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OFFICERS
NEW ENGLAND SURGICAL SOCIETY
20162017

President
Bruce J. Leavitt, MD, Burlington, Vermont

President-Elect
Robert J. Touloukian, MD, New Haven, Connecticut

Vice President
Anne C. Larkin, MD, Worcester, Massachusetts

Secretary
David E. Clark, MD, Portland, Maine

Treasurer
John E. Sutton, Jr., MD, Redding, Connecticut

Recorder
Walter E. Longo, MD, New Haven, Connecticut

Past President
Michael J. Zinner, MD, Coral Gables, Florida

REPRESENTATIVES (with Dates of Retirement)
Philip T. Peverada, MD (Maine, 2017)
Peter J. Mazzaglia, MD (Rhode Island, 2018)
Kurt K. Rhynhart, MD (New Hampshire, 2019)
Edward C. Borrazzo, MD (Vermont, 2020)
Jeffrey L. Cohen, MD (Connecticut, 2021)
Giles F. Whalen, MD (Massachusetts, 2022)

Representative to the American Board of Surgery
James Whiting, MD (2018)

Representative to the American College of Surgeons,
Board of Governors
David L. Berger, MD (2019)

Representative to the American College of Surgeons,
Advisory Council for General Surgery
Edward C. Borrazzo, MD (2019)

OFFICE OF THE EXECUTIVE DIRECTOR

500 Cummings Center, Suite 4400
Beverly, Massachusetts 01915
Telephone: (978) 927-8330
Facsimile: (978) 524-0498
E-Mail: admin@nesurgical.org
Web Site: nesurgical.org
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COMMITTEES
NEW ENGLAND SURGICAL SOCIETY

NOMINATING COMMITTEE
Frederick R. Radke, MD, Chair (2017)

David L. Berger, MD (2018)
Michael J. Zinner, MD (2019)

PROGRAM COMMITTEE
Dougald C. MacGillivray, MD, Chair (Maine, 2017)

Kari Rosenkranz, MD (New Hampshire, 2018)
Matthew A. Conway, MD (Vermont, 2019)
Michael P. Vezeridis, MD (Rhode Island, 2020)
Peter S. Yoo, MD (Connecticut, 2021)

Ali Tavakkoli, MD (Massachusetts, 2022)
Bruce J. Leavitt, MD, President (2017)
Robert J. Touloukian, MD, President-Elect (2018)
David E. Clark, MD, Secretary (2017)
Walter E. Longo, MD, Recorder (2017)
Anne C. Larkin, MD, Research Day Chair (2017)

PUBLICATIONS COMMITTEE
Walter E. Longo, MD, Chair (2017)

Richard J. Barth, Jr., MD (2019)
Blake Cady, MD (2017)
Michael G. Caty, MD (2019)
William G. Cioffi, MD (2017)
David E. Clark, MD (2019)
Andrew J. Dufty, MD (2019)
Anne C. Larkin, MD (2019)
Rocco Orlando, III, MD (2017)
Rocco Ricciardi, MD, MPH (2018)
Barbara L. Smith, MD, PhD (2017)
Richard S. Swanson (2019)
John P. Welch, MD (2018)
Giles F. Whalen, MD (2019)
James Whiting, MD (2018)



GRADUATE MEDICAL EDUCATION &

CANDIDATE MEMBERSHIP COMMITTEE
Anne C. Larkin, MD, Chair (Massachusetts, 2017)

James C. Hebert, MD (Vermont, 2017)
Walter E. Longo, MD (Connecticut, 2017)
Peter J. Mazzaglia, MD (Rhode Island, 2017)
Kurt K. Rhynhart, MD (New Hampshire, 2017)
James Whiting, MD (Maine, 2017)

NEW MEMBERS COMMITTEE
Allan M. Goldstein, MD, Chair (2017)

Marlene Cutitar, MD (Rhode Island, 2017)
Haytham M. Kaafarani, MD, MPH (Massachusetts, 2017)
Dougald C. MacGillivray, MD (Maine, 2017)
Carlos E. Marroquin, MD (Vermont, 2017)

Peter S. Yoo, MD (Connecticut, 2017)

ARCHIVES COMMITTEE
Thomas A. Colacchio, MD, Chair (New Hampshire, 2017)

David E. Clark, MD (Maine, 2017)
James C. Hebert, MD (Vermont, 2017)
Richard H. Koehler, MD (Massachusetts, 2017)
Thomas J. Miner, MD (Rhode Island, 2017)
John P. Welch, MD (Connecticut, 2017)

SCHOLARS FOUNDATION BOARD OF DIRECTORS
Arlet G. Kurkchubasche, MD, President (2017) & RI Director (2019)

Charles H. Salem, MD, Secretary & Treasurer (2017), Vermont Director (2018)
Elizabeth W. Brady, MD, Connecticut Director (2020)
Horace F. Henriques, III, MD, New Hampshire Director (2017)
Ronald F. Martin, MD, Maine Director (2022)
David McAneny, MD, Massachusetts Director (2021)
Bruce J. Leavitt, MD, Ex-officio (2017)
John P. Welch, MD, Ex-officio (2017)

FUTURE MEETINGS

2018 Annual Meeting, September 21-23, 2018
Westin Portland Harborview, Portland, Maine

2019 Annual Meeting, September 13—15, 2019
Marriott Montreal Chateau Champlain, Montreal, QC, Canada
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LEARNING OBJECTIVES

This activity is designed for physicians. Upon completion of this course,
participants will be able to:

1.
2.

o ® =2 kW

Discuss model methods for end-stage liver disease (MELD)

Describe the benefits of early hospital discharges and their association with
improved patient satisfaction

Discuss the variation of issues surrounding surgeon wellness
Implement opportunities for global health scholarships
Discuss post-discharge opioid usage after surgery

Discuss residency and perceptions on surgical training
Discuss the future of global surgery

Describe improvements in trauma surgery care

Describe improvements in pediatric surgical care



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 New England Surgical Society.
The American College of Surgeons is accredited by the ACCME to
provide continuing medical education for physicians.

AMA PRA Category 1 Credits™

The American College of Surgeons designates this live activity for a
maximum of 10.50 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
6.75 credits meet the requirements for Self-Assessment.

DISCLOSURE INFORMATION

In compliance with ACCME Accreditation Criteria, the American College of
Surgeons, as the accredited provider of this activity, 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.

AMERICANS WITH DISABILITIES ACT

If you require special accommodations to attend or participate in the CME activity,
please provide information about your requirements to the New England Surgical
Society, 500 Cummings Center, Suite 4400, Beverly, MA 01915; phone: (978) 927-
8330; fax: (978) 524-0498; e-mail: meetings@nesurgical.org.
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GENERAL INFORMATION/
ACKNOWLEDGMENTS

Registration Desk

The Registration Desk is located in the Ballroom Foyer during the following
hours:

Friday, September 8, 9:00 am—5:00 pm
Saturday, September 9, 7:00 am—12:00 pm
Sunday, September 10, 7:00 am—11:00 am

Speaker Ready Room

Faculty and Authors are requested to present their PowerPoint presentation to

the technician in the Speaker Ready Room, located in the Franklin Room, upon
arrival to the meeting, or at least 12 hours prior to the opening of the session in
which you are scheduled to present. Single LCD projection (PowerPoint) from a
single, dedicated PC or laptop will be provided. Individual laptop computers may
not be used. The Speaker Ready Room is open during the following hours:

Friday, September 8, 9:00 am—5:00 pm
Saturday, September 9, 7:00 am—12:00 pm
Sunday, September 10, 7:00 am—10:30 am

Member Business Meeting (Members Only)

On Sunday, September 10™, the Annual Business Meeting will be held from
7:30-8:15 am in the Grand Ballroom.

Welcome Reception

On Friday evening, September 8", there will be a Welcome Reception held
in the Conservatory/South Veranda. Exhibitors are encouraged to attend this
event. Badges will be required to attend the event.

Afternoon Activity — Mount Washington Cog Railway Tour

Saturday, September 9, 12:00 pm—3:30 pm
§$70 per person

Includes transportation to/from the Omni Mount Washington, boxed lunch and
Cog Railway ticket.

Transportation provided from the front entrance of the hotel at 12:00 pm.

Visit the NESS Registration to sign up or for more information.



President’s Reception & Dinner

On Saturday, September 9", the Society will hold its Annual President’s Recep-
tion & Dinner. Dress is business attire, and the reception will take place in the
Conservatory and the dinner will take place in the Main Dining Room.

All registered physicians and spouses are required to wear badges to attend the
event or present tickets if the event was purchased separately. Exhibitors may
purchase additional tickets over and above their allotted two tickets. Additional
tickets are available at the NESS Registration Desk.

Acknowledgments

Marketing & Exhibitor Support

The New England Surgical Society wishes to recognize and thank the following
companies for their marketing support:

Ethicon U.S., LLC

Gore & Associates
Mallinckrodt Pharmaceuticals
Teleflex Medical

The Exhibitor Program represents a valuable part of this meeting, and the Society
urges registrants to visit the exhibits during regularly scheduled breaks.
Continental breakfast will be available on Saturday and Sunday, with continuous
beverage service available during the scheduled Exhibit hours. Exhibits are
located in Grand Ballroom Foyer/Gifford, and are open during the following
hours:

Friday, September 8, 12:00 pm—3:00 pm

Saturday, September 9, 7:00 am—10:30 am
Sunday, September 10, 7:00 am—10:00 am



PAST AND PRESENT OFFICERS OF THE
NEW ENGLAND SURGICAL SOCIETY

PRESIDENTS
1916 Samuel J. Mixter, MD, Boston, Massachusetts
1917-19 John B. Wheeler, MD, Burlington, Vermont
1920 Homer Gage, MD, Worcester, Massachusetts
1921 John M. Gile, MD, Hanover, New Hampshire
1922 Charles A. Porter, MD, Boston, Massachusetts
1923 John F. Thompson, MD, Portland, Maine
1924 Fred B. Lund, MD, Boston, Massachusetts
1925 John W. Keefe, MD, Providence, Rhode Island
1926 William H. Bradford, MD, Portland, Maine
1927 Daniel F. Jones, MD, Boston, Massachusetts
1928 Robert B. Osgood, MD, Boston, Massachusetts
1929 Philemon E. Truesdale, MD, Fall River, Massachusetts
1930 David Cheever, MD, Boston, Massachusetts
1931 Alfred M. Rowley, MD, Hartford, Connecticut
1932 Frank H. Lahey, MD, Boston, Massachusetts
1933 Lyman Allen, MD, Burlington, Vermont
1934 Frederick B. Sweet, MD, Springfield, Massachusetts
1935 Peer P. Johnson, MD, Beverly, Massachusetts
1936 Daniel C. Patterson, MD, Bridgeport, Connecticut
1937 Lucius C. Kingman, MD, Providence, Rhode Island
1938 John M. Birnie, MD, Springfield, Massachusetts
1939 John Homans, MD, Boston, Massachusetts
1940 Carl M. Robinson, MD, Portland, Maine
1941 James B. Woodman, MD, Franklin, New Hampshire

1942-44 Walter G. Phippen, MD, Salem, Massachusetts
1945-46 James R. Miller, MD, West Hartford, Connecticut

1947 Thomas H. Lanman, MD, Boston, Massachusetts
1948 David W. Parker, MD, Manchester, New Hampshire
1949 Emery M. Porter, MD, Providence, Rhode Island
1950 Edward H. Risley, MD, Waterville, Maine

1951 W. Jason Mixter, MD, Boston, Massachusetts

1952 Charles P. Chandler, MD, Montpelier, Vermont
1953 John P. Bowler, MD, Hanover, New Hampshire
1954 Ashley W. Oughterson, MD, New Haven, Connecticut
1955 Irving J. Walker, MD, Boston, Massachusetts

1956 George W. Waterman, MD, Providence, Rhode Island
1957 Donald Munro, MD, Boston, Massachusetts

1958 Samuel R. Webber, MD, Calais, Maine

1959 Samuel F. Marshall, MD, Boston, Massachusetts
1960 Welles A. Standish, MD, Harford, Connecticut

1961 Grantley W. Taylor, MD, Weston, Massachusetts
1962 M. Dawson Tyson, MD, Hanover, New Hampshire
1963 Leland S. McKittrick, MD, Boston, Massachusetts
1964 Albert G. Mackay, MD, Burlington, Vermont

1965 Francis A. Sutherland, MD, Torrington, Connecticut
1966 George R. Dunlop, MD, Worcester, Massachusetts
1967 Marshall K. Bartlett, MD, Boston, Massachusetts
1968 Mark Hayes, MD, New Haven, Connecticut
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1969
1970
1971
1972
1973
1974
1975
1976
1977
1978
1979
1980
1981
1982
1983
1984
1985
1986
1987
1988
1989
1990
1991
1992
1993
1994
1995
1996
1997
1998
1999
2000
2001
2002
2003
2004
2005
2006
2007
2008
2009
2010
2011
2012
2013
2014
2015
2016

Richard Warren, MD, Cambridge, Massachusetts
Clinton R. Mullins, MD, Concord, New Hampshire
Bentley P. Colcock, MD, Boston, Massachusetts
William W. Babson, MD, Gloucester, Massachusetts
J. Gordon Scannell, MD, Boston, Massachusetts
Thomas Perry, Jr., MD, Providence, Rhode Island
John J. Byrne, MD, Boston, Massachusetts

Emerson H. Drake, MD, Portland, Maine

Gordon A. Donaldson, MD, Boston, Massachusetts
Frederick P. Ross, MD, Fitchburg, Massachusetts
John R. Brooks, MD, Boston, Massachusetts

John F. Reed, MD, Hartford, Connecticut

Earle W. Wilkins, Jr., MD, Boston, Massachusetts
Walter B. Crandell, MD, Hanover, New Hampshire
Fiorindo A. Simeone, MD, Providence, Rhode Island
William W.L. Glenn, MD, New Haven, Connecticut
John W. Braasch, MD, Burlington, Massachusetts
William V. McDermott, MD, Boston, Massachusetts
Joseph E. Murray, MD, Wellesley Hills, Massachusetts
Clement A. Hiebert, MD, Portland, Maine

James H. Foster, MD, Farmington, Connecticut
John F. Burke, MD, Boston, Massachusetts

H. Brownell Wheeler, MD, Worcester, Massachusetts
John H. Davis, MD, Burlington, Vermont

W. Hardy Hendren, MD, Boston, Massachusetts
Andrew L. Warshaw, MD, Boston, Massachusetts
Robert W. Crichlow, MD, Lebanon, New Hampshire
Blake Cady, MD, Boston, Massachusetts

Paul Friedmann, MD, Springfield, Massachusetts
Leslie W. Ottinger, MD, Boston, Massachusetts
Peter J. Deckers, MD, Farmington, Connecticut
Ashby C. Moncure, MD, Boston, Massachusetts

H. David Crombie, MD, Hartford, Connecticut
Roger S. Foster, Jr., MD, Shelburne, Vermont
Albert W. Dibbins, MD, Portland, Maine

Walter B. Goldfarb, MD, Portland, Maine

A. Benedict Cosimi, MD, Boston, Massachusetts
Robert M. Quinlan, MD, Worcester, Massachusetts
John P. Welch, MD, Hartford, Connecticut

Thomas A. Colacchio, MD, Lebanon, New Hampshire
Francis D. Moore, Jr., MD, Boston, Massachusetts
Patricia K. Donahoe, MD, Boston, Massachusetts
James C. Hebert, MD, Burlington, Vermont

Thomas F. Tracy, Jr., MD, Providence, Rhode Island
Neil S. Yeston, MD, Hartford, Connecticut
Frederick R. Radke, MD, Portland, Maine

David L. Berger, MD, Boston, Massachusetts
Michael J. Zinner, MD, Coral Gables, Florida
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1917
1918-20
1921
1922
1923
1924
1925
1926
1927
1928
1929
1930
1931
1932
1933
1934
1935
1936
1937
1938
1939
1940
1941
1942
1943-44
1945-46
1947
1948
1949
1950
1951
1952
1953
1954
1955
1956
1957
1958
1959
1960
1961
1962
1963
1964
1965
1966
1967
1968
1969
1970
1971
1972

VICE-PRESIDENTS
John B. Wheeler, MD, Burlington, Vermont
Homer Gage, MD, Worcester, Massachusetts
William L. Cousins, MD, Portland, Maine
Seldom B. Overlock, MD, Pomfret, Connecticut
Herbert L. Smith, MD, Nashua, New Hampshire
Lyman Allen, MD, Burlington, Vermont
Frederick B. Sweet, MD, Springfield, Massachusetts
Alfred M. Rowley, MD, Hartford, Connecticut
Ralph H. Seelye, MD, Springfield, Massachusetts
William W. Townsend, MD, Burlington, Vermont
George C. Wilkins, MD, Manchester, New Hampshire
Willis E. Hartshorn, MD, New Haven, Connecticut
Arthur T. Jones, MD, Providence, Rhode Island
Thomas W. Luce, MD, Portsmouth, New Hampshire
Carl M. Robinson, MD, Portland, Maine
H. Gildersleeve Jarvis, MD, Hartford, Connecticut
Channing Simmons, MD, Boston, Massachusetts
William H. Townsend, MD, Burlington, Vermont
David W. Parker, MD, Manchester, New Hampshire
Walter G. Phippen, MD, Salem, Massachusetts
Carl M. Robinson, MD, Portland, Maine
James B. Woodman, MD, Franklin, New Hampshire
George M. Sabin, MD, Burlington, Vermont
Ernest L. Herk, MD, Worcester, Massachusetts
Benjamin H. Alton, MD, Worcester, Massachusetts
John H. Woodruff, MD, Barre, Vermont
John P. Bowler, MD, Hanover, New Hampshire
Edward R. Lampson, MD, Hartford, Connecticut
Herbert A. Durfee, MD, Burlington, Vermont
George M. Smith, MD, New Haven, Connecticut
James W. Jameson, MD, Concord, New Hampshire
Peirce Leavitt, MD, Brockton, Massachusetts
Ernest M. Daland, MD, Boston, Massachusetts
Stephen A. Cobb, MD, Sanford, Maine
Frederick S. Hopkins, MD, Springfield, Massachusetts
Thacher W. Worthen, MD, Hartford, Connecticut
Charles C. Lund, MD, Boston, Massachusetts
William J. German, MD, New Haven, Connecticut
John W. Spellman, MD, Brookline, Massachusetts
J. Murray Beardsley, MD, Providence, Rhode Island
W. Fenn Hoyt, MD, Springfield, Massachusetts
Philip H. Wheeler, MD, Brattleboro, Vermont
Clinton R. Mullins, MD, Concord, New Hampshire
Francis A. Sutherland, MD, Torrington, Connecticut
Robert R. Baldridge, MD, Providence, Rhode Island
John W. Strieder, MD, Newton, Massachusetts
Thomas Perry, Jr., MD, Providence, Rhode Island
N. William Wawro, MD, Hartford, Connecticut
Howard Ulfelder, MD, Boston, Massachusetts
R.M. Peardon Donaghy, MD, Burlington, Massachusetts
Isaac M. Webber, MD, Portland, Maine
Albert E. Herrmann, MD, Waterbury, Connecticut
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1973
1974
1975
1976
1977
1978
1979
1980
1981
1982
1983
1984
1985
1986
1987
1988
1989
1990
1991
1992
1993
1994
1995
1996
1997
1998
1999
2000
2001
2002
2003
2004
2005
2006
2007
2008
2009
2010
2011
2012
2013
2014
2015
2016

Walter B. Crandell, MD, White River Junction, Vermont
Harold H. Hamilton, MD, Plymouth, Massachusetts
Richard H. Thompson, MD, Salem, Massachusetts
Radford C. Tanzer, MD, Hanover, New Hampshire
Frank J. Lepreau, MD, Westport, Massachusetts
William W.L. Glenn, MD, New Haven, Connecticut
Charles F. Chandler, MD, Clinton, Massachusetts
Fiorindo A. Simeone, MD, Providence, Rhode Island
Lloyd Brown, MD, Blue Hills, Maine

William T. Mosenthal, MD, Hanover, New Hampshire
Chilton Crane, MD, Dover, Massachusetts

Chester A. Wiese, Jr., MD, Hartford, Connecticut
Robert W. Hopkins, MD, Providence, Rhode Island
Clement A. Hiebert, MD, Portland, Maine

H. Brownell Wheeler, MD, Worcester, Massachusetts
Francis M. Woods, MD, Jaffrey Center, New Hampshire
Ludwig J. Pyrtek, MD, Hartford, Connecticut

James M. Shannon, MD, Marblehead, Massachusetts
Charles L. Thayer, MD, Portsmouth, New Hampshire
J. Robert Bowen, MD, Cumberland, Rhode Island

C. Elton Cahow, MD, New Haven, Connecticut
David B. Pilcher, MD, Burlington, Vermont

Walter B. Goldfarb, MD, Portland, Maine

Albert W. Dibbins, MD, Portland, Maine

Eugene W. Grabowski, MD, Bennington, Vermont
Parvis J. Sadighi, MD, Pittsfield, Massachusetts
Peter B. Baute, MD, Warwick, Rhode Island

Seth A. Resnicoff, MD, Concord, New Hampshire
Barbara K. Kinder, MD, New Haven, Connecticut
Jeremy R. Morton, MD, Portland, Maine

Neil S. Yeston, MD, Hartford, Connecticut

Nick P. Perencevich, MD, Concord, New Hampshire
Robert J. Touloukian, MD, New Haven, Connecticut
David W. Butsch, MD, Barre, Vermont

Charles P. Shoemaker, Jr., MD, Newport, Rhode Island
Jack M. Monchik, MD, Providence, Rhode Island
Bruce J. Leavitt, MD, Burlington, Vermont

Nicholas P.W. Coe, MD, Springfield, Massachusetts
Lenworth M. Jacobs, Jr., MD, Hartford, Connecticut
Michael R. Curci, MD, Cumberland, Maine

Giles F. Whalen, MD, Worcester, Massachusetts
Theresa A. Graves, MD, Providence, Rhode Island
Michael P. Vezeridis, MD, Providence, Rhode Island
Richard J. Barth, Jr., MD, Hanover, New Hampshire
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1917-24
1925-27
1928-37
1938-46
1947-50
1951-53
1954-57
1958-62
1963-69
1970-73
1974-78
1979-82
1983-87
1988-93
1994-98
1999-2003
2004-2005
2006-2010
2010-2014
2015-

1917-20
1921-34
1935-38
1939-51
1952-58
1959-60
1961-66
1967-74
1975-77
1978-82
1983-86
1987-89
1990-95
1996-97
1997-2002
2003-2008
2009-2013
2014-

SECRETARIES
Philemon E. Truesdale, MD, Fall River, Massachusetts
Ernest A. Wells, MD, Hartford, Connecticut
John M. Birnie, MD, Springfield, Massachusetts
John F. Gile, MD, Hanover, New Hampshire
Grantley W. Taylor, MD, Boston, Massachusetts
J. Englebert Dunphy. MD, Boston, Massachusetts
Richard Warren, MD, Boston, Massachusetts
J. Gordon Scannell, MD, Boston, Massachusetts
John R. Brooks, MD, Boston, Massachusetts
Earle W. Wilkins, Jr., MD, Boston, Massachusetts
John W. Braasch, MD, Boston, Massachusetts
Richard E. Wilson, MD, Boston, Massachusetts
James H. Foster, MD, Farmington, Connecticut
Robert W. Crichlow, MD, Hanover, New Hampshire
Ashby C. Moncure, MD, Boston, Massachusetts
John P. Welch, MD, Hartford, Connecticut
Frederick H. Bagley, MD, Rutland, Vermont
Thomas F. Tracy, Jr., MD, Providence, Rhode Island
Neil Hyman, MD, Burlington, Vermont
David E. Clark, MD, Portland, Maine

TREASURERS
Philemon E. Truesdale, MD, Fall River, Massachusetts
Peer P. Johnson, MD, Beverly, Massachusetts
James R. Miller, MD, Hartford, Connecticut
Clinton D. Deming, MD, Harford, Connecticut
Welles A. Standish, MD, Hartford, Connecticut
Edward J. Ottenheimer, MD, Willimantic, Connecticut
Egbert M. Andrews, MD, Hartford, Connecticut
Emerson H. Drake, MD, Portland, Maine
Douglas A. Farmer, MD, New Haven, Connecticut
H. Brownell Wheeler, MD, Worcester, Massachusetts
J. Robert Bowen, MD, Providence, Rhode Island
Roger S. Foster, MD, Burlington, Vermont
Paul Friedmann, MD, Springfield, Massachusetts
Peter J. Deckers, MD, Farmington, Connecticut
Robert M. Quinlan, MD, Worcester, Massachusetts
Nicholas P.W. Coe, MD, Springfield, Massachusetts
Victor E. Pricolo, MD, Providence, Rhode Island
John E. Sutton, Jr., MD, Redding, Connecticut
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1922-23
1924-36
1937-41
1942

1942
1943-46
1947-51
1952-59
1960-70
1971-76
1977-82
1983-88
1989-94
1995-99
2000-2004
2005-2009
2010-2015
2015-

RECORDERS
John Bapst Blake, MD, Boston, Massachusetts
Walter G. Phippen, MD, Salem, Massachusetts
Thomas H. Lanman, MD, Boston, Massachusetts
Henry H. Lanman, MD, Boston, Massachusetts
A. William Reggio, MD, Boston, Massachusetts, pro tempore
Ernest M. Daland, MD, Boston, Massachusetts
Franklin G. Balch, Jr., MD, Boston, Massachusetts
Bentley P. Colcock, MD, Boston, Massachusetts
John J. Byrne, MD, Boston, Massachusetts
Donald C. Nabseth, MD, Jamaica Plain, Massachusetts
James H. Foster, MD, Farmington, Connecticut
John F. Burke, MD, Boston, Massachusetts
Blake Cady, MD, Boston, Massachusetts
A. Benedict Cosimi, MD, Boston, Massachusetts
Thomas A. Colacchio, MD, Lebanon, New Hampshire
Neil S. Yeston, MD, Hartford, Connecticut
Richard J. Barth, Jr., MD, Lebanon, New Hampshire
Walter E. Longo, MD, New Haven, Connecticut
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1916
1917
1918
1919
1920
1921
1922
1923
1924
1925
1926
1927
1928
1929
1930
1931
1932
1933
1934
1935
1936
1937
1938
1939
1940
1941
1942
1943
1944
1945
1946
1947
1948
1949
1950
1951
1952
1953
1954
1955
1956
1957
1958
1959
1960
1961
1962
1963
1964
1965
1966

PAST MEETINGS OF
THE NEW ENGLAND SURGICAL SOCIETY

Boston, Massachusetts

No Meeting

No Meeting

Boston, Massachusetts

Providence, Rhode Island

Worcester, Massachusetts

Burlington, Vermont

Boston, Massachusetts

Hartford, Connecticut

Springfield, Massachusetts

Boston, Massachusetts

Manchester, New Hampshire

New Haven, Connecticut

Providence, Rhode Island, and Fall River, Massachusetts
Boston, Massachusetts

Portland, Maine

Hartford, Connecticut

Boston, Massachusetts

Burlington, Vermont

Manchester, New Hampshire

Bridgeport, Connecticut

Providence, Rhode Island

Boston, Massachusetts

Beverly/Salem, Massachusetts

Poland Springs House, Poland Springs, Maine
Hanover, New Hampshire

No Meeting

No Meeting

Boston, Massachusetts

Boston, Massachusetts

Worcester, Massachusetts

Providence, Rhode Island

New Haven, Connecticut

Mount Washington Hotel, Bretton Woods, New Hampshire
Basin Harbor Club, Vergennes, Vermont

York Harbor, Maine

Red Lion Inn, Stockbridge, Massachusetts

Ocean House, Watch Hill, Rhode Island

Mount Washington Hotel, Bretton Woods, New Hampshire
Mount Washington Hotel, Bretton Woods, New Hampshire
Poland Springs House, Poland Springs, Maine
Wentworth-by-the-Sea, Portsmouth, New Hampshire
Poland Springs House, Poland Springs, Maine
Wentworth-by-the-Sea, Portsmouth, New Hampshire
Equinox House, Manchester, Vermont
Wentworth-by-the-Sea, Portsmouth, New Hampshire
Equinox House, Manchester, Vermont
Wentworth-by-the-Sea, Portsmouth, New Hampshire
Poland Springs House, Poland Springs, Maine

The Mountain View House, Whitefield, New Hampshire
Wentworth-by-the-Sea, Portsmouth, New Hampshire
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1967
1968
1969
1970
1971
1972
1973
1974
1975
1976
1977
1978
1979
1980
1981
1982
1983
1984
1985
1986
1987
1988
1989
1990
1991
1992
1993
1994
1995
1996
1997
1998
1999
2000
2001
2002
2003
2004
2005
2006
2007
2008
2009
2010
2011
2012
2013
2014
2015
2016

The Mountain View House, Whitefield, New Hampshire
The Belmont Hotel, West Harwich, Massachusetts
Wentworth-by-the-Sea, Portsmouth, New Hampshire

The Belmont Hotel, West Harwich, Massachusetts
Wentworth-by-the-Sea, Portsmouth, New Hampshire

The Mountain View House, Whitefield, New Hampshire
Wentworth-by-the-Sea, Portsmouth, New Hampshire
Waterville Valley Resort, Waterville Valley, New Hampshire
Wentworth-by-the-Sea, Portsmouth, New Hampshire

The Mountain View House, Whitefield, New Hampshire
Wentworth-by-the-Sea, Portsmouth, New Hampshire

The Balsams Grand Resort, Dixville Notch, New Hampshire
The Mountain View House, Whitefield, New Hampshire
Wentworth-by-the-Sea, Portsmouth, New Hampshire

The Balsams Grand Resort, Dixville Notch, New Hampshire
Mount Washington Hotel, Bretton Woods, New Hampshire
Mount Washington Hotel, Bretton Woods, New Hampshire
The Balsams Grand Resort, Dixville Notch, New Hampshire
The Balsams Grand Resort, Dixville Notch, New Hampshire
The Balsams Grand Resort, Dixville Notch, New Hampshire
Mount Washington Hotel, Bretton Woods, New Hampshire
The Bonaventure Hilton Hotel, Montreal, Quebec, Canada
Mount Washington Hotel, Bretton Woods, New Hampshire
Newport Marriott Hotel, Newport, Rhode Island

Le Chateau Frontenac, Quebec City, Quebec, Canada

The Balsams Grand Resort, Dixville Notch, New Hampshire
The Charles Hotel, Cambridge, Massachusetts

Newport Marriott Hotel, Newport, Rhode Island

Westin Mont-Royal Hotel, Montreal, Quebec, Canada

The Balsams Grand Resort, Dixville Notch, New Hampshire
The Sagamore Resort, Lake George at Bolton Landing, New York
The Four Seasons Hotel, Toronto, Ontario, Canada

The Doubletree Islander, Newport, Rhode Island

The Fairmont Copley Plaza Hotel, Boston, Massachusetts
The Westin Hotel, Providence, Rhode Island

The Balsams Grand Resort, Dixville Notch, New Hampshire
The Hyatt Regency Newport, Newport, Rhode Island

The Hilton Bonaventure, Montreal, Quebec, Canada

Mount Washington Resort, Bretton Woods, New Hampshire
Mystic Marriott, Groton, Connecticut

Hilton Burlington, Burlington, Vermont

Seaport Hotel and World Trade Center, Boston, Massachusetts
Hyatt Regency Hotel & Spa, Newport, Rhode Island
Saratoga Hilton Hotel, Saratoga Springs, New York

Omni Mount Washington Hotel, Bretton Woods, New Hampshire
Samoset Hotel, Rockport, Maine

Marriott Hartford Downtown, Hartford, Connecticut

Stowe Mountain Lodge, Stowe, Vermont

Hyatt Regency, Newport, Rhode Island

Seaport Hotel, Boston, Massachusetts
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NEW ENGLAND SURGICAL SOCIETY
CONSTITUTION AND BY-LAWS
ADOPTED 1961

(Amended through November 2015)

The Society is constituted for the purpose of promoting the science of surgery
and kindred arts and sciences and the welfare of the profession of surgery in New
England; to hold professional and social meetings and to publish transactions.

ARTICLE 1

The name by which the society shall be known is the NEW ENGLAND
SURGICAL SOCIETY.

ARTICLE II
MEMBERSHIP

Section a. There shall be six types of membership: active, senior, honorary, asso-
ciate, candidate, and affiliate.

Section b. Active membership shall be limited to 425 members. No more than 35
new Active members shall be elected in any single year. Honorary membership
shall be limited to 5 members. There shall be no limitation for senior, associate,
candidate, or affiliate members.

Section c¢. Qualifications for active membership: Applicants for Active Mem-
bership shall be residents of the New England States. Fellowship in the Ameri-
can College of Surgeons or certification by an ABMS surgical specialty board
and an unrestricted license (or an inactive license due to retirement) to practice
medicine and surgery in the state in which the member practices or resides, are
prerequisites for membership.

Section d. Qualifications for candidate membership: Applicants for Candidate
Membership shall be matched or enrolled in a surgical residency or fellowship
education program within the New England States. Individuals who have com-
pleted their education in one of the above programs and are in the process of
acquiring either Fellowship in the American College of Surgeons or certification
by an ABMS surgical specialty board are also eligible to apply for Candidate
membership. Candidate members shall have no rights to vote or hold office.
Candidate membership shall end either when the Candidate becomes eligible for
Active or Affiliate membership, at which time s/he is invited to apply for Active
or Affiliate membership, or five years after completion of education in one of the
above programs, whichever comes first.
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Section e. Qualifications for affiliate membership for surgeons from geographic
areas outside the New England states: Applicants for Affiliate Membership shall
reside outside of the New England States and within either the United States or
Canada. Prerequisites for membership include: Fellowship in the American Col-
lege of Surgeons, fellowship in the Royal College of Physicians and Surgeons
of Canada, or certification by an ABMS surgical specialty board or Canadian
equivalent; and an unrestricted license (or an inactive license due to retirement)
to practice medicine and surgery in the state or province in which the member
practices or resides. Affiliate members have the right to vote but may not hold
office. Upon taking up residence in the New England States, an affiliate member
shall ipso facto transfer to active membership, providing s/he meets all qualifica-
tions for active membership.

Section f. Nominations for membership in the Society may be submitted by any
Active or Senior member. On request to the Secretary of the Society, an appro-
priate application form and a statement for prospective applicants shall be made
available to any Active or Senior member of the Society who wishes to serve as
the primary sponsor of an applicant. It shall be the responsibility of the primary
sponsor to review with the applicant the statement adopted by the Executive
Committee and to insure that the applicant understands the purpose of the Soci-
ety and intends to support them. For active, senior, and affiliate membership
applicants, it shall be the responsibility of the primary sponsor to complete the
application form, and it shall be the responsibility of the co-sponsors to write
letters of support, which shall be submitted with the application form to the Sec-
retary of the Society prior to January 1* of the calendar year in which the applica-
tion is to be considered. It shall be the responsibility of each state representative
to review the active, senior, and affiliate application forms of applicants from
his or her state, to seek advice from other members of the state about the pro-
posed applicant, and to present the composite recommendations from members
of that state for consideration by the Executive Committee at its first meeting
after January 1*. For candidate membership applicants, completed applications
can be submitted at any time.

Section g. Procedure for nomination: The Secretary will furnish each member of
the Society with copies of the master list. Election of active, senior, and affiliate
applicants whose names have been selected from the master list by the Execu-
tive Committee shall be by vote of all voting members of the entire Society. The
Secretary will distribute voting ballots to all voting members with valid email
addresses. Completed ballots must be returned to the Society by April 15" to be
considered eligible. The Executive Committee shall review the ballots received
by April 15" and elect those active, senior, and affiliate applicants selected by
the membership ballot vote. Twenty negative votes shall exclude an applicant
from membership. For candidate membership applicants, the Graduate Medical
Education & Candidate Membership Committee shall vet applicants as needed
throughout the year; if the candidate applicant is in good standing in his/her
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program and approved by said committee, then s/he shall be elected to candidate
membership.

Section h. An active, senior, or affiliate applicant’s name will remain on the
master list and will automatically come up for consideration by the Executive
Committee each year for a period of three years after which time if the applicant
has not been selected for presentation for vote, his/her name will be deleted. The
names of applicants deleted from the master list may be proposed a second time
after an interval of one year. No applicant shall be proposed more than twice.

Section i. Honorary members shall be distinguished individuals in the field of
surgery or the related sciences and shall be proposed and voted on by the Execu-
tive Committee. Honorary members shall not pay dues, nor shall they have the
right to vote or hold office.

Section j. Senior membership will be automatic for all active, associate, and
affiliate members the year following the year in which they reach the age of 65
prior to September Ist. Senior members shall be exempt from dues; furthermore,
Senior members who reside within the New England States shall have all other
rights and privileges of the Society including the right to vote and hold office.

Section k. Associate membership shall be accorded to active members upon
change of residence to regions outside of the New England States. Associate
members are exempt from dues and may not vote or hold office. Upon again tak-
ing up residence in the New England States, however, associate members shall
ipso facto revert to active membership.

Section 1. Any Active or Affiliate member who fails to actively participate in
the Society for three years shall be automatically dropped from the membership.
Active participation can be met by: 1) attendance at an annual meeting; 2) inclu-
sion as an author of an abstract submitted for consideration for presentation at
the annual meeting; 3) attendance at a Spring Resident research forum; 4) inclu-
sion as an author of an abstract submitted for consideration for presentation at a
Spring Resident research forum; or 5) participation in committees and/or perfor-
mance of official business sanctioned by the Executive Committee.

Section m. Application blanks may be sent only to members for proposal of
names for membership.

ARTICLE III
OFFICERS

Section a. The officers of the Society shall be a President, a President-Elect, a
Vice-President, a Secretary, a Treasurer, and a Recorder. If a vacancy occurs in
the Office of the President, the duties of the President shall be assumed by the
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President-Elect for the remainder of the vacated term. The President-Elect may
ask the Nominating Committee to select both a President for the succeeding year
and a new President-Elect at the subsequent Annual Meeting of the Society. If
the President becomes disabled, the duties of the President may be assumed by
the President-Elect until the period of disability is over. If a vacancy occurs in the
Office of President-Elect, the President may ask the Nominating Committee to
select a new President-Elect and succeeding President-Elect at the next Annual
Meeting of the Society.

If a vacancy or disability occurs in the Offices of Secretary, Recorder, or Trea-
surer the President may assume the responsibility of the Office until the Nomi-
nating Committee chooses a new Secretary, Recorder, or Treasurer at the next
Annual Meeting of the Society. The President may ask the President-Elect to
assume a portion of the responsibility by mutual agreement.

Section b. The officers of the Society shall hold office for one year or until their
successors are elected or appointed.

Section c¢. The Executive Committee shall consist of the officers of the Society,
the representative of the Society on the Board of Governors of the American Col-
lege of Surgeons, the representative of the Society on the Advisory Council for
Surgery of the American College of Surgeons, the designated representative of
the Society on the American Board of Surgery, and six State Representatives, one
from each of the New England States. The representative of the Society on the
Board of Governors of the American College of Surgeons, and on the American
Board of Surgery shall be nominated by the Executive Committee and approved
by the Society. Membership on the Executive Committee shall be contingent
upon the final acceptance of these nominees by the American College of Sur-
geons and the American Board of Surgery.

Section d. The Recorder shall act as the Necrologist of the Society. He shall
obtain from the State representatives to the Executive Committee the names of
all members who have died during the year and present them at the annual meet-
ing. He shall be responsible for obtaining obituaries for inclusion in the Transac-
tions of that year.

The Recorder shall have the proceedings of the annual business meeting and all
discussions of papers presented at the scientific meeting properly recorded. He
shall be responsible for having the Transactions published annually in such man-
ner as the Society deems best.

Section e. Within a period of two months preceding the annual meeting, the
President shall appoint an Auditing Committee of two, who shall audit the
Treasurer’s account for the year and report to the Society at its annual meeting.
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ARTICLE 1V

ELECTION OF OFFICERS

The Officers shall be elected by ballot at the Annual Meeting. Within a period of
two months preceding the Annual Meeting the President shall appoint a Nomi-
nating Committee which shall recommend to the Secretary a list of nominees to
be placed before the Society for election at the Annual Meeting. The Nominating
Committee shall be comprised of the three most immediate past Presidents cur-
rently residing in New England. The most senior of the three (in terms of service
to the Society as President) shall serve as Chairman.

ARTICLE V
FEES AND DUES

The dues shall be determined annually by the Executive Committee. Any mem-
ber who is in arrears in the payment of dues for two consecutive years shall, after
due notice of the Treasurer, be dropped from the Society. The fiscal year of the
Society shall end December 31.

ARTICLE VI
MEETINGS

The Society shall meet annually in the autumn. The time and place shall be deter-
mined by the Executive Committee. Application forms for new membership to
the Society shall be distributed at the annual meeting. Special meetings may be
held when ordered by the Executive Committee.

ARTICLE VII
PROGRAMS

The programs of all meetings shall be under control of the Executive Committee.
All papers and discussions presented before the Society at its regular meetings
shall become its property for publication in the Transactions and the official
organ of the Society.
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ARTICLE VIII
ARCHIVES

The archives of the Society will be assembled, maintained, and collated by the
Archives Committee. The Chair of the Committee shall be appointed by the
Executive Committee. Members of the Committee shall be chosen by the Chair.
The Committee will prepare anniversary histories of the Society as appropriate.

ARTICLE IX
AMENDMENTS

The By-Laws may be repealed or amended and new By-Laws enacted by a two-
thirds electronic vote of the membership within 30 days following the Annual
Meeting of the Society when it has been proposed provided that the proposed
alteration has been approved by the Executive Committee and electronically cir-
culated to the Society at least 60 days preceding the vote.

ARTICLE X
DISTRIBUTION UPON DISSOLUTION

Upon the dissolution, termination, or cessation of the activities of the Society,
any assets remaining in the name of the Society, after all obligations of the
Society have been either paid or provided for, shall be distributed to an orga-
nization described in Section 501(c) (6) of the Internal Revenue Code of 1954,
as amended, and the identity of such an organization shall be determined by a
majority of the Executive Committee of the Society then in office. No amounts
shall accrue to the benefit of the members or the officers of the Society.
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INDOCTRINATION OF NEW MEMBERS
BY THE PRESIDENT

This charge is read by the President to the new members of the New England
Surgical Society at the time of their induction. It is periodically reviewed and
updated by the Executive Committee. The current statement was approved by the
Executive Committee at its meeting on June 19, 1991.

As President of the New England Surgical Society, it is my pleasure to welcome
you into active membership and to stress the obligations that you assume by such
membership.

The New England Surgical Society was founded on February 5, 1916, by eigh-
teen surgeons who were noted for their strength of character, as well as for their
professional leadership. They limited the number of members in the Society
solely to promote closer communication. Since its inception, the Society has
provided a scientific forum and a meeting place for leaders in New England
surgery, both from academic and community practice. The Society strives to
increase knowledge of the art and science of surgery and to promote the welfare
of surgical patients. It provides an environment where members may develop
friendships with other New England surgeons who share their high professional
standards. Membership is limited to surgeons who are not only leaders in their
field, but who are also characterized by honesty, kindness, tolerance, equanim-
ity, good manners and social consciousness. The Society expects its members to
reflect these values in their practice and in their community. Members are also
expected to support the Society through active participation in its meetings. It is
in this spirit that we welcome each of you into our membership. We look forward
to your own contributions to a proud tradition.

If you will exemplify the high ethical and professional standards of the New
England Surgical Society in your practice of surgery, and if you will participate
actively in the future meetings of this Society, please respond by saying, “I will.”

Since you have indicated your intent to become active and worthy members
of the New England Surgical Society, and since you have been duly elected
to membership therein, it i1s now my pleasure to present you each with a duly
inscribed certificate of membership.

I now call upon the current members of the New England Surgical Society to rise
and join me in welcoming our new colleagues.
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REPORT OF THE SECRETARY

The 2016 Meeting of the New England Surgical Society, at which the Society’s
Centennial was celebrated, took place at the Seaport Hotel in Boston, Septem-
ber 16-18, 2016. The meeting attracted 205 members (including four Candidate
members), 20 guest physicians, and 60 non-member residents, and was enhanced
by the presence of 69 accompanying guests of the Society.

The academic program was thoughtfully prepared by the Program Committee
under the direction of Dr. Richard S. Swanson. One hundred abstracts had been
submitted and 22 were selected for presentation in the traditional format, includ-
ing one of the 2016 Research Presentation Day award winners. Fifteen additional
papers were presented as three-minute presentations with directed discussion,
and two Paper of the Year Co-Awards were presented. There was also an out-
standing panel discussion entitled, “Credentialing Surgeons in the Era of Vol-
ume/Outcome Research.” Forty-four posters were reviewed.

The Meeting’s Samuel Jason Mixter Lecturer was Dr. Atul A. Gawande, and Dr.
Michael J. Zinner gave his Presidential Address, entitled “It’s Been an Honor
and a Privilege.”

The Meeting also featured the premiere of a documentary produced to honor
the Centennial of the NESS, and the release of the history book, “Surgery Sci-
ence and Collegiality: One Hundred Years of the New England Surgical Society
(1916-2016). The video 1s available for viewing from within the Members Only
Area of the Society’s website, and the book is available through the Society’s
office.

The Society’s Executive Committee continues to meet three times a year, in Sep-
tember at the Annual Meeting, in January via conference call, and in June in
Waltham, Massachusetts. The Committee carries out the business of the Society,
coordinating the acceptance of new members, overseeing the finances, and work-
ing with the Program Committee. As of this writing, there are 336 Active, 414
Senior, 62 Associate, 13 Candidate, and 2 Honorary Members, which includes 28
Active and six Candidate members newly elected this year.

The NESS continues its support of the Annual Research Presentation Day in the
spring, where residents from all the teaching programs in New England present
their work.

25



Next year’s Annual Meeting of the Society will be:

99" Annual Meeting, September 21-23, 2018
Westin Portland Harborview, Portland, Maine

The Executive Committee is most grateful to Dr. Bruce J. Leavitt for his enthusi-
astic leadership as President through the past year, and looks forward to working
with his successor, Dr. Robert J. Touloukian.

Respectfully submitted,
David E. Clark, MD
Secretary
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REPORT OF THE REPRESENTATIVE TO THE
AMERICAN BOARD OF SURGERY

1. Entrustable Professional Activities

The Board continues to work toward the development and implementation of
Entrustable Professional Activities (EPA’s) for surgical residents. This has not
been done before among surgical specialties, and there is little precedent to fol-
low or models from which to copy. Three committees have been formed for ini-
tial development: a Writing Committee, which generates the detail surrounding
each of the EPA’s; a Reactor Panel, which critiques the initial drafts of each EPA
and provides reality testing as the criteria are developed; and an Implementation
Committee, which is making plans and selecting residency programs for the ini-
tial pilot programs where the EPA’s will be implemented.

The five EPA’s which have been chosen for initial development are:
EPA 1: Evaluate and manage a patient with an inguinal hernia

EPA 2: Evaluate a patient with right lower quadrant pain and manage
appendicitis

EPA 3: Evaluate and manage a patient with gallbladder disease
EPA 4: Provide general surgical consultation to other health care providers

EPA 5: Evaluation and initial management of a patient presenting with blunt
or penetrating trauma

The initial drafts of each of the EPA’s were discussed by the Reactor Panel,
and the ACGME surgical milestones were mapped to each. There was a great
deal of discussion as to how these are to be used, and how they relate to con-
ventional activities/evaluations of surgical residency. These are not intended to
provide exhaustive descriptions of resident capabilities, but to assure a minimum
level of performance that would ensure competent independent management of
these conditions by a resident; hence “entrustability.” There will be variability in
the assessments of different faculty members, and that the overall validity of the
entrustability decision rests on a consensus decision from multiple observations.
One of the principal values of EPA’s is to provide residents with a clear descrip-
tion of what is expected of them and thereby to place greater responsibility on
them for the independent acquisition of needed knowledge and skills.

Currently the ABS envisions the further refinement of the EPA’s during the
2017-18 academic year, with development of a detailed plan for implementation
in at least 10—15 representative (and volunteer) residency programs, to begin in
July, 2018.
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I1. Maintenance of Certification

Controversy and dissent among diplomates of the ABMS boards regarding
Maintenance of Certification, which began with the American Board of Internal
Medicine, has spread across nearly all the boards, but is fortunately less virulent
among the surgical boards than the medical boards. Nevertheless, few of the
diplomates of any of the boards, ABS included, feel that current programs of
MOC are providing optimal continuing education and benefit to diplomates. As
a result, all of the boards are looking intensively at their MOC processes, and are
seeking input from diplomates in regard to how the programs can be redesigned
to provide the benefits which are needed while fulfilling the central mission of
the boards to ensure that the initial and ongoing certification of diplomates is
optimal in ensuring the best care for the public.

The principal source of controversy is the 10-year secure examination, which
is not felt by diplomates to be an effective tool to test the knowledge needed
to ensure currency in practice. The changes which appear most important in
addressing diplomates’ concerns are therefore to move to some form of assess-
ment which is (1) more focused to the specific area of a surgeon’s practice, rather
than being broadly based across all of general surgery, and (2) geared more to
providing a teaching/learning function to diplomates to keep them abreast of
currently relevant knowledge and concepts, as opposed to a pass/fail test. Some
concepts which have been advanced to address these issues are to (1) make the
recertification process more specialty focused, so that diplomates may elect
testing/learning functions which are most relevant to what they do, and (2) to
make the process into a constructive learning exercise by basing the testing on
a previously defined literature base, by having an “open book” format to the
exam, or by providing a correct answer and explanation for questions which are
initially answered incorrectly.

The board is currently engaged in an intensive information gathering process
through a new survey for which all ABS diplomates are being solicited, and in
outreach initiatives in which current directors are engaged directly with their
sponsoring organizations and other surgical groups to get input as to how the
recertification program can be redesigned to have greater value. It is anticipated
that these efforts will be further discussed, distilled, and crystallized during the
next 6 months and at the winter meeting, and that new initiatives for recertifica-
tion will be made available in the 2018—19 academic year.

1I1. Focused Practice Initiatives

The ABMS has approved the development of “focused practice” initiatives by
individual boards, which will allow recognition of expertise in areas not cur-
rently encompassed by subspecialty certification. These areas of recognition will
not necessarily require specific fellowship training, as subspecialty certificates
currently do, but will allow for recognition of expertise acquired through practice
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alone. The boards are being given considerable latitude in setting the require-
ments for recognition of these areas, but the intent is to set requirements which
define the acquisition of special expertise/skill’knowledge in an area of practice
which exceeds that generally acquired through usual training. Each board may
choose whether to provide such recognition or not, and will not be required to do
so0, but it is anticipated that there will be considerable demand for the develop-
ment of such recognition by practitioners in specialty areas where subspecialty
certificates are not currently available.

IV. General Surgery Certifying Examination

Two changes were made to the grading of the Certifying Examination in 2016,
and the ABS now has experience using the revised system. The grading scale
was changed from five levels to three, and the specific grading was changed from
room grades to case grades, in order to increase the psychometric validity of the
scoring. The basic standard of requiring that 2/3 of the grades be at a passing
level was not changed.

Over the three fall examinations in 2016 there were no problems with the
changes, and the transition has been seamless for the examiners. The average fail
rate for the three examinations has not changed, although the relative grading
severity of individual examiners in some cases has. This will be further analyzed
at the end of the year when all five CE’s are completed.

V. American Board of Colon and Rectal Surgery Early Specialization
Program (ESP)

The ABCRS has requested the ABS to consider establishing an ESP program
in colon and rectal surgery, which would allow residents to begin their chief
resident rotations in their PGY-4 year, and to concentrate on colorectal rotations
during their PGY-5 year, satisfying conditions for a chief year of general surgery
as well as a first year of colorectal fellowship. These programs would mimic
the ESP programs which have been in existence for about 10 years in vascular
surgery, and would be restricted to a single institution. The board approved this
request and will establish a joint committee with ABCRS to move forward with
the specifics of implementation. It will also have to be presented to the RRC for
Surgery for review and approval.

VI. Definition of General Surgery

The current definition of General Surgery was revised by the General Surgery
Advisory Committee (GENSAC) and approved by the Directors. This defini-
tion was carefully vetted by all members of the ABS and suggested changes
incorporated into this final version. This document will be used to: communicate
how the specialty of General Surgery is defined on the ABS website and Booklet
of Information; assist the ABS as it considers the essential elements necessary
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to train an individual for certification in General Surgery; aid GENSAC as it
deliberates issues that pertain to the specialty of General Surgery; and, reflect
the components that are evaluated in the Maintenance of Certification process.

VII. Revision of the Defined Case Minimums

A working group composed of members of the ABS and RRC-Surgery under-
took the task of revising the defined case minimums for General Surgery. Both
organizations believed that the total case minimum requirement was too low
and that there was need for greater specificity in the requirements. The current
defined case minimums and ACGME surgery operative case logs for the last
three years (2013—15) served as the primary data sources for the working group.
The RRC-Surgery adopted the suggestions as recommended by the working
group. The ABS approved new requirements to reflect the actions of the RRC-
Surgery. These include: an increase in the minimum total operative procedures
during residency training from 750 to 850; an increase in the minimum chief
resident year operative procedures from 150 to 200; and, an increase in the surgi-
cal critical care patient management minimum experience from 25 to 40.

VIII. Executive Director

Dr. Frank R. Lewis announced at the January 2017 meeting that he wishes to
retire at the end of this calendar year after 15 years as Executive Director, and
requested that a search process be initiated to identify his successor. A national
search for an Executive Director to replace Dr. Lewis was then conducted over
the next 6 months, with three finalist candidates presented to the full ABS Board
of Directors at the June 2017 meeting. After presentations and a thorough dis-
cussion by the directors of each candidate, Dr. Jo Buyske, currently Associate
Executive Director and Director of Evaluation, was chosen as the next Executive
Director. She will officially assume the position on September 1st, and will work
with Dr. Lewis until his retirement on December 31%.

IX. Flexible Endoscopy Curriculum (FEC)/Fundamentals of
Endoscopic Surgery (FES)

The need for completion of a curriculum in endoscopic surgery was mandated by
the ABS five years ago, and the graduating resident class this year (June 2018)
is the first to be required to successfully complete FES testing in order to be
eligible for certification. The program of FES testing is being managed by per-
sonnel from SAGES, and they are overseeing the testing centers and adminis-
trative processes for completion of the FES program. As of the present time,
approximately one-third of the PGY-5 resident class has successfully completed
the FES requirement, but another third of programs do not have any PGY-5 resi-
dents who have completed the program. The ABS is therefore beginning more
intensive monitoring of individual programs in this regard, in order to ensure that
all graduating residents will have had an opportunity to successfully complete
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the program well in advance of completion of residency. The initial failure rate
of residents who attempt FES certification is 20%, so at least 2—4 months must
be allowed for initial testing and possibly repeat testing after an initial failure
in order to ensure that residents will have successfully completed this well in
advance of completion of residency.

X. Strategic Planning Initiative

It has been 5 years since the ABS undertook a formal strategic planning initia-
tive, and it is felt that a number of issues have arisen in regard to board structure
and function that mandate the need for a new strategic planning effort. This pro-
cess is currently planned for the late fall of 2017, with firms being interviewed
that can assist in organizing and planning the process.

XI. SCORE Website

The SCORE website continues to grow in subscriptions and expand in content.
The number of residents and fellows who subscribe now exceeds 10,000, and
essentially all ACGME and most AOA surgical residency programs subscribe.
Approximately 20 surgical programs internationally have their residents sub-
scribe as well. The content is being expanded to provide fellowship-level content
beyond basic surgical residency, and includes fellowship content in pediatric sur-
gery, vascular surgery, surgical oncology, and surgical critical care. Because of
requests from many diplomates that they would also like to subscribe for their
private use, individual subscriptions have been made available during the past
year, and are also increasing.

Respectfully Submitted,
James Whiting, MD
Representative to the American Board of Surgery
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REPORT OF THE REPRESENTATIVE TO THE
BOARD OF GOVERNORS OF THE
AMERICAN COLLEGE OF SURGEONS

The American College of Surgeons (ACS) Board of Governors Newsletter, The
Cutting Edge, is published quarterly and covers ACS news and events, special
human interest stories, and Pillar updates. Since the last NESS Annual Meeting
in September 2016, four issues have been published online at facs.org/publica-
tions/newsletters/the-cutting-edge (Pre-Clinical Congress 2016, Post-Clinical
Congress 2016, Spring 2017, and Summer 2017). Although I encourage all Soci-
ety members to read the latest editions to keep up-to-date with Board activities
and interests, what follows are summaries of some recent Board projects.

* The Coalition Workgroup of the Advocacy and Health Policy Pillar
contributed to the final ACS statement on concurrent surgery, which was
added to the ACS Statements on Principles.

* The Surgical Training Workgroup of the Education Pillar has created
four education modules to assist educators with faculty and resident
development. The specific modules are (1) Teaching Millennials, (2)
Giving Constructive Feedback, (3) Intraoperative Teaching, and (4)
Clinical Teaching: The Teachable Moment. The modules are available on
the ACS website.

* The Survey Workgroup of the Communication Pillar has finalized and
distributed the 2016 B/G survey. A quick highlight of this year’s survey
topics include chapter issues/concerns, acute care general surgery, gun
violence, and ACS-related advocacy efforts. New this year is a separate
survey for international Governors, which will help us identify the differ-
ent issues facing surgeons outside the U.S. and Canada in an effort to
gather additional valuable information. I hope all of you have returned
the survey. The results will be shared by Dr. Mark Puls, Chair of the Sur-
vey Workgroup, at the Board of Governors Annual Meeting in October.

» The Chapter Activities Domestic Workgroup of the Member Services
Pillar started two initiatives: the Resident and Associate Society of the
ACS (RAS-ACS) Representative Initiative and the Chapter Dashboard
Initiative. The goal of the former is to have a RAS-ACS representative
on every domestic chapter council to facilitate the development of ideas
for programs, projects, and activities that are attractive to residents and
surgeons who have recently entered practice. The goal of the latter is to
design a visual representation of the health of the chapter. The dashboard
will include such indicators of chapter viability as finances, membership,
advocacy, and website.
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The Surgeon Workforce Subcommittee of the Quality, Research, and
Optimal Patient Care Pillar has developed a document with a checklist
for new surgeons to guide them in the transition to practice. This docu-
ment, “Onboarding for Surgeons,” was published in the July issue of the
Bulletin and is posted as a resource on the B/G and Young Fellows Asso-
ciation (YFA) pages on the ACS website. The Best Practices Workgroup
has completed guidelines on Post-op Ileus (which will be published in

a pamphlet format) and is now in the process of updating the American
College of Surgeons National Surgical Quality Improvement Program
(ACS NSQIP) surgical site infection (SSI) prevention guideline and
developing guidelines on management of postoperative fever.

The Health Policy Workgroup of the Advocacy and Health Policy Pillar
contributed to the final ACS statement on concurrent surgery and pro-
duced a white paper about out-of-network billing, which was advanced
to the ACS Health Policy and Advocacy Group for consideration as an
ACS advocacy priority.

The Physician Competency and Health Workgroup of the Quality,
Research, and Optimal Patient Care Pillar has provided ergonomics
questions for the Board of Governors Annual Survey, including ques-
tions on injuries in the operating room, and is sponsoring a Clinical
Congress 2017 session on the disruptive surgeon.

The Surgical Training Workgroup of the Education Pillar finalized a
standardized letter of recommendation for applicants to surgery training
programs. This letter is available on the ACS website for use by anyone
who is asked to write a letter of recommendation.

The Survey Workgroup of the Communications Pillar is finalizing and
preparing to distribute the 2017 B/G survey. Highlight from this year’s
survey topics include the Stop the Bleed campaign, work-related inju-
ries/ergonomics of surgery, the role of advanced practice providers, and
the opioid crisis. | encourage everyone to participate in this important
survey. The results will be shared by Dr. Juan Paramo, Chair of the Sur-
vey Workgroup, at the Board of Governors Annual Meeting in October.
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The Chapter Activities Domestic Workgroup of the Member Services
Pillar continues to implement two initiatives: (1) the Resident and
Associate Society of the ACS (RAS-ACS) Representative Initiative and
(2) the Chapter Dashboard Initiative. The goal of the former is to have a
RAS-ACS representative on every domestic chapter council to facilitate
the development of ideas for programs, projects, and activities that are
attractive to residents and surgeons who have recently entered practice.
The goal of the latter is to design a visual representation of the health of
the chapter. The dashboard will include such indicators of chapter viabil-
ity as finances, membership, advocacy, and online presence.

The Best Practices Workgroup is creating guidelines on perioperative
anticoagulation management.

Respectfully Submitted,
David L. Berger, MD
Representative to the American College of Surgeons Board of Governors
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REPORT OF THE REPRESENTATIVE TO THE
AMERICAN COLLEGE OF SURGEONS
ADVISORY COUNCIL FOR GENERAL SURGERY

The Advisory Council for General Surgery (ACGS) met at the American Col-
lege of Surgeons (ACS) Clinical Congress 2016 in Washington, DC, and again
at the ACS Leadership & Advocacy Summit 2017 in Washington, DC, to discuss
topics and activities relevant to the practice of general surgery. The ACGS was
updated on and discussed the following:

CMS Quality Payment Program

The Medicare Access and Children’s Health Insurance Program Reauthorization
Act (MACRA) of 2015 repealed the broken sustainable growth rate (SGR) for-
mula and created the Quality Payment Program (QPP), which is a new physician
payment system based on value rather than volume. There are two pathways
for surgeons to participate in QPP: (1) a Merit-based Incentive Payment Sys-
tem (MIPS) and (2) advanced Alternative Payment Models (APMs). At present,
limited options are available for surgeons to participate in APMs; thus, most sur-
geons will be in the MIPS program. There are actions that surgeons need to take
in 2017 in order to prepare for the reporting requirements that go into effect in
2019. The ACS Quality Payment Program Resource Center (facs.org/advocacy/
qpp) was created to help navigate the new Medicare Physician Payment System.

Surgical Patient Education

The ACS Surgical Patient Education Program, which provides education mate-
rials to help assist patients with their pre- and postoperative care, introduced a
surgical wound management skills training program (facs.org/education/patient-
education/skills-programs) in January 2017 with a video series that teaches
patients how to change dressings, pack wounds, and use a vacuum-assisted
wound device.

Qualified Clinical Data Registries

The Surgeon Specific Registry (SSR) and the Metabolic and Bariatric Surgery
Accreditation and Quality Improvement Program Data Registry are recognized
by the Centers for Medicare & Medicaid Services as qualified clinical data reg-
istries. The SSR underwent redesign in the spring of 2017 to help make it easier
to meet qualifications for MACRA.

Episode-Based Care

The ACS is developing “episode-based care” as a framework for quality mea-
surement. Episode-based care is built around the patient and includes the preop-
erative, intraoperative and postoperative work that is involved in surgical care. In
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addition to developing a framework for quality measurement, the College is also
defining the total cost of an episode of care and determining who is responsible
for what costs in the care of the patient. This framework for quality measurement
will have an important influence on reducing waste, and represents a collabora-
tive effort between the ACS, Brandeis University, Waltham, MA, and the Centers
for Medicare and Medicaid Services.

ACS Data Registry

The ACS has engaged with QuintilesIMS to create a single platform for all of
its registries. The ACS is also working to optimize the digital flow of data and
enhance its interoperability. The College is leading an effort to develop a method
by which data can be moved from the electronic health record to its registries,
and allow for real-time patient tracking and patient-specific workflows.

ACS Quality and Safety Conference

As a result of significant growth in all the ACS Quality Programs, such as
the National Surgical Quality Improvement Program (ACS NSQIP®) and the
Trauma Quality Improvement Program (TQIP®) and others, the ACS Quality
and Safety Conference (facs.org/quality-programs/quality-safety-conference,
formerly the ACS NSQIP Annual Conference) debuted in July 2017 in New York
City with the goal of providing attendees with a comprehensive look at the Col-
lege’s quality improvement efforts.

ACS 2017 Statement on Health Care Reform

The College is continuing to work to ensure that our health care reform principles—
patient safety and quality, access to surgical care, reduction of health care costs, and
medicalliabilityreform—areincludedinanyrevised healthcarelegislation. The full
ACS 2017 Statement on Health Care Reformisavailable online atbulletin.facs.org/
2017/05/american-college-of-surgeons-2017-statement-on-health-care-reform.

Access New Surgeon and Resident Well-Being Resources

The ACS recognizes that physician burnout is a major area of concern. In an
effort to provide relief to interested surgeons, the ACS has compiled several
resources to support surgeons and residents as they confront the challenges asso-
ciated with surgical care. Information about the ACS Surgeon Well-Being pro-
gram is available online at www.facs.org/member-services/surgeon-wellbeing.

Resident Associate Society (RAS-ACS)

The Resident and Associate Society of the American College of Surgeons (RAS-
ACS) is creating a website to help medical students with application to surgery
residency and is addressing the opioid epidemic, in the August Bulletin of the
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ACS. They estimate that the opioid epidemic affects 6 % of surgery patients. A
survey is developed and underway to all surgery residents to obtain an under-
standing of opioid prescribing practices in the training setting.

Young Fellows Association (YFA)

The YFA of the ACS has developed a one-to-one program to guide eligible Asso-
ciate members in applying to become ACS Fellows. In addition, the ongoing
mentoring program continues to be successful and a helpful experience for both
mentees and mentors.

Board of Regents Update

Notable priorities of the Board of Regents include the following:

Enhance the Operation Giving Back program to include ACS-branded
educational products to help patients in other countries and in under-
served areas of the U.S.

Develop new initiatives addressing timely topics including firearm
injury prevention, elimination of preventable deaths after injury, and the
training of first responders in hemorrhage control via the Stop the Bleed
campaign. The Stop the Bleed (bleedingcontrol.org) campaign is a joint
effort by the ACS and the Hartford Consensus™ to assist first responders
in a bleeding control emergency.

Provide College guidelines for suitable operating room attire (facs.org/
about-acs/statements/87-surgical-attire).

Build collaborative efforts between the ACS and The American Society
of Anesthesiologists to meet the challenges associated with the periop-
erative home.

Establish a collaborative workgroup with representation from the ACS,
the American Board of Surgery (ABS), associate program directors,
residency review committees, and the Accreditation Council for Gradu-
ate Medical Education to generate strategies for the future of surgical
residency training.

Promote cooperation between the ABS and the ACS regarding Mainte-
nance of Certification.

Respectfully Submitted,

Edward C. Borrazzo, MD

Representative to the American College of Surgeons
Advisory Council for General Surgery
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ABOUT THE NESS SCHOLARS FOUNDATION

Previously known as the Charitable Foundation, the New England Surgical
Society Scholars Foundation was established in 1985 and is a 501(c)(3) non-
profit organization.

Mission Statement: The Scholars Foundation exists to provide financial support
to enhance the clinical and educational opportunities of the membership of the
NESS in their efforts to strengthen the discipline of surgery in New England.

Activities currently supported include:
* Scholar Research Grant
Advances innovative surgical research via multiyear support
e ACS/NESS Health Policy and Management Scholarship

Allows development of socioeconomic expertise within the society, via
an annual scholarship to subsidize attendance and participation in the
Executive Leadership Program in Health Policy and Management at
Brandeis University

* Spring Resident and Fellow Research Presentation Day
Promotes the professional development of young surgeons
* Annual Samuel Jason Mixter Lecture
Expands the understanding of the national surgical environment
e Nathan Smith Award
Acknowledges the distinguished service of an NESS member

* New Member, Resident Essay, and Best Poster Prizes at the Annual
Meeting

Acknowledges scholarship to the discipline of surgery

It is anticipated that an increase in the Foundation’s endowment will also allow
support for future activities such as a third world surgical mission and indi-
vidual state educational grants to support MOC CME requirements.

The Foundation has established Contribution Levels to support its mission. A
member’s donation level is cumulative, determined by the sum total of all his/
her donations over time.

Scholar > $5,000
Samuel Jason Mixter Leader >  $2,500
Nathan Smith Sponsor > $1,000
Benefactor > $500
Patron > $100
Friend < $100

Listing reflects contributions received through July 31, 2017.
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ALLAN D. CALLOW, MD
1916-2015

Dr. Allan D. Callow passed away peacefully in San Francisco, Ca. at 99—four
months short of his 100" birthday. Allan served his specialty of vascular surgery,
his university, Tufts, and his country in an exceptional manner—emblematic
of “the greatest generation.” Over his 90+ year career he transitioned from a
talented pioneer in the treatment of cerebrovascular disease to an internation-
ally-recognized vascular biologist, who was still productive into his 90s. Allan
was born in Somerville, Mass. on April 9, 1916, and graduated from nearby
Tufts College, where he was a member of the track team and elected to Phi
Beta Kappa. Alan met his future wife, Eleanor Magee, at Tufts, where both were
active in the theater at Tufts. They were married in 1942 and for 45 years, until
Eleanor passed away. They have three children, Beverly Ann, Susan, and Dana
as well as five grandchildren. After receiving his M.D. from Harvard Medical
School in 1942, Allan interned the next year on the Harvard Surgical Service at
Boston City Hospital, 1942—1943. Influenced by his family’s generations in mar-
itime activities, he joined the Navy as a medical officer and served in the Pacific
theatre, where he participated in seven “storm” landings on islands, such as Iwo
Jima and Tarawa. He would later recount his experiences in his book, The Man
on the Ground: Who Really Wins Our Wars?, which he authored in his 90s. Allan
vividly describes the fierce battles by our Marines securing these vital islands,
which are portrayed visually in the HBO series, The Pacific. His battle surgeon
experience with vascular trauma and his frustration about the lack of solutions
for arterial injures at that time, which eventuated in amputation, would influence
him to devote his career to the field of vascular disease. As he said in his address
at the Allan D. Callow Young Investigators Award in 2014, he learned another
life-shaping lesson in the jungles of the Pacific: “being shot at teaches you: 1) to
discard the trivial, and 2) that you can remain effective even when scared stift”—
good advice for any young vascular surgeons. After the war Allan continued on
in the Naval Reserve for over three decades, and for his dedication and contribu-
tions he was promoted to Rear Admiral and awarded the Legion of Merit.

Following the war Allan completed his surgical residency at New England Medi-
cal Center, Boston, from 1947-1951, and as a special fellow in vascular dis-
eases at the Mayo Clinic. He carried out early research on arterial anastomoses
in canine models and was recruited by the first full-time Chair of Surgery, C.
Stewart Welch, to join the young staff at the New England Medical Center. Allan
would spend the next forty years at Tufts. As the first Chief of Vascular Surgery,
Allan recognized the need for special post-graduate training in vascular disease
and initiated one of the early vascular fellowships. Fellows remember fondly the
lessons that Allan taught them beyond technique. David Rosenthal of Atlanta
recounted, “When we talked about surgery with our patients and their families,
Dr. Callow would always sit on edge of bed and hold hands with the ladies, and
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place his hand on the shoulder of men. I believe he did this genuinely and with
great compassion and I did it with all my patients.” Bill Mackey, the current
Chair of Surgery at Tufts Medical Center, stated, “What made Allan Callow a
great surgeon was his attention to detail. Every stitch had to be placed perfectly,
and every patient, every patient’s family members, and every referring physician
were treated, as if they were members of his family. He was unfailingly precise,
kind, and considerate.”

Allan’s major clinical focus was the treatment of carotid disease. His 1975 paper
(Surgery. 1975;78:787-94) on selective shunting based on continuous EEG
monitoring popularized this method to prevent cerebral ischemia during carotid
endarterectomy. In 1989 he summarized his personal series of 619 patients
undergoing 993 carotid endarterectomies since 1970 in Long-Term Follow-Up
of Surgically Managed Carotid Bifurcation Atherosclerosis: Justification for an
Aggressive Approach (Ann Surg. 1989;210:308-15). Overall the crude annual
stroke rate following carotid endarterectomy was 1.9% with a 2.2% periopera-
tive stroke rate, while in asymptomatic patients both the crude annual stroke
incidence of 1.4% and the perioperative stroke rate of 1.1% were low. The results
from this personal case series were superior to non-operative therapy for asymp-
tomatic patients with hemodynamically significant stenosis, which pre-dated the
results from the ACAS trial. As Secretary of the North American Chapter of the
International Cardiovascular Society, Allan spent two months visiting various
vascular centers around the world and was elected its president in 1975. Two
years later Allan was elected the fifth President of the New England Society for
Vascular Surgery. Touching all the bases of the vascular societies, Allan assumed
the presidency of the Society for Vascular Surgery and with Cal Ernst founded
the Lifeline 501¢3 Charitable Foundation, in Allan’s words, “to provide young
investigators sufficient funding and length of funding.”

While a busy clinician, Allan served on the Board of Trustees of Tufts University
from 1971 to 1986 and as its Chair in his last several years. He was a member
of the selection committee that was responsible for recruiting Jean Mayer to the
Presidency. Working with President Mayer they “shook up the place” and built
Tufts into a national and internationally-recognized university.

Allan entered the next phase of his career-basic research in arterial wall biology,
when in 1982 at the age of 66 he secured an NIH RO1grant, “Endothelial cell
seeding of small vessel prostheses.” The funded research provided a full year
of laboratory research for our vascular fellows, which resulted in a number of
papers on factors governing “arterial healing” in prosthetic grafts in a primate
model. The fellows learned to operate expeditiously, particularly on the carotids
in the lightly anesthetized baboons. Because of his interest in vascular wall biol-
ogy, Allan attended the American Heart Association meeting in Miami, where
he met Una Ryan PhD, OBE, at that time a noted cell biologist at the Medi-
cal School at Miami. Allan and Una married in 1989 and in 1990 they moved
to St. Louis to work together, where Allan became a Professor of Surgery in
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the vascular division, and Una, the Research Professor of Surgery, Medicine
and Cell Biology, both at the Washington University School of Medicine. An
example of the productive work from this laboratory, won the Resident Research
Award from the ICVS, and demonstrated the important role of the avp3 integrin
in SMC migration in vitro and in neointimal hyperplasia in vivo (J Vasc Surg.
1994;19:125-34).

Allan returned to Boston in 1995 as Research Professor in Surgery at Boston
University Medical Center, when Una joined AVANT Immunotherapeutics, Inc.,
as a Vice President and Chief Scientific Researcher and would become President
at AVANT and began serving as CEO and President of Celldex Therapeutics. In
2013 they moved to San Francisco, where Allan passed away.

T.F.O., JR.
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ANTHONY CAPOBIANCO, MD

1928-2017

Dr. Anthony (“Tony”) Capobianco died January 21, 2017, at his beloved Leonard
Morse Hospital in Natick (now known as Metrowest Medical Center). He was
a native son of the Boston area; born in Somerville Massachusetts, where he
went to both high school and college (Tufts University). He left the area to go to
medical school at Georgetown and served in the Air Force at Edwards Air Force
Base. He returned back home for his surgical training at Boston University. In
1959 he happily settled in to Natick to start his family and practice surgery at
the hospital to which he became so dedicated. He and his wife Eileen raised for
boys and he practiced till 1998. He was a dedicated physician and family man
who had relentless energy to better the world he lived in. He was a man of faith
who shared with all he encountered and had an unwavering dedication to serving
others. His large family and his friends considered him the rudder in their lives.

G.FW.
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LAWRENCE H. COHN, MD
1937-2016

Dr. Lawrence Cohn, affectionately known as Larry, passed away on January
9, 2016, from a devastating cerebrovascular accident. He was a master cardiac
surgeon, a valve surgeon extraordinaire, and an important leader of the second
generation of cardiac surgeons.

He was born on March 11, 1937, in San Francisco. He received a B.A. from the
University of California, Berkley in 1958 and went on to attend the Stanford Uni-
versity School of Medicine, receiving his MD in 1962. Larry decided to become
a surgeon early in his training, as, by his account, he was anxious to treat patients
in a very tangible way. He was exposed to cardiac surgery early on. After he
had seen his first cardiac procedure, he went home and commented to his young
wife (Roberta) that he was completely enamored, and that he absolutely had
to train in cardiac surgery. He completed his General Surgery residency at the
University of California, San Francisco and then joined the Stanford University
Cardiothoracic Residency Program under the mentorship of Norman Shumway.
After completing his cardiothoracic training in 1971, he joined the Peter Bent
Brigham Hospital as a staff cardiac surgeon under Dr. John (Jack) J. Collins, Jr.
In a sense, Larry merged the best of the field from three of the pioneering institu-
tions: University of Minnesota, Stanford University, and the Peter Bent Brigham
Hospital. Jack Collins and his department chair, Dr. Francis Moore, wished to
reinvigorate their cardiac surgery program with Larry’s obvious flare and outside
expertise. Dr. Moore, on a number of occasions, remarked that Dr. Cohn was the
best single recruit that he made to his faculty during his long tenure. Larry went
on to continue as a faculty member for 45 years.

Dr. Cohn was appointed the Director of the Cardiothoracic Surgery Residency
Program and ultimately the Chief of the Division of Cardiac Surgery in 1987,
succeeding Jack Collins. He served in this role until 2005. Academically, Larry
became a Professor Surgery at the Harvard Medical School in 1980, and, in
2002, became the Virginia and James Hubbard Distinguished Chair in Cardiac
Surgery at the Harvard Medical School. He was awarded an honorary degree
from the University Paris in 1992, and, in 2005, he was given the Paul Dudley
White Award, the highest honor presented by the American Heart Association.
Locally, at Brigham and Women’s Hospital (successor institution to PBBH), he
was the first Chairman of the Brigham and Women’s Physicians’ Organization.
Nationally, Larry served as President of the American College of Chest Physi-
cians and President of the American Association for Thoracic Surgery.
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Dr. Eugene Braunwald, a pioneering cardiologist from the Brigham and Wom-
en’s Hospital and the former Physician-in-Chief, described Dr. Cohn as a “bril-
liant and one of the world’s top cardiac surgeons.” Over his illustrious career,
Larry performed in excess of 11,000 operations. His team performed the first
heart transplant in New England in 1984. His particular expertise was valvular
surgery, innovating throughout his career. Even toward the end of his career, he
reported a large and novel series of minimally invasive valve surgeries. He was
a true academic cardiac surgeon and in 2015, the Journal of Thoracic Disease
described him as “a master of masters in cardiac surgery.” Dr. Cohn had over
440 original scientific publications. He was the editor for the 2nd, 3rd, and 4th
editions of Cardiac Surgery in the Adult, the most referenced cardiac surgery
textbook of today. Larry served as the founding editor of the Journal of Cardiac
Surgery, and served as the editor for the Journal of Thoracic and Cardiovascular
Surgery, Operative Techniques in Cardiac and Thoracic Surgery, and Modern
Techniques in Surgery.

Dr. Cohn trained over 150 Cardiothoracic surgeons during his career. Looking
over the roster, this includes innumerable Professors of Surgery, 7 Department
Chairs, 30 Division Chiefs, one CEO of a hospital, and one Chancellor of a
medical school. Larry never hesitated to provide instantaneous feedback, even
if forceful, but never attacked the trainee’s essential skills and personality. He
would make sure to compliment the same trainee in short order and never held
a grudge. His style of both positive and negative reinforcement was unique
in its lack of anger, and even in its humor (in retrospect). Often, the criticism
had the intent of strengthening the individual’s resolve and what Larry sought
was equally forceful and reasoned pushback. He also trained countless General
Surgery residents rotating on his service. This was a remarkable experience in
critical care, stress management, and surgical technique (the General Surgery
residents were responsible for saphenous vein harvest, among other things) that
is no longer replicated. Each of the General Surgery residents received a gift
from Larry at the end of the rotation, in gratitude for their service.

Dr. Cohn was the consummate optimist. His cheerfulness was contagious and,
with his long stride walking down the lengthy main corridor of the hospital, he
made a point of stopping to speak with each person that he knew. General and
vascular surgeons who had trained under him during surgical residency, experi-
enced that their careers were carefully monitored by Larry, with congratulatory
hand-written letters from him appearing at various career milestones. His advice
was always “keep it simple.” He was very efficient, always cleaning his office
desk by the end of the day. He always returned phone calls and letters. These
could be brief but always conveyed the central issue. He was invariably in his
office by 6 AM starting these activities. He was fastidious in his appearance and
in his attentiveness to his patients.
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Dr. Cohn is survived by his wife, Roberta, who met when he was 12 years old
and she was 11 years old. He is also survived by 2 daughters, Leslie and Jennifer,
and 3 grandchildren over who Dr. Cohn doted. Larry had a great passion for golf
and tennis, and ultimately established the Larry Cohn Invitational Golf Tourna-
ment. He supported a number of charities such as the Boston Museum of Fine
Arts, the Boys and Girls Club Association, the Boston Symphony Orchestra, and
the Boston Public Library.

It was an honor to have had him on the faculty at Brigham and Women’s Hospital.

F.D.M., JR., & P.S.S.
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JOHN D. CONSTABLE, MD
1927-2016

Dr. John Constable, former chief of surgery of the Shriners Burn Institute, a giant
in the world of plastic surgery, enthusiastic Harvard Alum, Keeper of the Speck-
led Band, and all around Renaissance man passed away from complications of
Parkinson’s disease on June 6, 2016, surrounded by his family. He was 88 years
old. He was born in London and brought to New England by his father who had
been appointed as curator of Boston’s Museum of Fine Arts. Dr. Constable was
educated at Browne and Nichols, then Harvard where he studied Herpetology.
He also went to Harvard Medical School and trained in surgery at the MGH. He
was both a thorough-going Bostonian and an eminently practical citizen of the
world. In addition to his practice at MGH, he led numerous humanitarian efforts
across Southeast Asia, inspired originally by his work as a volunteer surgeon in
Vietnam during the Vietnam War. In recognition of his humanitarian work, the
American Association of Plastic Surgeons created a fellowship in his name so
that plastic surgeons from around the world could train with Association mem-
bers in the United States. Through his work and travels Dr. Constable became
an honorary member of plastic surgery medical societies in Egypt, France,
Thailand, Turkey, and Vietnam. In fact, he was the first American to receive
the Vietnamese order of friendship medal 1991. He was an early member of the
international physicians for the prevention of nuclear war, and a board member,
trustee, or overseer of many institutions in Boston, including the Opera Com-
pany, the Museum of Fine Arts, the Museum of Comparative Zoology, the New
England Wildflower Society, and the New England Aquarium. He was described
by friends as an inveterate world traveler and authority on its art and history and
how best to experience them. He was a connoisseur of fine food and wine and
conversation and brought to the table enormous wit and gracious elegant old
world style. He was also expert on Sherlock Holmes and leader of a group called
the Speckled Band which was pleased to call upon his array of Edwardian talents
and sensibilities for 30 years.

G.F.W.
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NATHAN P. COUCH, MD
1928-2016

Nate Couch was a longtime member of the Peter Bent Brigham, then Brigham
and Women’s Hospital, and the Harvard Medical School. He was a beloved vas-
cular surgeon noted for his unflappable demeanor, sense of humor, and compas-
sionate care for his patients.

Nate was born in Pittsfield, Massachusetts, and attended Dalton High School,
Peekskill Military Academy, and undergraduate education at Yale. He subse-
quently graduated from Harvard Medical School and completed his surgical
residency at the Peter Bent Brigham Hospital.

In addition to establishing his clinical practice in vascular surgery, Nate was
intimately involved in translational scientific investigations. He was a participant
in the early days of renal transplantation in the 1950’s. He subsequently devel-
oped a device for extracorporeal liver support. During the late 1950’s he was
working in the laboratory and managed to attract some serious electricity from a
sort-circuited X-ray machine, which passed through him to ground through his
shoes. He arrested, but his colleagues in the lab managed to resuscitate him, after
which he spent several weeks in a coma in the ICU. True to his Yankee heritage,
he continued to proudly wear those shoes in spite of the hole through which the
current grounded.

Nate authored 99 peer reviewed papers and countless additional educational
material. He was President of the New England Society for Vascular Surgery and
President of the Massachusetts Chapter of the American College of Surgeons.

Prior to his death on April 14, 2016, at his home in Dover, Massachusetts, Nate’s
wife, Nancy, passed away after nearly 60 years of marriage. He is survived by
his three children and his five grandchildren. His family, his colleagues, and
hundreds of his devoted patients sorely miss him.

A.D.W.

54



EDWARD FERGUSON, MD
1905-2013

Dr. Edward Ferguson, lifelong resident and community pillar of Holyoke Mas-
sachusetts, died on April 7, 2013, at the Cooley Dickinson Hospital. He was 88
years old and had practiced general and vascular surgery in Holyoke and the sur-
rounding community from 1959—-1986. He served as chief of surgery at Holyoke
Hospital from 1976-1981. In addition to the New England Surgical Society, he
was a member of Hamden District Medical Society, the Massachusetts Medical
Society, the AMA, and the New England Society of Vascular Surgery. He was a
founding member of the Society of American Gastrointestinal Endoscopy Sur-
geons and the Massachusetts General Hospital Surgical Society. He retired from
surgery in 1986 but continued practicing occupational medicine at the military
entrance process station in Springfield until 2007. He graduated from Holyoke
High School in 1942 and then served in England in the Air Force during WWII.
He subsequently graduated from Wesleyan University and then from Harvard
Medical School in 1953. He did his surgical residency at the Massachusetts Gen-
eral Hospital and was a Mosley fellow of Harvard Medical School, attending the
Birmingham Trauma and Burn hospital in Birmingham England. Apart from that
time of military service and education, he lived his entire life in Holyoke. He was
an avid gardener, a model train collector, and a student of history. He enjoyed
sailing and camping with his family, endured the tragic loss of his college age
daughter to a drunk driver, and was a lifelong member of his congregational
church, Holyoke Boys Club, the Beefers, and the Masonic temple. Through all
this he was considered a consummate professional who treated generations of his
fellow Holyokers with skill and compassion and who gave selflessly of his time
and talents to his colleague and patients.

G.FW.
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MITCHELL P. FINK, MD

1948-2015

Dr. Mitchell P. Fink, MD, a giant in the field of surgical critical care, died Novem-
ber 17, 2015, at the age of 66, after a short battle with an aggressive sarcoma.
At the time of his passing, Mitch was Professor of Surgery and Anesthesiology
and Vice Chair of Critical Care in the Department of Surgery at the University
of California, Los Angeles.

Mitch was a native of San Francisco, the son and only child of Walt and Betty
Fink. He graduated from the University of California Davis in 1970 and subse-
quently received a Master’s in Chemistry from UC Irvine followed by an M.D.
degree from Washington University St. Louis in 1976. Following general sur-
gery residency training at the National Naval Medical Center in Bethesda, MD,
he was appointed to the faculty at the Naval Medical Center where he directed
the surgical research branch of the Combat Casualty Care Program Center and
turned the focus of his scientific investigations to understanding sepsis, shock,
and trauma.

Mitch moved to New England in 1984, joining the faculty at the University of
Massachusetts where he rapidly rose through the ranks, becoming a Professor
and establishing himself as a superb surgeon-scientist. His clinical work was
primarily in the trauma/surgical intensive care arena and his research program
focused on gut-derived sepsis. He moved from UMass to the Massachusetts Gen-
eral Hospital and from there was recruited to be the Johnson & Johnson Profes-
sor of Surgery at Harvard Medical School and Surgeon-in-Chief at Boston’s Beth
Israel Hospital, eventually assuming the reigns as Surgery Department Chair for
the newly merged Beth Israel Deaconess Medical Center. In 1999 he left Boston
to become the inaugural chair of the first Department of Critical Care Medicine
in the nation at the University of Pittsburgh. This position reflects the key role
that Mitch played in developing the specialty of intensive care medicine and in
ensuring that surgeons were actively involved as clinical and academic leaders
in this important field. In 2007, Mitch briefly left academia for the private sector
where he founded several companies based on discoveries in his and his collabo-
rators’ laboratories. In 2009, he returned to his roots as an academician, joining
the faculty at the University of California, Los Angeles.

Mitch was an outstanding scientist and a prolific writer, contributing over 350
original articles to the surgical and scientific literature, in addition to numerous
chapters, monographs and other works. He was an editor of multiple editions
of the seminal Textbook of Critical Care Medicine and served on the editorial
boards of over a dozen journals. As an internationally distinguished scholar, he
served on numerous scientific review committees and expert panels, including
roles on multiple NIH study sections. His research was abundantly supported
over several decades by the NIH, the Department of Defense, and other federal
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agencies, as well as by industry. He played major leadership roles in numerous
distinguished medical, surgical, and scientific societies, including President of
the Shock Society and the surgical section of the Society of Critical Care Medi-
cine. A beloved educator, Mitch was recognized by multiple teaching awards
and was widely sought as invited lecturer, visiting professor, and panelist all
over the world.

Mitch was a devoted and compassionate caregiver who treated thousands of crit-
ically 1ill patients over his career, while mentoring and inspiring multiple genera-
tions of trainees. A true polymath, his knowledge of the latest scientific advances
was matched by his encyclopedic recall of data, facts, and historical tidbits on
a wide range of subjects. His formal lectures and informal teaching on rounds
were legendary because of his unique ability to distill even the most complex
topics into a nuanced but understandable framework. Despite his extraordinary
intellect, Mitch always displayed modesty, warmth, and humor. He was a vision-
ary leader whose singular focus was ultimately to advance knowledge in order
to improve patient care. His Los Angeles Times obituary noted that “through
both his words and actions, he taught colleagues not just about medicine and sci-
ence but about life, relationships, honor, duty, and service. He was an immense
presence.”

Mitch excelled at virtually everything he undertook. He was self-taught on the
guitar and harmonica, both of which he played in a rock band during college. A
star tennis player in his youth, he continued to play tennis avidly throughout his
life. Mitch had two children, Emily and Matthew, with Janis Wheeler Fink. In
2007, he reconnected with his college sweetheart Judy Rochlin, and they were
married in 2011. Mitch is survived by his children, their mother, his wife Judy,
and a step-daughter.

R.AH.
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ALPHONSE L. GALLITANO, MD

19352017

Dr. Alphonse (“Fo”) Gallitano, lifelong member of the Waltham community and
a gifted surgeon, died of prostate cancer on March 30, 2017. He was 82 years old.
He was the youngest of 10 children born to immigrant parents and the only one
born in hospital—which turned out to be Waltham Hospital where he later prac-
ticed most of his life and served as chief of surgery from 1983—-1988. He began
by first graduating from Waltham High School then Boston College, and Boston
University School of Medicine. He did his surgical training at Boston University
Hospital, met and married his wife Eleanor while on a six-month rotation at St.
Mary’s Hospital in London, and was selected to be the chief resident. He then did
a fellowship in surgical oncology at the MD Anderson Cancer Center in Hous-
ton, during which he was drafted to serve in Vietnam. He accomplished this as a
lieutenant commander and the surgeon aboard the USS Oriskany aircraft carrier,
developing a surgical forceps which he subsequently published on. He returned
to Massachusetts to take up his practice in general surgery at Waltham Hospital,
which he did with particular academic intent, publishing a number of articles
with members of this Society. He was appointed Assistant Clinical Professor of
Surgery at Boston University School of Medicine. He served as president of the
medical staff at Waltham Weston Hospital for many years in addition to being the
Chief of Surgery. Throughout his full life, he skied and gardened and played ice
hockey. He had encyclopedic knowledge of mushrooms and a remarkable ability
to forage for and cook them. He baked his own bread, prepared sausage and pasta
from scratch, and raised livestock ranging from rabbits to cattle. He enjoyed
listening to opera, was consulted frequently for his extensive knowledge about
oriental carpets, and kept up with newspapers till his last days. He is survived by
his four children, who were with him at the end, and seven grandchildren.

G.FW.
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PAUL G. KUEHN, MD

1922-2016

Paul G. Kuehn, MD, of South Windsor, Connecticut, and Florida passed away
peacefully in Jacksonville, Florida, on July 2, 2016, at the age of 94.

Born in West Hartford, Connecticut, he attended the University of Connecticut,
serving as president of his freshman class before enlisting for service in World
War II from 1942—1946 as a naval aviator. He volunteered to take off from air-
craft carriers at night, participating in the first night carrier raids over Tokyo; and
he later survived an attack on the USS Saratoga by multiple Japanese kamikaze
planes. Proud of his service to the United States, he was rarely seen without his
naval cap in later years.

Following the war, he received a BS from Trinity College in Hartford and his
MD from the University of Rochester. From 1952—-1958, he served as an intern,
medical resident, and surgical resident at Hartford Hospital, later completing
a National Cancer Institute Fellowship at Memorial Hospital in New York.
From 1961-1962, he was the Sloan-Kettering Research Fellow in Experimental
Surgery.

Practicing surgical oncology and active at Tumor Board conferences at Hart-
ford Hospital, he specialized in treatment of breast and head and neck cancers.
In addition to his membership in the New England Surgical Society, he was
President of the New England Cancer Society and the Connecticut Division of
the American Cancer Society. For years, he provided administrative leadership
for the New England Cancer Society. His best-known publications in academic
journals covered topics such as epidermoid carcinoma of the anal canal, multiple
primary malignancies, and adenoid cystic carcinoma of the salivary glands. His
lay book entitled Breast Care Options was directed towards women with breast
cancer.

He had numerous avocations as well. An avid scratch golfer, he was captain of
his West Hartford High School team, and he reveled in teaching his children and
grandchildren golf at a young age. On Saturdays, he frequently made morning
patient rounds in his golf attire. A talented writer, he had a special interest in
writing fiction. One of his best-known novels was entitled Night-Flying Avenger,
a primarily autobiographical account that detailed the attack on the Saratoga.
His artistic talent was displayed in juried art shows in New England and Florida.
One of his paintings was also featured on the cover of Connecticut Medicine. An
avid reader of newspapers, he also cherished certain flowers such as roses and
gardenias. Deeply devoted to his family, he leaves his wife of 64 years, Barbara;
his daughters Kathryn, Suzanne, and Carolyn; a son, Stephen; 15 grandchildren,
and 8 great-grandchildren.

J.P.W.
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WILLIAM P. LUKE, MD
1928-2017

Dr. William P (“Bill”) Luke, a general and thoracic surgeon for many years at
Cape Cod Hospital, died peacefully at his home in Gulfstream Florida on April
25, 2017, from complications of ALS. He was 89 years old. He was born in St.
Louis, Missouri, and grew up in Seattle, Washington, where he went to college.
He came to New England for medical school at Boston University, where he also
subsequently trained in surgery. He married and started both his surgical practice
and his family in 1954 at Cape Cod Hospital where he was able to indulge his
love of boats and sailing in addition to surgery. Gradually, his practice came to
specialize in Thoracic General surgery, and later in his career he became a Visit-
ing Professor of Thoracic Surgery at Toronto General Hospital. At Cape Cod
Hospital, he served as the Chief of Surgery and Chief of Staff for many years,
was on the Board of Directors, and was instrumental in establishing a surgical
residency program there that was affiliated with his Alma Mater. He went on
surgical missions in Honduras for many years and generally lived a life of enthu-
siasm and curiosity, always ready to learn something new and enjoy a contagious
laugh with friends. He was an accomplished sailor, familiar with the waters of
the New England and the Caribbean, who was one of the founders of the Cape
Cod Cruising club, and won the Streaker class in the Figawai race in 1983. He
took up flying in retirement, and also croquet—which he taught so many to play
that he was inducted into the National Croquet Hall of fame in 2014. When he
was diagnosed with ALS 19 years ago, he became a passionate advocate in the
patient community for research on this disease. Through it all he was a loving
husband and father and larger-than-life figure to his friends in and outside of the
New England Surgical Society.

G.FW.
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ALFRED P. MORGAN, MD
1928-2013

Dr. Alfred (“Fred”) Morgan, a vascular surgeon at the Brigham and Women’s
Hospital who had moved his practice to Washington, DC, many years ago, died
on December 9, 2013. He was 85 years old. During his time in New England, he
was part of the family of residents who worked in Dr. Francis Moore’s labora-
tory at the Brigham and later came onto the faculty. He was survived by his wife
Carlin Rankin, his six children, eight grandchildren, his brother, and his many
friends in this Society who fondly recall their days with him back then.

G.FW.
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EDWARD K. MORSE, MD
1918-2016

Dr. Edward King Morse was born in Newton Massachusetts on June 15, 1918,
and died peacefully at home in his sleep on September 30, 2016, at age 98. He
attended Newton High School and Middlebury College, graduating in 1936.
He then attended Tufts University Medical School. Ed served as a surgeon in the
U.S. Army during World War II in Italy and Germany as a captain. After the war,
he took a year of pathology training. He interrupted his residency training at the
Beverly Hospital to sail with Admiral Donald B MacMillan on an arctic expe-
dition on the Schooner Bowdoin; the voyage was documented in the National
Geographic Volume 100 October 1951.

Ed married Helga Knudsen, the daughter of the Danish governor of Green-
land, who he met through Admiral Macmillan, and moved to Camden, Maine, a
coastal town where he was the second boarded general surgeon in Knox County,
Maine. He is survived by one son Chris, now living in Cumberland, Maine. Ed
and Helga loved sailing and spent enjoyable time off sailing Penobscot Bay on
their Yawl, the Swamp Fox. They also loved hunting and their skiing camp in
Rangeley, Maine. They welcomed many guest to their home in Camden and then
in retirement in Owls Head, Maine. Following Helga’s death from lung cancer,
Ed married Helga’s sister, Inger Holm, and they had many happy years together.
Inger died a few years before Ed.

Ed actually rescued the Schooner Bowdoin built by Admiral MacMillan for
arctic exploration before it was scuttled in Connecticut. He started the Schoo-
ner Bowdoin Association which raised funds to restore the vessel and gifted it
to the Maine Maritime Academy, where it is the flagship and training ship, and is
the official vessel of the State of Maine. At the Celebration of Ed’s life event, the
Schooner sailed to Owls Head and saluted him with her cannon.

Ed or EK as his friends called him started the local ambulance service when
only hearses were available in the early 1960’s. He trained all of the first EMTs
in Knox County and developed a radio communication system to coordinate the
service. Ed was an inventor and tinkerer. He designed an external defibrillator
before commercial units became available and even a lighted hockey puck for
night games on the local frozen ponds. He was adventurous, humorous, and gen-
erous. Before insurance he frequently accepted pay in eggs or lobsters from those
unable to pay with money. Ed was one of my great mentors and it was a privilege
to know and practice with him. He felt honored to be a member of the New Eng-
land Surgical Society. He was a careful and excellent surgeon and teacher and
made a tremendous impact on his rural community.

G.T.P.
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EDWIN W. SALZMAN, MD
1905-2011

Dr. Edwin Salzman, a surgeon scientist who was an emeritus professor of sur-
gery at Harvard and chief of the vascular surgical service at Beth Israel for many
years, died on October 3, 2011, at the age of 82 of complications of Parkinson’s
disease. He had a productive and illustrious career in New England and a rich
family life. He began life in the Midwest. He was raised in Springfield, Illi-
nois, where his father was a general practitioner with an obstetrics practice. He
attended Washington University in St. Louis for both undergraduate and medical
school, where he graduated first in his class. He came to do his surgical residency
at the Massachusetts General Hospital and met his wife Nancy Lurie on a blind
date during that demanding time. All along the way, he was engaged in basic
and translational research. He made contributions to the development of G suits
to prevent pilots from blacking out during heavy acceleration while in the air
force, and was a lifelong contributor to the field of blood clotting and pulmonary
embolism. Among his many professional achievements, he was a President of
the New England Society of Vascular Surgery, and a deputy editor at the New
England Journal of Medicine. He considered himself as a ““cutting surgeon” as
well as a scientist and had to make a wrenching adjustment when Parkinson’s
disease forced his retirement from active surgical practice. Nevertheless, he bore
this burden with grace and turned his energy to his work as an editor. He ulti-
mately described his experiences with this change and the challenges he faced
with Parkinson’s in a well-regarded New England Journal editorial that reflected
his humanity and instinct to teach rather than complain. In recognition of all
those he touched and the difference he made in his life, his family and friends
have established an annual lectureship in his name in the department of surgery
at Beth Israel Medical Center, where he had spent most of his professional life
and even his final days.

G.FW.
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JOHN SHILLITO, MD

1922-2012

John Shillito, Jr., was born on August 9, 1922, in Cincinnati, Ohio. His family
owned the Shillito Department Store, a Cincinnati landmark, for decades. He
was a part of the Harvard education and medical system for more than 50 years.
He entered Harvard College in the fall of 1941, and, after a two-year interruption
for service during the Second World War, completed his college education and
then went to Harvard Medical School, from which he graduated in 1952. After
an internship in Surgery at the Peter Bent Brigham Hospital under Dr. Fran-
cis Moore (1952-1953), a two year residency in General Surgery and four year
residency in Neurosurgery at Children’s Hospital and Peter Bent Brigham Hos-
pitals, he joined the combined neurosurgical staff of those hospitals. He became
a full Professor at Harvard Medical School in 1980, and was an officer of many
neurosurgical organizations, serving as President of the Congress of Neurosurgi-
cal Surgeons (1968), the Congress’ first Governor on the American College of
Surgeons (1968—1971), Vice President of the Neurosurgical Society of America
(1971-1972), and served as a director on the Board of the American Association
of Neurological Surgeons and of the American Board of Neurological Surgery.

John was a doctors’ doctor, a precise surgeon and patient teacher. He published
an atlas of pediatric neurosurgery procedures, with detailed illustrations of a
wide variety of operations; his book became a house officer’s bible for many
years. In the days when staff coverage was assigned for a solid month at a time,
John always insisted on covering the challenging month of July so that he could
work with the new residents to help them learn patient management and basic
neurosurgical skills. A slight grunt was often enough to let the residents know
that things were not being done up to Shillito standards. He kept precise records
of his patients, and his lengthy notes—often describing many personalized, non-
medical qualities and attributes of his patients—were legendary. He acquired
a Polaroid camera early in his career, and took pictures of all of his patients,
stapling the photos to his office charts. Even after retirement, he kept track of his
patients, and they, him; many of them sought his counsel years later for various
medical and family problems.

Later in life, after his retirement in 1995, he taught photography courses at local
facilities in North Carolina, and often sent photographs to his friends in Boston.
He was an early adaptor of new technologies, becoming adept at computers and
email long before others in his age group did. The pediatric neurosurgical fellow-
ship at Children’s Hospital was named in his honor in 1992. Dr. Shillito died in
North Carolina on March 16, 2012, and is survived by his wife Bunny and their
four children.

R.M.S.
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H. BROWNELL WHEELER, MD
1929-2016

Hewitt Brownell Wheeler, or Brownie to all who knew him, died on November
22, 2016, after suffering a cerebral vascular accident several days earlier. All
who knew him will miss him. He was a great man, a mentor to his residents and
faculty alike, and a person who, in a life of enthusiastic joy, had as his greatest
joy his family. That family included his biological family as well as his col-
leagues, residents, and students and for these, his greatest pride lay not in his
considerable accomplishments as much as in those with whom he worked and
whom he taught.

Raised in the small Kentucky town of Paintsville where his parents were both
teachers, Brownie had an early love of reading, stimulated perhaps by his father
who agreed to pay him a nickel for each book he read. In the first grade, before
the development of effective antibiotics, his schooling was interrupted by severe
pneumonia. He dropped out of school, and his mother relinquished her teaching
post to nurse Brownie and try to help him maintain pace with his first grade class.
When, after four months, he was able return to the first grade, he had advanced
well beyond his peers and was moved to the second grade but even there, he was
still far beyond the curriculum and was thus inserted into the third grade.

So he entered Vanderbilt University at the age of 16 in a three year/four year pro-
gram: three years in college followed by four in medical school to be followed
with the award of both a bachelor’s and a medical degree.

Brownie must be one of the very few chairmen of surgery departments who
never graduated from college. During his third year at Vanderbilt, he success-
fully applied to Harvard Medical School and thereby received no degrees from
Vanderbilt.

Throughout his life, Brownie demonstrated disciplined judiciousness in making
decisions. He weighed facts deliberately before arriving at a careful judgment.
So it might seem surprising how he decided between a career in medicine and
surgery: he let the National Resident Matching Program decide. He listed the
surgery residency, and the medicine residency at the Peter Bent Brigham as his
first and second choices. The NRMP decided Brownie would become a surgeon!

At Harvard, he impressed Dr. Francis D. Moore who supported Brownie’s
research, and helped him obtain his residency at the Peter Bent Brigham Hos-
pital. This was interrupted after his internship year to spend two years as a first
lieutenant in the US Army Medical Corps during the Korean War. Before his
chief resident year at the Brigham, he had to wait one year so he jumped to an
immediately available chief resident position at the West Roxbury VA Hospital.
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The acting chairman of surgery took professional leave during that year and
appointed Brownie as acting chairman of surgery while he was still finishing his
chief residency. The next year, that acting position became permanent. At age 31,
just out of his surgical residency, Brownie was the chairman of surgery.

Two years later, in 1962, the new University of Massachusetts Medical School
received its charter with Lamar Soutter as founder and first chancellor. By 1964,
Brownie had been recruited to be the first faculty member and chairman of the
surgery department, where he was later named the Harry M. Haidak Professor of
Surgery. He was active in designing the new buildings, and selecting the faculty
for the new school and for the hospital that opened in 1975.

Brownie was primarily a vascular surgeon but with wide ranging interests within
medicine and in medical history, and in humanitarian, and philosophical pursuits
both within and outside of medicine. His primary surgical interests were in deep
venous thrombosis and pulmonary embolism. He was instrumental in the inven-
tion of the electrical impedance plethysmograph (IPG) for the detection of DVT.

He was a member, and usually chairman of every important hospital board. He
served on a multitude of regional and national committees including as Chair-
man of the American College of Surgeons (ACS) Credentials Committee, and
Chairman of the VA Committee on Surgery; Task Force on Education, and Medi-
cal Research. He was a member of many honorary societies including the sur-
gery representative to The American Board of Medical Specialists, a director
of the American Board of Surgery, one of the Board of Governors of the ACS,
President of the New England Surgical Society (1990), and President of the New
England Society for Vascular Surgery (1988). He was a member of the Society
of University Surgeons, and the American Surgical Association. In 1990 he was
chosen to deliver the Centennial Shattuck Lecture to the Massachusetts Medical
Society,

He was the author of about 130 scientific papers and about 40 book chapters.

But his greatest accomplishment and honor, perhaps, was his 25-year longevity
as the chairman of surgery at the University of Massachusetts Medical School.
That tenure was a reflection of the universal respect in which the entire faculty,
his department, and students held him. More—far more than most—he was fair,
judicious, and possessed of enormous integrity.

He was also very active outside of his professional world. He trekked throughout
the world with his wife, Betty, including up into the Himalayas. He was an ath-
lete and an accomplished tennis player, playing late into his life.

After his retirement in 1996 he became progressively more interested in end-
of-life issues. Shortly before his death he published a book, “One Life, Many
Deaths: A Surgeon’s Stories.”
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We were both fortunate to have been amongst his early faculty and have been
ever grateful to Brownie for his support. He is survived by Betty, his devoted
wife with whom he celebrated their 60" wedding anniversary this past summer;
his four children, Stephen, Elizabeth, Jane, and Mary; and five grandchildren.

Finally, Brownie was a conspicuously talented writer. The following poem about
Betty was written by him and read to the Worcester Fire Society in 2002.

LINES

In the early morning light

I love to see

Your head on the pillow beside me
Eyes closed, still asleep

Skin smooth and features calm

I cannot see those little lines

That later, in a harsher light

Will gently crease your cheeks

And crinkle up the corners or your eyes
Those lines that speak of time gone by
Those lines that you seem sad to see

But love, those lines are dear to me
They have a beauty of their own
They are the well-worn paths

Of smiles and tears

The legacy of laughter

The residue of fears

A thousand cares have left their trace
But ten times ten thousand smiles
The joy of love is there

So too the pain of loss
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And | can match you line for line
So many of those joys and sorrows
Have we shared

And as I think of all that we have
shared

Days in shadow, days in sun

My heart grows warm

I lean across to kiss your cheek

So lightly that it will not break your
sleep

And as I do, my eyelids close,

As if I had come to some sacred place
That bids me bow my head

And be quite still

Eyes closed

My cheek meets yours
And so I find

That in the dark

There are no lines

For love is timeless now I see
When you are lying close to me

TJ.V.S. & B.S.C.



ANNUAL SAMUEL JASON MIXTER LECTURE
IN HONOR OF
SAMUEL JASON MIXTER, MD

Sponsored by the NESS Scholars Foundation

Samuel Jason Mixter was chosen President of the newly formed New England
Surgical Society in 1917, just one year before he was elected President of the
American Surgical Association. Born in Western Massachusetts in Hardwick
(1855), he was educated at the Massachusetts Institute of Technology (1875) and
Harvard Medical School (1879). After serving as West Surgical House Officer at
the Massachusetts General Hospital, he studied anatomy and the new science of
microscopic anatomy in Vienna which he brought back to the Harvard Medical
School Department of Anatomy. He soon changed careers and became surgeon at
the Carney Hospital and the Massachusetts General Hospital and finished his sur-
gical career as Chief of the West Surgical Service at the Massachusetts General
Hospital. His anatomical skills and mechanical ingenuity made him a surgical
genius and his innate honesty and sound judgment made him a great physician.
He was the first in America to successfully resect a Zenker’s diverticulum of the
esophagus, pioneered in Gasserian ganglion surgery and performed one of the
first successful hypophysectomies. He helped to develop the new frontiers of
abdominal surgery and was skilled in surgery of bones and joints, head and neck,
breast tumors and pediatrics.

Dr. Mixter’s kind, gentle and hospitable nature was felt when he guided visiting
surgeons, as well recorded by William Mayo, to operative clinics and staff meet-
ings at the hospital and when his many guests shared the happiness of his home.
His non-surgical interests had to do with life in the open air with sports, garden-
ing, and breeding Guernsey cattle.

A rich and rewarding family life followed his marriage in 1879 to Wilhelmina
Galloupe (1879) of Swampscott. The marriage was blessed with four sons, two
of whom—William Jason Mixter and Charles Galloupe Mixter—were members
of the New England Surgical Society as was his grandson, Charles G. Mixter, Jr.,
and is his great-grandson, Charles G. Mixter, III.

His loyalty to his country was demonstrated in World War I when, incensed by
the German brutality, he left a life of complete retirement to join the Medical
Reserve Corps. As a consultant he made numerous tours of the Eastern military
camps. He remained in the Medical Reserve Corps, attaining the rank of Colonel
one year before his death.

Dr. Mixter died in 1926, a scant year after the death of his wife. His life exempli-
fied in all respects the qualities that our Society demands of its new members:
“surgeons with the attributes of a gentleman, i.e., basic honesty, kindness, toler-
ance, equanimity, good manners and social consciousness.”
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1985 Lord Rodney Smith, Marlow, England

1986 Martin Adson, MD, Rochester, Minnesota

1987 Joseph P. Vacanti, MD, Boston, Massachusetts
1988 F. Griffith Pearson, MD, Toronto, Ontario, Canada
1989 Alexander Walt, MD, Huntington Woods, Michigan
1990 Professor Peter Morris, Oxford, England

1991 Lazar J. Greenfield, MD, Ann Arbor, Michigan
1992 Paul A. Ebert, MD, Chicago, Illinois

1993 Thomas E. Starzl, MD, Pittsburgh, Pennsylvania
1994 John E. Niederhuber, MD, Stanford, California
1995 Jonathan E. Rhoads, MD, Philadelphia, Pennsylvania
1996 M. Judah Folkman, MD, Boston, Massachusetts
1997 Samuel A. Wells, Jr., MD, St. Louis, Missouri
1998 Paul S. Russell, MD, Boston, Massachusetts

1999 Bernard Fisher, MD, Pittsburgh, Pennsylvania
2000 John L. Cameron, MD, Baltimore, Maryland
2001 Glenn D. Steele, Jr., MD, Chicago, Illinois

2002 Thomas J. Krizek, MD, Wesley Chapel, Florida
2003 David L. Nahrwold, MD, Chicago, Illinois

2004 Irving L. Kron, MD, Charlottesville, Virginia
2005 Patricia K. Donahoe, MD, Boston, Massachusetts
2006 Murray F. Brennan, MD, New York, New York
2007 Andrew L. Warshaw, MD, Boston, Massachusetts
2008 Lucian L. Leape, MD, Boston, Massachusetts
2009 Atul A. Gawande, MD, Boston, Massachusetts
2010 David H. Sachs, MD, Boston, Massachusetts
2011 David B. Hoyt, MD, Chicago, Illinois

2012 Barry Mills, Brunswick, Maine

2013 Peter J. Deckers, MD, Farmington, Connecticut
2014 Thomas H. Cogbill, MD, La Crosse, Wisconsin
2015 Dorry L. Segev, MD, Baltimore, Maryland

2016 Atul A. Gawande, MD, Boston, Massachusetts

69



NEW ENGLAND SURGICAL SOCIETY’S
DISTINGUISHED SERVICEAWARD INHONOROF
NATHAN SMITH

Sponsored by the NESS Scholars Foundation

Nathan Smith, the first all-New England surgeon, was one of the most remarkable
men ever to adorn the American surgical profession. Born in 1762 in Rehoboth,
Massachusetts, his only education was from his parents, his father being a farmer-
surveyor and his mother a midwife; from Doctor Josiah Goodhue, a prominent
surgeon of the upper Connecticut Valley, and from the Harvard Medical School
near the time of its inception. In addition he accomplished a period of eight
months of study in Edinburgh and London.

During his long career, he was a major force in the establishment and development
of Dartmouth Medical School while he developed an extensive surgical practice
in the upper Connecticut Valley. Success in upper New England was followed by
an appointment in the new Yale Medical School, where he made contributions as
a surgeon, teacher and practitioner with attention to the necessary requirements
of politics. He further directly contributed to the establishment of the new medi-
cal school at Bowdoin College and to the new medical school at the University
of Vermont.

During this time his contributions to the practice of surgery were of great impor-
tance. Essays on typhus (typhoid) fever, on the pathology and treatment of necro-
sis (osteomyelitis) and in the performance of ovarian cystectomy were no-table.
Other reports described new methods for fashioning skin flaps following amputa-
tion and the use of various apparatus for the treatment of fractures of the extremi-
ties. His record in urinary lithotomy was enviable.

No evaluation of this remarkable man would be complete without mention of
his family. All four of his sons graduated from Yale Medical School and nine
grandsons, six great-grandsons and at last count one great-great grandson entered
medicine.

In the New England area and perhaps in the country, no man contributed more
than did Nathan Smith, not only to the birth of surgery as a specialty, but to the
early evolution of the medical teaching institution. As a surgeon, as a teacher and
as a person of high intellectual and moral quality, there is no one who surpasses
him.

Gordon A. Donaldson, MD
Presidential Address, New England Surgical Society, 1977
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1985
1989
1991
1992
1994
1995
1996
1997
1999
2000
2001
2002
2003
2004
2005
2006
2007
2008
2009
2010
2011
2012
2013
2014
2015
2016

Claude E. Welch, MD, Boston, Massachusetts
Francis D. Moore, MD, Boston, Massachusetts
Joseph E. Murray, MD, Boston, Massachusetts
George R. Dunlop, MD, Worcester, Massachusetts
John F. Burke, MD, Boston, Massachusetts

Frank J. Lepreau, Jr., MD, Westport, Massachusetts
Harry C. McDade, MD, Littleton, New Hampshire
John H. Davis, MD, Burlington, Vermont

John A. Mannick, MD, Boston, Massachusetts
Hermes C. Grillo, MD, Boston, Massachusetts
Charles L. Thayer, MD, New Castle, New Hampshire
W. Gerald Austen, MD, Boston, Massachusetts

No Award Given

Susan Briggs, MD, Boston, Massachusetts

Michael R. Curci, MD, Portland, Maine

Erwin F. Hirsch, MD, Boston, Massachusetts
Charles J. McCabe, MD, Boston, Massachusetts
Richard W. Dow, MD, Lebanon, New Hampshire
No Award Given

Grant V. Rodkey, MD, West Roxbury, Massachusetts
Stanley J. Dudrick, MD, Waterbury, Connecticut
No Award Given

W. Hardy Hendren, MD, Duxbury, Massachusetts
Albert W. Dibbins, MD, Portland, Maine

Bruce J. Leavitt, MD, Burlington, Vermont

H. David Crombie, MD, Windsor, Connecticut
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INSTRUCTIONS TO AUTHORS FOR

MANUSCRIPTSSELECTED FORPRESENTATION

AT THE ANNUAL MEETING

The Journal of the American College of Surgeons (JACS) is the official publica-
tion of the New England Surgical Society. Podium Presentations require manu-
script submission to the JACS; Brief Reports are strongly encouraged to submit
manuscripts but not required to do so; likewise, Poster Presentations are encour-
aged but not required to submit manuscripts. In order for these papers to be
published in the JACS, whether in the NESS Annual Meeting issue or later, these
guidelines for submission must be followed closely and carefully:

I.

Do not submit your manuscript to JACS before the meeting. Your manu-
script must be submitted to JACS by October 10, 2017 (within four
weeks after the Annual Meeting).

. For formatting and style requirements, follow “Manuscript

Preparation Details” at http://www.journalacs.org/authorinfo.

. On the title page at the bottom type “Presented at the New England

Surgical Society, 2017 Annual Meeting, Bretton Woods, NH,
September 2017.”

. The corresponding author must complete and submit an Author Contri-

butions form, and each author must complete the JACS Disclosure form.
These forms (available as Word documents at http://www.journalacs.org/
authorinfo) must be uploaded with the manuscript submission.

. Make all revisions to the paper before submitting to JACS. Again,

October 10, 2017, is the deadline for uploading your paper.

. Register and log-on at http://editorialmanager.com/jacs/ and follow

instructions for uploading the manuscript.

. PLEASE NOTE: Be certain to scroll down and choose “New

England Surgical Society” from the “article type” drop-down
menu. Do not select “original scientific article.”
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1987

1988

1989

1990

1991

1992

1993

1994

1995

RESIDENT AWARD RECIPIENTS
Sponsored by the NESS Scholars Foundation

Predicting Hospital Charges for Trauma Care
Susan E. Pories, MD, Burlington, VT

Liver Abscess — The Need for Complete Gastrointestinal
Evaluation
Jeffrey L. Cohen, MD, Burlington, MA

Albumin Therapy in the Critically Ill: A Prospective
Randomized Trial
Eugene F. Foley, MD, Boston, MA

Patterns of Venous Incompetence in Patients with Varicose
Veins
Lawrence M. Hanrahan, MD, Boston, MA

Preliminary Assessment of a Basic Science Curriculum
in a Surgical Residency Program
David B. Safran, MD, Hartford, CT

Continuous Arteriovenous Hemofiltration Attenuates
Polymorphoneuclear Leukocyte Phagocytosis in Porcine
Intra-Abdominal Sepsis

Anthony W. DiScipio, MD, Lebanon, NH

Parastomal Hernia: Is Stoma Relocation Superior to
Fascial Repair?
Marc S. Rubin, MD, Boston, MA

Prostaglandin Protects Renal Cortical Blood During
Infrarenal Aortic Clamping
Elias J. Arbid, MD, Boston, MA

Moose Motor Vehicle Collision: An Increasing Hazard of

Northern New England Life
Timothy M. Farrell, MD, Lebanon, NH
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1996 First Place
The Impact of Histopathology on Nodal Mestastases in
Minimally Invasive Breast Cancer
Isha A. Mustafa, MD, Providence, Rhode Island

Second Place

The Use of Authentic Angiotensin II in the Treatment of
Refractory Septic Shock

Mary B. Harler, MD, Providence, Rhode Island

Third Place

Gastrointestinal Complications are Predictable Following
Cardiac Surgery

Richard A. Perugini, MD, Worcester, Massachusetts

1997 First Place
Effect of Delayed Fluid Resuscitation on Cerebral
Hemodynamics in a Swine Model of Head Injury and
Simulated Uncontrolled Hemorrhagic Shock
Paul R. Bourguignon, MD, Burlington, Vermont

Second Place

Influence of Peritoneal Cytology on Treatment of Patients with
Pancreatic Cancer

Martin A. Makary, Boston, Massachusetts

Third Place

Neoadjuvant Chemo-Radiotherapy for Esophageal Cancer.
Is it Worthwhile?

Wael Z. Tamin, MD, Worcester, Massachusetts

1998 First Place
Does Uninjured Skin Release Pro-Inflammatory Cytokines
Following Trauma and Hemorrhage?
Robert A. Catania, MD, Providence, Rhode Island

Second Place
Percutaneous Sclerosis of Recurrent Thyroid Cysts
Sara W. Mayo, MD, Portland, Maine

Third Place

Extracorporeal Membrane Oxygenation for Non-Neonatal
Acute Respiratory Failure

Peter T. Masiakos, MD, Boston, Massachusetts
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1999

2000

2001

First Place

Mechanisms of the Salutary Effects of Dehydroepiandrosterone
Following Trauma-Hemorrhage: Direct or Indirect Effects on
Cardiac and Hepatocellular Functions

Doraid Jarrar, MD, Providence, Rhode Island

Second Place

Impact of Laparoscopic Staging in the Treatment of Pancreatic
Carcinoma

Ramon E. Jimenez, MD, Boston, Massachusetts

Third Place

Is Admission for Pediatric Trauma Patients with Isolated Head
Injury and Normal Head CT Scan Necessary?

Bernard Benedetto, MD, Springfield, Massachusetts

First Place

Ten-Year Experience with 734 Pancreatic Resections: Changing
Indications, Older Patients, and Decreasing Length of
Hospitalization

James H. Balcom, IV, MD, Boston, Massachusetts

Second Place

Repair of Pectus Excavatum Deformities in Children: A New
Perspective of Treatment Using Minimal Access Surgical
Technique

Peter C. Wu, MD, Hartford, Connecticut

Third Place

The Effect of Grade and Surgery on Outcome of Gastrointestinal
Stromal Tumors

Jean-Pierre E.N. Pierie, MD, PhD, Boston, Massachusetts

First Place

Abnormal Motility in Ulcerative Colitis: Role of Inflammatory
Cytokines

Matthew D. Vrees, MD, Providence, Rhode Island

Second Place

Late Outcomes After Laparoscopic Surgery for Gastroesophageal
Reflux Disease

Jean Y. Liu, MD, White River Junction, Vermont
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2002

2003

2004

Third Place
Hand-Assisted Laparoscopic Liver Surgery
Marc Anotonetti, MD, Hartford, Connecticut

First Place
MEN?2: Genotype-Phenotype Analysis
Linwah Yip, MD, Houston, Texas

Second Place

Casting Type Calcifications with Invasion and High-Grade
DCIS: A More Aggressive Disease?

Raul G. Zunzunegui, MD, Providence, Rhode Island

Third Place
Minimally Invasive Collis Gastroplasty: Institutional Experience
David H. Rothstein, MD, Portland, Maine

Third Place
Management of Adult Splenic Injury: A 20-year Perspective
Kimberly L. Hartnett, MD, Portland, Maine

First Place
Major Lower Extremity Amputation: Qutcome of a Modern Series
Bernadette Aulivola, MD, Boston, Massachusetts

Second Place

Is Completion Lymphadenectomy Following a Positive
Sentinel Lymph Node Biopsy for Malignant Cutaneous
Melanoma Always Necessary?

Nathel Elias, MD, Boston, Massachusetts

First Place

Poly ADP-Ribose Polymerase (PARP) Inhibition Modulates
Skeletal Muscle Injury Following Ischemia Reperfusion
Hong T. Hua, MD, Boston, MA

Second Place

Carotid Endarterectomy in 1650 Patients Under 60 Years Old:
Implications for Screening

Desarom Teso, MD, Waterbury, Connecticut
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2005

2006

Third Place

Localizing Colorectal Cancer by Colonoscopy: Are We Missing
the Boat?

Nicole P. Piscatelli, MD, Burlington, Vermont

First Place

Neoadjuvant Therapy and Local Recurrence in Pancreatic
Adenocarcinoma

Sarah E. Greer, MD, Lebanon, New Hampshire

Second Place

Risk Factors for the Development of Abdominal Abscess
Following Operation for Perforated Appendicitis: A
Multi-Center Case Control Study

Marion C.W. Henry, MD, New Haven, Connecticut

Third Place (tie)

Is Right Hemicolectomy for 2.0 cm Appendiceal Carcinoids
Justified

Zubin M. Bamboat, MD, Boston, Massachusetts

Women in Surgery: Do We Really Understand the Deterrents?
Debra A. Gargiulo, MD, Burlington, Vermont

First Place

Evolving Patterns in the Detection of Pancreatic Neuroendocrine
Tumors (PNETs): The Massachusetts General Hospital Experience
from 1977 — 2005

Parsia A. Vagefi, MD, Boston, Massachusetts

Second Place

Improved Outcome Following Colectomy for Fulminant
Pseudomembranous Colitis (PMC)

Syed O. Ali, MD, Hartford, Connecticut

Third Place

Endoscopically Assisted Laparoscopic Resections of
Submucosal Gastric and GE Junction Tumors: A Novel
Approach to Resection Based on Tumor Location
Alicia Privette, MD, Burlington, Vermont
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2007

2008

2009

First Place

Improving Communication in the Surgical Intensive Care Unit:
A Prospective Trial

Mallory Williams, MD, Boston, Massachusetts

Second Place

Do All Patients Undergoing Parathyroidectomy Require
Additional Neck Exploration When Intraoperative PTH Levels
Do Not Decrease Appropriately?

Patrick B. O’Neal, MD, Boston, Massachusetts

Third Place

Angiographic Embolization for Gastroduodenal Hemorrhage:
Safety, Efficacy, and Predictors of Outcome

George A. Poultsides, MD, Farmington, Connecticut

First Place

Extracorporeal Membrane Oxygenation for Non-neonatal
Acute Respiratory Failure: The Massachusetts General
Hospital Experience from 1990 to 2008

Deepika Nehra, MD, Boston, Massachusetts

Second Place

Fulminant Clostridium Difficile Colitis: Patterns of Care and
Predictors of Mortality

Elizabeth A Sailhamer, MD, Boston, Massachusetts

Third Place

Outcomes Following Thyroidectomy and Parathyroidectomy in
Pregnant Women in the US

SreyRam Kuy, MD, New Haven, Connecticut

First Place

Family and Gender Impact Career Goals: Results of a National
Survey of 4586 Surgery Residents

Kate V. Viola, MD, Yale University School of Medicine,

New Haven, Connecticut

Second Place

Surgery and Radiation Therapy for Abdominal and
Retroperitoneal Sarcoma: Both Necessary and Sufficient?
Jessica P. Simons, MD, University of Massachusetts Medical
School, Worcester, Massachusetts

78



2010

2011

Third Place

Pre-Operative Predictors of Positive or Close Margins Following
Initial Partial Mastectomy for Breast Cancer

Alicia R. Privette, MD, University of Vermont/Fletcher Allen
Health Care, Burlington, Vermont

First Place
Acute Cholecystitis in the Elderly. Is Cholecystectomy Necessary?
Edward McGillicuddy, MD, Yale University School of Medicine

Second Place

The CT Diagnosis of Pneumatosis Intestinalis: Clinical
Measures Predictive of the Need for Surgical Intervention
Vincent Duron, MD, Brown Medical School

Third Place

Aeromedical Transport of Patients With Traumatic Injuries:
Discharge Within 24 Hours

Meredith Sorensen, MD, Dartmouth Hitchcock Medical Center

First Place

The Clinical and Economic Impact of a Sustained Program in
Global Plastic Surgery: Valuing Cleft Care in Resource-Poor
Settings

Christopher D. Hughes, MD, University of Connecticut School of
Medicine

Second Place

Join the Club: Impact of Resident and Attending Social
Interactions on Overall Satisfaction Among 4,390 General
Surgery Residents

Michael C. Sullivan, MD, Yale School of Medicine

Third Place

Variability in Utilization of Neoadjuvant Chemotherapy in
Treatment of Women with Invasive Breast Cancer Eligible for
Breast Conservation Therapy

Jill K. Onesti, MD, Grand Rapids Medical Education Partners
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2012

2013

2014

First Place

Graduating Surgical Resident Operative Confidence: Insights
into Residency Training Environment

Annabelle L. Fonseca, MD, Yale University School of Medicine,
Department of Surgery

Second Place

Secondary Overtriage: The Burden of Unnecessary Interfacility
Transfers in a Rural Trauma System

Meredith J. Sorensen, MD, Dartmouth Hitchcock Medical Center

Third Place

Impact of Immonucompromised Status on Outcomes in
Patients with Necrotizing Soft Tissue Infection

Emily K. Zeung, MD, Brigham and Women’s Hospital

First Place

Reducing Postoperative Venous Thromboembolism
Complications with a Standardized Risk-Stratified Protocol
and Mobilization Program

Michael R. Cassidy, Boston University Medical Center

Second Place

Epidemiology and Outcomes of C. Difficile Infections in the
Elderly

Courtney Collins, University of Massachusetts

Third Place

Impact of Insurance Type on Pancreatic Cancer Outcomes:
A Decade in Review

Mariam Eskander, Beth Israel Deaconess Medical Center

First Place (tie)

Peri-Operative Bundle Reduces Post-Operative Hepatic
Surgery Infections

Maureen V. Hill, MD, Dartmouth Hitchcock Medical Center

The Liver Transplant Timeline: A Comparison of Patients with
and without Hepatocellular Carcinoma from Listing to
Post-Transplant Care

Madhukar S. Patel, MD, Massachusetts General Hospital/Harvard
Medical School
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2015

2016

First Place

Suboptimal Compliance with NCCN Melanoma Guidelines:
Who Is at Risk?

Andrew M. Blakely, MD, Rhode Island Hospital/Brown University

Second Place

Operative vs. Non-Operative Management of Pediatric Blunt
Pancreatic Trauma: Evaluation of the National Trauma Data
Bank

Maria Carmen Mora, MD, Baystate Medical Center, Tufts University
School of Medicine

Clinical Science Award

Single Incision Pediatric Endoscopic Surgery with a Glove
Access Technique Versus Multiport Laparoscopic
Appendectomy in Children: A Retrospective Study

Maria Carmen Mora, MD, Baystate Medical Center

Basic Science Award

Vascular Endothelial Growth Factor Accelerates Compensatory
Lung Growth by Increasing Alveolar Units

Duy Dao, MD, Boston Children’s Hospital

Historical Award

William W.L. Glenn: Surgeon-Scientist, Inventor, and
NESS President

Andrew C.W. Baldwin, MD, Yale School of Medicine
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2003

2004

2005

2006

2007 -
2010

2011

2012 -
2015

2016

NEW MEMBER AWARD RECIPIENTS

Sponsored by the NESS Scholars Foundation

(Tie)
The Cost of Operative Training for Residents
Timothy J. Babineau, MD, Boston, Massachusetts

Renal Transplant Survival from Older Donors: A Single Center
Experience
Paul E. Morrissey, MD, Providence, Rhode Island

Reduction of Hyperglycemia and Nosocomial Infections in a
General-Surgical Intensive-Care Unit
George A. Perdrizet, MD, Hartford, Connecticut

Treatment of Hepatic Abscess
David A. Iannitti, MD, Providence, Rhode Island

Enhancing Compliance with Medicare Guidelines for Surgical
Infection Prevention (SIP): An Institutional Experience with a
Cross Disciplinary Quality Improvement Team
Laurence E. McCabhill, MD, Burlington, Vermont

No award given.

Long Term Complications After MammoSite Brachytherapy
Compared to Whole Breast Radiation Therapy

Kari M. Rosenkranz, MD, Lebanon, New Hampshire

No award given.

Surgical Technique and Time to Adjuvant Chemotherapy in
Breast Cancer Patients

Anees B. Chagpar, MD, MBA, MPH, Yale University, New Haven,
Connecticut
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BEST POSTER AWARD RECIPIENTS
Sponsored by the NESS Scholars Foundation

2005 Decellularized Ovine Arterial Tissue: A Three-Dimensional
Tubular Scaffold For Tissue Engineering Small Diameter
Vascular Conduits
Matthew P. Brennan, MD, Yale University, New Haven,
Connecticut

2006 A Simplified Technique for Single Stage Breast Reconstruction
William G. Austen, Jr., MD, Massachusetts General Hospital,
Boston, Massachusetts

2007 Clinical Outcomes in Patients With Severe Diabetic Foot Ulcers
Treated With and Without Hyperbaric Oxygen
George A. Perdrizet, MD, University of Connecticut, Hartford
Hospital, Hartford, Connecticut

2008 Immunohistological Characterization of Tissue Engineered
Graft Remodeling in Severe Combined Immunodeficienct/Beige
(SCID/bg) Mouse Model
Rajendra F. Sawh-Martinez, BS, Yale University School of
Medicine

2009 N-acetyl-L-cysteine (NAC) Reduces Intraabdominal Adhesion
Formation Through The Upregulation of Peritoneal
Fibrinolytic Activity And Antioxidant Defenses
Daniel I. Chu, MD, Boston University School of Medicine

2010 Oral Resvaratrol Supplementation Reverses Glucose
Intolerance: The Role of Skeletal Muscle and the Liver
Michael P. Robich, MD, Beth Israel Deaconess Medical Center,
Boston, MA

2011 Photochemical Tissue Bonding Improves Colonic Anastomotic

Strength
Prabhu Senthil-Kumar, MD, Massachusetts General Hospital
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2012

2013

2014

2015

2016

Colon Cancer Metastases Are Not Infiltrated by Favorably
Prognostic T Cells: Evidence for the Escape Phase of the
Cancer Immunoediting Hypothesis in Humans

Bryan P. Stanifer, MD, Dartmouth Hitchcock Medical Center

A Novel Approach to Targeted Oncologic Therapy — Co-Culture
Viability of Polymer Prodrug Conjugation to Mesenchymal
Stem Cells

Kaitlyn Wong, Baystate Medical Center

Effective Triage of Early Stage Lung Cancer Patients in
Community Hospitals Yields Low Surgical Mortality
Christopher T. Ducko, Brigham and Women’s Hospital

Improving Perioperative Counseling for Emergency Abdominal
Surgery: Creation of a Scoring Tool to Predict One-Year
Mortality in the Elderly

Olubode A. Olufajo, MD, Brigham and Women’s Hospital, Boston,
Massachusetts

Analysis of Trends of Breast Cancer Recurrence Detection

Trishul Kapoor, MD, University of Vermont, College of Medicine,
Burlington, Vermont
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ACS/NESSHEALTHPOLICYAND MANAGEMENT
SCHOLARSHIP RECIPIENTS

Sponsored by the NESS Scholars Foundation

The American College of Surgeons and the New England Surgical Society Schol-
ars Foundation offer an annual scholarship to subsidize attendance and participa-
tion in the Executive Leadership Program in Health Policy and Management at
Brandeis University in Waltham, Massachusetts. The award is in the amount of
$8,000, to be used toward the cost of tuition, travel, housing, and subsistence
during the period of the course.

2012 Joel D. Lafleur, MD, Rockport, Maine

2013 Michael P. Hirsh, MD, Northboro, Massachusetts

2014 David McAneny, MD, Boston, Massachusetts

2015 Neal E. Seymour, MD, Springfield, Massachusetts

2016 Christopher S. Muratore, MD, Providence, Rhode Island
2017 Alik Farber, MD, Boston, Massachusetts
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SCHOLARS RESEARCH GRANT RECIPIENTS

Sponsored by the NESS Scholars Foundation

The Scholars Research Grant allows the recipient to pursue research in diverse
areas of medicine. The purpose of the Scholars Research Grant is to advance
innovative surgical research via multiyear support. The recipient of this grant
will be awarded $10,000 in the initial year; the grant can then be renewed by
review of the NESS Scholars Foundation Board of Trustees for a succeeding
year, for up to an additional $10,000.

2014

2015

2016

The Role of Neuropilin-1 (NRP1) on Dendritic Cells in the
Tolerogenic Liver Environment
Heung Bae Kim, MD, Children’s Hospital, Boston, Massachusetts

Documentation of Enteric Neurogenesis in an In Vivo Murine
Model
Robert A. Cowles, MD, Yale University, New Haven, Connecticut

Assessment of the Correlation Between Gastric Morphology,
Gastric Emptying, Post Prandial GLP-1 Response, and Hunger
Scores Following Longitudinal Sleeve Gastrectomy

Richard A. Perugini, MD, University of Massachusetts

Memorial Medical Center, Worcester, Massachusetts
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SEPTEMBER 8 - SEPTEMBER 10, 2017
OMNI MOUNT WASHINGTON

BRETTON WOODS, NEW HAMPSHIRE

FRIDAY, SEPTEMBER 8, 2017

9:00 AM - 5:00 PM REGISTRATION
Grand Ballroom Foyer

9:00 AM -5:00 PM SPEAKER READY ROOM
Franklin
9:00 AM - 5:00 PM POSTER SET-UP

Grand Ballroom & Grand Ballroom Foyer

12:00 PM - 3:00 PM EXHIBIT HALL HOURS
Grand Ballroom Foyer
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Scientific Session 1
1:00 PM -2:30 PM
Grand Ballroom

Moderator: Bruce J. Leavitt

Podium papers 8-minute presentation/5-minute discussion.

Brief papers 3-minute presentation/2-minute discussion.

+1. Developing Global Surgery Scholarship within an
Academic Residency Program: Early Results of a
Multifaceted Approach

*Maija Cheung, James M. Healy, *Michael DeWane,
Michael Hall, *Christine Deyholos, *Tobias Carling,
*Kevin Y. Pei, Walter E. Longo, Peter S. Yoo, Michael Caty,
*Doruk Ozgediz

Yale New Haven Hospital, New Haven, CT

2. Quantitative Analysis of Surgical Residency Reform;
Are Case Logs a Valid Tool for Assessment?

*Sarah B. Cairo* *Wendy Craig’, *Caitlin Gutheil’,
*Paul K.J. Han**, *Kristiina Hyrkas®, *Hannah Kay?,
*Lynda Macken’, James F. Whiting*’

Women and Children's Hospital of Buffalo, Buffalo, NY;
’Maine Medical Center, Department of Surgery, Portland, ME;
Center for Outcomes Research and Evaluation and Maine
Medical Center Research Institute, Portland, ME; “Palliative
Medicine, Hospice of Southern Maine, Scarborough, ME;
*Tufts University School of Medicine at Maine Medical Center,
Portland, ME

+ RPE Eligible Papers
* NESS Non-Members
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+3.

+4.

Brief 1.

Brief 2.

Technical Variant Qutcomes in Adult and Pediatric
Liver Transplantation—A Two Center Combined
Experience

*Christopher Ibarra?, *Fermin Fontan',

*Armando S. Munoz-Abraham?, *Brendan Kimball',

*Pamela Valentino®, *Michael Schilsky?, *Udeme Ekong?,
*Sukru Emre?, James Markmann', David C. Mulligan?,

*Heidi Yeh!, Manuel Rodriguez-Davalos?

Massachusetts General Hospital, Boston, MA; *Yale School of
Medicine, New Haven, CT

Whole-Exome Sequencing Identifies Two Discrete
Druggable Signaling Pathways in Follicular Thyroid
Cancer

Neeta Erinjeri, *Norman G. Nicolson, *Christine Deyholos,
*Reju Korah, *Tobias J. Carling

Yale University Medical School, New Haven, CT

Tissue Engineering Approaches for Treating Long
Gap Esophageal Atresia

Christine Finck?,*Todd Jensen', * Adam Mitchell!,

*Ishna Sharma', *Wael Sayej?

YUconn Health, Farmington, CT: “Connecticut Children’s
Medical Center, Hartford, CT

Slide Esophagoplasty vs. End-to-End Anastomosis for
Recalcitrant Esophageal Stricture After Esophageal
Atresia Repair

*Ali Kamran, *Charles J. Smithers, *Michael A. Manfredi,
Thomas E. Hamilton, *Peter D. Ngo, *David Zurakowski,
Russell W. Jennings

Boston Children’s Hospital, Boston, MA

Enhanced Recovery After Surgery (ERAS)
Pre-Operative Carbohydrate Loading Is Safe

in Type II Diabetics

*Stephanie D. Talutis', *Su Yeon Lee', *Daniel Cheng?,
*Pamela Rosenkranz', *Sara M. Alexanian', David McAneny'

'Boston University, Boston, MA; “University of North Carolina,
Chapel Hill, NC

+ RPE Eligible Papers
* NESS Non-Members
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Brief 3.

Brief 4.

Brief 5.

Validation of the American Association for the
Surgery of Trauma (AAST) Anatomic Severity
Grading System for Acute Cholecystitis
*Kenneth Vera, *Kevin Y. Pei, Kevin M. Schuster,
Kimberly A. Davis

Yale School of Medicine, New Haven, CT

Elevated Incidence of Chronic Deep Vein Thrombosis
in Trauma Patients at a Single Institution

*Tovah Moss, *Amy T. Tefft, Ajai Malhotra, *Andrew Stanley
University of Vermont College of Medicine, Burlington, VT
The Impact of Multiple-Service Coverage Shifts on
Quality and Safety in Trauma Care

*Jayson S. Marwaha', *Brian C. Drolet?, Charles A. Adams, Jr.}
'Warren Alpert Medical School of Brown University,

Providence, RI; *Vanderbilt University Medical Center,
Nashville, TN; *Rhode Island Hospital, Providence, RI

2:30 PM - 3:00 PM COFFEE BREAK: VISIT EXHIBITS

& POSTERS
Grand Ballroom Foyer/Gifford

* NESS Non-Members
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Scientific Session 11
3:00 PM = 5:00 PM

Grand Ballroom
Moderator: Michael P. Vezeridis
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Podium papers 8-minute presentation/5-minute discussion

Brief papers 3-minute presentation/2-minute discussion

+6. Surgical Stabilization of Rib Fractures: A Single
Institution’s Experience

*Erica D. Kane, *Elan Jeremitsky, *Susan Kartiko,
Andrew R. Doben

Baystate Medical Center, Springfield, MA

+7. Early Thoracic Surgery Consultation Reduces
Length of Stay for Severely Displaced Rib Fractures

*Fariha Sheikh, *Kayla A. Fay, *Ian C. Bostock, Kurt Rhynhart,
*Timothy M. Millington, *D. Joshua Mancini, *David J. Finley,
*Joseph D. Phillips

Phillips Dartmouth-Hitchcock Medical Center, Lebanon, NH

+8. Paying the Price: Understanding the Opportunity
Cost of Dedicated Research Time

*Michael P. DeWane, *Daniel C. Thomas, Walter E. Longo,
Peter S. Yoo

Yale School of Medicine, New Haven, CT
+9. The Impact of an Acute Care Surgery Model on the
General Surgery Service Revenue Stream

*Adam N. Paine, Edward C. Borrazzo, *Bradley L. Krompf,
Ajai K. Malhotra, Mitchell C. Norotsky, *Mitchell H. Tsai

University of Vermont Medical Center, Burlington, VT

+ RPE Eligible Papers
* NESS Non-Members
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+10.

+11.

+12.

+13.

Brief 6.

Clinical Science Second Place Award —
NESS Resident and Fellow Research Day

Sponsored by the NESS Scholars Foundation

Model for End-Stage Liver Disease (MELD)
Underestimates Morbidity and Mortality in

Patients with Ascites

*Matthew Fleming', *Fangfang Liu*® *Yawei Zhang?*,
*Kevin Y. Pei, MD!

Department of Surgery, Yale School of Medicine, New Haven,
CT: “Section of Surgical Outcomes and Epidemiology,
Department of Surgery, Yale School of Medicine, *Beijing 302
Hospital, Beijing, China, New Haven, CT; *“Department of
Environmental Health Sciences, Yale School of Public Health,
New Haven, CT

Identifying Drivers of Multiple Readmissions
Following Pulmonary Lobectomy

Raymond A. Jean', *Alexander S. Chiu', *Justin D. Blasberg',
*Daniel J. Boffa', *Frank C. Detterbeck', Anthony W. Kim?
YYale School of Medicine, New Haven, CT; *Keck School of
Medicine of USC, Los Angeles, CA

The Impact of Race on the Surgical Management of
Adhesive Small Bowel Obstruction

*Alexander S. Chiu, Raymond A. Jean, Kimberly A. Davis,
*Kevin Y. Pei

Yale School of Medicine, New Haven, CT

Frailty Predicts Failure to Rescue Following
Thoracoabdominal Surgery

*Catalina Mosquera?, *Timothy L. Fitzgerald',
Dougald C. MacGillivray'

Tufts University Medical Center Maine Medical Center,
Portland, ME; “East Carolina University, Greenville, NC

Combatting Attrition: A Targeted Approach for
General Surgery Residents and a 10-Year Audit in
the Era of Duty Hour Restrictions

*Daniel C. Thomas, *Michael P. DeWane, Walter E. Longo,
Peter S. Yoo

Yale School of Medicine, New Haven, CT

+ RPE Eligible Papers
* NESS Non-Members
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Brief 7. Early Hospital Discharges Are Associated with
Improved Patient Satisfaction and Decreased 30-Day
Readmissions

*Andrew Lambour, *Jesse Columbo, *Nicole Batulis,
*Carolyn Kerrigan, Kari M. Rosenkranz, Sandra Wong

Dartmouth-Hitchcock Medical Center, Lebanon, NH

Brief 8. Experience Matters: Robotic-Assisted Lobectomies
in the National Cancer DataBase

*Brian N. Arnold', *Daniel C. Thomas', ¥*Raja Narayan?,
*Justin D. Blasberg', *Frank C. Detterbeck', *Daniel J. Boffa!,
Anthony W. Kim?

Yale School of Medicine, New Haven, CT; “Stanford School of
Medicine, Stanford, CA; *Keck School of Medicine, University
of Southern California, Los Angeles, CA
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5:00 PM - 5:45 PM STATE CAUCUS MEETINGS
Connecticut — Lafayette A South
Maine — Lafayette B South
Massachusetts — Grand Ballroom
New Hampshire — Jefferson
Rhode Island — Reagan
Vermont — Washington

6:00 PM -7:00 PM WELCOME RECEPTION
Conservatory/South Veranda

* NESS Non-Members
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SATURDAY, SEPTEMBER 9, 2017

7:00 AM -12:00 PM REGISTRATION
Grand Ballroom Foyer

7:00 AM - 12:00 PM SPEAKER READY ROOM
Franklin

7:00 AM -10:30 AM EXHIBIT HALL HOURS
Grand Ballroom Foyer

SPECIALTY GROUP BREAKFASTS

Sponsored by the Committee on GME & Candidate Membership
7:00 AM - 7:45 AM

Lafayette A Room
Faculty: Resident Autonomy: Where We Are and
Where We’re Going

Anne C. Larkin
Walter E. Longo
Kari Rosenkranz

Lafayette B Room

Faculty: New Changes to Maintenance of Certification
(MOC)

James Whiting

7:00 AM - 8:00 AM CONTINENTAL BREAKFAST
Grand Ballroom Foyer/Gifford
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Scientific Session I11
7:45 AM — 8:25 AM

Grand Ballroom
Moderator: Peter S. Yoo
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Podium papers 8-minute presentation/5-minute discussion

Brief papers 3-minute presentation/2-minute discussion

+14. BCL9 Upregulation in Adrenocortical Carcinoma:
A Novel Wnt/pB-Catenin Activating Event Driving
Adrenocortical Malignancy
*Taylor C. Brown'?, *Norman G. Nicolson'?, *Reju Korah'~,
*Tobias Carling'*
Yale School of Medicine, Department of Surgery, New Haven,
CT: *Yale Endocrine Neoplasia Laboratory, New Haven, CT

15. Postoperative Conditional Survival Matrix for

Resected Pancreatic Adenocarcinoma
*Timothy L. Fitzgerald', *Lucas Hunter?,
Dougald C. MacGillivray', *Catalina Mosquera?,
*Jimmy Efird
Tufts University Medical Center Maine Medical Center,
Portland, ME; *East Carolina University, Greenville, NC

+16. A Guideline for Discharge Opioid Prescriptions After
Inpatient General Surgical Procedures
*Maureen Hill, *Ryland Stucke, *Sarah Billmeier,
*Julia Kelly, Richard J. Barth

Dartmouth-Hitchcock Medical Center, Lebanon, NH

+ RPE Eligible Papers
* NESS Non-Members
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+17. Post-Discharge Opioid Use After General and
Orthopedic Surgery
*Mayo H. Fujii', *Ashley C. Hodges?, *Ruby L. Russell?,
*Kristin Roensch!, *Bruce Beynnon?, *Thomas P. Ahern?,
*Jesse S. Moore!, *S. Elizabeth Ames', *Charles D. MacLean'

YUniversity of Vermont Medical Center, Burlington, VT;
“University of Vermont Larner College of Medicine,
Burlington, VT

8:25 AM - 8:40 AM INTRODUCTION OF NEW
MEMBERS
Grand Ballroom

Paper of the Year &
Scientific Session IV

8:40 AM - 10:00 AM
Grand Ballroom

Moderator: Robert J. Touloukian

Podium papers 8-minute presentation/5-minute discussion

Brief papers 3-minute presentation/2-minute discussion

18. PAPER OF THE YEAR: Comparison of a Lymph
Node Ratio-Based Staging System with the 7"
AJCC System for Gastric Cancer Analysis of 18,043
Patients from the SEER Database

Chandrajit P. Raut, Jiping Wang', Sam S. Yoon?, Ping Dang,
Prakash K. Pandalai, Ugwuji N. Maduekwe, David W. Rattner?,
Gregory Y. Lauwers

'Brigham and Women's Hospital; *‘Massachusetts General
Hospital

+ RPE Eligible Papers
* NESS Non-Members
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19.

20.

+21.

+22.

Brief 9.

Pregnancy and Motherhood During Surgical
Training: Results of a Nationwide Survey of
General Surgery Residents

Erika L. Rangel, *Marguerite Changala, *Manuel Castillo-
Angeles, Douglas S. Smink, *Gifty Kwakye, *Adil H. Haider

Brigham and Women’s Hospital, Boston, MA

Unnatural Selection: The Recent Evolution of
Pediatric Surgery in the United States, 2005-2014

*Daniel A. Reich', *Katherine W. Herbst', Brendan T. Campbell®
YConnecticut Children’s Medical Center, Hartford, CT;
“Connecticut Children’s Medical Center/University of
Connecticut Health Center, Hartford/Farmington, CT

Same Day Versus Next Day Appendectomy: An
Assessment of Outcomes in 50,093 Patients

James M. Healy, Robert Cowles, *Doruk Ozgediz,

Emily Christison-Lagay, *David Stitelman, Michael G. Caty,
*Daniel G. Solomon

Yale, New Haven, CT

Influence of Time to Appendectomy and Operative
Duration on Hospital Cost in Children with
Uncomplicated Appendicitis

*Stephanie K. Serres, *Dionne A. Graham, *Charity C. Glass,
*Danielle B. Cameron, *Seema P. Anandalwar, Shawn J. Rangel
Boston Children’s Hospital, Boston, MA

Are Surgeons Reluctant to Accurately Report

Intraoperative Adverse Events? A Prospective Study
of 1,989 Patients

*Thomas Peponis, *Josefine S. Baekgaard, *Jordan D. Bohnen,
*Kelsey Han, *Jarone Lee, *Noelle Saillant, *Daniel D. Yeh,
*Peter J. Fagenholz, *David R. King, *Marc A. de Moya,
George C. Velmahos, Haytham M.A. Kaafarani

Massachusetts General Hospital, Boston, MA

+ RPE Eligible Papers
* NESS Non-Members
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Brief 10. Improvements in Breast Cancer Characteristics
Associated with Bariatric Surgery

*Keyvan Heshmati, *Elisha Pranckevicius, *Ali Ardestani,
*David A. Harris, Ali Tavakkoli, Eric Sheu

Brigham and Women’s Hospital, Boston, MA

Brief 11. Stimulation of the M1 Muscarinic Acetylcholine
Receptor Induces Mucosal Growth in the Murine
Small Intestine
*Chasen J. Greig, *Lucy Zhang, Robert A. Cowles

Yale School of Medicine, New Haven, CT

10:00 AM -10:30 AM COFFEE BREAK WITH POSTER
SESSION, VISIT EXHIBITS
Grand Ballroom Foyer/Gifford

* NESS Non-Members
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*P1.

*P2.

*P3.

*P4.

*P5.

POSTERS

Minimally Invasive Versus Open Surgery in Gastric
Adenocarcinoma—A Propensity Score Matched
Analysis

*Omidreza Tabatabaie, *Gyulnara Kasumova,

*Stijn van Roessel, *Sing Chau Ng, Jonathan F. Critchlow,
Jennifer F. Tseng

Beth Israel Deaconess Medical Center, Boston, MA

Are We Undertreating Intramuscular Rectal
Cancer?

*Anne M. Dinaux, *Lieve G.J. Leijssen, Hiroko Kunitake,
Liliana G. Bordeianou, David L. Berger

Massachusetts General Hospital, Boston, MA

Local Excision Versus Radical Resection for 1 to

2 cm Carcinoid Tumors of the Rectum: A National
Cancer Database Analysis

*Adam C. Fields, *Rebecca E. Scully, *Lily Saadat,

*Joel E. Goldberg, Ronald Bleday, *Nelya Melnitchouk
Brigham and Women’s Hospital, Boston, MA

Multimodal Analgesia with Liposomal Bupivacaine
and Pharmacologic Intervention Reduce Parenteral

Opioids Use and Length of Hospital Stay After
Colectomy

Victor E. Pricolo, *Patrick Fei, *Scott Crowley,
*Virginia Camisa, *Matteo Bonvini

Southcoast Health System, Fall River, MA

Characterization of Three-Dimensional
(3D)-Bioprinted Intestinal Patches

*Brian Wengerter, *Peter Geibel, *Taras Lysyy,
*John Geibel

Yale School of Medicine, New Haven, CT

* Poster of Distinction
* NESS Non-Members
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*Po.

*P7.

*P8.

*P9.

*P10.

Kidney Transplant with and without Native
Nephrectomy for Polycystic Kidney Disease: Results
of the National Inpatient Sample and the Rationale
for a Two-Staged Procedure

Raymond A. Jean, *Mehida Alexandre, Peter S. Yoo

Yale School of Medicine, New Haven, CT

Development of Biologically-Inspired Pleural
Sealants

*Alexander K. Riveron, *Nathan Gasek, *Zachary Phillips,
*Loic Fabricant,*Daniel J. Weiss

University of Vermont Medical Center, Burlington, VT
Converting Laparoscopic Surgery in Colon Cancer
Has No Greater Effect Than Planned Open Surgery
*Lieve G.J. Leijssen, *Anne M. Dinaux, Hiroko Kunitake,
Liliana G. Bordeianou, David L. Berger

Massachusetts General Hospital/Harvard Medical School,
Boston, MA

Prophylactic Ureteral Stenting in Patients
Undergoing Laparoscopic Colectomy: Revisiting
Traditional Practice

*Valerie L. Luks, *Jonathan Merola, *Brian N. Arnold,
Christopher Ibarra, *Kevin Y. Pei

Yale School of Medicine, New Haven, CT

Stage I Colorectal Cancer: One Name for Two
Different Diseases

*Lieve G.J. Leijssen, *Anne M. Dinaux, Hiroko Kunitake,
Liliana G. Bordeianou, David L. Berger

Massachusetts General Hospital/Harvard Medical School,
Boston, MA

* Poster of Distinction
* NESS Non-Members
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P11. Clinical Science First Place Award — NESS Resident
and Fellow Research Day

Sponsored by the NESS Scholars Foundation

Surgical Management of Gallbladder Cancer: Simple
Versus Extended Cholecystectomy and the Role of
Adjuvant Therapy

*Gyulnara G. Kasumova, *Omidreza Tabatabaie,
Mark P. Callery, *Andrea Bullock, * Ayotunde B. Fadayomi,
*Sing Chau Ng, Robert Fisher, Jennifer F. Tseng

Beth Israel Deaconess Medical Center, Boston, MA

P12. Basic Science First Place Award — NESS Resident
and Fellow Research Day

Sponsored by the NESS Scholars Foundation
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Heparin Impairs Compensatory Lung Growth

by Sequestering VEGF into Extracellular Matrix
and Reducing Mitogenic Signaling of the Vascular
Endothelial Growth Factor Receptor 2

Duy T. Dao!, *Lorenzo Anez-Bustillos!, *Jared Ourieff",
*Amy Pan', *Hiroko Kishikawa!, ¥*Paul D. Mitchell?,
*Gillian L. Fell!, *Meredith A. Baker!, *Hong Chen!,
*Michael S. Rogers', *Randolph Watnick',

*Diane R. Bielenberg', Mark Puder

Vascular Biology Program and Department of Surgery,
Boston Children's Hospital, Boston, MA, “Clinical Research
Center, Biostatistics Core, Boston Children’s Hospital,
Boston, MA

* NESS Non-Members
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P13.

P14.

P15.

P16.

Basic Science Second Place Award - NESS Resident
and Fellow Research Day

Sponsored by the NESS Scholars Foundation

Detection of Tumor-Specific Mutations in Plasma
DNA: A Potential Biomarker for Monitoring Cancer
Treatment Response and Recurrence

*Matthew Egyud!, *Jennifer Jackson!, Emiko Yamada!,
*Anders Stahlberg?, Stefan Filges?, *Paul Krzyzanowski’,
*Virginia Litle', *Lincoln Stein*, *Tony Godfrey'

'Boston Medical Center, Boston, MA; University of
Gothenburg, Gothenburg; *Ontario Institute for Cancer
Research, Toronto, ON; “Ontario Institute of Cancer Research,
Toronto, ON

Preoperative Endoscopic Retrograde Cholangio-
Pancreatography (ERCP) As a Risk Factor for
Surgical Site Infections After Laparoscopic
Cholecystectomy

*Thomas Peponis, *Nikhil Panda, *Trine G. Eskesen,
*David G. Forcione, *Daniel D. Yeh, *Noelle Saillant,
Haytham M.A. Kaafarani, *David R. King, *Marc A. de Moya,
George C. Velmahos, *Peter J. Fagenholz

Massachusetts General Hospital, Boston, MA

Predictive Factors for Reoperation After Graham
Patch Repair of Perforated Duodenal Ulcer: A
NSQIP Analysis

Mehida Alexandre, Raymond A. Jean, *Alexander S. Chiu,
*Kevin Y. Pei

Yale University School of Medicine, New Haven, CT
Withdrawn

* NESS Non-Members
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P17.

P18.

P19.

P20.

P21.

Diagnostic Peritoneal Lavage Is Highly Accurate in
Determining the Need for Emergent Laparotomy

*Andrea M. Steely, *Alia F. Whitehead, Ajai K. Malhotra
The University of Vermont Medical Center, Burlington, VT

Influence of Intraoperative Findings on Outcomes
and Resource Utilization in Children with
Appendicitis: Implications for an Evidence-
Based and Public Health Relevant Definition for
Complicated Disease

*Danielle B. Cameron!, *Patrice Melvin!, *Dionne A. Graham!,
*Stephanie K. Serres', *Seema Anandalwar', *Charity C. Glass',
*Brian D. Kenney?, *Jacqueline M. Saito’, ¥Douglas C. Barnhart”,
Matt Hall’, Shawn J. Rangel

'Boston Children's Hospital, Boston, MA; *Nationwide
Children s Hospital, Columbus, OH; *Division of Pediatric
Surgery, Washington University School of Medicine, St. Louis,
MO, “Primary Children’s Hospital, University of Utah, Salt
Lake City, UT; °Children’s Hospital Association, Lenexa, KS

The Prognostic Effect of Downstaging in Patients
with Metastatic Rectal Cancer Operated for Cure
*Anne M. Dinaux, *Lieve G.J. Leijssen, Hiroko Kunitake,
Liliana G. Bordeianou, David L. Berger

Massachusetts General Hospital, Boston, MA

Access to Care: Surgical Treatment of Wilms Tumor
in Kampala, Uganda

*Maija Cheung', James M. Healy', *Nasser Kakembo?,
*Phyllis Kisa?, *Arlene Muzira®, *Rachel Esparza’,

*John Sekabira?, *Doruk Ozgediz'

Yale New Haven Hospital, New Haven, CT; *Makerere
University, Mulago Hospital, Kampala, Uganda, *Yale School
of Medicine, New Haven, CT

Serial Bilirubin Measurements in Acute Cholecystitis
Not Worth the Wait

*Devin Gillaspie, Kimberly A. Davis, Kevin M. Schuster
Yale School of Medicine, New Haven, CT

* NESS Non-Members
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P22.

P23.

P24.

P25S.

P26.

The Effect of Reverse-Image Viewing on
Laparoscopic Skills Acquisition

*Erica D. Kane, *Alex Knee, *Gladys Fernandez,
*Donald Kirton, Neal E. Seymour

Baystate Medical Center, Springfield, MA

Evaluation of Abdominal Pain in Patients with
Systemic Lupus Erythematosus

*Mark Kryskow, *Adam Bowling, *Marvin McMillen
Berkshire Medical Center, Pittsfield, MA

Evaluation of Co-Surgeon Versus Single-Surgeon
Bilateral Mastectomy Operations

*Melissa A. Mallory'?, *Constantine Tarabanis'?,

*Eric Schneider®, *Suniti Nimbkar'?, Mehra Golshan'~

'Dana Farber/Brigham and Women's Hospital, Boston, MA;
’Harvard Medical School, Boston, MA; *Center for Surgery
and Public Health, Brigham and Women’s Hospital, Boston, MA

Botulinum Toxin Treatment In Anorectal Disease—Is
It Really Helpful?

*Lance Larson, Nishit Shah, *Matthew Vrees, *Leslie Roth,
Adam Klipfel, Steven Schechter

Brown University, Providence, RI

Is Obesity Urban Body Armor? It Is Not As
Protective As Thought for Abdominal Stab Wounds
*Vivian Hsiao', *Jacob Sim?, *Asha Zimmerman?,

*Andrew Stephen?

'Warren Alpert Medical School of Brown University,

Providence, RI; “Department of Surgery, Alpert Medical
School of Brown University, Providence, RI

* NESS Non-Members
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P27.

P28.

P29.

The Impact of Facial Burns on Long Term Qutcomes
in Young Adults: A Five-Year Study

*Cornelia Griggs', *Austin Lee?, *Frederick Stoddard',
*Nien Chen Li%, *Gabriel Shapiro?, *Tina Palmieri’,

*Chao Wang*, *Walter J. Meyer, I1I°, *Frank S. Pidcock®,
Robert L. Sheridan', ¥*Debra A. Reilly’, *Jeffrey C. Schneider?®,
*Lewis E. Kazis?, Ronald G. Tompkins', Colleen M. Ryan'

Massachusetts General Hospital, Boston, MA, “Boston
University, Boston, MA, *Shriners Hospitals for Children of
California, Sacramento, CA, *Shriners Hospitals for Children
of Boston, Boston, MA, °Shriners Hospitals for Children

— Galveston, Galveston, TX; °Kennedy Krieger Institute,
Baltimore, MD; "Nebraska Medical Center, Omaha, NE,
8Spaulding Rehabilitation Hospital, Boston, MA

Characterizing the Biodistribution of Intravenously
and Intra-Amniotically Injected Nanoparticles in
Rat Fetuses

*Samantha L. Ahle', *James S. Farrelly', *Adele S. Ricciardi',
*Valerie S. Luks', *W. Mark Saltzman?, *David H. Stitelman'

Yale School of Medicine, New Haven, CT; *Yale School of
Engineering and Applied Science, New Haven, CT

Comparative Analysis of Clinical, Treatment and
Survival Characteristics of Basaloid and Squamous
Cell Carcinoma of the Esophagus

*Aitua Salami', *Abbas E. Abbas?, *Nirag Jhala®,
*Charles T. Bakhos'?

'Department of Surgery, Albert Einstein Medical Center,
Philadelphia, PA; “Department of Thoracic Medicine and
Surgery, Temple University Hospital, Philadelphia, PA;
SDepartment of Pathology, Temple University Hospital,
Philadelphia, PA

* NESS Non-Members
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P30.

P31.

P32.

P33.

P34.

P3S.

Pneumatoceles in Pediatric Trauma: Common and
Benign

*Lindsey B. Armstrong, David P. Mooney

Boston Children’s Hospital, Boston, MA

The Invisible Injury: Concussion Education in High
School Athletes

*Erica D. Kane, *Katharine R. Bittner, *Ida Konderwicz,
*Zachary Marowitz, *Darius Greenbacher, David B. Tashjian,
Michael V. Tirabassi

Baystate Medical Center, Springfield, MA

Adequacy of Lymph Node Sampling During
Lobectomy in a Small Community Teaching Hospital
*Mark Kryskow, *Knowles Ross, Michael Disiena,

*Galvez Christian

Berkshire Medical Center, Pittsfield, MA

Ski Versus Snowboard Accidents: Is the Injury
Pattern Different in Pediatric Patients?

*Fariha Sheikh, *Karissa Tauber, Andrew Crockett,
*Reto M. Baertschiger

Dartmouth-Hitchcock Medical Center, Lebanon, NH

Design and Feasibility of a Collaborative Endocrine
Surgery Outreach Camp in Northwestern Rural
Uganda

*Christine Deyholos', *Cathy Kilyewala?, *Jane O. Fualal®,
*Tobias J. Carling'

YYale University Medical School, New Haven, CT; ‘Mulago
Hospital/Makerere University, Kampala, Uganda

Ethical Concerns for Hidden Bias in Cost-Analysis
Research: What Is the Prevalence of Underreporting
Cost Perspective in the General Surgical Literature?

*Madeleine Blank', *Lilian Chen® *Marianna Papageorge',
*Daniel Driscoll?, Roger Graham? * Abhishek Chatterjee?

YTufts University School of Medicine, Boston, MA, *Tufts
Medical Center, Boston, MA

* NESS Non-Members
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P36.

P37.

P38.

P39.

P40.

P41.

Tall Cell Variant of Papillary Thyroid Microcarcinoma:
Long-Term Follow-Up of Twenty-Seven Patients
*Lucas Watkins, * Ahmed Charifa, Glenda Callender,
*Tobias Carling, Robert Udelsman, *Manju Prasad,
*Courtney E. Gibson,Trenton Foster

Yale University, New Haven, CT

Successful Qutcome of the First Per-Oral Endoscopic
Pyloromyotomy Performed in New England

*Erica D. Kane
Baystate Medical Center, Springfield, MA

Meeting Gaps in Global Surgery Programs:
Development and Early Results of a Global Initiative
for Children’s Surgery (GICS)

*Maija Cheung, *Doruk Ozgediz,

Global Initiative for Children’s Surgery, Yale New Haven
Hospital, New Haven, CT

East vs. West: Skiing and Snowboarding Injuries in
a Northeastern State Compared to Western States

*Eleah D. Porter!, *Madeleine G. Haff?, Kurt K. Rhynhart!,
Andrew O. Crockett!

Dartmouth-Hitchcock Medical Center, Lebanon, NH; *Geisel
School of Medicine, Hanover, NH

Pediatric Adrenalectomy: National Practice Patterns,
Admission Outcomes, and Costs

*Varvara Mironova, James M. Healy, *Doruk E. Ozgediz,
Emily R. Christison-Lagay, *David H. Stitelman,
Robert A. Cowles, Michael G. Caty, *Daniel G. Solomon

Yale University, New Haven, CT

Morbidity and Mortality of Emergency General
Surgery Based on National Burden

*Timothy Feeney', *Manuel Castillo-Angeles?,
*Stephanie Nitzschke?, Ali Salim?, *Adil Haider?,
Joaquim Havens?

Brigham and Women’s Hospital/Harvard TH Chan School of
Public Health, Boston, MA; “Brigham and Women’s Hospital,
Boston, MA, *Brigham and Women’s Hospital/Center for
Surgery and Public Health, Boston, MA

* NESS Non-Members
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Panel — Surgeon Wellness

Moderator:

Faculty:

12:00 PM - 3:30 PM

12:00 PM

7:00 PM

7:00 PM

10:30 AM -12:00 PM
Grand Ballroom

Douglad C. MacGillivray

Surgeon Burnout: Background, Extent, and
Potential Remedies
R. James Valentine, MD

Residency Training
Peter S. Yoo, MD

Gender Issues/Parental Leave& Work-life
Integration
Erika L. Rangel, MD

Interventional Issues/ ACGME Perspective
Stanley W. Ashley, MD

AFTERNOON ACTIVITY -

Mount Washington Cog Railway Tour
Transportation provided from the front
Entrance of the hotel at 12:00 pm

FREE AFTERNOON

PRESIDENT’S RECEPTION &
DINNER

Business Attire

Speaker: Ajai K. Malhotra
Reception: Conservatory

Dinner: Main Dining Room
Includes the Conferment of

The Nathan Smith Award to

Thomas A. Colacchio

KIDS BANQUET (Ages 5-12)
Lafayette
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SUNDAY, SEPTEMBER 10, 2017

7:00 AM —-11:00 AM

7:00 AM -10:00 AM

7:00 AM -10:30 AM

7:00 AM - 8:00 AM

7:30 AM - 8:15 AM

REGISTRATION
Grand Ballroom Foyer

EXHIBIT HALL HOURS
Grand Ballroom Foyer

SPEAKER READY ROOM
Franklin

CONTINENTAL BREAKFAST
Grand Ballroom Foyer/Gifford

ANNUAL BUSINESS MEETING

(MEMBERS ONLY)
Grand Ballroom
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Scientific Session V
8:15 AM — 9:20 AM
Grand Ballroom

Moderator: Kari M. Rosenkranz

Podium papers 8-minute presentation/5-minute discussion

Brief papers 3-minute presentation/2-minute discussion

23. The Role of the Pediatric Attending Surgeon on the
Day of Surgery: Differences in Expectations Between
Parents and Surgical Providers
*Jennie Choe', *Christopher Ibarra', *Richard Feinn?,
Manuel Rodriguez-Davalos', *Cordelia Carter!

Yale School of Medicine, New Haven, CT; *Quinnipiac School
of Medicine, Hamden, CT

24, Bile Spillage As a Risk Factor for Surgical Site
Infections After Laparoscopic Cholecystectomy: A
Prospective Study of 1,001 Patients
*Thomas Peponis, *Trine G. Eskesen, *Myriam Martinez,
*Tomaz Mesar, *Maria Michailidou, *Ali Y. Mejaddam,
*Catrina Cropano, *Miro Peev, *Noelle Saillant, Haytham
M.A. Kaafarani, *Daniel D. Yeh, *Peter J. Fagenholz,
*Marc A. de Moya, *David R. King, George C. Velmahos
Massachusetts General Hospital, Boston, MA

25. Residents’ Perceptions: Impact of Associate
Providers on Surgical Training
*Ravinder Kang', *Samuel T. Kunkel', *Jesse A. Columbo',
*Austin Tang?, *Matthew J. Sabatino', Kari M. Rosenkranz!

Dartmouth Hitchcock Medical Center, Lebanon, NH;
’The Dartmouth Institute, Hanover, NH

* NESS Non-Members
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26. Impact of Plasma Preservation in Cardiac Surgery
on Acute Kidney Injury: An Unexpected Result
Robert Kramer!, *Robert Groom!, *Monica Palmeri',
*Lee Lucas?, *Crystal Heron', *Paul Weldner?,
*Scott Buchanan', Reed Quinn'
Maine Medical Center, Portland, ME, “Maine Medical Center
Research Institute, Portland, ME; Central Maine Heart and
Vascular Institute, Lewiston, ME
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Brief 12. Porcelain Gallbladder: Is Observation a Safe Option?
Thomas Schnelldorfer, *Haley DesJardins, *Lindsay Duy,
*Christopher Scheirey
Lahey Hospital & Medical Center, Burlington, MA

Brief 13. Readmission for Venous Thromboembolism in

Emergency General Surgery Patients: A Role for
Prophylaxis Upon Discharge?

*Michael P. DeWane, Kevin M. Schuster, Adrian A. Maung,
Kimberly A. Davis, Robert D. Becher

Yale School of Medicine, New Haven, CT

9:20 AM -10:05 AM 33RP ANNUAL SAMUEL JASON
MIXTER LECTURE
Sponsored by the NESS Scholars Foundation
Grand Ballroom
Global Surgery 2030: Evidence and
Solutions for Achieving Health, Welfare
and Economic Development
John G. Meara
Boston Children’s Hospital

10:05AM -10:10 AM INTRODUCTION OF PRESIDENT
Grand Ballroom
Anne C. Larkin

10:10 AM - 11:00 AM PRESIDENTIAL ADDRESS
Grand Ballroom
Zen and the Art of a New England
Surgeon
Bruce J. Leavitt

11:00 AM ADJOURN
* NESS Non-Members
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NEW ENGLAND SURGICAL SOCIETY

2017 ANNUAL MEETING
SEPTEMBER 8 - SEPTEMBER 10, 2017
OMNI MOUNT WASHINGTON

BRETTON WOODS, NEW HAMPSHIRE

FRIDAY, SEPTEMBER 8, 2017

9:00 AM -5:00 PM REGISTRATION
Grand Ballroom Foyer

9:00 AM -5:00 PM SPEAKER READY ROOM
Franklin
9:00 AM - 5:00 PM POSTER SET-UP

Grand Ballroom & Grand Ballroom Foyer

12:00 PM - 3:00 PM EXHIBIT HALL HOURS
Grand Ballroom Foyer
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Scientific Session I
1:00 PM -2:30 PM
Grand Ballroom

Moderator: Bruce J. Leavitt

Podium papers 8-minute presentation/5-minute discussion.

Brief papers 3-minute presentation/2-minute discussion.

+1. Developing Global Surgery Scholarship within an
Academic Residency Program: Early Results of a
Multifaceted Approach

*Maija Cheung, James M. Healy, *Michael DeWane,
Michael Hall, *Christine Deyholos, *Tobias Carling,
*Kevin Y. Pei, Walter E. Longo, Peter S. Yoo, Michael Caty,
*Doruk Ozgediz

Yale New Haven Hospital, New Haven, CT

Objective: Academic surgery programs are increasing engagement in
global surgery. A survey of faculty and residents at our institution con-
firmed high levels of interest in global surgery and emphasized a lack of
structured opportunities for involvement. A resident-led Global Surgery
Division was created within our education section to develop scholarly
activities in this area.

Design:

Intervention Study Setting: Tertiary Academic Medical Center.
Participants: Residents and Faculty.

Interventions: Development of a Global Surgery Division.

Main Outcome Measure: Development of global surgery activities for
residents and faculty.

+ RPE Eligible Papers
* NESS Non-Members
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Results: The committee developed a unifying mission statement and
four areas of scholarly work were piloted: 1) resident-led quarterly
journal clubs for residents in general surgery and surgical disciplines
with 10-20 residents/session; 2) an ACGME accredited resident elec-
tive in pediatric surgery; completed by one resident 3) partnership with
medical students in collaborative research projects with six medical stu-
dents leading global surgery projects; 4) expansion to specialized areas
of international collaboration in trauma and endocrine surgery leading
to specific skills-based courses and outreach tailored to resource-poor
areas; 5) development of an inaugural campus-wide multidisciplinary
symposium for global surgery with broad specialty representation and a
wide-range of international and regional speakers.

Conclusions: A resident-led global health education committee can
inspire a wide range of scholarly activities, including, but not limited
to, a clinical rotation at a site in a low-income country. Matching faculty
interest and department resources with local needs in resource-poor areas
can expand areas of collaboration. Medical students can be engaged in
this process, and local forums such as journal clubs and conferences can
augment mentorship, networking, and competency in global surgery
activities.
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2. Quantitative Analysis of Surgical Residency Reform;
Are Case Logs a Valid Tool for Assessment?

*Sarah B. Cairo* *Wendy Craig’, *Caitlin Gutheil’,
*Paul K.J. Han*, *Kristiina Hyrkas’, *Hannah Kay?,
*Lynda Macken’, James F. Whiting**

YWomen and Children's Hospital of Buffalo, Buffalo, NY; “Maine
Medical Center, Department of Surgery, Portland, ME; *Center
for Outcomes Research and Evaluation and Maine Medical
Center Research Institute, Portland, ME; *Palliative Medicing,
Hospice of Southern Maine, Scarborough, ME, *Tufts University
School of Medicine at Maine Medical Center, Portland, ME

Objective: Curricular changes to surgical residency, developed to rebal-
ance clinical rotations, optimize education over service, decrease the size
of service teams, and integrate apprenticeship-type experiences, were
implemented in June 2015. This study quantifies the operative experi-
ence before and after implementation as part of a mixed-methods pro-
gram evaluation.

Design: Retrospective review of the Accreditation Council for Graduate
Medical Education (ACGME) case-log data entered by categorical gen-
eral surgery residents and data from the American College of Surgeons
National Surgical Quality Improvement Program: Quality In-Training
Initiative (NSQIP-QITI) pre- and post-intervention at a mid-sized surgi-
cal training program.

Results: Case logs were reviewed for all categorical residents pre-inter-
vention (2014-15) and post-intervention (2015-16). A total of 11,365
cases, excluding “first-assistant” and “endoscopic” cases were logged
for an average of 291 and 263 cases/resident pre- and post-intervention,
respectively. The average increased significantly for PGY 3 residents
and decreased significantly for PGY 4 residents (Table 1). Significant
variability was observed between residents at the same PGY level and
appeared greatest for PGY 1 and senior (PGY 4, PGY 5) trainees. At the
senior level, variability is attributed to resident preference/career choice.
When compared to data from QITI, the variability at the PGY 1 level dis-
sipated and was attributed to errors in resident case log behavior.

Conclusion: Large variability within PGY level suggests that resident
preference may be as influential as curriculum design in dictating opera-
tive experience. Statistically significant differences in total average
cases/resident for PGY 3/4 trainees were observed and are of uncertain
clinical significance.
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+3. Technical Variant Outcomes in Adult and Pediatric
Liver Transplantation—A Two Center Combined
Experience

*Christopher Ibarra?, *Fermin Fontan',

*Armando S. Munoz-Abraham?, *Brendan Kimball',
*Pamela Valentino®, *Michael Schilsky?, *Udeme Ekong?,
*Sukru Emre?, James Markmann', David C. Mulligan?,
*Heidi Yeh!, Manuel Rodriguez-Davalos?

Massachusetts General Hospital, Boston, MA; *Yale School of
Medicine, New Haven, CT

Objective: To study the use of technical variant (TV) allografts from
living (LD) and deceased donors (DD) and review surgical outcomes.

Design: Retrospective review at two institutions in the New England
region.

Setting: Patients who received a liver transplant with a TV from October
2005-2016.

Patients: 173 patients, 67.6% were adults (mean age 49.8 yo) and 32.4%
pediatrics (mean age 5.9 yo). 50.9% were males.

Interventions: Out of 173 total patients, 117 (67.63%) received liv-
ing donor grafts and 95 (54.91%) had duct-to-duct (D-D) biliary
reconstruction.

Main Outcome Measure: Patient, graft outcomes and surgical
complications.

Results: Two thirds of our patients received TV grafts from LD. Graft
types were 74 right lobes, 19 extended right lobes, 33 left lobes, 46
left lateral segments, and 1 mono-segment. Biliary complications (BC)
were divided as strictures (13.87%), leaks (16.18%) and leak/stricture
(2.31%). Biliary strictures were more common in adults who received
a RL and had D-D anastomosis (13%). BC did not affect long-term
graft nor patient survival. Vascular complications were seen in 7.51%
of these hepatic artery stenosis accounted for 41%. 17.3% had other
complications.
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Conclusions: Segmental allografts have become an essential component
of the current liver donor pool. The use of TV has increased in the last
decade and outcomes have improved with donor/recipient selection, sur-
gical techniques, and collaboration between centers in our region. From
our series, we observed that LD grafts had more BC when compared to
DD TV. D-D biliary reconstructions had a higher incidence of strictures
over RNY. RNY were more common in pediatric with less complica-
tions. The overall results confirm the importance of using TV to decrease
waitlist mortality.
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+4. Whole-Exome Sequencing Identifies Two Discrete
Druggable Signaling Pathways in Follicular Thyroid
Cancer

Neeta Erinjeri, *Norman G. Nicolson, *Christine Deyholos,
*Reju Korah, *Tobias J. Carling

Yale University Medical School, New Haven, CT

Objective: To identify novel therapeutic targets in follicular thyroid can-
cer (FTC) using Whole-exome sequencing and bioinformatics analysis.

Design: Whole exome sequencing (WES) was performed on six estab-
lished FTC cell lines. Stringent false-proof filtering and exclusion of
synonymous and known polymorphisms yielded novel missense, non-
sense and splice-site single nucleotide variants (SNV). Gene variants
were analyzed for structural, functional and evolutionary properties
using GO (Gene Ontology), Pfam (Protein Families), and KEGG (Kyoto
Encyclopedia of Genes and Genomes) searches by STRING (Search
Tool for the Retrieval of Interacting Genes/Proteins) and GORILLA
(Gene Ontology enRIchment anaLysis and visuaLizAtion tool) analyses.
A false discovery rate of <0.5 was used to denote significantly enriched
signaling pathways.

Setting: Academic medical center.
Patients: Six patient-derived FTC cell lines.

Main Outcome Measures: Identification of Druggable signaling path-
ways in FTC.

Results: An average of 657 (range 366—1158) SNVs including 31
(range 12-53) known cancer driver genes were identified in FTC cell
line exomes. The SNV burden, distribution, frequency and signature
followed the known thyroid mutation profiles, without any chromo-
some bias. Recurrently mutated cancer driver genes included FRG1
(6/6), CDC27, NCOR1, PRSS1 (5/6), AHCTF1, MUC20, PABPC1 and
PABPC3 (4/6). Pathway analysis using bioinformatics tools STRING
and GORILLA segregated FTC cell lines into two druggable signal-
ing groups showing; (1) dominant RAS/ERK1-2/AKT and (2) CDK1/
CyclinB signaling pathways.

Conclusions: Next-generation sequencing tools can be used to identify
druggable signaling targets for precision treatment of FTCs.
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5. Tissue Engineering Approaches for Treating Long
Gap Esophageal Atresia

Christine Finck?,*Todd Jensen', * Adam Mitchell',
*Ishna Sharma', *Wael Sayej*

YUconn Health, Farmington, CT: “Connecticut Children’s
Medical Center, Hartford, CT

Objective: Esophageal atresia occurs in 1 in 3000 births. Typically, sur-
gical repair includes reconnection of the esophagus or in cases were the
esophagus cannot be reconnected, interposition of a piece of stomach or
intestine. These surgical options cause significant morbidity, therefore,
a new therapeutic option is needed. The ability to obtain cells prior to
birth and utilize those cells to augment a developmental defect would
be novel.

Design: Porcine amniotic fluid stem cells were obtained via amnio-
centesis approximately 70-90 days prior to term. Cells were isolated,
expanded and characterized via flow cytometry and qRT-PCR. Cells
were over 90% positive for mesenchymal stem cell markers CD73,
CD90 and CD105. Approximately 10 million cells were seeded onto the
extra luminal surface of a polyurethane scaffold and allowed to incubate
for 7 days in a rotating hollow organ bioreactor. Approximately 4 cm of
intra-thoracic esophagus was removed in 2 piglets from the same litter
as the isolated amniotic fluid stem cells and replaced with the seeded
scaffolding in accordance with IACUC approval (HH#2014-0132). The
lumen was stented open with a 10 mm biliary stent.

Results: The stent was removed and changed at 3 weeks, which revealed
that the scaffold had been extruded and the lumen was regenerated.
Piglets were fed via feeding tube for 5—-6 weeks, and then successfully
transitioned to oral feeding. These animals were allowed to grow for 6
months prior to harvest and analysis.

Conclusions: These piglets demonstrate the translational application of
maternal amniotic fluid stem cells and a bioengineered synthetic scaffold
in replacing missing gaps of esophageal tissue in offspring. Further stud-
ies are ongoing to delineate the mechanism of esophageal regeneration.
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Brief 1. Slide Esophagoplasty vs. End-to-End Anastomosis for
Recalcitrant Esophageal Stricture After Esophageal
Atresia Repair

*Ali Kamran, *Charles J. Smithers, *Michael A. Manfredi,
Thomas E. Hamilton, *Peter D. Ngo, *David Zurakowski,
Russell W. Jennings

Boston Children’s Hospital, Boston, MA

Objective: To compare patient outcomes of slide esophagoplasty and
conventional end-to-end anastomosis for treatment of recalcitrant anas-
tomotic stricture after esophageal atresia (EA) repair.

Design: Retrospective cohort study (July 2010-January 2017).
Setting: Single Institution Esophageal Atresia Center.

Patients: EA patients (27 Females, 24 Males) who underwent anasto-
motic stricture resection at median age 15 months (IQR 6-22).

Interventions: Slide esophagoplasty after stricture resection in which
sliding anastomosis was performed compared to the conventional
approach of end-to-end anastomosis.

Main Outcome Measures: Endoscopic therapies required postopera-
tively to maintain lumen patency, including dilation, steroid injection,
stent placement, or stricture incision. Incidence of anastomotic leaks in
the immediate postoperative period was considered as well.

Results: Fifty-one patients underwent stricture repair surgery by slide
(12) or end-to-end (39) technique. Significantly fewer patients required
dilation therapy following slide esophagoplasty, 5/12 (42%) with a
median of 3 dilations compared with 33/39 (85%) in end-to-end group
with 4 dilations (42% vs. 85%, P = 0.006). Steroid injection was com-
bined with dilation therapy in 2/12 (16%) vs. 22/39 (56%) in slide and
end-to-end groups, respectively (P = 0.02). Stent placement was used
in none of slide cases vs. 7/39 (18%) of end-to-end (P = 0.18). Stricture
incision was performed in 1/12 (8%) of slide group and 11/39 (28%) of
end-to-end (P = 0.25). Leak complications occurred in fewer patients fol-
lowing slide esophagoplasty compared to end-to-end anastomosis: 1/12
(8%) vs. 9/39 (23%) (P = 0.42).

* NESS Non-Members

121




Conclusions: Slide esophagoplasty patients required fewer postop-
erative endoscopic interventions compared to end-to-end anastomosis.
Slide esophagoplasty may be the preferred surgical approach for selected
patients with recalcitrant esophageal stricture, although more patients
and longer follow-up are needed to provide stronger evidence.
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Brief 2. Enhanced Recovery After Surgery (ERAS)
Pre-Operative Carbohydrate Loading Is Safe
in Type II Diabetics

*Stephanie D. Talutis', *Su Yeon Lee', *Daniel Cheng?,
*Pamela Rosenkranz', *Sara M. Alexanian', David McAneny'

'Boston University, Boston, MA; “University of North Carolina,
Chapel Hill, NC

Objective: Determine safety of pre-operative carbohydrate beverage
(CHO) consumption in an Enhanced Recovery After Surgery (ERAS)
protocol among patients with Type Il diabetes (DMII).

Design: Retrospective chart review.
Setting: 496-bed academic hospital.

Patients: Eligible patients drank CHO as part of ERAS protocol during
10/1/15-9/30/16. Patients with diet-controlled DMII were excluded. 355
patients met inclusion criteria, including 80 DMII and 275 non-diabetics.
89 historical DMII patients from the previous year were reviewed for
comparison.

Interventions: N/A.

Main Outcome Measures: Insulin requirements, inpatient endocrine
consultations, hypoglycemic episodes, and post-operative complications.

Results: ERAS patients, with and without DMII, were similar to histori-
cal DMII patients (Table). No significant differences were observed in
hemoglobin A1C or number of pre-operative DMII medications between
ERAS and historical DMII groups. A significant difference was observed
in median glucose measurements on POD 1 for DMII patients (ERAS
152 vs Historical 137.5, p = 0.004). Otherwise, there were no differences
in perioperative glucose measurements (after CHO consumption), peri-
operative insulin dosing, intraoperative insulin infusion usage, episodes
of hypoglycemia, or inpatient endocrine consultations.

There were no significant differences in complications between patients
with and without DMII. A trend of increased risk of any complication
with increasing number of DMII medications was observed, although
this was not significant (OR 1.316, CI (0.489, 3.537)). Additionally, risk
of complications was not influenced by hemoglobin A1C (0.642 (0.372,
1.109)), pre-operative glucose (1.008 (0.993, 1.204)), or home insulin
dosage (0.983 (0.958, 1.009)).
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ERAS ERAS Historical
Non-Diabetics DM II DM II
(n =275) (n =80) (n=89) P
Age (years, 43 (21-89) 48 (20-86) 51(25-93) 1.000
median, range)
% Female 74.9% 78.8% 74.2% 0.743
BMI (median) 39.5(16.7—81.4) 38.6 40.5 0.367
(19.8-69.5) (20.7-59.3)
Hemoglobin A1C N/A 7(5-12.5) 7.4(55-12.6) 0432
(median, range)
Home Diabetes 1.000
Medications
Oral Agent N/A 90% (72/80)  92.1% (82/89)
Insulin 28.8% (23/80)  23.6% (21/89)
Number of Agents 0.698
1 57.8% (47/80)  66.3% (59/89)
2 25% (20/80)  22.5% (20/89)
3 7.5% (6/80) 9.0% (8/89)
4 3.8% (3/80) 2.2% (2/89)
Home Insulin N/A 36 (6-178) 39 (6-200) 0.760
Dosing (U, median,
range)
Operating Room 3.02 (1.50-11.10) 3.18 2.7 0.085
Time (hours) (1.67-10.80) (1.70-11.60)
Subspecialty 0.200
Bariatric 62.9% 71.3% 67.4%
Colorectal 25.8% 13.8% 23.6%
Surgical Oncology 11.3% 15.0% 9.0%
% Laparoscopic 83.6% 90.0% 93.3% 0.078
Surgery
ASA 1.000
1 0.4% 0.0% 0.0%
2 51.6% 22.5% 38.2%
3 47.6% 67.3% 60.7%
4 0.4% 1.3% 1.1%
continued
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ERAS ERAS Historical

Non-Diabetics DM II DM II
(n =275) (n = 80) (n=2389) P

Clavien Dindo 0.651
Classification
No Complication 78.9% 80.0% 73.0%
Grade | 7.6% 12.5% 14.6%
Grade 11 8.7% 5.0% 7.9%
Grade Illa 2.5% 2.5% 2.2%
Grade I1Ib 2.5% 0.0% 2.2%
Antiemetic Doses 0(0-9) 0 (0-5) 1 (0-13) 1.000
(median, range)
Length of Stay 2 (0-37) 2 (2-33) 2 (1-14) 0.383

(days, median)

Conclusions: Patients with DMII safely tolerated CHO in an ERAS pro-
tocol without requiring more insulin. Complications were not increased
among DMII patients on the ERAS protocol.
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Brief 3. Validation of the American Association for the
Surgery of Trauma (AAST) Anatomic Severity
Grading System for Acute Cholecystitis

*Kenneth Vera, *Kevin Y. Pei, Kevin M. Schuster,
Kimberly A. Davis

Yale School of Medicine, New Haven, CT

Objective: The American Association for the Surgery of Trauma
(AAST) established anatomic grading to facilitate risk stratification
and risk adjusted outcomes in emergency general surgery. Cholecystitis
severity was graded based on clinical, imaging, operative, and patho-
logic criteria. This study validates the AAST anatomic grading system
for acute cholecystitis.

Design: Retrospective cohort study. Grade I is acute cholecystitis, Grade
IT 1s gangrenous or emphysematous cholecystitis, Grade I1I is localized
perforation, Grade IV and V have regional and systemic peritonitis.

Setting: Tertiary, academic, referral medical center.

Patients: 315 patients admitted for acute cholecystitis between 2013 and
2016.

Interventions: None.

Main Outcome Measures: Concordance between the AAST grade and
outcome including mortality, length of stay (LOS), ICU use, and adverse
events.

Results: There was very good interrater (2 independent raters) reliability
for anatomic grading, x = 1.00, p < 0.005. Incidence of complications,
LOS, ICU use, and any adverse event increased with increasing anatomic
grade (Table). When compared to Grade 1 disease, patients with Grade
2 were more likely to undergo cholecystectomy (OR 4.07 [1.93-8.56]),
require ICU use (OR 2.41 [1.31-4.44]) and develop a complication (OR
2.07 [1.22-3.53]). Grade 3 patients were at higher risk of adverse events
(OR 3.83 [1.34-10.94]) and ICU use (OR 8.07 [2.43-26.80]).
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Mean Age Any LOS ICU
Grade n (SD) Female Mortality Complication (IQR) Use
I 219 59.1 54.8% 12 70 3 15.5%
(69.5%) (19.5) (5.5%) (31.9%) (1-5)
II 75 66.6 56.0% 7 37 4 30.7%%*
(23.8%) (16.8) (9.3%) (49.3%)* 2-7)
I 18 70.2 55.6% 3 12 6.5 66.7%*
(5.7%) (11.5) (16.7%) (66.7%)* (5-8)*
\Y 3 61.3 33.3% 2 2 11 66.7%
(1.0%) 8.1) (66.7%)* (66.7%) (2-12)

*p < 0.05 when compared to Grade I disease

Conclusions: AAST severity scores were independently associated with
clinical outcomes in patients with acute cholecystitis. Despite low grade

disease (majority patients were Grade 1 & 2), complications were com-
mon, therefore a refinement of the scoring system may be necessary for
more granular prediction.
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Brief 4. Elevated Incidence of Chronic Deep Vein Thrombosis
in Trauma Patients at a Single Institution

*Tovah Moss, *Andrew Stanley, Ajai Malhotra, *Amy T. Teftt
University of Vermont College of Medicine, Burlington, VT

Objective: The Center for Medicare and Medicaid Services (CMS) has
classified Deep Vein Thrombosis (DVT) as a Hospital Acquired Con-
dition (HAC). CMS can deny payment for the care for DVT unless
it can be demonstrated that the condition was present at admission—
Chronic DVT. While there are no explicitly defined diagnostic criteria
for CDVT, certain Duplex sonographic characteristics can help define a
DVT as non-acute or chronic. The current study evaluates the incidence
of chronic DVT among a population at high risk of DVT—traumatized
patients admitted >2 days.

Design: Retrospective chart review—Duplex scan results.

Setting: ACS verified level-I trauma center at an academic tertiary care
hospital.

Patients: Adult (>18 years) traumatized patients admitted for >2 days.
Interventions: None—retrospective observational study.

Main Outcome Measures: Incidence of chronic DVT among trauma-
tized patients admitted for >2 days.

Results: A total of 8168 patients met entry criteria. Of these, 61 (0.7%)
were positive for lower extremity DVT. Among the 61 patients with
DVT, 45 (73.8%) had acute DVT, 7 (11.5%) had chronic DVT and 9
(14.7%) were indeterminate. Among the 7 patients with chronic DVT
only 2 (28.6%) had a known history of DVT.

Conclusions: A significant proportion (>10%) of DVTs diagnosed dur-
ing acute hospitalization after major trauma are chronic in nature and the
majority of these chronic DVTs are unknown to the patient. This finding
has major implications for policies that can financially penalize hospital
for any DVT that may be diagnosed during acute admission.
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Brief 5. The Impact of Multiple-Service Coverage Shifts on
Quality and Safety in Trauma Care

*Jayson S. Marwaha', *Brian C. Drolet?, Charles A. Adams, Jr.?

'Warren Alpert Medical School of Brown University,
Providence, RI; *Vanderbilt University Medical Center,
Nashville, TN; *Rhode Island Hospital, Providence, RI

Objective: At many trauma centers in the United States, one acute care
surgeon is responsible for overnight coverage of both the emergency
general surgery (EGS) and trauma services. The objective of this study
is to examine the impact of this scheduling phenomenon on the quality
and safety of trauma care.

Design: Retrospective cohort study.
Setting: Academic level 1 trauma center.

Patients: Overnight trauma admissions to an academic Level 1 trauma
center from 2013 to 2015 were studied. Admissions were divided into
two groups based on whether the admitting surgeon covered only the
trauma service (‘“single-call”) or both the trauma and EGS services
(“multiple-service call”).

Interventions: None.

Main Outcome Measures: Four major outcomes (e.g., mortality and
length of stay), five quality metrics (e.g., time to first OR visit and
unplanned transfers to the ICU), and procedural utilization patterns were
compared between groups.

Results: 1,046 admissions were studied. Between single-call and multi-
ple-service call admissions, there were no differences in any major out-
comes. Quality metrics dependent on the admitting surgeon remained
unchanged, including attending timeliness to Level 1A activations (93%
vs. 86%, p = 0.07) and time to first OR visit (331 minutes vs. 363 min-
utes, p = 0.3). There were no differences in the number of laboratory and
imaging studies performed per patient by the admitting surgeon (2.9 vs.
3.0,p=0.4).
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Conclusions: Admissions done by surgeons on multiple-service call had
similar outcomes, quality metrics, and procedural utilization patterns
compared to admissions done by single-call surgeons. Despite concerns
that multiple-service call may be overburdening, time-dependent quality
metrics and studies done during the initial workup remained unchanged.
These findings suggest that simultaneous trauma and EGS service cover-
age by one surgeon is generally safe.

2:30 PM -3:00 PM COFFEE BREAK: VISIT EXHIBITS
& POSTERS
Grand Ballroom Foyer/Gifford
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Scientific Session 11
3:00 PM = 5:00 PM

Grand Ballroom
Moderator: Michael P. Vezeridis

Podium papers 8-minute presentation/5-minute discussion

Brief papers 3-minute presentation/2-minute discussion

+6. Surgical Stabilization of Rib Fractures: A Single
Institution’s Experience

*Erica D. Kane, *Elan Jeremitsky, *Susan Kartiko,
Andrew R. Doben

Baystate Medical Center, Springfield, MA

Objective: Utilization of surgical stabilization for rib fractures (SSRF)
has increased. Despite compelling small studies, many centers still strug-
gle in determining criteria for intervention. We analyzed our patient out-
comes compared to non-operative (NonOp) National Trauma Databank
(NTDB) Controls.

Design: Retrospective comparison of SSRF versus NonOp controls
from the NTDB.

Setting: Level I trauma center.

Patients: Trauma patients with >5 rib fractures and flail diagnosis (ICD
807.4 and AIS predot codes)

Intervention: SSRF versus NonOp.

Main Outcome Measures: Mortality, pneumonia, Length of Stay
(LOS), ICU LOS, ventilator use, tracheostomy rates.

Results: Overall, SSRF patients were older, had worse respira-
tory comorbidities and similar injury severity scores (ISS) (Tablel).
Despite more respiratory disease in SSRF patients versus NonOp (p <
0.0001), ventilator use was lower for SSRF (p = 0.006), as was ICU
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LOS (p = 0.025). SSRF resulted in decreases in mortality (12.8%, p <
0.0001) and pneumonia (12.1%, p = 0.008) compared to NonOp on pro-
pensity score matching. On subgroup analysis of patients >65 years of
age, ISS remained similar between groups (Tablel). Mortality remained
improved for SSRF versus NonOp (p = 0.02) even with worse respira-
tory disease (p < 0.0001).

Conclusion: Patients who underwent SSRF at our institution had
improved outcomes despite worse respiratory comorbidity compared
to patients who were managed non-operatively nation-wide. Mortality
remained improved for age >65 suggesting age should not be restrictive
of intervention.
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+7. Early Thoracic Surgery Consultation Reduces
Length of Stay for Severely Displaced Rib Fractures
*Fariha Sheikh, *Kayla A. Fay, *Ian C. Bostock, Kurt Rhynhart,
*Timothy M. Millington, *D. Joshua Mancini, *David J. Finley,
*Joseph D. Phillips

Phillips Dartmouth-Hitchcock Medical Center, Lebanon, NH

Objective: We sought to evaluate our experience with surgical fixa-
tion to determine if thoracic surgeons should become involved earlier in
treating these injuries.

Design: Review of all patients who underwent rib fixation from April
2011-January 2017.

Setting: Level one trauma center.

Patients: All those who underwent rib fixation.
Interventions: Early rib fixation.

Main Outcome Measures: Patients were evaluated for demographics,
severity of injury, days from injury to consult and to surgery, extubation,
post-operative and hospital length of stay (LOS), and complications.

Results: Forty patients underwent surgical fixation; 11 had respira-
tory failure and 11 met criteria for flail chest. Fractures were acute in
32 patients and 8 had chronic, non-healing fractures. Median days from
acute injury to thoracic consult was 3 (range 0 to 30). Patients who
received a thoracic consult within 4 days of injury had significantly
shorter time from injury to surgery (5 vs 15 days; p <0.001) and hospital
LOS (10.7 vs 21.4 days; p < 0.05). There was no difference in severity of
injury by Revised Trauma Score, days from thoracic consult to surgery,
number of ribs fractured or plated, post-operative time to extubation,
post-operative LOS, or complications associated with surgery.
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Early Versus Late Operative Intervention for Rib Fixation

Early Thoracic  Later Thoracic
Consult (Mean) Consult (Mean) p-value

Age (years) 57 59 0.75
Number of Ribs Fractured 7.8 7.1 0.56
Revised Trauma Score 7.5 7.4 0.92
Injury to Surgery (days) 5.1 15.1 <0.001
Consult to Surgery (days) 3.5 3 0.68
Number of Ribs Plated 34 3 0.42
Post-op Extubation (days) 1.1 0.7 0.68
Length of Stay Post-op (days) 6.6 11.5 0.19
Length of Stay Total (days) 10.7 21.4 0.04

Conclusions: In patients who require operative intervention for mul-
tiple severely displaced rib fractures early thoracic surgery consultation
results in shorter time from injury to surgery and correspondingly shorter
LOS. This suggests that early involvement of thoracic surgeons in the
management of multiple, severely displaced rib fractures leads to shorter
hospital stay and likely more efficient use of healthcare resources.
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+8. Paying the Price: Understanding the Opportunity
Cost of Dedicated Research Time

*Michael P. DeWane, *Daniel C. Thomas, Walter E. Longo,
Peter S. Yoo

Yale School of Medicine, New Haven, CT

Objective: This study quantified the opportunity cost of performing
dedicated research during surgical residency and assessed knowledge of
that impact among current trainees.

Design: Opportunity cost analysis; targeted anonymous survey.
Setting: A large tertiary academic hospital in the Northeast.

Participants: Categorical clinical trainees and research trainees enrolled
in a General Surgery Residency.

Interventions: None.

Main Outcome Measures: Opportunity cost of 1, 2 and 3 dedicated sur-
gical research years by specialty on overall career earnings and the dif-
ference in actual and estimated opportunity cost as estimated by trainees.

Results: A specialty specific economic analysis was performed to deter-
mine the opportunity cost of pursuing dedicated research time in resi-
dency versus completing clinical years uninterrupted. For all specialties,
dedicated research time was shown to negatively affect career earnings.
The net cost was highest among those intending to pursue Cardiotho-
racic Surgery at $2.6 million following 2 years of research and lowest for
those intending to pursue Surgical Oncology at $0.8 million. A total of
26 of 35 (74%) current research residents & clinical residents intending
to perform dedicated research time responded to an anonymous survey.
On average, survey respondents underestimated the impact of dedicated
research time on career earnings by $1.1 million.

Conclusions: Dedicated research time during General Surgery Resi-
dency carries a substantial opportunity cost to overall career earnings.
General Surgery Residents lack an understanding of both the direction
and the magnitude of the opportunity cost of dedicated research time.
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+9. The Impact of an Acute Care Surgery Model on the
General Surgery Service Revenue Stream

*Adam N. Paine, Edward C. Borrazzo, *Bradley L. Krompf,
Ajai K. Malhotra, Mitchell C. Norotsky, *Mitchell H. Tsai

University of Vermont Medical Center, Burlington, VT

Objective: To determine whether the implementation of an Acute Care
Surgery (ACS) service model enables general surgeons to reduce their
afterhours caseload while simultaneously maintaining a stable revenue
stream.

Design: Using WiseOR® (Palo Alto, CA), we extracted surgical cases for
the General Surgery (GS) service one year before and after implementa-
tion of the ACS service at the University of Vermont Medical Center.
Using billing data from the Department of Surgery, we obtained work
Relative Value Units (WRVUs) and full time equivalent (FTE) data for
the GS service during the two-year study period.

Setting: Single center, academic medical center.

Participants: Surgeons covering our institution’s GS service, which
includes colorectal, bariatric, and minimally invasive subspecialties.

Interventions: Implementation of an ACS service.

Main Outcome Measure: The wRVU/FTE ratio for the GS service the
year before and after implementation of an ACS service.

Results: The year prior to the implementation of the ACS service, the
GS service performed an average of 35.6 afterhours cases per month.
The year following implementation of the ACS service, the GS service
had a significant (p <.01) reduction in the number of afterhours cases to
an average of 16.1 per month. The GS service generated 6,911 wRVU/
FTE the year prior to ACS implementation and 6,759 wRVU/FTE the
year following ACS implementation. This —2.2% change 1s well within
the range observed between recent fiscal years, prior to ACS implemen-
tation (—4.0% to +7.0%).

Conclusions: The GS service maintained a stable revenue stream despite
a significant reduction in afterhours cases that followed the implementa-
tion of an ACS service. This reduction in afterhours cases may improve
job satisfaction while allowing surgeons to concentrate on their subspe-
cialty and academic pursuits.
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+10. Clinical Science Second Place Award —
NESS Resident and Fellow Research Day

Sponsored by the NESS Scholars Foundation

Model for End-Stage Liver Disease (MELD)
Underestimates Morbidity and Mortality in
Patients with Ascites

*Matthew Fleming', *Fangfang Liu>® *Yawei Zhang®*,
*Kevin Y. Pei, MD!

Department of Surgery, Yale School of Medicine, New Haven,
CT: “Section of Surgical Outcomes and Epidemiology,
Department of Surgery, Yale School of Medicine, *Beijing 302
Hospital, Beijing, China, New Haven, CT; *Department of
Environmental Health Sciences, Yale School of Public Health,
New Haven, CT

Objective: To evaluate whether the Model for End-Stage Liver Disease
(MELD) accurately predicts morbidity and mortality in cirrhotic patients
with and without ascites undergoing colectomy.

Design: We performed a retrospective review of the National Surgical
Quality Improvement Program (NSQIP) database (2005-2014) to calcu-
late risk adjusted morbidity and mortality of cirrhotic patients with and
without ascites undergoing colectomy for diverticulitis.

Setting: NSQIP participating hospitals.

Patients: Patients with liver disease who underwent laparoscopic or
open colectomy for diverticulitis from 2005-2014.

Intervention: None.

Main Outcome Measures: Adjusted morbidity and mortality following
colectomy stratified by MELD with and without ascites.

Results: There were 21,159 (47.7%) open colectomies and 23,191
(52.3%) laparoscopic colectomies. For each MELD stratum (low,
medium, high), patients with ascites were found to have increased risk
of complications compared to those without ascites, using low MELD
and no ascites as reference (low MELD with ascites OR 1.37 P=0.031,
moderate MELD with no ascites OR 1.49 and P < 0.0001, moderate
MELD with ascites OR 2.53 P <0.0001, high MELD no ascites OR 2.26

+ RPE Eligible Papers
* NESS Non-Members

137




P <0.0001, high MELD with ascites OR 4.61 P <0.0001). These trends
also hold true for mortality (low MELD with ascites OR 4.49 P=0.0069,
moderate MELD no ascites OR 1.75 P < 0.0001, moderate MELD with
ascites OR 8.59 P <0.0001, high MELD no ascites OR 4.04 P> 0.0001,
high MELD with ascites OR 15.36 P <0.0001).

Conclusions: The presence of ascites predicts an increased risk for
perioperative morbidity and mortality for cirrhotic patients undergoing
colectomy for all MELD classifications. These findings suggest that the
MELD score significantly underestimates perioperative morbidity and
mortality as it does not account for ascites.
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+11. Identifying Drivers of Multiple Readmissions
Following Pulmonary Lobectomy

Raymond A. Jean', *Alexander S. Chiu', *Justin D. Blasberg',
*Daniel J. Boffa', *Frank C. Detterbeck', Anthony W. Kim?

Yale School of Medicine, New Haven, CT: °Keck School of
Medicine of USC, Los Angeles, CA

Objective: To identify the prognostic factors and characterize the differ-
ences that drive multiple readmissions following pulmonary lobectomy.

Design: Retrospective cohort study.

Setting: Patients admitted to acute-care hospitals across the United
States between 2013 and 2014.

Patients: The Nationwide Readmissions Database, a nationally-repre-
sentative stratified cluster sample, was queried for patients with a pri-
mary diagnosis of lung cancer who underwent open, robotic (RobATS),
or thoracoscopic (VATS) lobectomy.

Intervention(s): None.

Main Outcome Measure(s): Primary outcome was all-cause readmis-
sion within 90 days from discharge after hospitalization for pulmonary
lobectomy.

Results: Of the 42,514 lobectomies during the study period, 7352
patients (17.3%) were readmitted. Among this group, 1554 patients
(21.1%) had >2 readmissions, with those undergoing RobATS having
a significantly higher rate of >2 readmissions (RobATS 27.5% vs Open
20.8% and VATS 19.8%, p = 0.03). After adjustment for other clinical
and demographic factors, postoperative dysrhythmia (OR 1.46 95%
CI[1.17, 1.82], p = 0.001), postoperative infection (OR 1.48, 95% CI
[1.03, 2.11], p = 0.03) and postoperative sepsis (OR 1.93 95% CI [1.24,
3.00], p = 0.003) during the index hospitalization were associated with
an increased risk of >2 readmissions. Among second readmissions, the
most frequent diagnostic categories were arrhythmia/cardiac disease
(173, 11.1%), pleural effusion or empyema (144, 9.3%), and sepsis (137,
8.8%).
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Predictors for =2 Readmissions after Lobectomy
Variables Odds Ratio| 7 Confidence | 1 e
Interval
Female Sex 0.74 0.62 0.9 0.001
Age >65 Years 0.65 0.51 0.83 0.001
Charlson CI Mild 1.40 1.11 1.76 0.01
Charlson Cl Moderate 1.98 1.43 2.75 <(0.0001
Charlson Cl Severe 1.95 1.47 2.57 <(0.0001
Medicare Insurance Status 1.65 1.24 2.20 0.001
LOS >5 days 1.68 1.40 2.03 <(0.0001
Complications

SVT 1.46 1.17 1.82 0.001
Sepsis/Shock 1.93 1.24 3.00 0.003
Infectious 1.48 1.03 2.11 0.03

Conclusions: RobATS had a significantly higher rate of multiple read-
missions within 90 days, compared to other approaches. Dysrhythmias,
infection, and sepsis during the initial lobectomy hospital stay were
prognostic for multiple readmissions. Further investigation is warranted
into the etiology behind multiple postoperative readmissions.
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+12. The Impact of Race on the Surgical Management of
Adhesive Small Bowel Obstruction

*Alexander S. Chiu, Raymond A. Jean, Kimberly A. Davis,
*Kevin Y. Pei

Yale School of Medicine, New Haven, CT

Objective: Adhesive small bowel obstruction (SBO) accounts for 15%
of surgical admissions. Although some obstructions resolve without sur-
gical intervention, many require adhesiolysis. Both duration of expect-
ant management and eventual operative approach (laparoscopic versus
open) varies in practice, and it is unknown if racial biases influence these
decisions.

Design: Retrospective analysis of the American College of Surgeons
NSQIP database.

Setting: Participating hospitals between 2010-2015.

Patients: 14,626 patients older than 18 years with a diagnosis of adhe-
sive obstruction who underwent laparoscopic or open adhesiolysis, with
or without small bowel resection.

Main Outcome Measures: Adjusted logistic regression models of adhe-
siolysis within 5 days from hospital admission (Eastern Association for
the Surgery of Trauma guidelines) and of undergoing a laparoscopic
operation.

Results: A greater percentage of Black patients waited longer than 5
days for an operation (14.84% vs. 10.82%, p < 0.001) and underwent
open adhesiolysis (77.84% vs. 69.44%, p < 0.001) compared to White
patients. Regression analysis incorporating patient comorbidity, ASA
class, and emergency status demonstrated that Black patients were sig-
nificantly more likely than White patients to wait longer than 5 days for
surgery (OR 1.35 [CI 1.15-1.58]) and less likely to undergo laparoscopic
surgery (OR 0.62 [CI 0.53—0.72]). There was no statistical difference for
Hispanic patients waiting greater than 5 days (OR 1.02 CI [0.76—1.38])
or receiving laparoscopic surgery (OR 1.17 CI1 [0.95—1.44]) compared to
White patients.

Conclusions: Black patients are significantly more likely than White
patients to wait longer than recommended for adhesiolysis and less
likely to undergo laparoscopic surgery for SBO. While the data are lim-
ited by lack of socioeconomic and hospital-level information, the results
suggest that patient race may influence the surgical management of SBO.
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+13. Frailty Predicts Failure to Rescue Following
Thoracoabdominal Surgery

*Catalina Mosquera?, *Timothy L. Fitzgerald',
Dougald C. MacGillivray'

Tufts University Medical Center Maine Medical Center,
Portland, ME; “East Carolina University, Greenville, NC

Objective: The association between frailty and mortality is well docu-
mented, we hypothesized this is secondary to failure to rescue (F2R).

Design: Cohort.

Setting: Hospitals enrolled in ACS NSQIP®.

Patients: Surgical patients.

Interventions: Thoracoabdominal surgery.

Main Outcome Measures: Frailty, complications, and mortality.

Methods: The modified frailty index (MFI) was use to classify patients
as not—(0 points), mildly (1 point), moderately (2 points), and severely
(= />3) frail.

Results: 962,913 were included, majority were non-frail (52.2%) fol-
lowed by mildly frail (33.8%). Complications were noted in 15.3%, major
complications in 9.5%, mortality in 1.8% and F2R in 1.3% of patients. On
multivariate analysis increases in frailty were associated with increases
in the risk of major complications (mildly RR 1.51, moderately RR 2.69,
and severely frail RR 5.63 compared to the non-frail, p < 0.0001), and
death (mildly frail RR 1.84, moderately frail RR 4.44, severely frail
RR 12.4). On univariate analysis, older, males, those undergoing small
bowel interventions, gastric surgery or other procedures, and the frail
were more likely experience F2R, (p < 0.0001). On multivariate analysis
males (RR1.07), those undergoing small bowel intervention (RR 1.91),
gastric surgery (RR 1.83) and other procedures (RR 2.43) compared to
hernia repair were more likely to experience F2R. As the frailty index
increased F2R increased (mildly frail RR 1.48, moderately frail RR 2.41,
and severely frail RR 4.41), p < 0.0001. Components of the MFI were
analyzed separately, measures of impaired functional status were inde-
pendently associated with increased F2R (RR2.91, p <0.0001), whereas,
those measuring co-morbid medical conditions were not.

Conclusion: Increases in frailty independently predicts risk for F2R.
The greatest predictors of F2R in the MFI are those associated with dis-
ability and not medical co-morbidities.
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Brief 6. Combatting Attrition: A Targeted Approach for
General Surgery Residents and a 10-Year Audit in
the Era of Duty Hour Restrictions

*Daniel C. Thomas, *Michael P. DeWane, Walter E. Longo,
Peter S. Yoo

Yale School of Medicine, New Haven, CT

Objective: To evaluate the impact of a targeted approach to decreasing
attrition in a general surgery residency training program.

Design: Review of prospectively collected data from July 1, 2006 to
June 30, 2015.

Setting: A large academic hospital in the northeast.
Participants: Categorical general surgery trainees.

Intervention: The implementation of a tripartite approach targeting 1)
the recruitment & selection process; 2) early engagement and senior
level specialization; 3) resident well-being via a wellness curriculum.

Main outcome: Annualized attrition rate as well as reason for leaving
and ultimate fate of those who left the training program.

Results: Among the 84 residents who began as categorical interns from
20062015, 38% were women. Thirteen of 84 (15.4%) failed to complete
the training program from 2006-2015, representing a 30% decrease from
the preceding 20-year period. Of these, 11 (84%) withdrew, 1 (8%) trans-
ferred, and 1 (8%) was dismissed. All but 1 (92%) continued in graduate
medical education. Four of the 11 (36%) who withdrew, matriculated
into a surgical subspecialty. The overall annualized attrition rate during
the 10-year study period was 3.7%, down from 6.8% in the preceding
20-year period.

Conclusions: Application of a specific strategy aimed toward maximiz-
ing resident satisfaction and retention in the modern era of duty hour
restrictions led to a lower rate of attrition. The majority of residents who
leave remain in graduate medical education and enter a nonsurgical spe-
cialty. Despite an improvement in attrition during the period after our
intervention, we must continue to analyze the root cause of resident attri-
tion and target solutions in the ever-changing environment of graduate
medical education.
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Brief 7. Early Hospital Discharges Are Associated with
Improved Patient Satisfaction and Decreased 30-Day
Readmissions

*Andrew Lambour, *Jesse Columbo, *Nicole Batulis,
*Carolyn Kerrigan, Kari M. Rosenkranz, Sandra Wong

Dartmouth-Hitchcock Medical Center, Lebanon, NH

Objective: To define the relationship between discharge time of day,
30-day readmissions, and Hospital Consumer Assessments of Health
Care Providers and Systems (HCAHPS) survey scores.

Design: Retrospective cohort.
Setting: Tertiary care academic medical center.

Patients: From July 2016 to January 2017 a total of 1,471 patients were
discharged from two surgical units. Of these, 362 (24.6%) completed
HCAHPS responses were evaluated representing discharges from Gen-
eral Surgery (n = 191, 52.8%), Thoracic Surgery (n =51, 14.1%), Urol-
ogy (n =46, 12.7%), and Vascular Surgery (n = 74, 20.4%).

Interventions: NA.

Main Outcome Measures: The primary endpoints were the percent
top-box response, or best possible response, for the HCAHPS domain
related to “speed of discharge” (single question on the speed of the dis-
charge process) and 30-day readmissions. The primary exposure was
actual discharge time of day. Secondary analyses included the relation-
ship between “discharge” and “care transition” responses (five ques-
tions addressing a hospital’s ability to prepare patients for discharge and
patient comprehension of instructions) and 30-day readmissions.

Results: The percent top-box response for “speed of discharge” was
54.6% among all patients. Those discharged prior to 2PM were nearly
twice as likely to give a top-box response (OR 1.91, CI 1.219-3.006,
p < 0.01), indicating that earlier discharges appropriately improved the
patient’s perception of a timely discharge. In addition, those readmitted
were more likely to be discharged later (3PM vs. 2PM, p = 0.03). We
found no relationship between “discharge” or “care transition” responses
and 30-day readmissions.

Conclusions: Patients discharged earlier in the day are more likely to
respond favorably on the HCAHPS survey, and less likely to require
readmission within 30-days. These patients may represent a population
that is less complex and/or better prepared to leave the hospital.
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Brief 8. Experience Matters: Robotic-Assisted Lobectomies
in the National Cancer DataBase

*Brian N. Arnold', *Daniel C. Thomas', ¥*Raja Narayan?,
*Justin D. Blasberg', *Frank C. Detterbeck', *Daniel J. Boffa',
Anthony W. Kim®

Yale School of Medicine, New Haven, CT; “Stanford School of
Medicine, Stanford, CA; *Keck School of Medicine, University
of Southern California, Los Angeles, CA

Objective: Robotic-assisted lobectomy is being performed with greater
frequency in the treatment of lung cancer. Increased use of the robot is
assumed to be associated with improved performance. The objective of
this study is to measure proficiency with robotic-assisted lobectomy.

Design: Case-control.
Setting: National Cancer DataBase.

Patients: Patients undergoing robotic-assisted lobectomy for lung can-
cer from 2010-2014.

Interventions: None.

Main Outcome Measures: Conversion to open, 90-day mortality, hos-
pital experience with robotic lobectomy.

Results: 7,645 robotic-assisted lobectomies were identified from 465
hospitals. The number of new hospitals performing robotic-assisted
lobectomies decreased over time. The new hospitals in each year also
trended toward lower mean volume (2.71 + 2.90 in 2014 vs 3.95 +
5.59 in 2010, p = 0.1602) and were less likely to be academic hospitals
(20.4% in 2014 vs. 41.4% in 2010, p = 0.0226). The overall conversion
rate was 9.2% (702). In a multivariate logistic regression, hospitals in
their 3" through 5™ year of experience had a significantly lower conver-
sion rate than hospitals in their first two years of experience. Increasing
volume by 5 cases per year also decreased the risk of conversion (OR
0.863, CI 0.798-0.934, p = 0.0002). Tumor size >3 cm was associated
with an increased risk of conversion. Patients converted to open had
worse 90-day mortality (8.0%) compared to totally robotic (3.4%, p <
0.0001) and planned open (3.9%, p = 0.0002) procedures in a propen-
sity-matched sample.
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Conclusions: Robotic-assisted lobectomy is associated with a higher
rate of conversion to open lobectomy in the first two years of experi-
ence. Patients who undergo conversion have higher mortality than those
that do not. Further study is needed to identify the optimal approach to
the implementation of robotic technology to minimize the impact of the
learning curve.

5:00 PM - 5:45 PM STATE CAUCUS MEETINGS
Connecticut — Lafayette A South
Maine — Lafayette B South
Massachusetts — Grand Ballroom
New Hampshire — Jefferson
Rhode Island — Reagan
Vermont — Washington

6:00 PM -7:00 PM WELCOME RECEPTION
Conservatory/South Veranda
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SATURDAY, SEPTEMBER 9, 2017

7:00 AM -12:00 PM REGISTRATION
Grand Ballroom Foyer

7:00 AM - 12:00 PM SPEAKER READY ROOM
Franklin

7:00 AM -10:30 AM EXHIBIT HALL HOURS
Grand Ballroom Foyer

SPECIALTY GROUP BREAKFASTS

Sponsored by the Committee on GME & Candidate Membership
7:00 AM - 7:45 AM

Lafayette A Room
Faculty: Resident Autonomy: Where We Are and
Where We’re Going

Anne C. Larkin
Walter E. Longo
Kari Rosenkranz

Lafayette B Room

Faculty: New Changes to Maintenance of Certification
(MOC)

James Whiting

7:00 AM - 8:00 AM CONTINENTAL BREAKFAST
Grand Ballroom Foyer/Gifford
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Scientific Session I11
7:45 AM — 8:25 AM

Grand Ballroom
Moderator: Peter S. Yoo

Podium papers 8-minute presentation/5-minute discussion

Brief papers 3-minute presentation/2-minute discussion

+14. BCL9 Upregulation in Adrenocortical Carcinoma:
A Novel Wnt/B-Catenin Activating Event Driving
Adrenocortical Malignancy

*Taylor C. Brown'?, *Norman G. Nicolson'?, *Reju Korah'?,
*Tobias Carling'*

YYale School of Medicine, Department of Surgery, New Haven,
CT; “Yale Endocrine Neoplasia Laboratory, New Haven, CT

Objective: B-Cell CLL/Lymphoma 9 (BCL9) is a recently identified
oncogene that promotes tumorigenesis via activation of the Wnt/p-
Catenin signaling cascade. Though constitutively active Wnt/B-Catenin
signaling is a molecular hallmark of adrenocortical carcinoma (ACC), a
potential role for BCL9 to promote Wnt/B-Catenin pathway dysregula-
tion and adrenocortical tumorigenesis, remains to be elucidated.

Design: Basic science.
Setting: Tertiary academic referral center.

Patients: Seventeen adrenocortical tumor patients (10 adrenal adenomas
and 7 ACCs) who underwent adrenalectomy during 2003 to 2010.
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Interventions: WNT signaling pathway PCR array analysis queried
comparative expression profiles of canonical WNT pathway components
including BCL9. Real-time quantitative PCR confirmed BCL9 mRNA
expression levels in tumor samples. Tumor BCL9 mRNA expression lev-
els were evaluated for correlation with tumor characteristics. RNAi gene
silencing was performed in ACC cell lines SW-13 and NCI-H295R to
test the potential role for BCL9 on clonal cell growth.

Main outcome measures: Tumor expression levels of BCL9; its asso-
ciation with tumor characteristics, and potential confirmation of its role
in clonal cell growth in vitro.

Results: BCL9 gene expression levels were found to be significantly ele-
vated in ACC compared to normal adrenal tissue (p < 0.05). Furthermore,
a significant correlation was observed between BCL9 mRNA levels and
the malignant status of adrenocortical tumors (p < 0.05). RNAi gene
silencing of BCL9 inhibited clonal cell growth of SW-13 cells (p <0.05),
but not NCI-H295R cells, which carry a constitutively active f-Catenin
mutation.

Conclusions: BCL9 is overexpressed in malignant adrenocortical tumors
and promotes clonal ACC cell growth. These findings suggest that BCL9
amplifications may serve as an alternative driver of constitutive Wnt/j-
Catenin activation in ACC and could represent a potential molecular and
diagnostic marker of tumor malignancy.
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15. Postoperative Conditional Survival Matrix for
Resected Pancreatic Adenocarcinoma

*Timothy L. Fitzgerald', *Lucas Hunter’,

Dougald C. MacGillivray', *Catalina Mosquera?,
*Jimmy Efird?

Tufts University Medical Center Maine Medical Center,
Portland, ME; *East Carolina University, Greenville, NC

Objective: By accounting for time already survived, conditional survival
provides a more accurate measure of future survival than conventional
estimates. Examination of outcomes after successful pancreatectomy for
pancreatic adenocarcinoma allows a better understanding of the long-
term survival.

Design: Cohort.

Setting: Commission on Cancer certified cancer hospitals.
Intervention: Pancreatic resection for adenocarcinoma.
Main Outcome Measure: 90-day conditional survival.

Patients: Patients diagnosed with pancreatic adenocarcinoma, from
2004 through 2012, identified from the NCDB, were included. Data were
utilized to construct a postoperative conditional risk-stratified matrix
that included histopathologic factors and adjuvant therapy for those who
survive 90 days beyond surgery.

Results: A total 0f 44,560 patients (51% male, 54% >65 years of age) pre-
sented with pancreatic cancer. A majority of patients had tumors >2 cm
size (76%), grade I/I1 (65%), and lymphovascular invasion (63%). There
was an association between all factors and adjuvant therapy with three
and five-year survival on univariate and multivariate analysis. The figure
represents the risk matrix for patients’ <65 years of age. As an example,
patient, with early stage cancer (Size <2 cm, Grade I/II, — LN, — Mar-
gins) that received adjuvant therapy had a 62% probability of surviving
beyond three years (95% CI = 61%—-64%). In comparison, if adjuvant
treatment was not received, this patient’s conditional survival probability
decreased to 51% (95% CI = 50%—-53%).
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Characteristics 3 Year' 5 year'
Size Grade Lymph Nodes Margins Adjuvant Tx (95% CI) (95% CI)
=2em LU Negative(-) Negative(-) Yes B62(.61-64) 50 (48-52)
No 51 (50-.53) 38 ((36-40)
Positive (+) Yes A7 (44-.49) .33 ((30-.35)
No 34 (32-37) 21 (.19-23)
Positive (+) Negative (-) Yes A8 (47-.50) 34 (32-36)
No 36 (34-.38) 22 (21-.24)
Positive (+) Yes 31(29-33) 18 (16-19)
No .19(18-.21) .09 (L08-.10)
=2cm II/IV Negative (-) Negative (-) Yes 54 (.52-.55) A0 ((38-42)
No A2 (40-.49) .28 (26-.30)
Positive (+) Yes 36(34-39) .22 ((20-.25)
No 24 (22-.27) A2 (11-.14)
Positive (+) Negative (-) Yes 38 (36-40) 24 (22-26)
No .26 (.09-.46) .14 (12-.15)
Positive (+) Yes 21(19-.23) J10(09-11)
No 11 (10-.13) .04 (.03-.05)
>2em LI Negative(-) Negative(-) Yes 53 (.52-.55) 30 (38-41) n
No 42(46-56) | 27(26-29) :EI
Positive (+) Yes 36(34-38) | .22(20-24) c
No 24(22-26) | .12(11-14) )
Positive (+) Negative (-) Yes 38(37-.39) 24 (23-25) g
No 26(2427) | .14 (12-15) <
Positive (+) Yes 21(20-.22 10 (09-11)
No 11(10-.12) .04 (.03-.05)
=2cm III/IV Negative (-) Negative (-) Yes A4 (42 45) 29 (27-30)
No 31(30-33) | .18(16-19)
Positive (+) Yes 26(24-28) | .14(12-1%)
No A5(14-.17) .06 (L.05-.07)
Positive (+) Negative (-) Yes 28(.26-.29) 15 (14-.16)
No 17(15-18) | .07 (06-08)
Positive (+) Yes 13(11-14) | .046 (040-.053)
No .05 (047-.063)| .014 (.011-.017)

Conclusions: These results provide surgeons and their patients with
more accurate information regarding long-term survival, as well as the
benefit of adjuvant therapy for all patients after successful pancreatic
resection.
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+16. A Guideline for Discharge Opioid Prescriptions After
Inpatient General Surgical Procedures

*Maureen Hill, *Ryland Stucke, *Sarah Billmeier,
*Julia Kelly, Richard J. Barth

Dartmouth-Hitchcock Medical Center, Lebanon, NH

Objective: Evaluate discharge opioid prescribing practices and patient
home opioid use after inpatient general surgical procedures.

Design: Patient survey.
Setting: Academic medical center.

Patients: 265 patients discharged home after hospital admission for bar-
iatric, foregut, liver, pancreas, ventral hernia and colon surgery.

Interventions: Letter and phone survey.
Main Outcome Measure: Home opioid use.

Results: Post-discharge opioid use information was obtained from 74%
of patients. 44% of prescribed opioid pills were taken; <2% of patients
required refills. When analyzed by operation type, there was no signifi-
cant difference in the mean number of pills taken after discharge. 15
opioid pills satisfied the opioid needs of 80% of patients discharged on
post-operative day (POD) 1 or 2. For patients discharged after POD
2, 60% took no opioids the day prior to discharge; 27% took 1-3 and
11% took 4 or more pills. For patients discharged after POD2, the num-
ber of pills taken was related to the number taken the day prior to dis-
charge (Spearman correlation coefficient 0.53, p <0.0001). 80% of these
patients’ home opioid requirements would be satisfied using the follow-
ing guideline:

Opioid Prescriptions After Inpatient General Surgical Procedures

Pills Taken Day Prior to Discharge Discharge Prescription Pill Number
0 0
1-3 10
4+ 30
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If these guidelines were used, the number of opioid pills prescribed
would be decreased by 35% for patients discharged on POD 1-2 and by
57% for patients discharged after POD 2.

Conclusions: For patients undergoing surgeries which require hospital
admission, post-discharge opioid use is better determined by inpatient
opioid use than by operation type. Utilization of a proposed guideline
could decrease opioid prescriptions by half and effectively treat patients’
pain.
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+17. Post-Discharge Opioid Use After General and
Orthopedic Surgery
*Mayo H. Fujii', *Ashley C. Hodges?, *Ruby L. Russell?,
*Kristin Roensch', *Bruce Beynnon?, *Thomas P. Ahern?,
*Jesse S. Moore!, *S. Elizabeth Ames!, *Charles D. MacLean'

YUniversity of Vermont Medical Center, Burlington, VT;
“University of Vermont Larner College of Medicine,
Burlington, VT

Objective: To identify the amount of opioid used after common sur-
geries and whether patients received non-opioid pain management and
opioid disposal instructions.

Design: Survey and retrospective chart review of patients 5—7 days after
discharge with possible follow-up one week later.

Setting: A 340-bed academic medical institution.

Patients: Consecutive sample of general and orthopedic surgery patients.
We enrolled 559 patients meeting the following eligibility criteria: one
of ten most common procedures, age 18 years or older, uncomplicated
recovery. Of these, 243 were excluded for refusal to participate, inability
to communicate by phone or complication after enrollment. Data were
collected on 304 patients.

Interventions: A 10-minute telephone survey inquiring about amount
of opioid used and discharge instructions. Prescription details were
obtained by chart review.

Main Outcome Measure: Proportion of opioid prescription used, cal-
culated using standard morphine milligram equivalent (MME) dose
conversions.

Results: Response rate was 58% and 93% of patients received an opi-
oid. Most commonly prescribed opioids were oxycodone (44%) and
hydromorphone (44%). Median proportion of opioid used was 26% of
the prescribed amount, or 38 MMEs, across all procedures. Only 21% of
patients received instructions on medication disposal and 84% received
instructions on non-opioid pain management. Results not listed here
include additional patient demographics and procedure-specific findings
(Table).
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Conclusions: Many patients were instructed on non-opioid pain man-
agement and used less than 30% of the opioid prescribed after surgery,
however few patients received instructions on proper disposal of excess
opioid medication. Informed prescribing and disposal practices would
minimize unused opioid in the community.

8:25 AM -8:40 AM INTRODUCTION OF NEW

MEMBERS
Grand Ballroom
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Paper of the Year &
Scientific Session IV

8:40 AM - 10:10 AM
Grand Ballroom

Moderator: Robert J. Touloukian

Podium papers 8-minute presentation/5-minute discussion

Brief papers 3-minute presentation/2-minute discussion

18. PAPER OF THE YEAR: Comparison of a Lymph
Node Ratio-Based Staging System with the 7"
AJCC System for Gastric Cancer Analysis of 18,043
Patients from the SEER Database

Chandrajit P. Raut, Jiping Wang', Sam S. Yoon?, Ping Dang,
Prakash K. Pandalai, Ugwuji N. Maduekwe, David W. Rattner?,
Gregory Y. Lauwers

'Brigham and Women's Hospital; “Massachusetts General
Hospital

Objectives: The American Joint Committee on Cancer (AJCC) staging
system for gastric cancer bases N status on absolute number of meta-
static nodes, regardless of the number of examined nodes. We examined
a modified staging system utilizing node ratio (Nr), the ratio of meta-
static to examined nodes.

Methods: A total of 18,043 gastric cancer patients who underwent
gastrectomy were identified from the US Surveillance, Epidemiology,
and End Results (SEER) database. A training set was divided into 5 Nr
groups, and a TNrM staging system was constructed. Median survival
and overall survival, based on 7% edition AJCC and TNrM staging sys-
tems, were compared, and the analysis was repeated in a validation set.

Results: Median examined nodes were 10 to 11. For the training set,
overall survival for all 5 AJCC N categories was significantly different
when subgrouped into 15 or fewer versus more than 15 examined nodes,
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but overall survival was similar regardless of the number of examined
nodes in 4 of 5 Nr categories. Seven AJCC stages had statistically dif-
ferent overall survival between subgroups, whereas only 1 TNrM stage
had statistically different overall survival between subgroups. When
misclassification was defined as any subgroup in which median survival
fell outside the 95% confidence interval of the group’s overall median
survival, AJCC staging misclassified 57% of patients and TNrM staging
misclassified only 12%. Similar results were found in the validation set.

Conclusions: The AJCC system classifies SEER gastric cancer patients
into stages in which subgroups often have wide variations in survival.
For patients undergoing limited lymph node analysis, the proposed
TNrM system may predict survival more accurately.
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19. Pregnancy and Motherhood During Surgical
Training: Results of a Nationwide Survey of
General Surgery Residents

Erika L. Rangel, *Marguerite Changala, *Manuel Castillo-
Angeles, Douglas S. Smink, *Gifty Kwakye, *Adil H. Haider

Brigham and Women’s Hospital, Boston, MA

Objective: Although family priorities influence specialty selection and
resident attrition, few studies describe resident perspectives on preg-
nancy during surgical training. The goal of this study was to directly
assess the resident experience of childbearing and motherhood during
training.

Design: 74-question survey distributed through the Association of
Women Surgeons, the Association of Program Directors in Surgery, and
targeted social media platforms.

Setting: Web-based survey.

Participants: Female residents and practicing surgeons who had >1
child during clinical (non-research) training in a U.S. general surgery
residency, graduating after 2007.

Interventions: None.

Main Outcome Measures: Perceptions on work schedule during preg-
nancy, maternity leave duration and policies, lactation and childcare sup-
port, and the desirability of a surgical career after childbirth.

Results: 272 women met inclusion criteria. Most worked an unmodified
schedule until birth and received <6 weeks’ maternity leave. 80% felt
this was inadequate, citing the American Board of Surgery leave policy
as a major barrier. Breastfeeding was important to nearly all, but 56%
stopped earlier than desired due to poor access to lactation facilities and
perceptions of stigma. Institutional support for childcare was inadequate
for 97%. 43% strongly considered leaving surgical residency, and 32%
would discourage female medical students from a surgical career, spe-
cifically due to difficulties of childbearing during training.
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Surgery Resident Perceptions on Pregnancy and Motherhood During Clinical
Training
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Conclusions: The challenges of having children during surgical resi-
dency may have significant workforce implications. A deeper under-
standing is critical to prevent attrition and continue recruiting talented
students. This survey is an important step in characterizing these issues
to help design interventions to support childbearing residents.
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20. Unnatural Selection: The Recent Evolution of
Pediatric Surgery in the United States, 2005-2014

*Daniel A. Reich', *Katherine W. Herbst', Brendan T. Campbell®

YConnecticut Children’s Medical Center, Hartford, CT;
“Connecticut Children’s Medical Center/University of
Connecticut Health Center, Hartford/Farmington, CT\

Objective: To determine whether the breadth of surgical cases being
performed by pediatric surgeons in the United States has become less
diverse over time.

Design: Retrospective Cohort.

Setting: Non-profit, tertiary care pediatric hospitals participating in the
Pediatric Health Information System database.

Patients: Patients <12 years who underwent one of nine common out-
patient surgical procedures between January 2005 and December 2014.
Patients undergoing concurrent procedures, and procedures performed
by surgeons other than pediatric surgeons, urologists, or otolaryngolo-
gists were excluded.

Main Outcome Measures: Temporal trends in the proportion of proce-
dures performed by pediatric surgeons.

Results: Procedures were identified by ICD-9 code and grouped into
three categories: 1) Abdominal (anal fistulotomy, umbilical hernior-
rhaphy, port placement), 2) Head/neck (thyroglossal duct cyst excision,
branchial cleft excision, cervical lymph node excision), 3) Genitouri-
nary (inguinal herniorrhaphy, orchiopexy, circumcision). Included were
194,026 procedures, 36,729 (19%) abdominal, 9,371 (5%) head/neck,
and 147,926 (76%) genitourinary. Pediatric surgeons performed nearly
all of the abdominal procedures which demonstrated little temporal
change. Head/neck and genitourinary procedures showed a significant
downward trend for pediatric surgeons during the study period (p <
0.001). Head/neck cases performed by pediatric surgeons declined from
56.3% to 35.8%, while the proportion performed by otolaryngologists
rose from 43.7% to 64.1%. Similarly, the proportion of genitourinary
cases fell from 48.0% to 31.7% for pediatric surgeons, and increased
from 52.0% to 68.0% for urologists.
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Conclusions: The breadth of cases performed by pediatric surgeons has
evolved significantly over time. These data provide relevant and action-
able information for pediatric surgical workforce planning in the United
States.
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+21. Same Day Versus Next Day Appendectomy: An
Assessment of Outcomes in 50,093 Patients

James M. Healy, Robert Cowles, *Doruk Ozgediz,
Emily Christison-Lagay, *David Stitelman, Michael G. Caty,
*Daniel G. Solomon

Yale, New Haven, CT

Objective: Major complications following pediatric appendectomy are
rare, therefore a population-level study is necessary for adequate power
to detect outcome differences between patients who undergo appendec-
tomy on hospital day 0 (HDO) or day 1 (HD1). In this study, a large
administrative database is employed to identify if complications, length
of stay, and charges are different when appendectomy is performed on
HD1 versus HDO.

Design: Retrospective analysis—2012 Kids’ Inpatient Database.
Setting: National sample.

Patients: Pediatric inpatients.

Interventions: Appendectomy.

Main Outcome Measures: Postoperative complications, percutaneous
drain placement, TPN, central line placement, discharge with services,
length of stay, mortality, total charges.

Results: From 3,200,000 admissions, incidental appendectomies were
excluded and only cases of acute appendicitis with and without perito-
nitis (ICD-9 540.0 and 540.9) where appendectomy was performed on
HDO or HD1 were included (N = 50,093). Of these 50,093 cases, 80%
were performed on HDO (n = 40,097) and 20% on HD1 (n = 9,996). No
significant differences were identified in rates of sepsis, ileus, wound
complications, or mortality. Rates of urinary complications [OR = 1.38
(1.18-1.62), p < 0.001), hemorrhage [OR = 1.68 (1.40-2.03), p < 0.001),
pulmonary complications [OR = 1.38 (1.14-1.67), p = 0.001), percuta-
neous drain placement [OR = 1.48 (1.11-1.98), p < 0.001), TPN [OR =
2.47 (2.00-3.06), p < 0.001), central line [OR = 2.51 (2.14-2.94), p <
0.001), need for services [OR = 1.32 (1.07-1.65), p = 0.011), length of
stay (3.0 vs. 2.1 days, p <0.001), and total charges ($33,988 vs. $29,970,
p < 0.001) were significantly increased in patients with appendectomy
on HDI.
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Conclusions: The optimal timing of appendectomy remains unsettled.
Patients who underwent appendectomy on HD1 instead of HDO accrued
longer lengths of stay, higher charges and more complications. However,
this correlation between surgical timing and outcomes cannot imply cau-
sality, and multicenter prospective controlled studies would be required
to further explore this issue.
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+22. Influence of Time to Appendectomy and Operative
Duration on Hospital Cost in Children with
Uncomplicated Appendicitis

*Stephanie K. Serres, *Dionne A. Graham, *Charity C. Glass,
*Danielle B. Cameron, *Seema P. Anandalwar, Shawn J. Rangel

Boston Children’s Hospital, Boston, MA

Objective: The goal of this study was to examine the influence of time
to appendectomy (TTA) and operative duration (OD) on hospital cost as
surrogate measures of timeliness and perioperative efficiency.

Design: Retrospective, multi-center cohort analysis. TTA (ED presenta-
tion to incision) and OD were obtained from the ACS NSQIP-Pediatric
Appendectomy Pilot Database and merged with cost data from the Pedi-
atric Health Information System Database.

Setting: 14 children’s hospitals (1/2013—-12/2014).
Patients: Children with uncomplicated appendicitis (n = 2,116).
Interventions: N/A.

Main Outcome Measures: Multivariate regression was used to examine
the influence of TTA and OD on hospital cost while adjusting for patient
and hospital-level characteristics.

Results: Median hospital TTA and OD was 8.3 hours (IQR:6.1-9.2) and
37 minutes (IQR: 33-43), respectively. Longer TTA was associated with
higher total and room-associated costs, with the longest quartile associ-
ated with 23% higher total cost ($1,589/case, RR:1.23, CI:1.14-1.32,
p =<0.001) and 53% higher room-associated cost ($906/case, RR:1.53,
CI:1.35-1.74, p = <0.001) compared to the shortest quartile. Longer OD
was the more significant contributor to total cost overall, with the longest
quartile associated with 38% higher total cost ($2,512/case, RR:1.38,
CI:1.27-1.5, p <0.001) and 27% higher OR-associated cost ($960/case,
RR:1.27, CI:1.22—-1.34, p < 0.001) compared to the shortest quartile.
Across all hospitals, the influence of TTA and OD on cost were found to
be independent but potentiating effects (Figure).
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Heat Map of Cost by Operative Duration
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Conclusions: Increased TTA and OD were independently associated
with increased hospital cost, with OD being the most significant driver
of cost variation. Identification and dissemination of best practices from
high-efficiency hospitals may provide high yield strategies for improv-
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Brief 9. Are Surgeons Reluctant to Accurately Report
Intraoperative Adverse Events? A Prospective Study
of 1,989 Patients

*Thomas Peponis, *Josefine S. Backgaard, *Jordan D. Bohnen,
*Kelsey Han, *Jarone Lee, *Noelle Saillant, *Daniel D. Yeh,
*Peter J. Fagenholz, *David R. King, *Marc A. de Moya,
George C. Velmahos, Haytham M.A. Kaafarani

Massachusetts General Hospital, Boston, MA

Objective: The true incidence of intraoperative adverse events (iAEs)
remains unknown. We aimed to evaluate whether surgeons are willing to
voluntarily and accurately report 1AEs.

Design: Prospective cohort.
Setting: Tertiary academic center.

Patients: All patients undergoing abdominal surgery between January
and July 2016 were included. At the end of surgery, using a secure RED-
Cap database, the surgeon was given the Institute of Medicine definition
of 1AE and asked whether an iAE occurred. Blinded reviewers then sys-
tematically examined all operative reports for iAEs.

Main Outcome Measures: The response rate and the 1AE rate reported
by surgeons were calculated. The latter was compared to the rate of iAEs
detected by operative report review. The severity of iAEs was assessed
based on a previously validated 1AE classification system.

Results: A total of 1,989 operations were included. The surgeons’
response rate was 72%, reporting 1AEs in 107 operations (7.5%). Of
those 1AEs, 26 (24.3%) were not described in the operative report. The
operative report review revealed 1AEs in 417 operations (21%). The sur-
geons’ response rate was similar in operations with and without 1AEs
(70% versus 72%, p = 0.28), but they underreported low severity 1AEs.
Table 1 shows that surgeons reported only 13.2% of class I compared to
35.3%, 36.8%, and 55.6% of injury classes II, III, and IV respectively
(p <0.001).
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Table 1

iAEs per iAEs Reported
Operative Report by Surgeons, n/N
Class* Description Review, N (%)**
I Injury requiring no repair within 273 36/273 (13.2)
the same procedure (e.g., small
vessel ligation)
I Injury requiring surgical repair, 85 30/85 (35.3)
without organ removal or a
change in the originally planned
procedure (eg, any suture repair)
I Injury requiring tissue or organ 19 7/19 (36.8)
removal with completion of the
originally planned procedure
v Injury requiring a significant 9 5/9 (55.6)
change and/or incompletion of the
originally planned procedure
v Missed intraoperative injury 27 0/27 (0)
requiring re-operation within
7 days
VI Intraoperative death 4 3/4 (75.0)

*Derivation and validation of a novel severity classification for intraoperative adverse events.

J Am Coll Surg. 2014; 218(6): 1120—8. ** Of the 107 iAEs that were reported by surgeons, 26 were
not described in the operative reports.

Conclusions: Surgeons systematically underreported iAEs especially
those of lower severity. This is potentially related to the absence of a
clear iAE definition and/or their personal interpretation of their clinical
significance.
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Brief 10. Improvements in Breast Cancer Characteristics
Associated with Bariatric Surgery

*Keyvan Heshmati, *Elisha Pranckevicius, *Ali Ardestani,
*David A. Harris, Ali Tavakkoli, Eric Sheu

Brigham and Women’s Hospital, Boston, MA

Objective: Bariatric surgery is associated with reduced cancer risk. We
assessed the impact of bariatric surgery on breast cancer biology, treat-
ment, and outcomes.

Design: Retrospective, case-control study.
Setting: Academic tertiary center.

Patients: 44 patients diagnosed with breast cancer (1999-2015) after
bariatric surgery were matched based on age, pre-bariatric surgery body
mass index (BMI), menopausal status, and date of cancer diagnosis to 88
obese patients with breast cancer who have no bariatric surgery.

Main Outcome Measures: BMI, cancer stage and pathology at diag-
nosis, surgery, medical therapy, recurrence, and disease-specific mortal-
ity were collected from medical records. Analysis was performed in R,
using conditional logistic regression, student’s t-test, and Chi test.

Results: Breast cancers, diagnosed post-bariatric surgery, presented at
an earlier stage, compared to control (Table 1). Further, human epider-
mal growth factor receptor-2 positive (HER2+) tumors were markedly
reduced in the surgery group. No differences were seen in estrogen or
progesterone receptor expression. Surgical approaches and outcomes
were unchanged, but in the bariatric surgery group, chemotherapy and
radiation were used less frequently (Table 2). There were trends toward

reduced cancer specific recurrence and mortality post-bariatric surgery
(Table 2).
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Table 1: Patient and Breast Cancer Characteristics

Bariatric
Surgery Control OR
(n=44) (n = 88) (95% CI)* p-value

Age (year) 54.95 55.15 0.91
BMI Pre-bariatric 45.72 NA 0.23**
surgery (kg/m?)
BMI at Breast cancer 34.61 44.26
diagnosis (kg/m?)
Menopause (%) 63 63 1
Stage (%) 0 11 15 0.03

I 57 36

I 21 32

I & 11 17

v
LN+ (%) 25 50 0.29
Tumor size (cm) 1.50 2.14 0.03
ER + (%) 89 89 2.32 0.14

(0.75-7.18)
PR + (%) 82 73 1.96 0.19
(0.70-5.45)

HER2 + (%) 14 44 0.12 0.001

(0.03-0.44)

Abbreviations: OR, odds ratio; CI, confidence interval, BMI, body mass index; ER +, estrogen
receptor positive; PR+, progesterone receptor positive; LN+, lymph node positive breast cancer.

*Qdds ratio represents outcomes of conditional logistic regression. Student’s t-test and Chi?

analysis was used where appropriate.

**Comparison between BMI pre-bariatric surgery in bariatric surgery group and BMI at breast

cancer diagnosis in controls.
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Table 2: Cancer Treatment and Outcomes

Bariatric
Surgery Control OR
(n=44) (n =88) (95% CID)* p-value
Breast conserving therapy (%) 59 53 1.44 0.36
(0.65—3.20)
Re-excision (%) 34 46.5 0.71 0.42
(0.30—1.64)
Chemotherapy (%) 29.5 52 033 0.01
(0.13—0.83)
Radiotherapy (%) 59 84 0.21 0.008
(0.006—-0.66)
Recurrence (%) 7 17 0.30 0.13
(0.06—1.45)
Cancer specific mortality (%) 2 9 0.26 0.22
(0.03—2.21)

Abbreviations: OR, odds ratio; CI, confidence interval
*Qdds ratio represents outcomes of conditional logistic regression
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Conclusions: In the obese patient with breast cancer, previous bariatric
surgery 1s associated with the development of lower stage, HER2 nega-
tive tumors, which require less chemo- and radio-therapy. These find-
ings suggest bariatric surgery may influence breast cancer biology and
outcomes.
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Brief 11. Stimulation of the M1 Muscarinic Acetylcholine
Receptor Induces Mucosal Growth in the Murine
Small Intestine

*Chasen J. Greig, *Lucy Zhang, Robert A. Cowles
Yale School of Medicine, New Haven, CT

Objective: The role of muscarinic acetylcholine signaling in small
intestinal mucosal homeostasis is under active investigation. Using both
in-vitro and in-vivo approaches, data suggest a role for cholinergic sig-
naling in mucosal homeostasis and proliferation. We have demonstrated
the presence of the muscarinic acetylcholine receptor subtype Ml
(M1-mAChR) within the intestinal crypt base in the intestinal stem cell
niche. We therefore hypothesized that in-vivo stimulation of this receptor
using a specific M1-mAChR agonist would result in intestinal mucosal
growth.

Design: With institutional approval, wild-type C57Bl/6 mice were
treated with the M1-mAChR-specific agonist McN-A-343. Intestinal
segments were then procured and used to make H&E-stained histologic
sections. Villus height (VH), crypt depth (CD), villus width (VW) and
crypt width (CW) were measured and used to calculate mucosal surface
area (MSA). Student’s t-test with p < 0.05 was considered significant.

Interventions: McN-A-343 was delivered via subcutaneous mini-
osmotic pump for seven days. Control mice received saline-filled pumps.

Main Outcome Measures: Morphometric parameters VH, CD, VW and
CW were measured and used to determine MSA per mm? serosa using a
previously described mathematical model.

Results: McN-A-343 treatment resulted in significant increases in mor-
phometric parameters and MSA. Values for wild-type vs. McN-A-343-
treated mice were as follows: VH-205 £ 4 um vs. 248 + 3 um*, CD—-46 +
I umvs. 79 2 um*, VW—60 = 2 um vs. 65 +£2 um, CW-33 £ 1 um vs.
36 £ lum*, and MSA-39 £ 2 mm? vs. 48 £ 2 mm? *. Asterisk = p < 0.05.
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Conclusions: Stimulation of the M1-mAChR results in intestinal epithe-
lial growth with a corresponding increase in mucosal surface area in the
murine intestine. Given the presence of the M1-mAChR in the intestinal
stem cell niche, this pathway may mediate proliferative signals between
enteric nerves and intestinal stem cells.

10:00 AM -10:30 AM COFFEE BREAK WITH POSTER
SESSION, VISIT EXHIBITS
Grand Ballroom Foyer/Gifford
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POSTERS

*P1. Minimally Invasive Versus Open Surgery in Gastric
Adenocarcinoma—A Propensity Score Matched
Analysis

*Omidreza Tabatabaie, *Gyulnara Kasumova,
*Stijn van Roessel, *Sing Chau Ng, Jonathan F. Critchlow,
Jennifer F. Tseng

Beth Israel Deaconess Medical Center, Boston, MA

Objective: To compare the outcomes of minimally invasive (MIS) ver-
sus open gastric resections for adenocarcinoma.

Design: Retrospective cohort study.
Setting: National Cancer Database queried 2010-2013.

Patients: Adults, with gastric adenocarcinoma. Patients with unknown
surgical approach, resection margin, number of lymph nodes examined,
or tumor size were excluded.

Interventions: MIS versus open surgery based on Intention to treat. Pro-
pensity score matching used to adjust for selection bias.

Main Outcome Measures: Overall survival, resection margins, and
number of lymph nodes harvested.

Results: Of 17,299 patients identified, 4094 (23.7%) underwent MIS, of
which 572 (14%) were robotic. Before matching, and compared to those
with open procedures, patients who underwent MIS were more likely
to be male (67.6% vs 64.4%), treated at an academic center (57.4% vs
43.1%), have a tumor size <40 mm (48.2 vs 41.3%) be at clinical stage
I or IT (28.1% and 24.6% vs 23.0% and 22.2%, respectively), receive
neoadjuvant chemotherapy (27.7% vs 23.2%), neoadjuvant radiother-
apy (20.7 vs 15.0%), have private insurance (36.5% vs 34.2%), and be
younger (age>73; 32.2% vs 34.5%) (all p-values <0.05). After match-
ing all baseline differences disappeared. After matching, patients who
underwent MIS vs open were more likely to have negative margins
(89.3% vs 87.0%; p-value = 0.0012). They were also more likely to
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have >15 lymph nodes examined (51.3% vs 48.0%; p-value = 0.0023) as
well as a better median overall survival (49.4 vs 44.1 months; log-rank
p-value = 0.0075). There were no differences in 30- and 90-day mortality
rates (3.3% vs 3.9% and 6.9% vs 7.8% with P-values of 0.20 and 0.47;
respectively).

Conclusions: MIS is safe and effective for surgical management of gas-
tric adenocarcinoma.
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*P2. Are We Undertreating Intramuscular Rectal Cancer?

*Anne M. Dinaux, *Lieve G.J. Leijssen, Hiroko Kunitake,
Liliana G. Bordeianou, David L. Berger

Massachusetts General Hospital, Boston, MA

Objective: To determine whether early stage patients with rectal can-
cer should receive neo-adjuvant treatment. Intramuscular rectal tumors
without obvious nodal involvement do not receive neo-adjuvant therapy
at this time, however, the outcomes of patients with more advanced dis-
ease who have excellent responses to treatment and are found to have
minimal residual disease may do better than patients with early stage
disease who proceed directly to resection.

Design: Retrospective analyses on prospectively maintained, IRB
approved dataset.

Setting: Tertiary care center.

Patients: Patients with pT1NOMO-tumors were compared to patients
with ypTONOMO-tumors, whereas pT2NOMO-patients were compared
to ypTINOMO- and ypTONOMO-patients. All patients in this consecu-
tive series received an RO-resection at a single institution between
2004-2015. Patients who developed distant metastases within 30 days
of resection were excluded.

Main Outcome Measures: Disease recurrence and survival.

Results: pT2NO-patients (n = 33) demonstrated significantly shorter
median recurrent disease free survival (18.4 months [95% CI:6.9-50.1])
than ypT1NO-patients (n = 17, 58.1 months [95% CI: 21.8-98.3]; P =
0.012) and ypTONO-patients (n = 58, 43.9 months [95% CI: 14.3-73.9];
P =0.015). Overall survival was 24.6 months (95% CI: 9.0-72.6) versus
59.0 (95% CI: 23.1-103.8; P = 0.044) and 59.8 months (95% CI: 17.7—
87.6; P =0.033), respectively. See Figuresl and 2. There were no sig-
nificant differences in outcomes between ypTONO- and pT1NO-patients.
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Conclusions: pT2NO-patients had significantly worse long-term out-
comes than ypTO/TINOMO-patients, which suggests that patients with
an intramural tumor might benefit from neoadjuvant therapy.
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*P3. Local Excision Versus Radical Resection for 1 to
2 cm Carcinoid Tumors of the Rectum: A National
Cancer Database Analysis

*Adam C. Fields, *Rebecca E. Scully, *Lily Saadat,
*Joel E. Goldberg, Ronald Bleday, *Nelya Melnitchouk

Brigham and Women’s Hospital, Boston, MA

Objective: The optimal surgical management for 1 to 2 cm, nonmeta-
static rectal carcinoid tumors remains unknown. Our goal is to investi-
gate overall survival and operative outcomes in patients who underwent
local excision versus radical resection of rectal carcinoid tumors.

Design: Retrospective review of national database.
Setting: National data.

Patients: The National Cancer Database (2004-2013) was used to iden-
tify patients with nonmetastatic rectal carcinoid tumors who underwent
local excision (i.e. excision, polypectomy) or radical resection (i.e. low
anterior resection, abdominoperineal resection). There were 274 patients
in the local excision group and 47 patients in the radical resection group.

Main Outcome Measures: The primary outcome is overall survival.
Chi-square and Wilcoxon rank-sum tests were carried out for bivariate
analysis and a Cox Proportional-hazards model was used to determine
predictors of survival.

Results: There were no differences in demographics between the two
groups. Patients who underwent radical resection had higher stage, grade,
and size of tumor. Patients undergoing local excision had higher rates of
positive margins (8.23% vs. 0%, p = 0.04). There were no deaths within
30 days in either group but patients who had radical resection had longer
median hospital length of stay (0 vs. 3 days, p < 0.01) After adjusting
with cox proportional hazards modeling, no difference was seen in sur-
vival between the two patient groups (HR:2.39, 95% CI:0.85-6.70, p =
0.10; Table 1).
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Table 1: Cox Proportional Hazards Model for Risk of Death Predictor
95% Confidence

Hazard Ratio Interval P Value
Radical Resection 2.39 (0.85-6.70) 0.10
Male 1.94 (0.76-4.96) 0.17
Age 1.09 (1.05-1.14) <0.01
Charlson Score 2.36 (0.84-6.65) 0.10
Positive Margins 1.09 (0.14-8.70) 0.93
Tumor Grade 1.14 (0.38-3.42) 0.82

Conclusions: There is no survival benefit to radical resection of 1 to
2 cm, nonmetastatic rectal carcinoid tumors. This suggests that local
excision may be a feasible option for small rectal carcinoid tumors.
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*P4. Multimodal Analgesia with Liposomal Bupivacaine
and Pharmacologic Intervention Reduce Parenteral
Opioids Use and Length of Hospital Stay After
Colectomy

Victor E. Pricolo, *Patrick Fei, *Scott Crowley,
*Virginia Camisa, *Matteo Bonvini

Southcoast Health System, Fall River, MA

Objective: To evaluate the impact of a focused enhanced recovery pro-
tocol (ERP), which included targeted pharmacologic interventions and
multimodal analgesia management, on postoperative parenteral opioids
use (PPO) and length of hospital stay (LOS).

Design: Before-after and non-randomized control trial.
Setting: General community hospital.

Patients: 109 consecutive patients undergoing elective segmental
colectomy.

Interventions: Group 1 (n = 39): patients from surgical team 1 imple-
menting ERP; group 2 (n = 34): time-matched controls from team 2 not
using ERP; group 3 (n = 36): historical controls from team 1 before
introduction of ERP. Cases for the three groups were compiled by gen-
der, age, ASA class, diagnosis, right or left colectomy, laparoscopic/
robotic (lap) or open technique.

Main Outcome Measures: Utilization of PPO overnight and overall,
incidence of postoperative ileus, LOS, 30-day readmission rate.

Results: Overnight average PPO use in mg of hydromorphone analgesic
equivalents was: 1.78 in group 1, vs 5.15 in group 2 (p <0.0001), vs 4.36
in group 3 (p = 0.0006). Total average PPO use was 2.69 in group 1, vs
16.17 in group 2 (p < 0.0001), vs 10.30 in group 3 (p = 0.0017). Nine
patients in group 1 received no PPO. Average LOS in days for group 1
was 2.31 (lap = 2.11, open = 2.82), vs 6.32 for group 2 (lap = 4.38, open
=7.52) (p < 0.0001), vs 4.08 for group 3 (lap = 3.38, open = 5.06) (p
< 0.0001). Five patients in group 1 had 1-day LOS. There were 2 ileus
cases in group 1 (5.3%), 7 in group 2 (20.6%), and 5 in group 3 (13.9%).
There were no 30-day readmissions in group 1.

Conclusions: A targeted ERP for elective colectomy proved feasible and
effective in reducing PPO, ileus and LOS, with very favorable cost and
safety profile.
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*Ps. Characterization of Three-Dimensional
(3D)-Bioprinted Intestinal Patches

*Brian Wengerter, *Peter Geibel, *Taras Lysyy,
*John Geibel

Yale School of Medicine, New Haven, CT

Objective: Short bowel syndrome is defined as decreased functional
small intestine due to surgical intervention or in rare cases pathophysi-
ologic dysfunction. Since intestinal transplantation is often not a thera-
peutic option, alternative sources of material for intestinal repair and
replacement are needed. We present the feasibility of using a three-
dimensional (3D) bioprinter to manufacture intestinal patches.

Design: Patches were printed on an Organovo MMX 3D bioprinter using
rat vascular smooth muscle and fibroblast cells suspended in a hyal-
uronic acid and gelatin matrix. Patches were used to repair enterotomies
of rat small and large intestine using cyanoacrylate surgical adhesive.
The segments were perfused both apically and basolaterally to assess for
integrity and stability.

Setting: This study was conducted in a BSL-2 laboratory and appropri-
ate animal facilities.

Patients: Sprague-Dawley rats were used for this project. No human
subjects or cells were involved.

Interventions: Large and small intestinal enterotomy patch repair.

Main Outcome Measures: Patch repairs are inspected for gross evi-
dence of failure. Repair integrity is evaluated by assessing for leakage of
a fluorescent dye into the extraluminal space.

Results: Enterotomies were easily closed using biopatches and cyano-
acrylate sealant, with no evidence of gross defect. Luminal integrity was
demonstrated by no leakage of fluorescent tracer up to flow rates of 615
mL/min, which represent supraphysiologic transit rates.

Conclusions: Bioprinted intestinal patches can successfully seal enter-
otomies in Vvitro and tolerate supraphysiologic transit rates, making them
promising candidates for in vivo repair of intestinal defects.
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*Po. Kidney Transplant with and without Native
Nephrectomy for Polycystic Kidney Disease: Results
of the National Inpatient Sample and the Rationale
for a Two-Staged Procedure

Raymond A. Jean, *Mehida Alexandre, Peter S. Yoo
Yale School of Medicine, New Haven, CT

Objective: To compare the outcomes of patients with Polycystic Kidney
disease (PCKD) who underwent kidney transplantation (KT) with/with-
out concurrent native Nephrectomy (KTN).

Design: Retrospective cohort study.

Setting: Patients admitted across the United States between 2000 and
2014.

Patients or Other Participants: The Nationwide Inpatient Sample
(NIS) between 2000 and 2014 was examined for a diagnosis of PCKD
with evidence for KT or KTN.

Intervention(s): None.

Main Outcome Measure(s): Logistic regression, adjusting for age, sex,
comorbidity, and region, was used to compare groups for the need for
blood transfusion, the development of postoperative complications, and
the need for critical care interventions.

Results: A total of 4003 hospitalizations were identified, which was
representative of 19,302 weighted discharges nationally. In total, 17,625
(91%) surgeries were KT alone, while 1677 (9%) were KTN. In adjusted
logistic regression models, KTN demonstrated significantly higher odds
for requiring blood transfusion (OR 2.06, 95% CI [1.44, 2.96], p <
0.0001), the incidence of postoperative complications (OR 1.44, 95% CI
[1.05, 1.96], p = 0.02) and the need for critical care interventions (OR
1.44, 95% CI [1.07, 1.95], p = 0.02). Other significant predictors for
blood transfusion included female sex (OR 1.76, 95% CI [1.45, 2.13],
p <0.0001), age over 61 years (OR 1.62, 95% CI [1.24, 2.12], p=0.001)
and Charlson comorbidity score >4 (OR 1.62, 95% CI [1.07, 2.12], p =
0.02).
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Conclusions: Among patients with PCKD, in comparison to kid-
ney transplantation with native nephrectomy, KT-alone represents a
decreased risk for negative postoperative outcomes. A two-staged proce-
dure should be considered to minimize untoward impact on the allograft.
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*P7. Development of Biologically-Inspired Pleural
Sealants

*Alexander K. Riveron, *Nathan Gasek, *Zachary Phillips,
*Loic Fabricant,*Daniel J. Weiss

University of Vermont Medical Center, Burlington, VT

Objective: Pneumothorax is a frequently encountered pathology for
which treatment has not changed significantly since the advent of the
chest tube over 100 years ago. Bronchopleural fistula, a related but less
frequent pathology, is difficult to manage and lacks effective treatment
options. Currently available pleural sealants are cuambersome and limited
in their application to pulmonary resections. Thus, our objective was to
develop a novel pleural sealant.

Design: Using an ex vivo porcine lung injury model, we investigated
biologically-inspired polymers for use as pleural sealants. Materials
such as alginates and chitosan were tailored for application as a liquid
or aerosol applied to the pleural surface of the lung, where they were
crosslinked to form a solid patch to seal an air leak. Additionally, these
materials were applied as pre-formed dry patches to the external surface
of an injured lung.

Setting: University of Vermont Medical Center, Biomedical Engineering.
Patients: N/A.
Interventions: N/A.

Main Outcome Measured: Air leak after repair of ex vivo porcine lung
injury.

Results: The materials tested showed varying degrees of adhesive-
ness and material strength. Alginate functionalized with dopamine was
extremely adhesive to the pleura but lacked optimized material strength.
Chitosan functionalized with protocatechuic acid, as well as a combina-
tion of oxidized and methacrylated alginates created airtight seals for
over 24 hours.

Conclusions: Multiple biopolymers proved effective as pleural sealants.
Future directions include application with an in vivo rat surgery model.
We also plan to explore other uses for these materials, including rein-
forcement of gastric staple lines and repair of tracheoesophageal fistulas.
Additionally, we are exploring the incorporation of stem cells into these
materials to promote wound healing.

* Poster of Distinction
* NESS Non-Members

184



*P8. Converting Laparoscopic Surgery in Colon Cancer
Has No Greater Effect Than Planned Open Surgery

*Lieve G.J. Leijssen, *Anne M. Dinaux, Hiroko Kunitake,
Liliana G. Bordeianou, David L. Berger

Massachusetts General Hospital/Harvard Medical School,
Boston, MA

Objective: Laparoscopic surgery is well established as a safe and techni-
cally feasible procedure in the treatment of colon cancer. However, con-
version rates remain high and research on the outcomes of conversion is
limited. This study aimed to evaluate the impact of conversion to open
surgery in patients with colon cancer on short-term outcomes.

Design: Retrospective review of a prospective maintained database.
Setting: Tertiary care center.

Patients: All patients who underwent an elective non-multivisceral
resection for colon cancer between 2004—2014. Patients were stratified
into three groups: completed laparoscopic surgery (LS), open surgery
(OS), and conversion to open surgery (CS).

Interventions:
Main Outcome Measures: 30-day morbidity and mortality.

Results: Of all 1019 patients, 320 patients underwent LS (31.4%), 662
underwent OS (65.0%), and 37 CS 3.6%). The conversion rate was
10.4%. The two most common reasons for conversion were adhesions
(29.7%) or tumor size (16.2%). Conversion was associated with male
gender and transverse tumors. Converted patients had more stage-III-
node positive disease in comparison to both OS and LS (P < 0.05).
Length of stay, complications during admission, and readmission rate
were significantly lower for LS patients compared to both CS and OS
(P0.05). Short-term outcomes were comparable between OS and CS.

Conclusions: Short-term outcomes after conversion were significantly
worse compared to LS, but were comparable to planned open surgery.
This study underlines that conversion can be considered as a simple
drawback in the treatment of colon cancer, not as either detrimental or a
complication per se.
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*P9. Prophylactic Ureteral Stenting in Patients
Undergoing Laparoscopic Colectomy: Revisiting
Traditional Practice

*Valerie L. Luks, *Jonathan Merola, *Brian N. Arnold,
Christopher Ibarra, *Kevin Y. Pei

Yale School of Medicine, New Haven, CT

Objective: Prophylactic placement of ureteral stents is performed dur-
ing open colectomy to aid in ureteral identification and enhance detec-
tion of injury. The effects of this practice in laparoscopic colectomy are
unknown. This study evaluated outcomes of ureteral stenting in laparo-
scopic colectomy.

Design: Retrospective cohort.
Setting: Tertiary academic medical center.

Patients: 578 consecutive patients undergoing elective laparoscopic col-
ectomy from 2014-2016 for malignant (49%) or non-malignant indica-
tions (51%).

Main Outcome Measures: Primary outcome measures included inci-
dence of ureteral injury. Secondary outcomes included mortality, length
of stay, procedural duration, urinary complication (hematuria, dysuria
and UTI), and cost of hospitalization.

Results: Prophylactic stents were placed in 219 (38%) patients who
underwent laparoscopic colectomy. Two ureteral injuries occurred
(0.3%), both in patients who underwent ureteral stent placement (p =
0.95), and were repaired intraoperatively. There was no in-hospital mor-
tality. When accounting for age-adjusted Charlson co-morbidity score,
procedural indication, gender, BMI and extent of resection, no difference
in hospital length of stay (p = 0.59) was noted comparing patients with
and without stenting. However, stent placement prolonged OR times (p =
0.04) and increased indirect hospitalization costs by $2,586 (p <0.0001).
There was no difference in urinary symptoms after stent placement in
the overall cohort (OR = 1.57, 95% CI = 0.74-3.29, p = 0.24), though
the incidence was significantly increased after stent placement in those
patients undergoing colectomy for malignancy (OR = 3.37, 95% CI =
1.20-9.43, p =0.02).
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Conclusions: In this study, ureteral injuries only occurred in those with
stent placement. In patients undergoing laparoscopic colectomy, ureteral
stenting is associated with longer operative times and greater indirect
hospitalization costs, without notable differences in the incidence of ure-
teral injury. Prospective studies are needed to determine the benefits of
ureteral stenting in patients undergoing elective laparoscopic colectomy.
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*P10. Stage I Colorectal Cancer: One Name for Two
Different Diseases

*Lieve G.J. Leijssen, *Anne M. Dinaux, Hiroko Kunitake,
Liliana G. Bordeianou, David L. Berger

Massachusetts General Hospital/Harvard Medical School,
Boston, MA

Objective: Colon (CC) and rectal cancer (RC) differ in etiology, meta-
static patterns and treatment response. However, both cancers are often
analyzed together. The aim of this study is to assess the differences
between early stage CC and RC, looking at both short- and long-term
outcomes.

Design: Retrospective analyses.
Setting: Tertiary care center.

Patients: All non-neoadjuvantly treated pathological AJCC stage I colon
and rectal cancer patients who underwent surgery between 2004-2014.

Main Outcome Measures: Clinicopathological differences and long-
term oncological outcomes.

Results: A total of 360 CC and 94 RC patients were included. CC
patients had a significantly higher Charlson-score, were older (mean
66.8 vs. 62.8, P <0.01), and more often urgently admitted (P < 0.05). RC
patients had a longer surgery duration (128 vs. 186 minutes, P < 0.001),
and a higher readmission and 30-morbidity rate (P < 0.01). CC patients
had more High grade tumors, HLMH1 and HPMS2 loss in immunohis-
tochemical staining, and less RO resections (94.4% vs. 100%) (P < 0.03).
Kaplan-Meier curves for recurrent disease, whether local or distant, was
significantly different with an estimate five-year disease free-survival
(DFS) 0 99.4% for CC versus 86.9% for RC patients (P = 0.008). Over-
all survival rates were comparable, although there was a trend toward
worse five-year survival for RC (87.7%) versus CC (95.8%) (P =0.618).
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Conclusions: This study underlines essential differences between stage
I colon and rectal cancer patients, with a higher 30-day morbidity and a
shorter five-year disease free survival for RC patients. Research focus-
ing on colorectal cancer should take the differences within these two
diseases into account.
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P11. Clinical Science First Place Award — NESS Resident
and Fellow Research Day

Sponsored by the NESS Scholars Foundation

Surgical Management of Gallbladder Cancer: Simple
Versus Extended Cholecystectomy and the Role of
Adjuvant Therapy

*Gyulnara G. Kasumova, *Omidreza Tabatabaie,
Mark P. Callery, *Andrea Bullock, *Ayotunde B. Fadayomi,
*Sing Chau Ng, Robert Fisher, Jennifer F. Tseng

Beth Israel Deaconess Medical Center, Boston, MA

Objective: Since many are discovered incidentally at laparoscopic cho-
lecystectomy, we sought to assess if adjuvant therapy could provide out-
comes comparable to extended cholecystectomy.

Design: Retrospective review.
Setting: National Cancer Data Base 2004-2013.

Participants: Patients with pT2/T3 gallbladder adenocarcinoma who
underwent resection.

Interventions: Adjuvant therapy was defined as chemotherapy, with or
without radiotherapy, within 90 days of surgery.

Outcome: Baseline characteristics compared by chi-square. Kaplan-
Meier method used to compare overall survival. One-to-one propensity
score matching for the receipt of adjuvant therapy was used to account
for confounders.

Results: 5,891 patients were identified, of whom 28.4% (1674) received
adjuvant therapy. The majority, 88.9% (5239), had a simple cholecystec-
tomy. Patients who received adjuvant therapy versus surgery alone were
more likely to: be younger (age >66; 50.8% vs. 24.5%), have private
insurance (37.4% vs. 20.5%), have no comorbidities (69.9% vs. 62.0%),
have pT3 disease (54.1% vs. 39.4%), positive lymph nodes (39.4% vs.
21.9%), have positive resection margins 40.8% vs. 34.1%), and have
extended cholecystectomy (15.4% vs. 9.3%) (all p-values <0.0001).
Median overall survival was longer for all patients undergoing radical
versus simple surgery (15.8 vs. 13.1 months; p = 0.0477). However,
median survival was significantly longer for radical surgery with adju-
vant therapy (21.7 months) than cholecystectomy with adjuvant (15.6
months), which was significantly longer than either simple (12.2 months)
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or extended cholecystectomy (10.4 months) alone (all log-rank p>0.01).
After propensity score matching, there were no differences in baseline
or tumor characteristics and results of survival analyses remained robust.

Conclusions: Adjuvant therapy prolongs short term survival after resec-
tion of T2/T3 tumors. Cholecystectomy with adjuvant therapy is supe-
rior to extended resection alone in the short term and may serve as a
potential alternative to re-resection in select individuals.
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P12. Basic Science First Place Award — NESS Resident
and Fellow Research Day

Sponsored by the NESS Scholars Foundation

Heparin Impairs Compensatory Lung Growth

by Sequestering VEGF into Extracellular Matrix
and Reducing Mitogenic Signaling of the Vascular
Endothelial Growth Factor Receptor 2

Duy T. Dao!, *Lorenzo Anez-Bustillos', *Jared Ourieff’,
*Amy Pan', *Hiroko Kishikawa', *Paul D. Mitchell?,
*Gillian L. Fell', *Meredith A. Baker', *Hong Chen',
*Michael S. Rogers', *Randolph Watnick',

*Diane R. Bielenberg', Mark Puder’

Vascular Biology Program and Department of Surgery,
Boston Children’s Hospital, Boston, MA, *Clinical Research
Center, Biostatistics Core, Boston Children’s Hospital,
Boston, MA

Objective: Children with hypoplastic lung diseases such as congenital
diaphragmatic hernia often require extracorporeal membrane oxygen-
ation and systemic heparinization. Mixed data suggest that heparin can
impair angiogenesis. This study aims to investigate the interactions of
heparin with VEGF and its effects on organ growth in a model of com-
pensatory lung growth (CLG).

Design: Human lung microvascular endothelial cells (HMVEC-L) were
plated on Matrigel®-coated plates in basal EBM-2 medium + 0.5%
fetal bovine serum and starved for 24 hours. Cells were then treated
with VEGF-165 in different heparin concentrations ranging from 0 to 1
unit/ mL. Activation of VEGFR2 was determined with Western blot after
5 minutes of incubation. Cell density was measured with a tetrazolium
salt assay after 3 days of incubation. Eight-week old C57B16 male mice
underwent left pneumonectomy and were randomized into two groups.
The control group received 100 microliters of intraperitoneal (IP) normal
saline daily. The heparin group received 500 units/kg of IP heparin every
12 hours for the first 48 hours followed by every 24 hours. Mice were
euthanized on post-operative day 4 for lung volume measurement. Mor-
phometric analyses were performed with a point-counting technique.
Frozen lung tissue was used for Western blot and polymerase chain reac-
tion (PCR) array of the VEGF receptor (VEGFR?2) signaling pathway.
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Outcome: Lung volume measurements Morphometric analyses Protein
and mRNA expression studies Activation and mitogenic activity assays.

Results: Compared to the absence of heparin, heparin at 0.5 and 1
unit/ mL decreased VEGF’s activation of VEGFR2 (P < 0.05 and P <
0.01, respectively) and mitogenic activity on HMVEC-L (P < 0.01 and
P < 0.001, respectively). Compared to the control group, mice in the
heparin group displayed lower lung volume/body weight (0.054 + 0.001
vs. 0.049 £ 0.001 mL/g, P < 0.05), septal surface area (17.2 £ 0.9 vs.
14.1 £ 0.7 cm?/g, P < 0.05) and alveolar density (3.1 £ 0.2 vs. 2.6 £ 0.1
x107 per cm?®, P < 0.05). Lungs of heparinized mice displayed increased
VEGEF tissue levels (P < 0.001), reduced P-Y1175-VEGFR2 (P < 0.05)
(pro-mitogen pathway), and increased P-Y1214-VEGFR2 (P < 0.05)
(pro-migration pathway) compared to the control group. PCR array
of VEGFR?2 signaling cascade showed more than 2-fold reduction in
mRNA level of the mitogen-activated protein kinase (MAPK) genes in
the heparin group compared to the control group.

Conclusions: Systemic heparin sequestered VEGF into lung tissue and
caused a shift in VEGFR2 signaling from a pro-mitogen to a pro-migra-
tion pathway. As a result, heparin impaired CLG as evident by decreased
lung volume, septal surface area, and alveolar density. These findings
raise concern for the clinical use of heparin in the setting of organ growth
or regeneration.
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P13. Basic Science Second Place Award - NESS Resident
and Fellow Research Day

Sponsored by the NESS Scholars Foundation

Detection of Tumor-Specific Mutations in Plasma
DNA: A Potential Biomarker for Monitoring Cancer
Treatment Response and Recurrence

*Matthew Egyud', *Jennifer Jackson', Emiko Yamada',
*Anders Stahlberg?, Stefan Filges?, *Paul Krzyzanowski?,
*Virginia Litle!, *Lincoln Stein*, *Tony Godfrey'

'Boston Medical Center, Boston, MA; “University of
Gothenburg, Gothenburg; *Ontario Institute for Cancer
Research, Toronto, ON, “Ontario Institute of Cancer Research,
Toronto, ON

Objective: The goal of this study is to determine if cancer can be
detected, and treatment response and recurrence can be monitored with
plasma-based assays to detect circulating tumor DNA (ctDNA). Mul-
tiple studies to date have demonstrated utility of detection of ctDNA as a
diagnostic and prognostic biomarker. However, little literature exists on
liquid biopsy for esophageal adenocarcinoma (EAC) and head and neck
squamous cell carcinoma (HNSCC), thus this remains an unmet need
with significant therapeutic implications. We developed a novel approach
using molecular barcodes to detect mutant alleles with frequencies below
1%, and are using this to evaluate liquid biopsy for monitoring treatment
response and post-surgical recurrence of EAC and HNSCC.

Design: Cohort Study—DNA from patients with EAC and HNSCC
was sequenced using targeted gene panels to identify tumor mutations.
Assays with molecular barcodes were designed to identify these muta-
tions in plasma, and sequencing libraries subsequently prepared and
analyzed.

Setting: General community.

Participants: Patients with evidence of EAC and HNSCC were iden-
tified for study. 74 patients with EAC and 13 patients with HNSCC
consented to participate. 25 EAC and 13 HNSCC patients had blood col-
lected longitudinally throughout treatment, while 49 EAC patients had
blood collected at a single time point. Patients from both cancer groups
were classified by AJCC7 stage at the time of diagnosis, and patients
from all stages were enrolled.
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Outcome: Identification of, and quantification, among plasma DNA,
mutations of interest found in the primary tumor.

Results: Actionable mutations were identified in tumor samples from
42 EAC patients and 5 HNSCC patients. To date, plasma from 34 EAC
and 5 HNSCC patients has been analyzed. Of these, 17 EAC patients
and 4 HNSCC patients have positive detections in their initial sample.
Mutations in plasma DNA can be identified in all stages of EAC, with
increasing detection rates with more advanced stage. Two EAC and
three HNSCC patients have longitudinal samples analyzed. Of the EAC
patients, one demonstrates detectable ctDNA prior to clinical recur-
rence, and a second undergoing chemoradiation demonstrates correla-
tion of amount of ctDNA to changes in imaging findings. Of the HNSCC
patients, one patient demonstrated detectable ctDNA three weeks after
surgery, which preceded recurrence and rapid clinical decline. Two oth-
ers demonstrated undetectable ctDNA post-op and remained disease-free
for over one year.

Conclusions: Tumor DNA can be detected in plasma of patients with
EAC using ultra-sensitive sequencing. Early results in EAC and HNSCC
show applications for rapid monitoring of response to therapy, monitor-
ing for recurrence, and prognostication. Additional patient samples have
been collected, enrollment continues, and work to elaborate on these
findings is ongoing.
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P14. Preoperative Endoscopic Retrograde Cholangio-
Pancreatography (ERCP) As a Risk Factor for
Surgical Site Infections After Laparoscopic
Cholecystectomy

*Thomas Peponis, *Nikhil Panda, *Trine G. Eskesen,
*David G. Forcione, *Daniel D. Yeh, *Noelle Saillant,
Haytham M.A. Kaafarani, *David R. King, *Marc A. de Moya,
George C. Velmahos, *Peter J. Fagenholz

Massachusetts General Hospital, Boston, MA

Objective: To evaluate whether preoperative Endoscopic Retrograde
Cholangio-Pancreatography (ERCP) with sphincterotomy increases the
risk of surgical site infections following laparoscopic cholecystectomy.

Design: Retrospective study (2010-2016).
Setting: Academic hospital.

Patients: Patients who were older than 18 and had a laparoscopic or a
laparoscopic converted to open cholecystectomy for complicated bili-
ary tract disease (choledocholethiasis, cholangitis, acute cholecystitis,
or gallstone pancreatitis) were included. We compared those who had a
preoperative ERCP with sphincterotomy to those who did not. Stepwise
logistic regression was used to identify independent predictors of surgi-
cal site infections.

Main Outcome Measure: The rate of surgical site infections in patients
with and without preoperative ERCP.

Results: A total of 640 patients were included. Of them, 122 (19.1%)
received preoperative ERCP and 518 (80.9%) did not. The ERCP patients
were older (median age 59 versus 46, p < 0.001) and more frequently
males (54.1% versus 36.7%, p < 0.001). Their preoperative diagnoses
were also different compared to non-ERCP patients (choledocholethiasis
[35.2% versus 7.0%], acute cholecystitis [31.2% versus 76.4%], gall-
stone pancreatitis [20.5% versus 16.2%], and cholangitis [13.1% versus
0.4%], p < 0.001). The rate of surgical site infections was higher in the
preoperative ERCP patients (11.5% versus 4.0%, p = 0.005) and their
hospital length of stay was longer (median of 4 versus 3 days, p <0.001).
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In the multivariable analysis, conversion to open (odds ratio =2.57, 95%
confidence interval = 1.06-6.21, p = 0.037) and preoperative ERCP
(odds ratio = 3.12, 95% confidence interval = 1.34-7.22, p = 0.008) were
the only independent predictors of surgical site infections.

Conclusions: Preoperative ERCP increases the risk of surgical site infec-
tions threefold in patients undergoing laparoscopic cholecystectomy for
complicated biliary tract disease.
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P15. Predictive Factors for Reoperation After Graham
Patch Repair of Perforated Duodenal Ulcer: A
NSQIP Analysis

Mehida Alexandre, Raymond A. Jean, *Alexander S. Chiu,
*Kevin Y. Pei

Yale University School of Medicine, New Haven, CT

Objective: To identify predictive factors for reoperation after Graham
patch repair for perforated duodenal ulcers.

Design: Retrospective case-control study.

Setting: Pyloric and duodenal channel perforations are the most com-
mon site of ulcer perforation and are functionally grouped as duode-
nal perforations. Graham patch closure is the most common method of
surgical repair of perforated ulcers. Emergency surgery for perforated
ulcers has a 6-30% risk of mortality and is associated with severe mor-
bidity and repair failure. Clinical predictors of reoperation after surgical
management of perforated ulcers have not been elucidated.

Patients: Using data from the American College of Surgeons National
Surgical Quality Improvement Program (ACS-NSQIP) between 2012
and 2015, patients with a diagnosis code for perforated duodenal ulcer
and underwent Graham patch repair were selected.

Interventions: None.

Main Outcome Measures: Predictors of unplanned reoperation.

Table 1
Preoperative
Risk Factor Odds Ratio 95% Confidence Interval
Bleeding Disorder 2.3 1.0 4.9
Sepsis/Septic Shock 2.1 1.1 4.1
Ventilator Dependence 5.2 2.2 12.6
Morbid Obesity (BMI > 30) 2.2 1.2 4.1
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Appendix A: Preoperative Covariates for Predictive Model

RBC Transfusion within

Age 72 Hours Before Surgery
Sex Renal Failure

Ascites Sepsis or Septic Shock
Bleeding Disorder Steroid use at time of surgery

Chronic Obstructive Pulmonary Disease Tobacco use at time of surgery

Congestive Heart Failure Underweight (BMI > 18)

Diabetes (Insulin or Non-Insulin Ventilator Dependence

dependent)

Dialysis Weight Loss > 10%

Disseminated Cancer Serum Creatinine >2 within 72 hours

before operation

Dyspnea on Exertion or at Rest INR > 1.5 within 72 hours before
operation

Hypertension requiring medication WBC > 16,000 or <4000 within 72 hours
before operation

Morbid Obesity (BMI > 30) Dysnatremia (>150 or <130) within

72 hours before operation

Partially or Totally Dependent Functional =~ Anemia (HCT <30) within 72 hours
Status before operation

Preoperative Wound Infection

Results: A total of 603 patients met inclusion criteria. There were 59
(9.8%) unplanned reoperations. Stepwise logistic regression for re-
operation resulted in four statistically significant covariates remaining in
the model: bleeding disorder (OR 2.3, 95% CI [1.0, 4.9]), preoperative
sepsis/septic shock (OR 2.1, 95% CI [1.1, 4.1]), preoperative ventilator
dependence (OR 5.2, 95% CI [2.2, 12.6]), and morbid obesity (OR 2.2,
95% CI[1.2,4.1]).

Conclusions: Omental patch repair of duodenal perforation is associated
with a 9.8% re-operation rate. Bleeding disorder, sepsis/shock, ventilator
dependence, and morbid obesity predicted increased risk of unplanned
reoperation.
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P16. Withdrawn

P17. Diagnostic Peritoneal Lavage Is Highly Accurate in
Determining the Need for Emergent Laparotomy

*Andrea M. Steely, *Alia F. Whitehead, Ajai K. Malhotra
The University of Vermont Medical Center, Burlington, VT

Objective: In critically ill patients with an equivocal abdominal exami-
nation, Computed Tomography (CT) is the standard of care for diagnos-
ing or ruling out acute intra-abdominal pathology requiring emergent
laparotomy. Despite its accuracy, CT can be falsely negative (very small
area of necrotic bowel), falsely positive (non-specific pneumatosis), or
cannot be performed (patient instability; contrast allergy, etc). The cur-
rent study evaluates the accuracy of Diagnostic Peritoneal Lavage (DPL)
in determining need for emergent laparotomy in critically ill patients
with equivocal clinical+CT presentation.

Design: Prospective interventional study.
Setting: Academic tertiary care hospital.
Patients: Critically ill adult (>18 years) patients.
Interventions: Diagnostic peritoneal lavage.

Main Outcome Measures: Correlation of DPL cytology with need for
emergent laparotomy.

Results: During the 15 month study period ending February 2017, 6
critically ill patients with equivocal abdomen underwent DPL to deter-
mine the need for emergent laparotomy. DPL effluent fluid was exam-
ined for peritoneal leuko-sequestration with positive result defined as
nucleated cells >500/mm® and/or DPL fluid nucleated cell:red blood
cell ratio > peripheral blood ratio. 3/6 (50%) patients had positive DPL
prompting urgent laparotomy. 2/3 (66%) were true positives (small area
of trans-mural necrosis of ascending colon: 1; and gangrenous cholecys-
titis: 1) and 1/3 (33%) false positive (colitis with no trans-mural necro-
sis). Remaining 3/6 (50%) were true negatives (benign clinical course:
1; and negative laparotomy/autopsy: 2). Sensitivity, specificity, positive
and negative predictive values of DPL in predicting need for emergent
laparotomy were 100%, 75%, 66%, and 100%, respectively.

Conclusions: In critically ill patients with possible intra-abdominal
catastrophe requiring emergent surgery and with a CT scan that is either
non diagnostic or cannot be performed, DPL is highly accurate in deter-
mining the need for emergent laparotomy.
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P18. Influence of Intraoperative Findings on Outcomes
and Resource Utilization in Children with
Appendicitis: Implications for an Evidence-
Based and Public Health Relevant Definition for
Complicated Disease

*Danielle B. Cameron', *Patrice Melvin!, *Dionne A. Graham',
*Stephanie K. Serres', *Seema Anandalwar', *Charity C. Glass',
*Brian D. Kenney?, *Jacqueline M. Saito®, *Douglas C. Barnhart”,
Matt Hall®°, Shawn J. Rangel’

'Boston Children's Hospital, Boston, MA; “Nationwide
Children s Hospital, Columbus, OH; *Division of Pediatric
Surgery, Washington University School of Medicine, St. Louis,
MO; *Primary Children’s Hospital, University of Utah, Salt
Lake City, UT; *Children’s Hospital Association, Lenexa, KS

Objective: To characterize the influence of intraoperative findings
on adverse events and resource utilization as a means to establish an
evidence-based and public-health relevant definition for complicated
appendicitis.

Design: Retrospective cohort study using intraoperative findings and
outcome data from the ACS NSQIP-Pediatric Appendectomy Pilot
Database and cost data from the Pediatric Health Information System
database. Logistic regression was used to examine the influence of four
candidate intraoperative findings (visible hole [ VH] in the appendix, dif-
fuse fibrinopurulent exudate [DFE] extending outside the RLQ/pelvis,
abscess, and free-floating fecalith) on outcomes after controlling for
eachother and patient and hospital-level characteristics. Uncomplicated
appendicitis (absence of all four findings) was used as a reference for
each analysis.

Setting: 13 free-standing children’s hospitals.

Patients: Patients ages 3 to 18 years who underwent appendectomy
from 1/1/2013-12/31/2014 (n = 2,768).

Main Outcome: Outcomes included cumulative hospital cost and length
of stay (from index and revisit encounters), and 30-day postoperative
rates of SSI and hospital revisits.
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Results: Candidate findings were reported in 785 (28.4%) cases, with
multiple findings reported in 41.8%. The most common findings included
DFE alone (26.2%), followed by VH alone (16.9%), DFE+VH (16.8%),
and abscess alone (10.1%). Each finding was independently associated
with higher cost and worse outcomes compared to patients with uncom-
plicated appendicitis (Table).

Conclusion: All four intraoperative findings were associated with worse
outcomes and higher cost compared to uncomplicated appendicitis. Each
finding should be considered an independent criterion for differentiating
complicated from uncomplicated appendicitis for the purpose of com-
parative performance reporting and reimbursement considerations.
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P19. The Prognostic Effect of Downstaging in Patients
with Metastatic Rectal Cancer Operated for Cure

*Anne M. Dinaux, *Lieve G.J. Leijssen, Hiroko Kunitake,
Liliana G. Bordeianou, David L. Berger

Massachusetts General Hospital, Boston, MA

Objective: To determine whether downstaging of T- and/or N-stage has
beneficial effects on outcomes of patients with rectal cancer with liver
metastases. Current guidelines do not recommend neoadjuvant radio-
therapy when a patients has Stage IV disease, while downstaging by
neoadjuvant therapy in non-metastatic rectal cancer has shown to result
in better outcomes.

Design: Retrospective analyses of a IRB approved dataset.
Setting: Tertiary care center.

Patients: Patients with rectal cancer metastatic to the liver, who received
neoadjuvant radiotherapy and were operated on with curative intent
between 2004-2015. All patients received a liver resection for metasta-
ses prior to/during/after the rectal resection.

Main Outcome Measures: Disease specific and overall mortality and
survival duration.

Results: A total of 37 patients were included, in whom 11 downstaging
of T- and/or N-stage was achieved due to the administration of neoad-
juvant radiotherapy. Downstaged patients had non-significantly higher
rates of disease specific mortality (45.5% vs. 23.1%; P = 0.244) and
overall mortality (45.5% vs. 34.6%; P = 0.713). Median disease specific
(DSS) and overall survival (OS) were comparable for both groups (P =
0.931 and P =0.987, respectively), while Kaplan Meier analyses showed
worse outcomes for downstaged patients (DSS: P = 0.119 and OS: P
= 0.356). However, multivariable cox-analyses demonstrated point
estimates favorable for downstaged patients: DSS: HR:4.12, adjusted
for ypT-stage and ypN-stage (95% CI:0.86—19.75); P = 0.071 and OS:
HR:3.42, adjusted for BMI, ypT-stage, and ypN-stage (95% CI:0.86—
13.61); P=0.081.
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Conclusions: Downstaging of metastatic rectal tumors due to adminis-
tration of neoadjuvant radiotherapy demonstrated trends towards better
survival outcomes when correcting for disease stage on surgical pathol-
ogy. Although more evidence is needed, outcomes suggest that patients
with rectal cancer metastastic to the liver, who are candidate for curative
surgery, should receive neoadjuvant radiotherapy to increase chances of
down staging.
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P20. Access to Care: Surgical Treatment of Wilms Tumor
in Kampala, Uganda
*Maija Cheung', James M. Healy', *Nasser Kakembo?,
*Phyllis Kisa?, *Arlene Muzira®, *Rachel Esparza®,
*John Sekabira?, *Doruk Ozgediz'

Yale New Haven Hospital, New Haven, CT: *‘Makerere
University, Mulago Hospital, Kampala, Uganda, *Yale School
of Medicine, New Haven, CT

Objective: Wilms tumor is the most common pediatric renal malignancy
and 1s responsive to appropriate multidisciplinary care. We analyzed the
treatment of Wilms tumors in Uganda to identify quality improvement
opportunities.

Design: Review of prospectively collected pediatric surgical admissions
(n =3,494).

Setting: Mulago National Referral Hospital and the National Cancer
Institute in Uganda, the only hospital in Uganda with dedicated pediatric
surgery and oncology centers and radiation capabilities.

Patients: Pediatric (<14 years) Wilms tumor patients (n = 125) admitted
January 2012—August 2016.

Interventions: None.

Main Outcome Measure(s): Demographics, presenting complaints,
distance traveled, operative intervention, length of stay, mortality.

Results: 125 Wilms tumor patients, 36 (29.5%) underwent nephrectomy
during admission. A subset (n = 32) underwent chart review, revealing
0% with Stage I disease vs. 29% Stage Il and 71% Stage III or IV. All
children who underwent nephrectomy required chemotherapy and radia-
tion (SIOP protocol) with 65.5% receiving this treatment and 31.0%
receiving adjuvant chemotherapy. Patients often presented with a pal-
pable flank or abdominal mass (77%), abdominal distention (38%), and
abdominal pain (12%). Average distance travelled for treatment was
143km, well above the recommendation for access to care within 50km.
There is a trend towards closer patients being more likely to undergo
surgical management (37.8% vs. 24.7%, p = 0.093), however the study
1s underpowered to confirm this difference. Outcomes included median
hospitalization of 6 days and one inpatient post-nephrectomy mortality
(3.2%).
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Conclusions: Favorable surgical outcomes in patients with Wilms tumors
are possible with multidisciplinary care in Uganda, however patients
travel much more than the recommended distance, which may increase
the stage at presentation and limit surgical options. Some patients are
unable to complete multidisciplinary treatment highlighting the need for
additional capacity building.
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P21. Serial Bilirubin Measurements in Acute Cholecystitis
Not Worth the Wait

*Devin Gillaspie, Kimberly A. Davis, Kevin M. Schuster
Yale School of Medicine, New Haven, CT

Objectives: Common bile duct stones (CBDS) are present in 4-20%
of patients undergoing cholecystectomy for cholecystitis. Biochemical
markers, including bilirubin, and ultrasound findings are often used as
initial markers for CBDS. In equivocal cases bilirubin is often repeated
after several hours to assess trend and plan further imaging. We hypoth-
esized that trends in total bilirubin could be used to improve the accuracy
of CBDS prediction.

Design: Retrospective comparison of various methods to analyze
sequential serum bilirubin to predict CBDS. Presence of stones was con-
firmed by MRCP, ERCP or cholangiogram.

Setting: University Hospital.

Patients: 59 patients, over a five-year period with acute cholecystitis
(mean age 61.2, 57% female) presenting with an elevated bilirubin.

Interventions: None.

Main QOutcome Measure(s): Multiple measures were tested using
receiver-operator characteristic (ROC) curves to determine the best
method for predicting CBDS.

Results: The total bilirubin level at presentation, average over 24 hours
and average over 48 hours (3.74 mg/dl vs. 2.29 mg/dl, p = 0.005; 3.72
mg/dl vs. 2.40 mg/dl, p = 0.009; 2.41 mg/dl vs. 1.47 mg/dl, p < 0.001)
respectively, were all higher in those with CBDS. When comparing the
ROCs the maximum AUC was 0.726 (Table). There was no statistically
significant difference between the ROC curves.

Measure of bilirubin trend AUC 95% CI Optimal bilirubin
cut point

Presenting bilirubin 0.692 0.556-0.829 3.72 mg/dl
Rate of change after first bilirubin 0.551 0.392-0.705 3.14 mg/dl/day
Maximum bilirubin in 24 hours 0.726 0.592-0.859 3.72 mg/dl
Maximum bilirubin in 48 hours 0.712 0.577-0.847 3.72 mg/dl
Average bilirubin in 24 hours 0.689 0.545-0.834 2.24 mg/dl
Average bilirubin in 48 hours 0.689 0.545-0.834 1.99 mg/dl
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Conclusions: In patients who present with elevated serum bilirubin,
delaying the decision to pursue surgical intervention or additional imag-
ing to obtain follow-up bilirubin does not improve predictive value. If
bilirubin is trended over time for other reasons, the maximum bilirubin
in 24 hours should be used to predict CBDS.
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P22. The Effect of Reverse-Image Viewing on
Laparoscopic SKkills Acquisition

*Erica D. Kane, *Alex Knee, *Gladys Fernandez,
*Donald Kirton, Neal E. Seymour

Baystate Medical Center, Springfield, MA

Objective: Laparoscopic skills degrade when telescope viewing axis
deviates 90- to 180-degrees from the instrument working axis. Training
under reverse viewing conditions is challenging but may impart skills
relevant to general laparoscopy, even under forward viewing conditions.
We tested whether training with a reverse viewing component more effi-
ciently increases trainee laparoscopic skills than training under forward
viewing conditions alone.

Design: Single-blinded randomized control trial.
Setting: Laparoscopic virtual reality (VR) simulation lab.
Participants: PGY1 surgery residents.

Main Outcome Measures: Proficiency on all VR machine metrics as
time, pathlength, errors (mean [95% CI]).

Intervention: Residents were randomized to control (0-degree laparo-
scope view) and study (alternating 0-and 180-degree) on a VR simulator
retract/dissection task (RD). After reaching proficiency (expert surgeon
performance), residents performed a VR gallbladder excision task (GB)
at maximum difficulty until proficiency was achieved.

Results: 11 Control and 10 Study participants completed all tasks. At
start of GB performance, study group task time (330 [290-369] vs 475
[439-511] seconds; p < 0.0001) and pathlength (401 [327-475] vs 699
[632-766] cm; p < 0.0001) were shorter, with fewer errors (20 [15-26]
vs 32 [26-37]; p = 0.005) than controls. This effect persisted for task time
through iteration 4, but pathlength and error differences diminished. There
was no difference in number of iterations to achieve proficiency for time or
errors between groups. Study group achieved pathlength proficiency more
rapidly than controls (4.8 [4.6-5.0] vs 9.8 [8.7—11.0]; p = 0.03).

Conclusions: Addition of reverse viewing to training improved perfor-
mance on a simulated clinical task compared to training with forward
viewing. This was most evident for task time. However, this effect
diminished rapidly with iterative training and there was no difference in
task iterations to reach proficiency. Dyad training may confer a durable
effect on movement efficiency.
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P23. Evaluation of Abdominal Pain in Patients with
Systemic Lupus Erythematosus

*Mark Kryskow, *Adam Bowling, *Marvin McMillen
Berkshire Medical Center, Pittsfield, MA

Objective: Literature on abdominal pain in Systemic Lupus Erythema-
tosus (SLE) emphasizes non surgical differential diagnosis. Surgical
consult is often requested prior to intensification of immunotherapy. Per-
haps the majority of abdominal pain in SLE patients is due to prosaic sur-
gical illness rather than “lupus flair,” not requiring such intensification.

Design: Retrospective review of 81,362 hospital discharges in patients
with SLE was performed for 5 years, 2010-2015.

Main Outcome Measures: Variables included age, sex, emergency
department (ED) chief complaint, admit diagnosis, discharge diagnosis,
operations performed, length of stay, & discharge disposition.

Results: There were 405 admissions from 154 patients with the diag-
nosis of SLE; 21 males, 133 females (86%.) Average age was 56 yrs
and average length of stay was 6.7 days. There were 80 (20% of total)
presentations with abdominal complaints; 17/80 (24%) had nonspecific
admission diagnoses and 2 (2%) had nonspecific discharge diagnoses,
with no mortalities. There were 14 endoscopies (17%) and 13 surgeries
(15%). Surgical procedures were for small bowel obstruction (4), chole-
lithiasis (2), diverticulitis (1), appendicitis (3), pancreatitis (1), enterocu-
taneous fistula (1), and hiatal hernia (1).

Conclusions: Among SLE patients presenting to the ED, abdominal
pain was the most common complaint. The most common surgical
diagnoses were small bowel obstructions, GI bleeds, diverticulitis, bili-
ary diseases, appendicitis and inflammatory bowel disease. There were
5 negative endoscopies and no negative laparotomies in the operated
group. The SLE patient presenting to the ED for whom surgery is con-
sulted is far more likely to have a common surgical diagnosis rather than
an uncommon SLE-related non-surgical diagnosis. Immunosuppression
intensification for SLE patients with abdominal pain should not be begun
without appropriate imaging to rule out prosaic surgical disease.
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P24. Evaluation of Co-Surgeon Versus Single-Surgeon
Bilateral Mastectomy Operations

*Melissa A. Mallory'*, *Constantine Tarabanis'?,
*Eric Schneider’, *Suniti Nimbkar'?, Mehra Golshan'*

'Dana Farber/Brigham and Women's Hospital, Boston, MA;
’Harvard Medical School, Boston, MA; *Center for Surgery
and Public Health, Brigham and Women’s Hospital, Boston, MA

Objective: Bilateral mastectomy (BM) is traditionally performed by a
single surgeon (SS); a co-surgeon (CS) technique, where each surgeon
concurrently performs a unilateral mastectomy, offers an alternative
approach. We sought to compare the CS and SS BM-technique with
respect to operative times and complications.

Design: Retrospective Analysis.
Setting: Academic Medical Center 2005-2015.

Patients: Patients undergoing BM without reconstruction performed by
CS and SS.

Interventions: Patients were identified using operative case logs, and
stratified into CS- and SS-cohorts. Operative time (OT; incision to clo-
sure) was calculated. Patient age, presence/stage of cancer, hormone
receptor/BRCA status, breast weight, axillary-procedure performed,
and 30-day postoperative complications were extracted from medical
records.

Main Outcome Measures: 1) Differences in OT, complication rates,
and demographic characteristics between CS- and SS-cohorts 2) Factors
associated with OT.

Results: 109 BM cases were performed without immediate reconstruc-
tion [CS, n =158 (53.2%); SS,n=51 (46.8%)]. Average BM duration was
significantly shorter for CS cases by 33 minutes (21.6% reduction; CS:
120 min versus SS: 153 min, p <0.001), with no difference in short-term
complication rates (p = 0.65). Demographic characteristics didn’t differ
between cohorts except for total breast weight (TBW) (CS: 1878 g ver-
sus SS: 1452 g, p < 0.05). Adjusting for TBW in the regression model,
the CS-technique offered a 27.8% reduction (44-minutes savings, p <
0.001) in OT compared to the SS-technique.
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Conclusions: OT for BMs is significantly reduced when performed by
CS compared to SS, however the observed time reduction was less than
would be anticipated (50%) with a CS-approach. The CS-approach to
BM appears to be of most benefit in large total breast weight cases.
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P25. Botulinum Toxin Treatment In Anorectal Disease—Is
It Really Helpful?

*Lance Larson, Nishit Shah, *Matthew Vrees, *Leslie Roth,
Adam Klipfel, Steven Schechter

Brown University, Providence, RI

Objective: The concept of high muscle tone and spasm contributing
to the pain experienced in both anal fissures and levator ani syndrome
(LAS) has been well described. A chemical sphincterotomy with botuli-
num toxin (BT) is one option in patients with anal fissures who fail initial
dietary and local measures. Limited data also suggests that BT may be
helpful in LAS. The aim of this study was to evaluate the efficacy of BT
in the management of anal fissures and LAS.

Design: Retrospective cohort study.
Setting: Academic medical center.

Patients: All patients treated with BT for either anal fissure or LAS from
2013 to present.

Results: 29 patients with fissures and 11 with LAS were identified. Nine
patients were lost to follow-up. Of 23 patients with anal fissure available
for follow-up (mean age 46, 56.5% male), healing occurred in 47.8%
after BT treatment, average healing time 2.9 m. Lower BT doses were
as effective as higher doses. In seven patients with recurrent fissures,
following previous lateral internal sphincterotomy, healing rates were
considerably higher compared to de novo patients undergoing BT as pri-
mary treatment, 71.4% vs. 37.5% respectively (p = 0.13). Morbidity was
limited, with two patients having mild bleeding and two patients devel-
oping transient incontinence that subsequently resolved. Of 8 patients
with LAS available for follow-up (mean age 55, 75.0% male) only one
reported pain resolution. One LAS patient had limited incontinence after
the procedure.

Conclusions: BT is associated with modest healing of anal fissures over-
all, while chemical denervation for LAS was disappointingly ineffective.
The results of BT for recurrent fissures were much more encouraging. In
light of its lower morbidity, we suggest BT is preferable to repeat lateral
internal sphincterotomy for recurrent anal fissures.
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P26. Is Obesity Urban Body Armor? It Is Not As
Protective As Thought for Abdominal Stab Wounds

*Vivian Hsiao!, *Jacob Sim?, *Asha Zimmerman?,
*Andrew Stephen?

'Warren Alpert Medical School of Brown University,
Providence, RI; “Department of Surgery, Alpert Medical
School of Brown University, Providence, RI

Objective: To determine effects of obesity on outcomes in abdominal
stab wound patients.

Design: Retrospective cohort.

Setting: Level I University-Associated Trauma Center.

Patients: Adult trauma patients admitted with abdominal stab wounds.
Intervention: None.

Main Outcome Measure: Rates of therapeutic laparotomy, indications
for exploratory laparotomy, visceral and solid organ injuries, gastrointes-
tinal resection and repair, mortality, length of stay (LOS), blood transfu-
sions within first 24h, surgical site infection, need for re-operation.

Results: A chart review was conducted on 100 patients with abdominal
stab wounds in the trauma registry. Twenty-five patients had a BMI > 30.
The obese group was older (38.7 vs. 31.2, p = 0.018) but the two groups
were otherwise similar. Therapeutic laparotomy rates were also similar
(non-obese 90.6%, obese 85%; p = 0.4). Obesity was associated with
longer LOS (9.6d vs. 6.5d; p = 0.03). Multivariable logistic regression
showed that increasing BMI independently predicts need for GI resec-
tion (OR 1.10, 95% CI 1.01-1.19). No differences were found in other
outcome measures.

Table 1: Demographics

BMI < 30 BMI > 30

n="75 n=25 P
Age 31.23 (SD = 13.62) 38.76 (SD = 13.49) 0.018
Male 67 (89.3) 21 (84) 0.477
BMI 23.85 (SD = 3.59) 35.5(SD = 5.68) 0.000
Non-White 45 (60.00) 10 (40.00) 0.082
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Conclusions: Abdominal stab wounds were associated with longer LOS
in obese patients, and increasing BMI was an independent predictor of
need for GI resection. Otherwise, obese and non-obese patients have
similar outcomes. Contrary to surgical adages, obesity appears non-pro-
tective. Future work will require larger sample sizes.

Table 2: Complications

BMI < 30 BMI > 30
n=75 n=25 p

Exploratory Laparotomy 64 (85.33) 20 (80.00) 0.538
Peritonitis 14 (21.88) 5(25.0) 0.766
Evisceration 19 (26.69) 6 (30.00) 1.000
Hemodynamic
Instability 9 (14.06) 5(25.0) 0.305
Imaging/DPL W
Finding 11 (17.19) 2 (10.0) 0.724 E
Concerning g
Exam 8 (12.50) 2 (10.0) 1.000 =
Therapeutic
Laparotomy 58 (90.62) 18 (85.0) 0.439
Laparoscopy 2 (2.67) 0(0.0) 1.000
DPL 7(9.3) 0 (0.0) 0.187
Positive 6 (8.0) 0 (0.0) 0.332
GU Injury 2(2.7) 0 (0.0) 1.000
Vascular Injury 5(6.7) 1(4.0) 1.000
Diaphragm Injury 4(5.3) 1 (4.0) 1.000
Solid Organ Injury 19 (25.3) 7 (28.0) 0.792
Spleen Injury 6 (8.0) 2 (8.0) 1.000
Liver Injury 12 (16.0) 5(20.00) 0.759
Kidney Injury 1(1.3) 0 (0.00) 1.000
Traumatic Hernia Repair 34 (45.3) 9 (36.0) 0.567
Cholecystectomy 1(1.3) 2 (8.0) 0.153
Mesenteric, Omental 10 (13.3) 2 (8.0) 0.725
Appendage Repair
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BMI < 30 BMI > 30
n=175 n=25 p
GI Resection 11 (14.7) 6(24.0) 0.282
GI Repair 30 (40.0) 9 (36.0) 0.723
Intraoperative Transfusions 0.093 (SD = 0 (SD =0.00) 0.362
0.49)
# OR Visits 1.10(SD=0.49) 1.35(SD=1.25) 0.171
Table 3: Outcomes
BMI < 30 BMI > 30
n=175 n=25 P
Died 0 (0.00) 1 (4.00) 0.082
Blood 1** 24h (units) 0.96 (3.43) 0.28 (0.74) 0.33
Length of Stay 6.53 (3.76) 9.6 (9.84) 0.0257
Surgical Site Infection (SSI) 6 (8.00) 1 (4.00) 0.497
Need for Re-operation 9 (12.00) 3 (12.00) 1.000
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P27. The Impact of Facial Burns on Long Term Qutcomes
in Young Adults: A Five-Year Study

*Cornelia Griggs', *Austin Lee?, *Frederick Stoddard',
*Nien Chen Li%, *Gabriel Shapiro?, *Tina Palmieri’,

*Chao Wang*, *Walter J. Meyer, I1I°, *Frank S. Pidcock®,
Robert L. Sheridan', ¥*Debra A. Reilly’, *Jeffrey C. Schneider?®,
*Lewis E. Kazis?, Ronald G. Tompkins', Colleen M. Ryan'

Massachusetts General Hospital, Boston, MA, “Boston
University, Boston, MA, *Shriners Hospitals for Children of
California, Sacramento, CA, *Shriners Hospitals for Children
of Boston, Boston, MA, °Shriners Hospitals for Children

— Galveston, Galveston, TX; °Kennedy Krieger Institute,
Baltimore, MD; "Nebraska Medical Center, Omaha, NE,
8Spaulding Rehabilitation Hospital, Boston, MA

Objective: To examine the outcomes of young adults with facial burns
across multiple domains of functional status as compared to those with-
out facial burns.

Design: A prospective multi-center study using the Young Adult Burn
Outcome Questionnaire (YABOQ).

Setting: Patients were recruited across five burn centers (Sacramento,
Boston, North Carolina, Nebraska, and Baltimore) between 2003 and
2008.

Patients: English-speaking patients with burns that occurred on or after
their 17" birthday and were between the ages of 19 and 30 years at the
time of survey.

Interventions: Administration of the YABOQ, summarizing functional
status across 15 domains, with follow up administration at 2 weeks and
6, 12, 24, and 36 months from initial enrollment.

Main Outcome Measure: Using canonical discriminant analysis, this
study used a composite score to summarize the 15 domain scores of the
YABOQ and traced patterns of change over a three-year recovery period.

Results: A total of 153 burned (31% with face burns) and 112 non-burned
subjects completed 620 questionnaires. Canonical analysis showed that
early post-burn, facial burns were associated with a difference in out-
come, but this overall difference diminished over time. Regression anal-
ysis showed that for survivors with facial injury, Emotion and Sexual
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Function scores were persistently lower (worse), while Religion scores
were persistently higher. Satisfaction with Role was initially better than
the non-face burned group, but over time got worse, while Perceived
Appearance was initially worse in the face burned group but this differ-
ence diminished over time.

Conclusions: The overall difference in recovery between survivors with
and without facial burns diminished over time while individual domains
had various patterns of recovery.
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P28. Characterizing the Biodistribution of Intravenously
and Intra-Amniotically Injected Nanoparticles in
Rat Fetuses

*Samantha L. Ahle', *James S. Farrelly', *Adele S. Ricciardi',
*Valerie S. Luks', *W. Mark Saltzman?, *David H. Stitelman'

Yale School of Medicine, New Haven, CT: *Yale School of
Engineering and Applied Science, New Haven, CT

Objective: Determine the biodistribution of fluorescently-tagged
nanoparticles (NPs) injected intravenously (IV) or intra-amniotically
(IA) into rat fetuses.

Design: Non-randomized control trial.
Setting: Laboratory.
Patients: Rats.

Interventions: Under anesthesia, laparotomies were performed on
pregnant rats at varied time points from gestational age (E) 16-20 days.
Using a micropipette, rat fetuses were injected with poly (lactide-co-
glycolide) (PLGA) NPs loaded with green fluorescent dye (DiO) either
into the amniotic cavity or through the vitelline vein. Three hours later
the rat fetuses were sacrificed. The tissues were examined using confocal
microscopy to determine particle distribution.

Main Outcome Measures: Biodistribution of PLGA NPs.

Results: The distribution of NPs was evidenced by viewing the green
fluorescent dye on microscopy of tissue from injected fetuses compared
to tissue from uninjected fetuses. IV injections were performed success-
fully from days E16-18, and NPs were distributed to lung, liver, and
gastrointestinal tract, but were not found in skin or brain. Successful
IA injections were performed at ages ranging from E16—-E20. Particle
distribution to the lung was not observed at early ages, but was observed
at E19, suggesting this is when the fetuses start to breathe and swallow.
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E16 E17 E18 E19 E20

Figure 1: Frozen lung tissue sections under confocal microscopy after IA or IV injection of PLGA-NPs loaded
with green fluorescent dye. Nuclear stain is in blue.

Conclusions: We are interested in delivering therapeutic agents pack-
aged in NPs, to developing fetuses in utero to alter development. Char-
acterizing the biodistribution of NPs is paramount prior to delivering
NPs loaded with therapeutic agents. This study reveals that in rats, NP
delivery throughout the fetus is most successful with IV injection; how-
ever NP delivery to lungs does occur at E19 and later via IA injection.
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P29. Comparative Analysis of Clinical, Treatment and
Survival Characteristics of Basaloid and Squamous
Cell Carcinoma of the Esophagus

*Aitua Salami', *Abbas E. Abbas?, *Nirag Jhala®,
*Charles T. Bakhos'?

'Department of Surgery, Albert Einstein Medical Center,
Philadelphia, PA; “Department of Thoracic Medicine and
Surgery, Temple University Hospital, Philadelphia, PA,
SDepartment of Pathology, Temple University Hospital,
Philadelphia, PA

Objective: Basaloid squamous cell carcinoma (BSC) is a rare variant of
squamous cell carcinoma (SCC) of the esophagus. Even though patho-
logically thought to be more aggressive than SCC, there is discrepancy
in the literature regarding the outcomes of BSC compared to SCC.

Design: Retrospective cohort study.

Setting: SEER database (2000-2013).

Patients: Patients with a histologic diagnosis of BSC and SCC.
Interventions: None.

Main Outcome Measures: Treatment and survival characteristics of
patients with SCC and BSC.

Results: 16,158 patients were included in this study [173 patients
(1.1%) had BSC]. There were no significant differences between the 2
groups based on age, gender, marital status, insurance, or geographic
region of diagnosis, but patients with BSC were more likely to be Cau-
casian (73.4% vs. 64.7%; p = 0.017). Among staged patients, baseline
tumor stage was similar between both groups; however, BSC tumors
were more likely to be of high pathological grade [56.8% vs. 38.2%; p <
0.001]. Patients with SCC were more likely to receive radiation therapy
(36.9% vs. 53.9%; p <0.001), while patients with BSC were more likely
to undergo resection (32.4% vs. 17.0%; p < 0.001). Median overall sur-
vival was similar between both groups (14 vs. 9 months; Log Rank =
0.144), and this relationship persisted following stratification by treat-
ment (Figure 1).
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Figure 1. Kaplan-Meier curves depicting the probability of survival stratified
by tumor type (Basaloid Squamous Cell Carcinoma versus Squamous Cell
Carcinoma) and treatment characteristics (No treatment, Radiation therapy
only, and Surgery * Radiation)

Conclusions: Even though more likely to be poorly differentiated at
presentation, BSC of the esophagus seems to have similar clinical fea-
tures and survival outcomes when compared to SCC. Patients with BSC
and SCC should undergo stage-specific treatment to achieve optimal
outcomes.
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P30. Pneumatoceles in Pediatric Trauma: Common and
Benign

*Lindsey B. Armstrong, David P. Mooney
Boston Children’s Hospital, Boston, MA

Objective: We report a single institution series of traumatic pneumato-
celes to better define their frequency and clinical significance.

Design: Retrospective Cohort study.
Setting: Level 1 pediatric trauma center.

Patients: Children in trauma registry diagnosed with pulmonary
contusion.

Interventions: None.

Main Outcome Measure(s): Patient demographics, mechanism of
injury, injury severity score, diagnosis and procedure codes, length of
hospital stay, outcome, imaging techniques and findings with attention
to the identification of a pneumatocele.

Results: Of the 204 children identified with blunt or penetrating pulmo-
nary contusion, 26 (13%) were diagnosed with a pneumatocele. Their
mean age was 13 years (3—17). Seventy-seven percent (20) were male.
The most common mechanism of injury was a motor vehicle collision
(10), followed by falls (6). The mean Injury Severity Score was 17
(9-34). There were no fatalities. Eight patients were found to have a soli-
tary pneumatocele and 18 patients had 2 or more. The largest pneuma-
tocele was 3.7 cm in diameter. Ten children (38%) were admitted to the
intensive care unit, 3 of whom required intubation. One patient (4%) had
a respiratory complication: aspiration pneumonia. No child underwent
intervention specific to the pneumatocele. One child (4%) underwent a
follow-up chest CT to rule out a congenital pulmonary malformation
6 months after injury and this demonstrated complete resolution of the
pneumatocele.

Conclusion: The incidence of pneumatoceles among children with
a pulmonary contusion was 13% in this series, but is probably higher
given that only 15% were visible on radiographs. Pneumatoceles are
common in children with pulmonary contusions, but are usually small
and clinically insignificant.
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P31. The Invisible Injury: Concussion Education in High
School Athletes
*Erica D. Kane, *Katharine R. Bittner, *Ida Konderwicz,
*Zachary Marowitz, *Darius Greenbacher, David B. Tashjian,
Michael V. Tirabassi

Baystate Medical Center, Springfield, MA

Objective: Concussions in high school athletes generally go under-
reported. For multiple reasons, many athletes do not seek medical care.
We investigated whether a brief educational lecture could improve
understanding of the disease process in this population.

Design: Knowledge assessment survey.

Setting: High schools across two counties (Hampshire, Franklin) in
Massachusetts.

Patients: High school athletes.

Intervention: Athletes listened to an approximately 30-minute lecture
on concussion education. They took a 6-question true/false quiz (Fig-
ure 1A) before and after the lecture to evaluate their general understand-
ing of the material.

Main Outcome Measures: Improvement in test scores after the lecture.
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Results: 672 high school athletes across two counties participated in
the educational activity (249 Hampshire County, 423 Franklin county).
37.2% of the population had proficient knowledge (test score >83%)
before the education lecture, and 63.8% of the population attained pro-
ficiency after the education lecture (Figure 1B). A significant number of
students improved on test performance after undergoing concussion edu-
cation (p = 0.029). These results were consistent across both Hampshire
and Franklin counties (p = 0.0194 and 0.0404, respectively). A signifi-
cant proportion of students chose correct answers on post-test questions
after initially choosing the wrong answer on pre-test (p < 0.0001), with
the exception of question 2, which had the highest initial scores on pre-
test (p = 0.2031) (Figure 1C).

Conclusion: We have demonstrated an effective model of concussion
education for high school athletes across multiple high schools. This
intervention is critically important to help students identify and under-
stand the signs and symptoms as well as consequences of concussions.
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P32. Adequacy of Lymph Node Sampling During
Lobectomy in a Small Community Teaching Hospital

*Mark Kryskow, *Knowles Ross, Michael Disiena,
*Galvez Christian

Berkshire Medical Center, Pittsfield, MA

Objective: Current practice guidelines by the National Comprehensive
Cancer Network (NCCN) recommend the complete dissection of at least
three mediastinal nodal stations during lobectomy for lung cancer. Con-
troversy exists concerning the adequacy of lymph node sampling (LNS)
achieved by video assisted thoracic surgery (VATS) lobectomy for lung
cancer and furthermore whether or not small volume centers could com-
pare to the national benchmarks. Several large studies have shown con-
flicting evidence concerning the LNS yield in VATS vs thoracotomy. For
thoracic surgeons in a rural community setting there may be warranted
concern about the adequacy of lymph node dissection during VATS. This
study aimed to assess the adequacy of lymph node sampling by VATS at
our institution, a rural 300 bed community teaching hospital in western
Massachusetts.

Design: Retrospective review of clinical and pathological data were
reviewed from 2010-2016.

Patients: 103 hospital admissions in patients undergoing lung Lobectomy.

Main Outcome Measures: Variables included age, sex, number of
mediastinal nodes and node stations dissected.

Results: 103 patients with 103 VATs Lobectomies, 49 males (ave age
64.6 yrs) and 55 females (ave age 67.5), had a mean number of medi-
astinal lymph nodes (MLD) of 10.98 and the mean number of dissected
MLN stations of 3.47.

Conclusions: This study agrees with previous data affirming the lymph
node yield is adequate with VATs lobectomy. When compared to the cur-
rent NCCN recommendations our institutions mean number of MLN and
MLN stations dissected is similar or better to that of many larger volume
centers across the nation and supports the adequacy of VATs Lobectomy
in rural community hospitals.
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P33. Ski Versus Snowboard Accidents: Is the Injury
Pattern Different in Pediatric Patients?

*Fariha Sheikh, *Karissa Tauber, Andrew Crockett,
*Reto M. Baertschiger

Dartmouth-Hitchcock Medical Center, Lebanon, NH

Objective: To review cases of children with ski (SK) and snowboard
(SB) injuries to evaluate if injury patterns differ between the two winter
sport disciplines.

Design: Retrospective review of trauma registry.
Setting: Level 1 Adult/Level 2 Pediatric trauma center.

Patients: All patients ages 0—18 years involved in ski or snowboard
accidents between January 2005—January 2016.

Interventions: None.

Main Outcome Measures: Review type of injury identified, use of pro-
tective gear, and outcomes at discharge.

Results: 305 patients injured at 38 different ski areas were identified
for review. 195 were SK and 116 were SB. 58% live out of the New
Hampshire/Vermont area. SB were older than SK (14.5 vs. 12.7 years,
p <0.001). SK were more likely to use helmets (43% SB vs. 57% SK,
p = 0.02), yet there was no difference in head injuries (39% vs. 46%,
0.28). Mean ISS, length of stay, and GCS were no different between the
two groups. SB were more likely to have abdominal injuries (25% vs.
10%, p < 0.001), specifically splenic (17% vs. 5%, p < 0.001) and renal
(9% vs. 1%, p <0.001) lacerations, whereas SK were more likely to have
extremity injuries, specifically lower extremity fractures (37% vs. 9%,
p <0.001). When adjusting for age, gender, helmet use and out of state
origin, splenic injuries were the sole factor that was predominant in SB.

Conclusions: Children with snowboarding injuries were more likely
to be at risk for abdominal solid organ injuries and may benefit from
abdominal protective gear, while skiers were more likely to sustain
lower extremity injuries. Injured children were often treated in a state
where they were not local residents and this may contribute to additional
burden on patients and their families.
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P34. Design and Feasibility of a Collaborative Endocrine
Surgery Outreach Camp in Northwestern Rural
Uganda

*Christine Deyholos', *Cathy Kilyewala?, *Jane O. Fualal?,
*Tobias J. Carling'

YYale University Medical School, New Haven, CT; “Mulago
Hospital/Makerere University, Kampala, Uganda

Objective: There exist a lack of endocrine surgical expertise globally,
especially related to endemic thyroid disease, which is often under-
diagnosed and inadequately managed. The design and feasibility of an
outreach camp to provide surgery to an underserved population and
intensive endocrine surgery exposure for trainees were evaluated.

Design: Prospective evaluation of a collaborative 1-week surgical out-
reach camp.

Setting: Nebbi General Hospital, Uganda.

Patients: Radio announcements and screening to identify patients with
symptomatic thyroid disease were performed by local providers prior to
the camp.

Interventions: Detailed preoperative evaluation by surgery and anesthe-
siology identified 36 patients likely to benefit from surgical intervention,
and were operated on by 3 attending surgeons (2 Ugandan), and 6 surgi-
cal residents (5 Ugandan). Lectures related to endocrine surgery were
presented daily to the team.

Main Outcome Measures: Successful completion of the surgical camp.

Results: The average age of the patients were 41.0 years (range 7-79
years), with 92 % being female. Of 36 operations performed, there were
9 subtotal thyroidectomies, 22 thyroid lobectomies, 1 isthmusectomy
and 4 resections of thyroglossal duct cysts. Despite modification to tech-
nique (e.g. lack of electrocautery and suction), the surgical quality was
maintained. There were no major complications, whereas three patients
required drainage for seroma.

Conclusions: The camp provided needed high-quality operations to
an underserved population in northwestern Uganda. The collaborative
nature and the focus on instruction to local surgical trainees represents a
model which may have broad and long-term impact in a resource-limited
community.
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P35. Ethical Concerns for Hidden Bias in Cost-Analysis
Research: What Is the Prevalence of Underreporting
Cost Perspective in the General Surgical Literature?

*Madeleine Blank', *Lilian Chen?, *Marianna Papageorge’',
*Daniel Driscoll?, Roger Graham? * Abhishek Chatterjee?

YTufts University School of Medicine, Boston, MA; “Tufts
Medical Center, Boston, MA

Objective: Cost-analysis research can influence healthcare and practice
policies. There are three major perspectives in cost analysis research:
the third-party payer, the hospital, and societal. This study performed
a review of cost-analysis studies in the general surgery literature to
determine the prevalence of studies declaring and justifying their cost
perspective, and to inform readers of potential bias in the results. We
hypothesize that there is underreporting of cost perspectives which may
hide bias and introduce ethical concerns.

Design: Systematic review in accordance with PRISMA guidelines.

Setting: Cost-utility and cost-effectiveness studies in the general surgi-
cal literature in North America and Europe from 2012-2016.

Patients: Surgical patients.
Interventions: N/A.

Main Outcome Measures: Presence of stated cost perspective, accu-
racy of stated cost perspective, justification of stated cost perspective.

Results: We identified 1398 abstracts through Medline and bibliography
reviews, of which 207 met inclusion criteria. Seventy-four percent of
studies (n = 153) declared a cost perspective. Thirty-eight percent of
studies either did not declare a cost perspective or incorrectly stated their
perspective. Only 30% of studies (n = 63) both accurately identified and
justified their cost perspective.

Conclusions: While some cost-analysis studies provide clear cost per-
spective and justification, many do not. Studies that draw conclusions
regarding cost-effectiveness without addressing cost perspective pose
ethical concerns, leading readers to misinterpret or not consider which
costs are, or should be, included in these analyses. Our review empha-
sizes that future cost-analyses require clear declaration and justification
of cost perspective to avoid potentially inaccurate and unethical presen-
tations of data.
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P36. Tall Cell Variant of Papillary Thyroid Microcarcinoma:
Long-Term Follow-Up of Twenty-Seven Patients

*Lucas Watkins, *Ahmed Charifa, Glenda Callender,
*Tobias Carling, Robert Udelsman, *Manju Prasad,
*Courtney E. Gibson,Trenton Foster

Yale University, New Haven, CT

Objective: Evaluation of the biological behavior of micropapillary thy-
roid carcinomas.

Design: Retrospective review of a prospective database.
Setting: Tertiary academic referral center.

Patients: 27 patients with tall cell variant microcarcinomas who under-
went total thyroidectomy, with or without lymph node dissection.

Interventions: Review of patient medical records.

Main QOutcome Measures: disease recurrence and disease-related
mortality.

Results: There were 4 men and 23 women, aged 33 to 74 years (median
age, 56 years). Median follow-up was 60 months (range 48 to 168
months). Tumor size in microTCV patients ranged from 2-10 mm
(median, 7 mm). Extrathyroidal extension and lymphovascular inva-
sion were observed in 9 (33%) and 4 (15%) tumors, respectively. The
BRAF v600E mutation was present in 23 patients (85%). Seven of the 27
patients (26%) presented with advanced stage disease (stage III or 1V),
however none of these patients had tumor recurrence. Tumor recurrence
occurred in only two of twenty-seven patients (7.4%); one female and
one male, both 65 years of age, with stage I disease at initial presen-
tation. Time to recurrence was six years and seven years, respectively.
There was no disease-related mortality.

Conclusions: The microTCV subtype of PTC is associated with more
aggressive features at presentation. Advanced stage disease at time of
diagnosis may not be indicative of risk of tumor recurrence. Long-term
follow-up of a larger number of microTCV patients will improve our
understanding of the biological behavior of this subset of micropapillary
thyroid carcinomas.
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P37. Successful Qutcome of the First Per-Oral Endoscopic
Pyloromyotomy Performed in New England

*Erica D. Kane
Baystate Medical Center, Springfield, MA

Objective: Gastroparesis affects 4% of the population, with signifi-
cant consequences to quality of life. Standard surgical management for
refractory gastroparesis has been Heineke-Miculicz pyloroplasty, which
carries risk of postoperative leak and/or narrowing of the gastric outlet.
It also requires general anesthesia and overnight hospital stay. The intro-
duction of an incisionless, endoscopic pyloromyotomy could revolution-
ize surgical management of refractory gastroparesis.

Design: Technical video, case report.
Setting: Academic, tertiary hospital.

Patient: Sixty-three-year-old male with diabetes with medically-refrac-
tory gastroparesis and daily vomiting for one year.

Intervention: Gastric per-oral endoscopic pyloromyotomy (G-POEM).
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Outcome Measures: Improvement of food intolerance, resolution of
daily emesis.
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Results: Esophagogastroduodenoscopy was performed using a beveled
endoscopic cap. A mucosal bleb was raised anteriorly, 5 cm proximal to
the pylorus using an Erbe HybridKnife®, then opened. Methylene blue-
dyed saline was injected to distend the submucosa. Using the Hybrid-
Knife®, a submucosal tunnel was created to the duodenal aspect of the
pylorus. Myotomy was initiated distal to the mucosotomy, and continued
until the pylorus was reached.

Endoscopy of true lumen revealed a widely patent pylorus, with visual
evidence of submucosal dye in the duodenum. Five Hemoclips were
used to close the mucosotomy.

The patient tolerated the procedure well. At 1 month, he was symptom-
free and able to consume all foods without emesis.

Conclusion: We demonstrated that G-POEM is technically safe and fea-
sible, with excellent outcome in our first patient. To our knowledge, this
technique has only been performed at 2 other centers in the U.S, making
our case the first in New England.
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P38. Meeting Gaps in Global Surgery Programs:
Development and Early Results of a Global Initiative
for Children’s Surgery (GICS)

*Maija Cheung, *Doruk Ozgediz,

Global Initiative for Children’s Surgery, Yale New Haven
Hospital, New Haven, CT

Objective: Global surgery programs have proliferated over the last
decade, but 1) have been primarily composed of high-income country
participants; and 2) no initiative has specifically focused on children.
This is despite the burden and unique care requirements of children in
low- and middle- income countries (LMICs), where over 50% of the
population is <15 years old.

Design: Interventional study.

Setting: London, England and Washington, DC Participants: Children’s
surgery providers and organizations serving children in LMICs.

Interventions: Two international meetings.

Main Outcome Measure(s): Development of optimal resources for
children’s surgery.

Results: Two meetings to launch the Global Initiative for Children’s
Surgery (GICS): a first (London, UK) to elicit highest priority action
areas from children’s surgical providers in LMICs; and a second (Wash-
ington, DC) to prioritize action items and include a greater number of
surgical organizations. To meet gaps in previous initiatives, a majority
of the attendees were clinical providers from LMICs and representatives
from several children’s surgical subspecialties. Thematic analysis of pre-
meeting surveys and meeting discussions resulted in four primary focus
areas including 1) training 2) infrastructure 3) service delivery and 4)
research. A Delphi-based iterative priority-setting process at both meet-
ings led to proposed action plans in all of these domains. An Optimal
Resources for Children’s Surgery document has been drafted for con-
sensus among specialties and possible ratification by the World Health
Organization.

Conclusions: GICS was created to meet an area not explicitly addressed
in recent global surgery initiatives. Clinical providers in LMICs led pri-
ority-setting through email surveys and two international conferences.
Development of optimal resources to meet children’s surgical needs
emerged as a high priority and are currently being developed.
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P39. East vs. West: Skiing and Snowboarding Injuries in a
Northeastern State Compared to Western States

*Eleah D. Porter', *Madeleine G. Haff?, Kurt K. Rhynhart',
Andrew O. Crockett'

Dartmouth-Hitchcock Medical Center, Lebanon, NH; *Geisel
School of Medicine, Hanover, NH

Objective: To describe and compare injury patterns of skiers and snow-
boarders referred to a Level 1 Trauma Center in a Northeastern State as
compared to published reports from Western States.

Design: Retrospective chart review.
Setting: A single Level 1 Trauma Center.

Patients: All patients evaluated at our Trauma Center for ski or snow-
board related injuries from December 2010 through March 2016.

Interventions: None.

Main Outcome Measures: Patient demographics, ISS, injuries identi-
fied, and need for procedure.

Results: A total of 548 patients were identified. Of these, 393 (71.7%)
were skiers and 155 (28.2%) were snowboarders. Skiers were more likely
to be helmeted (59.5% vs. 37.4%, p < 0.001), to require an operative
intervention (45.5% vs. 28.4%, p < 0.001), and to have lower extremity
fractures (30.0% vs. 7.7%, p < 0.001) than snowboarders. Snowboarders
were more likely to have abdominal injuries (25.8% vs. 9.7%, p < 0.001)
including splenic lacerations (11.6% vs. 3.8%, p = 0.02) and to have lum-
bar spine injuries (15.4% vs 8.9% p = 0.025) than skiers. We found no dif-
ference in head, upper extremity, thoracic or pelvic injuries between skiers
and snowboarders. Our data demonstrates close similarities to injury pat-
terns described previously in Western States with the exception of a higher
percentage of head (38.9%) and spine (26.5%) injuries.

Conclusions: Terrain, snow conditions, and slope crowding differ greatly
between Northeastern and Western ski areas. We hypothesized that the
Northeastern skier/snowboarder would show different patterns of injuries.
With the exception of trauma to the head and spine, the patterns of injury
were strikingly similar. Furthermore, both regions see ski/snowboard inju-
ries with a high ISS, warranting further investigation into injury patterns,
risk stratification (i.e.; safety equipment, skier/snowboarder ability, trail
density, mountain conditions, etc), and prevention efforts.
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P40. Pediatric Adrenalectomy: National Practice Patterns,
Admission Outcomes, and Costs

*Varvara Mironova, James M. Healy, *Doruk E. Ozgediz,
Emily R. Christison-Lagay, *David H. Stitelman,
Robert A. Cowles, Michael G. Caty, *Daniel G. Solomon

Yale University, New Haven, CT

Objective: Pediatric adrenalectomy is uncommon, and data are incom-
plete regarding demographics and clinical outcomes on a national scale.

Aim: Characterize population-level patterns, costs, and outcomes among
pediatric patients undergoing adrenalectomy for benign and malignant
adrenal masses.

Design: Retrospective analysis 2012 Kids’ Inpatient Database (n =
3,200,000) yielded 346 admissions associated with unilateral, bilateral,
or partial adrenalectomy. Non-primary adrenal disorders were excluded
to select 232 cases of malignant (n = 138) or benign/uncertain malignant
potential (n = 94). SPSS was used for statistical analysis.

Setting: National sample.
Participants: Pediatric inpatients undergoing adrenalectomy.
Interventions: None.

Main Outcome Measures: Patient demographics, hospital characteris-
tics, and outcomes.

Results: Mean age was 7.23, SD 6.73, median 4. Malignant adrenal neo-
plasia affects younger children than benign disease [4.0 (3.2—4.8) vs 13.0
(12.5-15.2) p < 0.001] with a slight male predominance in malignant
disease (p = 0.068). No significant difference between length of stay for
type of adrenalectomy, however hospitalization was significantly longer
for malignant vs benign/uncertain disease [mean 6.9 (5.7-8.2) vs 5.1
(3.9-6.2) p=0.002]. Post-operative total parenteral nutrition (TPN) (p =
0.018), central line requirement (p = 0.005), and discharge with services
or to facility (p < 0.001) were significantly higher for malignant dis-
ease. No mortalities were reported. Higher total charges were reported
for malignant vs. benign/uncertain tumors [$90.9K (72.2K—109.6K) vs.
$60.1K (50.1K—70.1K) p=0.001]. The vast majority of adrenalectomies
in the US are performed in cities or counties with populations >250,000
and most are performed in or around urban areas with populations of
>1 million.

* NESS Non-Members

235

>
=
c
)
>
<




Conclusion: This study represents a population-level analysis of pedi-
atric adrenalectomy in the US. Pediatric patients with malignant adrenal
neoplasia require longer hospitalization, services on discharge, increased
charges, and increased need for TPN. There is a national trend towards
pediatric adrenalectomy in urban populous centers.
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P41. Morbidity and Mortality of Emergency General
Surgery Based on National Burden

*Timothy Feeney', *Manuel Castillo-Angeles?,
*Stephanie Nitzschke?, Ali Salim?, *Adil Haider?,
Joaquim Havens?

Brigham and Women’s Hospital/Harvard TH Chan School of
Public Health, Boston, MA; “Brigham and Women’s Hospital,
Boston, MA, *Brigham and Women’s Hospital/Center for
Surgery and Public Health, Boston, MA

Objective: Emergency general surgery (EGS) patients are more likely to
die and suffer complications than non-EGS patients. Seven procedures
have recently been shown to account for 80% of the National burden of
EGS, but the risk associated with an emergency designation among this
group has not been evaluated. We aimed to define the excess morbidity
and mortality attributable to these procedures.

Design: The American College of Surgeons NSQIP database (2005—
2014) was queried for seven EGS procedures (appendectomy, chole-
cystectomy, laparotomy, colectomy, small bowel resection, peptic ulcer
repair and lysis of adhesions). EGS was defined as a case with emer-
gency designation and surgery within 48 hours of admission. Multivari-
ate logistic regression was performed.

Setting: NSQIP includes aggregate data from participating facilities,
which include academic, community, and tertiary centers.

Patients: All cases with primary common procedural terminology (CPT)
codes from the 7 procedures in the NSQIP database from 2005-2014 and
>18. Patient data was de-identified.

Main Outcome Measures: Odds Ratios (95% CI) for overall mortality,
overall morbidity and major morbidity.

Results: 619,174 patients were identified. EGS was an independent
predictor of overall mortality (OR 1.38, CI [1.32,1.43}), overall mor-
bidity (OR 1.09, CI [1.07,1,11]), and major morbidity (OR 1.21, CI
[1.19,1.24]). Subset analysis excluding appendectomy and cholecystec-
tomy had an overall mortality OR of 1.38 (1.33,1.45), overall morbidity
OR of 1.13 (1.11,1.16), and major morbidity OR of 1.24 (1.21,1.28).

Conclusions: Amongst the seven EGS procedures representing the
greatest national burden, emergency designation is an independent risk
factor for morbidity and mortality. Further study of causes of these risks
and systems to modify them are needed to address this excess mortality
and morbidity.
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Panel — Surgeon Wellness

Moderator:

Faculty:

12:00 PM - 3:30 PM

12:00 PM
7:00 PM

7:00 PM

10:30 AM -12:00 PM
Grand Ballroom

Douglad C. MacGillivray

Surgeon Burnout: Background, Extent, and
Potential Remedies
R. James Valentine, MD

Residency Training
Peter S. Yoo, MD

Gender Issues/Parental Leave& Work-life
Integration
Erika L. Rangel, MD

Interventional Issues/ ACGME Perspective
Stanley W. Ashley, MD

AFTERNOON ACTIVITY -

Mount Washington Cog Railway Tour
Transportation provided from the front
Entrance of the hotel at 12:00 pm

FREE AFTERNOON

PRESIDENT’S RECEPTION &
DINNER

Business Attire

Speaker: Ajai K. Malhotra
Reception: Conservatory

Dinner: Main Dining Room
Includes the Conferment of

The Nathan Smith Award to

Thomas A. Colacchio

KIDS BANQUET (Ages 5-12)
Lafayette
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SUNDAY, SEPTEMBER 10, 2017

7:00 AM —-11:00 AM

7:00 AM -10:00 AM

7:00 AM -10:30 AM

7:00 AM - 8:00 AM

7:30 AM - 8:15 AM

REGISTRATION
Grand Ballroom Foyer

EXHIBIT HALL HOURS
Grand Ballroom Foyer

SPEAKER READY ROOM
Franklin

CONTINENTAL BREAKFAST
Grand Ballroom Foyer/Gifford

ANNUAL BUSINESS MEETING

(MEMBERS ONLY)
Grand Ballroom
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Scientific Session V
8:15 AM — 9:20 AM
Grand Ballroom

Moderator: Kari M. Rosenkranz

Podium papers 8-minute presentation/5-minute discussion

Brief papers 3-minute presentation/2-minute discussion

23. The Role of the Pediatric Attending Surgeon on the
Day of Surgery: Differences in Expectations Between
Parents and Surgical Providers

*Jennie Choe', *Christopher Ibarra', *Richard Feinn?,
Manuel Rodriguez-Davalos', *Cordelia Carter!

Yale School of Medicine, New Haven, CT; *Quinnipiac School
of Medicine, Hamden, CT

Objective: To characterize differences between parents’ and surgeons’
expectations regarding the degree to which pediatric attending surgeons
should be involved during various points within a case.

Design: One-time survey.
Setting: University teaching hospital.

Patients: Surveys were offered to a convenience sample of parents whose
children underwent surgery at our institution during the four-week study
period. 107 parents consented, while 10 parents were approached but
refused. The same survey was offered to surgeons and surgical residents
during grand rounds. 89 surgeons and residents from general surgery and
eight subspecialties consented.

Interventions:

Main Outcome Measures: Likert responses (1 = strongly disagree, 5 =
strongly agree) to seven sequential statements of the form “The surgeon
should be present and scrubbed for [a specific point during the case]”
(e.g., patient intubation) and two unique statements (“The surgeon
should be present and scrubbed for the entirety of the case” and “A sur-
geon’s schedule should never include concurrent or overlapping cases”).

* NESS Non-Members
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Results: Average parent responses ranged from 4.15 to 4.89, while aver-
age surgeon responses ranged from 2.75 to 4.86. Differences between
parent and surgeon responses achieved statistical significance for all
statements except “The surgeon should be present and scrubbed for the
critical components of the case.” Statistically significant differences
were also seen between responses from attending surgeons vs. surgical
residents, and between surgeons who are parents vs. surgeons who are
not parents.

Conclusions: Parents expect that the pediatric attending surgeon will be
present and scrubbed at every point during a case, while surgeons have
looser expectations for points before and after the critical components.
This mismatch must be addressed through education and transparency to
maintain trust within the parent-physician relationship.
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24. Bile Spillage As a Risk Factor for Surgical Site
Infections After Laparoscopic Cholecystectomy:
A Prospective Study of 1,001 Patients

*Thomas Peponis, *Trine G. Eskesen, *Myriam Martinez,
*Tomaz Mesar, *Maria Michailidou, *Ali Y. Mejaddam,
*Catrina Cropano, *Miro Peev, *Noelle Saillant, Haytham
M.A. Kaafarani, *Daniel D. Yeh, *Peter J. Fagenholz,
*Marc A. de Moya, *David R. King, George C. Velmahos

Objective: Bile spillage occurs frequently during laparoscopic cho-
lecystectomies, yet its impact on postoperative outcomes remains
unknown. We sought to evaluate whether it increases the risk of surgical
site infections.

Design: Prospective study.
Setting: Academic hospital.

Patients: Those who underwent laparoscopic (or laparoscopic converted
to open) cholecystectomy from 05/2010 to 03/2017. Open cholecystec-
tomies were excluded. Patients were assessed during hospitalization and
in the clinic two to four weeks postoperatively.

Main Outcome Measure: The rate of surgical site infections in patients
with and without bile spillage.

Results: Of 1,001 patients, 50% underwent laparoscopic cholecystec-
tomy for acute cholecystitis, 21% for symptomatic cholelithiasis or
biliary colic, 13% for gallstone pancreatitis, and 16% for other indi-
cations. Bile was spilled in 591 patients (59%) with hydrops noted in
10.5% and empyema in 14.6% of them. In 202 (10.2%) patients bile
spillage was accompanied by stone spillage. Patients with bile spillage
were older (median age of 52 versus 42, p < 0.001) and more likely to
be male (44.8% versus 27.8%, p < 0.001). Bile spillage occurred more
frequently in those undergoing urgent surgery (62.9% versus 48.3%, p <
0.001). Furthermore, bile was spilled more frequently with conversion to
open (13.3% versus 4.4%, p < 0.001). Bile spillage was associated with
higher overall postoperative complication rates (25.0% versus 13.6%,
p < 0.001), surgical site infection rates (7.1% versus 2.4%, p = 0.001),
and longer hospital stay (median of 3 versus 2 days, p < 0.001). In the
multivariable analysis, conversion to open (odds ratio = 2.96, 95% con-
fidence interval = 1.46-5.99) and bile spillage (odds ratio = 2.37, 95%
confidence interval = 1.05-5.37) were independent predictors of surgical
site infections.

* NESS Non-Members
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Conclusions: Bile spillage is associated with surgical site infections
and surgeons should take extra caution to avoid it during laparoscopic
cholecystectomy.
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25. Residents’ Perceptions: Impact of Associate
Providers on Surgical Training

*Ravinder Kang', *Samuel T. Kunkel', *Jesse A. Columbo',
*Austin Tang?, *Matthew J. Sabatino', Kari M. Rosenkranz'

Dartmouth Hitchcock Medical Center, Lebanon, NH;
’The Dartmouth Institute, Hanover, NH

Objective: To understand the impact of Associate Providers (APs) on
surgical training from the residents’ perspective.

Design: We designed a survey to examine 4 domains of interaction
between residents and APs (administrative, clinical, and procedural
tasks, and overall impressions), in the operating room, inpatient wards,
and clinics. We examined the internal reliability of the survey with Cron-
bach’s alpha.

Setting: A single academic medical center.
Participants: Residents from 7 surgical specialties.
Intervention: N/A.

Main Outcome Measure: Surgical residents’ perception of the impact
of APs on administrative, clinical, and procedural tasks.

Results: Fifty residents responded (77% participation rate). The major-
ity felt APs reduced administrative tasks such as documentation (96%)
and answering pages (88%; Figure 1A). Most (74%) reported less time
spent counseling patients, and a third (32%) reported less time perform-
ing consults. Most residents (80%) felt there was no difference in the
number of bedside procedures performed, and over half (54%) felt there
was no impact on case volume. Overall, the majority (88%) felt APs
made the workload lighter (Figure 1B). Cronbach’s alpha showed excel-
lent reliability for administrative tasks (0.96), and good reliability for
clinical tasks (0.76), procedural tasks (0.69), and overall impressions
(0.66).
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Conclusions: Most surgical residents felt APs reduced their workload,
with the greatest impact on administrative tasks. APs on surgical services
have not resulted in a perceived decrease in clinical tasks or an increase
in procedural volume.
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26. Impact of Plasma Preservation in Cardiac Surgery
on Acute Kidney Injury: An Unexpected Result

Robert Kramer!, *Robert Groom!, *Monica Palmeri',
*Lee Lucas?, *Crystal Heron', *Paul Weldner?,
*Scott Buchanan', Reed Quinn'

"Maine Medical Center, Portland, ME; *Maine Medical Center
Research Institute, Portland, ME; *Central Maine Heart and
Vascular Institute, Lewiston, ME

Objective: Avoid overuse of cell saver during cardiac surgery requiring
cardiopulmonary bypass (CPB) to prevent plasma loss.

Design: Case matched prospective observational trial.
Setting: Community hospital.
Patients: Adults undergoing cardiac surgery using CPB.

Interventions: Routine use of a red cell (RBC’s) saver is helpful for
blood conservation but comes at the cost of plasma loss. In a single
center, plasma loss was minimized by limiting cell saving to pre- and
post CPB, utilizing cardiotomy suction only during CPB. A prospective
cohort of 285 patients in a limited cell saver group was compared with
a case-matched retrospective cohort of 268 patients where liberal use of
the cell saver was practiced.

Main Outcome Measures: A case matched study design was used to
compare cohorts with primary outcomes being 24 hour postoperative
blood loss and transfusion requirements. Acute kidney injury (AKI) was
a secondary outcome.

Results: While postoperative blood loss was the same in both groups,
patients in the limited cell saver group were less likely to be transfused
with RBC’s [0.73 (0.42, 1.26)], plasma [0.24 (0.11, 0.55)] and platelets
[0.32 (0.15, 0.69)]. Unexpectedly, the limited cell saver group experi-
enced significantly less postoperative AKI [0.57 (0.33, 0.97)], and when
they did, was more likely to return to their baseline serum creatinine
[0.59 (0.30, 1.12)] by the time of discharge.

Conclusions: Herein, plasma preservation was associated with a decrease
in amount of blood products transfused and a significant decrease in the
incidence of postoperative AKI. Since postoperative cardiac surgery
AKI and transfusions are associated with poor short and long-term out-
comes, a strategy to limit cell saver use during cardiac surgery reduces
the loss of plasma and improves patient outcomes.
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Brief 12. Porcelain Gallbladder: Is Observation a Safe Option?

Thomas Schnelldorfer, *Haley DesJardins, *Lindsay Duy,
*Christopher Scheirey

Lahey Hospital & Medical Center, Burlington, MA

Objective: Management of gallbladder wall calcifications has been
under controversy for many decades. While the traditionally perceived
strong association with gallbladder cancer mandated prophylactic chole-
cystectomy, newer evidence suggests a much lesser association and may
indicate an observational approach.

Design: A retrospective cohort study of 113 patients with gallbladder
wall calcifications diagnosed between 2004 and 2016 at a single institu-
tion. Radiographic re-review identified patients with definitive (n = 70)
and highly probable (n = 43) gallbladder wall classifications. Patients
were categorized according to their designated treatment plan.

Setting: Academic tertiary care center.

Patients: Patients with gallbladder wall calcifications.
Interventions: None.

Main OQutcome Measure: Rate of gallbladder malignancy.

Results: Of 113 patients, 36% underwent radiographic imaging for
abdominal pain. In the observation group (n = 90), delayed cholecystec-
tomy for gallbladder-related symptoms was necessary in four patients
(4%). None of the patients in this group were diagnosed with a gall-
bladder malignancy during an average 3.2 + 3.2 year follow-up. In the
operative group (n = 23), perioperative complications occurred in 13%.
Gallbladder malignancy was found in 2 patients; all with a gallbladder
mass seen on initial radiographic exam. In group comparison, while
patients in the observation group were older (73 versus 65 years, p =
0.003), the rate of adverse events was similar (4% versus 13%; p=0.15)
with an overall low risk for potentially life-threatening complications
with observation.
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Conclusions: For patients with gallbladder wall calcifications, there
appears to be no significant difference in adverse events, including
development of gallbladder malignancy, with an observational versus
operative approach. While there is a clear need for intervention in the
presence of radiographic findings suggestive of malignancy or in the
presence of symptoms, the need for prophylactic cholecystectomy for
asymptomatic patients remains questionable.
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Brief 13. Readmission for Venous Thromboembolism in
Emergency General Surgery Patients: A Role for
Prophylaxis Upon Discharge?
*Michael P. DeWane, Kevin M. Schuster, Adrian A. Maung,
Kimberly A. Davis, Robert D. Becher

Yale School of Medicine, New Haven, CT

Objective: Determine pre- and postoperative risk factors associated
with readmission for venous thromboembolism (VTE) after discharge in
the emergency general surgery (EGS) population.

Design: Retrospective study of a prospectively gathered cohort.
Setting: Community and Academic Hospitals in the U.S.

Patients: Consecutive sample of patients undergoing select common
EGS operations (see Table) at institutions participating in the American
College of Surgeon’s National Surgical Quality Improvement Program
from 2013-2014.

Main Outcome Measure: Readmission for VTE (defined as either deep
vein thrombosis or pulmonary embolism).

Results: A total of 188,696 patients were included in the analysis. The
30-day VTE rate was 1.49%, with 28% of all VTEs occurring after dis-
charge. Multivariable logistic regression modeling was used to deter-
mine factors that independently predicted VTE after discharge. The
most predictive factors were presence of metastatic cancer (Odds ratio
[OR] 2.4, p < 0.0001), urinary tract infection (OR 2.3, P < 0.0001) and
postoperative sepsis (OR 1.5, p = 0.0001). These high-risk groups had a
rate of readmission due to VTE five times greater than average-risk EGS
patients. To achieve risk reduction in line with major surgical oncology
patients, the number needed to treat to prevent readmission in high-risk
groups was 63.

Surgeries Included for Analysis

Appendectomy Lysis of Adhesions
Cholecystectomy Inguinal Hernia Repair

Small Bowel Resection Ventral & Umbilical Hernia Repair
Colectomy Necrotizing Soft Tissue Infection
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Conclusions: VTE is a significant cause of readmission in the EGS
patient population. Well-defined risk factors were identified in this anal-
ysis. This analysis demonstrates that the factors influencing readmission
due to VTE differ from previously known risk factors for the develop-
ment of VTE while hospitalized. In certain at-risk EGS subgroups, pro-
phylactic anticoagulation upon discharge may be beneficial.

9:20 AM -10:05 AM

10:05AM —-10:10 AM

10:10 AM - 11:00 AM

11:00 AM

33RP ANNUAL SAMUEL JASON
MIXTER LECTURE

Sponsored by the NESS Scholars
Foundation

Grand Ballroom

Global Surgery 2030: Evidence and
Solutions for Achieving Health, Welfare
and Economic Development

John G. Meara

Boston Children’s Hospital

INTRODUCTION OF PRESIDENT
Grand Ballroom
Anne C. Larkin

PRESIDENTIAL ADDRESS
Grand Ballroom

Zen and the Art of a New England
Surgeon

Bruce J. Leavitt

ADJOURN
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E-mail Address
OFFICE ADDRESS
Institution
Street
City State Zip Country
Office Phone Office Fax
HOME ADDRESS
Street
City State Zip Country
Home Phone Home Fax

I prefer to receive my mailings at (please circle one): HOME OFFICE

You may return this completed form one of three ways:

MAIL:

NESS

Membership
Department

500 Cummings
Center, Suite 4400
Beverly, MA 01915

E-Mail: FAX: REGISTATION DESK:
admin@nesurgical.org 978-524-0498 Just drop this form off

at the Registration Desk
at the 2017 Annual
Meeting in Bretton
Woods, NH.



SCHEDULE AT A GLANCE

FRIDAY, SEPTEMBER 8

1:00PM - 2:30PM
2:30PM - 3:00PM

3:00PM — 5:00PM
5:00PM — 5:45PM

6:00PM — 7:00PM

Scientific Session |

Coffee Break
*Visit Posters & Exhibits

Scientific Session II
State Caucus Meetings

Welcome Reception

SATURDAY, SEPTEMBER 9

7:00AM — 8:00AM
7:00AM — 7:45AM

7:45AM - 8:25AM

8:25AM - §8:40AM
8:40AM — 10:00AM
10:00AM - 10:30AM

10:30AM — 12:00PM
12:00PM

7:00PM

7:00PM

Continental Breakfast

Specialty Group Breakfasts
Resident Autonomy: Where We
Are and Where We’re Going

New Changes to Maintenance of
Certification (MOC)

Scientific Session 111

Introduction of New Members
Scientific Session [V

Coffee Break with Poster Session
*Visit Exhibits

Panel Discussion — Surgeon Wellness
Afternoon Activity — Mount
Washington Cog Railway Tour
Separate subscription required;
details on page 8, 108
President’s Reception & Dinner
Includes Conferment of Nathan
Smith Award to Thomas A.
Colacchio (award sponsored by
NESS Scholars Foundation)

Kids Banquet (4ges 5—12)

SUNDAY, SEPTEMBER 10

7:00AM - 8:00AM
7:30AM - 8:15AM

8:15AM - 9:20AM
9:20AM - 10:05AM

10:05AM - 10:10AM

10:10AM — 11:00AM

Continental Breakfast

Annual Business Meeting
*Members Only

Scientific Session V

32" Annual Samuel Jason Mixter
Lecture — John G. Meara

Global Surgery 2030: Evidence
and Solutions for Achieving
Health, Welfare and Economic
Development

Introduction of President
Anne C. Larkin

Presidential Address

Bruce J. Leavitt

Zen and the Art of a New England
Surgeon

Grand Ballroom

Grand Ballroom Foyer/
Gifford

Grand Ballroom

See Page 93 & On-Site
Signage
Conservatory/South
Veranda

Grand Ballroom Foyer

Lafayette A Room

Lafayette B Room

Grand Ballroom

Grand Ballroom
Grand Ballroom

Grand Ballroom Foyer/
Gifford

Grand Ballroom

Conservatory &
Main Dining Room

Lafayette

Grand Ballroom Foyer

Grand Ballroom

Grand Ballroom
Grand Ballroom

Grand Ballroom

Grand Ballroom



