK #7
Introduction: Traumatic intracranial hemorrhages are high priority injuries and
potentially life threatening. Patient recovery from these severe injuries can vary from
full functionality to death. There is insufficient substantial scientific evidence that
evaluated and directly compared outcomes for traumatic subarachnoid versus nonsubarachnoid intracranial hemorrhage (ICH). Our study main objective was to compare
both the mortality and the need for neurosurgical intervention(s) between traumatic
subarachnoid hemorrhages and non-subarachnoid intra-cranial hemorrhages.
Methods: A retrospective review of data from our institution’s Trauma Registry from
2013 through 2016. Patients were divided into two cohorts: traumatic SAH (Group 1)
and non-subarachnoid ICH (Group 2). Chi-squared analysis was used with statistical
significance defined as p<0.05.
Results: A total of 12,482 trauma patients were admitted during the four-year study
period ending on December 31, 2016, 261 had an isolated SAH (Group 1) and 1,075 had
a non-subarachnoid ICH (Group 2). There was no significant difference in demographic
characteristics between the two groups. Need for neurosurgical intervention was
significantly different comparing the SAH versus non-subarachnoid ICH groups (2 vs
142, p<0.001). Mortality rates were significantly lower in the SAH compared to the nonsubarachnoid ICH group (22 vs 71, p<0.001).
Conclusion: Traumatic SAH is associated with a significantly lower risk of death and
lower risk of requiring emergent neurosurgical intervention when compared to nonsubarachnoid ICH.
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Q 170. DYSPHAGIA AND COMPLICATIONS SECONDARY TO ANTERIOR
CERVICAL DISCECTOMY AND FUSION
JK Fortson, L Giannone, R Su
Presenter: Lucia Giannone MS4
Atlanta Cancer Research and Education Foundation
KIOSK #7
Introduction: Dysphagia and complications secondary to Anterior cervical discectomy
and fusion. ACDF is an operation to remove a herniated or degenerative disc, and
then fuse the bones together. It often presents with secondary complications such
as dysphagia, shortness of breath and hoarseness. This manuscript aims to provide
education regarding occurrence of secondary side effects from this surgery. We present
a case of a 61year old male patient who was seen at the clinic secondary to difficulty
swallowing after ACDF performed in June 2016. Dysphagia has been present since
surgery, coughing and continuous clearing throat, aspiration, and occasional respiratory
distress present. From 2016 till present patient has been experiencing worsening
shortness of breath, constant throat clearing, throat tightness, dysphagia for solids
and liquids. After barium swallow study performed patient demonstrating moderate
oropharyngeal dysphagia characterized by poor laryngeal elevation/excursion, poor
UES opening, delayed swallow trigger, malfunction of epiglottis. Dysphagia, malfunction
of epiglottis, aspiration and respiratory distress are some of the complications of ACDF
with dysphagia being the most common complication. This report demonstrates the
important association between dysphagia secondary to ACDF. Therefore, it is essential
that providers are aware of secondary complications after the surgery and research
possible differences in management and outcomes.
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Q 171. SPLENIC ABSCESS: CHARACTERIZING MANAGEMENT AND OUTCOMES
FOR A RARE DISEASE
LF O’Connor, KA Young, CW Walker, KA Widom, DM Torres, JL Wild
Presenter: Lauren O’Connor
Geisinger Medical Center
KIOSK #8
Introduction: Splenic abscess is a rare but serious condition, traditionally treated with
splenectomy. Recent case series have reported successful non-operative management
(NOM) utilizing radiology-guided drainage; however, the incidence and outcomes of
failed NOM have not been described. This study aims to characterize outcomes of
operative and NOM, while also describing the characteristics of those who fail NOM.
Methods: This was a retrospective review of splenic abscess patients (≥18 years old)
who were admitted between 1/1/2007 and 5/1/2018 to a three-hospital healthcare
system. Patients were classified into operative or NOM based on the initial intent to
treat. Outcomes from the index admission were studied, along with outcomes up to
1-year from index admission discharge. Descriptive statistics were used.
Results: Twenty-two patients were studied; 3 received an immediate splenectomy.
Nineteen patients underwent NOM with 12 (63.2%) failing (median time to failure: 12
days). All NOM included drainage except for 2 failure patients who received aspiration.
Median hospitalization was 10.5, 17 and 10 days for failed NOM, successful NOM
and immediate splenectomy, respectively. Failed NOM demonstrated high postintervention morbidity (7 patients, 58.3%, commonly respiratory failure, sepsis, C.
difficile infection) compared to successful NOM (1 patient, 14.3%, pulmonary embolus)
and immediate splenectomy (1 patient, 33.3%, AKI). Similarly, failing NOM had a
high rate of unplanned 1-year readmissions (11 patients, 91.6%), whereas 3 successful
NOM patients (42.9%) were readmitted. No immediate splenectomy patients were
readmitted. There were no mortalities. Similar demographics and presentations were
observed between failed and successful NOM (Table 1). Notably, however, from the 19
NOM patients, 7 patients presented with a multilocular abscess with nearly all patients
(6, 85.7%) failing.
Conclusion: NOM of splenic abscesses demonstrated a high failure rate and patients
failing NOM experienced high morbidity. Preliminary observation suggests loculation
may contribute to the failure of NOM. Future research is needed to improve outcomes
and optimize treatment selection.
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Q 172. GIANT EPITHELIAL SPLENIC CYST: AN UNUSUAL CAUSE OF ABDOMINAL
PAIN IN A HEALTHY ADOLESCENT MALE
KT Carter, JK Oberoi, BD Shepherd, TB Shaw, SD Batson
Presenter: Benjamin Shepherd MD
University of Mississippi Medical Center
KIOSK #8
Introduction: Splenic cysts are uncommonly seen in practice. They are categorized
by etiology: parasitic versus nonparasitic. Nonparasitic cysts are further subdivided
into true versus false cysts based on the presence or absence of an epithelial lining.
True splenic cysts, typically seen in children, adolescents, and young adults, are a rare
phenomenon with an incidence of only 0.7%. While management options are varied,
there is a general consensus that cysts with a diameter greater than 5 cm should be
treated surgically. Cysts measuring 5 cm or greater have an increased risk of rupture,
which could potentially lead to life-threatening hemoperitoneum. We present a case
of a giant epithelial splenic cyst as an unusual cause of abdominal pain in an otherwise
healthy adolescent male. A 17-year-old African American male presented with
complaints of intermittent, acutely worsening left upper quadrant (LUQ) abdominal
pain present for one week. He also endorsed a one-month history of “fullness” in his
LUQ and new onset respiratory discomfort. He had no history of recent trauma. A
computed tomography (CT) scan of his abdomen and pelvis revealed a large splenic
cyst measuring 24 x 16 x 14 cm (Figure 1). Imaging and physical exam demonstrated
no indication of rupture or associated hemorrhage. Despite these findings, there was
significant concern regarding the cyst’s large size and the new onset of respiratory
complaints. Management with close observation with a planned operation during his
admission was decided upon. The patient was taken to the operating room on hospital
day 2 and underwent an open splenectomy with concomitant cyst removal. A total
splenectomy was performed as opposed to a partial splenectomy given the close
proximity of the cyst to the splenic hilum and concern for nonviability of residual splenic
tissue. Examination of the specimen by pathology showed splenomegaly (375 grams)
with epithelial cyst measuring 16.4 x 11.5 cm (Figure 1). The patient did have a postoperative ileus, however this resolved by post-operative day 4 and he was able to be
discharged home on post-operative day 5. He has since followed up in the clinic and is
doing well with no complications. This case describes an infrequent cause of abdominal
pain and illustrates a potential operative strategy for giant splenic cysts.
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Q 173. WANDERING SPLEEN WITH 720-DEGREE TORSION: A CASE REPORT
M McCullers, R Ng, A Gamenthaler
Presenter: Michelle McCullers
Florida State University College of Medicine
KIOSK #8
Introduction: Wandering spleen is a rare surgical condition that can result is splenic
torsion and acute infarction. We present a rare case of a 36-year-old female with a
wandering spleen and a 720-degree torsions of the spleen and distal pancreas treated
with distal pancreatectomy and splenectomy.
Methods: A 36-year-old female with a history of drug abuse and weight loss presented
to the emergency department with severe acute onset of left upper quadrant pain. The
patient was clinically stable and was evaluated with a CT scan of the abdomen and
pelvis that revealed a 820-degree torsion of the distal pancreas and spleen. The patient
was taken to the operating room and underwent exploratory laparotomy. The patient
underwent distal pancreatectomy and splenectomy for infarcted spleen and distal
pancreas. The patient had an uneventful recovery from surgery and was discharged
home on postoperative day 5.
Results: Wandering spleen is a condition caused by abnormal development of the
splenic ligaments. As a result, the spleen has excessive laxity and is able to migrate
away from its original retroperitoneal anatomic location. This leads to an increased
risk of splenic pedicle torsion that can incorporate other organs such as the pancreas
and cause multi-organ infarcts or vascular congestion. Cases of wandering spleen with
pancreatic torsion involvement are even more uncommon, with only a handful of cases
reported in the adult population. Treatment is with splenectomy as well as resection
of other infarcted organs with good outcomes. The patient responded ell to surgical
management with no adverse outcomes.
Conclusion: Wandering spleen with pancreatic infarction is rare and was successfully
managed with surgical splenectomy and distal pancreatectomy in this case.
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Q 174. POSTOPERATIVE HEMOPTYSIS AND DIFFUSE ALVEOLAR HEMORRHAGE
ASSOCIATED WITH NEGATIVE PRESSURE PULMONARY EDEMA
S Klepner, A Ong
Presenter: Stephen Klepner DO
Reading Hospital
Introduction: Negative pressure pulmonary edema (NPPE) is a rare and potentially
life-threatening complication of general anesthesia. It occurs after forced inspiration
against a closed glottis. Although NPPE is common, hemoptysis as a manifestation is
rare. Methods We report a 31-year-old male, with no past medical history, who initially
presented to the hospital after an accident with a nail gun resulted in a nail lodged in his
distal humerus. The patient underwent surgical removal of the nail under anesthesia.
He received sevoflurane via laryngeal masked airway. On arrival to the recovery room
however, the patient was somnolent and began breathing spontaneously against an
obstructed glottis causing severe hypoxemia. He improved with the insertion of a
nasopharyngeal airway. Approximately 10 hours later, he began coughing up bright
red blood, developed tachycardia and hypoxemia. Chest x-ray and CT scan revealed
bilateral infiltrates consistent with diffuse alveolar hemorrhage (DAH). He was placed
in the ICU for monitoring and recovered with conservative measures and no long-term
sequelae. A literature review of negative pressure pulmonary edema and other causes
of diffuse alveolar hemorrhage was performed. Results Negative pressure pulmonary
edema (NPPE) is a well-described complication of general anesthesia occurring in
approximately 0.05%-0.1% of intubations. Most commonly it occurs in the setting
of post-extubation laryngospasm whereby patients develop an acute upper airway
obstruction and attempt to inspire against a closed glottis. Hallmark symptoms of
NPPE include: tachypnea, tachycardia, progressive oxygen desaturation, rale, pink
frothy sputum and bilateral pulmonary edema seen on chest x-ray in the absence of
heart failure or other lung injury. Diffuse alveolar hemorrhage and hemoptysis in the
setting of NPPE is a much rarer occurrence with only a small number or case reports
and one case series in the literature. Authors have theorized that alveolar hemorrhage
is due to stress failure of the capillary membrane due to the tremendous negative
pressure generated during the airway obstruction as well as the increased preload and
afterload strain from the heart. The literature also reports cases of unexplained diffuse
alveolar hemorrhage which have been attributed to sevoflurane. These patients present
similarly and thus cannot be ruled out as a potential cause of our patient’s condition.
Conclusion This case report describes a patient with postoperative diffuse alveolar
hemorrhage (DAH) as a rare complication after general anesthesia, and serves as a
review of diagnosis, pathophysiology, and
management of NPPE and DAH. Although
NPPE is a well-documented complication
of upper airway obstruction, there are very
few reports of associated cases of DAH and
hemoptysis. Given its rarity, physicians need
to be aware of this entity in the appropriate
clinical setting. With early recognition and
prompt intervention, NPPE and DAH can be
easily treated with no long-term sequelae.
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Q 175. THE INTERSECTION OF SURGICAL EDUCATION AND INDUSTRY:
AN ADVANCED PORCINE LAPAROSCOPIC HEMOSTASIS SIMULATION FOR
RESIDENT EDUCATION
AT Badger, MS Powell
Presenter: Ashley Badger MD
Wake Forest Baptist Medical Center
KIOSK #8
Introduction: As a result of more stringent work hour restrictions and quickly emerging
surgical techniques, simulation training (ST) has an expanding role in surgical graduate
medical education. Increasingly, ST has included familiarizing trainees with products
(energy devices, tissue staplers, hemostatic agents) commonly utilized in the operating
room. The inclusion of innovative industry partnerships in ST allows trainees to couple
advancement of technical skill with attaining better understanding of the mechanisms
and safe use of surgical products. We conducted an Advanced Porcine Laparoscopic
Hemostasis Simulation (APLHS) with the goal of improving knowledge of laparoscopic
management of hemorrhage and familiarity with hemostatic agents.
Methods: The APLHS was designed by Minimally Invasive Surgery (MIS) faculty.
Industry partners (IP) aligned with the priority of education for surgical trainees were
identified. IP led a didactic session on hemostatic agents prior to the simulation.
General surgery residents (GSR) of PGY4, PGY5 level and MIS fellows completed an
anonymous survey before and after participation in the APLHS. The survey assessed
knowledge of laparoscopic techniques for management of hemorrhage and appropriate,
cost effective use of hemostatic agents. APLHS was conducted with adult pigs under
general anesthesia. Under faculty guidance, a structured series of injuries were created,
including: trocar injury to liver, splenic capsule tear, injury to major venous structure
(inferior vena cava or portal vein). These injuries were managed with laparoscopic
techniques, various hemostatic agents.
Results: Six GSR and two MIS fellows completed the APLHS. There was 100% pre
and post lab survey completion. The post lab survey results demonstrated increased
knowledge of laparoscopic techniques for hemostasis and better understanding of
the situations in which a given technique is appropriate. Results also showed that
participants gained knowledge of the mechanism of action and efficacious application
of various hemostatic agents. There was decreased heterogeneity in the post lab survey
responses amongst PGY levels. Overall, participants indicated increased confidence in
their ability to effectively manage uncontrolled bleeding during a laparoscopic case. All
participants recommended participation in APLHS to peers.
Conclusion: We demonstrated that the APLHS, in conjunction with a didactic session
focused on hemostatic agents led by IP, is a high impact learning tool for surgical
trainees, specifically in management of uncontrolled laparoscopic bleeding. All surgical
trainees who participated in APLHS indicated being more confident in both knowledge
of laparoscopic techniques for management of hemorrhage and appropriate use of
hemostatic agents. We remain cognizant of the potential for bias due to involvement
of IP. Nonetheless, the emphasis of the APLHS on creating an educational, high fidelity
simulation for surgical trainees makes it a tool that positively impacts surgical training
and, in turn, patient care.
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Q 176. DEVELOPMENT OF AN AFFORDABLE, MULTIPURPOSE ARTIFICIAL SKIN
MODEL FOR USE IN SURGICAL SKILLS TRAINING
SD Cojocaru, MA Liotta, KS Oberoi, AM Merchant, A Kunac
Presenter: Sandra Cojocaru BS
Rutgers University
KIOSK #8
Introduction: Skin is a commonly simulated tissue used for surgical skills training.
While there are many commercially available skin models, one of the disadvantages
is that they can be cost prohibitive, with a single 9” x 5” sheet costing anywhere
between $13.50 to $240, depending on the complexity of the model. Also, many
of these models are created to simulate just one or a few facets of normal skin.
Furthermore, these commercially available models are often composed of synthetic
materials. Our goal was to create an affordable, multipurpose, and easy to make
Artificial Skin Model (ASM) using all-natural materials. Our ASM was composed of
two layers, each containing a mixture of 95% glycerin, gelatin, and water. The top
layer also contained icing, which contributed to the overall strength of the material,
in addition to providing it with a lifelike texture and flesh-tone. Brown food coloring
could be added to create a darker skin tone. The two mixtures were microwaved and
then poured into a 9” x 5” rectangular pan in two thin layers directly on top of each
other. The components were then allowed to set for 24 hours in a standard, household
refrigerator. We attempted to assess the utility of our ASM for multiple purposes,
including the creation of a central line model, breast model, and a component of a
novel cricothyrotomy model. Our ASM has a superficial, pigmented layer textured
like normal epidermis and a deeper, translucent-yellow layer similar to subcutaneous
tissue. It is pliable, elastic, resistant to tearing, and resistant to mold growth for ≥8
weeks. We assessed our model’s ultrasound characteristics by creating a thicker ASM
containing fluid-filled silicone tubing. We easily visualized the tubing, illustrating the
model’s sonolucency. Additionally, we could cannulate the tubing without causing
damage. Next, we simulated a breast by creating a thin pigmented layer and larger,
hemispheric “subcutaneous” layer. A marble inserted between layers could be palpated
externally, simulating breast pathology. Lastly, we were able to use our ASM as part
of a larger cricothyrotomy model we are developing. We were able to palpate the
cartilaginous landmarks through our ASM as well as easily cut it with a scalpel. Table 1
illustrates the above findings and the cost associated with the creation of each model.
Our ASM provides a 9” x 5” x 0.1” sheet of artificial skin for $2.22, which is cheaper
than commercially available alternatives. It is made of all-natural, readily available
materials; is easy to create without technical expertise; and exhibits many properties
of human skin. The ability to embed fluid-containing materials within our ASM,
coupled with its sonolucency opens the door for the creation of different models for
percutaneous interventions performed by surgeons, including central line placement,
abscess drainage, and cyst aspiration. Furthermore, we have shown that our model can
simulate a human breast with and without pathology as well as be used with a novel
cricothyrotomy model. Our multipurpose ASM has the potential to be used to create
multiple models for surgical trainees to develop their skills.
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Q 177. APPLICATION OF PORCINE EXTRACELLULAR MATRIX FOLLOWING
STAGED EXCISIONAL DEBRIDEMENT OF NECROTIZING SOFT TISSUE
INFECTIONS
ME Lane, JD Sciarretta, G Alizo
Presenter: Morgan Lane MD
Grand Strand Medical Center
KIOSK #8
Introduction: The use of acellular matrices for tissue regeneration provides structural
support during wound healing. Derived from mammalian tissue, acellular dermal
xenograft products undergo processing to remove cells and retain portions of the
extracellular matrix, including the basement membrane and lamina propria. Use of
acellular matrices is potentially beneficial for accelerating wound healing in large
wounds and to provide a granulation base over tissues such as fascia or tendons.
We discuss a case series of staged excisional debridement for necrotizing soft tissue
infections with use of extracellular porcine urinary bladder dermal matrices (UBM).
This case series identifies four cases of necrotizing soft tissue infection between April
2016 and May 2017, in which treatment consisted of serial wound debridements and
application of UBM. The mean number of debridements ranged from 4-8 (mean 5.7).
The number of xenograft applications for each patient ranged from 1-3. All but one
patient, who had delayed primary closure of the wound on day 7, ultimately underwent
skin grafting with a mean time from first debridement to skin graft of 31.6 days (range
24-46). In each case, UBM application was coupled with negative pressure wound
dressings. Extracellular matrix provides additional structural support and acellular
components which facilitate soft tissue wound regeneration and remodeling. UBM
remains a viable option to accelerate wound healing following source control and
promote angiogenesis, collagen synthesis, and tissue remodeling.
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Q 178. USE OF ACELLULAR URINARY BLADDER MATRIX FOR ACCELERATED
SOFT TISSUE RECOVERY IN COMPLICATED GANGRENOUS DIABETIC FOOT
INFECTIONS
TD Ottofaro, JD Sciarretta
Presenter: Trevor Ottofaro MD
Grand Strand Medical Center
KIOSK #8
Introduction: Foot infections are among the most common complication in diabetics,
with high morbidity and risk of amputation. Neuropathy, vascular insufficiency, and
diminished neutrophil function make diabetics susceptible to foot infections and
subsequent non-healing wounds. While many of these wounds may progress to require
an amputation, tissue engineering is now evolving to play a role in treatment. Tissue
engineered extracellular matrix (ECM) derived from porcine urinary bladder (UBM)
provides a bimodal surface of basement membrane and subjacent lamina propria
that serves as a scaffold for cellular attachment, growth, and differentiation within
wounds. This case report follows a 62-year-old female with a past medical history
of poorly controlled diabetes mellitus type II complicated by peripheral neuropathy,
who initially presented with a chronic left foot wound complicated by necrotic bullae
on the lateral dorsal foot. Patient was noted to be afebrile with leukocytosis of 19.5 K/
mm3, CRP of 23.50 mg/dl, ESR of 132 mm/hour, and glucose of 365 on admission.
Due to concern for necrotizing fasciitis, patient underwent incision and drainage with
wound vacuum placement. Subsequently, the patient required an amputation of the
left 4th ray due to concern for osteomyelitis. Intra-operative wound cultures were
positive for enterococcus and anaerobes; thus she was started on intravenous Zosyn.
After one debridement of the wound, she was taken for a second left foot debridement,
which revealed a 10x10 cm open, gangrenous non-healing diabetic wound with
exposed tendon overlying the 3rd ray. Thus, ECM xenograft and powder was applied
in conjunction with negative pressure therapy. The wound vacuum was changed
weekly thereafter. After discharge, patient was followed weekly in clinic with monthly
serial debridement and reapplication of UBM. Over the ensuing 3 months of serial
debridements, the patient’s wound decreased in size and remained free of infection
with eventual complete secondary intention. This report proposes that ECM products
facilitate and accelerate soft tissue healing in gangrenous non-healing wounds. The
acellular scaffold and growth factors provide the necessary structural support and
stimuli that promotes wound regeneration and remodeling. Thus, UBM coupled with
serial debridement and negative pressure therapy may represent a viable treatment
option in non-healing gangrenous diabetic foot wounds, which ultimately mitigates the
risk of subsequent amputation.
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Q 179. PERCUTANEOUS ENDOSCOPIC GASTROSTOMY SITE HERNIA:
A RARE COMPLICATION WITH ITS SURGICAL AND ENDOSCOPIC MANAGEMENT
JJ Gregory, DD Moffat, CW Chung, ME Dorlon, DM Countryman
Presenter: David Moffat MD
Medical University of South Carolina
KIOSK #8
Introduction: Gastrostomy tube placement is the preferred route of enteral nutrition for
various conditions ranging from neurological impairment to obstructive aero-digestive
tumors. While Percutaneous endoscopic gastrostomy (PEG) placement is common, a
significant complication rate remains (reported as 39% at two weeks and 27% at two
months). Parastomal PEG site herniation is an infrequent complication; six cases have
been reported, five following PEG tube removal. Open primary repair, mesh repair,
and laparoscopic repair with mesh are available dependent upon patient factors and
surgeon preference. We present an interesting case of falciform ligament and gastric
herniation , with a proposed management strategy.
CASE REPORT: An 82-year-old male with a history of oropharyngeal cancer who
underwent a total laryngectomy and radiation with PEG placement for long term enteral
access presented with peristomal abdominal pain. He was noted to have a reducible
parastomal hernia with subsequent computed tomography demonstrating herniation of
the gastrostomy site and intra-abdominal fat as seen in the Figure 1. Due to the patient’s
dependence on the gastrostomy tube for enteral nutrition, a combined procedure
involving placement of a new gastrostomy tube and hernia repair was undertaken.
A new PEG was placed more proximally in the fundus of the stomach prior to hernia
repair to allow for insufflation. After securing the new PEG tube, an open primary repair
of the five-centimeter defect was performed. We elected for primary repair given the
chronically inflamed tissues around his stoma and concern for the potential of a mesh
infection. The hernia was found to contain much of the falciform ligament as well as
the gastrostomy site. Removal of the previous gastrostomy tube was approached
in a similar manner as gastro-cutaneous fistula closure, with stapled closure of the
gastrostomy. Endoscopy confirmed complete closure of his prior gastrostomy with a
well seated new PEG tube.
A rarely reported complication of PEG tube placement is parastomal hernia. The
incidence of PEG placement has gradually increased, while its complication rate has
remained relatively static. One of the more common early and late complications of
PEG placement is peristomal abdominal pain. Hernia at the gastrostomy site should be
included in the differential for patients presenting with such complaints. Repair of these
parastomal hernias is dependent upon many factors including any ongoing need for
enteral access, hernia size, and tissue quality. We present a strategy for safely securing
a new gastrostomy tube with repair of the parastomal hernia.
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Q 180. LAPAROSCOPIC PARTIAL CYST RESECTION AS A VIABLE SURGICAL
TREATMENT FOR CHYLOUS MESENTERIC CYSTS
TK Rickett, TS Reynolds
Presenter: Tylee Rickett BS
St. George’s University
KIOSK #8
Introduction: Mesenteric cysts are benign pathologic entities responsible for 1
in 100,000 adult hospital admissions, and are most commonly found within the
mesentery of the small bowel. Chylous mesenteric cysts, a rare form of mesenteric cyst
first described by Rokitansky in 1842, make up an estimated 7.3% of all symptomatic
abdominal cysts. Chylous mesenteric cysts do not require surgical intervention
unless symptomatic. Symptoms including pain, obstruction, pancreatitis, and other
nonspecific symptoms develop secondary to extrinsic compression on nearby intraabdominal structures. Multiple surgical approaches have been described including
simple drainage, marsupialization, and open or laparoscopic partial excision or
complete enucleation.
We present the case of a 39-year-old male with low grade mid-abdominal pain for
roughly 12 weeks with worsening over the previous five days. There were no associated
symptoms including nausea or emesis. Physical examination was benign except for
mild tenderness to palpation of the mid abdominal area without presence of palpable
masses, guarding, or rebound tenderness. Contrast CT of the abdomen and pelvis
showed a 10 x 9.6 x 9.2 cm mesenteric mass. The patient elected to proceed with
laparoscopic excision. Operative procedure began with a diagnostic laparoscopy.
Chylous residue with filmy chylous adhesions were visualized over the entire peritoneal
lining. The omentum was found to be encasing the mesenteric abdominal mass. The
patient was placed in Trendelenburg position and the omentum lifted superiorly. The
anterior aspect of the cyst wall came into view and found to be very thin. An initial
attempt to enucleate proved impossible given the very thin and friable nature of
the cyst wall. We opened the cyst anteriorly and approximately 550 mL of chylousappearing fluid was suctioned and sent for sampling. The SMA was visualized along the
lateral aspect of the cyst and could not be safely dissected free. Additional mesenteric
veins were also visualized and densely adhered to the cyst wall. We extended the
opening and excised the anterior 30% of the cyst wall and partially enucleated the
inner lining of the remaining cyst wall. At least 25% of the cyst wall remained near the
root of the mesentery. A section of the cyst wall was sent to pathology and fluid was
sent for cytology. Copious irrigation and suction was performed to clear all grossly
cloudy fluid from both the cyst and the pelvis. Two round Davol® drains were placed
before incisions were closed. Complete resolution was observed on a three-month
postoperative CT scan. A literature review comparing surgical techniques with
recurrence rates has shown that these symptomatic cysts can be treated surgically with
many successful techniques including complete enucleation, partial excision/deroofing,
marsupialization, and simple drainage. Complications of surgical intervention include
recurrence as well as injury to surrounding structures. Chyloma deroofing is a minimally
invasive technique that has proved successful in the setting where complete excision
may require laparotomy or increased risk to vasculature or viscera. To conclude,
this case has shown that laparoscopic deroofing and drainage is a viable option in
management of chylous mesenteric cysts.
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Q 181. THE USE OF MICROLYTE AG BIORESORBABLE WOUND MATRIX AS A
SURGICAL IMPLANT TO PREVENT POSTOPERATIVE SURGICAL SITE INFECTION
SJ Waterman Manning, MJ Schurr
Presenter: Sarah Waterman Manning MD
Mountain Area Health Education Center (MAHEC)
KIOSK #8
Introduction: Chronic wounds have deviated from normal healing physiology and
create a considerable burden on the health care system. Diabetes and wound infections
are the most common disease processes associated with chronic wounds. Myriad
topical preparations and wound dressings exist but success has been limited by doserelated cytotoxicity of common agents such as silver. MicroLyte Ag is a polyelectrolyte
multilayer nanofilm that is impregnated with silver. The thin layered construction
of the film creates a bioresorbable implant while the low levels of silver required for
effective anti-microbial action avoid counterproductive tissue cytotoxicity. This case
report introduces a patient with multiple risk factors for poor wound healing who
had a protracted course of a non-healing wound with exposed tendon. Application of
a MicroLyte Ag at the time of her local flap surgery stimulated rapid closure of this
chronic wound.
Case Description: The patient is a 33-year-old woman with a past medical history
significant for poorly controlled insulin-dependent diabetes, ongoing tobacco abuse,
and recurrent necrotizing soft tissue infections who presented to the Emergency
General Surgery service in December of 2017 for a left arm abscess. This required
multiple trips to the operating room for debridement with both General and Orthopedic
Surgery and she was ultimately left with a chronic, necrotic left arm wound with
exposed bicep tendon. After a failed split-thickness skin graft placement in January of
2018, she was treated with four different traditional wound care regimens that failed
to stimulate closure of her wound. She ultimately presented in March of 2018. She
underwent Z-plasty closure and MicroLyte Ag was implanted on top of the biceps
tendon and under the skin flaps prior to skin closure. She was seen on post-operative
Day 4 and the wound demonstrated excellent approximation. On post-operative Day
14, sutures were removed in clinic and the wound had no evidence of re-opening. In
the subsequent months, the wound has remained healed and she has regained range
of motion in her left elbow. Figure 1 demonstrates the wound prior to surgery, during
surgery, and on post-operative Day 14.
This patient had multiple risk factors for postoperative surgical site infection including
poor glycemic control, polymicrobial infection, and ongoing tobacco abuse. MicroLyte
Ag implanted at the time of surgery was well tolerated and associated with positive
outcome. This is the first reported case of implantation of the antimicrobial matrix.
Novel technologies offer a solution to complex, non-healing wounds in patients with
significant impediments to healing.
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Q 182. FECALITHS: A RARE AND UNUSUAL CAUSE FOR MECHANICAL SMALL
BOWEL OBSTRUCTION
CQ Wang, TJ Herron, DM Davis
Presenter: Chloe Wang MD
University of South Florida
KIOSK #8
Introduction: Small bowel obstructions are a common surgical condition. Small bowel
obstruction caused by fecaliths are rare. We report here a case of a fecalith-induced
bowel obstruction found on exploratory laparotomy. A 52-year-old male presented with
2-day history of abdominal pain, nausea, and vomiting. He had a history of previous
abdominal surgery for nephrolithiasis. His vital signs were within normal limits. On
exam, he had a soft abdomen that was distended and tender to palpation; however
he had no guarding, rebound, or signs of peritonitis. His laboratory values were within
normal limits. CT demonstrated dilated loops of small bowel consistent with the
clinical picture of partial small bowel obstruction. A nasogastric tube was placed for
decompression. After failing to progress with nonoperative management, an upper
GI with small bowel follow-through was obtained and demonstrated high grade small
bowel obstruction in the right lower quadrant. We proceeded to the operating room
for an exploratory laparotomy. Upon exploration, a mass was found in the terminal
ileum about 15cm proximal to the ileocecal valve, consistent with complete small
bowel obstruction. The mass measured 6cm in length, filled the entire lumen, and was
unable to be milked. The surrounding bowel was hyperemic, congested, with palpable
mesenteric lymph nodes. A small bowel resection was performed to remove the mass.
Thorough exploration of the abdomen demonstrated no other pathological findings.
The gallbladder appeared normal and there was no evidence of a cholecystoenteric
fistula. His hospital course was then unremarkable. Pathology demonstrated the mass
to be a fecalith. The segment of bowel and lymph nodes had inflammatory changes but
negative for any malignancy. Bowel obstructions are common surgical conditions and
account for 20% of acute abdominal pain admissions. They are most often due to postoperative adhesions. Other causes include hernias, congenital bands, lymphoma, and
inflammatory bowel disease. More rare causes include gallstones, worms, and bezoars.
A fecalith, is a very uncommon cause for small bowel obstruction. They are usually
the cause of obstructive appendicitis or colonic obstruction due to fecal impaction.
Fecaliths causing bowel obstruction in the ileum are rare. Fecaliths are concretions
of feces formed in the intestine. Bowel obstruction from fecaliths present similarly to
other causes, with pain, distention, nausea, vomiting, etc. Radiographic imaging can be
helpful in determining an obstruction, however fecaliths are not always radiopaque. This
fecalith was not - neither plain film nor CT demonstrated it. The treatment for fecalith
obstruction is surgical if the patient does not improve with decompression, electrolyte
imbalance correction, and rehydration. Laparotomy and milking of the fecalith distally
into the colon, crushing the fecalith, or enterotomy followed by extraction are adequate.
However in the case that it cannot be milked or extracted, a small bowel resection may
be performed. In conclusion, fecaliths are rare causes for bowel obstruction, with very
few cases reported in literature. They may not be radiopaque, and likely only diagnosed
at laparotomy. Fecaliths should be considered as a possible cause of small bowel
obstruction, even in patients with history of previous abdominal surgeries.
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Q 183. EMERGENCY SURGICAL MANAGEMENT OF A RUPTURED MESENTERIC
CYST: A CASE REPORT
JL Simpson, JL Miller-Ocuin, M Gaffley, AN Hildreth
Presenter: Jessica Simpson MS
Wake Forest Baptist Medical Center
KIOSK #9
Introduction: Mesenteric cysts are typically benign lesions arising within the
mesentery of the small bowel. This rare condition occurs in one of 100,000- 250,000
hospital admissions.[1] Mesenteric cysts are described more commonly in women than
men with a 2:1 ratio with presentation most commonly in the second decade of life.[2]
When mesenteric cysts are not incidentally identified on imaging, they often present
clinically as an emergency following cyst rupture resulting in peritonitis.[3] Here, we
present an adult patient with ruptured sterile mesenteric cyst causing peritonitis.
Our patient is a 50-year-old female with a history of end-stage renal disease status
post two failed deceased donor kidney transplants complicated by disseminated
mycobacterium avium complex who presented with 3 days of progressively worsening
fatigue, abdominal distention and diffuse abdominal pain. She was admitted to the
medical ICU with sepsis secondary to spontaneous bacterial peritonitis. After an initial
improvement with antibiotics, she had an acute onset of abdominal pain, peritonitis,
hemodynamic instability, and altered mentation. She underwent emergent exploratory
laparotomy which revealed purulent peritonitis secondary to a perforated mesenteric
cyst (Figure 1). Intraoperative cultures of the pus revealed no growth including those
for acid fast bacilli. Pathology of mesenteric wall revealed fibrous tissue with acute and
necrotizing granulomatous inflammation. There are several varieties of mesenteric
cysts. The most common is chylo-lymphatic often arising from abnormal development
of lymphatics, lymph node degeneration or obstructed lymphatic ducts. Less common
are enterogenous, mesothelial, urogenital remnant or teratomatous.[2-5] Mesenteric
cysts range in clinical presentation from incidental imaging findings to acute abdominal
emergencies necessitating laparotomy. Surgical resection is usually first line treatment
as it treats symptoms, provides pathologic diagnostic, and rules out malignancy.
Aspiration is not typically used due to risk of infection and potential re-accumulation.
[6] Here, we present a patient with sterile mesenteric cyst causing peritonitis treated
by emergency laparotomy and cyst excision. 1. Liew, S.C., D.C. Glenn, and D.W. Storey,
Mesenteric cyst. Aust N Z J Surg, 1994. 64(11): p. 741-4. 2. Sardi, A., et al., Mesenteric
cysts. Am Surg, 1987. 53(1): p. 58-60. 3. Egozi, E.I. and R.R. Ricketts, Mesenteric
and omental cysts in children. Am Surg, 1997. 63(3): p. 287-90. 4. Grimison, P., D.
Goldstein, and B. Yeo, An unusual abdominal mass. Gut, 2005. 54(4): p. 478, 514. 5.
Ros, P.R., et al., Mesenteric and omental cysts: histologic classification with imaging
correlation. Radiology, 1987. 164(2): p. 327-32. 6. Tan, J.J., K.K. Tan, and S.P. Chew,
Mesenteric cysts: an institution experience over 14 years and review of literature. World
J Surg, 2009. 33(9): p. 1961-5.
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Q 185. ASYMPTOMATIC HEPATIC CSF PSEUDOCYST FOLLOWING VP SHUNT
PLACEMENT
TL Bettis, SB Holsten, AB Mitchell
Presenter: Tucker Bettis BS
Medical College of Georgia at Augusta University
KIOSK #9
Introduction: Ventriculoperitoneal (VP) shunting is the most frequently utilized
treatment for hydrocephalus. VP stunt complications are common with the overall
incidence reported at 20-40%. Abdominal CSF pseudocyst formation is a rare finding
in the adult population and the development of hepatic CSF pseudocyst is an even
less common complication of VP shunt placement. Methods: A case of a hepatic
CSF pseudocyst was reviewed and a review of the literature was conducted using a
PUBMED search.
Results: Our patient is a 56-year-old male with an intra-axial hepatic CSF pseudocyst,
found incidentally on low dose lung cancer screening CT of the chest. He initially had
a VP shunt placed at an outside institution in 1983 for post traumatic hydrocephalus
following a head injury sustained in an MVC. He has undergone multiple revisions due
to shunt malfunctions. After several years with a functioning shunt, a screening CT of
the chest was performed revealing a four centimeter hepatic cyst of the peripheral,
superior liver parenchyma closely associated with the VP shunt tip. He had no evidence
of shunt dysfunction and denied any abdominal pain. It has since been re-imaged for
unrelated complaints with no enlargement. Since his presentation, he has remained
neurologically stable and asymptomatic. We plan to continue to follow the patient
with serial exams and imaging. The underlying cause of hepatic CSF pseudocyst is
unknown. Many consider it the consequence of an inflammatory process resulting
from chronic irritation and focal injury to the liver surface. While many propose CSF
infection as a cause of HPC formation, recent literature found only 19% to have culture
positive CSF infection. The presentation of hepatic pseudocysts is also not well defined,
but the majority initially complain of abdominal pain, distention, or RUQ tenderness
to palpation, followed by the development of neurological signs and symptoms
secondary to shunt failure. Typically, the diagnosis is made with advanced imaging.
Additional findings supporting the diagnosis of HPS are elevated ALT, AST, or Alkaline
Phosphatase, none of which have been demonstrated in our patient to date. Treatment
is patient specific, and often unnecessary in asymptomatic patients. In those with
symptoms, treatment involves a combination of treatment of infection, cyst aspiration,
and catheter repositioning or removal.
Conclusion: Hepatic CSF Pseudocysts are an uncommon entity in the adult population.
Although typical management is repositioning of the catheter, cyst aspiration, and/or
shunt removal, an asymptomatic patient without VP shunt dysfunction can be managed
conservatively.
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Q 186. PNEUMOPERITONEUM AND PEG DISLODGEMENT SECONDARY
TO NON-INVASIVE VENTILATION AFTER PEG TUBE PLACEMENT
CM Dahlhausen, TD Cook, LR Hilton, KD Draper
Presenter: Christine Dahlhausen MD
Medical College of Georgia at Augusta University
KIOSK #9
Introduction: We present a previously undescribed complication following noninvasive
ventilation for respiratory failure in a patient who had recently undergone PEG tube
placement for long term nutrition after a complicated coronary bypass operation.
Case Report: Our patient, a 54 year old female diagnosed with unilateral vocal cord
paralysis after emergent CABG, underwent an uncomplicated PEG tube placement.
Due to respiratory failure, she was placed on intermittent non-invasive ventilation the
evening following the PEG procedure and this was continued for several days. Three
days later, she was noted to have pneumoperitoneum on an upright CXR. Abdominal CT
scan revealed a large amount of pneumoperitoneum with the PEG tube in the correct
position and no extravasation of enteric contrast from the stomach. Tube feeds were
held and NIV was discontinued. Nonetheless, 6 days later, the patient was found on
CT scan to have displacement of the PEG tube with leakage from the gastrotomy and
she required operative repair. Discussion: PEG placement is frequently performed
to establish long term enteral access in a generally higher risk patient population
and cites a low intra-operative risk. As such, PEG tube placement is often mistakenly
viewed as a relatively benign procedure. Non-Invasive Ventilation (NIV) is positive
pressure ventilation delivered by an oronasal or nasal mask. Prompted by the desire to
avoid complications of endotracheal intubation and improve resource utilization, the
use of NIV in the management of acute respiratory failure has been increasing. Major
complications of NIV are reported to occur infrequently, although gastric distention is
common.
Conclusion: This case highlights the vulnerability of PEG tubes to management
practices in the early postoperative period. In our patient, the use of NIV resulted in
insufflation of the stomach, with leakage around the new gastrostomy and subsequent
pneumoperitoneum. The large amount of pneumoperitoneum with abdominal
distention likely caused eventual pressure necrosis of the PEG site with dislodgement of
the tube. Pneumoperitoneum following the use of NIV in patients with recent PEG tube
placement presents a unique complication not previously described in the literature.
This case elicits considerations regarding future management practices of patients
receiving NIV in the early postoperative period following PEG placement.
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Q 187. PETERSEN’S HERNIA COMPLICATING PREGNANCY FOLLOWING
LAPAROSCOPIC ROUX-EN-Y GASTRIC BYPASS: A CASE REPORT
MN Day, DN Duke
Presenter: Melissa Day MD
Conemaugh Memorial Medical Center
KIOSK #9
Introduction: Worldwide obesity has nearly tripled since 1975 and in 2016, 650
million adults were obese.(1) Bariatric surgery reduces the risk of obesity-related
morbidities and the number of bariatric procedures being performed is on the rise,
with 196,000 bariatric procedures performed in the United States in 2015.(2) Many
of these procedures being performed are RYGB and approximately half of the patients
undergoing this procedure are females of childbearing age.(3) Weight loss surgery
has proven beneficial for fertility but it does not come without complications. Bowel
obstructions complicate up to 11% of post operative RYGB patients and IH is the
most common cause of small bowel obstruction (SBO) following gastric bypass
surgery, complicating up to 0.2 to 5% of cases.(4) The location of IH depends on
the RYGB technique.(5) During RYGB potential hernia spaces are created in the
jejunojejunostomy mesenteric defect and at Petersen’s space—the open space between
the roux limb mesentery and the transverse colon mesentery. Retrocolic RYGB creates
an additional potential site in the transverse colon mesentery. IH occur when rapid
weight loss causes reduction in intraperitoneal fat, enlarging the mesenteric defects
and causing loosening of mesenteric sutures.(6) Pregnancy further increases risk of
IH as intra-abdominal pressure increases and abdominal viscera are displaced by the
gravid uterus.(7) One study reports the incidence of IH in pregnancy is 1%,10 but it is
reasonable to expect this number to rise as more women of childbearing age undergo
RYGB. Diagnosis of an IH is often difficult as symptoms of abdominal pain, nausea
and vomiting can be intermittent and vague. Special attention must be given when
evaluating a pregnant patient with abdominal complaints and a history of RYGB as
symptoms could be related to pregnancy or signify a potential surgical emergency.
Early recognition is crucial to avoid potential maternal or fetal complications.(8-11) We
present a case of a Petersen’s hernia in a pregnant woman after laparoscopic RYGB
(LRYGB) and discuss the prevention, detection, diagnostic techniques, and treatment of
IH in the post-bariatric pregnant patient.
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Q 188. BOUVARET’S SYNDROME: AN UNCOMMON YET COMPLEX CHALLENGE
FOR THE GENERAL SURGEON
VL Wang, BP Lovasik, J Sharma, CI Haack
Presenter: Vivian Wang MD
Emory University
KIOSK #9
Introduction: Gallstone ileus with cholecysto-enteric fistula is most commonly
described in the severely frail patient population. Only 15% of cholecysto-enteric
fistulae will develop gallstone ileus. The most common sites include the terminal
ileum (80%), jejunum (9%), and colon (8%). Bouvaret’s Syndrome, or impaction of
a gallstone in the duodenum, is the most rare location, accounting for only 1-3% of
gallstone ileus. In this report, we describe a case of successful operative management
of Bouvaret’s Syndrome. A frail 76-year-old man with a complex medical history,
including recent coronary artery bypass grafting with prolonged recovery, presented
to our hospital with several days of abdominal bloating, dark emesis, and obstipation.
His physical exam was notable for abdominal distension with tympany over the
epigastrium, as well as advanced frailty. An abdominal CT scan demonstrated a dilated
stomach and proximal duodenum with an impacted radiopaque foreign body at D3/4
with distal bowel decompression, as well as pneumobilia (Figure 1A, 1B), concerning
for obstructive Bouvaret’s Syndrome. Due to his frailty, endoscopic intervention was
first attempted. Endoscopy revealed a large, obstructing, darkly-pigmented stone in
the duodenum, as well as a cholecysto-enteric fistula (Figure 1C, 1D). Despite multiple
attempts, the stone was too large to be extracted or lithotripsied. He was taken to the
operating room for operative management. A laparoscopic hand-assisted right colon
mobilization and Kocher maneuver was performed. The impacted stone was palpated
in D3, but due to its size, was unable to be milked through the pylorus into the stomach.
It was then gently milked towards the ligament of Treitz until limited by the diameter
of the distal decompressed bowel. A small enterotomy was then made just distal to
the ligament of Treitz through the incision, and the stone, measuring 4.5 x 3.8 cm,
was extracted (Figure 1E). The enterotomy was then closed primarily in a hand-sewn,
two-layer fashion, and widely drained. He had an uncomplicated postoperative course
with return of bowel function. A postoperative upper GI X-ray series demonstrated
no evidence of leak, relief of obstruction, and a persistent cholecysto-enteric fistula
(Figure 1F). Bouvaret’s syndrome was first described in 1770, then eponymously named
for Léon Bouvaret in 1896. Mortality has been reported as 12-33%, associated with
the patient’s advanced frailty rather than the operation itself. Endoscopic intervention
was first described in the 1980s, but they are successful in <10% of cases. Still, it is
reasonable to perform endoscopic management as the initial step due to the morbidity
of an operation. Controversy in operative management of Bouvaret’s is largely based
on management of the cholecysto-enteric fistula. Enterolithotomy alone (without
fistula takedown) is associated with lower mortality than fistula takedown (19 vs. 33%).
Many centers support enterolithotomy and fistula takedown, either as a one-stage or
two-stage procedure, as there is up to a 17% recurrent gallstone ileus rate and a 15%
incidence of gallbladder cancer. The general surgeon should be equipped to lead a
multidisciplinary approach to the management of Bouvaret’s Syndrome, particularly as
the surgical population becomes increasingly frail.
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Q 189. WHAT’S OLD IS NEW AGAIN: SURGICAL TREATMENT FOR SPLENIC
MARGINAL ZONE LYMPHOMA
DM Jacks, WS Richardson
Presenter: Danielle Jacks MD
Ochsner Clinic Foundation
KIOSK #9
Introduction: Splenic marginal zone lymphoma (SMZL) is a rare indolent B-cell
lymphoma characterized by splenomegaly and cytopenia. With the advent of
immunologic agents such as rituximab, splenectomy has become less common as a
first line treatment for SMZL.
Case Report: A 57 year old female with no significant past medical history presented
to Hematology clinic with severe abdominal fullness, heartburn, and weight gain of
30lbs over the last 2 years but symptoms rapidly worsening over the past 4 months.
She denied any B symptoms. WBC was 4.9, H/H 11.4 and 33.4, and platelet count was
75. Exam revealed a large left sided abdominal mass from the costal margin to below
the navel with minimal tenderness. CT scan showed severe splenomegaly measuring
27cm in the craniocaudal dimension as well as mild periportal, celiac, and cardiophrenic
lymphadenopathy. Bone marrow biopsy revealed B-cell non-Hodgkin’s lymphoma,
favoring splenic marginal zone lymphoma due to intrasinusoidal distribution of CD20.
Due to splenic and bone marrow involvement, splenectomy was not considered first
line treatment and initial therapy with rituximab was begun. However, the patient was
unable to complete therapy due to anaphylaxis with administration of the drug. Because
CD20 was positive obinutuzumab was initiated as an alternative. With administration
of this agent, patient had a recurrent severe reaction. She was then referred for surgical
evaluation of splenectomy to mitigate both abdominal symptoms and cytopenia.
After evaluation, it was decided to proceed with open splenectomy after appropriate
immunizations. Her post operative course was uncomplicated and her bloating and
heartburn were improved and platelet count increased to 280 on her day of discharge.
Conclusion: Long term survival of SMZL is good. Surgical treatment of SMZL
improves abdominal symptoms and cytopenia but doesn’t affect bone marrow
disease. Complication rate of splenectomy with grossly enlarged spleens needs to be
considered. Splenectomy can be appropriate in patients intolerant of chemotherapy.
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Q 190. ACHALASIA ASSOCIATE WITH SITUS INVERSUS OF THE LIVER
(DEXTROHEPATICA)
SK Abbas
Presenter: Syed Abbas MS
University of Florida College of Medicine, Jacksonville
KIOSK #9
Introduction: Achalasia is a rare esophageal motility disorder that has an incidence
of 1 in 100,000 persons in the United States. It involves smooth muscles of the
esophagus and the lower esophageal sphincter (LES) and results in incomplete
LES relaxation, increased LES tone, and/or lack of peristalsis in the esophagus. The
predominant symptom is dysphagia and three distinct subtypes are described based
on high resolution manometry. A surgical or endoscopic myotomy is the treatment
of choice. Situs inversus of abdominal and thoracic viscera has a reported incidence
of 1 in 10,000 live births but the incidence of isolated malrotation of the liver has not
been described. Our patient is a 74-year-old female who presented with ten months of
progressively worsening dysphagia and 40 lb. weight loss. Her work up and manometry
was consistent with type II achalasia. She underwent a CT scan at outside hospital
and was incidentally noted to have situs inversus of the liver (Figure 1). Location of
the liver on the left side posed unique challenge during the operation and the patient
underwent a technically difficult but adequate laparoscopic Heller Myotomy with
Toupet Fundoplication. She did well post operatively and was discharged home on post
operative day one. She is a year from surgery and doing well without any dysphagia.
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Q 191. ANGIONEUROTIC EDEMA OF THE TONGUE
JK Fortson, H Le, R Su
Presenter: Heather Le
Atlanta Cancer Research and Education Foundation
KIOSK #9
Introduction: Angioneurotic edema is characterized by subcutaneous or submucosal
soft tissue swelling. It is non-pitting, non-dependent, and erythematous without
urticaria and resolves spontaneously within 24 – 72 hours. The manifestation of
angioedema secondary to the use of angiotensin-converting enzyme inhibitors (ACEi)
is confined to the face and the upper aerodigestive tract. The incidence of ACEi-induced
angioedema has been reported to be 0.1 – 0.7% in patients taking ACEi. The purpose
of this case report is to discuss the unique finding of acute oral angioneurotic edema
with bluish discoloration of the submucosal tissues, which includes the tongue, tonsils,
hypopharynx, and supraglottic larynx. Such a finding is observed predominately in
African Americans with a history of hypertension and ACEi use. Previous literature has
reported angioneurotic edema of the tongue, which was induced by ACEi. However, to
our knowledge, this is the first case report on angioneurotic edema of the tongue with
bluish discoloration.
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Q 192. ORAL MUCOCELE FOUND IN FLOOR OF MOUTH
JK Fortson, H Le, R Su
Presenter: Heather Le
Atlanta Cancer Research and Education Foundation
KIOSK #9
Introduction: Painless, slow-growing, swelling mass at the floor of the mouth and neck
region can be classified as an infection, tumor, oral mucoceles, or embryologic anomaly.
A comprehensive head and neck examination, with the addition of radiologic imaging
will assist in determining the origin of the mass. Oral mucoceles (OMs) are classified
as benign lesions and is derived from a ruptured salivary gland duct. The prevalence
of mucoceles is 2.5 lesions per 1000 population in America. We report a 32-year-old
African American male investigated with non-enhanced computed tomography (CT)
scans. The lesion was excised surgically and microscopy examination revealed a cystlike area with smooth lining which is pathognomonic for ranulas.
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Q 193. LAPAROSCOPIC BLADDER REPAIR: APPLYING MINIMALLY INVASIVE
SURGERY IN TRAUMA
MR Arnold, BW Thomas, G Sachdev, KW Cunningham, R Vaio, BT Heniford, RF Sing
Presenter: Michael Arnold MD
Atrium Health
KIOSK #9
Introduction: Extraperitoneal bladder ruptures can frequently be managed
nonoperatively, however, intraperitoneal bladder rupture requires surgical repair.
Traditionally such repairs have been performed via laparotomy, whereas the current
literature describing laparoscopic bladder repair (LBR) following blunt trauma is limited
to case reports. In other settings, the benefits of laparoscopy are well-described
including: decreased hospital length of stay, less post-operative pain, more rapid return
to work, decreased intra-abdominal adhesions and decreased risk of incisional hernias.
LBR of intraperitoneal bladder rupture may be a safe alternative to open bladder repair
(OBR) in select, hemodynamically-stable patients.
Methods: A retrospective review of the operative repairs of intraperitoneal bladder
ruptures from blunt trauma at an American College of Surgeons-verified Level I trauma
center was performed from 2008 to 2016. Data included demographics, injury severity
score (ISS), hospital length of stay (LOS), total ICU days, total days on a ventilator, and
post-operative complications including infection, incisional hernia, readmission, and
reoperation. Outcomes of LBR were compared to OBR during the same period using
standard statistical analysis. Data are presented OBR to LBR. Significance was defined
as p < 0.05.
Results: Twenty-seven patients with intraperitoneal bladder rupture underwent
surgical intervention. Twenty (74%) patients underwent OBR and 7 (26%) underwent
LBR. There was no significant difference in gender (male 55% vs. 57%; p=0.92), age
(39.7±21.7 vs. 37.7±19.6 years; p=0.64), or ISS (22.1±11.4 vs. 23.6±14.4; p=0.93). There
were no deaths or reoperations in either group. Average follow up was higher in the
OBR group (33.3 vs. 7.0 months; p=0.027). Average hospital LOS (13.9 vs. 8.7 days;
p=0.48) and ICU days (5.3 vs. 2.7 days; p=0.50) were similar between groups. There
was one urinary tract infection (5% vs.14%;p=0.42) and one readmission is each
group (5% vs. 14%, p=0.42). Incisional hernia (10% vs. 0%; p=.54), and small bowel
obstruction (10% vs. 0%; p=0.54) were also statistically similar. One patient with
adhesive bowel obstruction required operative intervention.
Conclusion: Laparoscopic bladder repair for traumatic intraperitoneal bladder rupture
can be safely performed in select patients; even in those with multiple extra-abdominal
injuries. Although patients undergoing LBR showed a trend towards decreased length
of stay and ICU days, a greater experience will be required to substantiate a benefit to
laparoscopic repair.
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Q 194. GASTROINTESTINAL STROMAL TUMOR PRESENTING WITH
HEMORRHAGIC SHOCK AFTER BLUNT TRAUMA TO ABDOMEN – RARE CASE
WITH REVIEW OF LITERATURE
S Gogna, J Con
Presenter: Hanjoo Lee MD
Westchester Medical Center
KIOSK #9
Introduction: Gastrointestinal stromal tumors (GISTs) are rare malignant tumors
originating from the intestinal cells of Cajal. [1] Most common site is stomach and most
common presenting sign is upper GI bleed, which is very uncommon. Extraluminal or
submucosal growth pattern is the reason why these tumors remain indolent and not
diagnosed early and easily. Our aim is to report on a patient who presented with an
acute abdomen due to hemoperitoneum and shock after blunt trauma due to ruptured
soft tissue mass which was proven to be GIST after successful laparotomy.
Case Report: A 38 year-old man presented with acute abdomen and peritonitis after
sustaining kick to the abdomen while playing soccer. His systolic blood pressure was
70/30, he responded transiently to fluid boluses. His CT scan abdomen showed a
large soft tissue mass with complex density hounsfield units (HU) varied from 13 to
75 suggestiv bleed within soft tissue mass. There was free fluid in the abdomen. We
decided to perform surgery, at laparotomy and the soft tissue mass of size 10 x 10 cm
in size with bleeding raw surface was found attached to jejunum with a stalk. Another
soft tissue mass of similar size was found attached to peritoneum of right paracolic
gutter. This piece appeared to be broken from primary mass over jejunum. Resection
of jejunum bearing tumor segment with primary anastomoses along with excision of
soft tissue mass with partial pelvic peritonectomy was done. The patient recovered
well and was discharged on 6th post-op day. Histology confirmed a gastrointestinal
stromal tumor, Immunohistochemistry was positive for c-KIT, CD34 and vimentin
Discussion GISTs are rare benign or malignant tumors accounting for less than 1%
of gastrointestinal neoplasms arising from mesenchymal cells of the gastrointestinal
tract. These cells are c-KIT (CD117) positive. Most common site is stomach followed by
mesentery, omentum, small bowel. An acute surgical abdomen can also be caused by
acute intra-tumoral bleeding or sudden tumor perforation. This case report is unique in
the sense that tumor was discovered after it ruptured due to blunt trauma and bleeding
from it led to shock and hemoperitoneum. Resecting the tumor immediately stabilized
the patient and he was off pressors at the end of the surgery. Tumor rupture has
recently been shown to increase the risk of recurrence and adjuvant treatment should
be considered in such cases. [2] Oral Imatinib (Glivec) is the adjuvant treatment of
GIST and represents a major breakthrough in the management of these tumors. [3]
Conclusion: GISTs are rare tumors rarely can present with acute bleeding
intraperitoneally either spontaneously or after trauma. Only curative treatment is
complete surgical excision.
Reference 1.Connolly EM, Gaffney E, Reynolds JV. Gastrointestinal stromal tumours. Br J Surg
2003;90:1178–86. 2. Rutkowski P, Nowecki ZI, Michej W, et al. Risk criteria and prognostic
factors for predicting recurrences after resection of primary gastrointestinal stromal tumor. Ann
Surg Oncol 2007;14:2018–27. 3.
Din OS, Woll PJ. Treatment of gastrointestinal stromal tumor:
focus on imatinib mesylate. Ther Clin Risk Manag 2008;4:149–62.
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Q 195. UTILIZATION OF MICROWAVE ABLATION FOR HEMORRHAGE CONTROL
OF BLEEDING HEPATIC TUMORS
RC Pickens, RC Kirks, JK Sulzer, A Cochran, D Vrochides, JB Martinie, EH Baker, L Ocuin,
DA Iannitti
Presenter: Ryan Pickens MD
Atrium Health
KIOSK #1
Introduction: Ruptured hepatic tumors present across a wide spectrum from contained
rupture causing nonspecific abdominal pain to life threatening hemorrhage. Hepatic
artery embolization is unfortunately not always successful in controlling bleeding and
definitive resection is often complicated by underlying liver dysfunction and multifocal
spread of disease. Microwave ablation (MWA) induces coagulative necrosis and
vascular occlusion which makes it an effective tool in a surgeon’s armamentarium. We
present the largest series of MWA to control bleeding hepatic tumors and propose a
hemodynamically-centered, oncologically based approach.
Methods: Patients treated for bleeding hepatic tumors at a single institution from
January 2008 to September 2018 were retrospectively analyzed using standard
statistical methods. Tumor characteristics, interventions, operative details, and
clinical outcomes are reported. A proposed step-wise treatment algorithm was also
retrospectively evaluated for validation.
Results: Twenty-eight patients were treated for bleeding hepatic tumors (20
hepatocellular carcinomas, 7 adenomas, 1 melanoma liver metastasis). Of the
twenty-two patients (78.6%) who presented hemodynamically stable, 59.1% (13/22)
underwent hepatic artery embolization (HAE) as first-line therapy due to active
extravasation noted on imaging (remaining 9 patients had elective MWA from prior
bleed that did not require intervention or had bleeding noted intraoperatively with
immediate control by MWA or resection). HAE failed to stop bleeding in 69.2% (9/13)
yet all nine achieved hemostasis after proceeding urgently for laparoscopic MWA
(8/9) or laparoscopic resection (1/9). Twenty-one percent of patients (6/28) were
hemodynamically unstable on presentation and were taken for emergent laparotomy.
MWA was utilized in 83% (5/6) of these cases however hemostasis could not be
achieved in three cases due to profound coagulopathy and unresectable sites of
hemorrhage leading to 50% in-hospital mortality (3/6).
Conclusion: Microwave ablation is an effective modality for controlling bleeding hepatic
tumors, though for patients in extremis this may not be able to alter their course if
resection is also not feasible. This series reveals a high rate of HAE failure but with
100% success in avoiding an emergent hepatectomy when utilizing minimally-invasive
MWA. A step-wise approach to bleeding hepatic tumors is proposed (Figure 1).
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Q 196. SHOULD OCTOGENARIANS BE ENROLLED IN ENHANCED RECOVERY
AFTER SURGERY®? AN EVALUATION OF AN ESTABLISHED ERAS® PROGRAM IN
HEPATOPANCREATOBILIARY SURGERY
RC Pickens, JK Sulzer, A Cochran, DA Iannitti, JB Martinie, EH Baker, L Ocuin, D Vrochides
Presenter: Ryan Pickens MD
Atrium Health
KIOSK #1
Introduction: Enhanced Recovery After Surgery (ERAS)® programs have consistently
demonstrated reduced complications and length of stay for the aggregate population.
However, the role of ERAS® programs in the geriatric population is still under
considerable debate. An aging society and advances in perioperative care have led to an
increase in surgical interventions offered to elderly patients, including octogenarians.
Little evidence exists to support or refute using ERAS® programs within this population,
and concern exists that certain ERAS® pathway items could negatively affect recovery
the elderly population. This study aims to investigate the impact of ERAS® on outcomes
for octogenarians after hepatopancreatobiliary surgery.
Methods: A retrospective review of patients who underwent scheduled
hepatopancreatobiliary surgery at our tertiary institution before and after the
implementation of our ERAS® program was performed. All patients 80 years old
or greater who underwent pancreaticoduodenectomy, distal pancreatectomy, or
hepatectomy from September 2014 to July 2018. Implementation of an ERAS® program
for all three operations was implemented in September 2015. Patients were divided
by the perioperative care they received to a “Pre-ERAS®” standard care group or
“Post-ERAS®” pathway care group. Patient age, compliance to the ERAS® pathway,
postoperative length of stay, Clavien grade of complications, 30-day readmissions and
30-day mortality were compared between groups.
Results: During the approximately 4-year study period, 6.6% (36/549) of patients
were 80 years old or greater who underwent scheduled pancreaticoduodenectomy
(n=21), distal pancreatectomy (n=11), or hepatectomy (n=4). Age and gender was
similar before and after ERAS® implementation. Thirty-day readmissions were
significantly lower at 14.8% (4/27) in the Post-ERAS® group compared to 50% (4/8) in
the Pre-ERAS® group. There was no difference in postoperative median length of stay,
30-day complications Clavien grade 3 or greater, or 30-day mortality between groups.
Conclusion: Implementation of ERAS® programs for several major
hepatopancreatobiliary operations in octogenarians was associated with a reduction in
30-day readmissions and no increase in 30-day major morbidity or mortality. Elderly
patients may understandably experience a more gradual recovery with different
barriers than younger patients. The benefits of ERAS® pathway items such as early
mobility and multimodal pain control may be more evident in the post-discharge
phase, thereby reducing readmissions. Unfortunately, these delayed effects may not be
fully realized with current measures of ERAS® success. This study demonstrates that
ERAS® can be safely utilized for octogenarians and further investigation could reveal
unrecognized benefits in this population.
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Q 197. LAPAROENDOSCOPIC SINGLE SITE UNROOFING OF CAUDATE LOBE
HEPATIC CYST
I Sucandy, M Navarro, JD Spence, SB Ross, AS Rosemurgy
Presenter: Iswanto Sucandy MD
Florida Hospital Tampa
KIOSK #1
Introduction: Laparoendoscopic single-site technique is an alternative method to the
traditional multiport laparoscopic with superior cosmetic outcomes. Large hepatic
cyst is a common benign pathology which is treated with laparoscopic cyst unroofing.
There are limited reports about the use of single-site technique in the treatment of
liver diseases. Herein, we report a case of large symptomatic caudate lobe hepatic cyst
treated with laparoscopic single site unroofing.
Methods: Technique of laparoendoscopic single site unroofing of caudate lobe hepatic
cyst is described. A video is attached to this report.
Results: A 61-year-old woman presented with chronic epigastric abdominal pain.
She had a history of a small simple hepatic cyst discovered incidentally during
a laparoscopic cholecystectomy 12 years prior. CT scan showed a 10.8 x 9.4cm
simple liver cyst, originating from the caudate lobe of liver. Past medical history
includes hypertension and diabetes. Past surgical history includes laparoscopic
cholecystectomy, laparoscopic tubal ligation, and cataract extraction. The operation
was undertaken through a 1.2 cm intraumbilical incision. A single-port platform was
utilized. Laparoscopic liver ultrasound examination was completed which showed
a large caudate lobe hepatic cyst. Laparoscopic EnSeal ® (Ethicon, Cincinnati, OH,
USA) energy device was utilized to undertake the unroofing of the caudate lobe
hepatic cyst. No intraoperative complications, operative time was 134 minutes with
<20 ml of estimated blood loss. The patient had an uneventful hospital recovery and
was discharged POD1. Final pathology confirmed benign epithelial lining without
malignancy or neoplasia.
Conclusion: The laparoscopic single site technique can be easily applied to hepatic
cyst unroofing, as definitive treatment for this condition. This technique provides an
alternative method to the conventional multiport laparoscopy with excellent outcomes.
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Q 198. COMMON BILE DUCT LITHOTRIPSY IN PREGNANCY
WB Jones, JF DeLallo
Presenter: Jessica DeLallo MD
Greenville Health System
KIOSK #1
Introduction: Introduction: Gallstone disease is the second most common
nonobstetrical surgical indication during pregnancy. Along with the presence of
gallstones, there remains a considerable number of pregnant patients that have
stones within the common bile duct. Although the management of symptomatic
gallstones within the gallbladder is relatively well established, the management of
choledocholithiasis in these patients is a separate consideration. There are multiple
techniques to approach bile duct stones, but in the pregnant population the risks of
anesthesia, prolonged operative times, and radiation exposure from fluoroscopy have
additional risks to be considered before proceeding with an operative plan.
Methods: A 33-year-old female initially presented at 8 weeks pregnant with obstructive
jaundice due to choledocholithiasis. She underwent ERCP, duct clearance, and
placement of a biliary stent for drainage. She was expectantly followed. At 17 weeks
gestation she re-presented with symptomatic cholelithiasis. During subsequent
cholecystectomy, intraoperative cholangiogram demonstrated numerous large stones
filling the entire length of the extrahepatic common bile duct. Her stent was patent
and there was no biliary obstruction. To avoid prolonged operative time it was decided
to manage the stones endoscopically via a second ERCP using cholangioscopy. This
allowed for limited radiation exposure as well as the ability of lithotripsy at the time
of stone extraction. Given the number and size of stones we felt that laser lithotripsy
would be the most appropriate.
Results: The video demonstrates visualization via Olympus Q-180 side-viewing
duodenoscope and spyglass cholangioscope.(Olympus, Center Valley PA and Boston
Scientific, Marlborough MA). The patient and fetus were shielded and fluoroscopy
was limited by narrowing the exposed field and using pulsed radiation instead of
continuous mode. The previously-placed stent was removed, and the sphincterotomy
was extended. The ampullary orifice was dilated using a 6mm, 8mm and 10 mm
dilation balloon (Boston Scientific, Marlborough MA). Cholangioscopy was performed
to facilitate lithotripsy using a Lumenis GI VersaPulse holmium laser (Lumenis,
Yokneam, Israel). The common bile duct was swept clean with a balloon, and clearance
was visually confirmed with the cholangioscope. Her total fluoroscopy time for the
procedure was 11 seconds. No stent was required at the conclusion, and she has
recovered fully with no complications.
Conclusion: The video demonstrates successful clearance of multiple, large common
bile duct stones using cholangioscopy and holmium laser lithotripsy in the pregnant
patient. The patient tolerated the procedure without complications.. We believe that
holmium laser lithotripsy with use of choledochoscopy can be performed successfully
in pregnant patients to limit radiation exposure to the mother and fetus even in the
presence of a large stone burden.
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Q 199. OUTCOME OF SURGICAL MANAGEMENT OF PANCREAS NEOPLASMS
IN A LARGE COMMUNITY HOSPITAL
S Biswas, P Udekwu, A Stiles, S Roy
Presenter: Sukanto Biswas MD
WakeMed Health & Hospitals
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Introduction: Complex pancreatic procedures have been used as an index for quality in
the Leapfrog® initiative. Research has demonstrated a relationship between volume and
outcome. In some centers larger volume has been associated with improved outcomes
resulting in advocacy for referral to large volume centers. The aim of the study was to
evaluate the outcome of pancreatic resection procedures at a moderate volume referral
center.
Methods: Upon IRB approval, a retrospective chart review of patients surgically
treated for complex pancreatic neoplasms from 2008-2014 was conducted. Variables
of interest were demographics, tumor type and stage, type of procedure, operating
time, blood loss, blood transfusion given, comorbidities, complications, number of
nodes, tumor size, margin status, hospital length of stay, and survival. Patients were
stratified into two groups based on admission date: Group A and Group B. Operative
performance parameters were compared between groups. Nonparametric MannWhitney U test was used to compare continuous variables and Chi-Square test was
used for categorical variables. Fischer’s exact test was used when expected cell
frequencies were less than 5. Kaplan-Meier method was used for survival analysis.
Results: Of 47 pancreatic resection, 38 were pancreaticoduodenectomies (PD)
which were further analyzed. For longitudinal analysis patients were divided into two
groups: Group A (2008-2011) N=18, Group B (2012-2014) N=20, Table1. Median age
in the overall sample was 66.5 (IQR=60-74, Range = 36-85), including 17 females
(44.7%) and 21 males (55.3%). There were significant reductions in blood loss, PRBC
transfused and LOS for patients receiving PD in Group B compared to those in Group
A. Demographics, stage of disease, comorbidities, and complications did not differ
between groups and were comparable to those in the literature. Estimates of survival
were generated using the Kaplan-Meier method, with censoring at the time of study
completion. Maximum follow-up time was 103 months. Median follow-up time was 13.5
months (IQR= 6-21 months). The actuarial 1, 2, and 3 year survival rates were 63.8%,
36.4%, 26.6%, respectively. The median overall survival was 13.5 months (95% CI,
8-16).
Conclusion: Overall outcomes for PD procedures at our center improved with
increasing volume of cases. Process measures such as blood loss, PRBC transfused and
LOS improved over the study period. Outcomes of complex pancreatic procedures, like
PD, at a moderate volume center, can match those at high volume centers.
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Q 200. INFERIOR VENA CAVA RESECTION AND RECONSTRUCTION FOR
PRIMARY LEIOMYOSARCOMA: A CASE SERIES OF THREE PATIENTS
JC Neill, TM Earl, CD Anderson, VG Reeves-Darby
Presenter: John Neill MD
University of Mississippi Medical Center
KIOSK #1
Introduction: Leiomyosarcoma is the most common primary neoplasm of the inferior
vena cava (IVC). Its incidence is rare, though, affecting only approximately 1/100,000
people in the general population. These tumors occur more commonly in females
and typically present in the sixth decade of life. Abdominal pain is the most common
presenting symptom. The standard treatment for primary leiomyosarcoma of the IVC
involves wide resection of these tumors. Partial or complete resection of the IVC with
reconstruction with a patch or graft, respectively, are acceptable techniques when
necessary to achieve negative margins.
Methods: We present a case series of three patients who underwent surgical resection
of primary leiomyosarcoma of the IVC at our institution from 2015 to 2018. All three
of these patients required resection and reconstruction of the IVC to achieve negative
surgical margins.
Results: Patient 1 is a 34 year old female who originally presented complaining of
abdominal pain. She was noted to have a mass posterior to her porta hepatis, involving
the IVC. Patient 2 is a 63 year old female who originally presented complaining of back
pain. Imaging showed a mass involving the IVC and the right adrenal gland. Patient 3 is
a 69 year old female with a history of abdominal pain. Imaging showed a retroperitoneal
mass involving the perirenal IVC. Patients 1 and 3 underwent complete resection of
the IVC, with reconstruction of the IVC using Gore-Tex grafts. Patient 2 underwent
partial resection of the IVC with bovine pericardial patch repair. Due to extensive
hepatic involvement, Patient 1 also underwent ex vivo left hepatic lobectomy with reimplantation of the right hemi liver. Pathology showed primary leiomyosarcoma of the
IVC in all patients.
Conclusion: Primary leiomyosarcoma of the IVC is a very rare neoplasm, but it can be
successfully treated by surgical resection. Our experience with these patients at our
institution has shown that IVC resection and reconstruction can be performed when
necessary to achieve negative macroscopic margins. Partial IVC resection with patch
repair or complete resection with graft reconstruction may be performed. In rare cases,
ex vivo partial hepatectomy with re-implantation of the remaining hemi liver can also
be performed for tumors with intrahepatic and suprahepatic extension. Treatment
of primary leiomyosarcoma of the IVC requires a multidisciplinary approach, and
resection and reconstruction of the IVC is an appropriate surgical technique.
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Q 201. COMBINED LIVER AND KIDNEY TRANSPLANTATION IN A PATIENT
WITH SITUS INVERSUS
DC King, CD Anderson, TM Earl, FL Koller, JC Neill
Presenter: Dakota King MD, MS
University of Mississippi Medical Center
KIOSK #1
Introduction: Situs inversus (SI) is a rare congenital anomaly reported in approximately
0.005% of live births in which a person’s visceral organ are mirrored or reversed. Liver
transplantation in patients with SI can be complicated by difficulties in graft positioning
and configuration, as well as creation of vascular and biliary anastomoses. For this
reason, SI has at times been considered a contraindication to liver transplantation in the
past. We report a rare case of combined liver and kidney transplantation in a patient
with situs inversus.
Methods: We present a case of combined liver and kidney transplantation in a patient
with situs inversus from a situs solitus donor that was performed at our institution.
Results: The patient is a 72-year-old female with situs inversus who presented with
end-stage liver disease secondary to non-alcoholic steatohepatitis and chronic kidney
disease. She underwent combined liver and kidney transplantation from a situs solitus
donor. The donor liver was positioned in the recipient’s left upper quadrant; however,
no other alterations in positioning were required and the liver was implanted using
the following techniques: inferior vena cava (IVC) reconstruction using a hepatic vein
confluence piggyback, end portal vein to donor portal vein anastomosis, common
hepatic artery to splenic artery branch patch, and donor common bile duct to recipient
duct anastomosis with ductoplasty. The kidney was implanted in standard fashion in
the right lower quadrant. The patient returned to the operating room on post-operative
day one for bleeding from the IVC staple line. Her post-operative course was otherwise
unremarkable. The donor liver and kidney functioned well, and she was discharged to a
physical rehabilitation facility on post-operative day 15.
Conclusion: Situs inversus creates unique challenges for liver transplantation; however,
these challenges can be overcome using a variety of surgical techniques. Our case
demonstrates one method of liver transplantation in a recipient with situs inversus.
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Q 202. ALTERNATIVE SURGICAL TREATMENT FOR HEPATIC ARTERY STENOSIS
OR OCCLUSION WITH PANCREAS SURGERY
A Patel, J Sokolich, J Buggs, E Rogers, V Bowers
Presenter: Achintya Patel
Tampa General Hospital
KIOSK #1
Introduction: Flow impairment of the proper hepatic artery by clamping the
gastroduodenal artery (GDA) during pancreas surgery can result in catastrophic
consequences thus critical assessment of the integrity of hepatic artery blood flow is
imperative. Failure to ensure adequate hepatic artery inflow with transsection of the
GDA can result in postoperative complications including but not limited to splanchnic
vascular compromise, bile duct ischemia or stricture, and or formation of a liver
abscess. In this case report, we present an alternative technique to revascularize the
proper hepatic artery using the inferior pancreaticoduodenal artery into the GDA during
a total pancreatectomy operation.
Methods: We conducted a single patient retrospective chart review as a case study
presenting an alternative technique to revascularize the proper hepatic artery using
the inferior pancreaticoduodenal artery during a total pancreatectomy surgery. We
reviewed the patient’s electronic medical records (EPIC). We examined the patient’s
demographics, diagnosis, pre-operative workup, surgical procedure, and post-operative
course.
Results: A 71-year-old, Caucasian female with a 50-year history of chronic pancreatitis
presented with elevated pancreas enzymes, a dilated pancreatic duct on CT scan,
and a main duct interpapillary neoplasm (IPMN) on ERCP. The patient underwent a
total pancreatectomy and splenectomy. We dissected the celiac trunk, splenic artery,
common and proper hepatic arteries, and gastroduodenal artery (GDA). Doppler
confirmed decreased flow in the common hepatic artery, with sufficient flow in the GDA
and inferior pancreaticoduodenal artery (IPDA). There was no flow into the proper
hepatic artery during clamping of the GDA. After completion of the pancreatectomy,
we performed an end-to-end arterial running anastomosis between the GDA and IPDA.
Triphasic flow was reestablished over the proper and common hepatic arteries and
the superior mesenteric artery. The patient had an uneventful recovery. The pathology
revealed a main duct IPMN with low-grade dysplasia and extensive chronic pancreatitis
without signs of carcinoma in situ.
Conclusion: Restoration of arterial flow into the proper hepatic artery is often essential
during pancreatic surgery to avoid detrimental ischemia in the liver, bile duct and or
splanchnic vasculature. From the surgical point of view, this case report provides a
modus operandi to revascularize the proper hepatic artery by creating an anastomosis
between the inferior pancreaticoduodenal artery and the gastroduodenal artery. Our
alternative technique should be in the armamentarium of vascular reconstruction for all
hepatobiliary surgeons.
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Q 203. SPONTANEOUS RESOLUTION OF GALLSTONE ILEUS: A CASE REPORT
M McCullers, A Gamenthaler
Presenter: Michelle McCullers
Florida State University College of Medicine
KIOSK #1
Introduction: Gallstone ileus is a rare surgical condition that results in intestinal
obstruction and typically requires urgent intervention. We present a rare case of a
53-tear-old female with a gallstone ileus with a stone discovered past the ileocecal
valve on CT scan that spontaneously resolved prior to surgical intervention.
Methods: A 53-year-old female with a two-year history of biliary colic presented to
the emergency department with two days of right upper quadrant pain, nausea, and
vomiting. The patient was clinically stable with laboratory findings significant for
leukocytosis and dehydration. A CT scan of the abdomen demonstrated gallbladder
thickening, pneumobilia, pericholecystic stranding involving the 1st portion of the
duodenum, and a calcified mass in the cecum consistent with a gallstone. The patient
had resolution of her obstructive symptoms at the time of surgical evaluation and was
managed non-operatively. The patient was discharged home after short inpatient
observation and remains asymptomatic at follow-up.
Results: Gallstone ileus is a surgical condition that is typically seen in patients with
chronic cholelithiasis. After long periods of inflammation, a fistula develops between
the gallbladder and intestinal lumens, allowing stones to enter the GI tract and cause
obstruction. The most common location for an obstruction is the ileocecal valve, the
narrowest portion of GI tract, causing a distal small bowel obstruction that in most
cases requires surgical intervention. The patient presented here was found to have a
1.7 cm lesion in the cecum, consistent with a gallstone that had already passed beyond
the ileocecal valve, and spontaneous resolution of her symptoms. This patient’s clinical
course was highly unusual and is rarely reported in the literature.
Conclusion: Gallstone ileus with spontaneous resolution is rare and was successfully
managed without acute surgical intervention in this case.
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Q 204. RARE PRESENTATION OF SQUAMOUS CELL CARCINOMA IN THE SETTING
OF NECROBIOSIS LIPOIDICA DIABETICORUM
CD McAdams, JL Tan, GM Sneed, JM Lewis
Presenter: Callie McAdams MD
University of Tennessee Medical Center, Knoxville
KIOSK #2
Introduction: Necrobiosis lipoidica diabeticorum (NLD) is a rare condition
characterized by chronic inflammation and skin changes It is present in 0.3-1.2% of
diabetics and typically has an chronic, indolent course, with ulceration as the primary
disease complication. Chronic wounds can be a nidus for the development of cutaneous
malignancy.
Methods: We report the case of a 72-year-old female with a 20 year history of NLD and
Type 2 Diabetes. In the last 6 months she developed a growing non-healing ulcer within
an area of necrobiosis lipoidica diabeticorum of the lower extremity. She had previously
undergone local wound care and antibiotic treatment without improvement. The wound
initially was thought to be non-malignant and related to NLD.
Results: Initial biopsy pathology demonstrated squamous cell carcinoma with an area
of NLD. Pre-operative PET/CT demonstrated no evidence of metastatic disease. Based
on medical morbidities and desire to perform a single operation, the patient underwent
wide local excision with an 8.5 x 13 cm full-thickness skin graft procured from the lower
abdomen. Final pathology demonstrated a moderately differentiated, squamous cell
carcinoma within the setting of epithelial hyperplasia with chronic inflammation and
dermal fibrosis. A single distal margin was focally positive. Adjuvant radiation will be
considered.
Conclusions: Malignant transformation within the setting of NLD is a rare complication.
This is an unusual type of Marjolin’s Ulcer. Tissue sampling should be performed in the
setting on non-healing wounds to exclude a diagnosis of malignancy.
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Q 205. A RARE CASE OF METASTATIC MEDULLARY ADENOCARCINOMA
TO THE LIVER, THIRTY TWO YEARS AFTER CLINICAL REMISSION
CM Monaco, ES Mabes, E Rose, LV Zarate, N Patel, BC Bandera, P Mittal, EJ Kruse
Presenter: Christina Monaco MS4
Medical College of Georgia at Augusta University
KIOSK #2
Introduction: Medullary thyroid cancer (MTC) accounts for 1-2% of thyroid cancers
in the United States with total thyroidectomy as standard treatment. Following
surgery, current American Thyroid Association Guidelines Task Force recommends
neck ultrasound and physical exam plus measured serum levels of calcitonin,
carcinoembryonic antigen (CEA), and thyroid function tests every 6-12 months for
continued surveillance. If calcitonin levels exceed 150pg/mL, imaging should be
performed to detect underlying disease, with hepatic metastasis occurring in up to 45%
of patients with advanced MTC. We report the second case of MTC metastasis to the
liver occurring more than three decades post-thyroidectomy.
Methods: This is a case study of a 63-year-old male with +RET-oncogene mutation
and familial medullary thyroid carcinoma diagnosed with MTC in 1984 status postthyroidectomy with recurrence in 1986 requiring modified radical neck dissection and
radiation therapy presenting with metastatic medullary adenocarcinoma to the liver
thirty-two years after remission. While undergoing surveillance, the patient received
an extensive work-up with concern for underlying disease due to persistently elevated
calcitonin and CEA levels since 2011. Evaluations were negative for malignancy until
recent CT scan revealed three right hepatic lobe nodules increased in size since 2013.
Liver biopsy was consistent with metastatic medullary adenocarcinoma and the patient
subsequently received a partial hepatectomy of segments V & VI and liver wedge
resection of segment VII.
Results: The procedure was well tolerated and postoperatively the patient recovered
with a relatively uncomplicated hospital course. The pathologic findings were
consistent with metastatic thyroid carcinoma in the tissue specimen from liver
segments V & VI as well as the specimen from segment VII. A third specimen of a deep
margin excision was reported as hepatic parenchyma and negative for malignancy. On
immunohistochemical staining, the hepatic tumor cells were positive for calcitonin and
synaptophysin and negative for thyroglobulin and PAX-8. Ki-67 staining was reported
as low proliferation index, less than 5%. Thyroid transcription factor-1 (TTF-1) staining
was reported as faint/dim with variable nuclear positivity in the tumor cells. Resection
margins were clear of tumor (<1mm). The patient is currently undergoing close cancer
surveillance with no additional therapy at this time.
Conclusion: In this report, we present a case of a patient with history of resected MTC
presenting with metastasis to the liver thirty-two years after clinical remission with
continuous cancer surveillance. In this case, the patient had serological evidence of
recurrence with negative radiological and pathological support for seven years prior to
exhibiting proof of malignancy. Only one other case has been reported with negative
disease of this duration before ascertaining metastasis of MTC. Similarly, the previous
report demonstrated elevated tumor markers for 17 years and the presence of small,
benign-appearing liver lesions prior to progression to detectable disease. Our case
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study supports the potential indolent nature of metastatic medullary adenocarcinoma
to arise decades after clinical remission and the necessity for long-term surveillance
following total thyroidectomy. Furthermore, stable liver lesions should be met with
suspicion in the setting of elevated calcitonin and/or CEA levels in this clinical
population.
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Q 206. ADRENAL CORTICAL CARCINOMA ARISING FROM AN ADRENAL
ADENOMA IN A YOUNG ADULT FEMALE
ME Rebielak, MR Wolf, JC Oxenberg
Presenter: Monica Rebielak DO
Geisinger Medical Center
KIOSK #2
Introduction: Adrenal incidentalomas are common findings on imaging. Although most
adrenal lesions are benign, 15% of patients with adrenocortical carcinoma (ACC) are
diagnosed after an incidental adrenal finding. Size and imaging characteristics are used
as predictors of malignancy while endocrine testing evaluates functional status. The
risk of a small, benign-appearing, non-functional adrenal mass becoming malignant
is low. Therefore, adrenal lesions typically undergo surveillance for no more than two
years in patients with stable findings and no history of malignancy.
Methods: The following case presentation describes a young adult female with a benign
left adrenal adenoma who was found to have ACC 7 years later.
Results: A 27 year-old female was found to have 2.7 x 2.1 cm left adrenal incidentaloma
deemed benign by size and computed tomography (CT) density characteristics. Follow
up imaging was not performed until seven years later for symptoms of acute abdominal
pain radiating to left flank. A non-contrast CT scan obtained in the Emergency
Department revealed a heterogeneously dense left adrenal lesion measuring 6.2 cm
in greatest dimension. Biochemical workup was unremarkable aside from elevated
total/free testosterone of 124 ng/dl and 17.2pg/mL, respectively. Based on interval size
increase with indeterminate density, surgical resection was recommended. The patient
underwent a robotic assisted laparoscopic left adrenalectomy and was ultimately
diagnosed with 8.4cm high grade ACC. She was recommended to undergo adjuvant
radiation and medical therapy.
Conclusion: ACC development from a prior benign-appearing adrenal lesion is
extremely rare. However, given its occurrence, guideline recommendations for
surveillance should be challenged.
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Q 207. ROSAI-DORFMAN DISEASE PRESENTING IN THE GASTROINTESTINAL
TRACT: A RARE CASE PRESENTATION
WO Christopher, TM Earl, AH Seawright, JJ Wynn, CD Anderson, WS Orr
Presenter: Wade Christopher MD
University of Mississippi Medical Center
KIOSK #2
Introduction: Rosai-Dorfman disease (RDD) is a benign, uncommon, self-limiting
disease which typically occurs in children and young adults. It is described as a
proliferation of distinctive histiocytes and typically occurs in the cervical lymph nodes.
Extranodal involvement is rare but may arise in some cases. Even more unusual is the
involvement of the gastrointestinal tract.
METHOD: We report a case of an atypical RDD in a patient who presented with
hematochezia and was found to have RDD presenting as a rectal mass which was
treated with a combination of surgical and medical management.
RESULTS: The patient is a 59-year-old African American male who presented to an
outside institution with constipation, periodic hematochezia, and decreased stool
caliber. He was referred to gastroenterology and underwent a colonoscopy which
revealed a rectal mass. He then underwent exploratory laparotomy and the mass
was found to infiltrate the prostate and bladder. An attempt at complete resection
was aborted. He was then referred to our institution and underwent a complete
workup. He then underwent a repeat exploratory laparotomy with tumor debulking
and creation of diverting colostomy and tissue sampling. Tissue section biopsies were
taken from peri-colonic and rectal lymph nodes and from the pelvic mass. The biopsy
revealed histiocytic proliferation and focal emperipolesis with background fibrosis and
mixed inflammation consistent with Rosai-Dorfman disease. He was then referred to
hematology and underwent treatment with prednisone and vinblastine and had an
excellent response. The patient is currently asymptomatic and on maintenance therapy.
CONCLUSION: This case report demonstrates the efficacy of treatment with a
combined surgical and medical approach to RDD located in the gastrointestinal tract.
Although case reports are rare, RDD must be considered on the differential diagnosis
for patients presenting with solid masses associated with the gastrointestinal tract.
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Q 208. RENAL CELL CARCINOMA PRESENTING AS A MASS OF THE
GALLBLADDER
TM Barry, TJ Herron
Presenter: Tara Barry MD
University of South Florida
KIOSK #2
Introduction: Gallbladder metastasis from renal cancer is a rare entity with reported
incidence of 0.4-0.6% and many noted incidentally on autopsy. Lesions have been
observed both in a synchronous (33%) and metachronous (67%) manner. Clear cell
renal cell carcinoma is the only histological subtype observed in gallbladder metastasis
from renal cancer documented in the literature to date.
Case Report: This is a 60 y/o male without significant medical history who presented
to the hospital after a syncopal episode with reported three-day history of left flank
pain and an unintentional 20 lb weight loss. Computed Tomography of the abdomen
revealed a large exophytic lesion of the left kidney concerning for renal cell carcinoma
as well as a lobular mass in the body of the gallbladder concerning for a primary
gallbladder carcinoma vs. metastatic disease. He was taken to the operating room for
a radical left nephrectomy as well as an open possible radical cholecystectomy. Frozen
section revealed a renal cell carcinoma metastasis, and a radical cholecystectomy
was not performed. Final path confirmed a 3.3 x 2.0 x 2.0 cm yellow lobulated well
circumscribed nodule with a 0.5 x 0.5 cm mucosal stalk within the gallbladder lumen
consistent with clear cell renal cell carcinoma metastasis with negative margins. Gross
pathology included multiple polypoid gallstones. The patient had an uneventful postoperative course and was discharged home.
In the largest literature review and case series to date, median time to presentation of
gallbladder metastasis was 4 years following nephrectomy for metachronous lesions
and most were discovered incidentally on surveillance or staging imaging. Given the
concerning appearance of both the renal mass and gallbladder lesion on Computed
Tomography and Magnetic Resonance Imaging in this patient, preoperative planning
included consideration of radical vs simple cholecystectomy as it was not clear whether
this was a presentation of concomitant primary malignancies vs. Gallbladder metastasis
from primary renal malignancy. An open approach was taken given the size of left
sided renal mass which necessitated open radical nephrectomy. After frozen section
confirmed gallbladder metastasis from renal cell primary the decision was made to
perform a simple open cholecystectomy as there is no documented survival benefit for
radical cholecystectomy over simple cholecystectomy in the absence of gross invasion
of the metastatic lesion. Primary cholangiocarcinoma affects women more than men
and is more often associated with a history of gallstone disease. The presence of stones
on imaging in addition to the gallbladder mass has been noted in only 12% patients
despite the fact that of those patients who are symptomatic, most report colicky nonspecific abdominal pain mimicking cholecystitis. There are no series that document the
presence of stones confirmed on final pathology as was the case in this patient. Clear
cell renal cell carcinoma metastasis should remain in the differential of gallbladder
lesions seen in the setting of renal masses given the difference in operative approach
when managing primary gallbladder carcinoma vs. Metastasis.
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Q 209. ENDOSCOPIC ULTRASOUND-GUIDED FINE NEEDLE ASPIRATION OF
RENAL MASS: UTILITY IN INITIAL DIAGNOSIS AND SUBSEQUENT TISSUE
ACQUISITION
F Qafiti, D Rubay, B Hristov, S Steinberg, T Genuit
Presenter: Fred Qafiti MD
Florida Atlantic University
KIOSK #2
Introduction: Renal mass biopsy is traditionally performed via a percutaneous
approach. Reports of endoscopic ultrasound-guided fine needle aspiration (EUS-FNA)
of renal masses are sparse; however, the existing evidence demonstrates that the
approach may be an effective, safe, and less invasive alternative. This report illustrates
the diagnostic utility of EUS-FNA in identifying and sampling a renal mass, despite prior
negative CT imaging. A 65 year old male with prior history of renal cancer presented
with an incidentally noted CT finding of pancreatic mass. The patient underwent
EUS-FNA of the pancreatic mass. Evaluation of the pancreas did not reveal ductal
dilatation. As is routine, adjacent anatomical structures were visualized via ultrasound
including the left adrenal gland, spleen, liver and left kidney. This surveillance revealed
a 25 mm heterogeneous mass that appeared to arise from the left kidney. Additionally,
a small prominent structure that appeared to be a lymph node adjacent to the celiac
axis was identified. The masses were both sampled through the posterior wall of the
gastric body. Pathology of both the pancreatic and kidney tissues revealed cellular
evidence of poorly differentiated renal cell carcinoma. Whereas renal mass biopsy has
conventionally been performed via a CT-guided or ultrasound-guided percutaneous
approach, the technique has its limitations. Obesity, or interposed bowel and lung both
limit the use of ultrasound in this manner. Success rate of EUS-FNA of renal masses
are promising albeit preliminary. We demonstrate the utility of EUS-FNA in both the
detection of a renal mass missed by conventional methods and the immediate tissue
acquisition leading to rapid diagnosis and implementation of therapy.
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Q 210. ENDOSCOPIC CHOLECYSTDUODENOSTOMY FOR BILIARY OBSTRUCTION
SECONDARY TO STAGE IV PANCREATIC ADENOCARCINOMA: USE OF THE
DOUBLE-FLANGED METAL STENT
D Rubay, J Gigioli, F Qafiti, B Hristov, T Doukides, T Genuit
Presenter: John Gigioli MD
Florida Atlantic University
KIOSK #2
Introduction: Acute cholecystitis is often managed with a course of antibiotics and
elective outpatient cholecystectomy. For those who are poor surgical candidates,
percutaneous cholecystostomy tube placement is conventionally performed. We
report an alternative non-surgical approach, namely endoscopic, ultrasound-guided
cholecystduodenostomy stent placement. This approach has been seldom explored
in the literature however, preliminary reports have been promising. Our patient is a
67-year-old woman with known metastatic pancreatic adenocarcinoma in the body and
tail of the pancreas status post distal pancreatectomy, chemotherapy and radiation
therapy. Additionally, she has advanced metastasis to the liver with common bile
duct obstruction status post ERCP and stenting one month prior. She presented to the
hospital with recurrent fevers and right upper quadrant pain of one-month duration. She
denied any recent history of pruritis and jaundice. A HIDA scan revealed no gallbladder
uptake despite radiotracer activity in the small bowel and heterogeneous liver
uptake of the radiotracer. Acute cholecystitis and advancing intrahepatic focal biliary
obstruction were diagnosed. After surgical evaluation, the patient was unfortunately
a poor candidate for cholecystectomy. After discussion of her alternative options
including percutaneous cholecystostomy and endoscopic cholecystduodenostomy,
she elected for the latter. Upon endoscopic ultrasonography, the gallbladder was noted
to have extensive sludge and a few stones. A transduodenal AXIOS lumen opposing
stent was placed into the gallbladder and deployed. Pus was seen draining from the
stent. Throughout the following four days, her right upper quadrant pain had improved
although she remained febrile. She was discharged with instruction to finish her
antibiotic course and to follow up in clinic. Whereas percutaneous cholecystostomy has
traditionally been the standard therapy for non-operative interventional management
of cholecystitis, we encourage the continued exploration of cholecystduodenostomy
as a functional alternative in the critically ill patient. This approach eliminates the
challenges of percutaneous drain upkeep and associated complications, such as
accidental catheter dislodgement and skin irritation. Adverse outcomes of this
procedure have yet to be explored extensively in the literature. Further studies ought to
be focused on characterizing these outcomes and comparing them to those of currently
accepted therapies.
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Q 211. AMPULLARY METASTATIC TUMOR WITH BRONCHOGENIC ORIGIN:
A RARE CASE REPORT
D Rubay, M Morrow, F Qafiti, B Hristov, S Steinberg, T Genuit
Presenter: David Rubay MBChB
Florida Atlantic University
KIOSK #2
Introduction: Gastrointestinal involvement by the metastasis from lung primary cancer
has been reported to be one of the most common sites of metastasis outside the
thoracic cavity. Though tumors that metastasize to the ampulla of Vater are considered
extremely rare. In this case report, we report a rare case of obstructive jaundice in a
patient with a known case of lung adenocarcinoma found to have ampullary mass.
The patient was taken for a biopsy of the mass showed adenocarcinoma of pulmonary
origin. This is an exceedingly rare presentation for lung metastasis and has not been
previously noted in literature. Lung cancer metastasizes to many sites, but most
frequently to bone, liver and the adrenal glands. Approximately one third of patients
will present with symptoms relating to extra thoracic spread. Adenocarcinoma is
the most common type of lung cancer and it consists of approximately 40% of lung
cancers. Jaundice in the setting of lung cancer is more likely to be due to widespread
hepatic disease than to extrahepatic biliary obstruction. It has been very rare to
cause obstructive jaundice due to its metastatic lesions adjacent the extrahepatic
biliary tract. The majority of those which do are small cell lung cancer. The primary
sites of secondary tumors in the porta hepatis including the biliary tract, the head
of the pancreas, and the ampulla of Vater associated with obstructive jaundice are
gastric, colon, and breast cancer in that order. Only 1% of those tumors originate
from lung cancer. Most patients presenting in this manner are at an advanced stage
with widespread disease and are usually managed symptomatically. This generally
involves palliative chemotherapy and/or radiotherapy coupled with other measures
to relieve the biliary obstruction such as biliary stent insertion. In the few cases where
operative intervention is considered, it is usually limited to a biliary bypass to relieve the
jaundice. In summary, we have reported a rare case of obstructive jaundice caused by
periampullary metastasis from pulmonary adenocarcinoma.
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Q 212. A STATISTICAL MODEL FOR IDENTIFYING OCCULT PNEUMOTHORACES
THAT WILL REQUIRE CHEST TUBES
LY Nguyen, D Juan, MD, AM Thompson, SL Bowlds, WJ Bromberg
Presenter: Stacey Bowlds MD
Memorial University Medical Center
KIOSK #3
Introduction: Pneumothorax, a sequela of blunt chest trauma, is recognized as a
preventable cause of death because timely placement of a chest tube can be lifesaving.
Occult pneumothorax is defined as one that is not identified on x-ray, but CT only.
Occult pneumothoraces are often smaller, asymptomatic, and not always treated
with chest tube placement. However, they carry the risk of progressing to a clinically
significant tension pneumothorax with resulting cardiopulmonary collapse. The goal of
this retrospective study is to use data obtained in a standard trauma work-up to predict
the likelihood that an occult pneumothorax will require a chest tube.
Methods: This is a single institution retrospective review of Memorial Health Medical
Center trauma patients in years 2013-2015. Patient data collected included age, injury
mechanism, BMI, COPD history, requirement of intubation, number of rib fractures,
and presence of subcutaneous emphysema, pulmonary contusion, or hemothorax. End
points included requirement of chest tube placement or VATS procedure.
Results: 524 trauma patients with occult pneumothoraces were identified in the
Memorial Health Medical Center Trauma Registry between 2013 and 2015. 131/524
patients (25%) required an intervention. A univariable binomial logistic regression
was performed predicting intervention of chest tube of VATS. Statistically significant
variables included patient age, requirement of intubation (OR 4.39), number of rib
fractures, subcutaneous emphysema (OR 4.33), and presence of pulmonary contusions
(OR 2.77). These variables can be collected and input into an equation to produce the
percentage chance that a patient will require chest tube or VATS.
Conclusion: Using data routinely obtained in a trauma workup, we can predict whether
a patient with an occult pneumothorax will require intervention in the form of chest
tube placement or VATS procedure.
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Q 213. REDUCING OVERALL RADIATION EXPOSURE IN PATIENTS SUSTAINING
GROUND LEVEL FALLS
E Graf, H MacNew, T Eversley Kelso, J Dunne
Presenter: Emma Graf
Memorial University Medical Center
KIOSK #3
Introduction: Recent studies have documented a 2.5-fold increase in computed
tomographic (CT) utilization since 2001 in patients sustaining ground level falls.
Additional studies have shown an increase in patients’ life time risk of developing
cancer even with low doses of radiation exposure during CT imaging. Therefore, we
sought to determine risk factors for traumatic torso injury in patients sustaining ground
level falls in order to reduce the overall radiation exposure in these patients.
Methods: Prospective data was collected and retrospectively reviewed on 301 patients
who sustained ground level falls over a 3-year period from 2014-2016. Data variables
included: age, ISS, GCS, SBP, presence of alcohol (ETOH) or drugs, physical exam (PE)
and radiology findings. Multivariate regression analyses were performed to determine
risk factors for traumatic torso injury. P < 0.05.
Results: Mean age of the study cohort was 69.9, mean ISS was 11.3, mean GCS was
14.0 and mean SBP was 144.2. 23% screened positive for ETOH and 8% screened
positive for drug use. 22% had a positive physical exam (PE) of the chest, 10.8% had a
positive PE of the abdomen and 12.5% had a positive PE of the pelvis. A positive PE of
the chest, abdomen or pelvis was significantly associated with a traumatic injury of the
torso based on CT imaging (p < 0.0005). Based on multivariate regression analysis,
risk factors for traumatic torso injury included female gender, increasing injury severity,
transfer status and positive PE of the torso (p < 0.05). Patients with a positive PE of
the chest, abdomen or pelvis had a 22-fold, 6-fold or 17-fold increased risk of having a
traumatic torso injury based on CT scan findings (p < 0.0001).
Conclusion: Torso related CT imaging should be considered in patients sustaining
ground level falls who have positive physical exam findings of the chest, abdomen or
pelvis. In the absence of these findings, additional CT imaging of the torso may not be
warranted.
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Q 214. A 4 YEAR RETROSPECTIVE REVIEW OF PIT BULL INJURIES
BF Buyukozturk, AA Rosenthal
Presenter: Berna Buyukozturk BS, MS3
Memorial Regional Hospital
KIOSK #3
Introduction: Dog bite injuries remain a major public health problem in the United
States. Within the broader category of domesticated canines, pit bull-type dogs have
often been described as more aggressive and more dangerous than other breeds, and
are responsible for a significant number of emergency room admissions and surgical
procedures to repair associated injuries. Controversy exists over the degree of danger
inherent in pit bulls as a specific breed, and much contention surrounds condemning or
labeling pit bull-type dogs as vicious animals. We sought to examine the patients at our
institution and compare pit bull-type injuries with non-pit bull injuries.
Methods: All patients treated for dog bite injury at our Level I trauma center in the
Broward County area from June 2013 to June 2016 were retrospectively reviewed.
The following data were collected and analyzed: culprit canine breed, patient age and
gender, relationship of patient to dog, location and severity of wounds, necessity of
amputation, and patient disposition. Law enforcement/K9 associated injuries sustained
during apprehension were excluded from analysis.
Results: 629 consecutive dog bite injuries were identified. 71 police-related K9 injuries
were excluded from analysis. Of the 558 non-K9 injuries, 61 (11%) involved pit bull-type
breeds and 497 (89%) were non-pit bull type breeds. Of the pit bull-type injuries, 34
(56%) patients were male, 56 (92%) bites resulted in upper and/or lower extremity
injuries, 9 (15%) bites resulted in head, neck or facial trauma, and 5 (8%) bites resulted
in orthopedic bony injury. There were no amputations in the pit bull patient group. Of
the 497 non-pit bull and non-K9 injuries, 228 (46%) patients were male, 409 (82%)
bites resulted in upper and/or lower extremity injuries, 75 (15%) bites resulted in head,
neck or facial trauma, and 19 (4%) bites resulted in orthopedic bony injury. 3 (0.6%)
non-pit bull injuries resulted in extremity amputation. No fatalities occurred in any dog
bite patient presenting to our ED during this time period.
Conclusion: While dog bites remain a significant public health concern, pit bull-type
breeds are associated with a small percentage of the total dog bite injuries. Upper
and lower extremity injuries are most common, with facial, head and neck injury
representing a smaller subset for both groups. Injury severity was no worse in the pit
bull category, with no amputations required, while several non-pit bull bites required
amputation. Further study is required to clarify the efficacy of prevention strategies,
such as breed-specific legislation, leash laws, neutering, training and education. Our
data suggest that pit bulls represent a small percentage of dog bites, with similar injury
patterns to non-pit bull bites. Responsible pet ownership, rather than breed-specific
stereotyping, should be considered the focus of further prevention strategies.
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Q 215. COSTS OF SELF-INFLICTED TRAUMATIC INJURIES
RN Smith, SL Veselsky, B Tracy, C Mehta, A Minihan, J Beard, R Gelbard, W Rodriguez,
K Williams, MJ Seamon, P Rhee
Presenter: Brett Tracy MD
Emory University
KIOSK #3
Introduction: Recent high profile suicides have increased inquiry of the causes and
effects of self-inflicted injuries. In the US, there are 575,000 ED visits for self-inflicted
injuries and 45,000 suicides each year. The objective of our study is to determine the
scope and economic burden of self-inflicted traumatic injuries at an urban, high volume
Level I trauma center to guide prevention strategies.
Methods: A retrospective cohort analysis of adult patients with self-inflicted traumatic
injuries from 2009-2017 was performed. Patient demographics, diagnoses, mechanism
of injury (MOI), injury severity score (ISS) and operative procedures were recorded.
Outcomes (hospital length of stay (LOS), hospital costs and mortality), patient and
injury characteristics were compared by MOI (penetrating, blunt) using X-square and
Wilcoxon rank sum tests.
Results: 683 patients met inclusion criteria. 78.5% were male, 47.1% White, 44.2%
Black, and median age was 36 years (Q1-Q3: 26-50). Incidence of penetrating
mechanisms increased recently (see graph). Penetrating injuries accounted for 70.2%
(n=480): 293 GSWs and 187 stabbings, and were 7x more lethal than blunt injuries
(OR 7.4, p<0.01) despite no difference in median ISS =10 (p=0.59). Blunt mechanisms
accounted for 29.8% (n=203): 143 jump from height, 37 MVCs, and 23 hangings.
Overall mortality was 24.7% (n=169). 54.9% had a history of psychiatric illness. 787
surgeries were performed, most (n=609, 77.4%) for penetrating trauma. Nearly $15
million in hospital charges were incurred. Blunt injuries required longer hospital LOS
(6D vs. 4D, respectively, p<.0.01) and were less likely to be insured (45.3% vs. 66.9%,
respectively, p=0.02) compared to penetrating.
Conclusion: Self-inflicted traumatic injuries are common, costly, diverse, and lead to
significant morbidity and mortality. Given the increase in incidence in recent years,
effective and timely prevention strategies targeting high-risk groups, such as those with
psychiatric illness, are warranted.
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Q 216. LEAD TOXICITY FROM RETAINED BULLET FRAGMENTS:
A SYSTEMATIC REVIEW
AV Apte, KD Bradford, CJ Dente, RN Smith
Presenter: Anisha Apte BA
Emory University
KIOSK #3
Introduction: Firearm injury remains a public health epidemic in the United States.
A large proportion of individuals with gunshot wounds subsequently have a retained
bullet fragment (RBF). There are currently no standard medical guidelines regarding
bullet removal and the full extent of their consequences remains unknown. We sought
to determine if an association between retained bullets and elevated blood lead levels
(BLL) and lead toxicity exists using a systematic review with meta-analysis.
Methods: Using PICO format, we searched PubMed, EMBASE, CINAHL, Scopus,
Cochrane Library, and Sociological Abstracts electronic databases for all randomized
controlled trials (RCTs), prospective and retrospective cohorts, case-control and crosssectional studies published in the English language between 1988 and 2018 using key
search terms and phrases. The quality of evidence and risk of bias was evaluated with
the Quality Assessment with the Grading of Recommendation and Evaluation (GRADE)
methodology. A meta-analysis was performed on 5 of the 13 studies using a randomeffects model with the assistance of Review Manager 5.3.
Results: Our search yielded 2012 articles after duplicates were excluded. 13 were
included in the study after full article review. The rigor of evidence was limited as all
studies were observational; no RCTs exist. 12 studies showed evidence supporting an
association between elevated blood lead levels and RBF after firearm injury. There was
conflicting data regarding the duration of RBF as an independent predictor of elevated
BLL, however 4 studies associated bone fractures with increased risk of elevated BLL.
A positive relationship between BLL and the number of RBF was demonstrated in
two studies (1-10, 10.5±7, p < 0.01; 1-228, p < 0.01). Meta-analysis demonstrated a
significantly higher BLL by 5.47 ug/dL in individuals with retained bullets as compared
to individuals in the control group (p < 0.01).
Conclusion: Existing studies demonstrate an association between RBF and increased
BLL as compared to the general population however the clinical impact of this remains
unclear. Stronger research is needed regarding potential long-term consequences
of retained bullets. Understanding these effects may assist in defining guidelines
regarding bullet removal as well as developing strategies for injury prevention and
patient care. Additionally, investigating the relationship between retained bullets and
lead toxicity is an important public health matter that can be addressed with patient
surveillance and physician and public education and awareness.
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Q 217. FARM INJURIES: ANIMAL MOST COMMON, MACHINERY MOST LETHAL:
A NATIONAL TRAUMA DATA BASE STUDY
KA Damroth, RG Damroth, A Chaudhary, A Erickson, L Heneghan, N Hellenthal, D Monie,
S Cooper, M Anderson, T Kaufman
Presenter: Karl Damroth MD
Bassett Medical Center
KIOSK #3
Introduction: Agriculture is consistently considered to be one of the most dangerous
industries with both high rates of fatal and nonfatal injuries. This correlates with the
innate hazards of farm work. Currently, the number of agricultural workers in the US
approaches one million, and 85% of food consumed in the US is produced nationally.
Injuries on farms suffered by those 20-years old or less costs an estimated $1.42
billion annually. The farming fatality rate is 25.4 deaths/100,000 workers/year. For
the wellbeing of farm workers and cost mitigation, there exists a need for further
investigation to prevent injuries on farms.
Methods: The 2012 National Trauma Data Base (NTDB) was queried in August 2017 for
injuries occurring on a farm. Patients were stratified by gender, age group, race, injury
severity score, and injury type. We performed logistic regression analysis to correlate
parameters with likelihood of discharge home or death. P values less than 0.05 were
considered significant.
Results: 5631 patients were identified, the majority of whom were male (72%) and
white (85%). The most common mechanisms of injury (MOI) included animal-related
(29% of all injuries), followed by falls, vehicles, and other causes. Although animalrelated injuries were most common, the highest ISS scores were seen in vehicular
injuries (11% ISS of 25+), and greatest fatality rate was seen in machinery injuries (4%).
4753 (84%) patients were admitted to the hospital from the ER. Of those, 924 (16%)
went immediately to the OR, and 1140 (20%) went to the ICU. Overall, 130 patients
(2%) died of their farm-related injury. 4056 patients (72%) were discharged home
from the ER or after hospitalization.
Conclusion: The majority of patients with farm-related injuries who present to the ED
survive, are admitted to the hospital, and are ultimately discharged home. Few patients
die of their injuries. Animal injury is the most common and machinery injury is the most
lethal of farm trauma patients presenting to the ED.
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Q 218. IMPROVING TIME TO COMPUTED TOMOGRAPHY SCANNER IN TRAUMA
PATIENTS
JV Hale, F Amiri, J Murray, B Vo
Presenter: Jessica Hale DO
Marshall University
KIOSK #3
Introduction: Computed tomography (CT) is a vital component in the evaluation
of trauma patients. It can facilitate early diagnosis of life-threatening injuries in
polytrauma patients and allows for rapid therapeutic intervention of active bleeding or
neurosurgical emergencies. Therefore, a quick diagnosis with a rapid whole body CT
scan is imperative for early intervention, which has been shown to improve mortality
rates and lead to a better outcome for trauma patients. Our objective was to improve
time to CT to be under 20 minutes.
Methods: Trauma flow sheets were used to document each patient’s time of arrival and
when they were taken to CT. The lengths between those two times were recorded as
time to CT. One intervention used to improve the time to CT was education and training
of all healthcare workers involved with trauma patients. The data collection period
was from January 2017 to October 2017. The average and median time to CT were
calculated to determine the percentage of months that were under 20 minutes. For
the second intervention, clock timers were installed in all trauma bays that would start
when the patient arrived. The data collection period was from August 2018 and will end
on December 1, 2018.
Results: With the first intervention to improve time to CT, 50% of the average time
to CT were under 20 minutes for 10 months. However, 60% of the median time to CT
were under 20 minutes for 10 months. There is further data for the first intervention
that is currently undergoing statistical analysis. There is only preliminary data available
for the second intervention and statistical analysis will be completed when more data is
collected.
Conclusion: The objective was to improve the time to CT to be under 20 minutes using
two different methods. Our first intervention showed improvement with time to CT
likely being due to the Hawthorne Effect. Our second intervention involved installing
clock timers in each trauma bay. This provided a visual reminder to all healthcare
workers in the trauma bay. There is only preliminary data collected for the second
intervention. However, a statistical analysis will be performed once all data is collected.
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Q 219. EFFECT OF EARLY THROMBOPROPHYLAXIS ON NON-OPERATIVE FAILURE
IN SPLENIC INJURY
BR Sappington, MP Abraham, LM Smith, JC McMillen, BJ Daley, CM Lawson, RW Bollig,
BN Taylor
Presenter: Bethany Sappington MD
University of Tennessee Medical Center, Knoxville
KIOSK #3
Introduction: EAST Guidelines for Splenic Injury Management give a Level 3
recommendation for pharmacologic prophylaxis for VTE prevention in patients
with isolated blunt splenic injuries without increasing failure rates of nonoperative
management, although optimal timing of safe initiation has not been determined. We
previously employed chemoprophylaxis routinely at 72 hours and changed our standard
to reflect the current practice supported by EAST and by Eberle et al in 2011, and
formulated an IRB approved performance study of outcomes. We sought to determine
if 48 hours was a safe period for clinical stability after splenic injury before chemical
thromboprophylaxis initiation.
Methods: This was a non-randomized open study based on hospital protocol,
evaluating patients with grade 3-5 splenic injuries initially managed non-operatively
(NOM) from Jan 2013-Jul 2017. Interim outcomes analysis was compared before and
after change in protocol for enoxaparin administration timing. Analysis was performed
by applying DVT prophylaxis timing as a primary outcome with 48hrs after admission
being set as threshold, comparing those receiving prophylaxis before or after 48hrs
after admission. Statistical significance (p<0.05) was tested through a binomial
regression model with outcome parameter being NOM success with gender, age, ISS,
splenic injury grade, and total transfusions controlled for as covariates. NOM failure
was defined as patients requiring splenectomy or splenic artery embolization prior to
discharge. Failure rates calculated for each analysis. Demographics analyzed using
chi-square.
Results: A total of 156 subjects were analyzed, 51 subjects received prophylaxis within
48hrs of admission, and 105 did not. The average age of the study population was 40.15
years, average ISS was 22.49, average splenic injury grade was 3.29, and average total
pRBCs transfused was 0.76. The average NOM failure rate of the population was 5.13%.
While the study population receiving a prophylactic dose within 48hrs of admission had
a higher NOM failure rate at 9.80%, compared with those not receiving a dose within
48hrs with a NOM failure rate at 2.90%, statistical significance in this analysis was not
established (p=0.065).
Conclusion: In our study, there was a trend toward increased rate of NOM failure in
patients receiving DVT prophylaxis at less than 48 hours. The study was limited by
power and the complex variables associated with the trauma population.
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Q 220. RIB FRACTURES IN ELDERLY FALLS: NOT AS DEADLY AS YOU THINK
AJ Jones, AJ Jones, C Li, DM Kitchens, AB Metcalf, JP Simpson, BM Snow, BM Manning,
JD Cull
Presenter: Ashley Jones MD
Greenville Health System
KIOSK #3
Introduction: Previous studies report a high risk of morbidity and mortality (M&M) in
elderly patients with rib fractures with rates of pneumonia (PNA) over 30% and death
in approximately 20%; however, many of these patients have other injuries contributing
to these high rates. The purpose of this study is to determine the contribution of rib
fractures to the observed M&M in elderly fall patients.
Methods: The trauma and elderly fall databases at an ACS level 1 trauma center was
queried from January 2013-June 2017. Patients 65 years old or older with rib fractures
after a fall from standing and non-thoracic AIS scores less than two were included in the
study. Data collected included patient demographics, disposition, rib fracture data, pain
treatment modality, ISS, RTS, incidence of PNA, ICU admission, and intubation.
Results: A total of 129 patients were included with a mean age of 81.3 years with 52.7%
(n=68) male. Mechanical fall was the most common mechanism of injury (n=101)
and median ISS score was 9. The median number of rib fractures was 3, with 72.7%
(n=94) having 3 or more rib fractures. Pulmonary contusion was observed in 7.8%
(n=10). A total of 14.7% (n=19) developed PNA and 3.9% (n=5) required intubation.
Patients with PNA were more likely to require ICU care. All intubated patients had
PNA. Patients not evaluated by the trauma team had a higher incidence of PNA (31.6%,
p=0.049). Epidurals were used in 12.4% (n=16) and ketamine drip was used in 8.5%
(n=11) patients. The median ICU and hospital stays were 3 and 5 days, respectively.
3.9% (n=5) either died in the hospital or were discharged with hospice; however, only 2
patients died (1.6%) from pulmonary complications.
Conclusion: When substantial associated injuries are excluded in elderly fall patients,
the observed morbidity and mortality is significantly lower than previously reported.
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Q 221. THE IMPACT OF SURGICAL CARE IMPROVEMENT PROJECT COMPLIANCE
ON SURGICAL SITE INFECTION IN A TRAUMA POPULATION: A QUALITY
IMPROVEMENT PROJECT
A Elkbuli, B Dowd, A Eily, E Bernal, S Hai, M McKenney, D Boneva
Presenter: Adel Elkbuli MD, MPH
Kendall Regional Medical Center
KIOSK #4
Introduction: Surgical site infections (SSIs) are a critical, possibly preventable, threat to
patient safety and are one of the most common healthcare-associated infections. The
Surgical Care Improvement Project (SCIP) was established to increase standardization,
improve patient safety, and reduce SSIs. National benchmark metrics are established
by the Trauma Quality Improvement Program (TQIP). We sought to assess the rate
of SSIs in our trauma population, associated with SCIP compliance against a national
benchmark.
Methods: A four-year review between February 2014 and December 2017 of operative
trauma procedures, which complied with the SCIP guidelines using our level I Trauma
Center’s registry. Patients were categorized based on total SSI and also into superficial
SSI (SSSI), deep SSI (DSSI), and Organ/Space SSI. Chi-squared analysis was utilized to
compare our rate of SSIs to the TQIP benchmark.
Results: Overall, 13,052 SCIP compliant trauma operations were reviewed. Patients
ranged from under 1 to 105 years-old with a mean age of 49.7 years. There were 34
SSIs out of 13,052 operations for a rate 0.26%. This rate is significantly lower than TQIP
benchmark for 2016-2017 (0.26% vs. 0.75% vs. 0.70%, 95%CI=1.47-1.70, p<0.0001).
Conclusion: SCIP adherence was associated with an 65% reduction rate of SSIs
compared to the TQIP benchmarks for trauma patients. The SCIP guidelines are
effective in decreasing the rate of surgical site infections in trauma patients.
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Q 222. RURAL VERSUS URBAN: IS THERE A DIFFERENCE IN THE WELL-BEING
STATUS OF THE PHYSICIANS AND THE CLINICAL CARE TEAM
JV Hale, A Farzad, T Bannister, K Devlin, J Raines
Presenter: Jessica Hale DO
Marshall University
KIOSK #4
Introduction: Burnout among healthcare professionals has continued to be a prevalent
issue with multiple contributing factors that lead to burnout. Our objective was to
evaluate and compare the well-being status of physicians and the clinical care team in
rural and urban areas.
Methods: An electronic survey was distributed to medical students, physicians, faculty,
nurses, mid-level providers, and other members of the clinical care team at 4 different
regional hospitals and Marshall University School of Medicine. The survey examined
demographics, perception of factors that contribute to personal burnout, general
well-being questions about common feelings and attitudes, overall health, lifestyle,
and severity of depression using the Patient Health Questionaire (PHQ-9). A statistical
analysis was performed on the data comparing those who work in rural versus urban
areas.
Results: The data processing collection is to end on October 14, 2018. Statistical
analysis will be performed on the collected data.
Conclusion: The data analysis will assess if there is a difference in the well-being status
of physicians and the clinical care team in rural versus urban areas.
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Q 223. PRE-OPERATIVE CLINICAL VARIATION BY HEALTH INSURANCE CARRIER
IN 12,285 MALE SURGICAL PATIENTS WITH MODERATE MORBID OBESITY
ME Moore, GJ Slotman
Presenter: Matthew Moore DO
Inspira Health Network
KIOSK #4
Introduction: In the ongoing obesity epidemic, every surgeon now treats patients
with weight-related medical problems. In managing these medically fragile surgical
patients, every clinical insight helps. While variation according to health insurance
has been reported in mixed sex bariatric surgery populations, whether or not clinical
characteristics in the subset of moderately obese male surgical patients vary by
insurance carrier is unknown. The objective of this study was to identify clinical
variation by insurance type in moderately obese men.
Methods: Data on 12,285 moderately obese men from the Surgical Review
Corporation’s BOLD database who were pre-operative for adjustable gastric band was
analyzed in four insurance groups: Private (n=10,102), Medicare (n=1,220), Self-Pay
(n=770), and Medicaid (n=193). Data included weight, BMI, demographics, and the
percent incidence of 31 weight-related medical co-morbidities. Continuous variables
were analyzed using an ANOVA with treatment in the model. Categorical variables
were examined using a general linear model with treatment in the model and modified
for a binomial distribution to account for dichotomous variables.
Results: Medicaid/Medicare/Private/Self-Pay age(45+-12/60+-11/47+-12/45+-12),
weight (kg154+-28/145+-26/147+-24/150+-28), BMI(50+-9/46+-8/46+-7/47+8) varied significantly (p<0.005-0.0001). Race(%) varied between Medicaid/
Medicare/Private/Self-Pay: African-American(16/5/7/2), Caucasian(69/84/79/86),
Hispanic(9/3/7/6), Asian(0/0.1/0.3/0.7), Other(6/8/8/5) (p<0.0001). Obesity comorbidities by insurance are displayed in Table. Medicaid were heaviest, had highest
depression, mental health diagnosis(MHD), substance abuse, GERD, liver disease, back
pain, cholelithiasis, abdominal panniculitis(AP), asthma, CHF, DVT/PE, angina, pseudo
tumor cerebri(PTC), and psychological impairment and lowest in alcohol. Medicare
were oldest and had highest ischemic heart disease, hypertension, diabetes, gout, sleep
apnea, obesity hypoventilation, pulmonary hypertension(PHT), peripheral vascular
disease, dyslipidemia, musculoskeletal pain, leg edema, fibromyalgia, hernia, stress
urinary incontinence(SUI), and unemployment(n=16) and lowest PTC and substance
abuse. Private experienced the highest alcohol abuse and the lowest AP, MHD, and SUI.
Self-Pay were lowest in all but AP, alcohol use, PHT, SUI and substance abuse (n=27)
and highest in none. Self-Pay were second highest in alcohol and substance use. Only
tobacco use (p=0.0507) didn’t vary significantly by insurance type.
Conclusion: Pre-operative clinical characteristics of moderately obese male surgical
patients vary by health insurance coverage type. Medicare and Medicaid insured
suffer most from weight-related problems. Medicaid patients have highest incidences
of psychological and abdominal/hepatobiliary issues, and increased CHF, DVT/
PE, and angina. Medicare have increased prevalence of all other cardiopulmonary
complications examined in this study. Private and Self-Pay have lower risk of obesity
co-morbidities than Medicaid and Medicare. It’s not clear from data if Medicaid high
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weight and BMI, and Medicare increased age, contribute to these findings. Results
suggest surgeons should consider Medicare and Medicaid men at increased risk for
peri-operative illnesses. This advanced clinical knowledge may raise pre-operative
index of suspicion for serious co-morbidities, and might improve medical care and
surgical outcomes of moderately obese men.
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Q 224. PRE-OPERATIVE RISK OF MEDICAL COMPLICATIONS VARIES BY HEALTH
INSURANCE CARRIER IN MODERATELY OBESE WOMEN: MEDICAID V MEDICARE
V PRIVATE V SELF-PAY
PR Osterdahl, ML Gott, GJ Slotman, A Sundling
Presenter: Paul Osterdahl DO
Inspira Health Network
KIOSK #4
Introduction: Greater than 40% of American women have obesity. Every surgical
practice now must manage these medically challenging patients. Clinical variation by
health insurance status in mixed sex bariatric surgery populations has been reported.
However, investigating moderately obese female surgical patients by insurance status
is unknown. The objective of this study was to identify variation in pre-operative clinical
characteristics among obese female surgical patients stratified by insurance coverage:
Medicaid, Medicare, Private insurance, and Self-Pay.
Methods: Pre-operative data on 53,292 female patients from the Surgical Review
Corporation’s BOLD database who were scheduled to undergo adjustable gastric
banding was analyzed in four groups: Medicaid (n=1,403), Medicare (n=3,273), Private
insurance (n=38,439), and Self-pay (n=2,917). Data included age, weight, BMI, race,
and 33 obesity-related medical conditions. Statistical analysis: Continuous variables
were analyzed using ANOVA with treatment in the model. Distribution of obesity
co-morbidities was examined by a general linear model with treatment in the model,
modified for binomial distribution.
Results: Medicaid/Medicare/Private/Self-Pay age (42+-12/57+-12/44+-11/43+-12),
weight (125+-23/120+-22/119+-19/119+-23), and BMI (47+-8/46+-8/44+-11/43+12) varied significantly (p<0.0001), as did race %: African-American (20/12/13/5),
Caucasian (60/75/74/85), Hispanic (13/5/6/5), Asian (0.14/0.12/0.21/0.24), Other
(7/8/7/5) (p<0.0001). Percent incidences of 33 obesity co-morbidities are listed
in the Table. Medicaid patients had the highest rates of asthma, hernia, abdominal
panniculitis, GERD, liver disease, gout, back pain, depression, mental health diagnosis,
psychologic impairment, smoking (p<0.0001), and pseudotumor cerebri (p=0.007);
and were lowest in none. Medicare patients had the highest rates of: angina, CHF,
hypertension, ischemic heart disease, DVT/PE, obesity hypoventilation, obstructive
sleep apnea, PVD, pulmonary hypertension, diabetes, dyslipidemia, menstrual
irregularity, cholelithiasis, stress incontinence, fibromyalgia, impaired functional status,
leg edema, musculoskeletal pain, and unemployment (p<0.0001) (n=19) and lowest in
none. Private women had the highest rates of PCOS and alcohol use and were lowest
in depression and smoking. Self-Pay experienced the lowest incidence of every obesity
co-morbidity except PCOS. Substance use did not vary.
Conclusion: There is significant discordance in the pre-operative clinical characteristics
of obese women when stratified by insurance status. Asthma, abdominal-hepatobiliary
conditions, and psychological/behavioral issues predominate among Medicaid females.
Medicare insured obese women suffer most from cardiopulmonary illnesses, diabetes/
dyslipidemia, cholelithiasis, and somatic disabilities. For surgeons, it is important to
recognize that Medicare patients with obesity are the highest risk insurance group for
cardiopulmonary problems and diabetes. This can raise the index of suspicion for these
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problems, granting the opportunity to address these comorbidities prior to surgical
intervention to optimize outcomes. Similarly, advance knowledge of Medicaid related
obesity comorbidities can facilitate presumptive management. Insurance type does not
determine obesity co-morbidities. Rather, this study revealed variation among women
who are drawn to subscribe with each of the coverages examined.
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Q 226. LONG-TERM EMERGENCY GENERAL SURGERY FOLLOW-UP AFTER
PERCUTANEOUS ENDOSCOPIC GASTROSTOMY (PEG) TUBE PLACEMENT
AT A MILITARY MEDICAL CENTER
RW DesPain, WJ Parker, AT Kindvall, EA Elster, EM Jessie, CJ Rodriguez, MJ Bradley
Presenter: Robert DesPain MD
Uniformed Services University - Walter Reed National Military Medical Center
KIOSK #4
Introduction: Percutaneous endoscopic gastrostomy (PEG) tube placement has been
well described as a safe operation to provide durable long-term enteral access. The
aim of this study was to characterize patients who received long-term PEG access and
identify follow up patterns, including tube removal. We hypothesize that these patients
have limited follow up with the emergency general surgery service.
Methods: From 2016 to 2018, patients over the age of 18 who underwent PEG tube
placement by the emergency general surgery service at a single tertiary military
medical center were studied. Demographics, indications, outpatient follow-up, time to
removal, and PEG-related complication data were collected.
Results: From 2016 to 2018, 35 patients underwent PEG placement. 77% of patients
were male with a mean age of 61 ± 21 years. The most common indication for
placement was neurologic (57%), followed by head and neck surgery (23%), and
respiratory failure (20%). Two (0.6%) patients suffered an inpatient complication from
PEG placement which included a buried bumper and pulmonary embolism. Eleven
(31%) patients had their feeding tube removed at an mean time of 121 ± 78 days after
insertion. 50% of patients who had PEGs placed for head and neck surgery had the PEG
removed compared with 35% for neurological reasons, and no patient had their PEG
removed when inserted for respiratory distress. Among the 33 patients discharged
from the hospital, only 12 (36%) patients, including those who had their PEG removed,
saw the outpatient surgery service for PEG care.
Conclusion: Within our population, PEG tube placement remains a safe procedure
with a low complication rate. However, continued and thorough follow-up with these
patients is lacking. As a result surgeons may be unaware of long-term complications.
Given the lack of follow-up, implementation of a PEG registry with long-term follow up
is necessary as a process improvement initiative.
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Q 228. PATTERNS OF NASOORBITOETHMOID FRACTURES IN THE PEDIATRIC
POPULATION
TT Le, AA Dobitsch, NC Oleck, FC Liu, JJ Halsey, ES Lee, MS Granick
Presenter: Thuy-My Le MSE
Rutgers University
KIOSK #4
Introduction: There is an absence of literature regarding nasoorbitoethmoid (NOE)
facial fractures. While NOE fractures are uncommon, there are a significant number
in the pediatric population. These fractures also often occur in conjunction with
other facial fractures because the NOE region adjoins the nose, orbit, maxilla, and
cranium. They can also be a harbinger for more serious concerns such as traumatic
brain injury and intracranial hemorrhage. For this reason, NOE fractures can be highly
complicated and a challenge to manage. We aim to define the etiologies and patterns of
nasoorbitoethmoid fractures to guide hospital and surgical management strategies.
Methods: Facial fractures at University Hospital (Newark, NJ) were reviewed
retrospectively between years 2001 and 2014 following the International Classification
of Disease (ICD-9) codes. The population reviewed included patients 18 years of
age or younger who sustained nasoorbitoethomoid fractures and were received at
University Hospital’s urban, level 1 trauma center. Patterns within this population such
as demographics, other facial fractures sustained, concomitant injuries, complications,
and surgical management strategies were assessed.
Results: From 2001 to 2014, 15 pediatric patients were identified as having sustained a
NOE fracture. Four (26.7%) of the patients were female and 11 (68.8%) of the patients
were male. Average age was 11.40. The most common etiologies recorded were motor
vehicle accident (n=8), pedestrian struck (n=3), and assault (n=2). Orbital fracture
(n= 13), nasal fracture (n=13), frontal sinus fracture (n=10) were the most commonly
associated facial fractures sustained alongside NOE fracture. Several patients sustained
traumatic brain injury (n=11) and loss of consciousness (n=13). The mean Glasgow
Coma Score was 10.5. In addition, 8 required intubation and 5 required a surgical
airway. Thirteen of the patients were admitted to the ICU and 11 required surgical
management for their fractures. Titanium plates were most commonly used (n=7)
for surgical management. Alternatively, medpor implants were used for 1 patient and
resorbable implants were used for 2 patients.
Conclusion: Nasoorbitoethmoid fractures are prevalent in a significant number of
pediatric patients, however, there is limited literature describing these fractures in
children. We aim to provide deeper insight regarding NOE fractures and various
associated patterns. Our study will help identify pediatric patients who are more likely
to present with a NOE facial fracture, commonly associated injuries, and the surgical
techniques most commonly utilized at an urban level 1 trauma center. It is imperative
that these patterns are studied to optimize fracture management and consequently
reduce morbidity and mortality of pediatric patients.
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Q 229. ALL THAT IS RIGHT LOWER QUADRANT PAIN IS NOT APPENDICITIS
RS Wood, MD Sarap
Presenter: Rebekah Wood MS
Wright State Boonshoft School of Medicine
KIOSK #4
Introduction: Three rare surgical cases in a rural setting over the course of three weeks
presented with right lower quadrant abdominal pain. Resulting diagnoses included
infarcted cecal diverticulum, cecal perforation due to actinomycosis infection, and low
grade appendiceal mucinous neoplasm.
Case Report: 55-year-old male presented to emergency department with sudden
onset right lower quadrant abdominal pain and nausea without fever or vomiting.
CT scan with contrast showed no intestinal obstruction or inflammation, normal
appendix, no abnormal fluid or gas collection, diverticulosis present without associated
inflammation, and no kidney stones. He was admitted and given pain medicine and
IV hydration without any improvement of symptoms. Decision was made to take
patient to the operating room due to concerns for an ongoing acute process from no
improvement of symptoms, peritoneal signs on exam, and white blood cell count of
16,000. Patient underwent laparoscopy and was found to have an infarcted cecal
diverticulum, which was resected. Pathology reported transmural necrosis and
acute suppurative inflammation of cecal diverticulum. On post operative day 1 he
was eating, walking and feeling well. •14-year-old male presented with intermittent
right lower quadrant abdominal pain for 5 months. Initial appendicitis workup was
negative. Upon presentation, CT and ultrasound showed large phlegmon in right lower
quadrant with intact appendix. Patient was taken to surgery for laparoscopy, conversion
to laparotomy with ileocecectomy and primary small bowel-colon anastomosis.
Pathology documented perforation at base of cecum with abscess formation including
sulfur granules consistent with Actinomycoses infection. Pediatric infectious disease
consultant concurs with Actinomycoses as cause of perforation. •59-year-old male with
mild right lower quadrant pain was referred after colonoscopy showed inverted large
appendix and benign biopsies of the base of the appendix. Normal abdominal-pelvic
CT scan. Patient underwent outpatient laparoscopic appendectomy with removal of
cuff of cecum due to concern for malignant etiology. Pathologic diagnosis of low-grade
appendiceal mucinous neoplasm. Patient followed-up in office with complete resolution
of symptoms. Discussion •Appendicitis may be a common cause of right lower
quadrant pain, but other more atypical etiologies must always be considered. Although
physical examination, ultrasound and CT scans are the usual modalities utilized for the
evaluation of RLQ pain, endoscopy and laparoscopy are excellent adjuncts in patients
with atypical or discordant presentations.
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Q 230. THE IMPACT OF TRAUMA CENTER VERIFICATION ON TRAUMA
OUTCOMES
A Elkbuli, B Dowd, D Boneva, M McKenney, S Hai
Presenter: Adel Elkbuli MD, MPH
Kendall Regional Medical Center
KIOSK #5
Introduction: Many Trauma Centers (TC) are verified by the American College
of Surgeons (ACS) and/or by their individual state as Level 1 or 2. The outcome
performance between a Level 1 and Level 2 has been debated. Our study aimed to
determine the relationship between ACS and State TC Level designation, 1 vs. 2, and
outcomes, specifically complications. This is the first study to do so.
Methods: Review of the National Sample Program (NSP) from the National Trauma
Data Bank (NTDB) for 2013. TCs were categorized based on ACS or State Level 1 or
2 designation. TCs not categorized as ACS or State Level 1 or 2 were excluded. All 22
complications provided by the NSP were compared and analyzed. Chi-squared analysis
was used with a statistical significance defined as p-value<0.05
Results: Of the 94 TCs in the NSP, 67 had ACS and 80 had State designations. There
were 38 ACS Level 1 TCs treating 87,340 patients and 29 ACS Level 2 treating 35,763.
There were 45 State Level 1 TCs treating 106,640 patients and 35 State Level 2 treating
43,290. ACS Level 1 TCs had significantly higher complications compared to ACS Level
2 TCs (11,776 (13%) vs 3,606 (10%), p<<0.0001). Additionally, State Level 1 TCs had
significantly higher complications compared to State Level 2 TCs (4,681 (4%) vs 673
(2%), p<<0.0001).
Conclusion: Both ACS and State Level 2 TCs had lower complication rates than ACS and
State Level 1 TCs.
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Q 231. FACIAL FRACTURE ASSOCIATED INTRACRANIAL HEMORRHAGE
IN THE ELDERLY POPULATION
AA Dobitsch, TT Le, NC Oleck, JN Halsey, ES Lee, MS Granick
Presenter: Andrew Dobitsch BA
Rutgers University
KIOSK #5
Introduction: Patients sustaining facial fractures often present with significant
concomitant injuries that may have long-term health implications. One of the most
common concomitant injuries is intracranial hemorrhage (ICH). In the elderly
population, ICH may lead to prolonged hospitalization, permanent neurological deficits,
or even death. In addition, these patients often present with significant medical
comorbidities, which may complicate the management approach. In this study, we
examine ICH secondary to facial fracture in the elderly population, exploring the
etiology, fracture site, and risk factors that may predispose patients to ICH.
Methods: A retrospective chart review was performed of all facial fractures in adults
65 years of age and older in a level 1 trauma center in an urban environment (University
Hospital in Newark, NJ). Patient demographics were collected, as well as the location of
fractures, concomitant injuries, and course of hospital stay.
Results: During the time period examined, 125 patients were identified as 65 years
of age or older with a facial fracture and 41 (33.1%) also had an ICH. The cohort
of patients with an ICH had a mean age of 74.9 (range 65-97) years, with a male
predominance of 58.5%. The two most common ethnicities were Caucasian (43.9%)
and African American (21.9%). There was a total of 75 facial fractures identified on
radiologic imaging. The most common fractures were maxillary sinus (28.0%) and
orbital (26.7%). 35.7% of patients with an ICH had a concomitant skull fracture. Fall
was the most common etiology of this cohort (73.2%). 58.5% of the patients had loss
of consciousness (LOC) and 60.1% had a traumatic brain injury (TBI). The mean lowest
Glasgow Coma Score was 12.05 (range 3-15). The average length of stay was 7.01 days
(range 5 hours to 30 days). Two patients expired.
Conclusion: The elderly population is particularly vulnerable to the deleterious effects
of ICH secondary to facial fracture. In this study, we identified patterns of injury, risk
factors, and comorbidities associated with ICH in this population. This information
may prove beneficial in aiding in the development of effective management strategies
for these injuries. Further studies are warranted in order to improve our diagnostic and
treatment algorithms and to ensure an optimal outcome for our elderly trauma patients.
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Q 232. CT IMAGING IN HEMODYNAMICALLY ABNORMAL PENETRATING
TRAUMA PATIENTS IS SAFE AND EFFICACIOUS
LY Nguyen, SL Bowlds, EJ Clayton, JL Gendernalik, MM Ott
Presenter: Lynn Nguyen MD
Memorial University Medical Center
KIOSK #5
Introduction: Patients with penetrating trauma who present to the emergency room
with abnormal vital signs have traditionally gone directly to the operating room
for exploration. We hypothesized that CT imaging for transient responders with
penetrating trauma is safe, and may reduce the rate of non-therapeutic operations.
Methods: A retrospective review was performed on all trauma patients with
penetrating injury to the neck or trunk that presented to our level 1 trauma center over
a three-year period. Data collected included demographics, initial vital signs, injury
patterns, and whether or not the patient had CT imaging. Primary outcome variables
included operative vs. non-operative management, and in-hospital mortality.
Results: 158 hemodynamically abnormal penetrating trauma patients were identified.
CT imaging was obtained in 115 of these patients. 56 (48.7%) patients who received
CT imaging were able to be managed non-operatively. 59 (51.3%) patients required
operative intervention after CT. Mortality among patients who went to the operating
room after CT scan was 3.4% (2/59). Mortality among patients who went directly to
the OR was 28.6% (12/42).
Conclusion: In a select group of penetrating trauma patients, CT imaging is safe, and
may help reduce the number of patients undergoing non-therapeutic operations.
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Q 233. THE USE OF R FOR THE ANALYSIS AND VISUALIZATION OF TRAUMA
REGISTRY DATA: A TRAUMA MEDICAL DIRECTOR’S TOOLKIT
SE Rollins, SD McClintock, EW Olle, TM Lasky
Presenter: Sarah Rollins MD
East Tennessee State University
KIOSK #5
Introduction: When approaching a trauma quality improvement project, presenting
the registry data in a format that can enhance a trauma program in patient care, data
monitoring, and quality enhancement opportunities can be time intensive, expensive
and consume many resources. Achieving administrative support for these endeavors
can be even more of a challenge. We sought to identify and create open-source
computer programming methods to make the trauma medical director’s job of annual
reporting and visually depicting registry and electronic medical record data more
simple and straight-forward.
Methods: A computer data scientist was included in the trauma multidisciplinary
team to examine the data points used for regular trauma performance improvement
and quality reporting. Options were discussed among the trauma medical director,
providers, and a statistician. Basic descriptors and usual indicators such as age, injury
severity score, length of stay, and location of injury were utilized to visually depict the
data, which can enhance clinical interpretation and targets for injury prevention. This
comprehensive reporting tool was developed for both adult and pediatric registries and
made available on an open-source platform. Other trauma medical directors can now
access our software and utilize the same means of analysis freely or tailor it to their own
reporting needs.
Results: In order to best demonstrate some of the capabilities of our software, we
prepared the attached figures. The figure to the left depicts trauma centers by level in
the Southeastern United States. The figure to the right shows age on the horizontal axis
and injury severity score on the vertical axis; the size of the circle plotted is determined
by the quantity of that mechanism of injury, which is differentiated by color. The lower
figure is a predictive plot, which shows volume fluctuations at our trauma center by
month over time and into the future.
Conclusion: The visual display of data can inform clinical decision-making. It follows
that improving upon the visual depictions available will lead to enhanced decisionmaking capabilities. Our open-source programming, which we have made available for
free to all interested parties, allows the software to evolve and meet the changing needs
of the clinical trauma environment in a cost effective manner. These improved visual
depictions of trauma data have the potential to enhance quality improvement and injury
prevention projects that will ultimately benefit public health.
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Q 234. PATTERNS OF LE FORT FRACTURES IN THE PEDIATRIC POPULATION
AA Dobitsch, TT Le, NC Oleck, JN Halsey, ES Lee, MS Granick
Presenter: Margaret Dalena BS
Rutgers University
KIOSK #5
Introduction: Le Fort fractures are complex fractures that require strategic medical
and surgical management. These fractures often occur in conjunction with other
facial fractures and head/neck injuries due to the high-impact force required to cause
a Le Fort Fracture. To manage these involved fractures, it is imperative that they
are diagnosed rapidly so that the patient can receive optimal treatment. In children
particularly, inadequate management of Le Fort fractures can cause long-term
functional and aesthetic problems. In this study, we examine Le Fort fractures in the
pediatric population exploring the etiology, associated fracture sites, and risk factors.
Methods: A retrospective chart review was performed of all facial fractures patients 18
years of age and younger in a level 1 trauma center in an urban environment (University
Hospital in Newark, NJ). Patient demographics were collected, as well as location
of fractures, concomitant injuries, surgical management techniques, and course of
hospital stay.
Results: Sixteen patients were identified as having sustained a Le Fort fracture. The
mean age was 11.38 (range 4-18), with a male predominance of 87.5% and an African
American predominance of 43.8%. The most common etiologies were motor vehicle
accident (43.8%) and pedestrian struck (37.5%). Secondary facial fractures were a
significant finding with orbital fractures (87.5%) and nasal fractures 62.5%) being the
most common. Common concomitant injuries include traumatic brain injury (75%) and
skull fracture (37.5%). The mean Glasgow Coma Score on admission was 9.19 (range
3-15). Upon arrival to the ED, 68.8% needed to be intubated and 25% needed a surgical
airway. Forty-four percent were admitted to the ICU and mean hospital length of stay
was 14.56 days (range 1-35). Almost 75% required surgical treatment with the most
common implant being a titanium plate (56.3%). Zero patients expired.
Conclusion: Le Fort fractures are serious injuries that require acute management
because large trauma is needed to cause these fractures, which results in many
secondary injuries that can complicate the diagnosis and treatment. It is vital to
diagnose and treat properly to avoid any long-term sequelae that can cause morbidity
and mortality in the pediatric population. Our data will identify associated risk
factors and incidence patterns, which can be used to define optimal treatment and
management strategies.
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Q 235. SUTURE-LESS REPAIR OF FULL THICKNESS CARDIAC STAB WOUND
ADJACENT TO RIGHT CORONARY ARTERY USING EVARREST® PATCH
CA Butts, A Hagaman, J Porter, JP Hazelton
Presenter: Christopher Butts PhD, DO
Rutgers University
KIOSK #5
Introduction: Cardiac stab wounds present a challenging surgical problem because
of their need for emergent intervention coupled with hemodynamic instability, and at
times repairing areas where ischemic insult results in detrimental effects. Traditionally,
these injuries are treated with sutured repair of the wound and in certain instances
bypass of major cardiac vessels. With the advent of new topical hemostatic agents, the
potential exists for using topical patches in place of more conventional suture repair in
areas that are anatomically challenging for more traditional suture repair.
CASE REPORT: A 38-year-old male presented as a trauma alert after two self-inflicted
stab wounds to the chest. Upon evaluation he was noted to have a 1cm midsternal stab
wound as well as a 2 cm parasternal stab wound over the left 6th intercostal space with
active bleeding. Chest X-ray showed a white out of the left hemithorax and FAST exam
was positive in the pericardial view. He was subsequently taken directly to the operating
room where a left chest tube was placed with 1L of blood return. He then underwent
a decompressive subxiphoid pericardial window immediately followed by a median
sternotomy. His heart was evaluated and he was noted to have a small full thickness
stab wound to the right ventricle abutting the right coronary artery (RCA) at the
bifurcation of the right ventricular branch of the RCA. Out of concern for ischemic injury
to the RCA or the subsequent branch by performing a conventional suture repair of the
stab wound an Evarrest® patch was placed over the wound instead. After allowing the
Evarrest® to adhere, hemostasis was achieved and the patient was ultimately closed.
The remainder of his hospital course was uneventful and he was ultimately discharged
home from the hospital without need for any further inteventions.
CONCLUSIONS: The use of topical hemostatic agents such as Evarrest® provide the
potential for hemostasis in areas that conventional suture repairs cause problematic
outcomes or need for more in depth cardiac bypass repair. This is the first report we
have found of using an Evarrest® topical hemostatic patch in place of conventional
suture for repair of a full thickness cardiac stab wound.
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Q 236. FAT EMBOLISM SYNDROME COMPLICATED BY DIFFUSE ALVEOLAR
HEMORRHAGE: AN ALBINO ZEBRA
LS Kao, RB Gelbard, BC Morse, AA Grant
Presenter: Leslieann Kao MD
Emory University
KIOSK #5
Introduction: Fat embolism syndrome is a potentially life-threatening condition
characterized by respiratory distress, altered mental status, and skin petechiae(1). Fat
emboli themselves are common after long bone fractures (>80%), but fat embolism
syndrome in long bone fractures is relatively rare, with a reported incidence of 0.9% to
2.2% of cases (2). The initial diagnosis of fat embolism syndrome is primarily clinical,
and typically manifests with an ARDS-like respiratory distress. In this case report, we
present a case where fat embolism syndrome presented first with neurologic effects,
then progressed to a rare presentation of diffuse alveolar hemorrhage (DAH).
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Q 237. MAKING THE DIAGNOSIS– ACUTE PRIMARY AORTODUODENAL FISTULA
BLEED PRESENTING IN A BLUNT TRAUMA PATIENT
WC Kim, P Ferrada, EB Rodas, MM Levy, G Smallfield, MB Aboutanos, RJ Anand
Presenter: Woon Kim MD
Virginia Commonwealth University
KIOSK #5
Introduction: Hypotension in the trauma bay after blunt trauma is a life-threatening
emergency, with hemorrhagic shock being the most common cause. Rapid assessment
for hemorrhagic source is crucial. Traditional trauma principles focus on five
compartments as potential sources of life-threatening hemorrhage; chest, abdomen,
pelvis/retroperitoneum, femur, and external compartments. We present a rare case
of acute primary aortoduodenal fistula (PADF) bleeding in a patient presenting after a
motor vehicle crash (MVC). A 63-year-old unrestrained driver presented to our level-1
trauma center with florid hypotension and abdominal pain. He underwent intubation
and immediate blood transfusion. Chest/pelvis X-rays and FAST exam did not reveal
a significant bleeding source. He underwent an emergent exploratory laparotomy
given his ongoing hypotension. Intraoperative findings showed no solid organ injury
but blood-filled intestine. Initial intraoperative esophagogastroduodenoscopy (EGD)
showed large clots in the stomach and duodenum without active bleeding. Patient was
left with an open abdomen (ABTHERA) device due to ongoing transfusion requirement
and coagulopathy. Repeat postoperative EGD showed active bleeding in the second
portion of the duodenum, which was temporized with hemostatic clips. Postoperative
CT scan showed a large infrarenal abdominal aortic aneurysm (AAA) with evidence
of recent bleeding into the gastrointestinal tract suggestive of PADF. Urgent vascular
surgery consultation was placed with the diagnosis of PADF and active bleeding. Patient
underwent an endovascular aneurysm repair (EVAR) with bilateral internal iliac artery
coil embolization on the night of admission. This allowed for effective hemorrhage
control. During the first 24-hours of admission, he received a total of 19 units of
pRBC, 20 units of FFP, 8 packs of platelets, and 2 units of cryoprecipitate. Patient
returned to the operating room on day 2 for abdominal compartment syndrome with
removal of the ABTHERA device. On day 5, he was noted intraoperatively to have an
inflammatory mass incorporating the duodenum and precluding direct fistula closure.
He underwent pyloric exclusion, gastrostomy tube placement, jejunostomy feeding
tube placement, and abdominal closure. Patient was placed on a 3-month antibiotic
therapy for graft contamination. Patient followed up in clinic at 3 months for feeding
tube removal, tolerating a diet and on oral antibiotics. He is closely monitored for graft
contamination and the potential need for future endograft excision. PADF is a rare
cause of gastrointestinal bleeding associated with high mortality with delayed diagnosis
and treatment. Our patient presented in acute hemorrhagic shock from massive
gastrointestinal bleeding following an MVC, adding to the complexity in diagnosis. He
did not have any known history of AAA or previous surgery prior to this event. Rapid
diagnosis, resuscitation, and surgical intervention for PADF was life-saving for this
patient. This case highlights the importance of a collaborative and interdisciplinary
approach for early diagnosis and treatment of PADF.
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Q 238. SEPTIC PERICARDIAL TAMPONADE AFTER FORK STAB WOUND
TO THE CHEST
A Chavarriaga, J Overcash, H Lightfoot, S Dougherty
Presenter: Alejandro Chavarriaga MD, MS
Atlanta Medical Center
KIOSK #5
Introduction: There is a paucity of documentation in the literature on delayed
pericardial tamponade in the setting of trauma. This is a unique case of delayed
pericardial tamponade 11 days after sustaining a stab wound to the chest with a
fork. We propose a treatment strategy which differs from that of acute pericardial
tamponade and mirrors that of non-traumatic etiologies. While the etiology of acute
pericardial tamponade after trauma is hemorrhage, the etiology of delayed pericardial
tamponade after a traumatic mechanism has not been reported. We report purulent
pericarditis as an etiology of delayed pericardial tamponade after penetrating wound
to the chest. Pericardial tamponade is one complication of purulent pericarditis along
with restrictive or fibropurulent pericarditis and mycotic aortic aneurysm. Since the
revolution of antibiotics, purulent pericarditis affects older people more than children
and young adults, as was seen pre-antibiotics. Risk factors have also changed from
pneumonia in the pre-antibiotic era to thoracic instrumentation, chronic kidney disease,
immunosuppression, alcohol, and malignancy in the post-antibiotic era. Presenting
signs and symptoms include high fever, chills, tachycardia, leukocytosis, anemia, and
pleural effusions with a wide mediastinum on radiography. Only 27% experience chest
pain, less than half have the characteristic friction rub on exam, and up to 35% have
normal EKG’s. Given this atypical and non-specific presentation of pericarditis, a high
level of suspicion is paramount since this form of pericarditis is 100% fatal without
treatment and carries a 40% mortality rate despite treatment. Definitive diagnosis is
made by pathological analysis of pericardial fluid. Treatment includes drainage and
culture-specific antibiotics as opposed to resuscitative thoracotomy in acute pericardial
tamponade. There is no consensus on surgical versus percutaneous drainage; however,
pericardiocentesis and drain placement offers a less morbid approach to this critically
ill population. In the setting of loculated fibropurulent pericarditis there is a role for
surgical drainage, and a pericardial window offers the advantage of a minimally invasive
approach versus a thoracotomy that is required for pericardiectomy.
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Q 239. TRAUMATIC BLUNT RUPTURE OF PULMONARY ARTERY
L Mesropyan, DS Urias, O Stark
Presenter: Daniel Urias MD
Conemaugh Memorial Medical Center
KIOSK #6
Introduction: Injury to a pulmonary artery (PA) from blunt trauma can result in an
intimal flap, psuedoaneurysm, or complete tear. The mechanism of injury, similar to that
of an aortic injury, is suggested to be secondary to the interaction with adjacent skeletal
structures resulting in shearing and bending forces, torsion, tension, and increased
intravascular pressure (1). Torsion and tension forces preferentially affect the intima
while bending and shearing forces tend to affect the adventitia (1). Once a PA injury
has been identified, its management is controversial and variable without definitive
guidelines due to its rarity.
Methods: We present a case of a 40 year old male involved in a rollover motor vehicle
collision with multiple injuries including: bilateral rib fractures, bilateral pulmonary
contusions, left hemopneumothorax, a comminuted left scapular fracture, multiple
thoracic spinous process fractures and a C7 left transverse process fracture. In addition
he had a contour abnormality of the left main PA extending into the upper lobar artery
consistent with an intimal injury. His GCS was 15, heart rate 115 bpm, blood pressure
90/60 mmHg, respiratory rate 26 breaths per minute, SpO2 94% on 40% face mask.
Prior to arrival in the trauma center a needle thoracostomy followed by placement of a
left pigtail catheter was performed by EMS with only 100 mL of bloody output.
Results: The trauma team took over the patients care and he was intubated secondary
to respiratory distress. The pigtail catheter was replaced with a 39 Fr chest tube for
persistent hemopneumothorax with an immediate output of 150mL of blood. The
chest tube output remained minimal throughout his subsequent hospitalization with
successful removal of the chest tube. A non-operative management strategy was
elected for the PA intimal injury. Repeat CT scan of the chest was performed on hospital
day one which redemonstrated the presence of the PA injury. He was observed in the
hospital for five days and was subsequently discharged home. A follow up repeat CT
chest with contrast was performed 6 months after discharge, demonstrated complete
resolution of the PA intimal injury.
Conclusion: Review of the literature found eleven publications of blunt PA injury
with a total of 12 patients, 92% (11/12) surviving (Table 1). Most patients were
hemodynamically stable on arrival and rib fractures was the most common associated
injury 83% (10/12). Techniques of repair included primary repair, patch repair,
lobectomy, pneumonectomy, and percutaneous thrombin injection. Our patient’s
left main PA intimal injury was managed non-operatively resulting in complete
resolution on a six month follow up chest CTA. Given the low pressures within the
pulmonary arterial circulation, PA intimal injuries can self-resolve or remain stable
without intervention (1). The proposed hypothesis is extrapolated from animal studies
evaluating aortic intimal injuries with self-resolution without intervention (2, 3).
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Q 240. PANCREATICODUODENECTOMY WITH VENA CAVA LIGATION FOR
PENETRATING TRAUMA: AN INTERESTING CASE OF SURVIVAL
SE Rollins, JS Keeley
Presenter: Sarah Rollins MD
East Tennessee State University
KIOSK #6
Introduction: We present a case in which a 39-year-old male patient sustained a
penetrating traumatic injury to the abdomen, resulting in severe disruption of the
pancreaticobiliary system as well as injuries to the colon, inferior vena cava, and
lumbar spine. He required immediate damage control surgery, which included
duodenectomy, cholecystectomy, colectomy, and ligation of the inferior vena cava.
Subsequent operations were required for further resection and reconstruction of his
pancreaticobiliary and gastrointestinal systems, as well as stabilization of his spine.
Ultimately, he survived to discharge and completed a course of rehabilitation. He has
since followed up in our clinic several times, spanning many months since the initial
injury. He has regained adequate functional status since his injury. Penetrating injuries
requiring pancreaticoduodenectomy in the trauma setting are uncommon, and survival
is even less common. There is a known association between injuries to the pancreatic
head and the inferior vena cava, and this injury pattern has a high mortality rate.
This patient is notable because he survived these injuries, and also because he was
incidentally found on later imaging studies to have a duplicated vena cava. Ligation
of the vena cava is a recognized treatment option for traumatic injury, and thorough
literature search did not reveal any previously reported cases involving duplicated vena
cava in the trauma population. Although this is purely an incidental finding and would
not affect the emergent management of vena cava injuries, it does offer an interesting
discussion with regard to the post-operative course in patients that survive these
potentially devastating injuries.
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Q 241. REBOA AS A VALUABLE ADJUNCT IN SEVERE REFRACTORY
HEMORRHAGIC SHOCK, A CASE REPORT
M Guarderas, KA Lasher, JS Keeley
Presenter: Mateo Guarderas MD
East Tennessee State University
KIOSK #6
Introduction: The use of Resuscitative endovascular balloon occlusion of the aorta
(REBOA) in general surgery and trauma has significantly increased worldwide over
the past decade. In the setting of hemorrhagic shock refractory to initial resuscitative
interventions, REBOA has proven to be a valuable adjunct in stabilizing the critical
patient until definitive surgical intervention. In a retrospective study in patients who
underwent Intra-Aortic Balloon Occlusion (IABO) for traumatic hemorrhagic shock, the
SBP was significantly higher after IABO (123.1 vs. 65.5 mmHg, P=0.0001). We present a
case of a 56 year old female who had recently underwent a laparoscopic hysterectomy
and bilateral salpingo-oophorectomy for endometrial hyperplasia and presented
to the emergency department on postoperative day 6 after she fell and was found
unresponsive. The patient was anticoagulated with Xarelto due to deep vein thrombosis
and a very recent pulmonary embolism. She was emergently intubated and admitted
to the ICU. A CT scan was performed that showed free intraperitoneal fluid consistent
for hemoperitoneum. She was hypotensive on 5 vasopressors, severely anemic with a
hemoglobin of 4.7 and in profound metabolic acidosis. After several hours attempting
hemodynamic resuscitation the surgery team was consulted and we immediately
initiated a massive transfusion protocol with the level 1 transfusion device. A zone 1
REBOA catheter was inserted and immediately after the balloon was inflated the SBP
increased from 80 to 150 mmHg and we were able to wean vasopressor support from
maxed out at 5 drugs to 2. This allowed us to temporarily stabilize the patient and take
her emergently to the operating room. In the OR 6 L of blood were evacuated from the
peritoneal cavity and the patient underwent a distal pancreatectomy, total splenectomy,
small bowel resection, placement of an ABThera wound vac and was transferred to the
ICU to continue resuscitation. REBOA is proving to be an effective adjunct to facilitate
resuscitation of patients in hemorrhagic shock and can be used as a bridge to definitive
therapy with minimal added morbidity. Despite the procedural risks associated
with instrumentation of the arterial circulation, utilization of REBOA as a part of the
resuscitation strategy in patients who are bleeding and in extremism can be potentially
life saving.
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Q 242. TRIPLE TRAUMATIC HERNIA: A RARE CLINICAL FINDING
WA Wallace, DB Christie III
Presenter: William Wallace MD
Navicent Health, Mercer University School of Medicine
KIOSK #6
Introduction: Traumatic hernias are well recognized complications after blunt
abdominal trauma. Described hernias include abdominal wall, diaphragmatic, and
pulmonary hernias, but the incidence and management of each injury type is varied.
The finding of all three traumatic hernias occurring concurrently in the same patient
is a rare event, and no reports of the such were identified after our literature review.
We report the case of a female trauma patient involved in a motor vehicle collision,
presenting with traumatic abdominal wall, diaphragmatic, and pulmonary hernias,
as well as review the literature for incidence of these injuries and their management
strategies.
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Q 243. TRACHEAL DIVERTICULUM IN A TRAUMA PATIENT: A CASE REPORT
H Durrani, JM Clark, JL Jiron, C Watson, JD Hagan, WT Richards, DN Ang
Presenter: Hamza Durrani MBBS
Ocala Health
KIOSK #6
Introduction: Tracheal diverticula are a rare clinical entity that are being reported
with increasing frequency with the more widespread use of high-resolution computed
tomography scans. A tracheal diverticulum, sometimes referred to as a tracheocele, is
an out pouching of the trachea that is usually encountered on the right posterolateral
wall.
Case Report: A middle-aged male was brought in after a suspected assault. His CT scan
was concerning for a contained air leak on the right posterolateral aspect of the trachea.
The patient underwent a bronchoscopy given concern for a tracheal injury. He was
noted to have a large, chronic appearing diverticulum on the right posterolateral aspect
of his trachea with no other acute injuries identified. We report our findings as well as a
review of the literature. Discussion: Tracheal diverticula have a reported prevalence of
around 3-4% based on recent reports. Majority of patients are asymptomatic, and the
diverticula are found incidentally. Symptoms if present, are usually respiratory in nature.
There are two main types – congenital and acquired. CT scans are generally regarded as
the best modality to make the diagnosis as the point of communication with the trachea
may be difficult to visualize on bronchoscopy. Treatment is generally not required for
asymptomatic diverticula.
Conclusion: Given the increasing prevalence of tracheal diverticula with widespread
use of high-resolution CT scans, we feel that it is important for healthcare practitioners
to be aware of this clinical entity and to include it in their list of differential diagnoses for
para-tracheal air collections.
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Q 245. MANAGEMENT AND REPAIR OF A COMPLEX PELVIC POLYTRAUMA
EE Bjerken, ML Crandall, DJ Skarupa
Presenter: Eleanor Bjerken OMS
University of Florida College of Medicine, Jacksonville
KIOSK #6
Introduction: Complex pelvic fractures are associated with high morbidity and
mortality after high-energy trauma. Blunt injury to the pelvis can result in complex
fractures with moderate-to-severe hemorrhage; therefore, initial management may
include control of blood loss through external fracture stabilization with a pelvic
binder or early operative fixation, angiographic embolization of arterial hemorrhage,
or operative preperitoneal packing. Patients with severe pelvic injuries should also
undergo evaluation of their vascular, genitourinary, and gastrointestinal systems. Injury
to such structures can be evaluated through physical exam, including a rectal exam,
visualization of the urethral meatus, examination of the penis and scrotum in men, and
a vaginal exam in women; Computed Tomography (CT) with Angiography is also of
diagnostic importance.
Case Report: A 36-year-old female presented as a Trauma Alert after reportedly
exiting a vehicle travelling approximately 70-90 miles-per-hour. She was intubated by
prehospital providers due to a Glasgow Coma Score (GCS)of 6. Primary survey of vital
signs included a blood pressure of 55/41 and heart rate of 102. She was observed to
be moving all extremities spontaneously. Pulses were equal bilateral upper and lower
extremities. Extended Focused Assessment with Sonography in Trauma (eFAST) exam
was negative. X-ray of the pelvis demonstrated acute bilateral comminuted fractures
of the superior and inferior pubic rami, with limited visualization of the sacrum. CT of
the abdomen and pelvis confirmed the extensive pelvic fractures, as well as an area
of active extravasation medial to the comminuted fracture of the interior pubic ramus
on the right. Despite multiple transfusions, the patient remained hemodynamically
unstable and was taken to the operating room. An exploratory laparotomy was
performed, revealing minimal intraabdominal hemorrhage. Pelvic examination
demonstrated an open pelvic fracture, with vaginal, urethral, and retropubic lacerations.
The retropubic space was packed to achieve hemostasis. A suprapubic catheter was
placed due to the urethral laceration. The patient was then taken to Interventional
Radiology, where she underwent angioembolization of the right anterior and posterior
divisions of the internal iliac artery. These maneuvers successfully controlled her
bleeding and she was brought to the Surgical Intensive Care Unit (SICU) for ongoing
resuscitation. By the following day, her hemodynamics and acidemia had markedly
improved and she was returned to the operating room. Urogynecology repaired the
urethral and the vaginal injuries, as well the endopelvic fascia; exploration of the
abdomen confirmed no injured structures within the peritoneum. The patient remained
hospitalized for approximately two months, during which she required drainage of
a pelvic abscess and debridement of a sacral decubitus ulcer. She did not require
operative fixation of her pubic rami fractures.
Conclusion: The open pelvic fracture, lacerations to genitourinary structures, and
damage to the internal iliac artery together comprise an uncommon traumatic
presentation. Research has shown vascular injury in pelvic fracture to be of venous
etiology 85% of the time, therefore arterial involvement requiring embolization is
unusual. The necessity of a multidisciplinary approach to pelvic reconstruction further
contributes to the rarity of this patient’s presentation.
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Q 246. TRAUMATIC GLOBE RUPTURE AND ORBITAL BLOWOUT CAUSING
OCULOCARDIAC REFLEX REQUIRING COMPLEX MANAGEMENT
EL Simmerman, AM Simmerman, D Thomas, JC Yu
Presenter: Andrew Simmerman Medical Student
Washington University St Louis School of Medicine
KIOSK #6
Introduction: The oculocardiac reflex (OCR) is a parasympathetic response to pressure
inside the orbit or extraocular muscle stretch, resulting in bradycardia, heart block, and
possibly asystole. It was first described in 1908 by Aschner and Dagnini, and has since
been described in many different contexts, especially pediatric ophthalmologic surgery.
We report a rare case of OCR following blunt trauma requiring ICU management
followed by surgical treatment.
Methods: This is a case study of a 32 yo male restrained driver involved in a motor
vehicle collision where he was t-boned at an intersection at moderate speed. There
was no intrusion or rollover, however patient reports turning head at time of driver
side impact with impact of blow on left eye and head. On presentation the patient
had severe swelling of left orbit and face, unable to visualize left eye due to severe
trauma. Ophthalmology and facial plastics was immediately consulted. The patient was
diagnosed with severe orbital blowout fractures as well as a ruptured globe. He was
transferred to SICU for bradycardia which was managed with atropine. It was apparent
that he was suffering from the oculocardiac reflex and ultimately the treatment was
surgical intervention.
Results: The patient underwent operative exploration with the oculoplastic team and
facial plastics team. He underwent enucleation of the left eye and complex repair of the
orbital floor fractures. Immediately upon return from the operating room the patient’s
bradycardia resolved.
Conclusions: In this report, we present the case of an adult male with a ruptured
globe exhibiting OCR in the absence of any clear singular cause of trigeminal
hyperstimulation, even after imaging and careful physical examination. Due to severe
and complex orbital trauma, there was no evidence of extraocular muscle entrapment;
the globe was completely bisected, precluding the traditional mechanism of increased
pressure within the globe itself; and no hematoma was evident. This case, though the
cause of the trigeminal stimulation remains unknown, similarly demonstrates OCR in
the absence of any evident stretch or tension. It is possible that this patient’s symptoms
were related primarily to the ruptured globe. However, we have been unable to find any
cases of this type in the literature - OCR in a patient with a completely open globe has
been reported, but one or more classic causes of OCR were also present.
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Q 247. IMPACT OF THE AVAILABILITY OF A REGIONAL TRAUMA CENTER ON
PATIENT SURVIVAL: SKILSAW TRANSECTION OF THE PROXIMAL FEMORAL
ARTERY AND VEIN
KA Lasher, M Guarderas, JS Keeley
Presenter: Mateo Guarderas MD
East Tennessee State University
KIOSK #6
Introduction: Injuries to the peripheral vasculature are much more common in
penetrating versus blunt trauma. Isolated lower extremity traumatic vascular injuries
have been associated with a 10% rate of limb loss or mortality, which is more likely
with a penetrating mechanism and those who present in early shock. We present a
case of a 27-year-old male who presented in hemorrhagic shock after a Skilsaw injury
to his right groin resulting in transection of his femoral artery and vein. The wound was
too proximal for effective tourniquet placement, so manual pressure was required to
control blood loss. He was taken emergently to the operating room and underwent
femoral artery interposition PTFE graft placement, primary repair of the femoral
vein, and four compartment lower leg fasciotomy. Two days later he returned to the
operating room for re-exploration of the right groin wound, femoral nerve evaluation,
three compartment thigh fasciotomy, and delayed closure of lower leg fasciotomy
sites with negative pressure wound therapy application. Thereafter he had a steady
recovery, requiring return trips to the operating room only for delayed closures of
fasciotomy sites and wound vacuum changes. He recovered function of his right leg and
was discharged home with home health care service. At two months post-trauma, his
biggest complaints include persistent leg swelling and severe pain after walking short
distances. Here we will discuss impact of a regional trauma center on treatment of lifethreatening injuries and management of penetrating arterial and venous injuries.
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248. ESOPHAGEAL STENT FOR PENETRATING ESOPHAGEAL INJURY
IN A HEMODYNAMICALLY STABLE PATIENT
TS Easterday, HO Lightfoot, SD Dougherty
Presenter: Thomas Easterday MD
Atlanta Medical Center
KIOSK #7
Introduction: A healthy, hemodynamically stable 29 year old female presented to a
local hospital after a GSW to the right anterior chest. A CTA chest was obtained and the
patient was found to have a transmediastinal wound with subcutaneous emphysema
and pneumomediastinum without evidence of cardiovascular injury. The patient was
accepted for transfer to an urban level one trauma center. With the images available,
the trauma surgeon was able to coordinate with the cardiothoracic surgeon prior to her
arrival. She remained hemodynamically stable was taken immediately to the operating
room for evaluation of aerodigestive injury. No tracheal or bronchial injuries were noted
on bronchoscopy. A 3cm mucosal injury was identified at 20cm via endoscopy. An
on-table esophagram, performed with gastrografin through the endoscope, identified
a leak into the right chest. A percutaneous endoscopic gastrostomy tube was placed
followed by a Boston Scientific (18mm x 123mm) covered esophageal stent and a
right thoracostomy tube. Enteral PEG feeds were started on postoperative day 2. The
postoperative course was largely uncomplicated. She completed a 7 day course of
Zosyn, Metronidazole, and Fluconazole. On postoperative day 12, she underwent stent
removal and another on-table esophagram. The injury was found to be well healed
and there was no leak or pooling of contrast on the esophagram. She tolerated a clear
diet until advancement to regular diet and was discharged on postoperative day 7.
Discussion Few case reports have described the use of esophageal stents in the setting
of penetrating trauma. Historically, esophageal stent placement has been performed for
iatrogenic perforations or for palliation in advanced malignancy. Given the successful
management of penetrating esophageal injury in this hemodynamically stable patient,
we propose that a minimally invasive approach to esophageal injuries should be
considered in similar patients.
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Q 249. TRAUMATIC PNEUMATOCELE: A CASE REPORT
JD Edwards, CJ Anciano, MR Bard
Presenter: Jacob Edwards MD
Vidant Medical Center/The Brody School of Medicine at East Carolina University
KIOSK #7
Introduction: The authors present a case of a 17-year old male who sustained
a through and through ballistic injury to the left thorax resulting in a traumatic
pneumatocele (attached figure). Management was complicated by recurrent and
delayed pneumothoraces. Two months and multiple hospitalizations after his initial
insult, he demonstrated near-complete resolution of his pneumatocele while being able
to avoid operative interventions. A review of the literature regarding management of
traumatic pneuamtocele was conducted and is presented in this manuscript. Further
investigations outlining practice management guidelines and diagnostic criteria should
be performed.
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Q 250. TRAUMATIC RUPTURE OF DIAPHRAGM AND CHEST WALL SECONDARY
TO COPD EXACERBATION
KS Londe, N Patel, DL Franga
Presenter: Kevin Londe MS IV
Edward Via College of Osteopathic Medicine Carolinas
KIOSK #7
Introduction: We present a 67-year-old Female with history of Chronic Obstructive
Pulmonary Disease and tobacco abuse disorder presented to the Emergency
Department for sudden onset of left upper quadrant pain after a forceful productive
cough with yellow sputum that she developed 2 days prior with nausea and shortness
of breath with deep breathing and admitted to surgery for evaluation. The patient
was moderately dyspneic, with diminished breath sounds bilaterally and tenderness
to palpation in the LUQ. On physical exam upon admission there was tenderness
to palpation and ecchymosis noted to her left abdominal and chest wall. Chest
radiography showed a suspected defect along the lateral aspect of the left hemi
diaphragm, which was suspicious for diaphragmatic rupture, which extended into
the soft tissues of the left chest wall. A subsequent CT scan showed lateral left
diaphragmatic rupture with herniation of the stomach through the defect and through
an additional left chest wall defect between the seventh and eighth ribs. Given the
findings on the patient’s CT scan, the patient was taken to the operating room for left
thoracotomy and repair of the traumatic diaphragmatic herniation. The chest wall
hernia was repaired and implantation of FlexHD for buttressing of the diaphragmatic
hernia repair was done. There has been one case described of traumatic diaphragmatic
rupture with pulmonary herniation into the abdominal cavity, however there have
been no cases of diaphragmatic rupture due to a COPD exacerbation where herniation
of abdominal contents occurred up via the diaphragm. There are many factors that
can cause diaphragmatic weakening in COPD patients. Inspiratory muscle weakness
was shown to be related to dyspnea and weakness of the diaphragm can be caused
by hyperinflation induced diaphragmatic shortening. There have been several studies
showing differences in metabolic and structural changes in patients with and without
COPD in terms of their diaphragm. There has never been a case of diaphragmatic
rupture due to a COPD exacerbation where herniation of abdominal contents occurred
up via the diaphragm. Having a high suspicion index a chest X-ray was the initial
screening option, followed by CT scan to evaluate this type of injury. Treatment in this
case included early laparotomy/ thoracotomy, for definitive management.
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Q 251. MANAGEMENT OF BILATERAL LUNG INJURY REQUIRING DIFFERENT
VENTILATORY MODES USING INDEPENDENT LUNG VENTILATION AFTER
NAUTICAL TRAUMA
LA Griffin Ray, L Pham, KM Cox, WO Christopher, J Rainey, M Kutcher, H Robertson
Presenter: Ashley Ray MD
University of Mississippi Medical Center
KIOSK #7
Introduction: Independent lung ventilation (ILV) has been described for selectively
treating unilateral lung requiring different mechanical support compared to the
other. This is most often described for a diseased or injured lung in a setting where
the contralateral lung is healthy. Rarely is this technique employed to treat bilateral
diseased or injured lung requiring different ventilatory support modes. Here, we
describe a situation where ILV was employed to treat two simultaneous diseased lung
requiring different modes of ventilation after trauma.
Methods: We present the case of a 60 year-old man requiring ILV to treat two
simultaneous diseased lungs requiring different modes of ventilation after trauma.
The initial inciting trauma was a nautical injury involving a boat propeller to the left
thoracic wall resulting in extensive lung parenchymal injury. His hospital course was
complicated by the development of acute respiratory distress syndrome (ARDS) to the
contralateral healthy lung.
Results: A 60-year-old male presented to our institution after a boating accident that
resulted in polytrauma including facial fractures, neck laceration, splenic laceration
and complex thoracic trauma including a pneumothorax, twelve comminuted rib
fractures, sternal fracture, and full-thickness chest wall laceration with exposed left
lung parenchyma and extensive pulmonary laceration. He was taken emergently to the
operating room where his chest injuries were stabilized and wound vacuum placed.
During his time in the ICU, his hospital course was complicated by a bronchopulmonary
fistula on the side of the injury and subsequently developed ARDS on the right. Due to
the required different mechanical support of each lung, the patient was transitioned to
a double lumen endotracheal (ET) tube and a two-ventilator strategy was initiated. The
left lung was placed on pressure control with a positive end-expiratory pressure (PEEP)
of two. The right lung was placed on synchronized intermittent mechanical ventilation
with a PEEP of ten. He was kept on ILV for a total of eight days, after which he was able
to wean to conventional mechanical ventilatory support via a single lumen ET tube with
nitric oxide assistance. Wounds were initially managed with bedside debridements and
wound vacuum. He eventually was weaned from ventilatory support, He underwent
definitive operations for chest wall reconstruction and facial fractures and was later
discharged on the thirty-eighth day of hospitalization. He is currently doing well.
Conclusion: ILV has been used to help ventilate an injured lung while simultaneously
support the uninjured lung with a different ventilatory setting to minimize damage to
the healthy lung. Our case provides an example of how ILV is also an option to support
both injured lungs requiring different ventilatory modes.
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Q 252. PENETRATING SUBCLAVIAN ARTERY INJURIES: RECENT CHALLENGES
WITH VARIABLE SOLUTIONS
KN Harrell, DJ Hunt
Presenter: Kevin Harrell MD
University of Tennessee Medical Center, Chattanooga
KIOSK #7
Introduction: Subclavian artery injuries present unique challenges to trauma surgeons.
These life-threatening injuries require quick decisions and interventions. Injury
location can dictate a variety of operative approaches and necessitate damage control
or definitive repair. A series of 3 patients with penetrating subclavian artery injuries
requiring different management strategies is described. Patient 1, a 22-year-old male,
presented with a self-inflicted gunshot wound (SIGSW) to the left upper chest. He
was hemodynamically stable, but the left arm was cold and pulseless. A CT angiogram
showed active subclavian artery extravasation and he was taken for operative
evaluation. Patient 2 is a 26-year-old male who also presented with a SIGSW to the left
chest. He was hypotensive and tachycardic with pulsatile bleeding from the wound.
He was emergently taken to the OR for a suspected subclavian injury. Patient 3, a
39-year-old male, presented with a gunshot wound to the back. He was in extremis with
CPR in progress. An ED thoracotomy was performed, revealing a proximal subclavian
injury. Manual internal compression was applied through the thoracotomy while the
patient was transported to the OR. Patient 1 was explored through an infraclavicular
incision and was found to have a 75% arterial laceration. The artery was repaired with
a PTFE interposition graft at the initial operation. He regained some limited use of the
left arm/hand and was discharged to a psychiatric facility. Patient 2 had a complete
subclavian transection with a 2.5cm defect. A temporizing 12-french Argyle shunt
was placed also through an infraclavicular approach. He subsequently underwent a
reverse saphenous vein graft before being discharged to a psychiatric facility. Patient 3
underwent clamshell thoracotomy upon arrival to the OR. The injury was very proximal,
requiring ligation of the subclavian artery. A subsequent carotid-subclavian bypass was
performed within 24 hours. He unfortunately was diagnosed with anoxic brain injury
from his initial arrest and died following comfort care implementation. This small series
demonstrates the variability of treatment options and surgical approaches for these
rare injuries. Trauma surgeons should be acquainted with the options for damagecontrol surgery or definitive repair when presented with a life-threatening subclavian
artery injury.
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Q 253. THORACOABDOMINAL TRAUMA REQUIRING PULMONARY VEIN REPAIR
AND SPLENECTOMY ON BYPASS: KNOW YOUR PERFUSIONIST
KN Harrell, GA Hyde, CM Bell, RA Maxwell
Presenter: Kevin Harrell MD
University of Tennessee Medical Center, Chattanooga
KIOSK #7
Introduction: Patients with blunt thoracoabdominal trauma may have complicated
injury patterns. Rare individuals requiring both thoracotomy and laparotomy have
less than a 10% chance of survival. Blunt pulmonary vein injuries carry a similar poor
prognosis. A 30-year-old male presented to a level 1 trauma center after a 30-foot fall.
He was intubated at the scene but was hemodynamically stable on presentation. FAST
exam and CT showed a grade V splenic laceration and pericardial effusion. The patient
was emergently taken to the operating room for further evaluation. Pericardial window
demonstrated scant return of blood. A sternotomy was performed, and lifting the heart
produced massive bleeding. Cardiothoracic surgery was consulted, and the patient
was placed on cardiopulmonary bypass. A 3cm injury to the right inferior pulmonary
vein was identified and repaired. Laparotomy and splenectomy were performed while
on bypass due to hemodynamic instability. Nonsurgical bleeding then mandated
bypass termination for heparinization reversal. After 74 units of total blood products
he suffered cardiopulmonary arrest and underwent cardiac massage. Resuscitation
efforts seemed futile and the patient was pronounced dead. The perfusionist then
emptied the bypass venous chamber into the patient, causing sudden return of
spontaneous circulation. A negative pressure dressing was placed, and the patient
taken to the ICU. His sternum was closed on postoperative day 2 and abdomen on day
4. He was discharged to rehab on postoperative day 24. Pulmonary vein injuries may be
hemodynamically stable on initial presentation. We are unaware of another published
case where hemopericardium presented without hemothorax or cardiac tamponade
with additional injuries requiring a laparotomy while on bypass. Successful operative
management of thoracoabdominal trauma requires precise planning targeting the most
lethal injury first, or at least quick thinking and flexibility.

FEBRUARY 23 – 26, 2019 | CHARLOTTE, NC

571

QUICK SHOT ORAL ABSTRACTS

CONTINUED

Q 254. IMPALEMENT AT ZONE I OF NECK CAUSING TRAUMATIC SUBCLAVIAN
ARTERIAL COMPRESSION INJURY: A CASE REPORT AND REVIEW OF
LITERATURE
S Gogna, G Lombardo, A Goyal, N Zhang
Presenter: Hanjoo Lee MD
Westchester Medical Center
KIOSK #7
Introduction: Impalement at Zone I of neck causing traumatic subclavian arterial
compression injury: a case report and review of literature Introduction Vascular injuries
in neck can not only cause potentially life-threatening hemorrhage, but they also need
profound surgical expertise in management. [1] We present a case of 14-year male
who accidently got impaled by a tree branch on left side of neck in supraclavicular
fossa (Zone I). We successfully performed open surgical exploration of left subclavian
area and clavicular fossa and compression injury over distal left subclavian artery
due to this impaled object was treated. Case description A previously healthy 14-year
old male was riding his bicycle and lost balance and accidently got impaled by a tree
branch on left side of neck in supraclavicular fossa. He reported temporary loss of
consciousness. Patient was reportedly hemodynamically stable and there was visible
penetrating wound of size 3 cm at the left side of the neck in zone I with some bleeding.
On admittance patient’s physical examination was unrevealing. Palpable distal pulses
were present in all but left upper extremity. However, he had biphasic doppler signal in
left brachial, radial and ulnar arteries. CT Angiogram of thorax and left upper extremity
revealed abrupt cutoff at the 3rd part of subclavian artery with no distal flow. There was
a radio-dense impaled foreign body visualized at the site of sudden cutoff. (Figure I) We
decided to take patient to operating room. Surgical approach was via left infraclavicular
incision for distal left subclavian artery exploration. Clavipectoral fascia was divided
along with fibers of pectoralis major and subclavius muscle. Both the vessels were
isolated, proximal control was obtained. A 5 cm long wooden piece which broke from
the tree branch was found compressing distal left subclavian artery. This was retrieved,
and immediate strong radial pulses were appreciated. There was no vessel injury or
pseudoaneurysm noted.
Discussion: Our Patient had injury in Zone I with vascular changes in ipsilateral
extremity. This along with presence of foreign body at the site mandated the formal
operative exploration. Contrast material– enhanced helical computed tomographic (CT)
angiography is increasingly being used to evaluate trauma patients in stable condition
who are at risk for vascular injuries. Operative exposure for injuries in Zone I can be
performed via variety of incisions such as median sternotomy with cervical extensions,
high anterolateral thoracotomy, or a supraclavicular incision with claviculotomy or
partial excision of the clavicle. [2] Type of incision depends on the extent, type of injury
and hemodynamic status of the patient.
Conclusion: At our level I trauma center, multidetector CT angiography is the primary
means by which patients with penetrating neck injuries are imaged and help in planning
surgical approach.
Reference: 1.
Nunez DB Jr, Torres-Leon M, Munera F. Vascular injuries of the neck and
thoracic inlet: helical CT-angiographic correlation. Radiographics. 2004;24:1087–1098 2.
Townsend, C. M., Beauchamp, R. D., Evers, B. M., & Mattox, K. L. (2017). Sabiston textbook of
surgery: The biological basis of modern surgical practic (20th edition.). Philadelphia, PA: Elsevier
Saunders.
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Q 255. TRAUMA SURGEON-FUNDED INJURY PREVENTION AND RESEARCH
DECREASE MOTORCYCLE CRASH INJURIES
GM Testerman, SE Rollins, WD Tucker, JR Murfee
Presenter: Sarah Rollins MD
East Tennessee State University
KIOSK #7
Introduction: Unhelmeted motorcyclists injured in states with lax or poorly enforced
helmet safety laws are frequently seen in rural trauma centers. We hypothesized that
unhelmeted riders would have more severe head injuries and fatalities than helmeted
riders. Five years ago a trauma surgeon started a comprehensive injury prevention and
research fund with outreach to a three state trauma center catchment area promoting
motorcycle injury prevention for area high schools and local communities.
Methods: A trauma registry review of 674 injured motorcycle riders over a ten year
period examined demographics, helmet use, and clinical outcomes of helmeted and
unhelmeted riders. A full-time injury prevention coordinator collaborating with law
enforcement provided electronic and mechanical simulations and discussions regarding
helmet use, alcohol avoidance, and responsible motorcycle riding for area high school
students. This program coincided with the second half of our ten year study. Multiple
regression analysis evaluated predictors for head injury and death.
Results: Unhelmeted motorcyclists suffered worse head injuries, (OR 8.8, CI 1.6-2.4,
p<.001), more severe overall injury (OR 10, CI 12.7-18.6, p< .001) and higher mortality
(OR 2.7, CI .02-.15, p< .001). Local motorcycle related trauma center admissions
and deaths have stabilized in recent years while statewide motorcycle crashes have
increased (p<.01).
Conclusion: Unhelmeted motorcyclists suffer worse head injuries and higher mortality
rates. Surgeon-led outreach efforts for injury prevention may be effective. Trauma
surgeons have ongoing opportunities to promote responsible motorcycle riding for
schools and local communities.
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Q 256. LADDER-RELATED FALLS: ARE WE ALL AT RISK?
R Taylor, G Alizo, K Muertos, JD Sciarretta
Presenter: Ryan Taylor MS2
University of South Carolina
KIOSK #7
Introduction: Fall from heights is a familiar source of injury and not uncommonly is
secondary to recreational, occupational, or intentional causes. On the other hand,
ladder-related falls are common accidental injuries associated with significant
morbidity. This study identifies both injury patterns and risk factors in a subset of
trauma patients with the intent to develop injury prevention education.
Methods: We performed an 8-year (2011 to 2018) retrospective data review of all
patients’ ≥18 years of age who presented to our facility for trauma evaluation after
sustaining a ladder-related fall or scaffold injuries. Admission data, outcome variables,
and injury patterns were reviewed for three age groups (18-45, 46-65, >65 years old).
Results: A total of 178 patients were identified and reviewed. Average height of fall
was 10.9 ± 6.0 feet (range, 2-40 feet). Eighty-seven percent were male, and mean (SD)
age of 50.7 (16.6) years (range, 20-95 years). The median Glascow Coma Scale (GCS)
score was 15 (range, 3-15) and mean ISS was 7.7 ± 7.0 (range, 1-38) with 23.6% (n = 42)
presenting with more than one injury and 10.1% (n = 18) presenting with severe injuries
defined by ISS > 15. Group age inversely correlated with the mean fall height with
patients ≥ 66 years falling from significantly lower heights than those ages 18-45 years
(12.3 ft. for age group 18-45 y; 10.4 ft. vs 9.0 ft. (P = 0.003), while also having longer
LOS (7.3 vs 3.8 days, P = 0.011). There was no difference in ventilator requirement/
days, blood product requirements, or mortality among age groups.
Conclusion: Age, gender, and ladder height, among other variables are good indicators
of ladder fall risk and injury patterns, with particular concern for head trauma and
extremity fracture. Further safety awareness and injury prevention is needed to reduce
fall risk in this population.
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Suresh Agarwal MD | Durham, NC
Michael Arnold MD | Charlotte, NC
William Aukerman | Johnstown, PA
Maria Baimas-George MD | Charlotte, NC
Erin Baker MD | Charlotte, NC
Rahman Barry MD | Huntington, WV
Sukanto Biswas MD | Raleigh, NC
Mallory Bowden MD | Macon, GA
Matthew Bozeman MD | Louisville, KY
Lindsey Bridges DO | Macon, GA
Joseph Broucek MD | Nashville, TN
Joseph Brungardt MD | Savannah, GA
Robert Cannon MD | Louisville, KY
Jonathan Carroll MD | Jackson, MS
Gregory Champney MD | Mt. Home, TN
Akiko Chiba MD | Winston-Salem, NC
Ruth Cho MD | Johnstown, PA
Luke Couch MD | Chattanooga, TN
Karl Damroth MD | Cooperstown, NY
Riva Das MD | Orlando, FL
Donald Davis MD | Tampa, FL
Melissa Day MD | Johnstown, PA
James Dunne MD | Savannah, GA
James Elsey MD | Lawrenceville, GA
David Elwood MD | Atlanta, GA
Medhat Fanous MD | Iron River, MI
Russell Farmer MD | Louisville, KY
Robert Flores MD | Birmingham, AL
Sarah Fox MD | Wilmington, NC
Shekhar Gogna MBBS, MS, MD | Valhalla, NY
Jinny Gunn MD | Jacksonville, FL
Saurabh Gupta MD | Baltimore, MD, MD
Jessica Hale MD | Huntington, WV
Stephanie Hart MD | Kingsport, TN
Kristy Hawley MD MPH | Baltimore, MD
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Susan Hoover MD | Tampa, FL
Ryan Huttinger DO | Fayetteville, NC
Stephen Klepner DO | Phuladelphia, PA
Crystal Koerner MD | Atlanta, GA
Felicitas Koller MD | Jackson, MS
Anastasia Kunac MD | Newark, NJ
Christopher McLaughlin MD | Hershey, PA
Clay Merritt DO | El Paso, TX
Victoria Miles MD | Chattanooga, TN
Andrew Mitchell MD | Augusta, GA
Jacob Moremen MD | Jackson, MS
Michael Mount MD | Spartanburg, SC
Keitaro Nakamoto MD | Huntington, WV
Hannah Nemec MD | Macon, GA
Abdelrahman Nimeri MBBCh | Charlotte, NC
Jonathan Nitz MD | Peoria, IL
Thomas Oates MD | Harrisonburg, VA
Mary Ottinger MD | Tampa, FL
Michael Phillips MD | Chapel Hill, NC
Myron Powell MD | WInston-Salem, NC
Sarah Rollins MD | Johnson City, TN
Jonathan C. Salo MD | Charlotte, NC
Michael Schurr MD | Asheville, NC
Federico Serrot MD | Atlanta, GA
Awni Shahait MD | Detroit, MI
Bray Sheree MD | Kingport, TN
Hahn Soe-Lin MD, MS | Miami, FL
Sharven Taghavi MD, MPH, MS | New Orleans, LA
Brian Thurston MD | Spartanburg, SC
Brett Tracy MD | Atlanta, GA
Avery Walker MD | El Paso, TX
Danielle Walsh MD | Greenville, NC
Jesse Wright MD | Nashville, TN
Julie Zachwieja DO | Clinton Township, MI
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Eric R. Frykberg, MD—Jacksonville, FL
Charles D. Knight, MD—Shreveport, LA
M. Gage Ochsner, MD—Savannah, GA
Douglas H. Riddell, MD—Nashville, TN
2014
Carl H. Almond, MD—Columbia, SC
Richard J. Field, Jr., MD—Centreville, MS (PAST PRESIDENT, 1993-1994)
Henry L. Laws, MD—Birmingham, AL (PAST PRESIDENT, 1997-1998)
Myron W. Wheat, Jr., MD—Gainesville, FL
2015
Norman E. McSwain, Jr., MD—New Orleans, LA
William W. Pfaff, MD—Gainesville, FL
Judson G. Randolph, MD—Nashville, TN
2016
John C. Baldwin, MD—Lubbock, TX
Isidore Cohn, Jr., MD—New Orleans, LA (PAST PRESIDENT, 1972-1973)
Mark L. Friedell, MD—Kansas City, MO
Theron T. Knight, Jr., MD—Beech Mountain, NC
Hugh B. Lynn, MD—Winchester, VA
Chad A. Rubin, MD—Columbia, SC
John L. Sawyers, MD—Nashville, TN (PAST PRESIDENT, 1979-1980)
John P. Wilson, MD—Palmetto, GA
2017
Ronald H. Clements, MD—Nashville, TN
2018
J. Wesley Alexander, MD—Cincinnati, OH
Martin Dalton Jr., MD—Macon, GA
J. Alex Haller, MD—Glencoe, MD (Past President, 1976-1977)
Arlie Roland Mansberger Jr., MD—Augusta, GA (Past President, 1988-1989;
Past Editor of The American Surgeon)
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ABOUT SAINT LOUIS UNIVERSITY
SCHOOL OF MEDICINE
Saint Louis University School of Medicine has a long tradition of excellence in
teaching, research and patient care. Established in 1836, the school has the
distinction of awarding the first medical degree west of the Mississippi River.
Today, about 550 faculty members, 700 medical students and 550 residents in
48 graduate medical education programs, including residencies, subspecialty
residencies and fellowships, call SLU home.
The school is a leading center of research in five key areas: cancer, infectious
disease, liver disease, aging and brain disorders, and heart/lung disease.
As one of only nine NIH-funded vaccine research institutions, SLU’s
Center for Vaccine Development conducted pivotal research on the H1N1
influenza vaccine. Led by Daniel Hoft, M.D., Ph.D., SLU’s Center for Vaccine
Development also has conducted extensive research on biodefense, flavivirus,
influenza, respiratory syncytial virus (RSV) and tuberculosis vaccines.
The Saint Louis University Liver Center provides national leadership in the
field of hepatology, and is staffed by some of the highest-profile doctors and
research scientists in the nation, including co-directors Bruce Bacon, M.D., and
Adrian Di Bisceglie, M.D. SLU liver specialists see more than 600 patients per
month with various types of liver diseases, and have one of the world’s largest
hepatitis C practices in the world, treating more than 800 patients annually. Its
work with fatty liver disease is internationally recognized.
Saint Louis University researchers also are leading the way in aging and brain
disorders research. Funded by a $2.5 million federal grant, SLU is sharing its
best practices in elder care by teaching primary care providers from across the
state how to care for the burgeoning number of aging adults.
Numerous Alzheimer’s disease and multiple sclerosis trials are currently
underway at SLU. The University led a groundbreaking study that was funded
by a $5.3 million U.S. Department of Defense grant that used cutting-edge
imaging equipment to map the brain injuries of combat veterans and civilians.
The mission of the Saint Louis University School of Medicine is the pursuit of
excellence in education, research, clinical care, and community engagement
through professional development, collaboration and social justice.

