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IMPACT OF MEDICAID EXPANSION ON 
PRESENTATION STAGE AND PERIOPERATIVE 
OUTCOMES IN COLORECTAL CANCER.

General Surgery residents’ Forum GS1

C. Sharon, y. Song, r. Straker iii, n. Kelly, 
n. mahmoud, r. Kelz, J. miura, G. Karakousis
Philadelphia, PA

Purpose/Background: medicaid expansion has 
improved preventive health service use. to what extent 
this has resulted in earlier stage colorectal cancer diagnoses 
and impacted perioperative outcomes is unclear.

Hypothesis/Aim: to evaluate the impact of medicaid 
expansion on colorectal cancer diagnoses and surgical 
outcomes.

Methods/Interventions: a difference-in-differences 
(did) study was performed using the national Cancer 
database (nCdB). adults (40-64 years) with medicaid 
or uninsured status who were diagnosed with colorectal 
adenocarcinomas from expansion versus non-expansion 
states, and diagnosed before (2010-2013) versus after 
(2015-2017) expansion, were identified. the primary 
outcome was early-stage (american Joint Committee on 
Cancer Stage 0-1) diagnosis. among surgical patients, 
the secondary outcomes were rate of emergency surgery, 
post-operative length of stay (loS), type of surgery 
performed (minimally invasive vs. open), and post-operative  
90-day mortality.

Results/Outcome(s): out of 39,597 patients, 54.3% 
were from expansion states, and 75.6% received surgery. 
the median age of diagnosis was 55, 56.4% of patients 
were male, and 68.3% were white. Parallel trends after risk 
adjustment were confirmed by regressing the interaction 
between expansion status and diagnosis year using pre- 
expansion data on early-stage diagnosis (P=0.15), emer-
gent surgery (P=0.11), loS (P=0.38), type of surgery 
(P=0.76), and 90-day mortality (P=0.35). medicaid 
expansion was associated with a relative increase in early-
stage diagnosis for colorectal cancer [did estimator, odds 
ratio (or) 1.33, 95% confidence intervals (Ci) 1.18-1.50, 
P<0.001]. medicaid expansion was also associated with a 
decrease in rates of emergent surgery (did estimator, or 
0.85, 95% Ci 0.75-0.97, P=0.013). additionally, medicaid 
expansion was associated with a decrease in post-operative 
90-day mortality (did estimator, or 0.75, 95% Ci 0.59-
0.97, P=0.025). there was no difference in loS (did 
estimator, or -0.27, 95% Ci -0.70-0.17, P=0.23) or type 
of surgery performed (did estimator, or 1.04, 95% Ci 
0.93-1.16, P=0.49).

Limitations: this retrospective observational study is 
susceptible to potential biases related to this study design. 
additionally, the nCdB includes only patients from 
Commission on Cancer-accredited facilities, and the find-
ings are, therefore, not generalizable to patients treated at 
non-accredited hospitals.

Conclusions/Discussion: the affordable Care act’s 
2014 medicaid expansion was associated with an increase 
in early-stage diagnoses for colorectal cancers. importantly, 
a decrease was also noted in rate of emergency surgery and 
post-operative 90-day mortality for patients who under-
went surgical intervention. these findings suggest that 
insurance coverage expansion, through improved cancer 
screening and treatment, may not only improve earlier 
detection for colorectal cancers, but may also be impactful 
on perioperative outcomes.

Table 1. risk-adjusted difference-in-difference (did) estimator of the 
Study Cohort

STANDARDIZED LETTER OF RECOMMENDATION:  
CAN EVERYONE BE AWESOME?

General Surgery residents’ Forum GS2

d. Jodeh1, J. miller-ocuin1, m. Ginesi1, J. abelson2, 
J. Saraidaridis2, S. Stein1, e. Steinhagen1

1Cleveland, OH; 2Burlington, MA

Purpose/Background: Standardized letters of recom-
mendation (Slor) are intended to decrease bias and 
provide consistent domains for evaluation, but their ability 
to differentiate among applicants is unknown.

Hypothesis/Aim: to assess the utilization of Slor and 
the impact of Slor domain rating on matching for colon 
and rectal surgery (CrS) residency applicants.

Methods/Interventions: Slors submitted to a single 
colorectal surgery residency in 2019 were analyzed. 
applicant characteristics and letter writer characteristics 
were collected. match status was determined by searching 
the applicant’s surgery residency and corresponding CrS 
residency website. descriptive statistics and bivariate 
analysis were employed. the ratings in each domain were 
evaluated (see figure) applicants were categorized into 2 
groups: top tier (tt): applicants were rated in the top 2 of 
5 boxes for all Slor domains. non-top tier (ntt): appli-
cants were rated in a lower 3 box in at least one domain. 
if a candidate had even one 3rd box, they would be rated 
at non top tier.

Results/Outcome(s): 309 Slor were collected from 
110 applicants [55.5% male]. one-hundred and one 
applicants (91.8%) had Slor and 9 (8.3%) applicants 
had only narrative lor. of applicants with Slor 52 
(51.5%) were white and 75 (74.3%) matched into a 
CrS residency. males were significantly more likely to 
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match (77% vs 69.3%; p<0.001). there was no statistical 
difference in match rates between academic and nonaca-
demic applicants (p=0.536), doximity rating of residency 
program (p=0.06), H indices (p=0.11) or aBSite scores 
(p=0.17). 42 (38.36 %) applicants had a suggested rank of 
#1 by their letter writers. 25 (24.8%) of all applicants were 
categorized as tt in all Slor domains. the most frequent 
domain with rating not in the top two boxes was tech-
nical ability, with 49 Slors (15.8%) being in the ntt 
for that specific domain. While gender, race, academic 
institution and H indices were not associated with domain 
ratings, aBSite scores correlated with ratings in higher 
overall rank (p=0.02), work ethic (p=0.01), conscien-
tiousness (p<0.001), self-initiative (p=0.0003), academic 
skills (p<0.0001), and team player (p=0.0002) ratings 
unmatched applicants were significantly more likely to be 
in the ntt group (p=0.02) no significant association was 
noted between match rates and applicants who only had 
narrative lors (p=0.622).

Limitations: our study did not account for the length of 
the relationship between applicant and Slor on domain 
ranking nor did it correlate between Slors for the same 
applicant.

Conclusions/Discussion: universally high ratings in 
Slor limit their utility for comparing applicants. the 
presence of ntt ratings is highly associated with failure 
to match and may represent a red flag for CrS programs 
rather than a tool to discern differences between strong 
candidates.

EXTRAMURAL VASCULAR INVASION IS AN 
IMPORTANT INDEPENDENT PROGNOSTIC 
INDICATOR OF ADVERSE OUTCOMES IN 
PATIENTS WITH RIGHT SIDED COLON 
CANCER.

General Surgery residents’ Forum GS3

S. Conroy, e. Courtney
Bath, United Kingdom

Purpose/Background: the tumour, node, metastasis 
staging system is a world-wide standard approach to the 
risk stratification of colon cancer. extramural vascular 
invasion (emVi) is an additional histopathological feature 
which is emerging as an important prognostic indicator for 
survival in patients with colon cancer.
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Hypothesis/Aim: our aim was to asses both the effect 
of emVi on survival, and the impact of emVi vs nodal 
stage on survival outcomes in patients undergoing a right 
hemicolectomy for colon cancer over a 7-year period.

Methods/Interventions: data for all patients who 
underwent an elective or emergency right hemicolectomy 
with curative intent between January 2013 and december 
2019 (inclusive), was collected for this single centre 
retrospective study. Patients having neo-adjuvant chemo-
therapy were excluded. For survival analysis, patients dying 
within 90 days of surgery were excluded. Kaplan-meier 
survival curves were calculated using Statistical Package 
for the Social Sciences (version 28) software, with log 
rank (mantel-Cox) test used to compare survival distri-
bution between different groups

Results/Outcome(s): a total of 325 patients under-
went right hemicolectomy for colon cancer with curative 
intent during the study period. emVi was present in 120 
tumours (37%). lymph node metastases were present in 
121 tumours (37%). Survival analysis showed significantly 
reduced cancer related survival in patients with emVi 
positive tumours (p<0.001). Subgroup analysis showed a 
significant difference in survival between node positive and 
node negative tumours in cancers also found to have emVi 
(p<0.001). When comparing emVi positive and node 
negative tumours, with emVi negative and node positive 
tumours, we found no significant difference in overall 
survival (p=0.59, log rank analysis). Further subgroup 
analysis of survival in patients who received adjuvant 
chemotherapy, showed significantly improved survival in 
patients with node positive disease who received chemo-
therapy (p=0.016), but did not show significant difference 
when stratifying for emVi positive tumours.

Limitations: Given our modest sample size, it is more 
challenging to demonstrate a difference in overall survival 
in our subgroup analysis

Conclusions/Discussion: extramural vascular inva-
sion is an important independent prognostic indicator 
of adverse outcomes in patients with right sided colon 
cancer. our study also demonstrates significant reduction 
in survival in patients with emVi positive tumours when 
sub-classified by the presence or absence of nodal disease. 
adjuvant chemotherapy improves survival in patients with 
lymph node metastases, however 39 patients (32%) in this 
cohort did not receive adjuvant chemotherapy despite the 
known improvements in survival. Further work is needed 
to understand why some patients don’t receive adjuvant 
chemotherapy despite the obvious benefits in terms of 
improved cancer related survival.

IMPACT OF SPHINCTEROTOMY DURING 
FISTULOTOMY IN CONCURRENT ANAL 
FISSURE-FISTULA.

General Surgery residents’ Forum GS4

e. adams, P. Fleshner, K. Zaghiyan
Los Angeles, CA

Purpose/Background: a subset of anal fistulae arise 
from fissures. the effect of fistulotomy with sphincter divi-
sion compared to submucosal fistulotomy on fissure and 
fistula healing in concomitant fissure-fistula is unknown.

Hypothesis/Aim: to investigate the efficacy of sphincter 
division during fistulotomy, and risk factors of non-healing 
in fissure-fistula.

Methods/Interventions: Patients undergoing fistulo-
tomy from 2010-2021 were screened by CPt code (table 1).  
those with a fistula arising from chronic anal fissure were 
included. anal ulcer, Crohn’s disease with atypical fissure, 
and history of lateral internal sphincterotomy (liS) were 
excluded. our approach was fistulotomy and medical 
fissure management. Sphincter division occurred only 
during fistulotomy. We evaluated internal anal sphincter 
(iaS) division during fistulotomy, compared to a submu-
cosal fistulotomy. We examined chemoprophylaxis use 
(postop calcium channel blocker (CCB) and/or botulinum 
toxin (Bt)). outcomes included healed (resolved symp-
toms and fissure/fistula wounds), healing (improving symp-
toms and wounds), or persistent (symptomatic without 
wound improvement). Wilcoxon rank-sum, chi-squared 
and Fisher’s exact tests were conducted.

Results/Outcome(s): 42/409 had fissure-fistula 
requiring fistulotomy (table 1). at a median follow-up 
of 4.0 months (.23-38.6), 67% healed, 21% were healing, 
and 12% had persistent disease. no patients required liS. 
no one developed incontinence. 26 (61%) of fistulotomies 
had iaS involvement and had sphincter division. this 
did not associate with healed fissure-fistula (sphincter 
division 73% vs. submucosal 56%, p=0.32) or months to 
healed [sphincter division 4.2(1.1-23.7) vs. submucosal 4.6  
(1.1-14.2), p=0.71]. Postoperative chemoprophylaxis 
23(54%) did not associate with probability of healed (50% 
chemoprophylaxis vs. 50% without, p = .51), and associ-
ated negatively with months to healed (chemoprophylaxis 
5.1 (1.6-23.7) vs without 2.1 (1.1-7.0), p = .04). in submu-
cosal fistulotomy, there was no effect of chemophrophy-
laxis on fissure-fistula healing. Bt alone also had no impact 
on healing. of 4 Cd patients, 3 healed and 1 was healing 
at follow-up. Cd associated with fewer months to healed 
(Cd 1.6 (1.2-1.6) vs. non-Cd 4.4 (1.1-23.7), p =.01) but 
not its probability (table 1).

Limitations: retrospective study.
Conclusions/Discussion: this is the largest series on 

fissure-fistula. Fistula management resulted in complete 
healing in 67% of cases. Concurrent sphincterotomy and 
chemoprophylaxis did not improve healing time or prob-
ability. in patients with a fissure-fistula, it is efficacious 
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to surgically address the fistulous component primarily, 
regardless of sphincter involvement, and reserve addi-
tional sphincter relaxation therapy as salvage for persistent 
fissure.

table 1: Clinical Features of Fissure-Fistula

IMPACT OF HIGH-RESOLUTION ANOSCOPY 
CLINIC ON MANAGEMENT OF ANAL 
DYSPLASIA IN WOMEN LIVING WITH HIV.

General Surgery residents’ Forum GS5

G. Squeo, W. Kane, t. Hedrick, C. Friel, t. thomas, 
y. newberry, S. Hoang
Charlottesville, VA

Purpose/Background: the rate of anal squamous cell 
cancer (aSCC) is increasing among women with HiV. 
treatment of precursor high grade squamous intraepithe-
lial lesions (HSil) can reduce the risk of progression to 
aSCC.

Hypothesis/Aim: examine effect of dedicated high-res-
olution anoscopy clinic on management of HSil in women 
with HiV.

Methods/Interventions: this is a retrospective case 
control study of women living with HiV who underwent 
anal dysplasia screening at a single institution between 
2012 and 2020. a high resolution anoscopy (Hra) 
program was established at this institution in 2017, 
consisting of providers from the departments of infectious 
disease, Gynecology, and Colorectal Surgery. Prior to the 
creation of the Hra program, women who screened posi-
tive (lSil, HSil, aSCuS) on anal cytology were referred 
to a Colorectal surgeon for an exam under anesthesia 
for biopsies and treatment. after the implementation of 
the Hra program, patients who screened positive on 
cytology underwent Hra, either at the ambulatory clinic 
or in the operating room under anesthesia, depending 

on patient’s preference. Patients who underwent anal 
dysplasia screening before (Group a) and after (Group B) 
the implementation of an Hra program were compared. 
Student’s t-tests and chi-square tests were conducted 
utilizing SaSv9.4 statistical software.

Results/Outcome(s): a total of 201 women living 
with HiV underwent anal dysplasia screening between 
2012-2020. 79 patients were found to have abnormal anal 
cytology which required further treatment: 36 (45.6%) 
before the establishment of the Hra program (Group 
a), and 43 (54.4%) patients after (Group B). the two 
groups didn’t differ in age at HiV diagnosis, race, history 
of smoking, history of alcohol or drug use, or history of 
another Std. the two groups also didn’t differ signifi-
cantly in prevalence of HPV-associated gynecologic disease 
(77.8% vs. 62.8%, p=0.15). of the patients with abnormal 
anal cytology found on screening, 69.4% of patients in 
Group a received further biopsy and treatment, whereas 
79.1% of Group B patients underwent subsequent biopsy 
and treatment (p=0.34). in Group a, of the patients who 
underwent biopsy, 7 (28%) of patients were found to have 
HSil, compared to 21 (61.76%) of patients who under-
went biopsy in Group B (p=0.01). notably, one patient in 
Group a was diagnosed with invasive cancer at the time 
of biopsy.

Limitations: this is a retrospective review and is limited 
by data availability and the accuracy of the electronic 
medical record. additionally, our study population is small 
and design is subject to lead time bias.

Conclusions/Discussion: anal dysplasia is common 
among women living with HiV, but the rate of progression 
to cancer remains relatively low. the establishment of a 
dedicated Hra program was associated with increased 
identification and treatment of high-grade anal lesions 
among women living with HiV, which may theoretically 
prevent the progression to anal squamous cell cancer. 
Further study is warranted.
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PREHABILITATION FOR PREVENTION OF LOW 
ANTERIOR RESECTION SYNDROME: A GAP IN 
THE LITERATURE.

General Surgery residents’ Forum GS6

n. Coppersmith, a. tran, C. Fick, a. mongiu
New Haven, CT

Purpose/Background: low anterior resection 
Syndrome (larS) can afflict 41% of patients one year 
after surgery. the current treatment for larS centers 
around helping patients after they develop symptoms.

Hypothesis/Aim: our goal was to understand the 
evidence for prehabilitation to prevent the development 
of larS.

Methods/Interventions: We conducted a narrative 
review of the literature. the databases Pubmed, Scopus, 
oVid medline, and Web of Science were searched. Papers 
were excluded based on a lack of relevance to the topic.

Results/Outcome(s): larS has a major detriment on 
patients’ quality of life after surgical treatment of rectal 
cancer. General prehabilitation has proven to be effective 
in improving functional capacity before and after surgery 
in other malignancies, such as esophagogastric. For rectal 
cancer patients, prehabilitation exercise while undergoing 
neoadjuvant chemoradiotherapy has been found to be safe 
and feasible. the prehabilitation was found to improve 
quality of life, sleep, fitness levels, and muscle mass.  
no studies to date have published results examining preha-
bilitation and its effect on the development of larS. a 
systematic review found that pelvic floor rehabilitation 
was effective in improving incontinence after low anterior 
resection. a majority of patients with larS who under-
went postoperative pelvic floor rehabilitation would have 
wanted to engage with these exercises preoperatively. at 
present, several study protocols have been published that 
should give interesting results. two european trials will 
examine the effects of postoperative pelvic floor physical 
therapy on fecal incontinence. the Carret trial in Chile 
will study pre- and post-operative physical therapy as a 
strategy to reduce the incidence of larS.

Limitations: this study was conducted as a narrative 
review and not a systematic review.

Conclusions/Discussion: larS can greatly impact the 
quality of life for patients after rectal cancer treatment and 
affects a significant number of patients. at present the 
current treatment of larS is reactionary to the devel-
opment of symptoms. the results of our narrative review 
show that prehabilitation has shown promise in rectal 
cancer, as well as other forms of cancer. to date no studies 
have been completed that have assessed the effectiveness 
of prehabilitation to reduce the chances of developing 
larS. Prehabilitation offers an exciting area of further 
research in rectal cancer to potentially improve functional 
outcomes.
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VERTEPORFIN LIMITS TUMORIGENESIS IN 
A HUMAN ORGANOID MODEL OF COLITIS-
ASSOCIATED CANCER.

research Forum rF1

r. deHaan1, e. Huang1, l. Knecht2, r. Fisher2, 
d. lambracht-Washington2, J. leo2, e. Huang2

1Cleveland, OH; 2Dallas, TX

Purpose/Background: Colitis-associated cancer (CaC) 
is devastating consequence of ulcerative colitis for which 
there are few models. the Hippo pathway has been 
demonstrated to promote inflammation-associated cancers

Hypothesis/Aim: We hypothesize that interference 
with the Hippo pathway would diminish tumorigenesis of 
CaC.

Methods/Interventions: We developed human epithe-
lial organoids from patients with colitis associated cancer. 
Verteporfin, which interferes with the binding of the 
dominant Hippo pathway transcription factor yaP1, 
and its nuclear binding partner, tead, was applied in 
vitro to patient-derived CaC organoid cultures and to 
in vivo murine (nod-SCid il2 γ receptor null mice) 
subcutaneous and orthotopic tumorigenesis and metastatic 
models, respectively. immunoblots were used to assess 
the levels of yaP1 in the presence of increasing doses of 
verteporfin, while tumor size, yaP1 and Ki67 were used to 
measure the effects of verteporfin on tumorigenesis.

Results/Outcome(s): Verteporfin decreased yaP1 in a 
dose-dependent manner in vitro (1-3 µm; n = 2, P < 0.01).  
in vivo, logistic regression examining prevention and 
reversal demonstrated that verteporfin was effective at 
decreasing tumor burden (p < 0.001; p< 0.05, respec-
tively). For subcutaneous injections, there was a trend 
towards inhibition of nuclear yaP1 expression in both the 
reversal and the prevention arms (p < 0.2; p < 0.1) while 
for Ki67, the trends were not significant (p < 0.2 and 0.4). 
For the cecal metastatic models, verteporfin decreased 
cellular expression of nuclear yaP1 (p < 0.016). and the 
expression of Ki67, was likewise diminished (p= 0.016). 
Further, this reduction of proliferation and activated 
yaP1 correlated with a reduction in metastatic lesions  
(p = 0.032).

Limitations: thus far, we have only examined two 
biological replicates. mechanisms and confirmation of 
downstream pathway intermediates and effectors resulting 
in the findings have yet to be confirmed. in vivo models 
used immunocompromised mice.

Conclusions/Discussion: We demonstrate that verte-
porfin, in vitro and in vivo, may mitigate CaC tumorigen-
esis. Verteporfin is already in clinical use for the treatment 
of macular degeneration. once confirmed, these data 
suggest a chemopreventive role for verteporfin in the 
treatment of CaC.

PROOF OF CONCEPT FOR THE APPLICATION 
OF FLUORESCENCE LIFETIME IMAGING (FLIM) 
IN THE MESENTERY.

research Forum rF2

d. Keller, J. lee, l. marcu, e. raskin, B. Cummings, 
a. alfonso Garcia
Davis, CA

Purpose/Background: the mesentery was recently 
recognized as an independent organ, and increasingly seen 
a key source of inflammation in inflamatory bowel disease 
(iBd). identifying inflammed and diseased mesentery 
could help guide precision surgical management and opti-
mize outcomes in iBd patients.

Hypothesis/Aim: the goal was to test the feasibility for 
Fluorescence lifetime imaging (Flim) in murine mesen-
teric tissue. We hypothesized Flim would be accurate, 
sensitive, and reproducible for different cell types

Methods/Interventions: Flim uses near-uV light to 
stimulate stable tissue autofluorescence. Benefits include 
no need for exogenous agents, real-time data, and improved 
sensitivity over current fluorescence models. Preliminary 
works show Flim detects dynamic spectral and temporal 
changes induced under pathologic inflammation, and can 
discriminate between normal, fibrosed, and inflammatory 
tissue better than the human eye in models. Here, the 
colorectum, ileum, and mesentery of 12 healthy mice  
(6 male, 6 female) were collected after necropsy and 
imaged with Flim. the Flim employed a raster-scanned 
optical fiber probe (400µm diameter) for multispectral 
imaging over the visible spectrum (channel 1=390/18nm, 
connective tissue target; channel 2=435/40nm, nad(P)H 
target; channel 3 = 542/10nm, Fad target; and channel 
4 = 610/70nm, lipids/ porphyrins target). Channels were 
tuned to capture fluorescence from structural proteins 
collagen and elastin, cellular metabolic co-factors nicotin-
amide adenine dinucleotide (nadH) and flavin adenine 
dinucleotide (Fad), lipids, and porphyrins and overlayed 
on the tissue sample

Results/Outcome(s): on average, murine mesentery 
tissue exhibited distinct fluorescence lifetime in a spectrally 
dependent manner. there were distinct areas with lifetime 
corresponding to normal mesenteric tissue, lymphovas-
cular tissue, and interstitial fat. the patterns seen were as 
expected with the known mesentery components (Figure). 
results were consistent across gender and reproducible 
across subjects.

Limitations: Proof of concept study in an animal model.
Conclusions/Discussion: Flim showed the distinct 

cellular types in the mesentery accurately and with repro-
ducible results. these results can be directly translated 
to an iBd model, to determine if Flim can distinguish 
between normal, inflamed, and fibrotic tissue in the 
mesentery.
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ANG1 AND ANG4 DIFFERENTIALLY REGULATE 
COLITIS AND CARCINOGENESIS IN AN AOM-
DSS MOUSE MODEL.

research Forum rF3

a. Hu, J. yoo
Boston, MA

Purpose/Background: ang1 and ang4 are 14-kda 
ribonucleases with potent angiogenic and antimicrobial 
properties. the role of ang1 and ang4 in colitis and 
cancer have not been previously studied.

Hypothesis/Aim: ang1 and ang4 regulate the response 
to colitis and the development of colitis-associated cancer.

Methods/Interventions: Wild-type (Wt; n=29) and 
angiogenin-1 knock-out (ang1-Ko; n=31) C57Bl/6 
mice, a whole-body homozygous knockout strain, were 
given azoxymethane (aom, 10mg/kg i.P.), a colon carcin-
ogen, 2 days in advance of three cycles of 3.5% dextran 
sodium sulfate (dSS). each cycle consisted of 5 days of 
dSS in the drinking water (colitis), followed by 16 days 
of regular water (recovery). this aom-dSS colitis model 
leads to predictable and reproducible colitis and cancer. 
disease activity index (dai) was recorded, a colonoscopy 
was performed 1 week after each dSS treatment, and mice 
were euthanized at various time points (colitis, recovery, 
cancer) with tissue evaluated by immunohistochemistry. 
ang1, angiogenin-4 (ang4), tnF-α, il-1β, il-6, il-10, 
il-23, il-33 mrna levels were analyzed by rt-PCr.

Results/Outcome(s): ang1-Ko mice exhibited more 
severe colitis both endoscopically and histologically 
(Fig 1A), with a significantly higher dai compared to 
Wt mice during both the acute (P<0.05) and recovery 
(P<0.05) phases of each dSS cycle (Fig1B). Consistent 
with these results, colonic tnF-α, il1-β, il-6, il-10, 
and il-33 mrna levels were significantly upregulated in 
ang1-Ko mice (Fig1C). While ang4 was upregulated in 
both Wt (1.3x107-fold increase) and ang1-Ko (4.6x107-
fold increase) mice during the colitis phase, Wt mice 
were distinguished by a significant upregulation of ang1 
(1.5x104-fold increase, Fig 1B). interestingly, despite the 
reduced colitis, Wt mice developed significantly more 
tumors (P<0.05) compared to ang1-Ko mice at the end of 
the 3rd dSS cycle (Fig1D). 134 tumors formed in Wt mice 

(n=29; 4.6 tumors/mouse) while only 46 tumors formed 
(n=31; 1.5 tumors/mice) in ang1-Ko mice, which were 
also characterized by a 6.89x105-fold increase in ang4 and 
the complete absence of ang1.

Limitations: therapeutic interventions involving ang1 
and ang4 have not been tested.

Conclusions/Discussion: in a mouse model of coli-
tis-associated cancer, ang1 mitigates colitis but promotes 
tumor growth, while ang4 may be protective against both 
colitis and cancer. ang1 and ang4 play important regula-
tory roles in the development of colitis-associated cancer 
and may serve as novel therapeutic targets.

Figure 1

ECTOPIC COLONIC ILEAL METAPLASIS, 
APPARETN CRYPT CELL_LIKE CELLS (CCLCS) 
CONTRIBURE TO THE PATHOGENESIS 
CONSISTENT WITH THE ACURATE DIAGNOSIS 
OF CROHN’S COLITIS (CC) COLITIS (CC).

research Forum rF4

a. m’Koma
Nashville, TN

Purpose/Background: diagnostic inaccuracies in colit-
ides are a common serious, unsolved problem and is asso-
ciated with an increased risk of adverse outcomes. our 
data has shown deFa5 in areas of ectopic colonic ileal 
metaplasia, consistent with the diagnosis of CC.

Hypothesis/Aim: novel anti-deFa5 abs produce 
adequate specificity and recognizes only deFa5 secreted 
by ectopic colonic ileal metaplasia and facilitate distinct 
pathology consistent with authentic diagnosis of CC.

Methods/Interventions: Widely tested and used 
deFa5 commercially available antibodies were evaluated 
and validated. (i) dot blotting Ponceau staining was used 
as a loading control of commercially available sources, 
tested against purified α-defensin proteins, deFa1 to 
deFa6. mabs from Santa Cruz Biotechnology were used 
due to specificity, Fig. 1 A. (ii) Western Blotting mab and 
polyclonal (pab), Fig. 1B. (iii) Screened a series of anti-
deFa5 antibodies (r&d systems) and identified deFa5 
specific capture and detection antibodies, Fig. 1C and 
(iv) together, meharry medical College in collaboration 
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with Vanderbilt university medical Center and university 
of Georgia, athens developed antibodies against the 
segments of deFa5, which only recognizes deFa5, 
Fig. 1DD.

Results/Outcome(s): our noVel developed mono-
clonal antibodies (mabs), with specific peptide sequences 
of the P, B and M binding sites of the deFa5 protein show 
up stronger and better results, Fig. 1DA-D compared to 
the commercially available mabs, Fig. 1A&B and can 
say beyond a shadow of a doubt that this antibody only 
recognizes deFa5 and therefore more suitable to be used 
for developing deFa5 bioassay for immunohistochemistry 
and sandwich eliSa for colitides diagnostics.

Limitations: to overcome the limitations of the high 
degree of similarity of deFas implies that antibodies 
against deFa5, though specific, may not be specific 
enough to distinguish deFa5 from other defensins. it was 
necessary to develop novel monoclonal antibodies (mabs) 
that determine specificity and sensitivity of deFa5 which 
is diagnostic for CC and not other deFas.

Conclusions/Discussion: these preclinical studies 
suggest that the development of a deFa5 specific assay is 
a significant validation to improving iBd patient diagnosis 
and subsequent care. the robust expression finding of 
ectopic colonic ileal metaplasia, CClCs is novel. double 
staining of deFa5 and CClCs, in the injured crypt mucosa 
of CC patients, and their adjacent stromal cell indicate the 
high deFa5 levels which arise from ubiquitous CClCs. 
Further, we have established that sampling error does 
not interfere with the results and apropos complement of 
CClCs with co-localized deFa5 in endoscopy biopsies of 
CC. this is critical for the diagnosis authenticity of subtype 
of colonic iBd.
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PREDICTING SURGICAL SITE INFECTION 
AFTER COLORECTAL SURGERY USING 
MACHINE LEARNING.

the abstracts Session S1

K. Chen, J. Stem, J. Guillem, S. Gomez, m. Kapadia
Chapel Hill, NC

Purpose/Background: Surgical site infection (SSi) is 
a source of significant morbidity after colorectal surgery. 
Previous efforts to develop models that predict SSi after 
colorectal surgery have had limited accuracy. machine 
learning is an emerging technique that can identify 
non-linear patterns within large datasets.

Hypothesis/Aim: We hypothesize that machine learning 
can be used to develop a more accurate predictive model 
for SSi after colorectal surgery.

Methods/Interventions: Patients who underwent 
colorectal surgery were identified in the national Quality 
improvement Program (nSQiP) database from years 2012 
to 2019. data from 2012 to 2018 were split into training 
and validation sets in an 80/20 ratio, with 2019 data used as 
an external test set. the primary outcome (SSi) included 
patients who experienced superficial, deep, and organ-space 
surgical site infections. Patient records missing data on all 
types of SSi were excluded. all available pre-operative  
variables were used to train machine learning models, 
using techniques including random forest (rF), gradient 
boosting (XGB), and artificial neural network (ann). a 
logistic regression (lr) model was also created for compar-
ison. model performance was assessed using area under the 
receiver operating characteristic curve (auC) on the test 
set. auC describes a model’s discriminatory ability and 
ranges from 0.5 (random guessing) to 1.0 (perfect classifi-
cation). additional metrics including accuracy, sensitivity, 
and specificity were assessed for the highest performing 
model and for logistic regression.

Results/Outcome(s): the dataset included 256218 
patients after application of exclusion criteria. 167889 
patients were included in the training set, 41973 were 
included in the validation set, and 46356 were included 
in the test set. overall, 10.5% of patients experienced an 
SSi. rF obtained an auC of 0.745 (95% Ci 0.737 - 0.754), 
XGB obtained an auC of 0.760 (95% Ci 0.752 - 0.769), 
and ann obtained an auC of 0.752 (0.748 - 0.756). lr 
obtained an auC of 0.682 (95% Ci 0.673 - 0.690). the 
accuracy, sensitivity, and specificity for XGB were 67.9%, 
68.3%, and 67.9% respectively. For lr, the metrics were 
65.4%, 62.8%, and 65.7% respectively. the strongest 
predictors of SSi included pre-operative organ space infec-
tion, operative time, Bmi, platelet count, and hematocrit.

Limitations: this approach does have important limita-
tions. the models’ predictive abilities are limited by the 
nSQiP database which tracks only 30-day outcomes. also, 
compared with traditional nomograms, the models include 
more variables and are not as easily interpretable.

Conclusions/Discussion: this study demonstrates 
that machine learning techniques may predict SSi 
after colorectal surgery better than traditional statis-
tical approaches. these techniques may be used identify 
patients at highest risk and more effectively target inter-
ventions to reduce the risk of SSi.

16S SEQUENCING OF THE MUCOSAL 
ASSOCIATED MICROBIOTA REVEALS TAXA 
ASSOCIATED WITH ANASTOMOTIC LEAKS.

the abstracts Session S2

e. Hoedt1, G. Carroll1, B. Stephensen2, K. togher3, 
m. morrison4, V. Vishnoi1, n. talley1, S. Keely1, 
P. Pockney1

1Callaghan, NSW, Australia; 2New Lambton Heights, NSW, 
Australia; 3Saint Lucia, QLD, Australia

Purpose/Background: anastomotic leaks (al) are the 
most severe complication of colorectal surgery. Surgical 
issues do not explain all al. the mucosal associated 
microbiome (mam) may be a modifiable influence on al 
rate.

Hypothesis/Aim: We aimed to determine if there is an 
identifiable microbial pattern in the mam which is asso-
ciated with al.

Methods/Interventions: an opportunistic sample of 
160 patients (mean age 70yrs, females 38%) undergoing 
colorectal resection for any indication with anastomosis 
had swabs taken from the proximal and distal extent of 
the specimen immediately after extraction. oral antibi-
otics were used by 22/160; 10 received amoxycillin 975mg/
clavuonic acid 125mg one dose, 6 hours pre-op, and 12 
erythromycin 500mg twice daily, for 2 days pre-op. in 
the patients who did not receive antibiotics, mechan-
ical prep was used by 11, enemas by 50, and no prep by 
77. microbial cells from the swabs were extracted and 
sequenced with V3-V4 16S primers. reads processed 
with Qiime2/dada2 and amplicon sequence variants 
referenced against SilVa SSu r138 database. analysis of 
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microbiota diversity was performed in r and Calypso. data 
was transformed using Cumulative Sum Scaling + log2. 
Clinical data pertaining to resection sites and postopera-
tive events was collected.

Results/Outcome(s): the al rate was 13% (21/160). 
microbiota alpha diversities (Shannon and Simpson) 
were significantly different between al and “no leak” 
patients. additionally, rda analysis showed significant 
differences in mam al profiles. univariate analysis 
identified significantly differentially abundant taxa in al 
cases, assigned to the genera Barnesiella, Bacteroides, 
lachnoclostridium, and Sutterella. Pre-surgery antibiotic 
manipulation affected the mam. erythromycin had the 
biggest impact with significant decreases in alpha diver-
sity and distinct community clusters observed with rda. 
the different bowel preparation regimes were compared, 
excluding patients given antibiotics. these included fleet 
enemas (50/160), mechanical (11), or none (77). alpha 
diversity was significantly decreased by mechanical bowel 
prep (Chao1). additionally, significant clustering for each 
bowel prep was observed with rda.

Limitations: our antibiotic recipient numbers are low 
and limit the presentation of any conclusive clinical find-
ings, but this study shows that antibiotics and mechanical 
bowel prep impact the mam.

Conclusions/Discussion: mam of resection sites 
within anastomosis patients suggests that subtle differences 
at the species or strain level may be associated with al. 
this pilot study shows that bowel prep also influences the 
mam, and that it is highly likely that oral antibiotics do, 
too. However, more work is required to determine if the 
changes induced by specific regimes are positive, or nega-
tive, influences on the mam and al. We may be able to 
identify patients at risk of al via the gut microbiota, and 
certain regimes may intervene preoperatively reducing the 
occurrence of this life-threatening condition.

MEDICARE REIMBURSEMENT IN COLORECTAL 
SURGERY: A GROWING PROBLEM.

the abstracts Session S3

G. Han1, J. Gong2, a. Khurana4, a. eltorai3, J. Brady1, 
K. Jogerst1

1Scottsdale, AZ; 2Providence, RI; 3Boston, MA; 4Rochester, MN

Purpose/Background: as the population ages, there is 
increasing reliance on medicare. medicare reimbursement 
rates have decreased across various specialties but have not 
yet been investigated in Colorectal Surgery (CrS).

Hypothesis/Aim: to analyze medicare reimbursement 
trends for common CrS procedures.

Methods/Interventions: the Centers for medicare and 
medicaid Services’ Physician Fee Schedule was evaluated 
for reimbursement data for the 20 most common CrS 
procedures between 2006 and 2020. the 20 most common 
CrS procedures ranged from screening and diagnostic 

lower endoscopies to office-based procedures such as 
internal hemorrhoidectomy by rubber band ligation to 
surgeries under general anesthesia including colectomy. 
the annual percent change, Compound annual Growth 
rate (CaGr), and total percent change were calculated 
after adjusting for inflation. in 2016, several legislative 
changes went into effect, including the maCra and 
the Bipartisan Budget act (Public law 114-74), which 
changed the way that medicare reimbursements are calcu-
lated. a subanalysis was performed comparing the infla-
tion-adjusted annual change in reimbursement between 
2006 to 2016 and 2016 to 2020.

Results/Outcome(s): From 2006 to 2020, the infla-
tion-unadjusted mean medicare reimbursement rate for 
the 20 most common CrS procedures increased by 
+15.6%. However, this rise was surpassed by the increased 
inflation rate of +31.3%. Consequently, the mean infla-
tion-adjusted reimbursement rate decreased by -11% from 
2006 to 2020. over the study period, adjusted reimburse-
ment rates decreased the most at -33.8% for performing a 
flexible colonoscopy with biopsy, single or multiple (CPt 
45380), and increased the most at +45.3% for performing 
a diagnostic rigid proctosigmoidoscopy with or without 
collection of specimen(s) (CPt 45300). annual percent 
change was -0.98% and CaGr was -0.79%. there was 
an accelerated decrease in annual reimbursement rates 
from 2016 to 2020 at -2.23% versus from 2006 to 2016 
at -0.22% (p=0.032). the only procedure that had an 
increase in its adjusted reimbursement rate from 2016 to 
2020 was injection of sclerosing solution for hemorrhoids 
(CPt 46500, +9.4%).

Limitations: only medicare, not private insurance 
reimbursement data was analyzed.

Conclusions/Discussion: medicare reimbursements for 
CrS procedures are decreasing at an accelerating rate. 
although this study is limited to medicare data, it still 
presents a broad overview of CrS reimbursements as 
changes to medicare policies have a ripple effect across 
the general insurance market. it is vital to understand the 
financial trends to be able to structure future patient care 
teams and to advocate for the sustainability of CrS prac-
tices in the united States.
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EFFECT OF TWO DIFFERENT COVID-19 
SCREENING MODALITIES ON COLONOSCOPY 
CANCELLATION.

the abstracts Session S4

d. Schlund1, a. Krzyweic2, a. abcarian1, G. Gantt1, 
V. Chaudhry1

1Chicago, IL; 2Downers Grove, IL

Purpose/Background: at one institution a negative 
CoVid-19 PCr is required 72 hours prior to colonoscopy. 
For a nine-week period this requirement was waived for 
those patients with a documented CoVid-19 vaccine.

Hypothesis/Aim: Compare associated cancellation rates 
of two different pre-colonoscopy CoVid-19 screening 
modalities.

Methods/Interventions: a retrospective chart review 
was conducted at a single urban institution targeting all 
patients scheduled to undergo colonoscopy from march 
2021 to early august 2021. this time period relatively late 
in the CoVid-19 pandemic was chosen because it more 
accurately reflects current CoVid-19 practices in terms of 
testing, staffing, scheduling, and PPe availability. For the 
first three months of this time period (Group 1), an insti-
tutional CoVid-19 PCr was the only form of CoVid-19 
screening permitted per institutional policy. For the final 
nine weeks of this time period (Group 2) the policy was 
amended to permit either an institutional CoVid-19 
PCr or a documented CoVid-19 vaccine to suffice for 
screening. the cancellation rates of these two groups 
were compared and statistical significance was calculated 
according to Chi Square analysis.

Results/Outcome(s): a total of 2012 colonoscopies 
were scheduled from march 2021 to early august 2021. 
during Group 1 there were 1150 colonoscopies scheduled 
and 388 of these were cancelled (33.7%). during Group 2 
there were 862 colonoscopies scheduled and 361 of these 

were cancelled (41.9%). the difference in cancellation 
rates between these two periods was statistically significant 
(p=0.0001). the pre-covid cancellation rate is approxi-
mately 25 %.

Limitations: this is a retrospective study that is subject 
to confounding. While there was a statistically significant 
difference in procedure cancellation rates between the two 
different groups, causation cannot be inferred.

Conclusions/Discussion: in this study, allowance of 
a CoVid-19 vaccination proof in lieu of CoVid-19 
testing prior to outpatient colonoscopy was associated 
with a higher procedure cancellation rate compared to 
CoVid-19 testing alone. there are several possible 
explanations for this seemingly counterintuitive finding. 
First, there could have been immunization documenta-
tion discrepancies particularly regarding whether or not a 
patient has been fully vaccinated or received only a single 
dose. another explanation is seasonal variation in colo-
noscopy completion rates. although data for this at our 
institution is lacking, there are anecdotal reports of higher 
procedure cancellation rates during summer months. 
lastly, the rising concerns of the delta variant seen during 
the vaccine era could have led patients to be more hesi-
tant to seek elective procedures. at any rate, hospital 
policymakers should keep in mind that allowing proof of 
vaccination to suffice for CoVid-19 screening before 
colonoscopy may not lead to lower procedure cancellation 
rates compared to CoVid-19 testing alone.

STANDARDIZED LETTERS OF 
RECOMMENDATION: NOT ENOUGH TO 
PREVENT IMPLICIT GENDER BIAS IN CRS 
APPLICATIONS.

the abstracts Session S5

a. al Jabri1, H. Bhat1, J. abelson1, e. Breen1, 
a. Kuhnen1, S. Stein2, e. Steinhagen2, J. Saraidaridis1

1Burlington, MA; 2Cleveland, OH

Purpose/Background: letters of recommendation 
(lor) provide subjective assessment of applicants’ 
strengths and weaknesses. it is unclear if lor used in 
colon and rectal surgery (CrS) residency selection include 
gender bias.

Hypothesis/Aim: to assess the presence of gender bias 
in lor for CrS residency.

Methods/Interventions: applications from the 2019 
CrS residency cycle at one academic institution were 
analyzed. applications were evaluated for demographic 
information of both applicant and letter writer and then 
blinded to name, gender, race, and institution. using 
blinded 2020 lor, a separate analysis team developed a 
rubric of themes represented in CrS lor. the analysis 
team then reviewed all 2019 lor and assessed them for 



 13

inclusion of these attributes. the association of gender 
with the presence of these attributes was analyzed using 
the wilcoxan rank sum test, students t test, chi square test, 
and logistic regression.

Results/Outcome(s): 111 applicants, 409 letter writers, 
and 658 letters were analyzed. of the lor, 315 were in the 
standardized (Slor) format and 343 narrative (nlor). 
43% of applicants were female. Female applicants had 
equal median number of publications to male appli-
cants(4 vs. 3; p=0.26), were equally elected administrative 
chief(15% vs. 14%; p=0.99), and possessed lower median 
aBSite scores(49% vs. 60%; p<0.01). analyzing all letters 
(nlor and Slor), female and male applicants had equal 
mean number of positive(5.4 vs. 5.8; p=0.10) and nega-
tive(0.5 vs. 0.4; p=0.07) comments. Female applicants 
were more likely represented as having poor academic 
skills(6.0 vs. 3.4%, p=0.04) and possessing negative lead-
ership qualities(5.2% vs. 1.4%; p<0.01). However, they 
were more often described as confident(10.5% vs. 6.1%; 
p<0.04). male applicants were more likely to be described 
as kind (36.6% vs. 28.3%; p=0.03), curious(16.4% vs. 
9.2%; p=0.01), possessing positive academic skills (33.7% 
vs. 20.0%; p<0.01), and positive teaching skills (23.5% vs. 
17.0%; p=0.04). Slor from 2019 allowed the ability to 
rank candidates in several attributes. in these rankings, 
female applicants were more often described as having poor 
work ethic(8% vs. 2%; p=0.03) and poor initiative(27% 
vs. 18%; p=0.05). they had a trend towards worse rank 
in communication skills, technical skills, academic skills, 
being a team player, and overall rank.

Limitations: this was an analysis of a single year of 
applications to an academic center. the data may not be 
representative of all years or applicants.

Conclusions/Discussion: there are differences in the 
qualities used to describe female applicants versus male 
applicants in CrS application lor. Female applicants 
were more often described in negative academic terms 
and with negative leadership qualities. males were more 
likely to be described as kind, curious, and possessing good 
teaching skills. Slor did not ameliorate these differences. 
the CrS field may benefit from educational initiatives to 
reduce implicit gender bias in lor.

APPLICANTS’ PERSPECTIVES ON VIRTUAL 
VS IN-PERSON COLORECTAL RESIDENCY 
INTERVIEWS.

the abstracts Session S6

J. abelson1, a. al Jabri1, S. Kelley3, J. d’angelo3, 
a. d’angelo3, S. Husain2

1Burlington, MA; 2Columbus, OH; 3Rochester, MN

Purpose/Background: in response to the CoVid-19 
pandemic, interviews for colorectal surgery residency were 
conducted virtually. it is unknown if virtual interviews 
provide an adequate substitution for in-person interviews

Hypothesis/Aim: determine applicants’ views of 
in-person vs virtual residency interviews.

Methods/Interventions: two surveys were developed to 
assess colorectal surgery applicants’ experience with either 
in-person or virtual colorectal residency interviews. the 
surveys were administered to applicants in the 2019 cycle 
who interviewed in-person (distributed February 2021) and 
to applicants in the 2020 cycle who interviewed virtually 
(distributed november 2020). the surveys consisted of 38 
questions addressing various elements of the effectiveness 
of the interview experience: information received during 
the interview, ability to learn about programs and cities, 
and ability to determine fit with programs. responses on 
a 5-point likert scale were dichotomized by combining 
the top two (agree and strongly agree) and bottom three 
(strongly disagree, disagree and neutral). data collected 
from the two groups were compared via two-sample 
t-test, Chi-square and Fisher’s exact test as appropriate. 
Statistical significance was determined at p-value <0.05.

Results/Outcome(s): there were 119 responses to the 
two surveys, 42 who interviewed in-person and 77 who 
interviewed virtually. there was no difference in race 
or medical education between the two groups. a higher 
proportion of applicants who interviewed virtually applied 
to >25 programs (75% vs 56%, p=0.05), with a corre-
spondingly higher mean number of interviews completed 
(13.7 vs 11.4 respectively, p=0.07). an overwhelming 
majority of applicants (virtual: 92% vs in-person: 97%; 
p=0.35) agreed that programs provided them with useful 
information during the interview. nevertheless, applicants 
who interviewed virtually were significantly less likely 
to agree that they developed a good impression of the 
institution (73% vs 94%, p=0.01) or the city (47% vs 
72%, p=0.02). a significantly higher proportion of virtual 
interviewees lacked the opportunity to meet privately 
with current colorectal residents (41% vs 19%, p=0.03). 
in addition, a significantly lower proportion of virtual 
interviewees agreed that the interviews allowed them to 
develop “rapport” (69% vs 91%, p=0.02) or determine if a 
program was the “right fit” (71% vs 97%, p<0.01).

Limitations: this is a retrospective survey that was 
conducted with different applicant pools at different time 
periods. response rates for the two applicant groups varied.

Conclusions/Discussion: Virtual interviewees for 
colorectal surgery residency were less likely to develop a 
good impression about programs and their host cities. they 
also had challenges in determining if a program was the 
“right fit”. as we consider future formats for interviews, 
the effectiveness of virtual interviews needs to be carefully 
considered and requires further investigation with process 
improvement.
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HIGH COMPLICATION RATE AFTER EARLY 
ILEOSTOMY CLOSURE: EARLY TERMINATION 
OF THE SLIRPS TRIAL.

Plenary abstracts SP8

J. Vogel1, P. Fleshner2, S. Holubar3, V. Poylin4, 
S. regenbogen5, B. Chapman6, e. messaris7, m. mutch8, 
n. Hyman9

1Denver, CO; 2Los Angeles, CA; 3Cleveland, OH; 
4Evanston, IL; 5Ann Arbor, MI; 6Aurora, CO; 7Boston, 
MA; 8St Louis, MO, 9Chicago, IL

Purpose/Background: a diverting ileostomy is often 
used when an ileal pouch anal anastomosis (iPaa) is 
made. the ileostomy is typically closed after 2-3 months. 
the safety of earlier closure of the ileostomy is unknown.

Hypothesis/Aim: early closure of the diverting ileos-
tomy is safe in ulcerative colitis patients with iPaa.

Methods/Interventions: the Short versus long interval 
to ileostomy reversal after Pouch Surgery (SlirPS) trial 
was a multicenter, randomized, prospective trial of early 
(7-12 days) compared to late (≥ 8 weeks) closure of the 
diverting ileostomy after 2- or 3-stage ileal pouch anal 
anastomosis (iPaa) in adults with ulcerative colitis. the 
trial was conducted by colorectal surgeons in the united 
States Crohn’s and Colitis Foundation Surgical research 
network. Study patients who passed both a clinical and 
radiological assessment of their iPaa were randomized 
to early (eC) or late closure (lC) of their diverting 
ileostomy. the primary outcome was the Comprehensive 
Complication index (CCi) at 30 days after ileostomy 
closure. Secondary outcomes were total complications, 
complication severity, reoperation, and readmission, at  
30 days after ileostomy closure.

Results/Outcome(s): the trial was stopped prematurely 
after interim analysis revealed a high rate of complications 
in the eC group. among 36 patients analyzed, 1 (3%) 
had unplanned proctectomy with end ileostomy. of the 
remaining 35 patients, who underwent iPaa and diverting 
ileostomy, 28 (80%) were clinically eligible for early closure 
and underwent radiological iPaa assessment. among 
these patients, there were 3 radiological failures, including 
2 with abscess/leak and 1 with pelvic hematoma. of the 
25 patients who passed both clinical and radiological 
assessment, 22 (88%) were randomized to early closure 
(eC; n=10) or late closure (lC; n=12) and 3 (12%) 
were excluded due to protocol violations. median CCi 
was 14.8 (0-52.7) and 0 (0-22.6) after eC and lC, respec-
tively (p=0.02). one or more complications occurred in 7 
(70%) after eC and 3 (25%) after lC (p=0.035) and were 
severe in 3 (30%) and 0 patients, respectively (p=0.041). 
reoperation was required in 2 (20%) and 0 (p=0.10) and 
readmission was required in 7(70%) and 1 (8.3%), respec-
tively (p=0.003). table

Limitations: early study termination; small study 
sample; selection bias may limit generalizability.

Conclusions/Discussion: in this prematurely stopped 
trial, ulcerative colitis patients with iPaa who underwent 
early closure of their diverting loop ileostomy experienced 
an unacceptably high rate of postoperative complications. 
thus, early closure of the ileostomy in this setting is not 
recommended, even when clinical and radiological assess-
ment of the iPaa indicates that restoration of bowel 
continuity may be safely performed.

Complications of diverting ileostomy Closure

CAN PREOPERATIVE CT FINDINGS PREDICT 
DIFFICULT REACH DURING ILEAL POUCH-
ANAL ANASTOMOSIS (IPAA)?

Plenary abstracts SP9

e. adams, C. lansky, K. Zaghiyan, C. Kallman, 
P. Fleshner
Los Angeles, CA

Purpose/Background: a tension free iPaa is critical 
to minimize complications and optimize pouch function. 
We report Ct measurements of distance between the 
mesenteric vessels and anal canal as a tool to predict pouch 
reach.

Hypothesis/Aim: Preoperative Ct findings predict the 
incidence of non-reach prior to iPaa.

Methods/Interventions: iBd patients undergoing a 
3-stage iPaa by two iBd surgeons between 2007-2021 
with a preoperative Ct scan were identified from a 
prospective surgical database. Ct evaluations included 



 15

mesenteric distance (defined as length from the root of 
the Sma (rSma) to the terminal branch of the Sma 
(tSma)), total distance (rSma to puborectalis muscle), 
additional needed surgical distance (representing the 
required intraoperative length to be mobilized, calculated 
by subtracting the total distance from the mesenteric 
distance) and length of the anal canal (defined as puborec-
talis to the anal verge). measurements were performed by 
radiologists blinded to clinical outcome. Primary outcome 
was iPaa non-reach, defined as inability to achieve 
J-pouch length 4 fingerbreadths below the pubis. t-test or 
mann-Whitney compared distributions. logistic regression 
assessed binary outcomes. linear regression investigated 
continuous variables. auC/roC analysis identified clini-
cally useful Ct measurements.

Results/Outcome(s): the study group was comprised 
of 58 patients, and 60 pouch attempts (table 1). 54 
pouches had adequate length for completion (90%), while 
6 pouches (10%) had non-reach. no clinical variable 
including Bmi was associated with pouch non-reach. 
regarding radiologic variables, the non-reach group had 
both a significantly shorter mesenteric distance (p=0.04) 
and a longer additional needed surgical distance (p=0.01) 
compared to the completed iPaa patient group. a mesen-
teric distance > 14.6 cm demonstrated a 50% sensitivity 
and 100% specificity for iPaa completion (auC 0.75). 
additional needed surgical distance < 17cm provided 
100% sensitivity and 69% specificity (auC 0.83) for iPaa 
completion.

Limitations: retrospective review.
Conclusions/Discussion: the risk of non-reach during 

iPaa is associated with a shorter mesenteric distance 
and a longer additional needed surgical distance. in 
addition, a mesenteric distance < 14.6cm and additional 
needed surgical distance > 17cm are at high risk for pouch 
non-reach. Ct scan measurements are attainable and can 
help guide preoperative patient counseling and intraoper-
ative decision making.

table 1: Clinical and radiographic Features

WHERE AND WHEN DO VENOUS 
THROMBOEMBOLISMS OCCUR AFTER 
SURGERY FOR INFLAMMATORY BOWEL 
DISEASE (IBD)?

Plenary abstracts SP10

n. mcKenna, K. Bews, K. Behm, K. mathis, r. Cima, 
e. Habermann
Rochester, MN

Purpose/Background: Patients with iBd are reported 
to be at elevated risk for postoperative venous thrombo-
embolism (Vte). the Vte location (portomesenteric, 
pulmonary or extremities) and when they occur is unclear.

Hypothesis/Aim: determine the rate and location of 
postoperative Vtes in patients with iBd by extent of 
operation.

Methods/Interventions: adult patients undergoing 
surgery for either ulcerative colitis (uC) or Crohn’s disease 
(Cd) between January 1, 2006 and march 1, 2021 at a 
single institution were identified. operations were grouped 
according to anatomic extent and classified hierarchically 
(total abdominal colectomy/proctocolectomy ± ileal pouch 
> segmental colectomy/proctectomy ± ileal pouch > stoma 
reversal > stoma creation) if multiple operations were 
performed. Vtes were identified using diagnosis codes in 
the electronic medical record and consisted of extremity 
deep venous thromboses (dVts), portomesenteric venous 
thromboses (PmVts), and pulmonary emboli (Pe). 
Postoperative day of diagnosis was used to divide patients 
into three independent time intervals (postoperative  
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days 1-30, postoperative days 31-60, and postoperative 
days 61-90). analysis was performed separately based on 
diagnosis of either uC or Cd.

Results/Outcome(s): a total of 2,566 patients with uC 
were identified. the overall rate of any Vte occurrence 
was 1.91% at 1-30 days, 0.74% at 31-60 days, and 0.35% 
at 90 days (p<0.0001). Stratifying by Vte location, 71% of 
Vtes within the first 30 days were PmVts (n=35), and 
PmVts remained the majority of Vte events at 31-60 
and 61-90 days postoperatively. Stratifying by operation 
type, the highest rate of Vtes at 30 days occurred after a 
total abdominal colectomy or total proctocolectomy with 
or without pouch formation (2.4%) compared to proctec-
tomy (2.0%) and stoma reversal (1.1%) (p=0.08) (table). 
With respect to Cd, a total of 2,930 patients were iden-
tified. Vte rates were 1.43%, 0.55%, and 0.41% at 1-30 
days, 31-60 days, and 61-90 days respectively (p<0.0001). 
PmVts constituted a smaller proportion of Vte events 
in Cd but still accounted for 31% of all Vtes within the 
first 30 days. Stratifying by operation type, total abdom-
inal colectomy or total proctectomy colectomy still had 
the highest Vte rate at 2.5% followed by stoma creation 
(2.1%), segmental colectomy/proctectomy (1.2%) and 
stoma reversal (1.0%) (p=0.18) (table).

Limitations: Single-institution scope and potential loss 
to follow-up of patients not returning to our institution.

Conclusions/Discussion: the majority of Vtes in 
patients undergoing surgery for uC and Cd are diagnosed 
within the first 30 days after surgery compared to later time 
intervals. the risk of a Vte varies by the extent of the 
operation performed, and PmVts make up a substantial 
proportion of Vte events. When deciding whether to 
prescribe extended-duration venous thromboprophylaxis, 
providers must account for the operation performed and 
weigh the true preventability of PmVts.

Table. distribution and Frequency of Vte events Stratified by 
operation and location of Vte at 1-30 days Postoperatively

BIOLOGICS BEFORE SURGERY ARE 
NOT ASSOCIATED WITH INFECTIOUS 
COMPLICATIONS AFTER SURGERY FOR IBD.

Plenary abstracts SP11

S. Holubar5, t. russell5, t. Hull5, X. Jia5, r. Steinhagen4, 
l. Bordeianou3, n. Hyman2, S. eisenstein1

1La Jolla, CA; 2Chicago, IL; 3Boston, MA; 4New York, NY; 
5Cleveland, OH

Purpose/Background: after surgery for iBd, the 
impact of preoperative exposure to biologics on post-oper-
ative outcomes is controversial. We therefore present the 
largest comparative study to date assessing the potential 
association of biologics with post-operative infectious 
complications.

Hypothesis/Aim: We hypothesized preoperative 
biologic exposure is associated with increased risk of 
post-operative infectious complications after surgery for 
iBd.

Methods/Interventions: the risk of infectious compli-
cations following iBd surgery was assessed through analysis 
of all adult iBd patients included in the american College 
of Surgeons national Quality improvement Program iBd 
Collaborative, inclusive of 18 institutions, from 2017-2020. 
our primary outcome was any infectious complications (all 
infectious complications, surgical site infection (SSi), or 
anastomotic leak), and the primary predictor was exposure 
to biologics within 60 days prior to surgery. univariate 
analyses assessed factors associated with infectious compli-
cations. Propensity scores which estimated probability 
of biologic exposure, were developed with generalized 
boosted modeling and applied with inverse probability 
weighting to adjust for differences between the groups. 
Propensity score weighted conditional logistic regression 
models were used to test association between biologic 
exposure and outcomes. multivariable regression models, 
informed by backward stepwise model selection, were used 
to explore risk factors for outcomes.

Results/Outcome(s): a total of 4,578 patients were 
included, of which 2,296 (50.2%) were not, and 2,282 
(49.8%) were exposed to biologics before surgery. the 
biologics group was younger, more had non-elective 
surgery, more steroid/immunomodulator exposure pre- 
operatively, required pre-operative transfusion, or had 
any comorbidity (all p<0.001). overall, 595 (14.6%), 467 
(11.4%), and 94 (2.2%) patients developed any infection, 
any SSi, or anastomotic leak. any infectious complication 
was more common in patients who were older, had a 
higher Bmi, an open wound at time of surgery, diabetes, 
hypertension, other comorbidities, were undergoing emer-
gency surgery, or were aSa class 3-4 (p<0.001 for each 
by univariate analysis). on univariate logistic regression, 
propensity score weighted conditional logistic regression 
and multivariable logistic regression, biologic exposure was 
not associated with any infectious complications, any SSi, 
or anastomotic leak (p>0.05 for all models, see Table 1). 
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of a total of 675 iPaas, there were 28 leaks (4.1%) and 
these were not associated with biologic use on univariate 
subgroup analysis (p=0.19).

Limitations: Generalizability, selection bias.
Conclusions/Discussion: in the largest nationally 

representative cohort to date, we found biologic exposure 
within 60 days of surgery for iBd was not associated with 
post-operative infectious, surgical site infections or anasto-
motic leak. these data suggest biologics need not be held 
preoperatively before surgery for iBd.
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PILOT STUDY: PRE-OP ERECTOR SPINAE 
PLANE BLOCK FOR EFFECTIVE ANALGESIA IN 
COLORECTAL SURGERY.

the abstracts Session S14

J. Philip1, B. Scully1, W. alswealmeen1, B. Chinn1, 
J. notaro1, K. Wilkins1, m. khetani2, S. alva1

1New Brunswick, NJ; 2Edison, NJ

Purpose/Background: the use of multimodal therapies 
in pain control have proven effective in reducing pain and 
opioid use. transversus abdominus plane (taP) blocks 
have been described as part of eraS protocols. this is 
a pilot study investigating erector spine plane blocks in 
colorectal surgery.

Hypothesis/Aim: to determine whether eSP blocks 
are effective adjunct pain control options preoperatively in 
colorectal surgery.

Methods/Interventions: the pilot study involved 11 
patients undergoing major colorectal surgery at a single 
institution. our technique for the erector spinae plane 
(eSP) block involves injecting in the interfascial erector 
spinae plane at the t-7-8-9 thoracic vertebrae under 
ultrasound guidance. the procedure is performed with the 
patient upright in the pre-op holding area prior to entering 
the operating room. ten cc of liposomal Bupivacaine and 
20 cc of 0.2% plain Bupivacaine are diluted to a total 
volume of 60 cc. thirty cc is injected into the eSP of the 
patients bilaterally. intra-operative opioid use measured in 
morphine milligram equivalents (mme) was gathered from 
the anesthesia electronic reporting system. Post-operative 
opioid mme use in the recovery unit was obtained from 
the electronic medical records system. Pain ratings were 
based on visual analog pain scale and obtained from 
institutional emr. these values were compared against 
historic institutional values for patients who had received 
a preoperative transversus abdominis plane (taP) block 
prior to colorectal surgery.

Results/Outcome(s): average time of administration of 
eSP block was 11 mins. average amount of intra-op mme 
was 11.3. average PaCu mme use was 1.3. average pain 
rating in PaCu for eSP patients was 3.63. Prior institu-
tional averages for intra-op mme use after taP block 
ranged between 30 - 40 mmes, with an average PaCu 
mme of 2.1, and average pain rating of 5.45.

Limitations: this is a nonrandomized pilot study at a 
single institution.

Conclusions/Discussion: this study demonstrates that 
the ultrasound guided erector spinae block is an effective 
and efficient technique for perioperative pain control. 
eSP is a comparable option to the standard transversus 
abdominus plane block at our institution, with the advan-
tages that it can be performed in the pre-op area, thus 
reducing operative time and intra-op anesthesia staffing. 
eSP appears to be associated with reduced intraoperative 
and postoperative opioid use. this pilot study is a necessary 

stepping stone for further prospective studies comparing 
eSP blocks versus taP blocks in colorectal surgery. its 
utility as part of an enhanced recovery after Surgery 
(eraS) program warrants further investigation in larger, 
randomized controlled studies.

OPIOID USE AFTER COLORECTAL RESECTION: 
IDENTIFYING PREOPERATIVE RISK FACTORS 
FOR POST OPERATIVE USE.

the abstracts Session S15

B. levy, r. Bradford, l. ebbitt, C. Kennon, a. Wu, 
d. davenport, a. Bhakta
Lexington, KY

Purpose/Background: identification of preoperative 
and operative factors contributing to high post discharge 
opioid requirements is imperative to ensure providers are 
not over or under prescribing for pain control.

Hypothesis/Aim: Preoperative risk factors predict high 
post operative opioid use in colorectal resection.

Methods/Interventions: after obtaining institutional 
review Board approval, local nSQiP data, Kentucky all 
Schedule Prescription electronic reporting (KaSPer) 
data, and patient charts to obtain operative procedure 
and adjunct pain control, procedures were queried from 
1/2013-12/2016 at a single center. Patients undergoing 
elective colorectal resection were included in this analysis. 
Patients with in-hospital mortality were excluded. opioid 
use 90 days preoperatively, and 14-, 30-days post-discharge 
were tabulated using KaSPer data and converted into 
morphine milliequivalents (mme).

Results/Outcome(s): 677 colorectal surgery cases were 
identified. of these, 60% underwent partial colectomy 
(n=418), 19% low anterior resection (lar; n=128), 
5% abdominal perineal resection (aPr; n=33), 8% sub/
total colectomy (n=55), and 6.4% total proctocolec-
tomy (n=43). of these patients, 15.8% did not have 
patient-controlled analgesia (PCa; n=107), 5.5% had 
transversus abdominus plane (taP) blocks (n=37), 17.7% 
an epidural PCa (n=120), 51.4% iV PCa (n=348), 
and 8.6% both an iV and epidural PCa (n=58). the 
aPr group had significantly higher 14-day and 30-day 
post-discharge opioid requirements (p<0.05). there was 
no difference between laparoscopic and open case opioid 
requirements at discharge. taP blocks were neither 
protective nor predictive of discharge opioid usage. usage 
of iV and epidural regimens in concert, had higher 14- day 
and 30-day post-discharge opioid use when compared to 
other PCa adjuncts alone (p<0.001). Patients with 60/90 
days of active opioid prescription preoperatively, or high 
dose opioid prescriptions for 7 days prior to admission 
were more likely to require iV and epidural PCa for pain 
control (p=0.006, p=0.001). (table 1)
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Limitations: this study was limited by available 
KaSPer data date ranges within our institution. Further, 
neuropathic pain medication was not a scheduled KaSPer 
medication prior to 2017 and therefore did not factor into 
our analysis.

Conclusions/Discussion: analgesic procedures are not 
correlated with post-discharge opioid use. While proce-
dures such as taP blocks and epidurals are frequently 
utilized in enhanced recovery after surgery protocols, they 
do not render a benefit regarding post-discharge opioid 
requirements. this study is the first to identify preoperative 
chronic and tolerant opioid users to have high post-op-
erative discharge needs, regardless of in-hospital anal-
gesic procedures. When determining appropriate discharge 
opioid prescriptions, patient-centered factors, such as 
pre-operative opioid tolerance and chronicity, should be 
evaluated and considered more than operative technique 
or in-hospital analgesic adjuncts.

LONG-TERM OPIOID USE AFTER COLON AND 
RECTAL SURGERY: ARE WE WINNING THE 
BATTLE?

the abstracts Session S16

r. malizia1, a. Fields1, l. Bordeianou1, m. rubin2, 
t. Francone3, K. ahmed1, r. Bleday1

1Boston, MA; 2Salem, MA; 3Newton, MA

Purpose/Background: the united States continues to 
struggle with curbing the opioid epidemic. despite mini-
mizing opioids in enhanced recovery after surgery (eraS) 
pathways, limited data exists regarding long-term opioid 
use for opioid naïve patients undergoing surgery.

Hypothesis/Aim: Standardization, non-narcotic medi-
cations and an enhanced recovery pathway minimizes long 
term opioid use following colorectal surgery in opioid naïve 
patients.

Methods/Interventions: We utilized the electronic 
medical record (emr) data from a regional Colorectal 
Surgery Collaborative in massachusetts from 2017-2020 
to identify patients undergoing colectomy surgery using 
standardized CPt codes from all five participating institu-
tions. the emr for all institutions was the same and was 
able to capture all prescriptions. only opioid naïve patients 

were evaluated. Between 2017 and 2020 several initiatives 
were introduced to minimize postoperative opioid use 
throughout the enterprise. a standard eraS protocol with 
standard pre and post operative order sets was used at all 
sites for all patients. in 2017, intravenous acetaminophen 
was used for the first 24 hours following all surgeries. all 
other narcotic and non-narcotic orders for rescue were 
standardized in the order set. in 2018 discharge opioid 
prescribing was standardized, and in 2019 liposomal bupi-
vacaine was given as a long-acting local anesthetic at one 
of the institutions. the primary outcome was long-term 
opioid use post surgery defined as persistent opioid use at 
6 and 12 months. We also analyzed the surgical approach 
at one of the institutions as listed in the national Surgical 
Quality improvement Project database (nSQiP) to see 
if some there was a greater preponderance of minimally 
invasive procedures between study years.

Results/Outcome(s): a total of 1,363 opioid naïve 
patients undergoing colon and rectal surgery were included 
in the study. also, an analysis of the surgical approach at 
one of the institutions (BWH) for the four years revealed 
no significant difference in the number of open cases 
(36.3%, 37.7%, 34.7% and 36.2%). From 2017 to 2020, 
nearly 100% of patients were prescribed opioids postop-
eratively. From 2017 to 2018, 16% and 11% of patients 
continued to use opioids at 6 and 12 months, respectively 
compared to 15% and 8% of patients from 2018-2019, 
and 11% and 4% of patients from 2019-2020, p<0.01. 
therefore the overall change was 16% to 11% persistent 
use at 6 months; and 11% and 4% at 12 months.

Limitations: the present study is a retrospective anal-
ysis and cannot account for all variables attributed to the 
reduction in long-term opioid use, and data regarding 
reasons for long-term opioid use were not available.

Conclusions/Discussion: although a small proportion 
of opioid naïve patients remain on opioids at one year 
postoperatively, we were able to see a step-wise reduction 
in this number from 2017 to 2020 after integrating opioid 
sparing strategies into our eraS pathways.
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PREDICTING NEOADJUVANT RESPONSE IN 
RECTAL CANCER: EVALUATION OF MRI-
RADIOMIC AND CLINICAL MODELS.

the abstracts Session S18

K. Peterson, m. Simpson, m. drezdzon, a. Szabo, 
r. ausman, a. nencka, C. Peterson, K. ludwig, 
t. ridolfi
Milwaukee, WI

Purpose/Background: radiomics is an approach to 
imaging that quantifies the features normally translated 
into visual display. While both radiomic and clinical 
markers have shown promise in predicting response to 
neoadjuvant chemoradiation therapy (nCrt) for rectal 
cancer, the interrelationship is not yet clear.

Hypothesis/Aim: We aimed to evaluate predictive 
abilities of both radiomic and clinical features within an 
institutional cohort.

Methods/Interventions: a retrospective, single-insti-
tution study of patients treated with nCrt for locally 
advanced rectal cancer between 6/1/2014 and 6/1/2018 
was performed. Clinical features were collected from the 
electronic medical record. the tumor and surrounding 
mesorectum were sampled from pre-treatment magnetic 
resonance imaging and 96 radiomic features were extracted 
using Pyradiomics software. Clinically and statistically 
significant features were evaluated using univariate anal-
ysis, and logistic regression models were created within 
a training-set cohort. the resulting machine-learning 
models included 75 radiomic features and 14 clinical 
features: including age, gender, body mass index, tumor 
differentiation, tumor location, clinical t-stage, clinical 
n-stage, statin use, perineural or lymphovascular invasion, 
mucinous histology, family history of colorectal cancer, 
and abnormal carcinoembryonic (Cea) antigen level. 
Prediction models for complete response and positive 
treatment effect were assessed in a validation cohort using 
area under the receiver operator curve (auC) analysis.

Results/Outcome(s): of the 131 rectal cancer patients 
evaluated, 68 (51.9%) patients were identified to have a 
positive treatment effect and 35 (26.7%) had a complete 
response. the cohorts were similar in demographics, radi-
ation dose, and chemotherapy. on univariate analysis, 
t-stage (or 2.72, p=0.01), perineural or lymphovascular 
invasion (or 6.3, p=0.03), and abnormal Cea (or 3.57, 
p=0.01) were associated with a positive treatment effect. 
t-stage (or 2.15, p=0.02), perineural or lymphovascular 
invasion (or 9.52, p=0.03), and statin use (or 0.4, 
p=0.05) were significantly associated with a complete 
response. using machine learning, the clinical model 
was the strongest individual predictor of both positive 
treatment effect (auC=0.64) and complete response 
(auC=0.69, table). the predictive ability of a positive 
treatment effect increased by adding tumor and mesorectal 
radiomic features to the clinical model (auC=0.73).

Limitations: the limitations include the single institu-
tion and retrospective nature of the study.

Conclusions/Discussion: Clinical features were the 
strongest predictor of response to nCrt when compared 
to radiomic features, however, the use of both clinical 
and radiomics features, in conjunction, improved the 
predictive capability of the model. With the eventual goal 
of tailoring treatment to the individual, both clinical and 
radiologic markers offer insight into identifying patients 
likely to respond favorably to nCrt.

table. Clinical and radiomic prediction models for response to neoadju-
vant chemoradiation therapy for locally advanced rectal cancer.

SHORT-COURSE RADIOTHERAPY FOLLOWED 
BY CONSOLIDATION CHEMOTHERAPY 
IS SAFE AND EFFECTIVE IN LOCALLY 
ADVANCED RECTAL CANCER: COMPARATIVE 
PRELIMINARY RESULTS OF A MULTICENTER 
COHORT STUDY.

the abstracts Session S19

C. Benlice1, m. Koc1, B. Gulcu2, i. Bilgin3, C. akyol1, 
B. Baca3, e. ozturk2, a. Kuzu1

1Ankara, Turkey; 2Bursa, Turkey; 3Istanbul, Turkey

Purpose/Background: neoadjuvant chemoradiation 
therapy (Crt) has been considered the preferred initial 
treatment strategy for locally advanced rectal cancer 
(larC). Consolidation chemotherapy strategies has 
demonstrated improved complete response and organ 
preservation rates.

Hypothesis/Aim: to compare perioperative outcomes 
and pathological complete response (pCr) rates among 
different neoadjuvant treatment strategies in patients 
undergoing total mesorectal excision (tme) for larC.

Methods/Interventions: Consecutive patients who 
received neoadjuvant long-course Crt with or without 
consolidation chemotherapy or short-course radiotherapy 
(5x5Gy) followed by consolidation chemotherapy under-
going curative tme for larC between January/2014 and 
June/2021 were queried from three high-volume tertiary 
care centers. Patients with stage-4 rectal cancer were 
excluded. demographics, preoperative tumor character-
istics, pathologic complete response, and postoperative 
complication rates were reviewed and compared among the 
study groups. Pathologic complete response was defined as 
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no viable tumor cells in the primary tumor site and in the 
lymph nodes (ypt0n0) by histopathological assessment of 
the surgical specimen after Crt.

Results/Outcome(s): a total of 345 patients (mean 
age of 58±12 and female: 36%) met the study inclusion 
criteria and received long-course Crt (n=164), long-
course Crt with consolidation chemotherapy (n=128) 
and short-course Crt with consolidation chemotherapy 
(n=53). age, gender, and preoperative clinical stages were 
comparable among the groups. the time interval from the 
neoadjuvant treatment until tme surgery was longer for 
patients receiving consolidation chemotherapy (P<0.001). 
Pathological complete response rates were higher for patients 
receiving long-course Crt with consolidation chemo-
therapy (20.3%) and short-course Crt with consolidation 
chemotherapy (20.8%) when compared to long-course Crt 
alone (14.6%). Postoperative 30-day morbidity and anas-
tomotic leak rates were similar among the groups (table).

Limitations: this study was limited by its retrospective 
nature.

Conclusions/Discussion: the pCr rates and the clinical 
outcomes was comparable to other neoadjuvant treatment  
modalities. Short-course radiotherapy with consolidation 
could be used as an alternative to the standard treatment 
of care for patients diagnosed with rectal cancer.

INCOMPLETE RESECTION IS TWICE AS HIGH 
IN MUCINOUS VS NON-MUCINOUS RECTAL 
ADENOCARCINOMA.

the abstracts Session S20

S. naffouje, m. read, J. Sanchez, S. dessureault, 
B. Powers, S. dineen, S. Felder
Tampa, FL

Purpose/Background: rectal mucinous adenocarci-
noma (ma) is a histologic subtype associated with a 
poorer response to neoadjuvant chemoradiation (Crt) 
and higher rate of an involved circumferential radial 
margin (Crm).

Hypothesis/Aim: evaluate the risk of incomplete 
surgical resection and pathologic downstaging of rectal 
nma vs ma.

Methods/Interventions: using the 2010-2018 nCdB, 
we identified clinical rectal Stage 2 and 3 nma and 
ma patients treated with neoadjuvant Crt followed 
by mesorectal excision. Patients with complete patho-
logic data including t/n stage, Crm (positive defined 
as ≤1mm), and distal resection margin (drm) status 
were included in the analysis. Propensity score matching 
based on a logistic regression model compared pathologic 
outcomes between nma and ma and (3:1), with exact 
match performed for clinical t stage, cn stage, type 
of resection (low anterior vs abdominoperineal resec-
tion), and surgical approach (open, minimally invasive, 
or minimally invasive converted to open) was performed. 
a second propensity score model analyzed pathologic 
outcomes of ma patients by surgical approach (miS vs 
open) and type of resection.

Results/Outcome(s): 13,294 patients met the inclu-
sion criteria. 12,655 (95.2%) patients had nma and 639 
patients (4.8%) ma. after propensity score matching 
1,707 nma patients were matched to 569 ma patients. 
For both nma and ma patients, 45% were clinical Stage 
2 and 55% Stage 3. ma patients had significantly higher 
rates of involved drm (2.1% vs 1.1%, p=0.047) and 
Crm (29% vs 15%, p<0.001). lower rates of pathologic 
downstaging (49% vs 55%, p=0.015), ypt0 (11% vs 
16%, p=0.009) and ypt0 ypn0 (6% vs 12%, p=0.001) 
occurred in the ma patients. among ma patients only, 
miS compared to an open surgical approach demonstrated 
a non-significant increased risk of involved drm (2.1% 
vs 1.4%, p=0.652) and Crm (35% vs 26%, p=0.094). 
rates of incomplete resection among the ma patients 
undergoing low anterior resection compared to abdomino-
perineal resection were similar.

Limitations: Selection bias and bias associated with the 
process of data collection within a large database.

Conclusions/Discussion: mesorectal excision of locally 
advanced mucinous rectal adenocarcinoma treated with 
neoadjuvant chemoradiation results in almost twice the rate 
of an involved circumferential resection margin compared 
to non-mucinous tumors. neither surgical approach (miS 
vs open), nor type of mesorectal excision (lar vs aPr), 
significantly influenced the pathologic resection margin 
status in this cohort. additionally, the pathologic down-
staging was significantly less among mucinous tumors. 
neoadjuvant treatment escalation with multi-disciplinary 
management may improve tumor response and enhance 
negative margin resection rates for locally advanced muci-
nous adenocarcinoma.
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Pathologic outcomes between the matched groups of non-mucinous 
adenocarcinoma (n=1,707) vs. mucinous adenocarcinoma (n=569). 
CRM: Circumferential resection margin; DRM: distal resection 
margin.

COMMERCIALLY AVAILABLE BCAT1/IKZF1 
CTDNA USE IN COLORECTAL CANCER: A 
SINGLE PROVIDER EXPERIENCE.

the abstracts Session S21

J. Williams1, n. Pluta2

1Saint Petersburg, FL; 2Tampa, FL

Purpose/Background: early detection of colorectal 
cancer recurrence is associated with improved survival. 
the role of circulating tumor dna is debated, but may 
provide cost effective options in surveillance and watch 
and wait protocols.

Hypothesis/Aim: the aim is to determine if commer-
cially available ctdna use by a single provider increases 
detection in colorectal adenocarcinoma.

Methods/Interventions: a retrospective review of 
colorectal cancer patient charts was undertaken to eval-
uate a commercially available circulating tumor dna 
lab that detects methylated gene fragments of BCat1/
iKZF1 in blood samples(Clinical Genomics Bridgewater, 
nJ) and compare it to Cea levels. Patients were included 
from 7/2018 to 1/2021. Patients undergoing non-opera-
tive management of rectal adenocarcinoma, ctdna was 
recommended to be drawn at the time of diagnosis when 
possible, then after completion of total neoadjuvant 
treatment (tnt). in patients undergoing surgery for 
colorectal cancer, it was recommended preoperatively. 
all patients then had ctdna recommended at 3-month 
intervals as surveillance following completion of treatment 
along with Cea levels.

Results/Outcome(s): a total of 58 patients were 
included in the evaluation. 116 samples were analyzed 
with a total of 20 samples showing “Positive” results in 
16 patients. of those 5 patients had positive results at the 
time of diagnosis and then transitioned to negative after 
treatment. 6 patients had positive results and were subse-
quently found to have metastatic disease prior to initiation 
of treatment. one patient had a positive result but refused 
treatment and was lost to follow up. in 5 patients (31.25%) 
BCat1/iKZF1 was detected following treatment, leading 
to further evaluation and ultimate change in treatment 
plan after workup. 95% (19/20) of positive BCat1/iKZF1 
correlated with pathologically positive adenocarcinoma. 

Cea level was missing on 5 of 20 (20%) positive samples. 
With a Cea > 3.0 ng/ml being considered positive, Cea 
was elevated in 14 samples. 57.1% (8/14) of positive Cea 
samples did not correspond with a subsequent biopsy 
proven adenocarcinoma. if criteria were changed for Cea 
> 5ng/ml then 21.4% (3/14) did not correlate giving a 
78.6% positive correlation. 6 samples were positive for 
methylated BCat1/iKZF1 and Cea >3ng/ml, all occur-
ring in 3 patients with known metastatic disease. Cea was 
below the established threshold of 3ng/ml failing to detect 
cancer in 4 patients with known adenocarcinoma. all four 
patients were positive for BCat1/iKZF1.

Limitations: this study was limited by its retrospective 
design, single provider, and small sample size.

Conclusions/Discussion: there are multiple commer-
cially available ctdna tests available for colorectal cancer 
but superiority, and indications to adjust patient care have 
not been elucidated. large studies comparing the different 
tests are needed to determine cost effectiveness, and if 
ctdna studies offer a role in standardized surveillance 
programs.

APPENDICEAL NEOPLASM FOLLOWING 
LAPAROSCOPIC APPENDECTOMY. ARE WE 
MISSING THE BOAT?

the abstracts Session S22

r. Fazl alizadeh, B. Sullivan, m. manasa, P. ruhi-
Williams, J. nahmias, J. Carmichael, n. nguyen, 
m. Stamos
Irvine, CA

Purpose/Background: appendiceal neoplasm (an) 
remains a rare finding following appendectomy. With 
increasing colon cancer rates in under 50-year-old age 
patients, operative management for appendicitis may be 
important to avoid missing an.

Hypothesis/Aim: We sought to evaluate the 
outcomes and risk factors of an following laparoscopic 
appendectomy.

Methods/Interventions: the national Surgical 
Quality improvement Program Procedure- targeted 
appendectomy database (2016-2019) was utilized to eval-
uate adult (>18 years-old) patients who underwent lapa-
roscopic appendectomy. Patients with acute appendicitis 
(aa) on pathology report were compared to patients who 
had appendiceal neoplasm. Patients who had disseminated 
cancers or indeterminate/uncertain pathology report were 
excluded. multivariate analysis was performed.

Results/Outcome(s): of 47,751 patients, 818 (1.7%) 
were found to have an on pathology. of 16,630(35% of 
total) patients who were age 45 or greater, the rate of an 
was 3.4%. Compared to patients with aa, patients with 
an were older (median, 55 vs. 36 years old, P < 0.001). 
after adjusting for covariates, most important associated 
risk factors for an were: age ≥45 years old (aor 3.41, 
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2.87-4.05, P < 0.001), absence of leukocytosis (aor 2.15, 
1.84-2.50, P < 0.001), aSa>=3 (aor 1.33, 1.10-1.59, 
P = 0.002), Female (aor 1.26, 1.09-1.46, P=0.002). 
an group had less frequency of preoperative imaging 
consistent with aa or intermediate results than aa group 
(59.3% vs. 95.3%, P<0.001). in-hospital mortality rate was 
similar between two groups (0.1% in both groups, P=0.52).

Limitations: utilizing a large retrospective database 
has limitations such as reporting bias, missing data, 
and misclassifications. in addition, no data is available 
for interval appendectomy, family history of gastroin-
testinal malignancies, prior oncologic history, and prior 
colonoscopy.

Conclusions/Discussion: an remains as a rare but 
important incidental finding following laparoscopic appen-
dectomy at rate of 1.7% in a large national analysis. our 
study demonstrates age greater than 45 years as the most 
important risk factor risk for an which emphasizes new 
aCS colonoscopy screening guidelines starting at age of 
45. therefore, it is necessary to discuss operative manage-
ment with patients to educate them of a risk of missed 
malignancy. Future research is needed to determine the 
risk factors and evaluate if any efforts can be made to miti-
gate risk within this high-risk population.

ASSESSMENT OF PATIENT-REPORTED 
OUTCOMES IN PATIENTS WITH ANAL 
SQUAMOUS CELL CANCER UNDERGOING 
COMBINED MODALITY THERAPY.

the abstracts Session S23

J. taylor, J. Smith, a. tin, i. Wei, m. Weiser, G. nash, 
m. Widmar, a. Vickers, P. Paty, J. Garcia-aguilar, 
e. Pappou
New York, NY

Purpose/Background: there is little knowledge on 
baseline and long-term bowel and sexual function after 
Cmt for aSCC. using a novel, concise patient-reported 
outcome measure (Prom) we aimed to evaluate baseline 
and long- term changes in bowel and sexual function for 
patients with aSCC treated successfully with Cmt.

Hypothesis/Aim: We propose a short patient-reported 
outcome measure, which encompasses the low anterior 
resection syndrome (larS) score will be possible to detect 
the impact that Cmt has upon aSCC patients.

Methods/Interventions: this is a retrospective study of 
prospectively collected Prom’s for aSCC patients. We 
included patients that were successfully treated with the 
modified nigro protocol for aSCCC and had completed 
the Prom questionnaire at presentation, following the 
modified nigro treatment, and at subsequent surveillance 
visits. 143 patients with stage i-iii aSCC were included in 
this study.

Results/Outcome(s): Patient characteristics for the 
unique 143 patients completed surveys after Cmt are 
shown in table 1. the majority were female (73%), white 
(92%), and had aJCC stage 3 disease (50%). among 
patients who completed the survey prior to initiation of 
Cmt, 39% had major larS at baseline. among patients 
who completed Proms after Cmt, rates of major larS 
and any larS (minor and major) remained stable (38% 
major larS, 64% any larS) and did not change over 
time, up to 2 years after end of treatment. our anal-
yses assessing the association between characteristics and 
major larS after Cmt yielded higher rates of major 
larS for female patients (or 2.14; 95% Ci 1.01, 4.56;  
p-value = 0.047) and for patients who reported having 
major larS at baseline (or 20.7; 95% Ci 4.70, 91.3, 
p-value <0.001). older patients had non-significant 
changes in major larS (or per 10 years: 1.13; 95%  
Ci 0.84, 1.52; p-value = 0.4). With regards to sexual func-
tion, our study revealed non-significant increased level of 
sexual arousal during sexual activity after Cmt for women (β 
one-year = 0.15; 95% Ci -0.01, 0.32; p-value = 0.072) and 
non-significant decreased confidence in getting and keeping 
an erection after Cmt for men (β for one year = -0.33;  
95% Ci -0.66, 0.00; p-value = 0.053).

Limitations: this is a retrospective, single-institution 
study conducted at memorial Sloan Kettering Cancer 
Center. only patients who filled out the Prom were 
included in the study.

Conclusions/Discussion: using a concise, short Prom 
to assess the impact of bowel and sexual function in 
aSCC patients is feasible. a significant proportion of 
aSCC patients have larS symptoms at baseline and 
following successful treatment. our results suggest that 
women, and patients who have major larS at baseline, 
are more likely to have major larS symptoms following 
Cmt. no significant differences in sexual dysfunction 
were reported in both women and men following Cmt. 
these findings should help clinicians counsel patients with 
aSCC with regard to long- term bowel and sexual function 
expectations.



24 the abStractS SeSSion

Table 1 Patient characteristics. results are presented as median (quar-
tiles) and frequency (%)

DURATION OF CD4/CD8 RATIO BELOW 0.5 IS 
ASSOCIATED WITH PROGRESSION TO ANAL 
CANCER IN PATIENTS WITH HIV AND HIGH-
GRADE DISEASE.

the abstracts Session S24

a. Karim, m. Freeman, Q. yang, l. Cherney-Stafford, 
r. Striker, C. Sanger
Madison, WI

Purpose/Background: People living with HiV (PlWH) 
are at an increased risk of development of advanced anal 
disease (aad). a Cd4/Cd8 ratio less than 0.5 is associ-
ated with increased risk of aad, but it is unknown if the 
duration below 0.5 matters.

Hypothesis/Aim: length of time Cd4/Cd8 ratio is 
below 0.5 predicts increased risk of development of iC in 
patients with HiV and HG.

Methods/Interventions: We performed a single institu-
tion, retrospective study of PlWH with aad (high-grade 
dysplasia [HG] or invasive anal cancer [iC]), who had 
at least two follow up visits for their anal disease where 
pathology was collected. We compared patients with iC 
versus (vs) those with HG only. We measured the mean 
and percent time that Cd4/Cd8 ratio was less than 0.5 
prior to the first aad diagnosis. Clinical and demographic 
characteristics were compared using Chi square test for 
categorical variables and Student’s t-test for continuous 
variables.

Results/Outcome(s): 107 patients with HiV infection 
and a diagnosis of aad were identified (20 iC and 87 
HG). median follow-up time for the cohort was 11.6 years. 
mean time between the first Cd4/Cd8 value and first 
aad diagnosis was 9.5±7.0 years for iC and 7.1±5.7 years 
for HG (p=0.11). the two cohorts predominantly male 
and were similar with respect to race (p=nS). Patients 
with iC were older (59.3±9.4 for iC vs 52.4±11.84 for 
HG). History of smoking was significantly associated with 
development of iC (95% in iC vs 64% in HG; p=0.015). 
mean time with Cd4/Cd8 ratio below 0.5 was significantly 
longer in patients with iC compared with patients with HG 
(7.7±5.9 years vs 3.8±4.5 years respectively; p=0.002). 
Similarly, percent of time of Cd4/Cd8 ratio below 0.5 was 
longer in those with iC versus those with HG (80%±40% 
vs 55%±30% respectively; p=0.009).

Limitations: this is a single institution, retrospective 
study. Patients who developed cancer had longer follow-up.

Conclusions/Discussion: in this retrospective, single 
institution study, a cohort of PlWH developed first diag-
nosis of aad on average over 7 years into HiV disease 
follow-up. mean and percent time that Cd4/Cd8 ratio 
was below 0.5 was associated with progression from HG 
to iC. immune recovery for PlWH on therapy can be 
complex and variable, particularly with interruptions in 
therapy. monitoring how often the Cd4/Cd8 ratio is 
below 0.5 could inform decision making. PlWH with HG 
disease and more than 8 years of Cd4/Cd8 ratio below 0.5 
should be more closely monitored for development of iC.

THE USE OF PROTEASE INHIBITORS TO TREAT 
ANAL CANCER SPHEROIDS DERIVED FROM 
HPV TRANSGENIC MICE.

the abstracts Session S25

H. Johnson, t. moyer, l. Gunder, S. Park, n. Sherer, 
e. Carchman
Madison, WI

Purpose/Background: anal dysplasia and cancer are 
associated with high-risk human papillomavirus (HPV) 
oncoprotein expression. We have identified several protease 
inhibitors (Pi) that can decrease these oncoproteins.
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Hypothesis/Aim: the aim of this project is to examine 
if Pi therapy results in anal tumor regression.

Methods/Interventions: anal tumors were harvested 
from five transgenic mice K14e6/e7, who express e6 and 
e7 in their epithelium. tumors were excised and digested. 
their cells were plated in matrigel per standard proto-
cols and allowed to grow for 24 hours before treatment. 
the tumor cells formed 3d multicellular aggregates, also 
known as spheroids, that were imaged prior to treat-
ment. Spheroids were then placed in the following treat-
ment groups: no treatment, vehicle (dimethyl sulfoxide 
(dmSo)), and Saquinavir 15µm, a protease inhibitor. at 
24 hours post-treatment, spheroids were re-imaged. all 
images were taken using a nikon eclipse ti-S scope and 
spheroid diameters were measured using imageJ. data was 
analyzed using SPSS via one-way anoVa.

Results/Outcome(s): no treatment (n=119) and 
vehicle (n=126) groups demonstrated an increase in 
spheroid size over the 24-hour treatment period. in 
contrast, spheroids treated with Saquinavir (n=150), 
demonstrated a statistically significant percent reduction 
when compared to no treatment (p value < 0.01) and 
vehicle (p value < 0.01) groups.

Limitations: limitations of this data include a small 
sample size with only five mice. additionally, some human 
error is likely present given images were analyzed and 
measured by three different scientists.

Conclusions/Discussion: use of the protease inhib-
itor, Saquinavir, leads to a statistically significant percent 
reduction in mice anal tumor spheroid growth ex-vivo 
when compared to no treatment and vehicle. Protease 
inhibitor therapy may be an effective treatment or adju-
vant therapy to the nigro protocol to promote anal cancer 
tumor regression.

PRIMARY LINEAR CLOSURE (PLC) WITH 
INCISIONAL NEGATIVE PRESSURE WOUND 
THERAPY (INPWT) VS. PURSE-STRING 
APPROXIMATION (PSA) FOR WOUND 
CLOSURE AFTER ILEOSTOMY REVERSAL: 
PRELIMINARY RESULTS FROM A RCT.

the abstracts Session S28

d. Borsuk1, a. Jarzabek1, S. marecik1, J. Park1, G. Gantt2, 
K. Kochar1

1Park Ridge, IL; 2Chicago, IL

Purpose/Background: traditionally, ileostomy reversal 
wound is closed with a purse string technique (PSa). PSa 
is associated with lower surgical site infections (SSi), but 
longer healing time over PlC. the addition of incisional 
negative pressure wound therapy (inPWt) to a PlC 
allows earlier wound closure.

Hypothesis/Aim: Whether PlC combined with inPWt 
has clinical benefits over PSa in ileostomy closure.

Methods/Interventions: this is an ongoing, prospec-
tive, non-blinded, multi-institution, randomized clin-
ical trial of patients who undergo an ileostomy reversal 
between october 2018 and october 2022. the planned 
enrollment for this study is 110 patients, equally distrib-
uted among each study arm. Patients in the PlC-inPWt 
group, will undergo a loose stapled closure of the wound 
and a Prevena wound vacuum (3m; St. Paul, mn) as 
their inPWt device. after obtaining informed consent, 
patients are randomized to either arm of the study using a 
randomization chart. Following ileostomy reversal, patients 
are seen in the clinic at 2 and 6 weeks.

Results/Outcome(s): to date, 49 patients have been 
enrolled in the rCt. Currently, 21 patients (21/49, 
42.8%) have been enrolled in the PlC-inWPt arm and 
27 patients (27/49, 55%) have enrolled in the PSa arm. 
one patient in the Prevena arm was excluded due to 
intra-operative complications. Patient demographics are 
comparable overall in both study arms with respect to age  
(p = 0.154), sex (p = 0.6825), Bmi (p = 0.377), tobacco 
use (p = 0.660), and aSa (p = 0.4626). rates of indica-
tion for ileostomy creation were comparable (p = 0.262). 
the number of days to reversal were also comparable in 
each arm, with a median time to reversal of 158 days (range 
55–532) for PlC-inWPt and 138 days (range 69–582) for 
PSa (p = 0.5866). Patients in the PlC-inWPt group had 
a 17-day shorter median healing time as compared to the 
PSa group (19 vs. 36 days, respectively). one patient in 
the PlC-inWPt group had an SSi that was managed in 
the office on post-operative day 22. three patients in the 
PlC-inWPt arm and one patient in the PSa arm had 
seromas, which did not affect outcome. Patient satisfaction 
was greater with PlC-inWPt as the wounds closed earlier 
and did not require regular dressings by the patient.

Limitations: a potential limitation is that the surgeons 
performing the procedures will determine the presence of 
infection, which is mitigated by strict parameters defining 
SSi.

Conclusions/Discussion: Preliminary results of this 
rCt indicate that PlC-inWPt may be a favorable 
alternative to PSa given an approximately 17-day shorter 
healing time and greater patient satisfaction.

A PHASE II CLINICAL TRIAL OF SINGLE-PORT 
ROBOTIC (SPR) COLORECTAL SURGERY.

the abstracts Session S29

J. marks, J. yang, J. Salem, e. Spitz, l. Kosinski, 
H. Schoonyoung
Wynnewood, PA

Purpose/Background: Single-port laparoscopic 
colorectal surgery (CrS) has not been widely adopted due 
to technical challenges. a novel SP flexible robot holds 
promise for making the SP approach more feasible.



26 the abStractS SeSSion

Hypothesis/Aim: SPr colorectal surgery is feasible and 
achieves good outcomes with low morbidity.

Methods/Interventions: 133 consecutive patients 
underwent SPr CrS performed by 1 surgeon at a single 
institution in a prospective Phase ii trial (oct 2018 
to aug 2021). Primary endpoints were conversion to 
open surgery and significant adverse events. Secondary 
endpoints included intraoperative complications, length 
of stay (loS), time to bowel movement, time to solid diet, 
and postop morbidities.

Results/Outcome(s): the SPr CrS case mix represents 
a full spectrum of operations: SPr anterior resections 
(n=34), SPr right colectomies (n=8), SPr tatme (n=30), 
SPr tamiS (n=40), SPr aPr (n=6), SPr proctocolec-
tomy (n=12), SPr rectopexy (n=2), and SPr Hartmann’s 
reversal (n=1). of 65 (48.9%) operations performed for 
cancer, 42 (64.6%) were radical resections and 23 local 
excisions. the study group included 56 men (42%) and 
77 women (58%). there were statistically significant 
differences between the early and mature phases of the 
experience in docking time (p=0.01) and operative time 
(p=0.06). Mean Incision size: 5.5 cm (4.4-7.0 cm). SPr 
CrS was completed without any laparoscopic ports 96.9% 
of the cases. Conversions. there were no conversions 
to open surgery and 4 conversions (3%) to laparos-
copy. Mortalities: none. Complications. there were no 
intraoperative complications. Postoperative morbidities 
included one anastomotic leak (0.78%, Clavien-dindo 
(C-d) Grade iV complication). C-d Grade < iiia imme-
diate postop complications was 6.7%: ileus (n=3), dVt 
(n=1), pelvic abscess (n=2), urinary retention (n=2), 
and aKi (n=1). delayed postop complications occurred 
in 9 patients (6.7%), including 3 wound separation in 
postirradiated SP rtamiS cases (7.5%), SBo(n=1), 
pelvic abscess(n=1), wound infection(n=1), ileus(n=2), 
and portal vein thrombosis (n=1). Postop course (mean, 
range in days): flatus 1.8 (0-7), Bm 2.0 (0-7), clears 0.69 
(0-7), solids 2.1 (0-9), loS 4.2 (0-25). all patients were 
discharged to home. Oncologic outcomes (42 radical 
resections). all margins were negative, mean lymph node 
harvest was 18 (5-66), and no short-term local recurrences 
(mean follow-up 15 mos).

Limitations: these results were obtained by a single 
experienced minimally invasive Cr surgeon. multi-
institutional studies involving surgeons with diverse expe-
rience is needed to corroborate these findings.

Conclusions/Discussion: We report the largest Single-
port robotic colorectal surgery experience in the world to 
date and find the SP robotic approach to be feasible and 
safe with good clinical outcomes. Set-up time improves 
quickly, and the SP platform was adaptable to a cross- 
section of procedures, operative indications, and demo-
graphics even in the early phase.

Table 1. Demographics and Operative Details as a Function of Phase 
of Experience

ROLE OF INTERVAL IMAGING FOR DRAINAGE 
CATHETER REMOVAL IN PATIENTS WITH 
COMPLICATED DIVERTICULITIS.

the abstracts Session S30

H. Wady, m. Kim, S. mandava, J. Bansal, d. nagle, 
m. Corman, W. Smithy
Stony Brook, NY

Purpose/Background: to determine the utility of 
obtaining interval imaging prior to catheter removal for 
patients with complicated diverticulitis treated with percu-
taneous drainage procedures.

Hypothesis/Aim: interval imaging for patients with 
complicated diverticulitis treated with percutaneous 
drainage does not alter management.

Methods/Interventions: this is a single institution 
retrospective review of all cases of adults, age ≥18, who 
presented with complicated diverticulitis and were subse-
quently managed with antibiotics +/- drainage procedures 
from the years 2009 - 2019. Patient accrual obtained by 
searching for corresponding iCd 10 codes in correlation 
with a matching CPt code indicating that a drainage 
procedure was performed. Follow up data upon hospital 
discharge was examined for approximately 30 days.

Results/Outcome(s): a total of 167 patients met 
inclusion criteria of which 133 patients had imaging 
prior to drain removal and 34 did not. average antibiotic 
duration was 13.96 days and comparable between groups. 
abscess size was 6.04 cm versus 4.61cm [p = 0.02], PiCC 
line placement was performed in 83 versus 12 patients  
[p = 0.03], average follow up duration was 38 versus 23 
days [p = 0.27], and catheter duration was 14.78 versus 
9.63 days [p = 0.07], respectively. Positive findings on 
imaging were present in 15% of those with drain studies 
and included persistent or enlarged abscess or fistula tract 
formation. interventions were performed in 17 of those 
patients and included drain maintenance, drain upsizing, 
extended antibiotic duration, and surgery. one patient 
without interval imaging later developed symptoms upon 
drain removal and was readmitted and found to have posi-
tive findings upon re-imaging. among the interval imaging 
versus no imaging cohorts, the rate of interventions 
performed was 12.78% and 2.9%, respectively, leaving a 
number needed to treat (nnt) of 10.1.
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Limitations: this is a retrospective observational study. 
no randomization of who received interval imaging and a 
higher initial size of abscess formation in the treatment arm 
may have resulted in selection bias with worse index cases 
being in the treatment arm. additionally, patients in the 
no drain study cohort had less follow up data and may have 
had positive findings that were not accounted for.

Conclusions/Discussion: interval imaging after diver-
ticular abscess drainage may add radiation exposure to 
patients without benefit. this study shows that the routine 
use of interval imaging for complicated diverticulitis 
treated with percutaneous drainage leads to an absolute 
risk reduction of 9.88% and nnt of 10.1. thus, the 
routine use of drain studies should not be employed in all 
patients with complicated diverticulitis as the majority do 
not benefit from additional testing. Further studies can be 
carried out to determine risk factors that identify patients 
at increased risk of post drainage complications, which 
could help select patients that would benefit from addi-
tional interval imaging.

Table 1: Baseline demographics and treatment results between the 
two groups

WHAT IS THE VALUE OF A PLASTIC 
EXTRACTION BAG FOR SPECIMEN REMOVAL 
IN APPENDECTOMY.

the abstracts Session S31

r. moises de almeida leite, r. Goldstone, t. Francone, 
H. Kunitake, l. Bordeianou, C. Cauley, r. ricciardi
Boston, MA

Purpose/Background: the use of a plastic bag for spec-
imen removal during appendectomy has been associated 
with a decrease in organ space infections.

Hypothesis/Aim: We hypothesized that the use of 
plastic extraction bags for specimen removal during mini-
mally invasive appendectomy is associated with a reduc-
tion in morbidity and mortality outcomes.

Methods/Interventions: We selected all patients 
treated with minimally invasive appendectomy in 
the american College of Surgeons national Quality 
improvement Program (nSQiP) from 1/1/2016 through 

12/31/2019. We included all patients treated with mini-
mally invasive appendectomy with and without a plastic 
bag for specimen removal and compared outcomes using 
chi-squared risk ratio calculators. then, we conducted 
Poisson regression models to estimate relative risks of 
each outcome while adjusting for potential confounders, 
including demographic (age, gender, race), comorbidities 
(diabetes mellitus, hypertension, smoking status, and/or 
heart failure), appendicitis severity, sepsis status, and use 
of a plastic extraction bag for specimen removal.

Results/Outcome(s): a total of 44,879 patients under-
went minimally invasive appendectomy during the study 
period. of this total, 41,081 (91.5%) had a plastic bag used 
in specimen removal. the use of a plastic bag for specimen 
extraction increased during the study period. use of a 
plastic bag was similar regardless of patient demographics 
(age, sex, or race) or patient comorbidities (hypertension, 
heart failure, smoking, and/or diabetes). However, use of 
plastic bag for specimen removal was associated with a 
statistically significant decrease in the rate of postoperative 
abscess and superficial surgical site infections. in addi-
tion, use of a plastic bag was associated with a significant 
decrease in overall 30 day mortality (rr: 0.15; 95%Ci: 
0.08-0.28, p<0.001). the decrease in relative mortality 
risk remained significant (rr: 0.24; 95%Ci: 0.12-0.46, 
p<0.001) after adjustment for potential confounders and 
quantitative bias analysis using monte Carlo models.

Limitations: this is a retrospective study with inherent 
limitations related to selection bias.

Conclusions/Discussion: the use of plastic bag 
extraction devices during specimen removal in minimally 
invasive appendectomy is not standard. yet, use of a plastic 
bag was not only associated with decreased organ space 
infections but also fewer surgical site infections, morbidity, 
and 30-day mortality. these data point to the importance 
of extraction devices when performing minimally invasive 
appendectomy.

TUNNELING OF MESH DURING VENTRAL 
RECTOPEXY: TECHNICAL ASPECTS AND 
LONG-TERM FUNCTIONAL RESULTS.

the abstracts Session S32

P. Campenni, a. marra, a. Parello, l. Francesco,  
V. de Simone, C. ratto
Roma, Italy

Purpose/Background: avoiding extensive damage of 
pelvic structures during ventral rectopexy (Vr) could 
minimize secondary disfunctions. up to now, the standard 
“inversed-J” peritoneal incision has been never modified.

Hypothesis/Aim: to assess safety and functional effi-
cacy of retroperitoneal tunneling of mesh during Vr.

Methods/Interventions: after either laparotomic 
(lt) or minimally invasive (mi, robotic or laparoscopic) 
approach to the pelvis, a modified Vr is performed: a 
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mini-incision (5 cm) at the douglas is performed and the 
rectovaginal space is dissected up to the sphincters. a 
polypropylene mesh is sutured over the ventral rectum. a 
second mini-incision (2 cm) was performed at the sacral 
promontory. a retroperitoneal tunnel is created along the 
right side of the rectum, connecting the two peritoneal 
incisions, preserving the lateral and utero-sacral ligaments. 
the proximal edge of the mesh is pulled up through the 
retroperitoneal tunnel reaching the sacral promontory and 
fixed to its periosteum. operation time, hospital stay and 
perioperative complications were registered. recurrence 
of symptoms was assess during the follow-up visits at 
1, 6, and 12 months, and then annually. all patients 
completed the altomare score, longo score, Cleveland 
Clinic Constipation score (CCCS), Patient assessment 
of Constipation-Symptoms questionnaire (PaC-Sym), 
and Cleveland Clinic Fecal incontinence Score (CCFiS) 
before the Vr and at the follow-ups. Statistical analysis 
was performed using the mann-Whitney and Wilcoxon 
tests.

Results/Outcome(s): From march 2010 to September 
2021, 117 patients (116 females) underwent Vr for 
obstructed defecation syndrome (odS). lt approach 
(Pfannenstiel incision) was used in 97 cases, while mi 
surgery in 20 patients. the modified Vr (with tunnelling of 
mesh) was introduced in 2014, and has been performed in 
55 lt patients and 10 mi cases. no differences in operative 
time (p=0.657) and hospital stay (p=0.114) were observed 
between standard Vr and modified Vr. mean follow-up of 
patients underwent modified Vr was 24.3±14.8. no major 
complication was reported. Comparing modified Vr and 
standard Vr, the overall complication rates (4.6% and 
5.8% respectively) were similar (p=0.779). in the modi-
fied Vr group, the altomare score, longo score, CCCS, 
PaC-Sym and CCFiS decreased from 18.1±6.0 to 8.9±6.4 
(p=0.0001), from 22.7±8.5 to 11.0±8.2 (p=0.0001), 
from 18.8±5.2 to 10.2±6.1 (p=0.0001), from 23.4±5.6 
to 14.1±9.7 (p=0.0001) and from 4.8±5.5 to 2.8±4.0 
(p=0.0001), respectively. long-term functional scores of 
patients who underwent modified Vr resulted comparable 
to those observed in standard Vr patients, except the 
longo score that showed a significant improvement after 
modified Vr (p=0.042).

Limitations: no randomized study
Conclusions/Discussion: the proposed modified Vr 

seems to be feasible and safe both in open and minimally 
invasive approaches without major complications. long-
term functional results significantly improved after the 
modified Vr.

DURABLE APPROACHES TO RECURRENT 
RECTAL PROLAPSE REPAIR MAY REQUIRE 
AVOIDANCE OF INDEX PROCEDURE.

the abstracts Session S33

l. Bordeianou1, B. Gurland2, C. ratto4, J. ogilvie3, 
J. Saraidaridis5

1Boston, MA; 2Stanford, CA; 3Grand Rapids, MI; 4Milano, 
Italy; 5Burlington, MA

Purpose/Background: Surgical treatment of recur-
rent rectal prolapse is associated with unique technical 
challenges, in part predetermined by the preceding rectal 
prolapse repair approach. Success rates are variable, and 
data on how to approach patients with recurrent rectal 
prolapse is lacking.

Hypothesis/Aim: We aimed to assess the current 
surgical approaches to patients who have had a prior rectal 
prolapse repairs and to compare short term outcomes 
including rectal prolapse recurrences.

Methods/Interventions: the Pelvic Floor disorders 
Consortium created a Prospective Quality improvement, 
database. Surgeons at >20 sites (75% academic, 81% 
high volume) documented demographics, prior repairs, 
symptoms of fecal incontinence (Fi) and obstructed defe-
cation (odS), and operative details, including addition of 
concomitant Gyn repairs, use of mesh, posterior or ventral 
dissection, and sigmoidectomy. Prior prolapse surgery and 
its type were carefully recorded. the primary outcome of 
rP recurrence and secondary outcomes of Fi and odS 
scores were calculated via univariate and multivariable 
(mV) regression by comparing those who underwent rectal 
prolapse repair redos (rPr-r) vs. those who underwent 
their first rectal prolapse repair (rPr-1) operation.

Results/Outcome(s): 430 patients (93.6% female, age 
64.0 ± 18.2 years), 80 (18.6%) underwent PPr-r. in the 
redo patients, 23 (28.8%) had prior perineal operations 
(range 1-4) and more had a previous operation to address 
pelvic organ prolapse (rPr-r: 35 (49.3%) vs rPr-1: 45 
(19.1%), p< 0.001)at time of redo, patients who failed 
a perineal approach were offered either a repeat perineal 
approach (19/43) or an abdominal rectopexy (24/43), 
where the failed abdominal repairs were mostly offered a 
redo abdominal repair (31/39). all in all, PrP-r patients 
were offered abdominal rectopexies at rates much higher 
that the rates seen in rPr-1 patients ; with rPr-r 
patients having higher rates of ventral mesh rectopexy 
(Vmr: 36.2% vs. Sr: 6.9%). at time off surgery, patients 
had similar rates of added Gyn procedures (30 (40.%) vs 
124 (39.4%), p = 0.919) on short term follow up, PrP-r 
patients had similar rates of prolapse recurrences as those 
with de novo rectal prolapse (11.9% vs. 14.6%, p= . 0.569) 
However, the rates of observed recurrences increased in 
the patients who were offered redo procedures in which 
surgeons repeated the index operation (or 1.8, p< 0.046). 
With respect to Fi and odS, rPr-r patients improved at 
same rates as the rPr-1 patients.
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Limitations: self reported data, deidentified
Conclusions/Discussion: our results suggest that 

recurrent rectal prolapse surgery is feasible, and it can offer 
adequate rates of rectal prolapse durability in the short 
term, but argues for a change in surgical approach with 
redo procedures when clinically feasible.

IMPACT OF COMBINED SACROCOLPOPEXY 
AND SUTURE RECTOPEXY FOR PELVIC 
ORGAN PROLAPSE ON BOWEL FUNCTION.

the abstracts Session S34

S. Vemuru, S. lai, m. Corbisiero, K. Connell, l. rascoff, 
J. oliver, e. Birnbaum, m. Guess, B. Chapman
Aurora, CO

Purpose/Background: Pelvic organ prolapse (PoP) is 
common among females and often involves the anterior, 
middle, and posterior compartments. a combined surgical 
approach with sacrocolpopexy and sutured rectopexy may 
restore normal anatomy; however, the impact on bowel 
function is unclear.

Hypothesis/Aim: to assess the incidence of functional 
bowel dysfunction after combined sacrocolpopexy with 
sutured rectopexy.

Methods/Interventions: retrospective review of 
patients undergoing combined sacrocolpopexy and sutured 
rectopexy for PoP at the university of Colorado from 
January 2021 to July 2021. all patients were evaluated by 
a urogynecologist and a colorectal surgeon. Preoperatively, 
all patients were administered the validated colorectal-anal 
distress inventory-8 (Cradi-8) questionnaire to assess 
bowel symptoms. Post-operative symptoms were evaluated 
based on patients’ subjective complaints reported in clinic 
notes at 2- and 8-weeks after surgery. descriptive statistics 
including median and interquartile range were reported.

Results/Outcome(s): among 107 female patients, 
median age was 62 years (50-69 iQr) and Bmi was  
26.3 mg/kg2 (23.0-31.0 iQr). PoP-Q score was stage 2 
in 56 (52%), stage 3 in 44 (41%), stage 4 in 6 (6%), and 
unknown in 1 (<1%) patients. Pre-operatively, constipation 
was present in 65% (n=70) of patients with 33% (n=35) 
splinting, 59% (n=63) straining, and 65% (n=69) with 
incomplete evacuation. Preoperative fecal incontinence 
was present in 31% (n=33) of patients. defecography was 
performed in 31 (30%) patients which demonstrated a 
rectocele, enterocele, or intussusception in 90% (n=28), 
32% (n=10), and 3% (n=1) of patients, respectively. 
Surgical approach was open in 76% (n=81) of patients and 
robotically in 24% (n=26). median operating time was 235 
minutes (200-282 iQr), blood loss was 100 ml (75-200), 
and length of stay was 1 day (1-1 iQr). a posterior repair 

and perineorrhaphy were performed in 88% (n=94) and 
84% (n=90) of patients respectively. among the 70 
patients with preoperative constipation, symptoms resolved 
in 73% (n=51) at 8-weeks postoperatively. only 5% (n=5) 
of patients developed new onset constipation and 18% 
(n=19) had persistent symptoms. Similarly, among the  
33 patients with preoperative fecal incontinence, symp-
toms resolved in 88% (n=29) at 8-weeks postoperatively. 
only 1 patient (<1%) developed new onset fecal inconti-
nence and 4% (n=4) had persistent symptoms.

Limitations: retrospective design; short follow-up; lack 
of standardized postoperative questionnaire.

Conclusions/Discussion: in this retrospective review 
of females with PoP, a combined surgical approach with 
sacrocolpopexy and sutured rectopexy was associated with 
a significant improvement in bowel dysfunction in the 
majority of the patients. larger prospective studies with 
longer follow up are needed to validate these findings.

AUGMENTED REALITY FOR INTRA-OPERATIVE  
GUIDANCE DURING SACRAL NEUROMODULA-
TION SYSTEM IMPLANTATION.

the abstracts Session S35

n. Horesh1, d. Freidin2, n. Zilka2, o. Saukhat2, e. ram2, 
S. tejman-yarden2

1Weston, FL; 2Tel Hashomer; Israel

Purpose/Background: Augmented Reality is a novel 
technology that can combine virtual world with a 3d real 
world patient by overlaying digital interfaces onto the real 
physical surroundings for an integrated image.

Hypothesis/Aim: to examine the feasibility of imple-
menting augmented reality in the first stage of SnS 
implantation.

Methods/Interventions: the study was a prospective 
case series performed in a single tertiary center. Patients 
with fecal incontinence or urinary retention eligible for 
SnS according to the american society of colon and 
rectal surgeon’s guidelines were included. each patient 
underwent a computerized tomography scan of sacrum 
and the pelvic floor prior to surgery; and a segmentation 
of the sacral bone, the skin, and three fiducial markers 
on the lower back was produced. Surgical planning 
included the design of an ideal virtual transmission 
tract leading to the S3 foramen using the most suit-
able location and needle trajectory for introducing the  
lead. during the surgical intervention, a needle was 
inserted into the S3 foramen using the aligned tract as 
visualized using the microsoft Hololens® 1st genera-
tion head mounted unit.
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Results/Outcome(s): overall, 11 patients were 
included. mean operative time was 43.8 minutes (range 
25 – 81 minutes). all patients reported a significant 
improvement in their fecal and/or urinary continence, with 
a significant reduction from the preoperative level of the 
mean post-operative Cleveland Clinic incontinence (CCi) 
score assessed two weeks after the temporary SnS implant 
(CCi score Preoperative 13.3, Postoperative 8.5; Ci -7.35 
to -2.25; P = 0.009). the surgeons reported the imaging 
useful, allowing accurate and easier approach.

Limitations: Small cohort of patients in a single tertiary 
referal center

Conclusions/Discussion: intraoperative ar imaging 
for needle application during SnS appears to be feasible, 
practical and may be useful in additional procedures
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SUCCESSFUL NEEDLE STIMULATION OF S3 
NERVE IS A SAFE PREDICTOR OF POSITIVE 
SNS IMPLANT OUTCOME.

Plenary abstracts SP37

K. Venkatesh
Phoenix, AZ

Purpose/Background: the study was undertaken to 
determine whether the simple procedure of needle stim-
ulation of S3 nerve will predict a successful outcome of a 
full system implant.

Hypothesis/Aim: the aim of the study is to determine 
the feasibility of proceeding directly with a full sytem 
implant following successful needle stimulation eliminating 
the 2-stage procedure.

Methods/Interventions: 49 patients underwent direct 
needle stimulation of S3 nerve bilaterally to observe 
Bellowing and plantar flexion of great toes either with local 
anesthesia or iV sedation as an office or ambulatory center 
procedure. Failure to observe the above at a low amplitude 
was considered a failure.

Results/Outcome(s): the stimulation was successful 
in 42 patients and three of these patients chose not to 
proceed with a full system implant. 39 patients underwent 
a full system implant in a single setting with an excellent 
outcome in 34 patients (87%).

Limitations: our study population is small and non 
a blinded study. the control population was patients 
that underwent traditional 2-stage procedure within our 
practice.

Conclusions/Discussion: the successful outcome of 
SnS implant following direct needle stimulation of S3 
nerve is comparable to that of the 2-stage procedure. 
the direct needle stimulation of the S3 nerve can be 
done with ease using local anesthesia or iV sedation in 
an office setting. this procedure eliminates the need for 
cumbersome and detailed care of stage one of the 2-stage 
procedure which can be trying and difficult for patients, 
especially in a warm climate.

SACRAL NEUROSTIMULATION IMPROVES 
CONTINENCE AND PELVIC FLOOR FUNCTION 
IN PATIENTS WITH LOW ANTERIOR 
RESECTION SYNDROME (LARS).

Plenary abstracts SP38

e. rosenfeld, e. messaris, a. Fabrizio, K. Crowell, 
t. Cataldo
Boston, MA

Purpose/Background: larS affects up to 70% of 
patients following rectal resection. the symptoms can 
be mild or permanent and have significant impact on 
quality of life (Qol). the aim of this study is to evaluate 
the impact of SnS on continence and continence related 
symptoms in patients seeking treatment for larS.

Hypothesis/Aim: We hypothesized that SnS would 
result in improvement in continence and continence 
related symptoms in patients with significant larS.

Methods/Interventions: using our institutional data-
base and the medtronic® database we identified patients 
diagnosed with larS refractory to medical therapy who 
underwent SnS implantation. data on bowel dysfunction 
pre- and post-implantation, oncologic and surgical history 
were obtained.

Results/Outcome(s): this is the largest single institu-
tion series of sacral neuromodulation for larS in the liter-
ature. amongst 680 proctectomies over this time period, 
thirteen patients with larS underwent implantation of 
the SnS device. the average age was 50 (range 41-60), 
eleven (85%) were male. all patients had resections for 
rectal cancer. eleven patients (85%) received neoadjuvant 
chemo-radiation, 1 (8%) received radiation after resection 
and one (8%) did not receive radiation. one (8%) was an 
active smoker and four (31%) were former smokers. most 
common larS symptoms were increased frequency of 
stools (85%), fecal incontinence (77%), and clustering of 
bowel movements (64%). eleven patients (85%) reported 
improvement in symptoms. of the two patients (15%) who 
did not experience improvement, one patient proceeded 
with SnS removal and a colostomy, and the other patient 
underwent SnS removal without creation of a colostomy. 
there was one complication (8%) (wound infection 
requiring removal of SnS device).

Limitations: this is a single surgeon/single center case 
series which may be affected by selection bias.

Conclusions/Discussion: our study demonstrates that 
sacral neuromodulation is an effective tool to treat larS 
symptoms not managed by non-surgical means. its effec-
tiveness extends beyond improvement in continence. it 
should be considered in patients with significant larS not 
managed by conservative means.

RECTAL PROLAPSE RECURRENCE IS LOWER 
WHEN RECTOPEXY IS PERFORMED WITH 
ANTERIOR COMPARTMENT FIXATION.

Plenary abstracts SP39

e. roesler, m. nicolas, d. maun, t. reidy, r. melbert, 
F. lane, B. Suozzi, B. tsai
Indianapolis, IN

Purpose/Background: When considering rectopexy 
repair to treat rectal prolapse, colorectal surgeons are 
inconsistent in evaluating anterior compartment defects. 
We speculate that rectal prolapse recurrence following 
surgical repair is more likely when an anterior compart-
ment prolapse is unrecognized or untreated.

Hypothesis/Aim: We hypothesize that rectopexy repair 
of rectal prolapse combined with anterior compartment 
repair by a urogynecologist results in lower prolapse recur-
rence rates.
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Methods/Interventions: electronic medical records of 
all adult patients at our single institution who underwent 
rectal prolapse repair from June 2013 through July 2020 
were retrospectively queried. Patients were separated into 
two groups based on surgical treatment: rectopexy alone or 
combo repair when a urogynecologist performed concom-
itant fixation of the anterior compartment in addition to 
rectopexy.

Results/Outcome(s): a total of 226 patients met our 
search criteria (table). of these patients, 147 had recto-
pexy alone by a colorectal surgeon (CrS only) and 79 had 
rectopexy combined with anterior compartment fixation 
by a urogynecologist (Combo repair). Preoperative demo-
graphics were similar between groups. operative time was 
longer in the combo repair group, but there were no differ-
ences in hospital stay or complication rate. recurrence 
rate was significantly lower in the combo repair group 
compared to rectopexy alone (6.3% vs. 29.2%, p=0.0005).

Limitations: this is a retrospective study and is limited by 
accuracy of documentation and data extraction. Follow-up 
times are short and longer follow-up times are skewed 
toward patients with recurrences and/or complications.

Conclusions/Discussion: When abdominal rectopexy 
is performed with concomitant fixation of the ante-
rior compartment, rectal prolapse recurrence rates are 
markedly lower compared to rectopexy alone. While the 
combination procedure increases the mean operative time 
by over 100 minutes, this had no effect on hospital stay or 
complications. We conclude that all patients with rectal 
prolapse being considered for abdominal surgical repair 
should have assessment and concomitant repair of anterior 
compartment defects by a skilled urogynecologist.
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DISPARITIES IN PRESENTATION AND 
TREATMENT OF COLON CANCER BETWEEN 
RURAL AND METROPOLITAN COMMUNITIES.

the abstracts Session S41

a. antill, a. arroyave, a. Good, J. mcloughlin, 
m. Casillas, r. Schmocker, r. Heidel, a. russ
Knoxville, TN

Purpose/Background: Colon cancer outcomes in the 
united States have improved over the last thirty years due 
to an emphasis on screening and improved treatments. 
However, there remain regions of the united States with 
worse outcomes. the rural Southeastern region of the 
united States is one of these regions.

Hypothesis/Aim: the aim of this study was to eval-
uate disparities in colon cancer presentation in rural 
Southeastern communities and the impact of travel 
distance compared to metropolitan communities.

Methods/Interventions: data was gathered from the 
national Cancer data Base from 2004 to 2017. outcomes 
analyzed include metastatic disease at diagnosis, t stage at 
diagnosis, and time from diagnosis to chemotherapy initi-
ation. adjusted odds ratios (aor) with 95% confidence 
intervals (Ci) were reported.

Results/Outcome(s): We identified 185,385 patients 
diagnosed with colon cancer in the South atlantic and 
east South Central regions. increased risk of presenting 
with stage 4 colon cancer at diagnosis began at 21-30 miles 
from treating facility aor 1.12 [95% Ci 1.074-1.165)  
p < 0.001,] and increased with increases in mileage to 1.941 
[95% Ci 1.763-2.137, p < 0.001] at >200 miles. increased 
odds of presenting with t4 disease versus t1 disease were 
seen at 61-90 miles [aor 1.24, 95% Ci 1.08 – 1.43], and 
increased with increasing distance to 2.64 at >200 miles 
[95% Ci 2.12 – 3.29]. increased odds of delay in receiving 
chemotherapy began at 51-60 miles (aor 1.05), and 
reached a maximum at 151-200 miles (aor 1.15).

Limitations: this was a retrospective database study.
Conclusions/Discussion: the odds of presenting with 

metastatic or t4 colon cancer, as well as delayed initia-
tion of chemotherapy, increase directly and linearly with 
distance to treatment facilities. this observation highlights 
the need for improved access to care in rural communities 
including colon cancer screening outreach and initiating 
treatment in a timely fashion.

RACIAL DIFFERENCES IN GERIATRIC DEFICITS 
AMONG COLORECTAL CANCER PATIENTS.

the abstracts Session S42

m. Smithson, m. mcleod, a. Sawant, d. Chu, 
K. Hardiman, G. Williams, r. Hollis
Birmingham, AL

Purpose/Background: racial disparities in colorectal 
cancer mortality exist. as colorectal cancer predominantly 
occurs in older individuals, racial differences in geriatric 
factors may contribute to cancer disparities.

Hypothesis/Aim: Black colorectal cancer patients have 
more deficits in geriatric domains compared to other races.

Methods/Interventions: We conducted a retrospective 
study of colorectal cancer patients using data from the 
Cancer and aging resilience evaluation (Care) registry 
from years 2017 to 2021. the Care registry includes 
prospective geriatric assessment of older (age ≥60) cancer 
patients at a single institution in the deep south. Four 
domains were analyzed: Functional status including activ-
ities of daily living (adl) and instrumental adl (iadl), 
Health-related quality of life (PromiS 10-item Global 
Health), psychological (PromiS anxiety and depression 
SF4), and cognitive function (PromiS Cognitive function 
SF4). exclusions included patients with cancer recur-
rence, stage 0 patients, and incomplete surveys. the social 
vulnerability index (SVi) was used as a marker of commu-
nity level vulnerability. Bivariate comparisons of each geri-
atric domain by race was performed. Given implications 
for treatment strategies, the analysis was stratified by stage 
i-iii and stage iV disease.

Results/Outcome(s): of 358 patients with colorectal 
cancer who underwent geriatric assessment, 227 met 
criteria for inclusion, of which 79% were white, 19.4% 
Black, and 1.3% were other races. the median age was 
68 (iQr: 64-74). Stage i-iii disease was present in 62.1% 
of patients, and 37.9% were stage iV. Patient character-
istics including age, race, and SVi were similar between 
stages. Black patients lived in areas of higher social 
vulnerability (Black SVi=0.70, White SVi= 0.49, other 
race SVi =0.65; p<0.01). overall, Black patients were 
more likely to have deficits in functional status (adl: 
p<0.01, iadl: P<0.01), and health-related quality of life 
(PromiS t-score p<0.01), but no differences in psycho-
logical or cognitive domains. on stratified analysis there 
were similar racial differences for stage i-iii patients. in 
stage iV disease, Black patients had more deficits in adl 
and iadl compared to other races (P<0.05), but no differ-
ences were found in the other geriatric domains.

Limitations: this is a single institution study with a 
small sample size, and the results may not reflect racial 
differences in other areas.
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Conclusions/Discussion: Black patients with colorectal 
cancer are more likely to have geriatric deficits in func-
tional status and health-related quality of life in addition 
to living in areas of higher social vulnerability. Geriatrics 
assessment may provide an important tool in addressing 
racial disparities in colorectal cancer.

SOCIAL VULNERABILITY, BUT NOT RACE, IS 
ASSOCIATED WITH INCREASED RATE OF STOMA 
CREATION AFTER URGENT/EMERGENT SURGERY 
FOR UNCOMPLICATED DIVERTICULITIS.

the abstracts Session S43

J. Zarate rodriguez, W. Chapman, d. Sanford, 
C. Hammill, P. Wise, r. Smith, S. Glasgow, m. Silviera
St Louis, MO

Purpose/Background: disparities in surgical manage-
ment of diverticulitis based on various patient character-
istics, including race, have been previously demonstrated. 
the CdC’s social vulnerability index is emerging as a 
useful tool for studying the effect of a patient’s environ-
ment on health outcomes.

Hypothesis/Aim: Social vulnerability is directly asso-
ciated with stoma creation during urgent or emergent 
surgery for uncomplicated diverticulitis.

Methods/Interventions: the Healthcare Cost and 
utilization Project (HCuP) Florida State inpatient 
database (Sid) was queried to identify patients with a 
primary diagnosis of diverticulitis (2006-2014). Patients 
admitted acutely through the emergency department with 
uncomplicated diverticulitis – defined as patients without 
intraabdominal, pelvic, or retroperitoneal abscesses, free 
perforation, gross peritonitis, or fistula – were included. 
using zipcodes, patients were matched to their corre-
sponding county social vulernability index (SVi) and then 
categorized as low (1st quartile), average (2nd-3rd quartiles), 
or high vulnerability (4th quartile). Patient demographics, 
socioeconomic factors, and comorbidity burden were 
compared between groups, and rates of surgical interven-
tion and stoma creation were calculated. a multivariate 
logistic regression model was performed to identify factors 
associated with stoma creation.

Results/Outcome(s): there were 94,949 patients in 
the study population, 4,212 (4.4%) underwent surgery 
for uncomplicated diverticulitis, of which 2,310 (54.8%) 
received a stoma. Compared to patients with low vulnera-
bility, highly vulnerable patients were less likely to undergo 
surgery (p<0.001). yet, they were more likely to receive 
a stoma (p=0.014). in multivariate logistic regression, 
low vulnerability was associated with decreased odds of 
stoma creation compared to high vulnerability (or 0.66, 
p<0.001). Female sex (or 0.86, p=0.028), non-white 
race (or 0.67, p<0.001), and minimally invasive surgical 
approach (or 0.42, p<0.001) were also associated with 
decreased odds of stoma creation.

Limitations: administrative data are limited by unmea-
sured confounders, such as uncoded comorbidities. 
additionally, SVi is assigned at the county-level which 
does not account for variance within counties.

Conclusions/Discussion: High social vulnerability was 
associated with stoma creation amongst patients who 
underwent urgent or emergent surgery for uncomplicated 
diverticulitis. unexpectedly, non-white race was associ-
ated with decreased rate of stoma creation, highlighting 
the importance of using more comprehensive metrics of 
patient vulnerability such as SVi, rather than race, in 
disparities research.

ASSOCIATION OF RACE, GENDER AND 
SOCIOECONOMIC FACTORS WITH 
EMERGENCY COLECTOMIES FOR COLON 
CANCER.
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m. abou-Khalil, F. aslany, d. marinescu, C. Vasilevsky, 
m. Boutros, a. Pang
Montreal, QC, Canada

Purpose/Background: emergency colon surgeries are 
associated with worse outcomes. in the setting of cancer, 
healthcare disparities may be associated with an increased 
likelihood of emergency colectomy.
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Hypothesis/Aim: to understand associations of race, 
gender and socioeconomics with emergency colectomies 
for cancer.

Methods/Interventions: the national inpatient 
Sample (niS) database from 2008-2018 was used to 
identify patients who underwent emergency and elective  
colectomies for colon cancer using iCd-9 and iCd-10 
diagnostic/procedure codes. Patient demographics, clinical, 
socioeconomic factors, and post-operative outcomes were 
analyzed. Predictors of emergency colectomies compared 
to elective surgeries were investigated by multivariate 
logistic regression.

Results/Outcome(s): of 140,940 patients who under-
went colectomy for colon cancer, 34.9% had an emergency 
colectomy. Between 2008-2016, the proportion of emer-
gency colectomies remained constant, followed by a 10% 
decrease from 2016-2018 (Figure 1). Patients who had 
emergency colectomies were older (69.9 ± 14.2 vs. 68.0 ± 
12.9 years, p<0.001), female (52.1% vs. 50.9%, p<0.001), 
non-white (77.3% vs. 71.7%, p <0.001), and had a higher 
Charlson comorbidity index (CCi) (5.5 ± 3.2 vs. 4.3 ± 2.9, 
p<0.001). Compared to elective colectomies, emergency 
cases occurred more often in rural and non-teaching 
hospitals (52.1% vs. 45.0%, p<0.001) with medicare/
medicaid coverage being more common (70.7% vs. 63.4%, 
p <0.001). more than half of the patients with emergency 
colectomies fell within the two lower median income quar-
tiles (55.0% vs 50.8%, p <0.001). Post-operatively, emer-
gency colectomies had longer hospitalizations (12.4 ± 8.9 
days vs. 6.5 ± 5.7 days, p <0.001), more anastomotic leaks 
(11.4% vs. 6.9%, p<0.001), more septic complications 
(10.8% vs. 2.2%, p <0.001), and higher major morbidity 
and mortality (37.3% vs. 15.8% and 4.8% vs. 1.1%, p for all 
<0.001). multivariate logistic regression analysis identified 
the following associations with emergency colectomies: 
decreasing age (or0.99, 95%Ci 0.99-0.10), increasing 
CCi (or1.17, 95%Ci 1.15-1.19), female sex (or1.09, 
95%Ci 1.06-1.12), and being at a rural (or1.09, 95%Ci 
1.04-1.14) or nonteaching hospital (or1.37, 95%Ci 1.33-
1.42). in contrast, white race (or1.46, 95%Ci 1.41-1.50), 
private insurance or self-pay status (or1.52. 95%Ci 
1.1.39-1.67), and being in the highest median income 
quartile were associated with higher odds of elective 
colectomy.

Limitations: this study is limited by the retrospective 
nature of the niS database, including possible miscoding 
errors that could be a potential source of bias.

Conclusions/Discussion: despite a recent decrease in 
the proportion of emergency colectomies being performed, 
there remains significant racial, gender, and social dispar-
ities associated with emergency cancer care. Given these 
findings, heightened colorectal cancer screening awareness 
should be instituted to target patients at risk of delayed 
diagnosis.

COMPARING COLECTOMY OUTCOMES 
BETWEEN MALES AND FEMALES IN A 
VETERAN POPULATION.
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S. Haviland1, S. arnott2, m. ng2, V. obias2, J. duncan2

1Bethesda, MD; 2Washington, DC

Purpose/Background: despite making up roughly half 
of the general population, females make up a relatively 
small portion of the veteran population, placing them at 
risk for worse operative outcomes.

Hypothesis/Aim: the goal is to examine the impact of 
gender on colectomy outcomes in veterans.

Methods/Interventions: the Veterans affairs Surgical 
Quality improvement Program database was queried for 
colectomies performed at Veterans Health administration 
facilities between 2000 and 2019. Patients with ascites, 
aSa class V, disseminated cancer, pre-operative coma, 
or ventilator dependence were excluded. Female patients 
were case matched with male patients using the following 
criteria: age, race, aSa class, functional status, smoking 
status, emergency status, pre-operative sepsis, and history 
of mi, CHF, CoPd, CVa, diabetes, or renal failure 
requiring dialysis. independent sample t-tests, Fischer 
exact tests, or Chi Square tests were used to compare 
demographics and post-operative outcomes between males 
and females.

Results/Outcome(s): after exclusions, a total of 40,231 
colectomies were performed (1756 in females and 38,475 
in males). 1357 females were then case matched with 1357 
males for further analysis. Post-operatively, males had 
higher rates of wound dehiscence (3.3% males vs 1.3% 
females, p<.001), failure to wean from ventilator within 
48 hours (2.9% vs 1.4%, p=.011), renal failure requiring 
dialysis (0.5% vs 0.1%, p=.039), return to or 9.2% 
vs 5.5%, p<.001), superficial wound infection (8.7% vs 
4.8%, p<.001), and deep wound infection 2.0% vs 0.9%, 
p=.023), as well as a higher overall complication rate 
(22.5% vs 16.4%, p<.001). males also had longer hospital 
stays post-operatively (8.96 days vs 7.20 days, p<.001).
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Limitations: this is a retrospective study with a rela-
tively small population, and there may be pre-operative  
demographics not accounted for by case matching. 
Furthermore, the overall number of post-operative compli-
cations was low, making significant differences between 
groups difficult to detect.

Conclusions/Discussion: despite being a minority in 
the veteran population, females had lower complication 
rates following colectomy compared to males and can 
safely be treated at VHa facilities.

DISPARITIES EXIST AMONG PATIENTS WITH 
PSYCHIATRIC DIAGNOSES UNDERGOING 
MAJOR COLORECTAL OPERATIONS.

the abstracts Session S46

a. Webber, e. Su, S. Perati, m. applewhite, t. Beyer, 
J. Canete, a. ata, e. lee
Albany, NY

Purpose/Background: Psychiatric diagnosis (Pd) has 
been linked to disparities in postsurgical outcomes among 
general surgery patients. However, little is known regarding 
Pd outcomes for major colorectal procedures.

Hypothesis/Aim: determine whether disparities exist 
among patients with Pd undergoing major colorectal 
operations.

Methods/Interventions: this retrospective case control 
study identified individuals that underwent colectomy, 
proctectomy and rectal prolapse repair using a single insti-
tution’s national Surgical Quality improvement Program 

(nSQiP) database. Patients were divided into two groups: 
patients with pre-existing psychiatric diagnosis (Pd) at 
the time of surgery and patients without psychiatric 
diagnosis (nPd). Pd were identified using international 
Classification of disease 9 and 10 codes for anxiety, panic 
disorder, depression, bipolar disorder, schizophrenia, and 
schizoaffective disorder. the primary outcomes were length 
of stay (loS), mortality, organ space surgical site infection 
(defined as an abscess at the site of operation), unplanned 
return to the operating room (rtor) and anastomotic 
leak. Subset analyses between types of procedure were 
also performed. demographics and outcomes data were 
analyzed using univariate and multivariate analysis.

Results/Outcome(s): a total of 1447 patients were 
included for analysis: 402 in the Pd group (90.3% (n = 363)  
colectomy patients and 9.7% (n=39) proctectomy patients) 
and 1045 in the nPd group (91.8% (n = 959) colec-
tomy patients and 8.2% (n = 86) proctectomy patients). 
Compared to nPd, Pd had more females (66.7% vs. 45.8% 
p < 0.001), higher Bmi (29.12 vs. 28.22 p = 0.031) and 
more current smokers within 1 year (20.9% vs. 15.2%  
p =0.009). on univariate analysis, nPd vs. Pd had more 
postoperative organ space surgical site infections (10.2% 
vs. 6.12% p = 0.009) and unplanned rtor (9.45% vs. 
6.35%). Pd vs. nPd groups showed no differences in 30-day 
mortality (2.99% vs. 3.35% p = 0.97) and anastomotic leak 
(3.73% vs. 3.35% p = 0.75). there were no differences in 
median loS for colectomy in Pd vs. nPd (5 (3-10) vs. 4 
(3-9) days p = 0.17), nor proctectomy (7(4-10) vs. 5.5(4-8) 
days p = 0.24). on multivariate analysis adjusted for Bmi, 
current smoker, gender and aSa, Pd patients had more 
unplanned rtor (or 1.53, Ci 1.02-2.80) and more organ 
space surgical site infections (or 1.82, Ci 125-2.66).

Limitations: this is a single institution study with 
a limited sample size and may not be reflective of the 
national uS population of patients with psychiatric diag-
noses undergoing major colorectal operations.

Conclusions/Discussion: Psychiatric diagnosis is a risk 
factor associated with adverse postoperative outcomes 
after colorectal operations. Further studies are needed to 
evaluate the benefit of perioperative mental health support 
services for patients with pre-existing psychiatric diagnoses.

BOWEL DYSFUNCTION IMPACTS MENTAL 
HEALTH POST RESTORATIVE PROCTECTOMY 
FOR RECTAL CANCER.

the abstracts Session S47

J. moon, r. Garfinkle, S. dell’aniello, P. Zelkowitz, 
C. Vasilevsky, P. Brassard, m. Boutros
Montreal, QC, Canada

Purpose/Background: most rectal cancer patients 
experience bowel dysfunction post-restorative proctecto-
my(rP). incidence of mental health disorders post-rP and 
its association with bowel dysfunction are unknown.
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Hypothesis/Aim: Bowel dysfunction post-rP is associ-
ated with incident mental health disorders.

Methods/Interventions: this was an observational 
cohort study using two linked united Kingdom-based 
databases. all adult patients (>18 years-old) who under-
went a rP for rectal neoplasm between 1998 and 2018 
were identified and followed until transfer out of the 
database, death or end of study period. the main expo-
sures of interest were postoperative bowel, sexual, and 
urinary dysfunction, which were defined using symptom 
codes in the database. the primary outcome was incident 
mental health disorder, defined using diagnosis and medi-
cation codes for depression, anxiety, psychosis, sleep, and 
substance use disorder. Patients with preoperative bowel, 
sexual, or urinary dysfunction, or those with preoperative 
mental health disorders, were excluded from analysis. the 
associations between postoperative bowel, sexual, and 
urinary dysfunction and incident mental health disorder 
were studied using Cox proportional hazard regression 
models.

Results/Outcome(s): in total, 2,197 patients who 
underwent rP and were ostomy-free were identified. of 
1,348 patients without preoperative bowel, sexual, or 
urinary symptoms, 1,056 (78.3%) individuals also had no 
preoperative mental health disorders and were included 
in the analysis (Figure 1). during 4,519 person-years 
follow-up, there were 356 patients with incident mental 
health disorders (rate=7.9 per 100 person-year); of those 
179 (17.0%) had mood disorders (n=179, 17.0%), 64 
(6.1%) had anxiety (n=64, 6.1%), and 39 (3.7%) had 
psychotic disorders (n=39, 3.7%). on Cox proportional 
hazards regression model, after controlling for clinically 
relevant factors, extremes of age (50-59 years-old: aHr 
1.49, 95% Ci 1.06-2.10; 70-79 years-old: aHr 1.50, 95% 
Ci 1.13-1.97; >80 years-old: aHr 1.94, 95% Ci 1.37-2.76), 
female gender (aHr 1.30, 95% Ci 1.04, 1.61), and postop-
erative bowel (aHr 1.44, 95% Ci 1.09, 1.91) and urinary 
(aHr 1.48, 95% Ci 1.05-2.11) dysfunction were signifi-
cantly associated with a higher risk of developing incident 
mental health disorders following rP.

Limitations: observational study design and residual 
confounding.

Conclusions/Discussion: a significant proportion of 
patients following rP for rectal cancer experience incident 
mental health disorders. the presence of postoperative 
bowel and urinary functional impairment increases the risk 
of poor psychological outcomes among rectal cancer survi-
vors. Female gender and extremes of age, patient-level 
characteristics that have been previously associated with 
worse bowel dysfunction in rectal cancer patients post-rP, 
were also associated with incident mental health disorders.

NEW MRI-BASED SCORING SYSTEM 
TO PREDICT LONG-TERM HEALING IN 
CRYPTOGLANDULAR ANAL FISTULAS.

the abstracts Session S50

P. Garg1, e. Jain2, a. Sohal3
1Panchkula, India; 2Ludhiana, India; 3Fresno, CA

Purpose/Background: there is no scoring system avail-
able that can objectively assess cryptoglandular anal 
fistulas for postoperative healing and can also accurately 
predict long-term healing.

Hypothesis/Aim: to develop a scoring system to accu-
rately predict long-term healing in cryptoglandular anal 
fistulas

Methods/Interventions: Several parameters that could 
indicate anal fistulas healing were assessed. out of these, 
six parameters (four mri-based and two clinical) were 
finalized and a weighted score was given to each param-
eter(Figure-1). a novel scoring system(nSS) was devel-
oped. a minimum possible score(zero) indicated complete 
healing whereas the maximum weighted score(n=20) 
indicated confirmed non-healing. operated anal fistula 
patients with follow-up >1 year and in whom post- 
operative mri was performed (≥ 3 months post surgery) 
were included. Scoring was done with clinical and post- 
operative mri healing parameters, then compared with 
the actual healing status, and subsequently correlated 
with the final long-term clinical outcome. the cut-off was 
kept at a weighted score of 8. this meant that a weighted 
score of <8 indicated that the fistula had healed at three 
months and would remain healed on a long-term basis 
(Figure-1). On the other hand, a weighted score of ≥8 
implied that the fistula had not healed at three months 
and would remain non-healed thereafter.

Results/Outcome(s): nSS was validated in 183 oper-
ated cryptoglandular fistula-in-ano patients over a 3-year 
period in whom 283 mris (preoperative plus postoper-
ative) were performed. the postoperative follow-up was 
12-48 months(median-30 months). nSS was found to 
have a very high positive predictive value(98.2%) and 
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moderately high negative predictive value(83.7%) for 
long-term fistula healing. additionally, its sensitivity and 
specificity in predicting healing were 93.9% and 94.7% 
respectively(Figure-1).

Limitations: retrospective study
Conclusions/Discussion: thus. this new scoring system 

is highly accurate and would be a useful tool for surgeons 
and radiologists managing anal fistulas. By objectivizing 
the assessment of postoperative healing, it can both ease 
and streamline management. moreover, reliable predic-
tion of recurrence-free long-term healing will greatly allay 
the apprehensions associated with this complex fistulas. 
Previous scoring systems have been formulated only for 
Crohn’s fistulas and were not accurate. the reason was 
that they primarily included fistula complexity parame-
ters rather than actual fistula healing parameters as their 
criteria for scoring. this was an error as fistula complexity 
parameters have only an indirect correlation with long-
term fistula healing. in nSS, only actual healing param-
eters (clinical and mri) have been taken into account 
and that could be the reason for its high accuracy. to 
conclude, nSS is the first scoring system to be developed 
for cryptoglandular anal fistula, in the largest cohort and is 
the most accurate scoring system developed till date.

THE PATHOGENESIS OF CRYPTOGLANDULAR 
ANAL FISTULA: NEW INSIGHT TOWARD THE 
IMMUNOLOGICAL PROFILE.

the abstracts Session S51

F. litta1, a. Papait2, d. lucchetti1, S. Farigu2, 
m. Giustiniani1, o. Parolini2, a. Sgambato1, C. ratto1

1Rome, Italy; 2Brescia, Italy

Purpose/Background: the etiology of cryptoglandular 
anal fistulas (aFs) is poorly understood. evidence suggests 
that persistence and/or recurrence of the disease is more 
related to inflammatory than infectious factors.

Hypothesis/Aim: aim of this study was to investigate 
the immune profile of cryptoglandular aFs.

Methods/Interventions: Fistulectomy was performed 
in all patients; macroscopically healthy ischioanal fat 
tissues of same patients were used as controls. Samples 
were evaluated by luminex xmaP system, which allows 
the simultaneous detection of 27 analytes. Biopsies were 
paraffin-embedded and analysed for ematossilin and eosin 
staining as well as with a three-color immunofluorescence 
approach. the staining was performed using specific 
primary antibodies for human anti-Cd68, anti-inoS for 
m1 inflammatory macrophages, and anti-Cd163 for m2 
anti-inflammatory macrophages. the total amount of t 
lymphocytes and different subsets were detected by selec-
tive staining for human anti-Cd3, anti-il-17 for th17 and 
tc17 cells, and anti-Cd8 for cytotoxic t lymphocytes. For 
semi-quantification, positive signals in at least 3 random 
fields were visualized and counted using imageJ free soft-
ware suite. data were expressed as percentage of total 
6-diamidino-2-phenylindole (daPi)-positive cells.

Results/Outcome(s): twenty patients with aF under-
went a fistulectomy. aFs were recurrent in 9/20 cases 
(45%), and complex in 16 patients (80%). Pro-inflammatory 
cytokines il1-beta, il-4, il-8 and il-17, and the anti- 
inflammatory cytokines il-10 were overexpressed in aFs 
when compared to controls. Chemokines levels involved 
in macrophage recruitment (CCl2, CCl3, CCl4) were 
higher in aFs than in healthy fat tissues. Fibroblast 
growth factor (FGF) and granulocyte-macrophage colony- 
stimulating factor (Gm-CSF) levels were increased in 
aFs when compared to controls. tnF-alfa was not 
overexpressed. at the univariate analysis, levels of the 
tested analytes were not associated to gender, age, fistula 
complexity or recurrent disease. moreover, using immu-
nofluorescence characterization of the mucosal tissue, 
we confirmed the high increase of il-17 positive Cd8 
t lymphocytes (tc17), confirming the eliSa data. 
Furthermore, we reported a remarkable infiltration of 
Cd68 macrophages among which mostly inoS-positive  
(m1) and to a lesser extent Cd163 positive (m2) 
macrophage.

Limitations: Small sample size.
Conclusions/Discussion: our results suggest that a 

combination of inflammatory cytokines, chemokines and 
growth factors may reside in the wound microenvironment 
in anal fistula patients. the presence of high levels of il17, 
il1b, and the enhanced infiltration of Cd8 t lympho-
cytes and m1/m2 macrophages suggest the existence of a 
chronic inflammatory environment putatively responsible 
for the delay in the healing. despite the limited number of 
patients, our data provides new insight on the pathogenesis 
of cryptoglandular anal fistula.
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THE HISTOLOGICAL CHARACTERISTICS 
OF THE OCCURRENCE AND DEVELOPMENT 
OF ANAL FISTULA AND ITS RELATIONSHIP 
WITH NLR/NF-κB SIGNAL PATHWAY WHICH 
MEDIATED BY PGN.

the abstracts Session S52

J. Zhu, Z. Feng, l. Zhang, Z. mei, W. yang, m. Wang
ShangHai, China

Purpose/Background: the pathogenesis of anal fistula 
is still unclear, but it is generally believed that it is anal 
gland infection caused by intestinal microorganisms.

Hypothesis/Aim: therefore, this study intends to 
explore the histological characteristics of anal gland and 
nlr/nF-κB signaling pathway mediated by PGn in the 
occurrence and development of anal fistula.

Methods/Interventions: recruite and collect normal 
volunteers, patients with mixed hemorrhoids and patients 
with anal fistula in the same center from april 2021 to 
July 2021. divide them into Group C, Group H and Group 
a. Collect the plasma and feces of three groups, and test 
the expression level of PGn by eliSa technology. Collect 
the normal anal gland tissue of Group H and fistula of 
Group a. observe the morphological differences between 
Group H and Group a by using Hematoxylin-eosin (He) 
staining. observe the expression difference of muC2 by 
immunohistochemistry (iHC). Collect the gland part of 
Group H and the internal opening of Group a, observe 
the expression difference of PGn, nod1, nod2, nF-κB 
and inflammatory factors (il-1β, il-6, il-18 and tnF-α).

Results/Outcome(s): a total of 58 cases in Group C, 74 
cases in Group H and 63 cases in Group a were included, 
with an average age of 42.5 ± 13.9 years. there was no 
significant difference in the expression level of plasma 
PGn among the three groups (P=0.132). it also showed 
that there was no significant difference in the expres-
sion level of feces PGn between Group C and Group H 
(P=0.692). the expression level of feces PGn in Group a 
was significantly higher than that other groups (P=0.000 
and P=0.001). the results of He staining and iHC showed 
as follows. all the anal glands in Group H opened below 
the anal sinuses, the expression of muC2 was weakly posi-
tive, and there was slight lymphocyte infiltration at the 
opening of the glands. in Group a, the location of internal 
opening were anal glands (88.9%), anal sinus (7.9%) and 
intestinal glands (3.2%). the expression of muC2 in 
anal gland was negative, and in anal sinu and intestinal 
gland were weakly positive. the fistula surface covering 
with stratified columnar epithelial cells were observed 
in 52.4% (33/63) cases, covering with epithelial cells 
were observed in 42.8% (27/63) cases, and covering with 
stratified squamous epithelial cells were observed in 4.8% 
(3/63) cases. the results of eliSa showed that the expres-
sion level in Group a were significantly higher than that 

in Group H (PPGn=0.000,Pnod1=0.000,Pnod2=0.000, 
PnF-κB=0.000,Pil-1β=0.000,Pil-6=0.002,Pil-18=0.000 and 
PtnF-α=0.000).

Limitations: our study explored preliminarily, and we 
hope to verify the role of this pathway in anal fistula with 
further research.

Conclusions/Discussion: it could be considered that 
nlr/nF-κB signaling pathway mediated by PGn plays 
an important role in the occurrence and development of 
anal fistula.

Fig. Pathological sections of anal canal and anal fistula. (a) (d) internal 
orifice and fistula of anal fistula. (B) (e) He staining and muC2 immu-
nohistochemistry of intestinal glands. (C) (F) He staining and muC2 
immunohistochemistry of anal glands.

A MULTICENTER PHASE II TRIAL ON THE 
EFFICACY AND SAFETY OF SCLEROTHERAPY 
USING 3% POLIDOCANOL FOAM TO TREAT 
SECOND-DEGREE HEMORRHOIDAL DISEASE.

the abstracts Session S53

G. Gallo1, G. Sammarco1, m. trompetto2

1Catanzaro, Italy; 2Vercelli, Italy

Purpose/Background: the choice of the correct 
treatment for Haemorrhoidal disease still remains much 
debated. injection sclerotherapy, currently recommended 
for i-ii degree Hd or in iii degree Hd who failed conser-
vative treatment, is playing an important role in the symp-
tomatic treatment of bleeding Hd.

Hypothesis/Aim: the aim of this multicentre, open-
label, single-arm phase ii trial was to evaluate the efficacy 
and safety of 3% polidocanol foam for the treatment of 
ii-degree Hd

Methods/Interventions: Patients were enrolled 
(Baseline, t0) for six months and were followed up 1 
week (t1), 4 weeks (t2), 3 months (t3), 6 months (t4) 
and 12 months (t5) after the procedure. Bleeding was 
investigated through the Giamundo score at t0 and all 
follow-up visits Vaizey incontinence Score was used to 
evaluate anal continence at t0, t2 and t5. Symptoms 
severity and quality of life were assessed, respectively, using 
the Hemorrhoidal disease Symptom Score (HdSS), and 
the Short Health Scale for Hd (SHS-Hd) at t0, t3 and 
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t5 Successful treatment was defined as the absence of any 
bleeding episodes based on the bleeding score. the primary 
outcome was to establish the success rate after one sclero-
therapy session, in terms of complete resolution of bleeding 
episodes one week after the injection.

Results/Outcome(s): Between January and June 2020 
a total of 183 patients with ii-degree Hd with a mean age 
of 51.3 ± 13.5 (18 - 75) consecutively underwent sclero-
therapy with 3% polidocanol foam in ten tertiary referral 
centers. no intraoperative complications occurred. there 
were three (1.6%) adverse events (thrombosed external 
Haemorrhoids). the primary outcome was reached in 
125 out 183 patients (68.3%) with a recurrence rate of 
12% (15/125). the overall 1-year success rate was 95.6% 
(175/183). thirteen patients underwent a second sclero-
therapy session while only one patient had to perform a 
third one. Both HdSS and SHS significantly improved 
from a median preoperative value of 11 and 18 to 0 and 0, 
respectively (p < 0.001).

Limitations: the main limitation is represented by the 
lack of a control group

Conclusions/Discussion: injection sclerotherapy can 
be considered an effective, repeatable and safe symptom-
atic treatment in patients with ii degree bleeding Hd.

THE EMBORRHOID TECHNIQUE FOR 
TREATMENT OF BLEEDING HEMORRHOIDS IN 
PATIENTS WITH HIGH SURGICAL RISK.

the abstracts Session S54

P. Campenni, r. iezzi, a. marra, a. Parello, F. litta, 
V. de Simone, C. ratto
Roma, Italy

Purpose/Background: the emborrhoid is an innova-
tive non-surgical technique for the treatment of severe 
hemorrhoidal bleeding. Patient selection and the impact 
on quality of life have not been fully investigated.

Hypothesis/Aim: to evaluate the clinical outcomes 
after emborrhoid in patients with high surgical risk.

Methods/Interventions: all consecutive patients 
with bleeding hemorrhoids and high surgical risk (severe 
cardiovascular, respiratory, and neurodegenerative disor-
ders, cirrhosis/portal hypertension, anti-platelet/coagulant 
therapy, aSa ≥3, anal substenosis) were enrolled in 
the protocol. Clinical data (patient’s history, anoscopy, 
colonoscopy, abdominal-Ct angiography), laboratory 
exams and previous blood transfusions were collected 
during the first visit. Hostile aorto-iliac anatomy, previous 
recto-sigmoid resection, colorectal cancer, iBd, proctitis 
were considered exclusion criteria. the embolization of 
superior rectal artery, and/or middle rectal artery was 
performed with interlock and detachable embolization 
Coils. Hemorrhoidal disease Symptom Score (HdSS) 
and Short Health Scale (SHS) were completed before the 
procedure and during the follow-up visits at 1, 6 and 12 

months. transfusions and serum hemoglobin level vari-
ations were registered. Perioperative complications and 
the recurrence of bleeding were assessed. Comparisons 
between groups will be performed using the Wilcoxon test 
for continuous variables and chi square or Fisher exact test 
for categorical data.

Results/Outcome(s): From September 2020 to 
September 2021, 17 patients underwent super-selective 
embolization of all branches of the superior rectal artery. 
distal embolization of middle rectal branches was also 
required in 2 patients. transradial approach was most 
frequently performed than transfemoral access (respectively 
13 and 4 cases). after the procedure no signs of ischemia 
or anal ulcerations were identified; 2 minor complications 
were observed (1 ecchymosis, 1 arm pain). mean follow-up 
was 5.9±4.1 months. Patients who daily experienced 
post-defecation bleeding episodes decreased from 16 to 4. 
at 6 months, the mean increase of hemoglobin for patient 
was 2.1±1.8g/dl. two patients needed transfusions during 
follow up for recurrent hemorrhoidal bleeding. HdSS and 
SHS decreased from 11.1±4.5 to 4.8±4.6 (p=0.001) and 
from 18.7±4.8 to 10.4±5.3 (p=0.002) respectively, with 
a significant improvement of hemorrhoidal symptoms, 
except for itching. Patients who had given up on their daily 
activities due to anemia have returned to their previous 
lifestyle.

Limitations: single-centre study, low number of patients.
Conclusions/Discussion: emborrhoid seems to be a  

safe and effective option for the treatment of bleeding 
hemorrhoids in patients with high surgical risk. the low 
complications rate and the significant reduction of post- 
defecation bleeding episodes are related to the improve-
ment of the hemorrhoidal symptoms and patients’quality 
of life.

ACUPUNCTURE COMBINED ANESTHESIA 
FOR POSTOPERATIVE URINARY RETENTION 
FOLLOWING PERIANAL SURGERY: AN EMR-
BASED STUDY FROM A CHINESE TERTIARY 
HOSPITAL.

the abstracts Session S55

Z. mei, m. Ge, Z. Zhang, J. Zhu, Q. Wang, W. yang
ShangHai, China

Purpose/Background: the incidence of postoperative 
urinary retention (Pour) in the perianal surgery patients 
is commen. the indwelling urinary catheter not only 
increases medical costs, but also prolongs the length of 
hospital stay and increases the risk of catheter-associated 
urinary tract infection.

Hypothesis/Aim: the purpose of this study was to 
analyze the effect of acupuncture combined anesthesia on 
the risk of Pour in patients undergoing perianal surgery.

Methods/Interventions: the data of patients with 
perianal surgery (anal fistula, hemorrhoids, anal fissure 
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and anal abscess) were retrospectively collected from the 
electronic medical records (emr) system of Shuguang 
Hospital between 1st January 2012 and 31th december 
2018. Patients’ gender, age, length of hospital stay, anes-
thesia method and iCd-9-Cm3 codes were extracted. the 
ascertainment of Pour was based on the medical order 
of indwelled catheterization and the charge of catheter. r 
software (r software, version 3.5.1) was used for statistical 
analysis.

Results/Outcome(s): a total of 11233 patients under-
going perianal surgery were enrolled in this study with 
a median age of 39 years old (interquartile range, 32 to 
51 years), and the sex ratio of male to female being 1.96. 
among them, 5989 cases (53.32%) were treated with 
acupuncture combined anesthesia, 3336 (29.70%) cases 
with posterior perineal never block anesthesia, 1400 
(12.46%) cases with intravenous anesthesia, 383 (3.41%) 
cases with local anesthesia, 60 (0.53%) cases with spinal 
anesthesia, and 41 (0.36%) cases with general anesthesia. 
the incidence of Pour was 3.50% (393 cases). univariate 
analysis indicated that patient age>60 years (or=1.76, 
95% Ci 1.36-2.27) and male sex (or=1.36, 95%Ci 
1.11-1.67) were two risk factors for Pour. multivariate 
logistic regression analysis adjusted for age and sex found 
that compared with posterior perineal block anesthesia, 
intravenous anesthesia, spinal anesthesia and other 
anesthetic methods, combined acupuncture anesthesia 
was significantly associated with reduced risk of Pour 
(posterior perineal block anesthesia or=1.39, 95%Ci 
1.11-1.74, p=0.004; intravenous anesthesia or=1.47, 
95%Ci 1.09-1.98 p=0.011; spinal anesthesia or=3.43, 
95%Ci 1.35-8.70, p= 0.001). Subgroup analysis showed 
that compared with posterior perineal block anesthesia, 
combined acupuncture anesthesia was significantly asso-
ciated with reduced risk of Pour in patients < 60 years 
old (or=0.70, 95% Ci 0.55-0.91, p= 0.007) and female 
patients (or=0.59, 95% Ci 0.41-0.89, p= 0.003).

Limitations: this study is limited by its retrospective 
design and recall bias.

Conclusions/Discussion: Patients over 60 years and 
female gender are risk factors for Pour after perianal 
surgery, and combined acupuncture anesthesia is bene-
ficial to reduce the risk of Pour after perianal surgery. 
Further studies should be carried out to validate the effect 
of combined acupuncture anesthesia in large prospective 
cohort.
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ROBOT-ASSISTED EN-BLOC SACRECTOMY FOR 
GIANT SACRAL CHORDOMA EXTENSIVELY 
OCCUPYING THE NARROW PELVIS OF A MALE 
PATIENT.

Video abstracts V1

l. morelli, n. Furbetta, G. di Franco, S. Guadagni, 
m. Bianchini, m. Palmeri, l. andreani, r. Capanna
Pisa, Italy

Purpose/Background: the surgical treatment of sacral 
chordoma is technically demanding, particularly in male 
patients, and if the tumor growth occurs mainly towards 
the pelvis.

Hypothesis/Aim: to show a complex en-bloc sacrec-
tomy for a giant chordoma aided by robotic pelvic dissection

Methods/Interventions: a 56-years old patient symp-
tomatic for severe back pain, constipation, sub-occlusive 
episodes and ongoing neurologic disorders was diagnosed 
with a sacral chordoma and indicated for surgery. the 
pre-operative Ct scan showed a bulky lesion dislocating 
anteriorly the rectum and extensively occupying the 
pelvis. the operation started with the patient placed in 
the lithotomy position, with his arms tucked at each side. 
after creating a pneumoperitoneum to 12 mmHg, using 
a Verres needle, a 12 mm trocar was placed cranial to 
the umbilical level and four 8 mm trocars were placed as 
described for the lower quadrant surgery. after obtaining 
the trendelenburg position (30°), the da Vinci Xi robotic 
platform was docked. the instruments used were: monop-
olar curved scissors, a bipolar grasper, a tip-up grasper 
and a needle driver. the giant chordoma was identified 
and dissected from the rectum and from the sacrum as 
low as possible. at the end of the abdominal phase, the 
peritoneum was sutured with barbed suture. the patient 
was then placed in prone position with hips abducted and 
gently flexed, and knees flexed. after the incision, based 
on the tumor size, the posterior aspect of the sacrum was 
isolated, carefully maintaining a wide resection margin. 
Sacrectomy was finally safely performed thanks to the 
previous rectal isolation. the wound was then directly 
closed.

Results/Outcome(s): the procedure was successfully 
completed in 420 mins. the rectal wall was intact at the 
end of the procedure. no conversion to open surgery, 
neither intestinal resection or damages to the pelvic struc-
tures were registered.

Limitations: the rarity of the disease the high costs 
of robotic technology limit the generalization of our 
experience.

Conclusions/Discussion: robot-assisted surgery can 
be a valid approach to dissect bulky pelvic tumors from 
surrounding tissues. the specific technical characteris-
tics of the robotic platform (i.e., 3d vision, 7 degrees of 
freedom) easily allows the dissection of the rectum also in 

case of giant sacral chordomas, occupying a large part of 
the pelvis, and in case of narrow pelvis, such as those of 
male patients.

ANAL FISTULOTOMY WITH IMMEDIATE 
SPHINCTER RECONSTRUCTION: WHY NOT?

Video abstracts V2

r. Kucejko1, C. Bosco2, J. abelson1, P. marcello1

1Burlington, MA; 2Milwaukee, WI

Purpose/Background: anal fistulotomy with primary 
sphincter reconstruction has been shown to improve 
quality of life and result in improved continence rates in 
systemic reviews, but is not routinely performed by most 
colorectal surgeons.

Hypothesis/Aim: illustrate the ease of primary sphincter 
repair after anal fistulotomy and encourage use of the 
technique.

Methods/Interventions: multiple patients at our insti-
tution with intersphincteric and low transsphincteric 
cryptoglandular fistulae are treated with seton placement 
and subsequent fistulotomy with immediate end-to-end 
sphincter reconstruction. We present a video describing 
the procedure and the ease of its application.

Results/Outcome(s): the case is of a 44 year-old male 
with no significant past medical or surgical history. He 
developed a large left posterior anal abscess which was 
drained, had healed, and subsequently developed a recur-
rent abscess with a low posterior transsphincteric fistula. 
He underwent colonoscopy which revealed no evidence of 
inflammatory bowel disease, and had a non-cutting seton 
placed. on return to the operating room 3 months later, 
he had a well-developed low transsphincteric anal fistula 
tract without signs of infection. a primary fistulotomy is 
performed with a primary end-to-end sphincter repair.

Limitations: the study was limited to a single institu-
tion and a single patient is presented. the technique is 
completed by an experienced colorectal surgeon.

Conclusions/Discussion: the utilization of immediate 
sphincter repair after anal fistulotomy has been studied in 
the literature with encouraging results. this video demon-
strates the relatively short additional time to complete the 
sphincter repair, as well as an easily reproducible tech-
nique. this technique has the potential to improve quality 
of life and reduce incontinence in patients which relates 
to the repair of the muscle and reduction of the keyhole 
deformity. this technique should be considered in future 
fistula patients being considered for anal fistulotomy.
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LAPAROSCOPIC EXTENDED TOTAL PELVIC  
EXENTERATION WITH EN BLOC PENECTOMY 
WITH MINIMALLY INVASIVE MUCOSAL 
REMOVAL SIGMOID FLAP PELVIC 
RECONSTRUCTION FOR T4 RECTAL CANCE.

Video abstracts V3

P. tipmanee, S. malakorn
Bangkok, Thailand

Purpose/Background: multidisciplinary team approach 
with prudential oncologic resection is crucial to achieve 
the best outcomes in the t4 rectal cancer. to achieve 
good surgical margins usually requires multivisceral organs 
resection. laparoscopic total pelvic exenteration is a tech-
nically demanding procedure.

Hypothesis/Aim: this video aims to demonstrate the 
feasibility of laparoscopic extended total pelvic exentera-
tion with minimally invasive pelvic reconstruction.

Methods/Interventions: this is a case of a 54 years-old 
man who presented with obstructed low rectal cancer with 
prostate, seminal vesicle, urethra, and extensive perineal 
invasion. the patient underwent diverting loop transverse 
colostomy follow by total neoadjuvant treatment with long 
course chemoradiation and consolidation chemotherapy. 
Subsequently, extended pelvic exenteration with total 
penectomy and coccygectomy with minimally invasive 
mucosal removal sigmoid flap pelvic floor reconstruction 
was performed. this video demonstrates step by step 
approach for this procedure.

Results/Outcome(s): no intraoperative complications 
were observed. the patient ambulated well and tolerated 
regular diet on the postoperative day 2. the patient was 
discharged home safely on postoperative day 7 without any 
adverse events.

Limitations: eventhough, there were no major compli-
cations encountered in our case-series, this procedure still 
need further well-designed study and longer follow-up 
time.

Conclusions/Discussion: minimally invasive approach 
for extended pelvic exenteration is feasible and safe in 
selected patient.

ROBOTIC APR, TAILORED INTRA-ABDOMINAL 
LEVATOR TRANSECTION, HYSTERECTOMY, 
POSTERIOR VAGINECTOMY AND 
PARAVAGINAL RECTAL CANCER RESECTION 
(POSTERIOR EXENTERATION).

Video abstracts V4

S. marecik, m. Konamna, a. alkhas, a. dong, 
K. Kochar, J. Park
Park Ridge, IL

Purpose/Background: this video demonstrates how 
robotic technology can be helpful in advanced rectal 
cancer resections.

Hypothesis/Aim: Capabilities of the current robotic 
platform are helpful in advanced rectal cancer resections.

Methods/Interventions: the Xi da Vinci robotic system 
was used in a female patient with advanced rectal cancer. 
it was set up focusing on the pelvis. Perineal dissection was 
completed in a traditional technique.

Results/Outcome(s): Succesful r0 resection was 
achieved.

Limitations: Proper robotic training is required to use 
this technique.

Conclusions/Discussion: the current surgical robotic 
platform is very helpful in facilitating resection of advanced 
rectal cancer.

NATURAL ORIFICE INTRA CORPOREAL 
ANASTOMOSIS WITH EXTRACTION OF THE 
SPECIMEN AND MAGNETIC RETRACTION.

Video abstracts V5

a. dowli, C. olson, a. Fichera
Dallas, TX

Purpose/Background: the niCer procedure is a new 
technique that reduces operative morbidity in colectomy 
by reducing the need for operative port sites and eliminates 
the need for an incision for specimen extraction.

Hypothesis/Aim: to demonstrate the safety and feasi-
bility of the niCer procedure

Methods/Interventions: in this video we demonstrate 
a laparoscopic low anterior resection and splenic flexure 
mobilization for diverticular disease performed via the 
niCer procedure. the magnetic retraction system is used 
and helpful in mobilizing the splenic flexure. it is also 
crucial in stabilizing the colon while a purse-string is made 
to allow insertion of the anvil. the specimen is extracted 
via a wound protector placed in the rectum.

Results/Outcome(s): the final result of the procedure 
is a laparoscopic low anterior resection and splenic flexure 
mobilization achieved via two 5 mm ports and one 12 mm 
port, similar to a laparoscopic appendectomy.

Limitations: this is a case report and video demon-
strating the feasibility of the niCer procedure. 
implementation on a larger scale is needed to validate our 
findings.

Conclusions/Discussion: in this video vignette, we 
present the surgical technique of the niCer procedure 
and its feasibility.
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ROBOTIC RECTOPEXY WITH INTRA-
ABDOMINAL LEVATORPLASTY.

Video abstracts V6

S. marecik, d. Schlund, m. Konamna, K. Kochar, J. Park
Park Ridge, IL

Purpose/Background: this video demonstrates how 
robotic technology can be helpful in performing levator-
plasty during rectopexy cases.

Hypothesis/Aim: Capabilities of the current robotic 
platform are helpful in suturing in deep pelvis.

Methods/Interventions: the Xi da Vinci robotic system 
was used in female patients with patulous anus due to 
rectal prolapse. it was set up focusing on the pelvis.

Results/Outcome(s): Succesful levatorplasty was 
performed in addition to rectopexy.

Limitations: Proper robotic training is required to use 
this technique.

Conclusions/Discussion: the current surgical robotic 
platform is very helpful in facilitating abdominal levator-
plasty during rectopexy cases.

MINIMALLY INVASIVE SURGERY FOR 
RECURRENT RECTAL CANCER HIGHLIGHTING 
THE ANATOMY OUTSIDE OF THE TME.

Video abstracts V7

t. Konishi2, t. akiyoshi1, y. Fukunaga1, B. Bednarski2, 
n. you2, G. Chang2

1Koto-ku, Japan; 2Houston, TX

Purpose/Background: Surgical resection of locally 
recurrent rectal cancer is often associated with massive 
venous bleeding. it requires high level anatomical knowl-
edge for colorectal surgeons. minimally invasive approach 
may provide potential benefit in reduced bleeding with 
better visualization of surgical anatomy.

Hypothesis/Aim: this video aims to show a case of 
successful minimally invasive salvage resection of locally 
recurrent rectal cancer, highlighting the anatomy outside 
of the tme in the pelvis.

Methods/Interventions: the case was a 33 year old 
female, originally operated with laparoscopic low anterior 
resection, pt3n0m0. three years later, the patient devel-
oped recurrent cancer in the right pelvis involving the 
right S2 sacral nerve, pirifoformis muscle and coccygeal 
muscle. after neoadjuvant chemotherapy and chemora-
diotherapy, the patient underwent laparoscopic redo low 
anterior resection with combined resection of the right 
S2-4 sacral nerves, internal iliac artery and vein, piriformis 
muscle and coccygeal muscle; with complete preservation 
of the left pelvic nerves.

Results/Outcome(s): under pneumoperitoneum and 
meticulous sharp dissection utilizing the anatomical planes 
in the lateral compartment outside of the tme, the 
resection was successfully completed with a laparoscopic 

approach, followed by double stapling redo anastomosis. 
anatomical structures were well visualized under lapa-
roscopy. Bleeding amount was 400 ml, suggesting the 
benefit of minimally invasive approach. the patient had no 
complications with normal urinary/gait function. Pathology 
showed r0 resection with negative margin. after ileostomy 
reversal, the patient had no incontinence.

Limitations: the procedure was performed in a compre-
hensive cancer center by an expertized minimally invasive 
team.

Conclusions/Discussion: minimally invasive approach 
for locally recurrent rectal cancer is feasible in selected 
cases with reduced bleeding and enhanced visualization 
of the pelvic anatomy. understanding the extra-tme 
anatomy is the key to success in advanced minimally inva-
sive surgery for pelvic malignancy.

LAPAROSCOPIC ABDOMINOPERINEAL 
RESECTION WITH EN BLOC VAGINAL 
RESECTION AND IMMEDIATE NEOVAGINAL 
RECONSTRUCTION WITH COLONIC FLAP 
AND PELVIC FLOOR RECONSTRUCTION WITH 
MUCOSA-REMOVED COLONIC FLAP.

Video abstracts V8

S. Bunyajetpong
Bangkok, Thailand

Purpose/Background: Colorectal cancers invading 
adjacent organs require en bloc resection. Pelvic recon-
struction may minimize complications. myocutaneous flap, 
especially the Vram, has been recommended. However, 
open laparotomy is required and donor or recipient site 
complications have been frequently reported.

Hypothesis/Aim: the purpose of this video was to 
demonstrate the minimal invasive surgical approach of 
this high-risk operation and the alternative procedure for 
vaginal or pelvic floor reconstruction.

Methods/Interventions: a 51 year-old woman 
presented with rectal cancer invading the vagina and 
pelvic floor. She also had synchronous pulmonary metas-
tasis. after neoadjuvant chemotherapy of mFolFoX6 for 
7 cycles, she developed tumor-related pelvic septic shock 
requiring intravenous antibiotic for one week, followed 
by laparoscopic en bloc abdominoperineal resection with 
neovaginal and pelvic floor reconstruction using colonic 
flap. the detail of the procedure included laparoscopic 
mobilization of descending and sigmoid colon by lateral 
to medial approach, and posterior rectal dissection in the 
total mesorectal excision (tme) plane. low ligation of 
the inferior mesenteric artery (ima) with lymph nodes 
dissection was carried out, the left colic and sigmoidal 
vessels were preserved for colostomy and colonic flap 
pedicle, respectively. the colonic transection was made 
at sigmoid-descending junction where the proximal colon 
was matured for colostomy. the pelvic floor was cut 
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cylindrically with wide en bloc of the posterior vaginal wall 
using perineal approach. the specimen was removed via 
the perineal wound. Colonic flap was divided into 2 parts, 
the proximal part was used for neovaginal reconstruction, 
and the distal part of mucosa-removed colonic flap was 
used for the pelvic floor reconstruction. the perineal skin 
was closed.

Results/Outcome(s): there were no complications nor 
any need for blood transfusion. the patient could ambu-
late and start oral diet on the postoperative day 2. She was 
discharged home safely.

Limitations: this procedure was required the meticu-
lous surgical skill to preserve the pedicle flap and skele-
tonize lymph nodes of root of ima.

Conclusions/Discussion: immediate neovaginal and 
pelvic floor reconstruction with colonic flap is feasible and 
provides good outcomes. this reconstruction technique 
enables the minimal invasive possible for this condition.

ROBOTIC DISC EXCISION OF RECTAL 
ENDOMETRIOSIS.

Video abstracts V9

B. Gough, C. olson, K. Kho, a. Fichera
Dallas, TX

Purpose/Background: demonstrate that robotic- 
assisted disc excision of rectal endometriosis is a safe and 
effective treatment.

Hypothesis/Aim: describe a novel treatment approach 
to rectal endometriosis that is effective and minimally 
morbid.

Methods/Interventions: a 34 year old female with 
no past medical or past surgical history was referred to a 
colorectal surgeon regarding intermittent hematochezia. 
She was noted to have bloody stools which were only 
present during menses. this was also associated with 
constipation, as well as rectal and pelvic pain. She under-
went a pelvic mri which demonstrated an endometrioma 
at the rectovaginal septum. Colonoscopy findings were 
also consistent with a diagnosis of rectal endometrioma. 
She was taken for robotic excision of the endometrioma 
with primary rectal repair. the goal of this approach was 
to avoid a proctectomy, as well as the associated morbidity. 
Highlights of this procedure included a minimal poste-
rior rectal dissection, transanal specimen extraction, and 
single-layer primary suture repair of the rectum.

Results/Outcome(s): the patient tolerated her proce-
dure well and was able to be discharged home on post- 
operative day one. Final pathology confirmed the  
diagnosis of endometriosis. the patient has continued to 
do well eight months post-operatively, with resolution of 
her constipation, pain, and bleeding.

Limitations: limitations include those which are 
inherent to single descriptive case-reports.

Conclusions/Discussion: rectovaginal endometriosis 
resulting in catamenial hematochezia is an uncommon 
disease presentation. the goal of surgical management 
is the complete excision of all endometriotic lesions. 
Segmental bowel resection has typically been described as 
the treatment modality for deep infiltrating bowel endome-
triosis, however, there is a fair amount of morbidity asso-
ciated with such radical resections. the robotic-assisted 
rectal disc excision performed in our patient’s case helped 
decrease the morbidity typically associated with segmental 
proctectomies. By avoiding an extensive posterior rectal 
dissection, the risk of injury to hypogastric nerves and 
presacral veins is mitigated, as is the risk of additional 
morbidity, such as the low anterior rectal syndrome. 
However, the ability to obtain complete excision is still 
able to be achieved. Furthermore, the ability to easily 
perform transanal specimen extraction helps decrease 
post-operative pain by avoiding large skin incisions.

LAPAROSCOPIC COMPLETE MESOCOLIC 
EXCISION FOR HEPATIC FLEXURE 
CARCINOMA: DEMONSTRATION OF SURGICAL 
PLANES AND ANATOMICAL LANDMARKS BY 
INFRAMESOCOLIC APPROACH.

Video abstracts V10

e. ismail, y. Gungor, B. Kutlu, C. Benlice, H. acar, 
a. Kuzu
Ankara, Turkey

Purpose/Background: Complete mesocolic excision 
with central vascular ligation has revolutionized the 
surgical treatment of colon cancer, showing a higher 
degree of lymphadenectomy and improved long-term 
oncologic outcomes compared to standard colectomy.

Hypothesis/Aim: to prepare the educational video 
and highlighting the crucial anatomical landmarks during 
central vascular ligation for hepatic flexure carcinoma by 
inframesocolic approach.

Methods/Interventions: For the procedure ileocolic 
pedicle was stretched up towards the right lower quadrant 
with a noncrushing clamp. this demonstrates a sulcus 
between the medial side of the ileocolic pedicle and the 
retroperitoneum. in order to enter the correct surgical 
plane between the visceral and the parietal fascia, visceral 
peritoneum covering the superior mesenteric vein is being 
divided along its axis. Within this embryological plane, we 
encounter retroperitoneal loose tissue and the duodenum 
which is separated from the mesocolic fascia by sharp 
dissection. then ileocolic vein first and then artery is 
dissected separately and ligated respectively. dissection 
proceeded cephalic direction and the right colic vein and 
artery are dissected and ligated. Within the planes of the 
medial to lateral approach sharp dissection continued and 
the animation shows the important vascular structures and 
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their relationship with the duodenum, pancreas and the 
colon. then middle colic artery and gastropancreatic trunk 
of Henle are ligated respectively. the dissection proceeds 
towards cranially and middle colic veins are ligated. 
attention must be paid at the pancreatic neck where 
the SmV continues underneath the pancreas. Further 
dissection over the pancreas leads us towards to lesser sac. 
then central ligation of the right gastro-omental artery 
and vein are encountered. dissection over the duodenum 
and pylorus allow us to enter the right subhepatic recess. 
this is followed by infra-ileal and lateral mobilization of 
the right colon.

Results/Outcome(s): this is a 47-year-old male other-
wise healthy was presented anemia and underwent colo-
noscopy. He was found to have hepatic flexure carcinoma. 
decision was made to proceed with laparoscopic Cme. no 
postoperative complications were encountered.

Limitations: Single case video presentation.
Conclusions/Discussion: our complete mesocolic exci-

sion technique demonstrates the precise dissection of the 
detailed anatomy through the embryologic planes and 
would definitely facilitate the understanding and imple-
mentation of the standardized inframesocolic approach.
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SHORT COURSE TOTAL NEOADJUVANT 
THERAPY IMPROVES RECTAL TUMOR 
DOWNSTAGING: A US MULTI-INSTITUTIONAL 
STUDY.

Plenary abstracts mP1

P. Bauer1, a. Gamboa2, e. otegbeye1, W. Chapman, 
Jr.1, S. rivard4, S. regenbogen4, m. mohammed5, 
J. Holder-murray5, J. Wiseman3, a. ejaz3, K. edwards-
Hollingsworth6, a. Hawkins6, S. Hunt1, G. Balch2, 
m. Silviera1

1St. Louis, MO; 2Atlanta, GA; 3Columbus, OH; 4Ann 
Arbor, MI; 5Pittsburgh, PA; 6Nashville, TN

Purpose/Background: uS single-center reviews of 
rectal cancer tumor downstaging following short course 
radiation with consolidation chemotherapy (SC tnt) 
and long course chemoradiation have not been externally 
validated.

Hypothesis/Aim: SC tnt is independently associ-
ated with complete response compared to long course 
chemoradiation.

Methods/Interventions: the uS rectal Cancer 
Consortium database (2007 – 2018) consisting of data 
from 6 uS academic centers was retrospectively reviewed 
for patients with nonmetastatic, rectal adenocarcinoma 
treated with long course chemoradiation (lCrt) and SC 
tnt neoadjuvant regimens before total mesorectal exci-
sion, local excision, or definitive nonoperative manage-
ment. the primary endpoints were complete response 
(Cr), including pathologic Cr (pCr) or durable clinical 
complete response at 12 months in those treated nonop-
eratively, and disease-free survival (dFS). Cohorts were 
compared using univariate analysis. multivariable logistic 
regression was used to model the odds of Cr. Survival at  
3 years was evaluated using Kaplan meier analysis.

Results/Outcome(s): of the 857 patients that met inclu-
sion criteria, 175 (20%) received neoadjuvant SC-tnt 
and 682 (80%) received Crt. the cohorts were similar, 
although the lCrt group had more low tumors (51.8% 
vs. 37.1%, p<0.0001) and more node-negative disease 
(31.8% vs 22.3%, p<0.0001). the Cr rate was higher after 
SC tnt (34.1% vs. 20.3%, p=0.0001). SC tnt was an 
independent predictor of Cr when controlling for multiple 
variables of interest (or 2.52, Ci 1.68 – 3.78). there was 
no difference in dFS at 3 years.

Limitations: retrospection, difference in pretreatment 
nodal stage

Conclusions/Discussion: SC tnt for rectal cancer 
remains less widely used than lCrt in the uS despite its 
popularity in europe. the raPido trial showed prom-
ising results for SC tnt in regard to treatment compli-
ance and pCr. all but one participant in that trial were 
european centers, and no uS multi-center studies have 
been reported to date. our multi-center, retrospective 
review provides evidence that SC tnt increases the rate 
of Cr when compared to lCrt. For patients seeking 

nonoperative options or lower overall radiation exposure, 
SC tnt should be a preferred neoadjuvant regimen over 
lCrt alone.

MULTI-CENTER COMPARISON OF SURGICAL 
OUTCOMES AFTER SHORT- OR LONG-COURSE 
TOTAL NEOADJUVANT THERAPY IN RECTAL 
CANCER.

Plenary abstracts mP2

a. moyer1, S. lai1, r. Chin2, m. moskalenko1, J. olsen3, 
e. Birnbaum1, m. Silviera3, m. mutch3, J. Vogel1, 
B. Chapman1

1Aurora, CO; 2St Louis, MO; 3Colorado Springs, CO

Purpose/Background: total neoadjuvant approach 
(tnt) is an emerging alternative to traditional neoad-
juvant therapy. tnt radiotherapy regimens may include 
short-course (SC) or long-course (lC) chemoradiation, 
but it is unknown if one regimen results in higher surgical 
complications.

Hypothesis/Aim: to compare the surgical outcomes 
following SC- and lC-tnt in rectal cancers at two high-
volume academic centers.

Methods/Interventions: Patients with clinical stage  
2 or 3 rectal cancer receiving SC radiotherapy followed 
by consolidative chemotherapy (SC-tnt) at Washington 
university in St. louis (2017-2019; n=85) or induction 
chemotherapy followed by lC chemoradiation (lC-tnt) 
at the university of Colorado (2016-2020; n=102) were 
assessed. Patients who underwent nonoperative manage-
ment (SC-tnt n=39; lC-tnt n=17), surgery at another 
center (lC-tnt n=18), or local excision (SC-tnt n=2) 
were excluded.

Results/Outcome(s): a total of 111 patients were 
included: 44 (40%) patients with SC-tnt and 67 (60%) 
with lC-tnt. Patients with SC-tnt were older (58 vs. 
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55 years; p=0.042), but there was no difference in male 
gender (57% vs. 63%), distance from anal verge (5.5 vs. 4.0 
cm), size of tumor (5.0 vs. 4.6 cm), radiographic positive 
circumferential radial margin (48% vs. 40%), or clinical 
node positivity (84% vs. 88%) between groups, respectively 
(all p>0.05). there was a trend towards a higher clinical 
t-stage in the SC-tnt group, with 27% of patients 
having t4 disease compared to 19% in the lC-tnt group 
(p=0.097). in comparison to lC-tnt, the SC-tnt 
group had a shorter duration of tnt treatment (128 vs. 
163 days; p<0.001), longer interval from completion of 
radiation to surgery (210 vs. 61 days; p<0.001), and similar 
days from diagnosis to surgery (258 vs. 259, p=0.727). 
there was no difference in sphincter-preservation (71% 
and 73%), utilization of a minimally invasive approach 
(80% and 79%), conversion rates (9% and 17%), blood 
loss (150 vs. 150 ml), intraoperative complications (7% 
vs. 2%), or a complete mesorectal specimen (84% vs. 85%) 
between the SC-tnt and lC-tnt groups, respectively 
(all p>0.05). operating time was significantly shorter in 
the SC-tnt group (223 vs. 294 minutes; p<0.001). there 
was no difference in length of stay (5 vs. 5 days), anasto-
motic leak (7% vs. 9%), intra-abdominal abscess (2% vs. 
9%), wound infection (7% vs. 3%), 30-day readmission 
(21% vs. 21%), or 30-day reoperation rates (9% vs. 6%) 
between the SC-tnt and lC-tnt groups, respectively 
(all p>0.05).

Limitations: retrospective study; small sample size; 
selection bias.

Conclusions/Discussion: in this multi-institutional 
review of patients with locally advanced rectal cancer who 
underwent tnt, perioperative outcomes following surgery 
in patients receiving SC-tnt and lC-tnt were equiva-
lent and the decision for SC- or lC-tnt should consider 
long-term oncological outcomes for these patients.

USING SIMULTANEOUS INTEGRATED BOOST 
INTENSITY-MODULATED RADIATION 
THERAPY FOR THE STERILIZATION OF 
CLINICALLY INVOLVED EXTRA-MESORECTAL 
LYMPH NODES IN LOCALLY ADVANCED 
RECTAL CANCER.

Plenary abstracts mP3

P. nayak, r. engineer
Mumbai, India

Purpose/Background: Consensus regarding the 
management of extra-mesorectal lymph nodes (emln) in 
rectal cancer is lacking. Here we present the results of an 
approach combining escalated radiation doses to clinically 
positive emln, with selective pelvic lymph node dissec-
tion (Plnd) reserved for persistent emln.

Hypothesis/Aim: that escalating radiation doses to 
emln using Simultaneous integrated Boost intensity-
modulated radiation therapy (SiB-imrt) could reduce 
the requirement for Plnd.

Methods/Interventions: Consecutive patients of locally 
advanced rectal cancer with clinically positive emln 
treated with SiB-imrt as part of neoadjuvant chemora-
diation (naCtrt) between June 2018 and June 2021 
were retrospectively included. emln included common 
iliac (Ci), external iliac (ei), internal iliac (ii), obturator 
and inguinal group of lymph nodes. Criteria for positivity 
was lymph node size ≥5 mm in the short axis diameter 
(Sad) along with either rounded shape, irregular border, 
or signal intensity heterogeneity as determined on staging 
mr imaging. Patients with positive para-aortic lymph 
nodes (Paln) and those not operated due to either 
patient default, local progression, or distant metastasis 
after naCtrt completion were excluded. all patients 
received 45-50Gy to the rectal primary, pararectal nodes 
and elective pelvic nodal volumes along with 55-60Gy 
(median 57Gy) SiB-imrt to clinically positive emln. 
Concurrent chemotherapy consisted of capecitabine 
monotherapy. Plnd was performed only for persistently 
enlarged emln (≥5 mm in Sad) on response imaging 
performed 6 weeks after naCtrt completion.

Results/Outcome(s): a total of 87 patients were eval-
uated, out of which 18 had Paln, 15 defaulted surgery, 
7 developed distant metastasis and 4 had local progres-
sion that rendered them unresectable, while another 2 
were observed as part of wait and watch strategy. of the 
remaining 41 patients, 14 (34.1%) had Ci, 9 (22%) had 
ei, 22 (53.7%) had ii, 22 (53.7%) had obturator and 4 
(9.8%) had inguinal nodes. among these, 23 (56.1%) 
had a complete or near-complete response at emln and 
avoided Plnd. in the 18 (41.5%) patients that underwent 
Plnd, 6 (14.6%) had pathologically positive mrln while 
12 (29.3%) were negative for malignancy. in comparison, 
within the same Plnd group, 14 (77.8%) had positive 
pararectal nodes while only 4 (22.2%) were node-negative. 
Grade 3 or higher radiation-induced toxicity was seen in 2 
(4.9%) patients, both Gi related. major surgical compli-
cations were seen in 8 (19.5%) patients, of which 6/18 
(30%) were in the Plnd group and 2/23 (8.7%) in the 
non-Plnd group.

Limitations: this is a retrospective study with limited 
patient numbers.

Conclusions/Discussion: dose escalation using 
SiB-imrt for clinically positive emln has the potential 
to reduce the need for Plnd. However, subsequent Plnd 
in persistently enlarged emln could result in higher 
complication rates.



 49

IMPROVED SURVIVAL AFTER ADJUVANT 
THERAPY IN RECTAL CANCER PATIENTS 
WITH PATHOLOGIC COMPLETE RESPONSE.

Plenary abstracts mP4

S. lai1, S. Vemuru1, W. messersmith1, C. lieu2, 
m. mcCarter1, e. Birnbaum1, J. Vogel1, B. Chapman1

1Aurora, CO; 2Denver, CO

Purpose/Background: neoadjuvant chemoradiation 
in rectal cancer is associated with pathologic complete 
response (pCr) up to 20% of patients. Current data is 
limited on the benefit of adjuvant therapy in setting of 
pCr.

Hypothesis/Aim: to compare overall survival (oS) 
among rectal cancer patients with a pCr who did or did 
not receive adjuvant therapy.

Methods/Interventions: the national Cancer 
database (nCdB) was used to identify patients between 
2004-2017 with clinical stage 2 or 3 rectal adenocarci-
noma who received neoadjuvant long-course chemora-
diation (50-50.4 Gy in 25-28 fractions) followed by total 
mesorectal excision (tme) with a pCr. Patients were 
categorized into two groups dependent on receipt of adju-
vant systemic chemotherapy. oS was calculated using the 
Kaplan-meier method and a multivariate Cox proportional 
hazard model was applied.

Results/Outcome(s): a total of 2,236 patients were 
identified: 787 (35%) received adjuvant therapy and 1,449 
(65%) did not. Patients receiving adjuvant therapy were 
younger (median 58 vs. 62 years), more likely to have 
private insurance (60% vs. 49%), and have clinical node 
positive disease (57% vs. 48%) (all p<0.05). there were no 
differences in gender, race, Charlson-deyo score, clinical 
t-stage, tumor size, tumor differentiation, lymphovascular 
invasion, or lymph node yield (12 or more lymph nodes) 
between groups (all p>0.05). there was no difference in 
sphincter-preservation rates between the adjuvant and no 
adjuvant therapy group (77% vs. 73%; p=0.200). oS at 
5- and 10-years were significantly longer in the adjuvant 
group (94% and 86%, respectively) compared to patients 
who did not receive adjuvant therapy (87% and 67%, 
respectively) (p<0.001). after adjusting for patient and 
tumor characteristics, omission of adjuvant chemotherapy 
following a pCr was associated with significantly higher 
mortality risk (Hr 1.83, 95% 1.37-2.47).

Limitations: Selection bias; unknown recurrence status; 
unknown adjuvant chemotherapy regimen.

Conclusions/Discussion: Based on this analysis of 
the nCdB, patients with stage 2 or 3 rectal cancer who 
undergo neoadjuvant chemoradiotherapy and tme and 
have a pCr should receive adjuvant chemotherapy due to 
improved overall survival.

overall survival between patients with clinical stage 2 or 3 rectal ade-
nocarcinoma with pCr after neoadjuvant chemoradiation followed by 
tme who did or did not receive adjuvant therapy.



tHe aBStraCtS SeSSion

 50

LIMITED HEALTH LITERACY IS ASSOCIATED 
REDUCED ADHERENCE TO ERP COMPONENTS.

the abstracts Session m6

C. Shao, m. mcleod, l. Gleason, i. marques, B. Smith, 
d. Chu
Birmingham, AL

Purpose/Background: enhanced recovery Programs 
(erPs) improve postoperative outcomes in colorectal 
surgery but is dependent on adherence. limited health 
literacy is associated with poor surgical outcomes even 
under erPs. our group has shown that under erPs, low 
health literacy is associated with greater risk of SSi.

Hypothesis/Aim: We aimed to determine the associa-
tion of health literacy with erP adherence and determine 
factors associated with post-operative outcomes.

Methods/Interventions: Patients undergoing colorectal 
surgery under an erP from Jan 2020-may 2021 (from the 
institutional aCS-nSQiP database) and who had health 
literacy measurements were identified. Health literacy 
was measured using the Brief Health literacy Screening 
tool (BrieF, 4-20). adherence was defined as the sum of 
adherence to six components: pre-admission counseling, 
pre-op Vte prophylaxis, clear liquid diet before surgery, 
use of regional anesthesia, use of anti-emetic prophylaxis, 
and multi-modal pain management. logistic and linear 
regression were used to test the association of health 
literacy and other factors with the primary (erP adher-
ence) and secondary outcomes (post-operative length of 
stay (ploS) and surgical site infection (SSi)).

Results/Outcome(s): Patients (n=113) were 60% 
female, 73% White, 45% privately insured, 78% aSa 
Class 3, with mean age 55.6 yr (Sd=15.5), Bmi 30.0 
(Sd=7.8), BrieF 17.8 (Sd=4.2). Surgeries were all 
inpatient, 95% were elective and 68% were laparoscopic. 
Procedure types included partial colectomy (74%), proc-
tectomy (19%), total colectomy (4%), and total colectomy 
with proctectomy (3%). mean erP adherence was 80% 
(4.8 of 6 components). mean ploS was 5.5 days (Sd=5.0). 
mean SSi was 15.6% (Sd=36.3%). on univariate anal-
ysis, increased BrieF scores were associated with greater 
erP adherence (coeff:0.04, 95%Ci:0, 0.09). on linear 
regression including patient-level factors, adherence was 
associated with elective surgeries (coeff:3.9, 95%Ci:2.0, 
5.7) and higher BrieF (coeff:0.02, 95%Ci:-0.02, 0.07). 
on linear regression including procedure-level factors, 
ploS was associated with Black race (ref: White, coeff:1.6, 
95%Ci:0.01, 3.16), medicare (ref: Private, coeff:2.28, 
95%Ci:0.04, 4.5), proctectomy (coeff:1.8, 95%Ci:-0.26, 
3.9), and total colectomy with proctectomy (coeff:4.4, 
95%Ci:0.9, 8.0) (ref: partial colectomy). decreased 
ploS was associated with adherence (coeff:-1.9, 95% 
Ci:-2.8, -1.0) and laparoscopic surgery (coeff:-2.4, 95% 
Ci:-4.0, -0.7). on logistic regression, SSi was associated 
with increased Bmi (or:1.06, 95%Ci:0.99, 1.1) while lapa-
roscopic surgery was protective(or:0.2, 95%Ci:0.05, 0.7).

Limitations: Sample size was limited by the number of 
patients with both BrieF score measurements and docu-
mented erP adherence.

Conclusions/Discussion: Higher health literacy is asso-
ciated with greater erP adherence and shorter ploS. 
opportunities exist to better address barriers in health literacy 
to improve erP adherence and thus post-operative outcomes.

ARE WE OPTIMIZING NUTRITION ENOUGH 
PRIOR TO HARTMANN’S REVERSAL?

the abstracts Session m7

S. arnott1, S. Haviland2, m. ng1, V. obias1

1Washington, DC; 2Bethesda, MD

Purpose/Background: the safest timing for Hartmann’s 
reversal (Hr) remains controversial especially when 
patients are still recovering from the original surgery. the 
impact of malnourishment on Hr has not been studied.

Hypothesis/Aim: to clarify if malnourishment impacts 
postoperative outcomes for Hartmann’s reversal.

Methods/Interventions: all patients who underwent 
elective Hr in aCS-nSQiP between 2012 and 2019 
were identified by CPt codes 44626 and 44227. Patients 
with aSa class 5, emergency case status, ascites, dissem-
inated cancer, preoperative sepsis, ventilator dependence, 
preoperative renal failure, or with missing data were 
excluded. Patients were grouped into non-malnourished 
and malnourished groups. the inclusion factors for the 
malnourished group included: (1) Bmi<18.5kg/m2, (2) 
albumin <3.5g/dl, or (3) >10% body weight loss in the 
last 6 months. univariate associations of pre-operative 
demographics and post-operative outcomes were analyzed. 
multivariable logistic regression was performed to identify 
independent predictors for (1) 30-day mortality, (2) wound 
infection, (3) readmission, and (4) reoperation. the 
confounding factors evaluated in the multivariate analyses 
included variables that were found to be associated with 
the particular outcomes. a p-value of <0.05 was consid-
ered statistically significant.

Results/Outcome(s): a total of 8878 procedures were 
evaluated (non-malnourished = 7116 and malnourished 
= 1762). the malnourished group was older, more female, 
with a lower mean Bmi, more Hispanic, higher rates 
of hypertension, CoPd, dependent functional status, 
smokers, dyspnea, and higher aSa class. there was no 
difference in the rates of minimally invasive approach or 
colorectal cancer, other malignancy, or diverticulitis as 
the original indication for surgery between groups. the 
malnourished group had higher mortality (p<.001), shorter 
or time (p<.001), higher infection rates (p=.011), reintu-
bation (p=.002), bleeding (p<.001), septic shock (p=.001), 
reoperation (p=.018), length of stay (p=.016). there was 
no difference in rates of readmission, dehiscence, or Vte. 
in multivariate regression models, malnourished status 
was an independent predictor for mortality (or =2.720, 



 51

p<.001) and wound infection (or=1.291, p=.002). the 
composite variable was not an independent predictor for 
readmission or reoperation.

Limitations: all of the data is from a retrospectively 
collected database, and there may be bias in the accuracy 
of the reported outcomes. While Bmi, albumin and weight 
loss cutoffs have been used to represent malnourishment, 
these populations may still be well-nourished. additionally, 
not all malnourished patients may have been captured by 
the composite variable.

Conclusions/Discussion: malnourishment in patients 
undergoing Hr was associated with worse postoperative 
outcomes. Surgeons should attempt to optimize nutritional 
status prior to undergoing Hartmann’s reversal.

table 1. Covariates for logistic regression models

IMPLEMENTATION OF A GERIATRIC SURGERY 
PATHWAY IMPROVES INPATIENT COST OF 
CARE.

the abstracts Session m8

o. owodunni, a. ehrlich, J. Hundt, S. Gearhart
Baltimore, MD

Purpose/Background: achieving high value care for 
older patients is the goal of the american College of 
Surgeons Geriatric Verification Program (aCS-GSV). We 
have shown that implementation of a Geriatric Surgery 
Pathway (GSP), which aligns with aCS-GSV standards, 
resulted in improved outcomes for our older patients.

Hypothesis/Aim: Knowing that our GSP improves 
outcomes, we wish to evaluate the effect of GSP imple-
mentation on inpatient cost of care.

Methods/Interventions: Patients ≥ 65 years who 
underwent inpatient elective gastrointestinal and vascular 
surgery following GSP implementation were compared to 

a similar cohort prior to implementation. demographic, 
clinical, and procedural data were extracted from our 
eHr and merged with transactional data from datamart. 
total and direct cost of inpatient care were normalized for 
inflation to the last study year (2020) using the consumer 
price index. univariable and multivariable linear regres-
sions were computed adjusting for age, sex, race, modified 
frailty index, operative stress score, and case mix index. 
exponentiated Betas were produced by bootstrap (1000 
replications) and adjusted for age, sex, race, frail, oSS, 
case mix.

Results/Outcome(s): 312 patients from 2016-2017 
(pre-GSP) and 233 patients from 2018-2020 (GSP) 
were included. Frailty was identified in 166 patients (82 
pre-GSP, 74 GSP). Comparison between pre-GSP and 
post-GSP demonstrated an increase in mean total cost of 
care ($24,711+/-$1,639 vs. $25,770+/-$1,529, p=0.02) 
but a decrease in mean direct cost ($11,646 +/-$784 vs. 
$11,347+/-$698, p<0.001). in our frail pre-GSP vs GSP 
population, the mean total cost ($29,752+/-$4,333 vs. 
$28,237+/-$3,452, p=0.02) and direct cost ($13,892+/-
$1,950 vs. $12,765+/-$1,566, p=0.02) decreased. 
Comparison of annual cost following GSP implementation 
to pre-GSP is shown in table 1.

Limitations: this is a single instutional study that took 
place during a time or limited resources and support. in 
addtion, total cost of care was not evaluated.

Conclusions/Discussion: this study demonstrated a 
decrease in inpatient cost specifcally among our frail 
patients following implementation of a GSP. Furthermore, 
despite significant variations in resources, support, and 
reimbursement parameters in 2020, high-value care was 
achieved with implementation of a GSP.

IS THERE A DIFFERENCE IN TIMING FOR 
ILEOSTOMY REVERSAL AND COMPLICATIONS 
BETWEEN BENIGN AND MALIGNANT 
INDICATIONS?

the abstracts Session m9

a. Villamor, P. Willamson, a. Ferrara, S. deJesus, 
r. mueller, J. Karas, m. Ferrara, J. Gallagher
Orlando, FL

Purpose/Background: diverting ileostomies are used 
to divert stool and help an anastomosis heal as well as 
help prevent abdominal catastrophes in both benign and 
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malignant cases. Studies have shown no difference in rates 
of reversal but the timing to reversal and complications 
after reversal has not been evaluated.

Hypothesis/Aim: the purpose of this study is to eval-
uate if the timing to ileostomy reversal is affected by the 
indication for procedure as well as to rates of post-opera-
tive complications before and after reversal.

Methods/Interventions: a retrospective chart review 
in a high-volume colorectal private practice was performed 
for patients who had an ileostomy created between January 
2018 and august 2021 for benign and for malignant 
operations. Patients were divided based on their indica-
tions. the primary outcome measure was total days to 
reversal. Secondary outcome measures included reversal 
rate, the need for intravenous (iV) hydration after ileos-
tomy creation, high output ileostomy complication within 
30 days of creation, anastomotic leak after ileostomy 
takedown, and low anterior resection (lar) syndrome. 
Patient age, body mass index (Bmi), and days to reversal 
were statistically compared with unpaired t tests. Patient 
sex, race, rate of reversal, need for iV hydration, ileostomy 
complication, anastomotic leak, and lar syndrome were 
statistically compared with Fisher’s exact tests.

Results/Outcome(s): 179 patients met the inclusion 
criteria. there were 87 patients who had benign disease and 
92 patients who had malignant disease. there were differ-
ences in sex between the two groups (p = 0.015). there 
were no difference in ages (p = 0.592), race (p = 0.063),  
and Bmi (p = 0.864). there was a statistically significant 
difference in the average days to reversal (Benign: 133, 
malignant: 174, p = 0.029). there was no statistical 
difference with regards to rate of reversal (Benign: 71/87 
(81.6%), malignant: 78/92 (81.61%), p = 0.690), need 
for iV hydration (Benign: 2/87 (2.3%), malignant: 5/92 
(5.43%), p = 0.445), high output ileostomy (Benign: 
3/87 (3.45%), malignant: 5/92 (5.43%), p = 0.721), 
anastomotic leak (Benign: 2/71 (2.82%), malignant: 1/78 
(1.28%), p = 0.512), and lar syndrome (Benign: 4/71 
(4.60%), malignant: 7/78 (8.97%), p = 0.436).

Limitations: this was a retrospective study with a rela-
tively small data set of two and half years.

Conclusions/Discussion: Patients undergoing proce-
dures for malignant disease showed an increase in timing 
to ileostomy reversal to those who had benign disease that 
was statistically different. there were no differences in 
age and Bmi. there were no differences in complications 
before and after reversal or rates of reversal but was notable 
for a non-reversal rate of 19% in benign disease and 15% 
in malignant disease. Further studies can help elucidate 
factors leading to non-reversal.

APPRAISAL OF PATIENT-DRIVEN ILEOSTOMY 
REHYDRATION PROTOCOL TO PREVENT 
READMISSIONS.

the abstracts Session m10

P. Bou-Samra, a. Finn, m. magallanes, r. aoun, 
d. Burneikis, t. Satroplus, S. Husain
Columbus, OH

Purpose/Background: the readmission rate for patients 
discharged with ileostomies is as high as 30%. it is mostly 
due to dehydration, and it places a huge burden on the 
healthcare system with as much as $9000 per readmission.

Hypothesis/Aim: reduce ileostomy readmissions due 
to dehydration by a patient-driven fluid monitoring and 
rehydration protocol

Methods/Interventions: We performed a retrospective 
comparison of patients who underwent diverting ileosto-
mies at our institution before and after implementation of 
a patient-driven ileostomy rehydration protocol. Patients 
were identified based on CPt codes corresponding to 
diverting loop ileostomies. Before the implementation 
of the protocol in may 2019, patients were sent home 
with standard post-op instructions. Patients discharged 
after protocol implementation were educated to monitor 
hydration status via measuring ostomy and urine output 
and titrating their oral intake accordingly. our primary 
outcome was readmissions secondary to dehydration and/
or electrolyte imbalance. our secondary outcome was 
overall readmission rates. demographic characteristics 
including a history of diabetes, coronary artery disease, 
aSa classification and Bmi, and operative parameters 
including lap or open procedure, operative length time, 
and estimated blood loss were recorded. logistic regression 
was used to compare subgroups in each of the studied 
outcomes.

Results/Outcome(s): there were a total of 99 eligible 
patients in the study, 40 were pre-protocol and 59 post- 
protocol. Baseline demographics and operative parameters 
of the 2 groups had no statistically significant differences. 
there was no statistically significant difference in read-
missions secondary to dehydration (10% in pre-protocol 
vs. 13.6% in post protocol; p: 0.524) nor in overall read-
mission (32.5% in pre-protocol vs. 33.8% in post protocol;  
p: 0.999).

Limitations: there is often a wide variation in patient 
healthcare literacy and compliance, and we did not have 
any mechanism in place to monitor compliance with 
protocol post-discharge. Hence, one of the major limita-
tions in the study is our inability to assess patient compli-
ance with the protocol. another limitation is sample size 
which limits the power of the study.

Conclusions/Discussion: there was no statistically 
significant difference in the 2 sub-groups in terms of hydra-
tion and/or electrolyte imbalance related, or overall read-
missions. our findings underscore the need for better ways 
to monitor patient compliance and encourage adherence 
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to the protocol such as post-discharge provider-driven 
outreach phone calls. another potential topic for investi-
gation is tailoring the protocol to individual patient needs. 
this would entail risk stratifying patients and designing 
different cutoffs for intervention based on ostomy output.

REASON FOR READMISSION AFTER 
COLECTOMY: DOES ERAS MATTER?

the abstracts Session m11

H. Baer, W. Kethman, W. Johnston, B. Kann, H. Vargas, 
C. Whitlow, J. Paruch
New Orleans, LA

Purpose/Background: understanding the specific 
causes for readmission is crucial for creating effective 
interventions. implementation of eraS pathways has 
helped to reduce length of stay without increasing readmis-
sion. However, it is unclear whether eraS pathways have 
shifted the cause for hospital readmissions.

Hypothesis/Aim: to categorize the reason for readmis-
sion following colectomy and understand the relationship 
to implementation of an enhanced recovery after Surgery 
(eraS) pathway.

Methods/Interventions: a single system, retrospec-
tively collected review of all patients undergoing colectomy 
that required 30-day readmission prior to and following 
implementation of an institutional eraS pathway. data 
on rates and cause for hospital readmission were collected 
for 2.5 years before and after eraS implementation in 
February 2019. the eraS pathway includes patient 
education, early enteral nutrition, early ambulation, fluid 
restriction, and multimodal pain control. Cases requiring 
readmission were captured using nSQiP data. individual 
chart review was then performed to determine the primary 
reason for readmission including documentation, imaging, 
laboratory results, and follow up care. Statistical analysis 
was performed using chi-squared and t-test.

Results/Outcome(s): a total of 1127 patient who 
underwent colectomy between august 1, 2016 and June 
30, 2021 were included for analysis. Prior to eraS imple-
mentation, 66 out of 588 patients were readmitted (11.2%) 
compared to 63 out of 539 after implementation (11.7% ; 
p= 0.90). overall length of stay was shorter for the post-
eraS group (6.8 vs 5.6 days; p= .002). the most common 
reasons for readmission were small bowel obstruction/
ileus (24.4 % vs 20.6%), high ostomy output/dehydration 
(18.2% vs 15.9%), intraabdominal abscess (12.12% vs 
9.5%), uncontrolled pain (4.6% vs 6.4%), gastrointestinal 
bleed (4.6% vs 4.8%), colitis/proctitis (3% vs 4.8%), and 
sepsis (4.6% vs 4.8%); no reason had a statistically signifi-
cant difference. the median day for readmission occurred 
7 days post discharge and 12 days post-operatively for both 
groups.

Limitations: the study is limited by the small sample 
size and single system review. it is also limited by retrospect 
review and data available within one hospital system.

Conclusions/Discussion: While the length of stay after 
colectomy is significantly decreased after implementation 
of an eraS pathway, the rate of readmission, time frame 
for readmission, and causes for readmission are unchanged. 
Programs that successfully reduce rates of readmission 
may have equal efficacy regardless of eraS pathway 
implementation.

STAGE III RECTAL CANCER: IT’S THE RATIO, 
NOT THE RAW NUMBER.

the abstracts Session m12

J. Bliggenstorfer, m. Ginesi, a. Sarode, e. Steinhagen, 
S. Stein
Cleveland, OH

Purpose/Background: lymph node yield (lny) is 
important for rectal cancer staging. its role in prognosti-
cation for node positive disease is less clear, as some data 
suggest lymph node ratio (lnr) is more significant.

Hypothesis/Aim: to better determine the role of 
lny and lnr in prognostication for node positive rectal 
cancer.

Methods/Interventions: the nCdB from 2004-2016 
was queried for patients with pathologic stage iii rectal 
adenocarcinoma. a Cox hazard multivariable model was 
created to determine the association of lny and lnr 
with risk for mortality. an optimal lnr cut-off was then 
determined with application of a receiver operating char-
acteristic (roC) curve and youden’s J Statistic. low lnr 
and high lnr cohorts were constructed based on the 
lnr cut-off and propensity matched to eliminate clini-
codemographic variability. Survival differences between 
lnr cohorts were compared with Kaplan-meier survival 
estimation.

Results/Outcome(s): 4,552 patients were included in 
analysis. in this population, a multivariable Cox hazard 
model demonstrates that total lny does not have an 
association with survival (Hr 1.02, 95% Ci: 0.89 – 1.17). 
However, lnr has a strong association with survival, 
with the hazard ratio for mortality reaching 3.93 as the 
proportion of positive lymph nodes approaches 100% (Hr 
3.93, 95% Ci: 3.04 – 5.07). an inflection point for survival 
based on lnr was determined to be 0.23. overall survival 
was significantly different between low lnr (<0.23) and 
high lnr (≥0.23) cohorts (Figure 1). the low lnr cohort 
has a 5.6% survival advantage at 2 years, which diverges 
significantly over time and leads to 13% survival difference 
at 5 years (P<0.001).

Limitations: this study is limited by the nature of 
administrative databases, and there is potential for issues 
with data collection quality and completeness. this study 
attempted to control for lack of granularity by including 
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patients with formal surgical resections and excluding 
those with positive margins, zero or unknown lny, and 
missing clinical data.

Conclusions/Discussion: While much of the current 
literature has concentrated on the importance of adequate 
lny in reducing the risk of understaging disease, its 
utility as a prognostic marker may be limited to patients 
with stage i or ii rectal cancer. in contrast, lnr has a 
strong association with overall survival among patients 
with node-positive disease. this correlation is further 
demonstrated by a 13% reduction in 5-year overall survival 
among patients with a lnr above 0.23. Further prospec-
tive research is needed to further evaluate the use of lnr 
as a prognostic marker in stage iii rectal cancer.

Figure 1: Kaplan-meier Survival estimates for low lnr (llnr) and 
High lnr (hlnr) cohorts.

HOW FAR IS TOO FAR? COST-EFFECTIVENESS 
ANALYSIS OF REGIONALIZED RECTAL 
CANCER SURGERY.

the abstracts Session m13

i. leeds1, Z. Xu2, H. Pantel1, a. mongiu1, a. luria2, 
W. longo1, V. reddy1

1New Haven, CT; 2Rochester, NY

Purpose/Background: regionalized rectal cancer 
surgery may decrease postoperative and long-term 
cancer-related mortality. However, regionalization may be 
an undue economic or convenience burden on patients.

Hypothesis/Aim: regionalized rectal cancer care is not 
justified due to increased patient costs and inconvenience.

Methods/Interventions: We constructed a decision 
analysis model comparing costs and outcomes of a case of 
an average (63-year-old) reference patient undergoing low 
anterior resection for Stage ii/iii rectal cancer at either the 
closest available facility or at a geographically distant, high-
volume center (> 20 operations per year, average one-way 
distance 24.5 miles). We incorporated the existing litera-
ture’s comparisons between the short-term (90-day) and 
long-term cancer-related mortality (measured as quali-
ty-adjusted life years, Qalys) between these two surgical 

venues. We also included all additional costs and disutili-
ties (e.g., patient and caregiver travel, caregiver lost work, 
and costs of unfavorable clinical outcomes) associated 
with traveling a greater distance for care. neoadjuvant 
therapeutic location, costs of readmission, and immediate 
postoperative complications were excluded from the model 
due to lack of statistical difference in the literature. all 
estimates were adjusted and discounted by convention 
to the present-day. in addition to the reference case, we 
performed a 10,000-simulation monte Carlo probabilistic 
sensitivity analysis to account for any estimate uncertainty.

Results/Outcome(s): When accounting for costs and 
benefits, the regionalized care strategy economically domi-
nated the local care model. regionalized rectal cancer 
surgery was both less expensive on average ($49,905 versus 
$64,990 in present-day marginal costs) and produced better 
long-term outcomes (10.32 versus 9.40 Qalys). the total 
costs and inconvenience of traveling to a regional high-
volume center would need to exceed $15,199 per patient 
to achieve economic breakeven or $61,284 per patient to 
satisfy conventional cost-effectiveness standards. these 
results were robust on sensitivity analysis and were main-
tained in over 99.8% of estimate scenario testing.

Limitations: this methodology is not patient-specific 
but provides a recommended strategy for the average 
patient, or population of patients.

Conclusions/Discussion: only in instances of extreme 
costs or quality of life inconvenience does local rectal 
cancer surgery become a cost-effective option when 
acknowledging the better clinical outcomes with region-
alized care. For particularly reluctant patients, supportive 
financial and logistical measures may be needed to induce 
them to the appropriate level of care.

decision analysis model for regionalizing rectal cancer surgery. 
diamonds represent decision points; ellipses represent change nodes; 
triangles represent terminal nodes. text in blue describes terminal node 
probabilities and marginal costs associated with local rectal cancer sur-
gery; while green text represents the same for regionalized care.
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COST-EFFECTIVENESS ANALYSIS: SELECTIVE 
USE OF NEOADJUVANT CHEMORADIATION IN 
LOCALLY ADVANCED RECTAL CANCER.

the abstracts Session m14

a. mueller, Z. torgersen, m. Shashidharan, C. ternent
Omaha, NE

Purpose/Background: locally advanced rectal cancer 
(larC) has high cure rates with neoadjuvant chemo-
radiation (nCrt), surgery and chemotherapy. Studies 
demonstrate comparable oncologic outcomes for selective 
use (Su) of nCrt versus traditional blanket use (Bu) 
trimodal therapy.

Hypothesis/Aim: Su of nCrt for larC may result in 
decreased costs and increased quality of life. We aimed to 
determine the cost-effectiveness of Su of nCrt in larC.

Methods/Interventions: a cost-effectiveness analysis 
(Cea) model with 5 year follow-up was developed to 
compare Su nCrt for low risk larC with Bu nCrt as 
recommended by national guidelines. low risk is defined as 
mid and upper third larC rectal cancers with more than 1 
mm of mesorectal fascia propria margin. adjuvant chemo-
therapy use was allocated to patients with positive margins 
or nodes. literature review, expert consensus, and a local 
prospective database were utilized to populate state transi-
tion probabilities. Health care utilization costs were based 
on Centers for medicare and medicaid Services data. the 
willingness to pay (WtP) was set at $50,000; incremental 
cost-effectiveness ratios (iCers) below WtP was consid-
ered cost-effective. the primary outcomes were cost in uS 
dollars ($), effectiveness in quality adjusted disease-free 
life years (Qaly), net-monetary benefit (nmB) in $ and 
iCers in $/Qaly. Baseline 5-year disease free survival 
(dFS) for Su and Bu was 65%. one-way sensitivity anal-
ysis was used to assess outcome variability in the model by 
analyzing dFS from 50-65% for Su cohort.

Results/Outcome(s): Base cases with 5-year dFS set at 
65% yielded cost, effectiveness, and nmB for Su ($53,880; 
4.23 Qaly; $157,380) and Bu ($66,740; 4.17 Qaly; 
$141,520) demonstrating Su as the most cost-effective 
strategy based on lower cost, higher Qaly and nmB. 
iCer -214,333 $/Qaly. one-way sensitivity analysis finds 
that Su is the favored strategy for 5-year dFS greater than 
56.6% for the given WtP and the dominant strategy when 
5-year dFS is greater than or equal to 63.5% (Bu 65%).

Limitations: model population probabilities of recur-
rence and treatment outcomes obtained from literature 
and expert consensus. Qaly data obtained from local 
prospective database.

Conclusions/Discussion: Based on this cost- 
effectiveness analysis (Cea) model, selective use (Su) 
of neoadjuvant chemoradiation (nCrt) for larC is 
the favored alternative when 5-year dFS is within 8.4% 
of blanket use (Bu) nCrt. Su is the dominant strategy 
(lower cost, higher quality adjusted life years) provided 

5-year dFS is within 1.5% of Bu. Su of nCrt is a cost- 
effective alternative to traditional therapy in a carefully 
selected larC population.

one-way sensitivity analysis shows that for a constant 5-year dFS for 
blanket use (Bu) of nCrt at 65%, selective use (Su) of nCrt is the 
favored strategy based on iCer below the WtP of $50,000 for 5-year 
dFS above 56.6% and the dominant strategy for 5-year dFS greater 
than 63.5%.

FACTORS ASSOCIATED WITH RECEIPT OF 
ADJUVANT CHEMOTHERAPY IN STAGE II 
COLON CANCER.

the abstracts Session m15

m. Ginesi, J. Bliggenstorfer, d. mugayo, S. Xu, d. Jodeh, 
J. Selfridge, S. Stein, e. Steinhagen
Cleveland, OH

Purpose/Background: the benefit of chemotherapy 
stage ii colon cancer is equivocal. it is recommended for 
high-risk stage-ii disease, although which patients receive 
chemotherapy, and its impact on survival is not clear.

Hypothesis/Aim: to assess the use and utility of 
chemotherapy in stage ii colon cancer patients.

Methods/Interventions: Stage ii colon cancer patients 
who underwent resection from 2004-2016 in the nCdB 
were evaluated. High risk patients (HrP) were defined as 
those who had positive margins, inadequate lymph node 
yield (<12 nodes), lymphovascular or perineural invasion, 
poorly differentiated histology, or had a t4 tumor. Patients 
without any of these risk factors were considered average 
risk. HrP who received chemotherapy were compared to 
those who did not on univariate and multivariate anal-
ysis; average-risk patients (arP) were similarly assessed. 
Survival of high-risk and average-risk patients was then 
compared based on receipt of chemotherapy with both 
Cox-Hazard ratios and Kaplan-meier Curves.

Results/Outcome(s): 84,627 patients met inclusion 
criteria, of which, majority were white (84.6%), and 
female (51.9%), with an average age of 70.2. 35,873 were 
HrP, out of which 9,160 received chemotherapy (25.5%). 
48,754 were arP, 4,661 of which received chemotherapy 
(9.5%). in HrP, significant risk factors for not receiving 
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chemotherapy included increasing age (or 1.084, Ci 
1.081-1.087) increasing distance from treatment facility 
(1.0006, 1.0002-1.0009), Charlson-deyo (C-d) score 
(C-d 1, 1.571, 1.393-1.771 for C-d 2, and 2.098, 1.758-
2.098 for C-d 3), and lack of insurance (0.829 0.725-0.947 
for private, and 0.791, 0.690-0.907 for government insur-
ance). in arP, factors associated with receipt of chemo-
therapy were decreasing age (or 0.929, Ci 0.926-0.932), 
decreasing distance from treatment facility (0.999, 0.9989-
0.9999), decreasing C-d score (0.853, 0.785-0.927 for C-d 
1; 0.854, 0.736-0.991 for C-d 2; and 0.476, 0.367-0.617 
for C-d 3), and nonacademic association of the treat-
ment facility. in both groups, regardless of risk, receiving 
chemotherapy was significantly associated with increased 
survival on Kaplan-meier Curve. on Cox-Hazard ratio, 
HrP benefitted from chemotherapy when controlling for 
age, gender, insurance, distance traveled, and C-d score 
(Hr 1.167, Ci 1.101-1.236).

Limitations: this study was limited by the nature of the 
nCdB, which does not include data on all high-risk features.

Conclusions/Discussion: Factors associated with not 
receiving chemotherapy in high-risk stage ii colon cancers 
are increasing age, medical comorbidities, increasing distance 
from treatment facility, and lack of insurance. Chemotherapy 
does appear to improve overall survival in high-risk patients, 
even when controlling for other risk factors such as age and 
comorbidities. addressing disparities in providing chemo-
therapy remains an opportunity for improvement.

PREDICTORS OF COMPLIANCE AND SURVIVAL 
WITH ADJUVANT CHEMOTHERAPY IN OLDER 
ADULTS WITH STAGE III COLON CANCER.

the abstracts Session m16

H. Simon1, t. reif de Paula2, Z. Spigel1, d. Keller3

1Pittsburgh, PA; 2Houston, TX; 3Sacramento, CA

Purpose/Background: optimal management of stage 
3 colon cancer includes surgical resection and adjuvant 
chemotherapy(aC). despite improved overall surviv-
al(oS) with aC, it is reportedly underused in older adults. 
to date, no current national analysis of aC use and its 
impact in older adults with stage 3 disease exists.

Hypothesis/Aim: the goal was to assess current use of 
aC in older adults with stage 3 colon cancer and deter-
mine factors associated with noncompliance.

Methods/Interventions: the national Cancer data 
Bank was reviewed for patients 65 years and older who 
underwent resection for stage 3 colon adenocarcinomas 
from 2010-2017. Cases were stratified by aC status. 
multivariate analysis identified factors associated with aC 
use. Kaplan-meier and Cox regression methods analyzed 
1-, 3-and 5-year oS. the main outcome measures were 
aC use, factors associated with aC use, and oS with 
and without aC in older persons with pathologic stage 3 
disease.

Results/Outcome(s): of 74,831 patients included, 
55.5% received aC. Compared to the no aC cohort, 
patients who received aC were younger, male, and 
without co-morbidity (p<0.001). Factors associated with 
aC non-compliance included advancing age (or 0.857, 
95%Ci 0.854-0.861), lower annual income (or 0.891, 
95%Ci 0.844-0.940), open approach (0.730, 95%Ci 0.633-
0.842), longer length of postoperative stay (or 0.949, 
95%Ci 0.949-0.954), pathologic stage 3a (0.547, 95%Ci 
0.458-0.652), and <12 lymph nodes examined (0.790, 
95%Ci 0.724-0.861)(p<0.001). aC was significantly inde-
pendently associated with and improved 1-, 3-and 5-year 
oS compared to no aC (92.8%, 75.3%, 62.4% vs. 70.8%, 
46.6%, 32.7%; p<0.001).

Limitations: administrative data source and has 
inherent risks of bias, coding errors, and limitations in the 
fields available for analysis.

Conclusions/Discussion: aC significantly improved 
oS but was only used in 55.5% of older adults with stage 
3 colon cancer. aC noncompliance was seen in the most 
vulnerable and highest risk patients. Programs to increase 
access, care coordination, and minimally invasive surgery 
may address disparities in this population and improve 
survival in older persons with this disease.
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PREDICTORS OF CLOSTRIDIUM DIFFICILE 
INFECTION IN COLORECTAL SURGERY: A 
NSQIP-IBD STUDY.

the abstracts Session m17

a. mitchell, S. Hill, S. Choksi, W. Kim, d. Chismark, 
B. Valerian, J. Canete, e. lee, on behalf of the nSQiP-
iBd collaborative
Albany, NY

Purpose/Background: Postoperative Clostridium 
difficile infection (Cdi) in inflammatory bowel disease is 
a significant source of morbidity and mortality.

Hypothesis/Aim: We suspected an increased risk of 
postoperative Cdi in immunosuppressed patients with iBd.

Methods/Interventions: the nSQiP-iBd database was 
queried from 2017-2020 for all patients with an iCd-10 
code corresponding to Crohn’s disease, ulcerative Colitis, 
or indeterminate colitis who underwent any bowel resec-
tion. Cdi within 30 days of surgery was the primary 
outcome examined. univariate and multivariable logistic 
regression models were used to evaluate for odds of Cdi. 
all statistics and graphs were completed using Stata 15.1 iC

Results/Outcome(s): a total of 3,092 adult postopera-
tive iBd patients were identified. the distribution of iBd 
was Crohn’s disease (n=1,784, 57.8%), ulcerative colitis 
(n=1,209, 42%). there were 227 small bowel resections 
(7.8%), 1,834 colectomies (62.9%), and 857 protectomies 
(29.4%). there were 1,806 patients on chronic steroids 
(58.4%), 1,373 patients on biologics (44.4%), and 461 
patients on immunomodulators (14.9%). 464 patients 
developed post-operative Cdi. on univariate analysis, 
patients had increased odds of post-operative Cdi if they 
were smokers (or 1.43, p=0.01), had bleeding disor-
ders (or 1.90, p=0.01), chronic steroid use (or 1.24, 
p=0.04), had oral antibiotic bowel preparation only (or 
3.01, p<0.001), small bowel resection (or 3.16, p<0.001) 
or colectomy (or 1.69, p<0.001). on multivariate anal-
ysis, patients who had oral antibiotic preparation only 
(or 2.87 p<0.001) and colectomy (vs. proctectomy, or 
6.46, p<0.001) had increased odds of infection. Patients 
on biologic therapy had decreased odds of Cdi (or 0.65, 
p=0.01). immunomodulators were not associated with 
Cdi (or 1.02, p=0.91). Steroid use was no longer signif-
icant on multivariable analysis.

Limitations: this study is limited by its retrospective 
nature as well as the potential of confounding variables 
that are not identified in the database.

Conclusions/Discussion: medical therapies for iBd do 
not appear to be associated with increased rates of post- 
operative Cdi when analyzed in a multivariable model. 
Patients on biologics were associated with lower rates of 
Cdi. instead, factors such as oral antibiotic bowel prepara-
tion and surgery type seem to drive these differences. this 
may reflect cessation of these medications prior to surgery 
and further study characterizing medication time course 
may help to further answer this question.

COSTS OPTIMIZATION IN ROBOT-ASSISTED 
VENTRAL MESH RECTOPEXY.

the abstracts Session m18

a. marra, V. de Simone, P. Campennì, a. Parello, 
F. litta, C. ratto
Roma, Italy

Purpose/Background: robot-assisted ventral mesh 
rectopexy is considered a valid option in the treatment of 
rectal prolapse. However, this approach involves higher 
costs than conventional surgery.

Hypothesis/Aim: We aimed to demonstrated that a less 
expensive robotic surgery for rectal prolapse can be safely 
performed.

Methods/Interventions: in this study, the costs of 
hospitalization, operating room and surgical procedure in 
patients undergoing robot-assisted ventral mesh rectopexy 
with Xi da Vinci Surgical System (intuitive Surgical, 
inc., Sunnyvale, Ca, uSa) were analyzed before and 
after several technical modifications, including the reduc-
tion of robotic arms and instruments, and the execution 
of a double minimal peritoneal incision instead of the 
traditional inversed-J incision. moreover, we calculated 
the profit from each hospitalization according to the 
diagnosis-related Groups of the italian national Health 
System.

Results/Outcome(s): From november 7th, 2020, to 
august 28th, 2021, 18 robot-assisted ventral mesh recto-
pexy were performed (17 females, 94.4%), adopting tech-
nical variations in the last 14 patients (13 females, 92.9%). 
no major complication or conversion to open surgery 
occurred. in total, mean costs of hospitalization, operating 
room and surgical procedure were €7159.75±1092.50, 
€2694.31±318.81 and €3344.29±709.04, respectively. 
technical modifications allowed significant reduc-
tion of costs of hospitalization (€6703.97±603.70 vs 
€8755.00±906.44, p=0.001), number of robotic arms and 
instruments used (3.07±0.27 vs 4.00±0.82 units, p=0.012), 
operating room time (209.29±22.61 vs 252.50±15.55 
minutes, p=0.011), and length of hospital stay (2.14±0.36 
vs 2.75±0.50 days, p=0.017). Furthermore, a mean 
profit was reported when modifications were adopted 
(€409.03±603.70 vs €-1642.00±906.44, p=0.001).

Limitations: Costs and revenues referred to our hospital 
and national Health System. Further studies evaluating 
long-term outcomes in a larger sample may be needed.
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Conclusions/Discussion: robot-assisted ventral mesh 
rectopexy with appropriate technical and clinical varia-
tions can be profitable and safe.

DOES CONCOMITANT RECTOANAL 
INTUSSUSCEPTION LIMIT IMPROVEMENTS IN 
CLINICAL OUTCOME AND QUALITY OF LIFE 
AFTER SACRAL NERVE STIMULATION FOR 
FECAL INCONTINENCE?

the abstracts Session m19

a. dawes1, J. mariscal2, P. White2, e. midura2, 
a. Sirany2, a. lowry2, C. Jensen2, a. thorsen2

1Stanford, CA; 2Minneapolis, MN

Purpose/Background: Sacral nerve stimulation (SnS) 
is the primary treatment for medically refractory fecal 
incontinence. although SnS works well for patients 
with compromised sphincters, there remains debate as 
to whether patients with other abnormalities, such as 
rectoanal intussusception, achieve similar success.

Hypothesis/Aim: no difference in post-operative incon-
tinence or quality of life between patients with and without 
concomitant rectoanal intussusception (rai)

Methods/Interventions: all patients undergoing SnS 
for fecal incontinence (Fi) between July 2011 and July 
2019 at a single institution were identified from a prospec-
tively maintained database. Patients with a history of recto-
pexy prior to device implantation were excluded (n=27). 
demographics and clinical data, including the results of 
pre-operative pelvic floor testing, were collected for each 
patient. defecograms were re-read for each patient in a 
blinded fashion. Pre-operative rai was determined based 
on the oxford system (grade 3-4 vs. not; grade 5 excluded). 
Post-operative outcomes, including Wexner/Cleveland 
Clinic Florida incontinence Scores, Fecal incontinence 
Severity indices (FiSi), and Fecal incontinence Quality 
of life indices (FiQol) at 1 year after device implanta-
tion, were compared between patients with and without 
concomitant rai.

Results/Outcome(s): during the study period, 171 
patients underwent SnS placement for Fi. the average 
age was 60.5 years old and 91% were female. Forty-six 
patients (26.9%) had concomitant rai on their pre- 
operative defecography (38 [22.4%] grade 3 and 8 [4.7%] 
grade 4). Before surgery, patients reported an average of 
10.8 accidents per week and a Wexner score of 15.7 with 
no difference between patients with and without rai 
(p=0.22 and 0.95, respectively). at 1 year after surgery, 
the average Wexner score was 9.6. there was no difference 
in post-operative Wexner scores between patients with 
and without concomitant rai (10.4 vs. 9.3, p=0.25; see 
table). Patients with rai were more likely to report incon-
tinence to mucus at least once per week (30.4% vs. 13.6%, 
p=0.01), however, there was no difference in reported 
incontinence to gas, liquid, or solid stool (p=0.28, p=0.95, 

p=0.28, respectively). Similarly, there was no difference in 
FiQol responses between patients with and without rai 
(p=0.11-0.93 depending on the specific factor).

Limitations: this study was limited by moderate sample 
size and incomplete survey response rates.

Conclusions/Discussion: Concomitant rai does not 
appear to affect clinical outcomes or quality of life after 
SnS for Fi. appropriate patients with Fi and concomitant 
rai can be considered for SnS placement; whether recto-
pexy for correction of rai prior to device placement alters 
short- or long-term Fi outcomes remains unknown.
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INTERNATIONAL DIFFERENCES IN 
THE SURGICAL MANAGEMENT OF 
DIVERTICULITIS: AN AUDIT OF THE 
DAMASCUS MULTICENTER TRIAL.

Plenary abstracts mP22

d. Keller1, d. Study Group2

1Davis, CA; 2Chester, United Kingdom

Purpose/Background: reported international vari-
ability in the index management of acute diverticulitis 
may contribute to the observed differences in short-term 
outcomes and drive disparities in guidelines.

Hypothesis/Aim: Goal: to compare international prac-
tices in initial surgical management for acute diverticulitis 
Hypothesis: decision making varies by region in compa-
rable patients, impacting outcomes and guidelines

Methods/Interventions: the damaSCuS study was 
a 6-month prospective, global observational study on 
the management and short-term outcomes of patients 
presenting with acute diverticulitis. For this study, base-
line patient and disease covariates were reviewed from the 
redCap database for initial surgical decision making by 
region (north america, europe, uK, australasia and asia/
africa/South america [lmiC’s]). the main outcome was 
the international variation in acute surgical management 
by region.

Results/Outcome(s): of 5659 patients enrolled inter-
nationally, 4472 (79%) were admitted on initial presen-
tation and included in this analysis. the admission rate 
was significantly lower in north america, where only 
39% were admitted (p<0.001). 28% (n=1558) reported a 
prior diverticular episode; north america had significantly 
higher rates of prior episodes (47%; p<0.01). Prior episodes 
were mostly >12 months before current presentation in all 
regions. 709 patients (15.9%) had emergency surgery for 
diverticulitis. rates for surgery at initial presentation varied 
significantly from 6% (north america) to 24% (lmiC’s). 
Surgery was Ct-driven in 98%. 95 patients (13.4%) had 
a laparoscopic lavage/washout, while 614 (86.6%) had 
resectional surgery. the most common resection was a 
Hartmann’s procedure (71.6%), performed significantly 
more than a segmental resection in all regions except 
europe (P<0.001). a primary anastomosis was performed 
in 174 overall (28.3%); rates were similar across regions. 
an end colostomy- whether described as a Hartmann’s, 
anterior resection, or sigmoid colectomy- was the most 
common stoma overall at 87.3% (P<0.001). excluding 
the Hartmann procedures, 24.1% left a covering stoma. 
europe and lmiC were significantly less likely to divert 
(p=0.002). all other regions were comparable. 67.8% left 
a surgical drain. nearly all reported treatment was not 
affected by Covid 19 (98%).

Limitations: audit design, with differences in defini-
tions of procedures and bias possible from who completed 
the audit.

Conclusions/Discussion: the damaSCuS study 
confirmed substantial geographical variation in the index 
surgical decision making for emergency diverticulitis cases. 
despite colorectal expersite, a Hartmann’s procedure 
with end colostomy remains the most common procedure 
in emergency cases. lower stoma rates in lmiC may be 
related to less available resources for subsequent cases. 
Further analysis will be performed to determine whether 
such variation is associated with short term clinical 
outcomes.

ALTERATIONS IN THE MICROBIOME OF  
COMPLICATED COMPARED TO 
UNCOMPLICATED DIVERTICULITIS.

Plenary abstracts mP23

a. Portolese1, B. mcmullen2, S. Baker2, J. See2, 
G. yochum1, W. Koltun1, r. lamendella2, n. Jeganathan1

1Hershey, PA; 2Huntingdon, PA

Purpose/Background: to characterize differences 
in the mucosal-associated microbiome of complicated 
(perforated) diverticulitis as compared to uncomplicated 
diverticulitis.

Hypothesis/Aim: Complicated diverticulitis will 
have increased dysbiosis compared to uncomplicated 
diverticulitis.

Methods/Interventions: at the time of elective surgical 
resection for diverticulitis, diseased as well as adjacent 
normal tissues were isolated from 36 patients with compli-
cated (perforated) diverticulitis and 49 patients with 
recurrent, uncomplicated diverticulitis. the patients were 
matched for age, gender, race, and Bmi. Complicated 
diverticulitis was confirmed by Ct-evidence of perforation 
and/or abscess. dna was extracted from full-thickness 
specimens for 16S rrna gene sequencing, targeting the 
V4 hypervariable region. Sequences were analyzed and a 
quantitative characterization based on taxonomic classifi-
cation was performed.

Results/Outcome(s): the mean age at time of surgery 
was 57.8 years. there were significantly more active 
smokers with complicated compared to uncomplicated 
diverticulitis (33% v. 7%, p=0.004). When comparing 
the diseased tissues of complicated to uncomplicated 
diverticular resections, the former had a relative decrease 
in Bacteroides massiliensis and a significant increase 
in microbes involved in sulfur cycling, including the 
class Synergistia, as well as Sulfurovaceae, Sulfurovum, 
aggregatibacter, and Bacteroidetes spp. Further species 
of bacteria enriched in complicated diverticulitis include 
Campylobacter ureolyticus and Clostridium cadaveris. 
When compared to the adjacent normal tissue, the 
diseased tissue of complicated diverticulitis has a higher 
abundance of sulfur-reducing bacteria.
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Limitations: tissue is only available from time of resec-
tion and alterations in the microbiome may represent the 
sequelae of diverticular disease and not the etiology.

Conclusions/Discussion: the microbiome of compli-
cated diverticulitis is defined by different bacterial species 
and abundances as compared to uncomplicated divertic-
ulitis. We found increased quantities of sulfur-reducing 
bacteria including the class Synergistia and Bacteroidetes 
spp. in complicated diverticulitis. in the gastrointestinal 
tract, sulfur is reduced to hydrogen sulfide (H2S), which 
is an inflammatory mediator and deleterious to the host in 
high concentrations. H2S has been previously implicated 
in inflammatory bowel disease and colorectal cancer. 
Furthermore, Campylobacter ureolyticus and Clostridium 
cadaveris have also been previously identified as patho-
genic and involved in gut inflammation. our findings 
highlight a role for dysbiosis in the development of various 
subsets of diverticular disease, namely uncomplicated and 
complicated diverticulitis. Future goals include identifying 
a microbial signature to inform on diverticular disease 
pathophysiology and, ultimately, to serve as targets of 
future therapeutics.

Figure 1. linear discriminant analysis (lda) and linear discriminant 
analysis effect size (lefSe) comparing full-thickness tissue specimens 
from complicated (red) to uncomplicated (green) diverticulitis. (A) 
Cladogram created with lefSe method showing differential taxa that 
had a log(lda) value of at least 2. (B) the degree of enrichment is 
indicated by the log of the lda score.

A SINGLE-INSTITUTION UPDATE STUDY 
ON THE MODIFIED LIGATION OF 
INTERSPHINCTERIC FISTULA TRACT (M-LIFT) 
PROCEDURE FOR FISTULA IN ANO.

Plenary abstracts mP25

y. lee, J. Scanlan, u. Wallin, J. Griffin, a. Bastawrous
Seattle, WA

Purpose/Background: Cure of transsphincteric fistula 
in ano is difficult without risk of incontinence. in 2015 we 
described a 71.4% cure rate over a median follow-up of 
21 weeks with the m-liFt. many fistula techniques show 
poorer results as they are more widely used. there hasn’t 
been a recent assessment of m-liFt.

Hypothesis/Aim: this study assesses whether the m-liFt 
results are reproducible over time and across surgeons.

Methods/Interventions: this is a retrospective analysis 
of a multi-surgeon, single-institution database. Patients 
underwent m-liFt performed by one of five surgeons for 
transphincteric fistula in ano between 2019-21. We assessed 
outcomes including recurrence, follow-up, reoperation, and 
post-operative symptoms such as seepage, drainage, bleeding, 
and swelling. We also compared individual outcomes between 
surgeons who had performed >5 cases in the time frame. the 
m-liFt was done as follows: the primary opening of the 
fistula was moved out of the high pressure zone by unroofing 
internal anal sphincter to the intersphincteric groove with 
cautery. the tract was then ligated with 2-0 vicryl suture as 
it entered the external anal sphincter.

Results/Outcome(s): Fifty one patients underwent 
m-liFt by one of five surgeons. 76.5% (39/51) had 
complete healing over a median of 12 weeks (range 3-78) 
follow up. 17.6% had (9/51) recurrence and 5.9% had 
(3/51) persistence. median operative time was 12 (6-45) 
minutes. minor wound drainage was the most common 
post-operative complaint seen in 39% (20/51) of patients. 
one patient reported seepage after bowel movement 
(2%) at follow up. three surgeons performed more than 5 
procedures in the study period. When they were compared 
to each other there were no differences in success rates 
(p=0.97): 75% for a (13/16), 78% for B (21/27), 80% for 
C (4/5). in terms of absence of recurrence, these surgeons 
also appear comparable (p=0.97): a=19% (3/16), B=22% 
(6/27), C=20% (1/5).

Limitations: this study suffers from the common 
limitations of a retrospective observational study including 
selection and reporting biases. it also has a small sample 
size and relatiely short follow-up.

Conclusions/Discussion: the m-liFt is a quick, easy, 
and replicable procedure with good healing rates compared 
to other procedures for trans-sphincteric fistula in ano. 
the results of this study suggest healing rates comparable 
to those reported for liFt and to our initial evaluation of 
the procedure.

CLINICAL STUDY ON THE DIFFERENCE OF 
INTESTINAL MICROORGANISMS BETWEEN 
ANAL FISTULA AND NORMAL POPULATION.

Plenary abstracts mP26

J. Zhu, y. liu, J. Zhang, Z. mei, W. yang, m. Wang
ShangHai, China

Purpose/Background: more and more literatures 
describe in detail the important role of microbiota in regu-
lating human health and diseases.

Hypothesis/Aim: the purpose of this study was to 
explore the differences of intestinal microorganisms among 
normal population, simple anal fistula population and 
complex anal fistula population.
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Methods/Interventions: recruit and collect normal 
volunteers, patients with simple anal fistula and patients 
with complex anal fistula in the same center from october 
2020 to december 2020, and divide them into Group 
Control, Group SaF and Group CaF. Collected ecal 
samples of these groups, and extract and quality control 
with Qiaamp dna Stool mini Kit. Polymerase Chain 
reaction was performed on the target region with specific 
primers (338F-518r) which was located in 16s-v3 region. 
then, construct the library with ion Plus Fragment library 
Kit (life technologies Corporation), and sequence gene 
with 16S rrna high-throughput sequencing by using ion 
GeneStudio S5 series gene sequencer (life technologies 
Corporation). Finally, explore the differences of intestinal 
microorganisms in each group through diversity analysis, 
species classification annotation, differential abundance 
analysis, functional annotation and pathway enrichment 
prediction.

Results/Outcome(s): a total of 14 cases in Group 
Control, 23 cases in Group SaF and 21 cases in Group 
CaF were included. there were 41 males and 17 females, 
with an average age of 38.5±11.2 years. the intestinal 
microorganisms in Group Control were different from 
that in Group SaF and Group CaF, and had lower 
species diversity (Pα=0.000 and Pβ=0.000). the species 
diversity and richness of microbial composition in Group 
SaF and Group CaF was similar (P=0.145). Species 
taxonomic annotation showed that the abundance of 
some microorganisms (Parasutterella, erysipelotrichaceae, 
Parabacteroides, negativibacillus, muribaculaceae, 
Prevotellaceae, lachnospiraceae, Streptococcus, rothia, 
Streptococcus and Klebsiella) in Group Control was lower 
than that in Group SaF and Group CaF (P<0.05), and 
Parasutterella is the core differential flora. it is also found 
that the gene expression of the mechanisms which related 
to endothelial lipase and phage shock protein were signifi-
cant different in enrichment among the groups (P=0.000).

Limitations: this study is limited to a single center and 
small sample.

Conclusions/Discussion: the composition of intestinal 
microorganisms in patients with anal fistula is more abun-
dant and diverse than that in normal people. the intes-
tinal microorganisms of patients with simple anal fistula is 
similar to that of patients with complex anal fistula. the 
mechanism of anal fistula inflammation may be related to 
endothelial lipase, outer membrane protein, phage shock 
protein and so on.

Fig. the analysis results of 16s rrna high throughput sequencing. (a) 
analysis of α diversity. (B) analysis of β diversity. (C) Graphlan dia-
gram. (d) Forest map of main differential microorganism. (e) Bar graph 
of relative abundance of species at genus level

TIMING AND MODALITY OF PROLAPSE 
IMPACTS ON QUALITY OF LIFE OF 
HEMORRHOIDAL DISEASE PATIENTS.

Plenary abstracts mP27

C. ratto, a. Parello, a. marra, V. de Simone, 
P. Campennì, F. litta
Rome, Italy

Purpose/Background: Several limitations of the tradi-
tional Goligher classification system have been high-
lighted. the importance of assessing the disease severity 
and the patients’ quality of life has emerged.

Hypothesis/Aim: to assess whether the modality of the 
hemorrhoidal prolapse affects patients’ quality of life.

Methods/Interventions: a consecutive series of patients 
affected by primary hemorrhoidal disease were enrolled. 
Patients were administered validated questionnaires to 
assess the severity of symptoms (Hemorrhoidal disease 
Symptom Score) and quality of life (Short Health Scale for 
hemorrhoidal disease). the frequency/modality of prolapse 
was also assessed by a specific question and, based on the 
answers, we hypothesized that patients could be classified 
into 5 different types (Figure 1).

Results/Outcome(s): a total of 122 patients (69 males, 
mean age 50.0±12.7 years) were enrolled. distribution of 
patients according to our classification of prolapse modality 
was: type i, 5 patients (4.1%); type ii, 9 (7.4%); type iiia, 
48 (39.3%); type iiib, 52 (42.6%); type iV, 8 patients 
(6.6%). the mean total Hemorrhoidal disease Symptom 
Score was 9.8±3.3, while the mean total Short Health 
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Scale score was 18.6±5.2. Both the scores progressively 
increased in the 5 types of prolapse presentation, thus 
showing a worsening of symptoms and quality of life as 
related to the worsening in the frequency and modality of 
prolapse. in particular, the assessment of the quality of life 
showed that all 4 domains of the Short Health Scale score, 
and the total score, were significantly worse in group iiib 
when compared to iiia (Figure 1).

Limitations: Single center study.
Conclusions/Discussion: the presentation modality 

and frequency of the hemorrhoidal prolapse have both 
an impact on the quality of life and allows the identifica-
tion of new subsets of patients, potentially addressing the 
surgeon’s preference of treatment. moreover, these data 
could contribute to a further modification of the hemor-
rhoidal disease classification system.
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DOES THREE STAGE ILEAL POUCH ANAL 
ANASTOMOSIS MITIGATE THE RISKS OF 
OBESITY IN ULCERATIVE COLITIS SURGERY?

the abstracts Session t1

d. Burneikis, P. Bou-Samra, m. magallanes, r. aoun, 
a. Hinton, a. afzali, S. Husain
Columbus, OH

Purpose/Background: Given the technical difficulty 
and concerns with higher leak rates in obese ulcerative 
colitis patients, many surgeons are reluctant to offer 
restorative ileal pouch creation. Comparative morbidity 
data of various surgical approaches for treatment of obese 
ulcerative colitis patients is lacking.

Hypothesis/Aim: to compare definitive surgical options 
in obese ulcerative colitis patients with respect to short-
term postoperative outcomes.

Methods/Interventions: ulcerative colitis (uC) 
patients undergoing any of the core surgical procedures 
for uC were identified in the national Surgical Quality 
improvement Program (nSQiP) data for years between 
2011 and 2018. the four core surgical procedures selected 
were total abdominal colectomy with end ileostomy 
(taC+ei), total proctocolectomy with end ileostomy 
(tPC+ei), total proctocolectomy with ileal pouch anal 
anastomosis (tPC+iPaa), and completion proctectomy 
with ileal pouch anal anastomosis (CP+iPaa). Patients 
were then stratified by body mass index (Bmi) into two 
groups: nonobese with Bmi < 30 and obese with Bmi ≥ 30. 
Patients with Bmi < 18.5 and patients undergoing emer-
gent surgery were excluded from this study. thirty-day 
postoperative outcomes were examined. Primary outcomes 
of interest were the rates of organ space infection (oSi) 
and sepsis.

Results/Outcome(s): a total of 7,649 patients were 
included in the nonobese group and 2,390 patients were 
included in the obese group. there was no significant 
difference in rates of oSi between nonobese and obese 
patients undergoing taC+ei (6.3% vs 5.6%; p=0.61), 
tPC+ei (6.3% vs 6.2%; p=0.32), and CP+iPaa (7.1% 
vs 8%; p=0.27). However, for obese patients undergoing 
tPC+iPaa, the rate of oSi was significantly higher at 
12.2%, compared to 7.6% in nonobese group (p=0.014). 
there were no significant differences in rates of sepsis or 
septic shock between groups for all procedures studied. 
Similarly, there were no significant differences between 
obese and nonobese patients in rates of postoperative 
pneumonia, deep venous thrombosis, pulmonary embo-
lism, stroke, or myocardial infarction.

Limitations: retrospective data prone to confounding 
by indication. only short-term outcomes reported.

Conclusions/Discussion: obese patients undergoing 
CP+iPaa for uC have comparable short-term outcomes 
to nonobese patients. in most instances, CP+iPaa is 
part of a three-stage restorative proctocolectomy strategy, 

with total abdominal colectomy having been performed 
previously. alternatively, tPC+iPaa creates the same 
anatomy in one or two stages, depending on use of 
diverting ileostomy. our analysis of nSQiP data suggests 
that a three-stage approach is a better option in obese 
patients, as the rates of oSi were significantly higher with 
tPC+iPaa. With exception of tPC+iPaa, patient Bmi 
had no significant impact on short-term outcomes of major 
surgery for ulcerative colitis.

THE NSQIP 5-FACTOR MODIFIED FRAILTY 
INDEX PREDICTS COMPLICATIONS IN UC 
PATIENTS UNDERGOING IPAA.

the abstracts Session t2

d. thompson, C. tran, i. Gribovskaja-rupp, K. Guyton, 
J. Hrabe, i. Hassan
Iowa City, IA

Purpose/Background: the 5-factor modified frailty 
index (mFi-5) predicts postoperative morbidity. its use in 
patients undergoing ileal pouch-anal anastomosis (iPaa) 
for ulcerative colitis (uC) has not been reported.

Hypothesis/Aim: to determine the utility of mFi-5 in 
uC patients undergoing iPaa.

Methods/Interventions: the american College of 
Surgeons national Surgical Quality improvement Program 
(aCS-nSQiP) proctectomy-targeted database was queried 
for uC patients who underwent iPaa between 2016-
2019. as previously described in the literature, the mFi-5 
has been proven to reflect frailty and is calculated by 
the following five comorbidities: insulin-dependent or 
noninsulin-dependent diabetes, congestive heart failure, 
hypertension, chronic obstructive pulmonary disease or 
pneumonia, and dependent functional status at time of 
surgery. the primary outcome investigated was all-cause 
postoperative morbidity. univariate analysis and multi-
variate logistic regression were used to evaluate the rela-
tionship between complications and preoperative factors, 
including the mFi-5.

Results/Outcome(s): 1,492 uC patients (mean age: 
40.3 years; mean Bmi: 26.0 kg/m2) who underwent 
iPaa were analyzed. 86.7% of patients had an mFi = 0, 
10.8% had an mFi = 1, and only 2.5% an mFi ≥ 2. over 
36% of patients experienced at least one complication. 
univariate analysis showed surgical complications to be 
positively associated with increased frailty (32.9% with 
mFi = 0, 37.4% with mFi = 1, 48.5% with mFi ≥ 2)  
(p < 0.001), obesity (Bmi ≥ 30), and steroid usage (Figure 
1). multivariate logistic regression showed an association 
between an mFi-5 score of 1 and postoperative complica-
tions (or 1.47, Ci [1.05-2.05], p=0.025). additionally, 
complications were also associated with obesity (or 
1.36, Ci [1.05-1.76], p=0.019) and steroid use (or 1.26,  
Ci [1.00-1.59], p=0.048).
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Limitations: the study is limited by the retrospective 
nature of the nSQiP database. Selection bias in surgeons 
choosing alternative procedures other than iPaa likely 
exist as well. additionally, no data is available about 
surgeon experience with performing iPaa.

Conclusions/Discussion: the iPaa has become a stan-
dard surgical option for uC patients. However, between 
19-54% of cases are associated with complications, despite 
being an elective surgery that is mostly performed by expe-
rienced surgeons at tertiary referral centers. the mFi-5 
has shown validity in multiple surgical specialties and is 
commonly used as a predictive risk stratification tool for 
morbidity and mortality. therefore, surgeons performing 
iPaa should account for frailty, preoperative steroid 
usage, and Bmi to predict morbidity in uC patients under-
going iPaa. optimizing these risk factors or exploring 
alternative procedures should be considered particularly in 
frail patients with additional risk factors. Further research 
should be conducted to better delineate the effect of frailty 
on uC patients undergoing iPaa.

Figure 1: univariate analysis for significant risk factors of complications 
in uC patients undergoing iPaa

DEVELOPMENT AND VALIDATION OF A 
SYMPTOM BASED SCORING SYSTEM FOR 
BOWEL DYSFUNCTION AFTER ILEOANAL 
POUCH RECONSTRUCTION FOR ULCERATIVE 
COLITIS.

the abstracts Session t3

P. Cavallaro, l. Bordeianou, P.
Boston, MA

Purpose/Background: the Patient reported outcomes 
after Pouch Surgery (ProPS) delphi consensus study 
identified a list of seven bowel symptoms and seven conse-
quences that are most important to pouch patients.

Hypothesis/Aim: to utilize items identified by a delphi 
consensus in a validated tool for quantifying pouch func-
tion the basis of symptoms and impact on quality of life 
(Qol).

Methods/Interventions: Patients who had a procto-
colectomy with ileoanal pouch for ulcerative colitis ≥ 12 
months of restored intestinal continuity were recruited 
by a combination of mail/email to patients treated at 11 
high volume iBd centers, and online advertisements 
through the Crohn’s and Colitis Foundation social media 
pages. after obtaining consent, questionnaires regarding 
bowel function were administered. associations between 
items and Qol were computed by binomial regression 
analyses to determine adjusted risk ratios. individual score 
values were designated items to form the “ileoanal Pouch 
Syndrome (iPS) Severity Score” which was divided into 
“no iPS,” “minor iPS,” and “major iPS.” Validity was 
tested by receiver operating characteristic (roC) curve 
and Spearman’s rank correlation and discriminant validity 
was tested by Student t tests.

Results/Outcome(s): Questionnaires regarding bowel 
function were completed by 586 patients eligible for inclu-
sion (age 48 ± 15 years, men 43%). Weighted scores based 
on symptom severity were computed on the basis of the 
questionnaire results from a randomly selected half of the 
study population in the score generation cohort (n =298). 
the range of possible scores was 0 to 146. Score ranges 
were then determined as cutoff values for iPS Severity. 
the score was then validated on the other validation 
cohort of 288 patients, where the roC curve showed 
an area under the curve of 0.85. there was a significant 
difference in quality of life between the groups with no 
iPS, moderate iPS, and major iPS, with possibility of even 
finer additional discrimination within iPS ranges (Figure). 
lastly, the questionnaire had a test-retest validity with a 
kappa value of 0.9 when readministered to 399 patients 
over a 2-week span.

Limitations: Patients were recruited at high volume iBd 
centers or through the Crohn’s and Colitis Foundation 
and might not represent the general population of pouch 
patients.

Conclusions/Discussion: this study developed a 
patient-centered clinically useful scoring system that can 
quantify the range and severity of symptoms experienced 
by ileoanal pouch patients and their correlation with 
quality of life. this tool will help identify patient with 
severe “ileoanal Pouch Syndrome” and will be able to help 
assess efficacy of medical and surgical interventions to 
improve quality of life.
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LONG-TERM OUTCOMES OF ILEAL POUCH-
ANAL ANASTOMOSIS INTENTIONALLY USED 
FOR COLORECTAL CROHN’S DISEASE.

the abstracts Session t4

e. aviran1, d. assaf2, d. mandel1, K. Zaghiyan1, 
P. Fleshner1

1Los Angeles, CA; 2Tel Hashomer, Israel

Purpose/Background: Crohn’s disease (Cd) is consid-
ered a contraindication for ileal pouch-anal anastomosis 
(iPaa). our initial study showed that iPaa in Cd was 
associated with a high incidence of recurrent disease but a 
low incidence of pouch failure.

Hypothesis/Aim: replicate these findings in a larger 
patient cohort followed over a longer period.

Methods/Interventions: a prospective inflammatory 
bowel disease (iBd) registry was reviewed for patients 
with preoperative Cd undergoing iPaa. Patients were 
considered to have Cd before surgery based on a history of 
small bowel disease, perianal disease, non-crypt associated 
granuloma or pretreatment skip colonic lesions. outcomes 
included postoperative Cd (pouch inflammation into the 
afferent limb or pouch fistula), pouch failure (need for 
permanent diversion) and pouch functional outcomes 
based on clinical evaluation.

Results/Outcome(s): Forty-three patients with preop-
erative Cd were identified. Cd was diagnosed based on 
perianal disease (n=16; 34%), small bowel disease (n=14; 
30%), noncaseating granuloma (n=9; 19%) and discon-
tinuous inflammation (n=8; 17%). disease recurrence 
and pouch failure over time is shown in Figure 1. after a 
median follow up of 94 (6-284) months, 21 (49%) patients 
developed recurrent Cd in the afferent limb (n=13; 30%), 
pouch fistulizing disease (n=5; 12%) or both (n=3; 7%). 
only 4 (9%) patients developed pouch failure. the only 
significant clinical factor was the association between 
a family history of iBd and a shorter time to pouch 
failure (p=0.04). 37 (86%) patients reported excellent 
continence, 28 (65%) had no urgency and median stool 
frequency was 6 (range, 3-9) per day.

Limitations: retrospective nature of the study and rela-
tively small sample size.

Conclusions/Discussion: this largest reported series 
examining the intentional use of iPaa in Cd showed 
a high (49%) incidence of postoperative Cd with a low 
(9%) incidence of pouch failure. Family history of iBd 
was associated with a shorter time to pouch failure. Highly 
motivated patients with colorectal Cd involving the more 
proximal and/or distal gastrointestinal tract may wish to 
undergo iPaa and avoid a definitive end ileostomy.

STRATEGY OF TREATMENT FOR POUCH 
NEOPLASIA WITH ULCERATIVE COLITIS.

the abstracts Session t5

a. Sugita, K. Koganei, k. tatsumi, H. Kuroki, n. obara, 
K. arai, H. Kimura, t. Fukushima
Yokohama, Japan

Purpose/Background: Pouch neoplasia is rare compli-
cation after restorative proctocolectomy with ileal pouch 
anal anastomosis ulcerative colitis(uC). However, the 
incidence of pouch neoplasia is expected to increase 
according to increase of pouch patients with long duration 
after pouch operation and long history of uC.

Hypothesis/Aim: this study was conducted to evaluate 
the clinical features and consider the optimal strategy of 
treatment for pouch neoplasia including diagnosis.

Methods/Interventions: thirteen hundred and forty 
two uC pouch patients (hand sewn iPaa 200, stapled 
iPaa with preservation of cuff and atZ 1142) in our 
institute were included. Pouch neoplasia was evaluated 
according to the location, which was pouch body, cuff and 
atZ, others (fistula tract), and histopathology (adenocar-
cinoma, high grade dysplasia, low grade dysplasia). the 
features and treatment were analyzed retrospectively.

Results/Outcome(s): Six patients with adenocarci-
noma and 3 patients with HGd were detected(0.7%) in 
our institute. 1) Pouch body: one patient (stapled iPaa) 
with chronic pouchitis for 12 years had adenocarcinoma 
and the other patient (stapled iPaa) had HGd (0.15%). 
Both patients underwent pouch excision. 2) Cuff and 
atZ: Six patients with stapled iPaa including 4 patients 
with adenocarcinoma and 2 patients with HGd were 
detected (0.5%). of 6 patients, 3 who was found neoplasia 
by endoscopic surveillance underwent pouch excision and 
2 had unresectable, advanced adenocarcinoma. detail 
of treatment was unknown in one. 3) Fistula tact: one 
patient with iPaa with mucosectomy who had adenocar-
cinoma in the fistula tract from anastomotic line under-
went pouch excision.

Limitations: this study included small number of 
patients with pouch neoplasia with retrospective analysis.

Conclusions/Discussion: Pouch neoplasia was rare 
complication in ulcerative colitis(0.7%) and the incidence 
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was high in cuff, atZ compared to pouch body. regular 
endoscopic surveillance is necessary in pouch patients 
because of increasing patients with long history of pouch 
and uC in the future. Pouch excision should be performed 
not only in patients with adenocarcinoma in pouch, cuff 
atZ but also in those with HGd in cuff and atZ because 
HGd is multifocal lesion. although treatment of HGd in 
pouch body, whether endoscopically or surgically is contro-
versial because behavior of HGd in pouch is unknown, 
pouch excision seems to be optimal for complete removal 
of the neoplastic lesion.

RE-DO CONTINENT ILEOSTOMY IN 
INFLAMMATORY BOWEL DISEASE PATIENTS: 
VALUABLE LESSONS LEARNED OVER 25 
YEARS.

the abstracts Session t6

l. duraes, S. Holubar, J. lipman, t. Hull, a. lightner, 
o. lavryk, a. Kanters, S. Steele
Cleveland, OH

Purpose/Background: inflammatory bowel disease 
(iBd) patients with continent ileostomies (i.e., Kock 
pouch) may require revision surgeries. there remains a 
paucity of data regarding outcomes after re-do continent 
ileostomy.

Hypothesis/Aim: We hypothesized that re-do conti-
nent ileostomy is associated with favorable long-term 
pouch survival rates. We aimed to evaluate the short- and 
long-term outcomes following re-do continent ileostomy.

Methods/Interventions: We identified patients who 
underwent re-do continent ileostomy for iBd between 
1994 and 2020. re-do continent ileostomies were defined 
as excision of the pouch followed by neo-continent 
pouch construction, or major continent ileostomy revi-
sion using the same pouch after 180-degree rotation and 
neo-valve with the afferent limb, or continent ileostomy 
takedown with pouchotomy and nipple valve fixation or 
pouch augmentation. reoperations that did not change 
the pouch configuration, local revisions, and parastomal 
hernia repairs were excluded. Patient demographics, short- 
and long-term complications, pouch survival rates, and 
quality-of-life (Qol) were analyzed using univariate, 
multivariate, and Kaplan-meier statistical analysis.

Results/Outcome(s): a total of 168 patients met inclu-
sion criteria; 102 (61%) were female, the mean age was 
51 years (±13.1), and the mean Bmi was 24.4 (±3.9). the 
median time between primary and re-do continent ileos-
tomy was 16.8 years (iQr 2-26). one hundred twenty-two 
patients (73%) who underwent re-do continent ileostomy 
had ulcerative colitis, 36 (21%) had Crohn’s disease, and 
10 (6%) had indeterminate colitis. Slipped nipple valve 
and valve stricture were the most common indications for 
re-do continent ileostomy (86% of patients). among the 
re-do surgeries, 81 (48%) patients had pouch rotation with 

neo-valve creation, 65 (39%) required pouchotomy with 
valve fixation or pouch augmentation, and 22 (13%) had 
the pouch excised and neo-continent pouch created. after 
a median follow-up of 4 years (iQr 1-12), 48 (28.6%) 
patients required a subsequent reoperation (29%), and 
27 (16%) had pouch failure requiring pouch excision. 
Following re-do continent ileostomy, the pouch survival 
rate was 89% at 3 years, 84% at 5 years, and 79% at 10 
years. on univariate analysis, a shorter time interval 
between the primary and re-do continent ileostomy was 
associated with long-term pouch failure (p=0.002). Cox 
regression multivariate analysis confirmed that the interval 
between primary and re-do surgery was independently 
associated with a higher pouch failure rate (p=0.03). 
among 70 patients who responded to the Qol ques-
tionnaire after their re-do continent ileostomy, the mean 
global Qol score was 6.1 (± 2.3) out of 10.

Limitations: retrospective, single-center study.
Conclusions/Discussion: re-do continent ileostomy 

is associated with long-term pouch retention rate of 79% 
and satisfactory Qol. therefore, re-do surgery should be 
offered to patients who are motivated to keep their conti-
nent ileostomy.

Pouch survival according to surgical indication disease

THE IMPACT OF AGE ON SURGICAL 
RECURRENCE OF FIBROSTENOTIC ILEOCOLIC 
CROHN’S DISEASE.

the abstracts Session t7

n. Kasteel, G. Kaur, S. Bindra, J. Hopkins, H. Jijon, 
J. Ferraz, a. maclean, W. Buie
Calgary, AB, Canada

Purpose/Background: Following surgery for fibroste-
notic ileocolic Crohn’s disease, patient age is a known a 
risk factor for endoscopic and clinical recurrence. the 
impact of age on surgical recurrence is less well known.

Hypothesis/Aim: determine if older age at primary 
resection is associated with a lower risk of surgical 
recurrence.
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Methods/Interventions: a prospectively maintained 
iBd database was used to identify 262 patients who 
underwent resection for ileocolic Crohn’s disease between 
2000-2016. Supplemental patient data was gathered by 
retrospective chart review. overall and age-stratified 
surgical recurrence rates were estimated with the Kaplan-
meier method.

Results/Outcome(s): of the 262 patients treated with 
ileocolic resection, 75 had primary surgery for fibrostenotic 
ileocolic disease: 69% female, 24% smokers, and 13% 
montreal a1 (diagnosed age <17). median time from 
diagnosis to primary surgery was 2.9 years (±0.7). at the 
time of primary surgery, 30 patients (40%) were <30 years 
of age, 32 (43%) were 30-49 years, and 13 (17%) were 
≥50 years. Following primary surgery, prophylactic biologic 
therapy was used in 83%, 91% and 77% of patients respec-
tively. median follow up time after surgery was 13.8 years 
(±0.5). overall surgical recurrence rates at 5 and 10 years 
were 12% and 26% respectively. Stratified by age, surgical 
recurrence rates at 10 years were 14%, 45% and 8% in 
patients <30 years, 30-49 years, and ≥50 years (p=0.007, 
log-rank). univariate and multivariate regression analysis 
were performed. on multivariate analysis, patient age 
30-49 was a predictor of surgical recurrence (Hr 5.52, 
1.60-19.10), while montreal a2 classification was protec-
tive (Hr 0.20, 0.04-0.97).

Limitations: our study is limited by its retrospective 
nature and small sample size.

Conclusions/Discussion: Following primary resection 
for fibrostenotic ileocolic Crohn’s disease, the overall 
surgical recurrence rate was 26% at 10 years. When 
stratified by age, patients 30-49 years had a significantly 
higher risk of surgical recurrence when compared to either 
younger or older patients. these results may indicate 
the need for an age specific post-operative management 
strategy in patients with fibrostenotic ileocolic Crohn’s 
disease.

LONG-TERM OUTCOMES OF PERIANAL 
FISTULAS IN PEDIATRIC CROHN’S DISEASE.

the abstracts Session t8

J. Vu, J. mcmichael, J. Kurowski, t. Hull, J. lipman, 
S. Holubar, S. Steele, a. lightner
Cleveland, OH

Purpose/Background: the healing rate of fistulizing 
perianal Crohn’s disease is less well-defined in children 
than in adults, for whom the historic healing rate is 
approximately 30%.

Hypothesis/Aim: to describe healing rate of pediatric 
perianal fistula and identify factors associated with healing.

Methods/Interventions: a natural language processing 
algorithm was used to identify patients meeting inclusion 
criteria: age <18 years old, Crohn’s disease diagnosis, and 
perianal fistula. retrospective chart review assessed demo-
graphics, Crohn’s disease phenotype and behavior, medica-
tions, and number and type of perianal fistula operations. 
the primary outcome was clinical healing of perianal 
fistulas at the date of last encounter (defined as clinical 
documentation of healed fistula or otherwise normal phys-
ical exam). We used multivariable logistic regression to 
identify factors and interventions independently associated 
with perianal fistula healing.

Results/Outcome(s): We identified 93 patients from 
1/1/1991 – 8/1/2021 (59% female, 76% White) (Table 1). 
mean (Sd) age at Crohn’s diagnosis was 12 (±4) years, 
and 60% presented with a perianal fistula within 1 year 
of Crohn’s diagnosis. the mean length of follow-up after 
Crohn’s diagnosis was 10 (±7) years. overall, 89% of 
patients had perianal fistula, 2% had anovaginal fistula, 
and 10% of patients had ileal pouch associated-fistulas. 
one or more fistula-related operations were performed on 
96% of patients, with a median (iQr) of 2 (1-5) operations 
performed by both colorectal and pediatric surgeons. a 
seton was placed in 60% of patients, while 47% under-
went abscess drainage, and 44% underwent fistulotomy or 
fistulectomy. Fistula healing occurred in 67% of patients 
over a median of 1.3 (0.4 – 2.5) years. of the 62 patients 
with complete healing, 29% underwent draining seton 
placement as the most recent operation before healing 
(with subsequent removal and no further intervention), 
28% underwent fistulotomy, and 12% underwent fecal 
diversion. of the 31 patients who did not heal, 6 (21%) 
underwent proctectomy, and 3 (10%) underwent pouch 
excision. Patients with complete healing underwent signifi-
cantly fewer operations compared to those who did not 
heal (mean 3±2 vs 6 ±5 operations, p<0.001). after 
multivariable adjustment, there were no patient, disease, 
medication, or surgical factors associated with the likeli-
hood of healing.

Limitations: retrospective, single-institution study.
Conclusions/Discussion: Pediatric Crohn’s disease 

patients who require surgery for perianal fistula appear to 
have a higher rate of healing, up to 67%, compared to that 



68 the abStractS SeSSion

typically observed in similar adult patients. the reasons 
for this are unclear but may be related to the presence of 
autogenous growth factors.
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PRIMARY CARE PHYSICIANS AND PATIENTS 
PREFER COLONOSCOPY FOR COLORECTAL 
CANCER SCREENING.

Plenary abstracts tP10

J. Gowing2, B. Shanker1, m. Battaglia1, r. Cleary1

1Ann Arbor, MI; 2Seattle, WA

Purpose/Background: Provider and patient preferences 
are important when choosing colorectal cancer screening 
methods. Primary care physician ordering practices in the 
current health care environment are not clear.

Hypothesis/Aim: Primary care physicians prefer recently 
developed multi-target stool dna tests over colonoscopy.

Methods/Interventions: this is a descriptive survey 
analysis of colorectal cancer screening methods at two 
large regional primary care practices. Questions were sent 
via Survey monkey® to all providers using an email list-
serv. all survey questions were validated using cognitive 
testing. Survey questions were a combination of yes/no, 
likert scale items, and continuous responses.

Results/Outcome(s): response rate was 65.4% with 
total sample size of 112 primary care (52%), internal 
medicine (17%), oB/Gyn (28%), and other (3%) physi-
cians. 66% were female and most (88%) were Caucasian. 
Screening tests accessible to physicians were colonoscopy 
(93%), multi-target stool dna (93%), Fit (59%), FoBt 
(52%), flexible sigmoidoscopy (37%), barium enema 
(21%), and Ct colonography (21%). Providers revealed 
that patients proceed with colonoscopy (68%), multi-target 
dna test (27%), FoBt (8%), Fit (8%), flexible sigmoid-
oscopy (2%), Ct colonography (1%), and barium enema 
(1%). all providers identified colonoscopy as an effective 
screening test and 95% thought colonoscopy was the best 
available test. multi-target stool dna was thought to be 
effective by 96% of providers and 9.2% prefer this test over 
colonoscopy. Colonoscopy was ordered most frequently 
(93%), and multi-target stool test was the most common 
2nd choice (78%). the most common provider reason for 
ordering a particular test was that ‘it is the evidence-based 
most effective screening test’ (83%), followed by ‘it most 
closely follows national guidelines’ (54%). Providers feel 
that patients prefer colonoscopy less (72%) and multi-
target stool testing (25% first choice) more frequently than 
providers because the choice is evidence-based (58%), ‘the 
interval between tests is longer’ (40%), ‘it is most comfort-
able/least painful’ (27%), or ‘it is most convenient’ (27%). 
Patient concern about bowel prep (93%) was identified as 
the most common barrier to screening, followed by ‘testing 
too inconvenient’ (92%), more pressing medical issues 
(80%), patient intimidated/embarrassed by test (73%), no 
time for screening (72%), patient lost to follow up (67%), 
screening importance knowledge gap (64%), and fear 
of test risk (62%). Providers felt that under-represented 
minorities have barriers to screening related to social 
determinants of health (69.83%) and insurance coverage 
(31.90%).

Limitations: Survey inflexibility and lack of depth
Conclusions/Discussion: Primary care providers and 

patients consider colonoscopy the best available screening 
test for colorectal cancer. However, patients prefer multi-
target stool dna testing more often than providers.

YOUNG-ONSET COLORECTAL NEOPLASIA 
RISK IN INDIVIDUALS UNDERGOING 
DIAGNOSTIC COLONOSCOPY.

Plenary abstracts tP11

t. russell, a. Wilkerson, a. Sebikali-Potts, e. Gorgun, 
C. Burke, m. Valente, a. Khorana, d. liska
Cleveland, OH

Purpose/Background: Given the increasing incidence 
of young-onset colorectal cancer (yoCrC), individuals 
with symptoms concerning for CrC, regardless of age, are 
encouraged to seek medical attention. there is currently 
a paucity of data on the frequency of neoplastic lesions in 
symptomatic patients <50.

Hypothesis/Aim: evaluate the prevalence of neoplastic 
findings among young adults undergoing diagnostic 
colonoscopy.
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Methods/Interventions: a retrospective review of all 
adults age 18-49 undergoing diagnostic colonoscopy from 
2011-2021 at a tertiary academic medical center and 
affiliate community sites. Patients undergoing high risk 
screening due to a family history of polyposis or cancer, 
surveillance due to a personal history of polyps or cancer, 
or evaluation for known inflammatory bowel disease 
were excluded. Patient demographics, indications for 
colonoscopy and pathologic findings were analyzed using 
descriptive statistics. a positive finding was defined as any 
adenomatous or serrated lesion, excluding hyperplastic 
polyps < 10 mm. advanced neoplasia included advanced 
adenomas (high-grade dysplasia, ≥25% villous component, 
or ≥10 mm diameter), advanced serrated lesions (dysplasia 
or ≥10 mm diameter), and invasive adenocarcinoma. the 
odds of a positive finding was evaluated using univariate 
logistic regression.

Results/Outcome(s): a total of 49,438 young adults 
underwent colonoscopy, of which 32,649 (66.0%) were 
diagnostic examinations. the most common indications 
for diagnostic colonoscopy were change in bowel habits 
(37.2%), bleeding (31.1%), and pain (17.4%) (see table 1).  
amongst diagnostic colonoscopies, 3,048 (9.3%) patients 
had a positive finding, 697 (2.1%) were found to have 
advanced neoplasia, and 12 (0.04%) to have invasive 
adenocarcinoma. Patients with invasive adenocarcinoma 
had a median age 45 (range 31-49 years). the prevalence 
of a positive finding and detection of advanced neoplasia 
increased with increasing age at the time of colonoscopy 
(p<0.001 for both models and individual covariates). the 
prevalence of a positive finding or advanced neoplasia was 
greatest amongst patients referred for bleeding, anemia, 
weight loss, and abdominal mass. there were no significant 
difference by race/ethnicity in the prevalence of advanced 
neoplasia. over the study period positive findings and 
advanced neoplasia increased from 2011-2021 (p<0.05).

Limitations: retrospective analysis, single health care 
system, post-colonoscopy complications not available.

Conclusions/Discussion: although the incidence of 
invasive adenocarcinoma is low amongst young adults 
undergoing diagnostic colonoscopy, the prevalence of 
advanced neoplasia amongst those with more classic alarm 
symptoms (bleeding or weight loss) exceeds 3%, similar 
to the prevalence within high-risk adults aged 40-49 
undergoing screening colonoscopy due to a family history. 
regardless of age, in the setting of these symptoms, colo-
noscopy should be strongly considered.

STANDARDIZATION OF THE DEFINITION 
AND SURGICAL MANAGEMENT OF THE 
SPLENIC FLEXURE CARCINOMA BY AN 
INTERNATIONAL EXPERT CONSENSUS 
USING THE DELPHI TECHNIQUE: ROOM FOR 
IMPROVEMENT?

Plenary abstracts tP12

C. Benlice1, a. Parvaiz4, W. Hohenberger5, B. Baca2, 
l. Stocchi3, S. Steele6, a. Kuzu1, S. delphi Consensus 
Study group1

1Ankara, Turkey; 2Istanbul, Turkey; 3Jacksonville, FL; 
4Portsmouth, United Kingdom; 5Erlangen, Germany; 
6Cleveland, OH

Purpose/Background: Currently, there is no specific 
consensus or statement in the nCCn, eSmo, and 
Japanese Colorectal guidelines regarding the definition 
and surgical management for splenic flexure (SF) cancer.

Hypothesis/Aim: to establish an expert international 
consensus on SF cancer management.

Methods/Interventions: a 3-round online-based 
delphi study was conducted between September-2020 to 
February-2021. to ensure an international perspective to 
this consensus, the first round was conducted with a panel 
of 18 experts from 12 different countries. For the second 
and third rounds, each expert was asked to invite two more 
experts colorectal surgeons from their region (n=47). a 
total of 35 questions were created using statements that 
reflected recent publications and recommendations and 
sent by an online questionnaire tool (Google Forms link). 
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the level of recommendations according to the rate of 
voting for each statement/question was graded as follows: 
more than 75% agreement accepted as strong, between 
50-75% was accepted as moderate, and between 25-50% 
was accepted as weak.

Results/Outcome(s): out of 47 experts, 89% (n=42) 
participated in all three rounds. 90% of international 
experts have been practicing in colorectal cancer surgery 
for more than 10 years, only 10% between 5 and 10 
years. the median colon cancer cases performed annually 
were 150 per institution (range 30-1400). the median 
percentage of minimally invasive (miS) colon surgery 
was 90% (range:0-98%) per expert. there is moderate 
consensus on the definition for the localization of SF 
cancer (55%), and on the assessment modality in terms of 
how to register a SF cancer case in the oncology database 
(72%). Segmental colectomy (high left colectomy) is the 
most preferred technique for the management of SF cancer 
in the elective settings (72%). moderate consensus was 
achieved on the technique of complete mesocolic exci-
sion and central vascular ligation principles for SF cancer 
(74%). regarding operative approach for the removal of 
greater omentum, left partial omentectomy by preserving 
the left gastroepiploic artery was agreed among 57% of 
experts. only strong consensus was achieved on the 
surgical approach for miS (88%).

Limitations: the decisions were given per clinical 
experience among the experts not depends on the 
evidence-based.

Conclusions/Discussion: the results of the present first 
internationally conducted delphi consensus study revealed 
moderate consensus regarding the localization, assessment 
modality, oncologic principles and surgical management 
of SF cancer. miS approach was recommended with a 
strong consensus. However, ambiguity still exist among 
expert panel on the true definition of the splenic flexure. 
to compare oncologic outcomes among the global cancer 
registries, the joint committees need to standardize each 
domain and arbitrary definitions must be abolished.
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THE ROLE OF ADVANCED ENDOSCOPY IN 
APPENDICEAL POLYP MANAGEMENT AND 
OUTCOMES.

the abstracts Session t15

C. Justiniano, i. ozgur, d. liska, m. Valente, S. Steele, 
e. Gorgun
Cleveland, OH

Purpose/Background: advanced endoscopic interven-
tions are well-described techniques for resection of early 
mucosal neoplasms, but certain locations, like the appen-
diceal orifice, are challenging to resect.

Hypothesis/Aim: to report the management of appen-
diceal orifice neoplasms using advanced endoscopic 
techniques.

Methods/Interventions: We analyzed prospectively 
collected data of consecutive patients with mucosal 
neoplasms involving the appendiceal orifice who under-
went advanced endoscopic techniques between 2011 
and 2021 at a quaternary care hospital. Patients under-
went either endoscopic mucosal resection (emr), endo-
scopic mucosal dissection (eSd), hybrid emr (combines 
elements of both emr and eSd), or combined endoscopic 
laparoscopic surgery (CelS). Patient demographics, lesion 
details and procedure outcomes are reported.

Results/Outcome(s): a total of 41 patients under-
went appendiceal orifice neoplasm resection, including 16 
(39%) by hybrid emr, 14 (34%) by eSd, 6 (15%) by emr, 
and 5 (12%) by CelS. the median age of the study group 
was 65 (range: 50-91) years, and 22 (54%) were male. 
the median procedure time was 63 (13-293) minutes 
and median lesion size was 20 (4-50) mm. the dissection 
was completed as piecemeal in 20 (49%) patients and 21 
(51%) had en-bloc resection; all lesions were removed 
completely. Post-procedure, one patient was admitted 
with post-polypectomy abdominal pain and was observed 
for 2 days with no intervention; meanwhile, the other 40 
patients (98%) did not experience any post-procedure 
complications within 30 days. Pathology revealed 20 (49%) 
sessile serrated adenomas, 10 (24%) tubular adenomas, 
and 6 (15%) tubulovillous adenoma; the remaining polyps 
included hyperplastic polyps and inflammatory changes. 
one tubulovillous adenoma had high grade-dysplasia. one 
lesion, endoscopically described as a submucosal nodule 
and possible appendiceal mucocele, indeed showed mucin 
on pathology but no dysplasia or adenomatous tissued was 
noted; after tumor board review, the patient underwent an 
appendectomy with wedge cecal resection and pathology 
did reveal low-grade appendiceal mucinous neoplasm. 
Patients were followed up for a median of 8 (0-48) months. 
one (2%) patient with a sessile serrated adenoma experi-
enced a recurrence after emr which was re-resected with 
emr.

Limitations: our study is limited by small sample size.
Conclusions/Discussion: advanced endoscopic inter-

ventions for lesions involving the appendiceal orifice can 

be performed with a low rate of complications and recur-
rence. While conventionally lesions at the appendiceal 
orifice would have warranted an oncological organ resec-
tion, advanced endoscopic interventions are an alternative 
approach with promising results which allow for organ 
preservation.

QUANTIFYING REAL-TIME BOWEL PERFUSION 
& DISTINGUISHING ARTERIAL/VENOUS 
OBSTRUCTION USING LASER SPECKLE 
CONTRAST IMAGING (LSCI).

the abstracts Session t16

y. liu1, S. mehrotra2, r. Stolyarov3, C. nwaiwu1, 
J. oberlin3, S. Schwaitzberg2, m. Kalady4, P. Kim1

1Providence, RI; 2Buffalo, NY; 3Boston, MA; 4Columbus, OH

Purpose/Background: real-time quantification of 
tissue perfusion and blood flow without dye can improve 
surgical decision-making compared to current standards 
of naked-eye assessment or iCG fluorescent angiography.

Hypothesis/Aim: lSCi precisely/accurately quanti-
fies intestinal ischemia and distinguishes arterial/venous 
obstruction.

Methods/Interventions: activSighttm is an 
Fda-cleared device combining lSCi and iCG fluores-
cence in laparoscopic form factor. lSCi measures tissue 
blood flow by capturing coherent laser light scatter from 
red blood cells in vessels and displays 1) a perfusion 
heatmap (Figure 1B) and 2) numerical relative perfu-
sion units (rPu). rPu quantifies lSCi perfusion for a 
given tissue as a percentage relative to reference values of 
normally perfused/ischemic tissue. We evaluate prototype 
rPu perfusion quantification in a porcine model using 
partial mesenteric devascularization to create a continuous 
gradient of small bowel ischemia (Figure 1A) under three 
conditions: 1) control/no vascular occlusion, 2) arterial 
occlusion via progressive proximal aorta clamping and 3) 
venous occlusion via progressive portal vein clamping. We 
perform computational processing on a perfusion heatmap 
image using 100 continuous points along devascularized 
intestine to measure rPu. areas of perfused/watershed/
ischemic bowel were selected a priori relative to the margin 
of mesenteric devascularization. mean arterial pressure 
(maP) was measured at each progression of arterial/
venous occlusion via common iliac arterial line. Statistical 
analysis was performed using anoVa and t-tests.

Results/Outcome(s): lSCi detects a continuous 
gradient of intestinal perfusion as a heatmap and distin-
guishes between perfused, watershed, and ischemic 
segments using rPu quantification (p < .00001). With no 
vascular occlusion, lSCi detects perfusion deficits 1+ cm 
from the devascularized mesenteric margin into watershed 
bowel area (Figure 2A). arterial and venous occlusions 
generated significantly different rPu patterns in perfused, 
watershed, and ischemic bowel (p = .002, .003, .001, 
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respectively – Figure 2A). Within perfused/watershed 
bowel, rPu demonstrated positive linear correlations to 
maP with both arterial (r2 = .96/.79) and venous occlu-
sion (r2 = .86/.96) and responded sensitively to small 
changes in maP induced by venous occlusion (Figure 2B).

Limitations: as lSCi is designed for clinical use 
in human minimally invasive surgery, use of preclin-
ical porcine intestine assumes generalizability to human 
intestine.

Conclusions/Discussion: lSCi provides objective, 
quantifiable tissue perfusion information through perfu-
sion heatmap and numerical rPu. in this porcine model, 
lSCi differentiated between ischemia induced by progres-
sive arterial vs venous occlusions. Perfusion changes from 
venous obstruction can be detected at the intestinal tissue 
level, which reveals previously unknown perfusion sensi-
tivity to venous obstruction beyond hemodynamic/maP 
changes alone.

BENEFITS OF THE ROBOTIC NICE PROCEDURE 
VERSUS STANDARD LEFT-SIDED COLORECTAL 
RESECTION WITH EXTRACORPOREAL 
ANASTOMOSIS IN AN ACADEMIC MEDICAL 
CENTER.

the abstracts Session t17

J. ortiz de elguea lizarraga, r. Secchi, V. maciel, t. reif 
de Paula, J. leFave, e. Haas
Houston, TX

Purpose/Background: the niCe procedure employs a 
robotic platform to achieve a left-sided colorectal resection 
with intracorporeal anastomosis and transrectal extraction 
of the specimen. outcomes and cost analysis versus 
standard extracorporeal resection with abdominal wall 
extraction have yet to be elucidated.

Hypothesis/Aim: We analyzed episodes of care for 
those undergoing the niCe procedure versus standard 
resection approaches. We hypothesize that this robotic 
approach improves patient outcomes and hospital costs.

Methods/Interventions: Patients undergoing non- 
emergent left-sided colorectal resection with a primary 
anastomosis at an academic center between January 2018 
and august 2021 were reviewed in a retrospective Vizient 
database. Patients following natural orifice transrectal 

extraction with intracorporeal anastomosis were entered 
into the niCe cohort. Patients following open, laparo-
scopic, or robotic resection with extracorporeal techniques 
were placed into the Standard cohort. demographic data, 
clinical and cost per episode of care were analyzed.

Results/Outcome(s): of the 436 cases performed, 193 
underwent niCe and 243 underwent standard approaches 
(59% laparoscopic, 29% robotic and 12% open). outside 
of male gender, there were no statistically significant differ-
ences between cohorts regarding age, co-morbidities, or 
body mass index. there was a significantly lower conver-
sion rate in the niCe group (p <0.5). Both cohorts had a 
favorable length of stay index (observed versus expected) 
of less than 1. However, the niCe cohort was associated 
with significantly lower observed length of stay (p = <.001) 
versus the standard group as well as significantly lower 
length of stay index (p <.001). there were no differences 
in post-operative morbidity, mortality, reoperation rate 
or readmission rate. episode of care total as well as direct 
hospital costs in the niCe cohort was significantly lower 
than the standard group (p < .001). on subset analysis 
excluding open cases from the standard group, all outcome 
measures were maintained.

Limitations: this is a retrospective review and a 
single center study which has lower level of evidence and 
external validity.

Conclusions/Discussion: the niCe procedure signifi-
cantly reduces episode of care length of stay and hospital 
costs following left-sided colorectal resection when 
compared to standard open and minimally invasive tech-
niques. Prospective multicenter studies will help validate 
these findings.
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COMPREHENSIVE AND SYSTEMATIC PROGNOSTIC 
ANALYSIS OF DMMR COLORECTAL CANCER.

the abstracts Session t18

J. lv
Beijing, China

Purpose/Background: mSi is a marker for response to 
iCPis, while tmB is a predictive of response to iCPis in 
defective mismatch repair (dmmr) metastatic colorectal 
cancer. However, the prognostic evaluation of patients 
with dmmr colorectal cancer (CrC) in stage ii/iii is still 
incomplete and lacks systematic studies.

Hypothesis/Aim: this study purposes to construct 
systemic prognostic model for assessment. the method is 
expected to become a clinical detection method to supple-
ment and improve accuracy.

Methods/Interventions: Methods: in this study, we 
systematically analyzed the prognostic risk of 32 patients 
with dmmr CrC in stage ii-iii based on whole-exome 
sequencing and clinical characters. We explored associa-
tions between progression-free survival (PFS) and different 
risk factors including somatic variants, tmB, mSiS (mSi 
score), mutational signatures and clinical data to screen 
potential prognostic markers. the prognostic model is 
constructed by Cox regression analysis. ultimately, a nomo-
gram was constructed to assist physicians to predict clinical 
outcomes and make individualized clinical decisions.

Results/Outcome(s): Results: We found the risk score 
of 2 mutational signature model (mSrS) was a predictive 
of PFS (P=0.025), which was similar to tmB in patients 
with dmmr CrC. differentially mutated genes (mKi67, 
tCHH and tPr) was identified as gene markers for prog-
nosis both in training cohort and validation cohort. it was 
determined that tnm (tumor, node, metastasis), mSrS 
were significantly correlated with PFS (P=0.037 and 
P=0.025, respectively), becoming potential independent 
prognostic factors for dmmr colorectal cancer. integrated 
multi factors were performed to construct a prognostic 
risk scoring system for dmmr colorectal cancer stage 
ii-iii patients, which the accuracy of C-index was 0.88. 
Finally, the accuracy of this prognostic scoring system was 
validated in 45 patients with dmmr colorectal cancer in 
tCGa database, which C-index was as high as 0.91.

Limitations: although the results are verified in external 
validation and are satisfactory, the number of patients is 
quite limited, which doesn’t make universal sense. the 
larger number of samples should be recruited into this 
study to verify in the next plan and ultimately, achieve 
clinical transformation and application in the future.

Conclusions/Discussion: in contrast to tmB, mSrS 
has the same efficiency as a predictive of PFS. mKi67, 
tCHH and tPr were identified as biomarkers for prog-
nosis. moreover, the multi-factors obviously have better 
predictive performance in patients with dmmr CrC. the 
application of the system model of the prognostic risk score 

may provide more accurate guidance for the selection of 
personalized diagnosis and treatment strategies.

A PHASE I STUDY OF INTRA-ANALLY 
ADMINISTERED ARTESUNATE IN PATIENTS 
WITH ANAL HIGH-GRADE DYSPLASIA.

the abstracts Session t19

S. Fang1, m. Plesa2, e. Carchman3, n. Cowell4, 
e. Staudt3, K. twaroski3, u. Buchwald4, C. trimble4

1Portland, OR; 2Cleveland, OH; 3Madison, WI; 4Baltimore, MD

Purpose/Background: up to 95% of anal cancers are 
caused by human papillomavirus. Current standard-of-care 
treatment for anal high-grade squamous intraepithelial 
lesions is via ablation; however, recurrences are common.

Hypothesis/Aim: intra-anal artesunate is a non-surgical 
treatment of anal high-grade intraepithelial lesions.

Methods/Interventions: Design: this open label, dose 
escalation Phase i clinical trial treated patients with 
biopsy-confirmed anal HSil with intra-anally adminis-
tered artesunate suppositories. Patients were enrolled 
between June 8, 2017 and december 16, 2020, with a 
cutoff date of June 23, 2021 for data analysis. Setting: 
multicenter trial of two academic tertiary referral insti-
tutions. Participants: Patients referred to high-resolution 
anoscopy (Hra) clinic were offered artesunate as a 
treatment option for anal high-grade intraepithelial lesion 
(HSil). a total of 29 patients were screened for anal HSil 
and HPV-positivity in order to determine eligibility for this 
study. nineteen patients met eligibility criteria and were 
enrolled for treatment. Seventeen patients completed the 
study. Intervention: intra-anal artesunate was adminis-
tered as treatment for anal HSil via 3+3 dose escalation 
with a follow-up duration of 40 weeks. Main Outcomes 
and Measures: the primary outcomes were safety and 
tolerability of intra-anal artesunate in the treatment of 
anal HSil. the secondary outcomes were treatment effi-
cacy, determined by histologic regression (Hr, defined as 
lSil or less) and viral clearance.

Results/Outcome(s): the mean age of all participants 
who signed informed consent was 49 years. nineteen 
patients were enrolled for treatment. twelve (63.1%) 
patients were male, and seven (36.8%) patients were 
HiV-positive. the maximal tolerated dose (mtd) was 
400 mg, administered in three cycles. at the 600-mg dose, 
patients experienced clinically significant nausea. a total 
of 17 subjects were included in the modified intent-to-treat 
analyses. We observed histologic regression in 6/17 patients 
(35.3%). in addition, 3/17 (17.6%) subjects experienced 
partial regression. the most notable trend identified in 
regression occurred in patients with HiV-negative status, 
as 5/11 (45.5%) HiV-negative patients in the modified 
intention-to-treat group underwent complete regression 
of their intra-anal disease, and 3/11 (27.2%) underwent 
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partial regression [total regression rate 8/11 (72.7%)]. 
1/6 (16.7%) HiV-positive patients had both histologic 
regression of their anal HSil and HPV clearance over the 
study window. three (50%) patients, who had complete 
histologic regression, also had undetectable human papil-
lomavirus (HPV) via HPV genotype PCr testing.

Limitations: this study is limited by its small sample size 
(n = 19 participants)

Conclusions/Discussion: intra-anal artesunate is safe, 
well-tolerated, and effective when used for non-surgical 
management of anal HSil. a Phase ii study would further 
determine efficacy of artesunate in the treatment of anal HSil.

TRANSANAL HEMORRHOIDAL 
DEARTERIALIZATION VERSUS FERGUSON 
HEMORRHOIDECTOMY FOR PROLAPSED, 
NONINCARCERATED, REDUCIBLE 
HEMORRHOIDS: INTERIM ANALYSIS OF 
A MULTICENTER PROSPECTIVE NON-
RANDOMIZED STUDY.

the abstracts Session t20

G. angelos2, m. Gachabayov1, r. Bendl1, a. Kajmolli1, 
G. orangio3, H. abcarian4, r. Bergamaschi1
1Valhalla, NY; 2Stony Brook, NY; 3New Orleans, LA; 
4Chicago, IL

Purpose/Background: there is uncertainty regarding 
the durability of the therapeutic effect of transanal hemor-
rhoidal dearterialization (tHd) compared to Ferguson 
hemorrhoidectomy (FH) in terms of recurrent disease.

Hypothesis/Aim: We aimed to evaluate the outcomes 
of tHd as compared to FH in terms of 1-year recurrence 
rate.

Methods/Interventions: this is a multicenter, paral-
lel-arm, non-randomized prospective study comparing 
FH and tHd in terms of recurrence rates at one-year. 
Surgeons with board certification in colorectal surgery were 
recruited. to mitigate learning curve bias, unedited videos 
were reviewed by an expert. to adjust for performance 
bias, each surgeon performed one study intervention 
only and enrolled a maximum of 10 patients. adults with 
prolapsed, non-incarcerated, reducible hemorrhoids in at 
least 3 columns at physical examination were included in 
one of the study arms. the primary endpoint was 1-year 
recurrence rates defined as prolapsing internal hemor-
rhoids at physical exam. Secondary endpoints included 
postoperative complications, such as urinary retention, 
constipation (requiring laxative or emergency room visit), 
dysuria, pruritis ani, anal pain, anal stenosis, unhealed 
wound, fissure, fecal urgency, flatus or stool incontinence, 
and patient-reported outcomes. the sample size was esti-
mated prospectively to be 192 patients based on current 
recurrence rates published in the literature given a type i 
error level of 5% and statistical power of 80% and an esti-
mated 20% loss to follow-up.

Results/Outcome(s): a total of 192 patients were 
enrolled. 135 patients completed 1-year follow-up. tHd 
and FH study arms were comparable in terms of age, 
gender, race, Bmi, comorbidities, time from onset of 
symptoms. Postoperatively, tHd patients had significantly 
lower Pain Scale scores at Pod1 (6.2 vs. 8.3, p=0.047), 
Pod7 (4.5 vs. 7.7, p=0.021), and Pod14 (2.8 vs. 5.3, 
p<0.001). Pain medication use rate was significantly lower 
in tHd at Pod14 (23% vs 58%, p<0.001). er visit rates 
were significantly lower in tHd patients (2% vs. 4.5%, 
p=0.040). overall postoperative complication rates did 
not significantly differ at Pod14 (7% vs. 9%, p=0.106), 
but was significantly lower in tHd patients at 3 months 
(2.5% vs. 6%, p=0.048). Patient satisfaction rate was 
significantly higher after tHd at Pod14 (76.4% vs 52.5%, 
p=0.031) and 3 months (95.1% vs 63.3%, p=0.029), but 
did not differ at 6 months (91.7% vs. 88.2%, p=0.228) 
and 1 year (94.2% vs. 88.5%, p=0.836). Hemorrhoids 
recurrence rates did not differ significantly patients who 
completed 1-year follow-up (4% vs. 2%, p=0.774).

Limitations: the limitation of this study was its non- 
randomized nature.

Conclusions/Discussion: the interim analysis of this 
study suggests that tHd is associated with better postoper-
ative clinical and patient-reported outcomes as compared 
to FH with non-significantly different 1-year recurrence 
rates.
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REAPPRAISAL OF THE LYMPHATIC 
DRAINAGE SYSTEM OF THE DISTAL RECTUM: 
FUNCTIONAL LYMPHATIC FLOW INTO 
THE PRESACRAL SPACE AND ITS CLINICAL 
IMPLICATIONS IN RECTAL CANCER 
TREATMENT.

ePoSter aBStraCtS eP100

r. yoo1, H. Cho1, B. Kye1, H. Kim2, J. mun1

1Suwon, Korea (the Republic of); 2Seoul, Korea (the Republic of)

Purpose/Background: the pattern of nodal metas-
tasis in rectal cancer is related to the lymphatic flow 
from the rectum to different regions in the pelvic cavity. 
understanding the source and route of pelvic metastasis is 
essential to developing an optimal strategy for controlling 
the local and systemic disease.

Hypothesis/Aim: this study aims to delineate the 
distribution of lymphatic channels and flow from the distal 
rectum.

Methods/Interventions: in fresh-frozen cadaveric hemi-
pelvis specimens, the ligamentous attachment of the distal 
rectum to the pelvic floor muscles and the presacral fascia 
were evaluated via fine dissection. using indocyanine 
green (iCG) fluorescence imaging, we simultaneously eval-
uated the gross anatomy of the lymphatic communication 
of the distal rectum. With the same method, we intraoper-
atively investigated the lymphatic flow in the pelvic cavity 
in rectal cancer patients who underwent radical rectal 
resection with total mesorectal excision (tme).

Results/Outcome(s): in fresh cadavers, multiple small 
perforating lymphovascular branches exist in the retro-
rectal space, connecting the mesorectum to the presacral 
fascia posteriorly. through the branches, the lymphatic 
flow from the distal rectum drains directly into the 
presacral space. in patients who underwent tme for rectal 
cancer, intraoperative iCG fluorescence signals were seen 
in the pelvic sidewalls and the presacral space.

Limitations: this study has several limitations. First, 
only a small number of cadavers were used for gross 
dissection. in addition, intraoperative observation was 
conducted in a small number of patients.

Conclusions/Discussion: this study demonstrated that 
the lymphatic flow from the distal rectum runs directly 
to the pelvic lateral sidewalls and the presacral space. it 
suggests that direct lymphatic drainage from the distal 
rectum to the retroperitoneum through the presacral area 
may be a possible route of metastasis in distal rectal cancer.

UNDERREFERRAL FOR COLON CANCER 
PATIENTS MEETING CGA-ICC CRITERIA FOR 
GENETIC COUNSELING AND TESTING.

ePoSter aBStraCtS eP101

W. Broyles1, K. Wells1, P. narvekar2, J. Fleshman1, 
W. lichliter1

1Dallas, TX; 2College Station, TX

Purpose/Background: recent CGa-iCC guidelines 
on genetic testing for colon cancer are available to guide 
physicians. anecdotally we recognize that these guidelines 
are not followed and patients are likely under-referred.

Hypothesis/Aim: determine the rate of referral for 
genetic testing based on CGa-iCC guidelines for colon 
cancer

Methods/Interventions: this is a retrospective review 
at a single institution of patients ≥18 years old with patho-
logic diagnosis of colon cancer or polyposis. Chart abstrac-
tion was performed to identify criteria for multipanel 
genetic testing according to the CGa-iCC guidelines. 
these include: CrC diagnosed age <50 years, multiple 
lynch syndrome primary tumors, CrC and at least one 
first degree relative with colorectal or endometrial cancer, 
mismatch repair-deficient CrC not attributable to mlH1 
promoter methylation, patients meeting any other genetic 
testing criteria, ≥10 cumulative colorectal adenomas, and 
≥3 cumulative gastrointestinal hamartomatous polyps. 
Further data collection included referral to genetics coun-
seling and results of multipanel genetic testing. descriptive 
statistics were used to describe the study group.

Results/Outcome(s): of 169 patients, 147 had 
complete data. Sixty-six (45%) patients met criteria for 
genetics referral however 27 (41%) of these patients 
were not referred. there was a significantly higher rate 
of nonreferral among average onset (≥50 yrs.) compared 
young onset patients (<50 yrs.) (p=0.017) with failure to 
refer 51% of patients in the ≥ 50 yr age group. of the 31 
patients compliant with testing, 19 (12.9% of total popula-
tion) were found to have a pathogenic germline mutation 
(Figure 1).

Limitations: the sample population is small and incom-
plete data limited inclusion of a number of patients.

Conclusions/Discussion: our study demonstrates poor 
adherence to CGa-iCC guideline-based genetic testing for 
colon cancer. the percentage of patients meeting criteria 
for referral is high at 45% and of the patients who met 
the criteria for genetics referral almost half failed to get 
referred. underreferral was significantly higher in patients 
> 50 years old. it is also notable that 13% of our patient 
population tested positive for germline mutation which is 
much higher than the rate of 2-3% previously reported and 
similar to rates reported in the young onset population. 
this data emphasizes the need for more consistent referral 
to genetic testing for appropriate treatment and surveil-
lance of colon cancer patients.
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Figure 1. Breakdown of patient indication for referral, referral status, 
age, and mutation result. there was a significantly higher nonreferral 
rate among patients ≥50 years old (*p=0.017). 12.9% of the total 
patient population tested positive for germline mutation.

SERUM CRP, SERUM ALBUMIN AND 
LEUKOCYTE INDEXES AS PREDICTORS OF 
ANASTOMOTIC LEAK IN COLORECTAL 
SURGERY – AN INTERIM ANAYSIS OF17 CASES.

ePoSter aBStraCtS eP102

a. Kumar, r. Budhawani, V. agarwal, a. Singh
Lucknow, India

Purpose/Background: the anastomotic leak rate after 
colorectal surgery ranges between 2% - 14% and mortality 
rate following leak between 5- 22%. there is need to find 
out some serological markers which can predict these leaks 
early so as to make timely intervention and reduce the 
morbidity and mortality.

Hypothesis/Aim: Serum CrP, serum albumin, total 
leukocyte counts and leukocyte indexes change after 
colorectal surgery and may be useful in predicting the anas-
tomosis leak before its clinical manifestation.

Methods/Interventions: a prospective observational 
study on 17 patients who underwent elective resective 
surgery both for benign and malignant diseases. Serum 
CrP, serum albumin, total leukocyte counts and differ-
ential counts and platelets were done preoperatively and 
on postoperative day1, day3 and day7. later patients 
were grouped - those with anastomotic leak and those 
wihout leak. anastomotic leak was defined as feculent 
fluid through drain or abdominal wound or radiological 
evidence of leak on imagings or in case of relaparotomy 
evidence of anatomical disruption. the changes in these 
serum markers (median value) were compared in two 
groups on postoperative days 1, 3 and 7. Statistics uesd 
were mean and Sd for descriptive parameters, Friedmann 
analysis for comparision of markers before and after surgery 
and mann Whitney u test for gruop coamparision. p value 
< 0.05 was considered as significant

Results/Outcome(s): there were 15 males and 2 
females with the mean age of 53.88 year (Sd+17.64). 
Patients included in the study were of rectal prolapse, 
cancer of right colon, sigmoid colon and rectum. among 
all patients CrP was increased significantly on Pod1 

(p=0.024), Pod3(p=0.000) and Pod7 (p=0.000) and 
albumin was decreased significantly on Pod1, Pod3 
and Pod7 (p<0.005). tlC increased significantly on 
Pod1(p=0.002) only. neutrophil lymphocyte ratio 
(nlr) increased significantly on Pod1(p=0.003) and 
Pod3(p=0.02) and not on Pod7. lymphocyte monocyte 
ratio (lmr) and Platelet lymphocyte ratio (Plr) didn’t 
had statistically significant change. two patients have 
anastomotic leak (Group 1) and remaining 15 patients 
had no leak (Group 2). there were singnificant increse 
in CrP levels (p=0.02) and nlr (p=0.05) in group 1 
on Pod3 than group 2. Plr was significant lower on 
Pod7 (p=0.07) in group1. there was no difference in the 
changes in serum albumin, tlC, lmr in postoperative 
period when compared in both groups.

Limitations: Small sample size and interim analysis
Conclusions/Discussion: raised serum markers CrP, 

nlr in early postoperative period (day 3) may serve as 
useful indicator in predicting the anastomotic leak.

INTRAOPERATIVE QUANTITATIVE 
INDOCYANINE GREEN (QICG) PROTOCOL IN 
COLORECTAL SURGERY.

ePoSter aBStraCtS eP103

e. adams, P. Fleshner, K. Zaghiyan
Los Angeles, CA

Purpose/Background: We correlate subjective iCG 
perfusion assessment with a novel intraoperative qiCG 
protocol, which confers real-time access to maximum 
(Fmax) and time-to-maximum fluorescence (tmax).

Hypothesis/Aim: qiCG protocol with tmax and Fmax 
can supplement subjective assessment of intestinal perfu-
sion in colorectal surgery.

Methods/Interventions: We included adults under-
going planned intestinal anastomosis. exclusion criteria 
were iodine allergy and renal disease. We used the 
SPy-PHi QP Software (Stryker), which quantifies relative 
perfusion. the surgical team viewed iCG fluorescence in 
real time, but was blind to quantitative values. We set the 
baseline at presumed healthy bowel, 10cm proximal to the 
proximal resection margin. the iCG signal reference is 
set at baseline early in fluorescence. next, we measure 3 
distinct locations: baseline, proximal and distal resection 
margins at multiple timepoints. the maximum (Fmax) and 
time-to-maximum fluorescence (tmax) are calculated for 
each point. accepted perfusion (ar) is defined as clinical 
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decision to preserve bowel based on iCG image and clinical 
judgment. rejected perfusion (rP) is margin resection. 
iCG was performed prior to anastomosis at index surgery, 
or the anastomotic margins were assessed at reoperative 
surgery. Wilcoxon test evaluated continuous variables. 
data presented as median (range). receiver operating 
curve (roC) with area under the curve (auC) analysis 
was performed.

Results/Outcome(s): 43 individuals had 46 iCG events. 
age was 51 years (18.4-88.3). 65% were male. operations 
included ileocolic (21%), colectomy (15%), ileal pouch 
anal anastomosis (17%), low anterior resection (9%), 
colostomy reversal (9%) and other (29%). Cases were open 
or laparoscopic assisted with extracorporeal anastomosis. 
there was 1 reoperation. indications were Crohn’s disease 
(34%), ulcerative colitis (18%), colorectal cancer, (22%) 
diverticulitis (8%) and other (28%). rP occurred 4 times- 
3 proximal margins during index surgery, and once at reop-
eration. the distal staple line was never rejected. Fmax 
predicted rP (aP 126% [28-999] vs. rP 9.5% [5-63],  
p = .01, auC 0.95). Fmax < 10% was 75% sensitive for 
rP. tmax was also delayed in cases of rP (aP 15 seconds 
[1-120] vs. rP 105 seconds [40-120], p = .003, auC 
0.86),. tmax > 40 seconds was 100% sensitive and 60% 
specific for rP. auC for combined analysis of Fmax and 
tmax was 0.99 (Figure 1). in subgroup analysis, preanas-
tomotic rP was predicted by Fmax (aP 126% (28-999) vs. 
rP 9% (5-10), p = .01) and tmax (aP 15 seconds (1-120) 
vs. rP 120 seconds (40-120), p = .03).

Limitations: this study is underpowered to assess post-
operative anastomotic ischemic complications.

Conclusions/Discussion: our novel methodology for 
intraoperative qiCG provides context for the unprece-
dented access to time and quantitative data. our results 
demonstrate the excellent predictive capacity of Fmax and 
tmax on perfusion, validating this technology as a prom-
ising area of future investigation.

Figure 1: roC curve for Fmax and tmax on rejected Perfusion

SURGEON COHORT EXPRESSES 
UNDERUTILIZATION OF CONVEX OSTOMY 
POUCHES DURING POST-OPERATIVE PERIOD.

ePoSter aBStraCtS eP104

e. raskin2, J. Colwell4, B. mcdade3, t. Sims5, 
m. mahoney6, m. Goodman Keiser1, m. Gray5, S. Porten7

1Minneapolis, MN; 2Davis, CA; 3Troy, MI; 4Chicago, IL; 
5Charlottesville, VA; 6West Des Moines, IA; 7San Francisco, CA

Purpose/Background: Peristomal skin complications 
(PSCs) result from ostomy leakage and impact quality 
of life (Qol). Convex systems can flatten skin and help 
extend stomas to prevent leakage. Some clinicians hesitate 
to use convexity due to pressure-related concerns.

Hypothesis/Aim: to understand the surgeon’s expe-
rience with PSCs and convex pouching systems in the 
post-op period.

Methods/Interventions: a 23-question survey of health 
care professionals who care for ostomy patients was distrib-
uted January 18, 2021 to February 5, 2021. We analyzed 
only the responses from surgeons.

Results/Outcome(s): twenty-three respondents identi-
fied as surgeons with greater than 5 years’ experience. the 
majority (83%) follow patients for more than six months 
post ostomy creation. 44.7% of their ostomy patients 
experienced PSCs annually. all agreed or strongly agreed 
that the primary cause of PSCs was effluent leakage. 
Pressure injury was not indicated as a major type of PSC. 
most ostomy problems occurred in the transition period 
(31 days to 6 months), with 26% of PSCs occurring in 
the immediate post-op period. PSCs were reported as the 
leading reason for switching patients to convex pouching 
systems. most respondents (74%) agreed that the choice 
of pouching system used during the immediate post-op 
period should be based on the height of the stoma, body 
habitus, and the shape and condition of the peristomal 
skin. most surgeons (78%) prescribe convex pouching 
systems in the first 30 days if leakage occurs. 17% believed 
there was a lack of evidence for the safe use of convex 
pouching systems immediately after ostomy creation. Sole 
availability of flat systems in the acute care setting was 
reported as the main reason patients discharge home with 
flat pouches.

Limitations: only 23 respondents that self-identified as 
surgeons, which limits the generality of these results.

Conclusions/Discussion: PSCs significantly impact 
quality of life for the ostomate and may be mitigated by 
improving the adherence of pouching systems. effluent 
leakage undermines the seal of the system to the skin, 
resulting in PSCs. Convex pouching systems can provide 
enhanced adherence to the skin by flattening skin folds 
and accentuating the height of the stoma. access to 
these products in the immediate postoperative period is 
important for improving Qol for the ostomate.
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RECTAL MICROBIOME VARIABILITY AMONG 
RECTAL CANCER COHORTS: INITIAL 
PRELIMINARY RESULTS.

ePoSter aBStraCtS eP105

J. Williams1, S. Hernandez Bojorge2, S. Burgan2, 
d. Wildman2

1Saint Petersburg, FL; 2Tampa, FL

Purpose/Background: Human gut microbiota has been 
implicated in colorectal cancer development. Changes in 
rectal cancer(rC) treatment has lead to more complete 
responders (cCr) and non-operative management in 
select patients. the relationship of the microbiome and 
cCr remains unknown.

Hypothesis/Aim: our aim is to evaluate alterations of 
the microbiome in patients with rC prior to, during, and 
after treatment to detect patterns in cCr verses others.

Methods/Interventions: 16S dna sequencing was 
performed on normal and rectal cancer mucosal biop-
sies at multiple timepoints including prior to treatment 
(t1), after completion of induction chemoradiation (t2), 
following completion of consolidation chemotherapy/
(tnt)total neoadjuvant therapy (t3), and at 1 year 
post completion of treatment if on Watch and Wait/non 
operative management protocol. response to treatment 
was recorded at each timepoint and patients classified as 
either no response(nr), Partial response (Pr), near 
Complete response (nCr) or Complete Clinical response 
(CCr). mucosal tissue biopsies (n=46) from the rectal 
tumor and proximal sites were stored in rnalater upon 
collection, dna was isolated using the QiaGen dneasy 
PowerSoil Pro kit and was used as input for illumina’s 16S 
metagenomic Sequencing library Preparation protocol. 
Following library preparation, samples and controls were 
sequenced on the illumina miSeq using either 500 or 600 
cycles.

Results/Outcome(s): 11 patients were enrolled in 
the study. 7 have completed treatment with 4 showing 
complete clinical response, one of which developed early 
recurrence. 4 patients were excluded from full analysis (2 
lost to follow up, 1 with progression to m1 disease, and 1 
with benign disease). a total of 56 samples were taken of 
which 14,065 amplicon sequence variants (aSVs) were 
obtained after merging paired-end-filtered sequences. at 
the taxon level, rectal cancer samples from the tumor 
site had increased abundance of Bacteroides, Blautia 
and moraxella. Samples from timepoint 1 presented an 
increase abundance of Streptococcus, Fusobacterium and 
Bacteroides. at the phylum level, the rectal cancer samples 
had increased abundance of Firmicutes, Proteobacteria, 
actinobacteria, Bacteroidetes, retaria and euglenozoa. 
Between timepoint 1 and other timepoints, there was a 
significant difference in terms of permutational multivar-
iate analysis of variance or PermanoVa (P=0.001), but 
no difference related to location (P=0.603).

Limitations: Study was limited by small sample size.

Conclusions/Discussion: this study shows the ability to 
evaluate the microbiome at the mucosal level throughout 
phases of treatment, and thus set the stage for future study 
with larger sample sizes. Further studies should look at both 
the taxonomic information as well as the metagenomics of 
the microbiota to detect possible causative relationships 
and potential future targets for treatment.

DELAYED MESENTERIC BUCKET-HANDLE 
INJURY MASQUERADING AS CROHN’S 
DISEASE.

ePoSter aBStraCtS eP106

a. Cannon, m. Phillips, m. Kiely
Portland, OR

Purpose/Background: mesenteric injury following 
blunt abdominal trauma is often difficult to diagnose due 
to few and nonspecific clinical and imaging findings. delay 
in diagnosis can result in significant morbidity.

Hypothesis/Aim: We describe an atypical presentation 
of a traumatic mesenteric injury mimicking Crohn’s disease.

Methods/Interventions: the patient’s consent was 
obtained and the information deidentified.

Results/Outcome(s): a 48-year-old woman presented 
with one month of increasing nausea, emesis and anorexia. 
She had recently been discharged after a prolonged 
hospital stay and multiple orthopedic surgeries following a 
high-speed motor vehicle collision. She suffered multiple 
thoracic and extremity injuries. trauma imaging demon-
strated intraperitoneal free fluid without obvious injury 
to the hollow viscera or solid organs. Ct angiography did 
not demonstrate any mesenteric vascular abnormalities at 
that time. initial workup with eGd and gastric emptying 
study was normal. However, repeat Ct of the abdomen/
pelvis demonstrated a thickened distal ileum consistent 
with Crohn’s ileitis and fecal calprotectin was grossly 
elevated at 1,436. Colonoscopy demonstrated a normal 
colon, but with a stenotic, ulcerated terminal ileum. 
Biopsies were non-specific for inflammatory changes. 
Budesonide and later prednisone were initiated for a 
presumed new diagnosis of Crohn’s disease. However, she 
failed to improve, and was admitted for initiaiton of paren-
teral nutrition. due to unrelenting symptoms and lack 
of improvement, we elected to proceed with diagnostic 
laparoscopy and possible bowel resection. on exploration 
of her abdomen the terminal ileum was pale and diffusely 
thickened. there was no creeping fat nor synchronous 
small bowel disease visualized. We found a 12cm mesen-
teric defect with adjacent fibrosis in the terminal ileum 
(image 1). this correlated with preoperative imaging and 
was consistent with a traumatic mesenteric injury causing 
persistent, subacute ischemia. the right colon was also 
pale with a transition to normal colon at the hepatic 
flexure. the affected terminal ileum and right colon were 
resected and continuity was restored via an ileocolic 
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anastomosis. Pathology demonstrated extensive inflam-
mation of the terminal ileum consistent with chronic 
ischemia. Postoperatively, she gradually increased her 
nutritional intake and discharged on post-op day 12. once 
home her tPn was successfully discontinued and she no 
longer required anti-emetics.

Limitations: this is a case report and is limited in scope.
Conclusions/Discussion: delayed presentation of blunt 

abdominal injuries may closely resemble new-onset Crohn’s 
disease. Patient symptoms, fecal calprotectin, colonoscopy, 
and imaging did not distinguish between the two. in 
patients with newly diagnosed inflammatory bowel disease, 
it is important for the colorectal surgeon to consider recent 
abdominal trauma as a possible etiology when present.

image 1. mesenteric injury with adjacent ileal inflammation

A GIANT HEMANGIOMA OF THE 
SIGMOID COLON AS A CAUSE OF LOWER 
GASTROINTESTINAL BLEEDING IN A YOUNG 
MAN.

ePoSter aBStraCtS eP107

B. Gough1, a. okonkwo2, r. Stadler1

1Dallas, TX; 2Omaha, NE

Purpose/Background: to describe the management 
and outcome of a patient presenting with a rare giant 
hemangioma of the colon.

Hypothesis/Aim: describe the presentation and 
management of lower Gi bleeding from a giant heman-
gioma of the colon.

Methods/Interventions: a 37 year old male with no past 
medical or past surgical history presented to his primary 
care physician with two months of intermittent rectal 
bleeding. the patient passed large amounts of fresh blood 
with his bowel movements. He also complained of mild 
left lower quadrant abdominal pain. outpatient laboratory 
evaluation was positive for fecal occult blood, however 
there was no evidence of anemia or other biochemical 
derangements. Computed tomography of the abdomen and 
pelvis demonstrated a 7.2 cm x 5.6 cm x 2.6 cm eccentric, 
mass-like thickening of the mid-sigmoid colon containing 
enhancing vascular structures and ectopic phleboliths 
without evidence of obstruction. He was referred to our 
service for evaluation. a colonoscopy revealed a single 

large hemangioma in the sigmoid colon. He was taken for 
an elective laparoscopic sigmoid resection.

Results/Outcome(s): the patient underwent an 
uneventful laparoscopic sigmoid resection. He tolerated 
his procedure well and was able to be discharged home on 
post-operative day three. Final pathology demonstrated 
a cavernous hemangioma with submucosal, muscularis 
propria, and pericolic adipose tissue involvement, but 
negative involvement of any margins. the patient has 
continued to do well three months post-operatively, with 
no recurrent episodes of bleeding. a repeat Ct scan was 
obtained for persistent abdominal wall pain 7 weeks after 
surgery but showed no acute abnormalities.

Limitations: limitations include those which are 
inherent to single descriptive case-reports.

Conclusions/Discussion: Colon hemangiomas are 
among the rarest tumors of the lower gastrointestinal 
tract. the incidence is poorly defined in the literature, 
however, their recognition is critical due to their poten-
tial for massive hemorrhage. Several large retrospective 
reviews evaluating the role of endoscopy in young patients 
with rectal bleeding do not record hemangiomas as a cause 
of bleeding. intestinal hemangiomas are seen more often 
in males, however, the sex distribution appears to be more 
equally distributed for colon and rectal hemangiomas. 
among gastrointestinal hemangiomas, cavernous heman-
giomas are the most common type encountered. notable 
associations include blue rubber bleb nevus syndrome, 
Klippel-trenaunay-Weber syndrome, osler-rendu-Weber 
syndrome, and Peutz-Jeghers syndrome. our patient’s 
bleeding resolved after laparoscopic resection of the single 
giant colon hemangioma.

Giant hemangioma of the sigmoid colon
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COLONIC MALAKOPLAKIA MASQUERADING 
AS DIVERTICULITIS: A CASE REPORT.

ePoSter aBStraCtS eP108

n. Fernandes2, m. turley1, m. deck3, r. Stadler3

1Dallas, TX; 2College Station, TX; 3Arlington, TX

Purpose/Background: malakoplakia is a rare inflam-
matory condition in immunocompromised individuals. it is 
often overlooked and misdiagnosed, leading to suboptimal 
management.

Hypothesis/Aim: this case serves to illustrate malako-
plakia as a source of colitis in immunosuppressed patients.

Methods/Interventions: a 67-year-old male presented 
with abdominal pain and pneumaturia. His history is 
notable for coronary artery disease, stage 4 chronic kidney 
disease, hypertension, and hypersensitivity lung disease for 
which he takes cyclosporine and prednisone. a Ct scan 
was suggestive of diverticulitis with a colovesicular fistula. 
robotic-assisted sigmoid colon resection with bladder 
repair was performed.

Results/Outcome(s): Histopathologic analysis of the 
specimen revealed colovesicular fistula without suppu-
rative abscess formation. michaelis-Gutmann bodies 
were present within histiocytes, confirming a diagnosis of 
malakoplakia.

Limitations: this is a solitary case report.
Conclusions/Discussion: malakoplakia most commonly 

presents as inflammation of the urinary tract, and less 
commonly in the gastrointestinal tract. it is associated 
with bacterial infections in immunosuppressed individ-
uals. despite frequent resolution with antibiotics and 
reduction in immunosuppression, malakoplakia is arduous 
to diagnose and is easily mistaken for other inflamma-
tory or neoplastic processes. Confirmation of diagnosis 
requires special staining and histological examination for 
the presence of characteristic michaelis-Gutmann bodies 
which are demonstrative of incomplete phagocytosis of 
bacteria by macrophages (Figure). early identification of 
the malakoplakia can guide antibiotic therapy and reduc-
tion in immunosuppression reducing inflammation and 
reducing surgical risk or avoiding operative intervention 
all together. Physicians should retain malakoplakia on the 
differential diagnosis for patients with colitis, especially in 
immunocompromised patients.

A RACE AGAINST THE CLOCK: RECURRENT 
SIGMOID VOLVULUS IN A MARATHON 
RUNNER.

ePoSter aBStraCtS eP109

J. lee1, Z. Gala1, l. Chai1, J. reese1, r. Juha2, 
t. davidov2

1New Brunswick, NJ; 2Plainsboro, NJ

Purpose/Background: Colonic volvulus is the third 
most common cause of large bowel obstruction. Known 
risk factors are old age, constipation, and high fiber 
diet; etiologies include narrow mesenteries, intestinal 
redundancy, or failures in embryological development. 
management ultimately require operative intervention.

Hypothesis/Aim: We present what we believe to be a 
previously unpublished, unusual case of recurrent sigmoid 
volvulus induced by extensive running in a young, healthy 
female patient.

Methods/Interventions: a 55-year-old female with 
no relevant history presented with one day of sudden 
abdominal pain with waves of worsening intensity. She 
endorsed obstipation, but no nausea or vomiting. notably, 
she reported the pain started while running, as she was 
currently training for a marathon. She had one previous 
episode that spontaneously resolved, also coincident 
with running. recent colonoscopy only showed a benign 
adenoma. emergency department evaluation revealed 
normal vital signs without leukocytosis. imaging showed 
gaseous colonic distention and mesenteric swirling in the 
left lower quadrant, consistent with a sigmoid volvulus. 
She was successfully detorsed with endoscopic visualiza-
tion of kinking due to sigmoid redundancy. the patient 
was discharged with plans for elective sigmoidectomy. 
However, the patient presented again four days later with 
the same complaints, was found to have recurrent sigmoid 
volvulus, and again underwent successful endoscopic 
decompression. Given the multiple episodes in a short 
time span, she underwent an open sigmoidectomy with 
anastomosis, noting a distended and redundant sigmoid 
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colon. the patient tolerated the procedure well and had 
no significant post-operative complications.

Results/Outcome(s): n/a
Limitations: n/a
Conclusions/Discussion: Colonic volvulus is an 

uncommon cause of lBo, though several risk factors and 
etiologies have been identified. running-induced volvulus 
is rarely described, and existing reports only describe cecal 
volvuli whereas here, we present a unique case of sigmoid 
volvulus secondary to exercise. like other etiologies, 
presentation is typically acute abdominal pain, which has a 
broad differential. in athletes, volvulus can potentially be 
explained by the loss of fat in the bowel mesentery, thus 
increasing mobility. this, combined with redundancy or 
other congenital malformations further augments volvulus 
risk. management remains the same, but clinical suspi-
cion must be high in patients who have rigorous exercise 
regimens as delays in diagnosis and treatment risk bowel 
compromise or perforation. Surgical resection is recom-
mended as recurrence is high with non-operative manage-
ment. We present this case to highlight a rare etiology of 
volvulus that should be considered with the appropriate 
clinical history.

Ct image which shows the gaseous colonic distention and left lower 
quadrant mesenteric swirling which is consistent with a sigmoid volvulus

ACUTE DIVERTICULITIS COMPLICATED 
BY ABDOMINAL ACTINOMYCOSIS AND 
SPLENIC ABSCESS FORMATION REQUIRING 
SEGMENTAL COLECTOMY WITH 
SPLENECTOMY.

ePoSter aBStraCtS eP110

S. rangarajan1, n. mantilla2

1Providence, RI; 2Chicago, IL

Purpose/Background: disseminated intraabdominal 
actinomycosis infection following perforated acute diver-
ticulitis is associated with high morbidity and difficult to 
diagnose and treat. the involvement of the spleen by acti-
nomycosis in this setting is uncommon and has not been 
previously described.

Hypothesis/Aim: We report a case of intraabdominal 
actinomycosis from perforated diverticulitis, complicated 
by development of a splenic abscess, and discuss the oper-
ative approach taken to treat this rare entity.

Methods/Interventions: Patient is a 57 year-old woman 
with a history of acute diverticulitis two months prior, who 
presented to an outside hospital with left-sided abdominal 
pain and an unintentional 20-pound weight loss over that 
time. on physical exam, the patient’s abdomen was tender 
to palpation in the left upper quadrant with no signs of peri-
tonitis. Computed tomography scan demonstrated acute 
inflammation of the descending colon with wall thick-
ening and inflammatory stranding. a complex, hypodense 
air-containing mass was seen in the hilum of the spleen and 
noted to be adherent to the adjacent colon at the splenic 
flexure. Findings were consistent with acute diverticulitis 
with a multi-loculated splenic abscess. operative plan was 
for partial colon resection with splenectomy for splenic 
abscess in the context of acute diveritculitis.

Results/Outcome(s): the case was approached via 
midline laparotomy. Phlegmonous changes were noted in 
the descending colon and extended towards the spleen. 
the transverse and sigmoid colon were mobilized later-
ally. Short gastric vessels were ligated along the greater 
curvature of the stomach. Purulent exudate was noted 
from the spleen and sent for culture. medial dissection 
was then performed until the colon was mobilized off of 
the left kidney and pancreas, exposing the splenic hilum, 
which was ligated. Splenectomy was completed, followed 
by partial colectomy with end colostomy creation.

Limitations: this report is limited by its overall appli-
cability to a surgeon’s practice, as it represents a single 
surgeon’s experience with a single patient.

Conclusions/Discussion: actinomycosis is a rare, inva-
sive bacterial disease, that leads to the formation of gran-
ulomatous tissue and reactive fibrosis. the development 
of actinomycosis following perforated diverticulitis was 
described by dr. Waugh at the mayo Clinic in the 1950s 
and dr. Fazio at Cleveland Clinic in the 1970s. these 
authors noted that actinomycosis following perforated 
diverticulitis was characterized by the development of 
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fistulae or paracolic abscesses weeks or months after the 
acute episode. actinomycosis is very rarely reported as 
a cause of splenic abscess. We present the first reported 
case of abdominal actinomycosis resulting from acute 
perforated diverticulitis and resulting in development of a 
splenic abscess. We hope to illustrate important operative 
principles in approaching this unique and rare pathology.

Computed tomography Coronal View of the Splenic abscess abutting 
the left Colon

DIFFUSE LIPOMATOUS DISEASE OF 
THE COLON, COMPLICATED BY 
INTUSSUSCEPTION: A CASE STUDY.

ePoSter aBStraCtS eP111

d. Barnes
Columbia, SC

Purpose/Background: Case study of a patient with a 
long history of the rare diffuse lipomatous disease of the 
colon and its sequelae. a review of the literature on this 
rare disease and its symptomatology.

Hypothesis/Aim: diffuse lipomatosis of the colon is 
rare, with few cases reported in the literature. this presents 
a case of a female with symptomatic diffuse lipomatous 
disease and its surgical management.

Methods/Interventions: Case study of a patient and 
review of the literature on this rare disease and its 
symptomatology.

Results/Outcome(s): the patient is a 59-year-old 
female who presented with chronic constipation, increasing 
abdominal fullness and discomfort. imaging studies 
showed extensive colonic lipomas with intussusception 

and morphologic changes of the bowel due to increase in 
mesenteric fat. She was managed with a total abdominal 
colectomy and ileorectal anastomosis.

Limitations: limited case reports in the literature
Conclusions/Discussion: this disease, diffuse lipoma-

tous disease of the colon, is relatively rare, with few cases 
reported in the literature and unknown etiology. it appears 
to be managed successfully in the literature with complete 
surgical resection. ongoing research for this benign but 
locally invasive pathology and its sequelae should include 
the genetic components and etiology of colonic lipomas.

A RARELY REPORTED SURGICAL 
PROBLEM: SPONTANEOUS SCROTAL 
ENTEROCUTANEOUS FISTULA.

ePoSter aBStraCtS eP112

G. Perrotti, r. myers, l. Sadri, l. mejia-Sierra, S. Fassler, 
r. Shadis
Abington, PA

Purpose/Background: Spontaneous scrotal enterocuta-
neous fistulas (eCFs) are rare and more common in coun-
tries with poor access to care. an eCF may form as the 
body’s natural way of decompressing incarcerated bowel. 
our patients represent the first two reported adult cases of 
a spontaneous scrotal eCF in the u.S.

Hypothesis/Aim: in our report we describe the initial 
presentation as well as explain our surgical approach to 
two patients that presented to our single institution with 
spontaneous scrotal eCFs.

Methods/Interventions: the two patients were inciden-
tally 83-year-old males who presented from assisted living 
facilities with past medical history of prostate cancer. one 
patient was an adult male who noted scrotal swelling with 
clear drainage from his right scrotum for one month and 
presented to the emergency department when the drainage 
from his scrotum turned to stool. the other patient had a 
known, reducible, large left inguinal hernia that contained 
sigmoid colon. He also presented to the emergency depart-
ment when he noted stool draining from his left scrotum.

Results/Outcome(s): Both patients were found to 
have incarcerated hernias and had developed spontaenous 
scrotal eCFs. in the oeprating room the first patient was 
noted to have an eCF from the cecum to his right scrotum. 
the second pateitn was found to have an eCF from his 
sigmoid colon to the left scrotum. Both had intra-operative 
consults from urology and underwent partial colectomies, 
unilateral orchiectomy, and successful repair of their 
hernias without the use of mesh.

Limitations: this abstract is limited as it is a case report 
with n=2.

Conclusions/Discussion: after extensive literature 
review, we believe our patients are the first recorded cases 
describing an adult spontaneous scrotal eCF in the united 
States and the seventh and eigth reported cases worldwide. 
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the only other case in the literature describing a spon-
taneous scrotal eCF in the united States occurred in an 
extremely low birth weight infant. the development of a 
scrotal eCF secondary to an inguinal hernia is extremely 
rare among adult patients and less than 10 have been 
identified in the literature worldwide. Since the majority 
of patients in the united States receive prompt medical 
care for their inguinal hernias, a spontaneous scrotal eCF 
is quite rare. it is much more commonly seen in countries 
that have poor access to medical care. the six previously 
published cases occurred in india, Pakistan, and nigeria. 
Poor access to medical care results in late patient presen-
tations to the hospital and often times improper medical 
management occurs due to poverty, neglect, and a lack 
of medical knowledge. Both of our patients likely had 
a delayed presentations of their incarcerated hernias as 
their scrotal eCFs decompressed their bowels and atten-
uated the development of obstructive symptoms. they 
ultimately underwent a successful orchiectomy by urology, 
bowel resection with ligation of their scrotal eCFs, and 
herniorrhaphy.

intra-op photograph showing the right sided spontaneous scrotal eCF 
containing cecum.

LEFT-SIDED COLONIC DIVERTICULITIS 
IS VULNERABLE TO CONSERVATIVE 
TREATMENT.

ePoSter aBStraCtS eP113

J. Han
Chuncheon, Korea (the Republic of)

Purpose/Background: Conservative treatment is the 
first-line therapy for acute colonic diverticulitis. However, 
a certain proportion of patients requires surgery due to the 
failure of conservative management.

Hypothesis/Aim: this study aims to identify predictors 
for the failure of conservative treatment of diverticulitis.

Methods/Interventions: a retrospective cohort study 
was performed at our tertiary institution, including first 
attack cases of acute diverticulitis between 2011 and 2020 
that were treated guideline-conform by multimodal conser-
vative treatment. Patients were categorized into conser-
vative treatment success or failure groups. Conservative 
treatment failure was defined as worsening of symptoms 
or a continuous increase of inflammatory markers after 
initiation of conservative treatment, except for immediate 
emergency surgery at hospitalization. Clinical character-
istics and serum inflammatory markers were analyzed by 
uni- and multivariable logistic regression to determine 
predictors for following surgery within 30 days after onset 
of the conservative therapy approach. the cut-off value 
for the inflammatory index was analyzed using a receiver 
operating characteristic (roC) curve. When the area 
under the curve (auC) was the largest, the value was fixed 
as the cut-off value.

Results/Outcome(s): a total of 2362 cases of acute 
diverticulitis were identified, of which 2295 patients met 
the inclusion criteria. overall, 2.2% (n = 50) of patients 
were operated within 30 days (median 4.0 [3.0; 8.0]) 
despite initial conservative treatment. the conservative 
treatment failure group showed more left-sided colon  
(P < 0.001), more complicated diverticulitis (P < 0.001), 
more elderly patients (P = 0.005), more underlying diabetes 
mellitus (dm) (P < 0.012), a higher lymphocyte count  
(P < 0.001), higher C-reactive protein (CrP) levels  
(P = 0.001), lower albumin levels (P < 0.001), and 
higher modified Glasgow prognostic scores (P = 0.001). 
multivariable logistic regression identified that dm (odds 
ratio [or], 2.2; 95% confidence interval [Ci], 0.01–0.09;  
P = 0.025), left-sided diverticulitis (or, 4.1; 95%  
Ci, 0.04–0.13; P < 0.001), modified Hinchey classification 
(or, 6.2; 95% Ci, 0.09–0.17; P < 0.001), and a higher 
platelet-lymphocyte ratio (or, 4.2; 95% Ci, 0.05–0.13;  
P < 0.001) were predictive factors for conservative treat-
ment failure. the auC was 67.8% and was the largest 
when the platelet-lymphocyte ratio was 167.77 (P < 0.001).  
therefore, a platelet-lymphocyte ratio of 167.77 was deter-
mined as the cut-off value.

Limitations: limitations are mainly attributable to the 
retrospective nature.

Conclusions/Discussion: left-sided colonic diverticu-
litis with a higher platelet-lymphocyte ratio, and modified 
Hinchey classification are potential predictors for failure of 
conservative treatment of acute episodes of diverticulitis 
with subsequent need for surgery. therefore, conservative 
treatment of those patients should be monitored with 
special caution.
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SHOULD WE BE TESTING FOR SPIROCHETOSIS 
IN COVID PATIENTS PRESENTING WITH 
PERSISTENT DIARRHEA? A CASE STUDY.

ePoSter aBStraCtS eP114

l. Gade, r. lewis
Hartford, CT

Purpose/Background: in the uS, intestinal spiroche-
tosis (iS) as a cause of infectious colitis has mainly been 
described in the HiV positive population. this case 
describes iS in an HiV negative, CoVid positive patient 
suggesting the need for a broader differential of chronic 
diarrhea in the CoVid era.

Hypothesis/Aim: to increase awareness of the need for 
a potentially broader differential of chronic diarrhea in the 
CoVid era.

Methods/Interventions: this is a case study describing 
an association between CoVid and intestinal spirochetosis.

Results/Outcome(s): Spirochetes, gram negative spiral-
shaped flagellated bacteria, are best known for their ability 
to cause systemic disease in the form of Syphilis and 
lyme disease, but the genus Brachyspiraceae (Brachyspira 
aalborgi, Brachyspira pilosicoli) has also been described 
as both a commensal organism and an invasive pathogen 
causing intestinal spirochetosis (iS). iS in the uS has 
largely been described in the mSm HiV population as 
a colitis presenting with abdominal pain and persistent 
diarrhea secondary to epithelial invasion with destruction 
of the intestinal brush border leading to malabsorption. 
iS remains an important part of the work up of infectious 
colitis in this population. in this case study, iS was diag-
nosed in an HiV negative, CoVid positive patient whose 
CoVid diagnosis coincided with the symptomatic presen-
tation of iS suggesting that it is important to include iS in 
the differential diagnosis of chronic diarrhea in the CoVid 

population regardless of HiV status. in this study, a 60 yo 
HiV negative mSm presented with abdominal pain x 3 
weeks followed by persistent watery diarrhea refractory to 
imodium. no history of recent travel. no known infectious 
contacts. Prior colonoscopy 9 years prior to presentation 
Wnl. after one episode of hematochezia, Ct abd/pelvis 
was performed demonstrating colitis and CoVid-related 
changes to the lung bases. testing confirmed CoVid 
infection, which was self-limited. initial work up for infec-
tious colitis was negative for gonorrhea, chlamydia, HiV, 
HSV, o+P, and C. difficile. Colonoscopy was performed 
revealing no evidence of gross colitis. Histopathology 
demonstrated microscopic colitis w/ spirochete coloniza-
tion of the intestinal epithelium (image 1). a course of 
metronidazole led to resolution of symptoms.

Limitations: this is a descriptive study describing an 
association, but it does not imply causation.

Conclusions/Discussion: intestinal spirochetosis has 
been described as a cause of abdominal pain and refractory 
diarrhea in the uS mainly in an immunosuppressed, HiV 
positive population. this case describes symptomatic intes-
tinal spirochetosis in an HiV negative, CoVid positive 
patient who hitherto CoVid diagnosis had no risk factors 
for immunosuppression suggesting a link between CoVid 
and iS. Further review is necessary to establish a true asso-
ciation, but this case suggests that iS should be considered 
during the work up of chronic diarrhea in CoVid positive 
patients.

HOW THE COVID-19 OUTBREAK AFFECTED 
STOMA SURGERY AND STOMA CLINIC 
SERVICE IN A REFERRAL HOSPITAL IN JAPAN.

ePoSter aBStraCtS eP115

H. noZaWa, K. Kawai, K. Sasaki, K. murono, 
S. emoto, a. Kawasaki, C. Hayashi, S. ishihara
Tokyo, Japan

Purpose/Background: impact of the CoVid-19 
pandemic on medical practice has been often reported 
from Western countries, but there have been few studies 
in other areas especially regarding stoma surgery and stoma 
care.

Hypothesis/Aim: We examined CoVid-19-induced 
changes in stoma-related surgery and stoma management 
in Japan.
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Methods/Interventions: We investigated the numbers 
of all operations and stoma-related surgeries in our hospital 
in 2019 and 2020. the cumulative numbers of consulta-
tions at our ostomy clinic and patient population stratified 
by the period of having a stoma were compared between 
these calendar years. the frequency of ostomy clinic visit 
by individual patients within a year after stoma creation, 
and stoma-related complications per consultation were 
also analyzed.

Results/Outcome(s): the number of elective surgery 
decreased by approximately 10% from 2019 to 2020, 
but the numbers of stoma creation and closure did not 
change. the total numbers of consultations at our ostomy 
clinic were also similar between these years. However, the 
percentage of patients with a stoma for less than a year 
who attended our ostomy clinic increased from 49.7% in 
2019 to 53.5% in 2020, whereas other patients showed the 
opposite tendency. moreover, patients with a stoma for 
less than a year visited ostomy clinic more frequently in 
2020 (0.42/month) than in 2019 (0.30/month, p=0.032), 
as shown in Figure a. Grade 2 or severer peristomal compli-
cation per consultation decreased from 17% in 2019 to 
11% in 2020 (11%) than in 2019 (p<0.001), as shown in 
Figure b.

Limitations: Our situation may not represent the 
totality of hospitals in Japan. in addition, early postoper-
ative care on the ward before discharge was not counted. 
there may be several patients too ill to visit our ostomy 
clinic. as stoma conditions at home were not assessed and 
follow-up intervals depended on individuals, the compli-
cation rates reported here may contain biases. Finally, we 
did not evaluate quality of life of stoma patients in relation 
to stoma-related complications, e.g. using questionnaires.

Conclusions/Discussion: the CoVid-19 outbreak 
has driven the shift in patient population at ostomy clinic 
to new stoma patients, which may have led to in a fewer 
peristomal complication at least in our hospital. Crises 
sometimes drive innovative methods in healthcare; for 
example in addition to the current clinic activity, online 
remote consultation of stoma care may function as a triage 
for face-to-face outpatient clinics and add a lot of advan-
tages in terms of saving time and reducing healthcare costs.

RISK OF APPENDICEAL MALIGNANCY 
IN CONSERVATIVELY TREATED ACUTE 
APPENDICITIS.

ePoSter aBStraCtS eP116

S. ramadan, a. olsson, P. Buchwald
Malmo, Sweden

Purpose/Background: appendectomy is the standard 
treatment of acute appendicitis (aa) but conservative 
treatment has gained success. the need for follow-up after 
conservatively treated aa is unclear.

Hypothesis/Aim: this study evaluates follow-up, 
recurrence and appendiceal malignancy in conservatively 
treated aa.

Methods/Interventions: this retrospective study 
included patients with conservatively treated aa at 
Skåne university Hospital, Sweden during 2012-2019. 
information on patient demographics at index admission 
and data on follow-up, recurrences and later appendecto-
mies were retrieved from medical charts.

Results/Outcome(s): the study cohort included 391 
patients, 152 with uncomplicated and 259 with compli-
cated aa. median time of follow-up was 45 months. 
the recurrence rate was lower after uncomplicated aa 
(13.8%) than for complicated aa (22.2%; p= 0.049). 
during follow-up 52 (21.8%) of patients with complicated 
aa underwent appendectomy. appendiceal malignancies 
were found in 12 (5%) patients with previous complicated 
vs no appendiceal malignancies after uncomplicated aa 
(p= 0.001).

Limitations: this study was limited by its retrospective 
design, the high rate of excluded patients and the variation 
of follow-up time from index admission to data collection.

Conclusions/Discussion: the relatively low incidence 
of appendiceal malignancies in this study does not support 
routine interval appendectomy in patients after compli-
cated aa. evidence regarding follow-up after conser-
vatively treated aa is scarce and needs to be evaluated 
according to standardised protocols.

TRENDS IN DIVERTICULITIS MANAGEMENT IN 
PATIENTS WITH RENAL TRANSPLANT – MAYO 
EXPERIENCE.

ePoSter aBStraCtS eP117

r. Batra, S. Stapleton, t. Gan, y. rudnicki, K. mathis, 
S. Kelley
Rochester, MN

Purpose/Background: immunosuppressed patients, 
including those with renal transplants, presenting with 
diverticulitis remain a clinical challenge. emergent oper-
ative intervention has significant morbidity and mortality.

Hypothesis/Aim: this study aims to evaluate trends in 
management of renal transplant patients with diverticulitis.
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Methods/Interventions: a retrospective institutional 
review of patients receiving treatment for diverticulitis was 
performed from 2015-2020 at a single center. inclusion 
criteria were adult patients receiving inpatient care for 
diverticulitis and individuals who had undergone a renal 
transplant. demographic data, including age, race, Bmi, 
readmission for diverticulitis, Charlson severity score, and 
immunosuppression were obtained. Primary outcomes 
were rates of colon resection, approach (open or minimally 
invasive), interventional radiology procedures, 30-day 
post-operative mortality, fecal diversion, restoration of 
intestinal continuity, and overall survival. Patients were 
excluded if they had prior total colectomy or a history of 
inflammatory bowel disease. institutional irB approval was 
obtained prior to beginning the study.

Results/Outcome(s): a total of 88 renal transplant 
patients with diverticulitis were identified, of which 24 
(27%) underwent surgical resection. the cohort was 
equally represented (50% female) with a mean age of 
63.3 and Bmi 29.1, and 91% white. Female patients were 
significantly more likely to undergo surgery (p=0.015). 
electively, 11 (46%) were performed open (sigmoid colec-
tomy with end colostomy, sigmoid colectomy with primary 
anastomosis +/- dli), and ten (42%) were completed 
in a minimally invasive fashion. all emergent operations 
(3/24) were performed open and included a sigmoid resec-
tion with end colostomy. Patients who underwent a miS 
approach were equally as likely to undergo fecal diversion. 
Sixty-four patients were successfully managed non-opera-
tively with no significant decrease in survival compared to 
the operative group.

Limitations: this is a retrospective study of in-hospital 
administrative data with a potential for missing or incor-
rectly coded clinical data.

Conclusions/Discussion: immunosuppressed patients 
that present with diverticulitis remain a clinical challenge. 
our study presents the largest review of a single cohort of 
renal transplant patients with diverticulitis. Historically 
such patients were managed aggressively with operative 
intervention due to concerns for developing complicated 
diverticulitis, concerns for failing conservative medical 
management, and its associated morbidity and mortality. 
However, in our cohort only 3.4% of patients were 
managed emergently with no change in survival compared 
to the non-operative group. elective resection and surgical 
management should be considered on an individual basis 
as patients treated with elective resection were more likely 
to benefit from a minimally invasive approach.

operative vs non-operative management of renal transplant patients 
with diverticulitis. no significant decrease in overall survival compared 
to the operative group.

CHALLENGES IN THE ELECTIVE TREATMENT 
OF DIVERTICULITIS: PERSPECTIVES FROM 
COLORECTAL SURGEONS.

ePoSter aBStraCtS eP118

a. Williamson, B. Cain, t. Hoggan, m. larsen, 
e. Kimball, P. Galyean, S. Zickmund, J. Cohan
Salt Lake City, UT

Purpose/Background: it is not known how surgeons 
approach treatment decisions in the elective management 
of diverticulitis, nor how they can best be supported in 
treatment decision-making.

Hypothesis/Aim: We aimed to identify opportunities 
to support colorectal surgeons in elective diverticulitis 
treatment.

Methods/Interventions: a snowball sampling method 
was used to enroll colorectal surgeons, intentionally 
targeting a range of practice settings, experience, and 
geographic areas. once enrolled, participants underwent 
semi-structured interviews with questions relating to their 
opinions and experiences treating diverticulitis in the elec-
tive setting. We then performed a rapid qualitative analysis 
on the verbatim interview transcripts.

Results/Outcome(s): twenty-nine colorectal surgeons 
(48% female) were enrolled from a variety of practice 
(19 academic, 2 private practice, 4 hybrid, 4 other) and 
geographic settings (15 urban, 13 suburban, 1 rural) across 
the uS. this group had a broad range of experience, 
including years in practice (range 1-25; median 8) and 
number of diverticulitis-related operations per year (6-80; 
median 25). in general, surgeons reported that the goal 
of treatment for diverticulitis in the elective setting is to 
improve quality of life. However, many expressed difficulty 
in predicting whether colectomy will accomplish this goal. 



88 ePoSter abStractS

For this reason, surgeons noted that patients tend to play 
a more active role in treatment decision-making for diver-
ticulitis compared to other surgical diseases. Participants 
indicated that diverticulitis is particularly challenging to 
treat in medically complex patients because in many cases, 
it is not clear whether an operative or non-operative treat-
ment strategy will reduce morbidity and mortality. they 
also identified patients with pre-existing irritable bowel 
type-symptoms as a challenging population because it is 
difficult to predict whether colectomy will lead to symptom 
resolution in this group. Surgeons suggested that treatment 
decisions could be better supported through research on 
diverticulitis in high-risk populations (such as frail or 
immunosuppressed patients) and through the develop-
ment of decision support tools, including risk calculators 
that weigh the risks and benefits of operative and non- 
operative treatment strategies.

Limitations: our results are based on a national sample 
of colorectal surgeons, but capture qualitative data which 
is not intended to provide generalizable findings.

Conclusions/Discussion: Colorectal surgeons identi-
fied improved quality of life as a major goal when treating 
diverticulitis in the elective setting. they also reported 
challenges in decision-making related to achieving this 
goal. decision-making could be better supported through 
the development of decision support tools that target 
quality of life outcomes and address high-risk surgical 
populations.

NEGATIVE PRESSURE WOUND THERAPY 
AFTER ILEOSTOMY REVERSAL: SYSTEMATIC 
REVIEW AND META-ANALYSIS.

ePoSter aBStraCtS eP119

y. tryliskyy4, C. Wong1, V. tyselskyi2, a. Kebkalo2, 
V. Poylin3

1Glasgow, United Kingdom; 2Kiev, Ukraine; 3Chicago, IL; 
4Edinburgh, United Kingdom

Purpose/Background: this systematic review and 
meta-analysis examined efficacy of negative-pressure 
wound therapy (nPWt) in preventing surgical site infec-
tion after ileostomy closure.

Hypothesis/Aim: negative pressure wound therapy 
does not prevent surgical site infection after ileostomy 
reversal.

Methods/Interventions: a systematic literature searches 
of three major databases were conducted according to the 
Preferred reporting items for Systematic reviews and 
meta-analysis (PriSma) guidelines. Comparative studies 
that examined the role of nPWt on post ileostomy closure 
wound site healing were retrieved and included. Primary 
outcome was rate of surgical site infection (SSi). risk 
ratio (rr) was calculated for this dichotomous outcome. 
random effects modelling to summarize statistics was 
performed. a 95% confidence interval (Ci) was recorded. 

Statistical heterogeneity was assessed using the i2 test 
statistic. the risk of bias was assessed using Cohrane’s risk 
of Bias tool 2 for randomized controlled trials (rCts) and 
newcastle-ottawa for observational studies (oSs).

Results/Outcome(s): 2 rCts and 2 oSs with total 
of 239 patients were included in the analysis with 104 
patients in the experimental group. two studies used 
Prevena incisional wound management system in the 
experimental arm, while another two used nanoVa and 
PiCo, respectively. there was no difference found in rate 
of SSi (risk ration rr 0.53 [95 Ci 0.17, 1.62] p=0.26), 
i2=36%. neither difference was found when subgroup 
analysis of high quality data was performed.

Limitations: the main limitation of the study was 
clinical heterogeneity related to patients’ characteristics, 
perioperative management, operative techniques.

Conclusions/Discussion: this is the first systematic 
review and meta-analysis which analyzed the role of 
nPWt in preventing SSi in ileostomy closure surgery. 
our study did not show superiority of nPWt. Giving 
uncertainty and clinical equipoise another rCt exam-
ining nPWt vs no-nPWt in ileostomy closure surgery 
using well defined narrow inclusion criteria on a large but 
well-defined population would be ethical and pragmatic.

IMPACT OF LIMITED ENGLISH PROFICIENCY 
ON OUTCOME AFTER ILEOSTOMY CREATION.

ePoSter aBStraCtS eP120

C. Pradella, t. Kim, V. Chaudhry, G. Gantt, J. Harrison, 
a. mellgren, a. Perez-tamayo
Chicago, IL

Purpose/Background: numerous studies have shown 
the impact of limited english proficiency (leP) on health-
care equity. new ileostomates have been reported to have 
high complication and readmission rates. the impact of 
leP outcomes after ileostomy creation has not previously 
been studied.

Hypothesis/Aim: to evaluate the association of leP 
with outcome and rates of complications after ileostomy 
creation

Methods/Interventions: a retrospective medical record 
review of patients undergoing ileostomy creation at two large 
tertiary centers between 2014 and 2021 was conducted. 
Patients were categorized depending on their self-reported 
language and were defined as leP when they indicated a 
preferred language other than english. a control group 
of english proficient (eP) patients was created. Patient 
demographics, preoperative health characteristics, length 
of stay, emergency department visits, readmission rates, 
postoperative complications (local and systemic) and the 
time to ileostomy reversal were compared.

Results/Outcome(s): 63 new ileostomates were leP. 
43 (68%) indicated Spanish as preferred language, 11 
(18%) Cantonese/mandarin, and 9 (14%) preferred other 
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non-english languages. an interpreter was involved in 51 
of the leP patients (81%). demographic and preoperative 
variables were similar, with the exception that eP patients 
were more likely to smoke and were less likely to have 
received chemoradiation. there were no significant differ-
ences in length of stay (p=0.519), postoperative emer-
gency department visits (p=0.571) and readmission rates 
(p=1.0) between leP and eP patients. Stoma compli-
cation rates in general (p=0.7), high-output ileostomy 
(p=0.554), peristomal skin complications (p= 0.834) 
and ileostomy reversal rates (p=0.571) did not show a 
significant difference. there was trend for a shorter time 
period till reversal of a temporary ileostomy in eP patients 
(7.1month) vs. leP patients (8.7 month; p=0.094).

Limitations: the retrospective nature and study size 
restricts our ability to generalize from the results. the 
interaction between leP and surgery outcomes is likely to 
be mediated by multiple social determinants of health such 
as insurance barriers and cultural influence.

Conclusions/Discussion: our study found that leP 
ileostomates had similar outcomes regarding the length 
of stay, emergency department visits, readmissions and 
stoma complications compared to their english-speaking 
counterparts. For the majority of the leP patients the 
language barrier was addressed utilizing professional staff 
interpreters or virtual interpreters as well as additional 
educational material in various languages. the efforts 
of our institutions to overcome the language barrier 
with multiple interpreter services and patient navigators 
may bridge the healthcare equity gap for leP patients. 
understanding that leP can play a role in poor healthcare 
outcomes and addressing it with culturally sensitive patient 
navigation services should be emphasized, especially for 
high-risk patients such as new ileostomates.

demographic and perioperative characteristics of patients with an ile-
ostomy by english proficiency. (leP: limited english proficiency, eP: 
english proficiency, Sd: standard deviation, * = statistically significant)

REGIONAL DATABASE ASSESSMENT OF 
ALVIMOPAN USE IN PATIENTS WITH A 
STOMA.

ePoSter aBStraCtS eP121

K. Westfall1, P. Kaarto1, K. Brockhaus1, a. Paulus2, 
J. albright1, C. ramm1, r. Cleary1

1Ann Arbor, MI; 2East Lansing, MI

Purpose/Background: alvimopan decreases postop-
erative ileus and hospital length of stay after colorectal 
surgery, but may be contraindicated in patients with 
stomas due to concern for dehydration and acute kidney 
injury.

Hypothesis/Aim: We aimed to evaluate related 
outcomes of patients with stomas receiving alvimopan.

Methods/Interventions: this retrospective analysis of 
the large regional risk-adjusted michigan Surgical Quality 
Collaborative database was designed to determine if 
colorectal surgery patients with a stoma benefit from 
perioperative alvimopan by comparing patients receiving 
perioperative alvimopan with those who did not. eligible 
patients underwent colorectal surgery from January 2010 
through march 2020. main outcome measures were 
hospital length of stay, time to return of bowel function, 
postoperative ileus, and postoperative acute kidney injury.

Results/Outcome(s): Within our cohort, 14,238 
patients did not receive alvimopan and 4,957 did receive 
alvimopan. of the patients who received alvimopan, 
4,438 did not have a stoma and 445 did have a stoma. 
there were several significant demographic and comor-
bidity differences between groups. unadjusted outcomes of 
patients with stomas showed that the alvimopan group had 
significantly shorter length of hospital stay (mean 5 days 
vs 6 days, p<0.001), and no significant change in return of 
bowel function (median 2 days vs 2 days, p=0.63), post-
operative ileus (5.6% vs 4.2%, p=0.24), and postoperative 
acute kidney injury (2.0% vs 3.4%, p=0.19). after adjust-
ment, multivariate analysis confirmed that alvimopan was 
significantly associated with shorter length of hospital 
stay (p<0.001), and also confirmed that there was no 
significant difference between groups for time to return of 
bowel function (p=0.63) or postoperative ileus (p=0.62). 
Subgroup analysis showed that alvimopan was associated 
with significantly decreased hospital length of stay for 
patients with ileostomies (p<0.001), as well as significantly 
decreased hospital length of stay (p<0.001) and postoper-
ative ileus(p=0.03) for patients with colostomies. logistic 
regression analysis showed that alvimopan was associated 
with decreased acute kidney injury in patients with stomas 
(p=0.3), ileostomies (p=0.5), and colostomies (p=0.34) 
but the differences were not significantly different.

Limitations: this retrospective analysis allows for 
the introduction of selection bias. Furthermore, other 
confounding enhanced recovery variables may be missed 
that contribute to shorter Gi recovery.
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Conclusions/Discussion: alvimopan decreases hospital 
length of stay in patients with stomas and is associated 
with shorter time to return of bowel function and less post- 
operative ileus in patients with ileostomies. alvimopan 
does not increase acute kidney injury in patients with 
stomas.

ROBOTIC TRANSVERSUS ABDOMINIS RELEASE 
FOR COMPLEX PARASTOMAL HERNIA REPAIR: 
TECHNIQUES FOR SUCCESS.

ePoSter aBStraCtS eP122

J. Frankel1, S. Kim2, J. Kukreja2, B. Kassel3, a. Pratap2

1Lexington, KY; 2Aurora, CO; 3Denver, CO

Purpose/Background: Complex parastomal hernia 
(PH) is a common and perplexing problem. the purpose 
of this report is to describe the technical pearls for robotic 
transversus abdominis release (tar) to repair CPH.

Hypothesis/Aim: our aim is to simplify a complex 
technique in order to improve outcomes after CPH repair.

Methods/Interventions: Between august 2017 and 
august 2021, 13 patients underwent robotic tar repair of 
CPH at the university of Colorado Hospital. these repairs 
were completed by one surgeon with advanced training in 
robotics. there were 10 oncologic and 3 non-oncologic 
stomas. ten CPH were recurrent after previous failed 
keyhole technique.

Results/Outcome(s): median operating time was 220 
min (160-290 min). there were no intraoperative compli-
cations. no seroma or hematoma was noted. median 
post-operative stay was 3 days (1-7 days). median follow up 
was 23 months (9-32 months). there was one recurrence 
which occurred after 6 months.

Limitations: it is a single-institution, single surgeon 
study which can lead to selection bias. there is low power 
in this study due to a small sample size.

Conclusions/Discussion: although there is no gold 
standard repair of CPH, robot assisted transversus abdom-
inis release (tar) is preferred over intraperitoneal onlay 

techniques for avoidance of mesh viscera adhesions, fist-
ulization, and need for fixation. However, the procedure 
is technically challenging with a steep learning curve. to 
prevent complications and to optimize patient outcomes, 
proper patient selection, positioning, port placement, 
dissection, and mesh deployment are critical. the tech-
nical pearls described in this article familiarize surgeons 
with a framework for tar repair of CPH. our results 
illustrate that breakdown of the procedure into a series of 
8 steps can result in successful repair for most CPH.

A RARE CASE OF SELF-INSERTED LARGE 
RECTAL FOREIGN BODY.

ePoSter aBStraCtS eP123

S. yelika1, S. leibou2

1Stony Brook, NY; 2Tel Aviv, Israel

Purpose/Background: Self-inserted foreign bodies have 
become a common mechanism for anorectal trauma. We 
are presenting as a challenge, the largest rectal foreign 
body ever described in the literature.

Hypothesis/Aim: to highlight a unique case report of 
a large, impacted rectal foreign body and its management.

Methods/Interventions: this is a case report.
Results/Outcome(s): the patient we are presenting is a 

middle-aged male with an unremarkable past medical and 
surgical history who arrived at the emergency department 
complaining of a large, self-inserted rectal foreign body, 
which appeared impacted. He complained of abdominal 
pain in left upper and left lower quadrants as well as pelvic 
pain and pressure. after further workup and imaging, 
a transanal extraction was attempted and was unsuc-
cessful. then we converted to exploratory laparotomy, 
sigmoid colotomy, primary closure, and loop ileostomy. 
intraoperative findings showed a large redundant sigmoid 
with a foreign body measuring 45x12 cm. there were no 
intraoperative complications. His post-operative course 
was uneventful, and he was discharged home on Pod 
4 after tolerating regular diet. He was brought back 3 
months post-operatively for reversal of ileostomy, which 
was uneventful. Gross exam of the specimen showed a soft 
rubber, purple-red object 42 cm in length and between 6 
to 10 cm in diameter.

Limitations: We declare no limitations in this case 
report.

Conclusions/Discussion: appropriate management of 
impacted rectal foreign bodies is crucial. these have been 
known to cause colonic obstruction, perforation, sepsis, 
and death. expeditious removal of these objects is crucial 
to prevent serious complications from developing.
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IMPLICATIONS OF A NEGATIVE 
INTRAOPERATIVE METHYLENE BLUE TEST: 
RE-DEFINING COLOVESICAL FISTULA CARE.

ePoSter aBStraCtS eP124

G. Han, K. Jogerst, K. Faraj, a. Khan, t. young-Fadok
Scottsdale, AZ

Purpose/Background: Postoperative management 
of colovesical fistula repair traditionally consisted of 
indwelling urinary catheter for seven to ten days, followed 
by a cystogram prior to discontinuation.

Hypothesis/Aim: to evaluate the impact of an intraop-
erative dye test and the safety of earlier catheter removal.

Methods/Interventions: a retrospective observational 
study was performed at a single tertiary healthcare facility, 
mayo Clinic arizona. all patients undergoing coloves-
ical fistula repair for benign pathology from 7/1/2003 to 
3/31/2020 were included. Binary categorical outcomes 
and continuous variables were analyzed using Pearson’s 
chi-squared test and Wilcoxon rank-sum test, respectively. 
the primary outcome studied was Foley catheter duration. 
Secondary outcomes included intraoperative cystogram 
results, intraoperative bladder repair, postoperative cysto-
gram results, length of stay and thirty-day complications. a 
subanalysis was completed looking at outcomes before and 
after adoption of an eraS® protocol.

Results/Outcome(s): there were 100 patients that met 
inclusion criteria: 63% were male. the median age was 69 
and the median Bmi was 26. the underlying etiology was 
diverticulitis in 98% of cases. intraoperative methylene 
blue was used in 58% and this group was significantly less 
likely to undergo a bladder repair (6.9% vs. 50%, p<0.001), 
had shorter catheter duration (4 vs. 7 days, p<0.001), 
and shorter length of stay (5 vs. 6 days, p=0.035). the 
pre-eraS® group consisted of 60 patients and the 
eraS® group had 40 patients. the eraS® group had a 
shorter time to cystogram (4 vs. 7 days, p=0.020), shorter 
length of stay (4 vs. 7 days, p=0.003), and fewer thirty-day 
complications (30% vs. 55%, p=0.014). all catheters 
were removed without any bladder-related complications 
in either group. all negative intraoperative dye tests had 
negative postoperative cystograms.

Limitations: this was a retrospective study. Surgeon 
preference affected intraoperative dye usage, eraS® 

protocol adherence, timing of postoperative cystogram, 
and postoperative catheter duration.

Conclusions/Discussion: intraoperative methylene 
blue testing can help detect significant bladder disruptions 
in colovesical fistulas. a negative intraoperative dye test 
identifies which patients do not require bladder repair. 
all negative intraoperative dye tests correlated 100% with 
negative postoperative cystograms. alongside eraS® 
protocols, it permits earlier Foley catheter removal and 
hospital discharge.

ROBOTIC COLOSTOMY TAKEDOWN IS 
FEASIBLE AFTER OPEN HARTMANN’S 
PROCEDURE.

ePoSter aBStraCtS eP125

a. Vagasi1, r. Weller2, n. ahn2, S. Bibi Soleh1, 
F. Caliendo1, d. Pappas1, P. denoya2, d. nagle2

1Oceanside, NY; 2Stony Brook, NY

Purpose/Background: data for robotic end colostomy 
takedown after Hartmann’s procedure is scarce, possibly 
due to fear of hostile abdomen from the index operation, 
most of which are contaminated and are performed open.

Hypothesis/Aim: to evaluate the safety and viability of 
applying a robotic approach to Hartmann reversals.

Methods/Interventions: this is a multi-institutional 
observational study. over a 30-month period, patient 
data was collected at a large university hospital and a 
community hospital for those who underwent robotic 
takedown of end colostomy. Surgeries were performed by 5 
surgeons. outcome measures included operative time, rate 
of conversion to open, time to return of bowel function, 
length of stay, need for reoperation, readmission rate, and 
postoperative complications, in addition to the patient 
demographics and conditions of the initial surgery.
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Results/Outcome(s): there were 19 patients: 8 at the 
university hospital and 11 at the community hospital. 
mean age was 64 years (range 35-87). mean Bmi was 28.7 
(range 21.6-41, median 26.5). most common indication 
for the Hartmann procedure was perforated diverticulitis 
(12/19, 63%). other indications included sigmoid volvulus, 
stercoral colitis, and rectosigmoid or gynecological malig-
nancy. majority of the cases had either a localized abscess 
(4) or diffuse peritonitis (9) and were performed as a lapa-
rotomy (12); in addition, 2 were performed robotically and 
2 laproscopically. average wait time before reversal was 8.5 
months (range of 3-17 months). mean operative time was 
222 minutes (range 83-335 minutes). eighteen of the 19 
cases (95%) were successfully performed robotically. one 
case was unable to be reversed, even after conversion to 
an open technique, but no other cases required conversion 
to laparoscopy or open. on average, patients had return 
of bowel function with either flatus or bowel movement 
after 1.8 days (range 1-3) and were discharged on post-op-
erative day 4 (range 3-6). two patients developed minor 
wound complications and one developed Gi bleed in the 
immediate postop period with no clear source identified on 
sigmoidoscopy and which resolved without further inter-
vention. there were no anastomotic leaks, reoperations, 
or readmissions.

Limitations: this retrospective study provides a some-
what larger scale report of successful robotic Hartmann 
reversals beyond case reports.

Conclusions/Discussion: robotic takedown of end 
colostomy after Hartmann’s procedure is feasible and 
provides the patient the benefit of minimally invasive 
surgery despite previous history of abdominal contami-
nation and open surgery. Fear of a hostile abdomen from 
the index operation likely deters from planning a robotic 
approach in general. our experience of a 95% success rate, 
despite the previous history of abscesses or diffuse perito-
nitis in the majority of the cases (68%), demonstrates the 
safety and feasibility of the robotic approach for colostomy 
takedowns.

TURNBULL-CUTAIT OPERATION IS AN 
ALTERNATIVE TO PERMANENT OSTOMY IN 
COMPLEX PELVIC FISTULAS PATIENTS.

ePoSter aBStraCtS eP126

o. lavryk, B. Bandi, X. Jue, C. Justiniano, C. Floruta, 
t. Hull
Cleveland, OH

Purpose/Background: Complex pelvic fistulas asso-
ciated with Crohn’s disease (Cd), pelvic radiation, or 
prior repairs often culminate in a permanent ostomy. a 
turnbull-Cutait (tC) may be an alternative treatment.

Hypothesis/Aim: to analyze if a tC is a feasible option 
in fistula patients who desire to avoid permanent ostomy.

Methods/Interventions: tC is a colonic pull-through 
procedure with a 2-stage colonic hand-sewn anastomosis 
for intestinal reconstruction, which can be used to address 
complex pelvic fistulas including rectovaginal (rVF) and 
rectourethral fistulas (ruF). the first stage entails resec-
tion of the diseased colorectal segment and exteriorization 
of proximal colon through the anus, followed by the second 
stage approximately 7 days later with a hand-sewn coloanal 
anastomosis. a temporary diverting loop ileostomy (dli) 
is used. a prospectively maintained database (1977-2021) 
was queried to identify patients who underwent a 2-stage 
tC procedure in the setting of persistent/recurrent rVF 
or ruF. Patients’ demographics, diagnosis, past surgical 
history and fistula etiologies were analyzed. the primary 
outcome was maintenance of intestinal continuity and 
reversal of dli. tC failure was defined as creation of a 
permanent colostomy, permanent ileostomy or non-re-
versed dli, which became permanent. Kaplan-meier anal-
ysis was employed for stoma-free survival analysis.

Results/Outcome(s): among 81 tC patients, 26 had 
a rVF and 4 ruF and were included in this study. there 
were 26 (87%) females, mean age was 51.6 ± 2.3 years old, 
and mean Bmi was 28 ± 3.2 kg/m2. the index diagnoses 
were rectal cancer (21,70%), prostate cancer (3,10%), 
Cd (4,13%), diverticulitis (1,3%) and endometriosis 
(1,3%). the etiology of the fistulas was often multifactorial 
including a history of prior low anterior resection compli-
cated by anastomotic leak (27, 90%), radiation-induced 
(9, 30%) and/or Cd (4, 13%). all patients had a history of 
prior fistula repair(s) including either advancement flaps 
or gracilis muscle interposition. median follow-up was 
2.3 years. 29 (97%) patients had their dli closed postop-
eratively and 1 (3%) kept the dli as a personal choice. 
a total of 8 patients (27%) were considered tC failures 
ultimately undergoing permanent stoma creation: 5 (17%) 
had a colostomy and 3 (10%) an ileostomy. among rVF 
patients with tC failure (n=6, 20%), the causes were exte-
riorized colon ischemia (n=2, 7%), fecal incontinence, 
recurrent rVF, complex perineal Cd, and anastomotic 
stricture (n=1, 3%), respectively. among ruF patients 
the sole reason for tC failure was fecal incontinence. the 
Kaplan-meier ostomy-free survival analysis estimated that 
at 1 year 80% of patient’s maintained intestinal continuity, 
63% at 2 years and 55% at 3 years.

Limitations: Small sample size.
Conclusions/Discussion: tC is a safe salvage operation 

for patients with recurrent rVF and ruF after previous 
repairs. tC allows the majority of patients to maintain 
intestinal continuity and avoid a permanent ostomy.
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LAYERED ABDOMINAL WALL CLOSURE 
TECHNIQUE FOR PREVENTION OF STOMA 
SITE INCISIONAL HERNIA AFTER STOMA 
REVERSAL.

ePoSter aBStraCtS eP127

S. Bunyajetpong
Bangkok, Thailand

Purpose/Background: Stoma reversal is associated with 
high incidence of stoma site incisional hernia (SSiH). We 
propose an improved surgical approach; layered abdominal 
wall closure technique with modified continuous rectus 
sheath block (mcrSB) to reduce SSiH and improve 
post-operative outcomes.

Hypothesis/Aim: layered closure of abdominal wall 
was associated with reduction of SSiH and improvement 
of post-operative outcomes.

Methods/Interventions: a retrospective study of stoma 
reversal was conducted. Conventional abdominal fascial 
closure were historically compared with layered abdom-
inal wall closure technique with mcrSB. SURGICAL 
TECHNIQUE operation was performed under general 
anaesthesia. the loop enterostomy was mobilized and 
closed as per routine. Highlights of layered closure tech-
nique include: dissection at the anterior rectus sheath 
to free it from deep subcutaneous fascia, identification 
of the posterior rectus sheath which blended with the 
transversus abdominis aponeurosis, Closure of the poste-
rior rectus sheath with interrupted long acting absorbable 
monofilament suture (PdS 1), insertion of a multi-orifice 
epidural catheter into the space between rectus abdominis 
muscle and posterior rectus sheath under direct vision via 
an 18-G tuohy needle using railroad technique, Closure 
of the anterior rectus sheath with interrupt long acting 
absorbable monofilament suture (PdS 1), Skin closure 
with purse string technique, and immediate bolus of 5 ml 
of 0.2% bupivacaine followed by continuous infusion rate 
of 2 ml per hour for 48 hours. Patients were follow-up by 
clinical assessment and post-stoma closure Ct scan at 2 
years. Primary outcome was radiological SSiH rate. the 
secondary outcomes were clinical SSiH rate, pain score at 
12 hours, 24 hours and 48 hours post-stoma closure, total 

opioid consumption, length of hospital stay, and post-
stoma closure complications. univariate and multivariate 
analysis were used to identify risk factors for SSiH.

Results/Outcome(s): radiological and clinical SSiH 
were significantly lower in the interventional group 
compared to the conventional group, 6.2% vs 39.5%, 
p<0.001 and 4.6% vs 14.5%, p=0.05 respectively. the 
pain score at 12 hours, 24 hours, and 48 hours after stoma 
reversal as well as total opioid consumption was signifi-
cantly lower in the interventional group. there was no 
significant difference in post-operative ileus and morbid-
ities. Conventional fascial closure technique, higher aSa 
score, thicker subcutaneous fat, and thinner rectus abdom-
inis muscles were associated with higher risk of SSiH.

Limitations: Conventional fascial closure group was 
performed by several surgeons and the layered closure 
group was performed by a single surgeon with standardized 
steps.

Conclusions/Discussion: the layered abdominal wall 
closure technique significantly reduces the development of 
SSiH and enables mcrSB of local anaesthesia to improve 
pain control and reduce opioid requirements.

Table : Factors in development of Surgical Site Incisional Hernia 

univariate and multivariate analysis
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SPLENIC FLEXURE MOBILIZATION DURING 
ELECTIVE SIGMOID RESECTION RESECTION 
FOR DIVERTICULAR DISEASE: OBLIGATORY 
OR SELECTIVE?

ePoSter aBStraCtS eP128

B. Kuritzkes, a. athanasios, K. Herman, J. Knowles, 
S. lee-Kong, m. Bertucci Zoccali, d. Bakes, B. dionigi, 
J. Church, r. Kiran
New York, NY

Purpose/Background: Splenic flexure mobilization 
(SFm) facilitates colorectal anastomosis but is not oblig-
atory during sigmoidectomy for diverticulitis. While SFm 
ensures predictability of colon reach and anastomotic 
vascularity, it is technically difficult. Whether SFm influ-
ences postoperative outcome is unknown.

Hypothesis/Aim: to determine whether SFm influ-
ences perioperative morbidity or anastomotic outcome 
after elective sigmoid resection for diverticular disease.

Methods/Interventions: review of a prospective insti-
tutional colorectal outcomes database was performed after 
obtaining review board approval. all adult patients who 
underwent elective sigmoid colectomy for diverticular 
disease at a quaternary referral hospital between 2013-
2021 were included; patients were excluded for emer-
gency surgery, Hinchey classification 3-4, and colostomy 
creation. demographics, comorbidity, and intraoperative 
variables were retrieved. outcomes, including overall 
complication, surgical site infection, anastomotic leak, and 
ileus were assessed. univariable association between SFm 
and outcome was determined using Pearson Chi-squared 
or mann-Whitney u tests, as appropriate; statistical signif-
icance was defined as p<0.05.

Results/Outcome(s): 379 elective sigmoid colectomies 
with colorectal anastomosis were performed for divertic-
ular disease during the study period; 207 (54.4%) colec-
tomies included SFm. demographics and comorbidity 
were similar in patients who did or did not undergo SFm. 
the median age was 60.5 years (interquartile range, iQr, 
50.9-71.0 years), and 162 (42.9%) were female. operating 
surgeon differed significantly, as Surgeon 1 did not 
routinely perform SFm, whereas Surgeon 2 did (p<0.001). 
the median specimen length was 22.0cm (iQr 18.0-
26.3cm) and was similar between groups. Patients who 
underwent SFm were more likely to have Hinchey class 1 
disease (41/66 vs. 30/69, p=0.004). the incidence of any 
30-day post-operative complication was 26.6% (n=101); 
among patients who underwent SFm, 60 (29.1%) had any 
complication, compared with 41 (23.7%) among patients 
who did not undergo SFm (p=0.2). rates of surgical site 
infection, anastomotic leak, ileus, and other complications 
were also similar between the two groups (table 1).

Limitations: the retrospective nature of this series, 
and the practice of selective SFm, are potential sources 
of bias. these are mitigated by the large sample size, strict 

inclusion and exclusion criteria, and use of a prospectively 
collected colorectal database.

Conclusions/Discussion: SFm is not associated with 
increased risk of perioperative morbidity or improved anas-
tomotic outcome when performed during elective sigmoid 
resection for diverticular disease by colorectal surgeons in 
a high-volume center. these data suggest that, provided 
sound principles for anastomotic construction including 
no tension and good vascularity can be ensured, SFm can 
be selectively chosen in the performance of sigmoid colec-
tomy for diverticular disease.

PERISTOMAL INFECTIONS ARE INFREQUENT 
AND NOT ASSOCIATED COMMON SSI RISK 
FACTORS.

ePoSter aBStraCtS eP129

d. Hu, K. umanskiy, r. Hurst, n. Hyman, K. olortegui, 
B. Shogan
Chicago, IL

Purpose/Background: Surgical site infections (SSi) are 
thought to be caused by direct bacterial exposure. Within 
this framework, ostomy sites would be at extreme risk for 
SSi, yet, this is often not observed in practice.

Hypothesis/Aim: determine the relative incidence and 
risk factors for peristomal infections.

Methods/Interventions: this is a retrospective study 
of a tertiary care academic center using a single-institu-
tion participant data file from the aCS nSQiP database. 
Patients who underwent a colorectal resection between 
7/1/2014 and 6/30/2020 were identified. trauma cases 
and patients under 18 years of age were excluded. Patients 
that underwent an ostomy and/or were reported to have 
developed any SSi from the nSQiP database then under-
went manual chart review to confirm ostomy type, type 
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of SSi (superficial, deep, or organ space) and location of 
SSi (surgical incision vs peristomal). Because our focus 
was infection of the skin and fascial level, organ space 
SSi’s were excluded. Patient demographics and clinical 
variables were abstracted. Statistics were performed with 
chi-squared and t-test analyses.

Results/Outcome(s): 1730 CrS patients underwent 
colorectal surgery during the study period. a total of 200 
SSi cases were identified (11.6%). 82 patients with an 
organ space SSi were excluded leaving a final cohort of 
118 patients, and an overall incidence of superficial and 
deep SSi of 6.8%. Patients undergoing ostomy creation had 
a higher rate of incisional SSi (7.8% vs. 4.3%; p=0.002). 
despite the increased incidence of incisional SSi in ostomy 
patients, the incidence of peristomal infections was only 
2% (n=16/792; p=0.001). Peristomal infections were 
most common in end ileostomies (n=11), followed by loop 
ileostomies (n=3), and end colostomies (n=2). elevated 
Bmi (28.8 vs. 24.8; p=0.006), smoking (23.4% vs. 12.9%; 
p=0.03), and length of surgery (mean 309 minutes vs. 
249 minutes; p=0.008) were all associated with the 
development of an incisional SSi in ostomy patients. 
Strikingly, none of these variables, nor any other known 
SSi risk factors, were associated with the development 
of a peristomal SSi. Patients who developed a peristomal 
infection had a significantly higher 30-day readmission rate 
compared to ostomy patients without SSi (25% vs. 8.5%; 
p=0.02).

Limitations: this is a retrospective single institution 
study.

Conclusions/Discussion: although ostomy creation is 
associated with SSi, infections in the stoma wound itself 
are relatively rare and are not associated with the common 
SSi risk factors. this suggests a unique pathogenesis for 
peristomal infections compared to incisional SSi’s. Perhaps 
more importantly, understanding the low incidence of SSi 
in these heavily contaminated wounds may inform novel 
methods to prevent the more common incisional SSi.

RACIAL DISPARITIES IN SURGICAL 
OUTCOMES OF ACUTE DIVERTICULITIS: HAVE 
WE MOVED THE NEEDLE?

ePoSter aBStraCtS eP130

C. Braschi, J. liu, a. moazzez, B. Petrie
Torrance, CA

Purpose/Background: there has been increasing 
national attention on reducing healthcare disparities. Prior 
studies cite worse surgical outcomes and less use of laparos-
copy for Black patients with diverticulitis. re-evaluation 
of these disparities is lacking despite national initiatives to 
improve health equity.

Hypothesis/Aim: to evaluate the association of race 
with short-term outcomes and surgical approaches in 
patients with acute diverticulitis.

Methods/Interventions: the national Surgical Quality 
improvement Program (nSQiP) database was queried 
for patients who underwent non-elective surgery for 
acute diverticulitis from 2015-2019. Severity of presenta-
tion, morbidity, mortality, surgical approach, and ostomy 
creation were compared by race.

Results/Outcome(s): of the 13,996 patients included 
in the study, 82.4% were White, 7.6% were Black, 1.1% 
asian, 0.61% american indian/alaska native, and 0.20% 
native Hawaiian/Pacific islander (nH/Pi). overall 30-day 
morbidity was 44.3% and 30-day mortality was 3.9%. 
in multivariate logistic regression analysis, compared to 
Whites, Black race was independently associated with 
higher 30-day morbidity (or:1.24, 95%Ci:1.07-1.43, 
p=0.003), and nH/Pi race was independently associ-
ated with higher mortality (or:5.35, 95%Ci:1.32-21.6, 
p=0.019). there was no difference in complicated disease 
(abscess or perforation), use of laparoscopy, or ostomy 
creation among races.

Limitations: this study includes only nSQiP-associated 
hospitals. Given the nature of this retrospective database 
study, it could not be determined whether race was self- 
reported or not.

Conclusions/Discussion: despite national efforts to 
achieve equity in healthcare, disparities persist in surgical 
outcomes for those with diverticulitis. Black and nP/Pi 
race are independently associated with increased morbidity 
and mortality, respectively. use of laparoscopy, however, 
is no longer different by race suggesting some gaps may be 
closing.

DIVERTICULITIS AND CONNECTIVE TISSUE 
DISEASE.

ePoSter aBStraCtS eP131

S. Stapleton, r. Batra, t. Gan, y. rudnicki, K. mathis, 
S. Kelley
Rochester, MN

Purpose/Background: Colonic diverticulitis is a 
common disease with evolving management pathways. it 
is unknown what surgical best practices should extend 
to diverticulitis patients with connective tissue diseases 
(Ctd).

Hypothesis/Aim: to describe the clinical and surgical 
management of diverticulitis in patients with Ctd.
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Methods/Interventions: a retrospective institutional 
review of patients receiving treatment for diverticulitis was 
performed for the years 1991-2020. inclusion criteria were 
all adult patients diagnosed with diverticulitis. Within 
this group, individuals diagnosed with four common 
types of Ctd were identified: marfan syndrome; ehlers-
danlos syndrome; Scleroderma; systemic lupus erythema-
tosus. Primary outcomes were rates of hospital admission, 
hospital length of stay, subsequent colon resection, fecal 
diversion, and 30-day postoperative mortality. Patients 
were excluded if they had a history of prior total colectomy 
or inflammatory bowel disease. institutional review board 
approval was obtained prior to beginning the study.

Results/Outcome(s): a total of 38,235 cases were 
analyzed, of which 215 carried a diagnosis of Ctd. the 
average age of the study population was 64.0 (±14.3) years, 
contained 53.6% females, 91.7% whites, with a mean Bmi 
32.9 (±12.6). With respect to the control population, those 
with Ctd were younger 57.1 vs. 64.0 years (p<0.001), 
more often female 78.6% vs. 53.9% (p<0.001), and had 
higher Charlson scores 3.3 vs. 1.9 (p<0.01). Furthermore, 
the Ctd group was more likely to use steroids 22.3% vs 
7.9% (p<0.001), and disease-modifying medications 24.2% 
vs. 1.2% (p<0.001). Ctd patients had higher rates of 
diverticulitis related hospital admissions 57.7% vs. 17.9% 
(p<0.001), which lasted longer 8.0 (±11.21) vs 4.9 (±4.77) 
days (p<0.001). moreover, the Ctd group was more likely 
to undergo at least a partial colonic resection 33.0% vs 
16.3% (p<0.001). of the colonic resections performed the 
Ctd group was less likely to receive a primary anasto-
mosis alone 45.1% vs 55.8% (p<0.001), and more likely to 
receive a primary anastomosis with temporary diversion of 
the fecal stream 11.3% vs 2.1% (p<0.001) or a Hartmann 
procedure 43.7 vs 42.1 (p<0.001). lastly there was no 
increase in all-cause mortality 0.9% vs. 1.2% (p=0.74). 
(table)

Limitations: this study has limitations. First, this 
represents a retrospective study of in-hospital data without 
long-term follow-up. additionally, as with all administra-
tive data, there is potential for missing or incorrectly coded 
clinical data.

Conclusions/Discussion: diverticulitis patients with 
connective tissue diseases have longer, more complicated, 
disease courses and are more likely to require surgical 
intervention. However, they are not at higher risk of 
mortality. to date, this is the first series assessing the joint 
history of diverticulitis and connective tissue disease.
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ACUTE COMPLICATED COLONIC 
DIVERTICULITIS IN PATIENTS WITH COVID-
19: A SINGLE-CENTER CASE SERIES.

ePoSter aBStraCtS eP132

r. Cabantac, S. rubrica, a. abella, H. monroy
Taguig City, Philippines

Purpose/Background: the management of acute 
diverticulitis has evolved, adapting a more individualized 
approach. With a high postoperative mortality rate in 
patients with CoVid-19, adapting a more conservative 
management could be beneficial for the management of 
acute complicated diverticulitis.

Hypothesis/Aim: this study aims to review the clinical 
profile, treatment strategies and outcomes of CoVid-19 
patients with acute complicated colonic diverticulitis at a 
single tertiary hospital in the Philippines.

Methods/Interventions: the study is a descriptive case 
series on CoVid-19 patients who were also diagnosed with 
acute colonic diverticulitis between may 2020 to august 
2021 at a single tertiary institution in the Philippines. 
the demographics, clinical history, severity of CoVid-
19, type of intervention, and post-procedural outcomes 
of the five patients are reported. Whole abdomen Ct 
scan was performed in confirming the presence of colonic 
diverticulitis.

Results/Outcome(s): Five cases of CoVid-19 diag-
nosed concomitantly with acute colonic diverticulitis 
were included in the study. all five cases underwent an 
intervention for their diverticular disease. one patient 
underwent surgical intervention after failure of conserva-
tive management. Four patients underwent percutaneous 
drainage. two of them were successfully treated with 
percutaneous drainage while the other two had treatment 
failure. the first case of treatment failure subsequently 
underwent surgery with a good postoperative outcome. 
the second case, however, succumbed to CoVid-19 
complications.

Limitations: there are two limitations of this study. 
First, this is a mainly a descriptive case series study design; 
hence, no statistical analyses were performed. Second, the 
patients included were limited only to CoVid-19 with 
complicated diverticulitis who needs an intervention, 
either percutaneous or surgical approaches.

Conclusions/Discussion: this case series was able to 
demonstrate that a nonoperative approach can be safely 
employed in managing acute complicated diverticulitis 
without jeopardizing the treatment of CoVid-19. in the 
same way, utilizing this conservative method provides an 
opportunity to optimize the patient if surgery is eventually 
needed.

ARE ROUTINE CULTURES FROM IMAGE 
GUIDED PERCUTANEOUS DRAINS OF 
INTRABDOMINAL ABSCESSES USEFUL?

ePoSter aBStraCtS eP133

a. esposito, r. Hao, i. leeds, a. mongiu, V. reddy, 
W. longo, H. Pantel
New Haven, CT

Purpose/Background: routinely culturing infected 
material found at the time of surgery for abdominal infec-
tions is not a currently recommend evidence-based prac-
tice. yet frequently cultures are sent from these infections 
when they are managed by image guided percutaneous 
drains.

Hypothesis/Aim: Similar to operative cultures, routine 
cultures from image guided drains for abdominal abscess 
does not alter treatment.

Methods/Interventions: a retrospective review of elec-
tronic health records was performed from 2013 to 2021 for 
adult patients admitted with diverticulitis or appendicitis 
with an intrabdominal abscess managed with image guided 
percutaneous drainage. Patients were excluded for active 
chemotherapy, HiV, or history of solid organ transplant. 
data pertaining to hospital course, antibiotic treatments, 
and microbiology was collected. the primary outcome was 
the rate that culture data influenced antimicrobial therapy, 
determined by matching abscess cultures to changes in 
antimicrobial therapy. this rate was compared to current 
evidence-based recommendations on surgical cultures of 
abdominal infections from the infectious disease Society 
of america. Following direct comparison, a binomial 
regression was also performed.

Results/Outcome(s): there were 206 patients that 
met inclusion criteria. of these, 57 % were admitted for 
diverticulitis and 43% for appendicitis. Patients were 56% 
female, had a median age of 62, and 13% were active 
smokers. the median length of hospitalization was 7 days 
(range: 1-78) and the median antibiotics course was 7 days 
(range: 1-36). the primary outcome measure of culture 
data from percutaneous drains impacting antimicrobial 
therapy was 9% (18). a culture was obtained from 96% of 
drains, with 78% of cultures with growth. Cultures grew 
multiple bacteria in 67%, mixed variety without speciation 
in 13%. the most common pathogen was Bacteroides 
family at 34% of all bacteria. the most common empiric 
antibiotic regimen was ceftriaxone and metronidazole, 
used in 57% of patients. only length of hospital stay 
(p<0.01) and presence of bacteria with any antibiotic 
resistance (p<0.01) were associated with higher likelihood 
of culture data influencing antimicrobial therapy.

Limitations: this study was limited by its retrospective 
nature and use of a single institution’s microbiome.

Conclusions/Discussion: microbiology data from image 
guided percutaneous drains of abdominal abscesses altered 
antimicrobial therapy in 9% of patients, which is lower 
than previously published literature on surgical cultures 
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altering management. Given this lower rate of culture 
data from drains altering management, similar to current 
recommendations for surgical cultures, there is little 
benefit in routinely obtaining cultures of the infected 
material from abdominal abscess managed with percuta-
neous drains.

Figure 1. Culture results from image guided percutaneous drainage of 
intrabdominal abscess.

INTESTINAL PERFORATION SECONDARY 
TO HISTOPLASMOSIS: A MAYO CLINIC 
EXPERIENCE.

ePoSter aBStraCtS eP134

J. yonkus, r. Pride, d. moravec, r. Graham, K. mathis, 
S. Kelley
Rochester, MS

Purpose/Background: intestinal perforation secondary 
to disseminated histoplasmosis is rare but must be consid-
ered in patients with signs of systemic histoplasmosis and 
Gi complaints, particularly if immunocompromised.

Hypothesis/Aim: our study is a case series aimed 
at describing our institutional experience with a rare 
condition.

Methods/Interventions: the present case-series is a 
single institution, multi-center, retrospective review of 
patients presenting with intestinal perforation secondary 
to histoplasmosis. this study was performed with approval 
of the institutional review Board. a prospectively main-
tained institutional database was queried for patients who 
experienced intestinal perforation secondary to histo-
plasmosis. this database was searched from 2004-2019 
and included all patients eighteen years of age or greater. 
Patient presentation, demographics, treatment course, and 
outcomes were gathered and analyzed.

Results/Outcome(s): a total of four patients were 
identified and included in this case series. median age 
was 69 and three of the four patients were female. all 
patients were immunosuppressed on steroids at the time of 
presentation. all patients were also being maintained on 
at least one additional immunosuppressive medication for 
a variety of reasons including prior heart transplant, rheu-
matoid arthritis, psoriatic arthritis, and Crohn’s disease. 
all patients presented to the emergency department with 
a chief complaint of abdominal pain and were determined 
to have intestinal perforation based on physical examina-
tion findings and subsequent imaging. three of the four 

patients were taken directly from the emergency depart-
ment to the operating room. one patient had a delay in 
diagnosis and was first treated conservatively as a Crohn’s 
flare. two of the four patients required critical care in the 
peri-operative setting. all patients underwent resection of 
the perforated segment of intestine. diagnosis of histoplas-
mosis was determined based on histopathologic evaluation 
of resected segments of bowel. after confirmation of 
diagnosis, patients were treated uniformly with antifungal 
medication. length of hospital stay ranged from 4 to 36 
days. no patients experienced complications related to 
their operation.

Limitations: our study is descriptive in nature and 
includes only a small number of patients. data was 
collected from a single institution in a retrospective 
fashion.

Conclusions/Discussion: While histoplasmosis is a 
relatively common disease in endemic areas, disseminated 
histoplasmosis is rare and can, on occasion, present as 
intestinal perforation. treatment requires operative resec-
tion, tissue diagnosis, and treatment with antifungals.

OUTCOMES OF MINIMALLY INVASIVE 
APPROACHES IN EMERGENCY COLORECTAL 
SURGERY.

ePoSter aBStraCtS eP135

a. Paranjpe1, K. Bowers1, t. luan1, d. lowe2, H. Bahna1, 
J. ray3

1Atlantis, FL; 2Nashville, TN; 3Miami, FL

Purpose/Background: as technique and experience 
evolve, minimally invasive surgery (miS) has become 
the standard for elective colorectal surgery; in emergency 
settings, open laparotomy is often favored for various 
reasons.

Hypothesis/Aim: to determine if outcomes of miS are 
improved compared to open in emergency colectomies for 
broad indications.

Methods/Interventions: We performed a multicenter, 
retrospective review using a single hospital system’s 
national inpatient database, spanning 20 states. We 
included all patients, 18 years of age or above, who 
underwent at least one emergency colon resection for 
either benign or malignant disease, from January 2017 to 
december 2019. Patients who underwent elective proce-
dures or had unknown status or technique were excluded. 
Statistical analyses were performed using SaS software. 
We used regression analysis to determine the independent 
predictors of outcomes of open vs miS (laparoscopic or 
robotic) including admission length of stay, readmission 
rate, mortality and post-operative complications (sepsis, 
SSi, bleeding, anastomotic leak), while controlling for 
sociodemographic factors and Charleston Comorbidity 
index (CCi).



 99

Results/Outcome(s): our final sample consisted of 
1290 patients [miS (n=612) vs open (n=678)]. on 
univariate analysis, groups were comparable in demo-
graphics apart from CCi distribution with open procedures 
being performed significantly more often in the moderate 
and high groups. Based on linear regression model, patients 
in miS group stayed an average of 1 day less in the hospital 
compared to open (p<0.05). miS was associated with less 
overall post-operative complications compared to open 
surgery (or = 0.76, 95% Ci 0.61-0.95, p<0.05), including 
lesser SSi (or = 0.64, 95% Ci 0.45-0. 90, p<0.05) and 
sepsis (or = 0.73, 95% Ci 0.56-0.96, p<0.05). miS vs 
open did not significantly affect the 30-day readmission 
rate (or = 0.94, 95% Ci 0.74-1.2, p=nS) or post- 
operative mortality rate (or = 1.22, 95% Ci 0.69-2.15, 
p=nS). Patients with high CCi scores as compared to 
low had significantly higher mortality (or 13.32, 95%  
Ci 5.6-31.5, p<0.05) and likelihood of postoperative 
bleeding (or 2.08, 95% Ci 1.45-3.01, p<0.05).

Limitations: retrospective study, with surgical tech-
nique chosen for each patient subject to confounding and 
bias based on patient presentation and surgeon skill set. 
moreover, it is unclear how conversion from miS to open 
is coded by CPt.

Conclusions/Discussion: miS technique for emergency 
colectomy is associated with shorter length of stay and, less 
overall complications including post-operative infectious 
complications without an increase in 30-day readmission 
rate or postoperative mortality. CCi was the only indepen-
dent predictor of 30-day mortality and post-op bleeding, 
while controlling for other factors.

PREDICTORS OF ANASTOMOTIC LEAK 
REQUIRING REOPERATION AFTER SIGMOID 
COLECTOMY FOR DIVERTICULITIS.

ePoSter aBStraCtS eP136

G. lee, a. Kanters, r. Gunter, e. Johnson, m. Valente, 
a. Bhama, S. Holubar, S. Steele
Cleveland, OH

Purpose/Background: While some anastomotic leaks 
may be managed non-operatively, many require reoper-
ation. risk factors for reoperation in the setting of leak 
after sigmoid colectomy for diverticulitis have not been 
well-defined.

Hypothesis/Aim: to identify predictors of leaks managed 
operatively, and to describe reoperative approaches and 
outcomes.

Methods/Interventions: using the nSQiP Colectomy 
module (2012-2019), we identified patients with diver-
ticulitis who underwent sigmoid colectomy with primary 
anastomosis, with or without proximal diversion. elective 
and non-elective operations were included. demographics, 
operative characteristics, and postoperative outcomes were 
collected. independent predictors of anastomotic leak 

requiring reoperation were assessed using multivariable 
logistic regression. outcomes following reoperation were 
analyzed using univariate analysis.

Results/Outcome(s): Within the total cohort of 44,630 
patients who underwent sigmoid colectomy for diverticu-
litis, 1,325 (3.0%) suffered an anastomotic leak, of whom 
773 (1.7% of the cohort, 58.3% of leaks) required reoper-
ation. on multivariable analysis, independent predictors 
of requiring reoperation for leak included male gender, 
Bmi ≥30, aSa ≥3, smoker, serum albumin <3.0, and lack 
of bowel prep (all p<0.05). the strongest predictor of not 
requiring reoperation was diverting ileostomy creation 
during the initial surgery (or 0.37, 95% Ci 0.24-0.59, 
p<0.001). of the 751 patients who were not initially 
diverted and underwent reoperation for leak, 363 (48.3%) 
were managed with stoma creation – 250 (33.3%) with 
colostomy and 113 (15.0%) with ileostomy. the remainder 
were managed with abscess drainage, “suturing large 
bowel”, partial colectomy with anastomosis, and other 
procedures. Compared to subsequent ileostomy creation, 
subsequent colostomy creation was associated with fewer 
days between index surgery and reoperation (6 vs 8 days) 
and higher rates of septic shock (26.4% vs 8.9%), ileus 
(61.3% vs 49.6%), and discharge to a facility (20.6% vs 
9.0%) (all p<0.05 on univariate analysis). there were 
no differences in length of stay, readmission, or 30-day 
mortality between ileostomy and colostomy patients.

Limitations: the dataset is limited to 30-day outcomes, 
and does not include size of the anastomotic defect, leak 
tests, or assessment of anastomotic donuts. the decision 
to operate for a leak ultimately depended on surgeon judg-
ment. reoperations are only captured by one CPt code, 
without available data regarding additional procedural 
components.

Conclusions/Discussion: diverting ileostomy should 
be considered in patients with risk factors for anasto-
motic leak after sigmoid colectomy for diverticulitis to 
decrease the risk of reoperation. of the patients who were 
managed operatively, half underwent stoma creation, more 
often colostomy than ileostomy. Subsequent colostomy, 
compared to ileostomy, construction was associated with 
increased rates of ileus and discharge to a facility.
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LONG-TERM OUTCOMES AFTER COLONIC 
STENT PLACEMENT: A POPULATION-BASED 
ANALYSIS.

ePoSter aBStraCtS eP137

m. Kwaan1, y. Wu2, C. Zhu1, K. Heidari2, S. Xirasagar2

1Los Angeles, CA; 2Columbia, SC

Purpose/Background: Colon stents can decompress 
large bowel obstruction (lBo) but population-based long-
term outcomes are understudied.

Hypothesis/Aim: assess rate of ostomy and resource 
utilization over 1 y follow up after colonic stent placement.

Methods/Interventions: South Carolina inpatient and 
vital records data were linked to create a retrospective 
cohort of patients with colon stents placed during 2009-
2017 with one year follow up for hospitalizations, death, 
and cause of death. We describe surgical interventions 
(stoma and/or colon resection) and hospital resource utili-
zation. logistic and linear regression was performed in SaS. 
Study approval: S.C. dept of Health and environmental 
Control data oversight Committee.

Results/Outcome(s): out of 161 patients, 24% had 
colon cancer without metastasis, 14% metastatic colon 
cancer, 27% extracolonic malignancy, and 35% benign 
lBo. mean age was 67 years, 55% male, and 22% 
Black. during initial (index) hospitalization, ostomies 
were created in 15.5%, colon resection occurred in 32%, 
and 65% of stented patients avoided surgery. all short 
and long-term outcomes are shown in the table. Colon 
resection was more likely to occur in those with non meta-
static colon cancer (79.5%) and least likely in extracolonic 
malignancy (9.3%) (p<0.0001). in multivariable linear 
regression, ostomy creation was associated with 6.1 more 
loS days over 1 y follow up(p=0.01), while colon resec-
tion at index hospitalization was associated with 4.5 fewer 
loS days (p=0.04). all short and long-term outcomes 
are shown in the table. at one year, mortality was 41%, 
higher in those with metastatic colon cancer (52%) and 
extracolonic malignancy (72%) (p<0.0001), compared 
with non-metastatic colon cancer (20.5%) and benign 
lBo (27%). in multivariable regression, 1-year mortality 
was higher in those >65 years (or 3.3; 95%Ci 1.4-7.8), of 
Black race (or 3.1; 95%Ci 1.1-8.6), with cancer diagnosis 
(or 2.1; 95%Ci 0.9-4.8), and who had stoma creation 
(or 46.3; 95%Ci 7.1-304), and lower if colon resection 
occurred during the index admission (or 0.1; 95%Ci 
0.01-0.3) and stoma reversal occurred by 1 yr (or 0.1; 
95%Ci 0.004-0.5).

Limitations: Small sample limited statistical power for 
adjusted analyses. We were unable to identify whether 
resections or stomas were part of a planned bridge- 
to-surgery, or part of an unplanned salvage of a clinically 
failed stent.

Conclusions/Discussion: Colon stenting offers the 
potential to avoid or delay surgical intervention until the 
patient is more clinically optimized. long-term follow up 

of stented patients is sparsely reported in the u.S. We 
found that only 29% of patients had a subsequent resection 
without stoma, and 23% required stomas in the long-term. 
a concerningly high adjusted odds of death among Blacks 
warrants further study of Blacks with lBo. in our popu-
lation-based analysis, stented patients retain a reasonable 
chance of avoiding a stoma in the long-term, but have high 
health care resource use.

Short and long term outcomes after Colonic Stent Placement

SAFETY AND EFFICACY OF SINGLE-INCISION 
LAPAROSCOPIC HARTMANN’S REVERSAL: A 
SINGLE-CENTER RETROSPECTIVE STUDY.

ePoSter aBStraCtS eP138

a. deSantis, d. moiño, J. Sanchez, r. Bennett
Tampa, FL

Purpose/Background: Hartmann’s reversal (Hr) 
is commonly performed via conventional laparoscopic 
surgery. more recently, single-incision laparoscopic surgery 
is being utilized, though data regarding its benefit and 
effectiveness remain sparse.

Hypothesis/Aim: Single-incision laparoscopic 
Hartmann’s reversal (Sil-Hr) is as effective and safe as 
multiport laparoscopic and open reversal.

Methods/Interventions: We conducted a retrospective 
chart review of all Hr procedures at our academic tertiary 
care referral center over a period of 2.5 years. Charts were 
reviewed for patient history and demographics, circum-
stances and date of the index Hartmann’s procedure, 
intraoperative factors during Hr (duration, blood loss, 
conversion to open procedure, placement of additional 
ports, etc.), and postoperative complications.

Results/Outcome(s): We identified 24 patients who 
underwent attempted Sil-Hr over the course of the 
study period. 21 of 24 patients (87.5%) were successfully 
reversed laparoscopically, although only 19 of 24 (79.2%) 
were reversed via single incision, as 2 patients (8.3%) 
required the placement of additional 5mm laparoscopic 
ports. 3 of 24 patients (12.5%) required conversion to an 
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open procedure. all 5 of the instances of conversion to 
multiport laparoscopic or open Hr were due to difficult 
dissection secondary to adhesive intraperitoneal disease. 
the median operative time for the 21 patients undergoing 
Sil-Hr without conversion to an open procedure was 196 
minutes (range 104-395) with a median eBl of 25 ml  
(range 5-700). all 21 were discharged home with a 
median length of stay of 4 days (range 3-7). only 1 patient 
required opioid medications on discharge. 1 patient was 
found to have a postoperative incisional hernia (later 
repaired electively), and 1 patient suffered a postoperative 
abscess, treated with percutaneous drainage. there were 
no instances of anastomotic leak, ureteral injury, missed 
bowel injury, or unplanned return to the operating room.

Limitations: this is a retrospective study from a single 
institution.

Conclusions/Discussion: this study adds to a growing 
body of literature confirming that single-incision lapa-
roscopic surgery is a safe and effective technique for 
Hartmann’s reversal. impact on long term outcomes and 
cost remains to be investigated.

A GLANCE TO THE CURRENT TREATMENT OF 
ENTEROCUTANEOUS FISTULA: A REVIEW OF 
THE LITERATURE.

ePoSter aBStraCtS eP139

r. Gefen, Z. Garoufalia, K. Watson, S. Wexner
Weston, FL

Purpose/Background: enterocutaneous fistula (eCF) is 
an abnormal communication between the Gi tract and the 
skin. there are both a multitude of etiologies and a myriad 
of therapeutic options for patients with eCF. management 
is influenced by etiology and specifics of the eCF’s as well 
as by associated patient factors.

Hypothesis/Aim: the aim of this study was to assess 
overall success, recurrence and mortality rates of treatment 
of patients with eCF.

Methods/Interventions: a systematic search of the 
review at Pubmed and Google Scholar databases was 
performed until october 2021 according to PriSma 
guidelines. Case reports, reviews, animal studies, studies 
with poor documentation, non-available english text, 
involving patients <16 years old or with other abdom-
ino-cutaneous/internal fistulas were excluded. among 
other data of interest included year and quality of publi-
cation, demographic, treatment strategy and outcomes of 
fistulas patients. p-value of <0.05 was considered statisti-
cally significant.

Results/Outcome(s): in total, 55 studies were identi-
fied, incorporating a total of 4081 patient treated between 
1976-2020; patient’s ages range 16-96 years and the male 
female ratio was 1.27:1. at least 72% of the patients 
developed post-operative eCF. the common underlying 
etiologies were inflammatory bowel disease in 723 patients, 

trauma in 186 patients, malignancy and radiation to 414 
and 71 case, respectively. Some of the patients suffered 
from complex or multiple fistulas. the most common 
fistulas site was the small bowel (2652 out of 4222 [62.2%] 
followed by the colon (17.3%). in 32 publications 53% 
of the patients (1298 patients) received parenteral nutri-
tion and in 52 publications 58.6% underwent operative 
treatment. in 36 publications, the 83.5% of eCFs were 
successfully treated after surgery and in 31 publications 
43.5% healed after conservative treatment. in 39 studies 
the recurrence rate after initial successful treatment was 
13.3% and the mortality rate in 46 publications was 11%.

Limitations: the evidence provided in this review is 
limited by the wide heterogeneity of the included studies. 
additionally, not all studies employed the same treatment 
approaches or had similar patient populations.

Conclusions/Discussion: treatment of eCF must be 
individualized according to the specific etiology and loca-
tion of the fistula as well as to the patient’s associated 
conditions.

LAPAROSCOPIC MANAGEMENT OF 
PERFORATED SIGMOID DIVERTICULITIS: A 
SINGLE INSTITUTION EXPERIENCE.

ePoSter aBStraCtS eP140

a. alcabes, r. Grosser, S. Zigouras, d. lima, o. Wiltz, 
J. Vazzana
Bronx, NY

Purpose/Background: the management of perforated 
sigmoid diverticulitis has evolved to encompass minimally 
invasive approaches. data continues to emerge on the 
safety and efficacy of this approach.

Hypothesis/Aim: to describe a single-center expe-
rience using the laparoscopic approach for perforated 
sigmoid diverticulitis.

Methods/Interventions: retrospective chart review 
at a single tertiary care center from the years 2016-2021 
was performed in patients who had undergone emergent 
laparoscopic sigmoidectomy for perforated diverticulitis 
with either free air or frank perforation seen on Ct scan. 
operative findings included patients who had feculent or 
purulent peritonitis. laparoscopic procedures included 
both resection with primary anastomosis (intra and extra 
corporeal) and traditional Hartmann’s procedures.

Results/Outcome(s): over the past 5 years, 19 patients 
underwent laparoscopic sigmoidectomy for acute perfo-
rated diverticulitis. 9 (47%) were male and 10 (53%) were 
female with a median age of 63 (iQr 49-69). median Bmi 
was 27.8 (25.6-31.6). only one patient (5%) presented 
with feculent peritonitis. 68% of patients were aSa iii 
or higher. 4 (21%) were ultimately converted to open. 8 
(42%) had a primary anastomosis performed during their 
index procedure. mean loS was 10.3 days (6.5-12). two 
(11%) patients required another procedure during their 
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index admission: one for wound debridement and one 
for wound dehiscence. no patients died within 30 days of 
surgery.

Limitations: our study is limited by its small sample size 
and retrospective nature. it examines a small cohort at a 
single academic institution with no control group and with 
a significant presence of surgeons trained in robotics and 
minimally invasive surgery who cover emergency cases.

Conclusions/Discussion: at our institution patients 
who underwent emergent laparoscopic surgery for perfo-
rated sigmoid diverticulitis have low rates of mortality 
and re-operation, even in a population with a majority of 
patients aSa class iii or higher. the experience at our 
center supports the safety and efficacy of using minimally 
invasive laparoscopic surgery in the acute setting in the 
hands of experienced surgeons.

ACUTE-ON-CHRONIC APPENDICITIS 
PRESENTING AS LARGE BOWEL 
OBSTRUCTION.

ePoSter aBStraCtS eP141

S. Bauer2, C. Fong1

1New York, NY; 2Philadelphia, PA

Purpose/Background: the leading cause of lBo in the 
united States is colon cancer, followed by volvulus. less 
commonly, acute colonic pseudo-obstruction (aCPo) due 
to various etiologies may be misdiagnosed as large bowel 
obstruction based on imaging findings. appendicitis has 
not been described as a cause of lBo.

Hypothesis/Aim: We describe a case of a patient 
presenting with large bowel obstruction due to acute- 
on-chronic appendicitis.

Methods/Interventions: this is a case report/literature 
review.

Results/Outcome(s): a 67-year-old white male 
presented to the emergency department with a 1-day 
history of obstipation, diffuse abdominal pain, and disten-
tion. this was similar to an episode of lBo he had 2 years 
ago, when a Ct scan noted a partial lBo in the proximal 
ascending colon with dilated bowel loops. Golytley was 
given for bowel prep which resulted in bowel movements 
and pain resolution. Colonoscopy performed was normal 
and etiology of the bowel obstruction was not determined. 
other past medical history is non-contributory. during the 
current admission, the patient was stable. His abdomen 
was mildly tender to palpation with mild distention. 
leukocytosis was present at 14. Cea was normal. a Ct 
scan showed large bowel obstruction with decompressed 
bowel in the mid transverse colon suggesting stricture. mr 
enterography demonstrated an abrupt transition point at 
the splenic flexure, along with reactive enteritis in the right 
lower quadrant. the patient underwent a colonoscopy 
which did not show a clear stricture at the splenic flexure. 
With no resolution of the lBo, he went to the or on 

hospital day 7 for a diagnostic laparoscopy. Post-operative 
diagnosis was acute on chronic appendicitis with small 
mesenteric abscesses in the right lower quadrant. there 
were omental adhesions of the colon tethering it to the 
splenic flexure. Patient had a post-operative ileus which 
resolved before discharge on hospital day 15.

Limitations: this is a case report.
Conclusions/Discussion: Chronic appendicitis is 

uncommon and can often go undiagnosed for years. in our 
literature review there has not been a recent documented 
case of acute-on-chronic appendicitis causing lBo. this 
case is of interest because the initial work up for lBo 
usually starts with colon cancer as the etiology, especially 
with our patient’s demographics. initial tests may include 
Ct scan and Cea levels. the patient’s imaging studies 
revealed a migrating stricture, from the ascending to 
transverse colon to splenic flexure. When our patient’s 
lBo did not resolve, a diagnostic laparoscopy was neces-
sary to find the source of the obstruction, presumed to be 
from extrinsic compression. High on the differential were 
other chronic inflammatory processes like diverticulitis 
and Crohn’s disease. appendicitis should be added to the 
differential when there are concerns of lBo without a 
clear source. While this case may be a unique presentation 
of lBo, it is important to keep acute on chronic appendi-
citis in mind when diagnosing patients.

INTESTINAL SPIROCHETES ASSOCIATED WITH 
ASYMPTOMATIC COVID INFECTION.

ePoSter aBStraCtS eP142

o. Van Houtte1, G. Perrotti2, a. ayers3, r. lewis3

1Keene, NH; 2Abington, PA; 3Hartford, CT

Purpose/Background: intestinal spirochetosis has been 
described as a rare source of colitis caused by the organism 
Brachyspira pilosicoli. it is more commonly associated with 
an immunocompromised host, such as those with HiV or 
post transplant. Spirochetosis can also afflict the immuno-
competent host.

Hypothesis/Aim: We describe in this case report the 
diagnosis of intestinal spirochetosis via colonoscopy in an 
immunocompetent host. they presented with abdominal 
pain and diarrhea and tested positive for CoVid-19.
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Methods/Interventions: a 60- year old man with 
history of unprotected intercourse with men but a nega-
tive infectious workup for HiV, HSV, gonorrhea and 
chlamydia presented after multiple weeks of abdominal 
pain and diarrhea. He reported no recent travels and had 
a negative colonoscopy 9 years prior. 6 weeks prior to his 
appointment in the colorectal office, he was in the er with 
a Ct scan demonstrating diffuse colitis and pulmonary 
changes consistent with CoVid. He tested positive for 
the virus, despite a lack of symptoms. He followed up in 
the clinic with ongoing symptoms. an infections workup 
for Gi pathogens, including ova and parasites, C diff, was 
negative. a colonoscopy was ordered.

Results/Outcome(s): the colonoscopy did not reveal 
any evidence of colitis. random biopsies of the entirety of 
the colon were taken. the pathology revealed spirochetes 
in the mucosa. He was treated with metronidazole with 
complete resolution of his symptoms.

Limitations: this abstract is limited by a single reported 
instance of a relatively rare entity and in this particular 
instance associated with CoVid infection.

Conclusions/Discussion: intestinal spirochetosis 
represents an unusual cause of abdominal pain and diar-
rhea in humans. it has been more commonly associated 
with immunocompromised host or in certain regions of 
the world, such as the india and portions of asia. this 
instance in an otherwise immunocompetent male with 
asymptomatic CoVid infection represents a unique case. 
its symptoms, diagnosis by colonoscopy, and cure with 
metronidazole reflect the traditional presentation, diag-
nostic modality and treatment pathway.

DIVERTICULITIS DURING THE 2020 COVID-19 
PANDEMIC : PATTERNS OF PRESENTATION 
AND OPERATIVE MANAGEMENT.

ePoSter aBStraCtS eP143

e. Bradford, d. davis-merritt
Denver, CO

Purpose/Background: Studies suggest that COVID 
led to more advanced presentations of AD. However, 
there exists a paucity of information on the treatment 
modalities used and the outcomes of AD patients who 
were treated operatively during the pandemic surge and 
peaks in 2020.

Hypothesis/Aim: We sought to determine the effect 
of COVID on A. the surgical management of AD 
patients and B. outcomes of these surgical patients with 
respect to postoperative complications.

Methods/Interventions: We performed a retrospec-
tive analysis using data collected from our 350-bed 
community-based urban teaching hospital during 2018-
2019 and 2020 to address this clinical question.

Results/Outcome(s): There was no significant differ-
ence in the number of total colectomies for any 

diagnosis performed at our institution (~150/year) 
during the two time periods, with a similar percentage 
of these cases being secondary to diverticulitis in 2020 
(28% vs 20%; p 0.07). The rate of elective vs urgent /
emergent surgery for diverticulitis was similar in the 
two time periods. Of the diverticulitis patients treated 
operatively in 2020 vs the pre-COVID 2018-2019 
period, a similar percentage were treated with resection 
and end colostomy/Hartmann procedure (HP; 23% vs 
24%, p > 0.05) and primary anastomosis (PA, 71% 
vs 63%, p > 0.05). Of the patients treated operatively 
in 2020, we found no statistical differences in the rate 
of anastomotic leak, return to OR, readmission, and 
death (p = 1.0, 1.0, 0.067. 0.41) compared to 2018-
2019, although the rate of readmission approached 
significance with fewer patients readmitted during the 
pandemic in 2020.

Limitations: our study was limited only by single insti-
tution data and sample size.

Conclusions/Discussion: These data support the 
conclusion that, despite the COVID-19 pandemic and 
the expectation of more advanced presentation of AD 
due to delays in care or patient reluctance, the presen-
tation and surgical treatment of AD in our institution 
was unaffected by the pandemic and complication rates 
did not increase. Although the sample size is small, 
this study suggests that, in contrast to other published 
studies, in our institution, the COVID pandemic had 
no effect on the management of AD and did not lead to 
worsened postoperative outcomes. Areas of future study 
will examine our hospital and city-wide COVID burden, 
as the study was conducted in an area with high rates 
of COVID compliance, vaccination, and did not experi-
ence a robust second or third COVID spike, which may 
have played a role in these data.

RIGHT-SIDED COLECTOMIES FOR 
DIVERTICULITIS HAVE WORSE OUTCOMES 
COMPARED TO LEFT-SIDED COLECTOMIES.

ePoSter aBStraCtS eP144

a. Wachtel, n. Wong-Chong, d. marinescu, n. morin, 
G. Ghitulescu, C. Vasilevsky, a. Pang, m. Boutros
Montreal, QC, Canada

Purpose/Background: right and left-sided diverticulitis 
share some similar clinical features. However, there are 
limited data on the surgical outcomes following resection 
for right-sided diverticular disease.

Hypothesis/Aim: right and left-sided diverticulitis 
share some similar clinical features. However, there are 
limited data on the surgical outcomes following resection 
for right-sided diverticular disease.

Methods/Interventions: after institutional review 
board approval, we performed a cohort study using the 
american College of Surgeons national Surgical Quality 
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improvement Program database comparing all cases of 
right- and left-sided colectomy for diverticulitis between 
2005-2019. Patient demographics, comorbidities, and post-
operative outcomes were collected. the main outcomes of 
interest were anastomotic leak, major morbidity, mortality, 
reoperation, length of stay and readmission. Predictors 
of the pre-defined outcomes were analyzed by multiple 
logistic and linear regression.

Results/Outcome(s): of 72,089 patients who had 
colectomy for diverticulitis, 954 (1.3%) underwent a 
right-sided colectomy and 71,135 (98.7%) underwent a 
left-sided colectomy. right-sided colectomy was associ-
ated with younger age (mean (Sd); 56.1 years (±14.5) 
vs. 58.3 (±12.8), p<0.001), asian origin (5.2% vs. 0.84%, 
p<0.001), emergency surgery (20.0% vs. 11.4%, p<0.001), 
and fewer stomas (0.5% vs. 16.5%, p<0.001). on multiple 
regression, right-sided colectomies were associated with 
increased risk of anastomotic leak (or 1.693, 95%Ci 
1.007-2.847), major morbidity (or 1.476, 95%Ci 1.067-
2.042), increased length of stay (β 1.8, 95%Ci 1.7-1.9), 
and readmission (or 1.279, 95%Ci 0.901-1.815) (not 
statistically significant). However, laterality of disease 
was not predictive of mortality (or 1.024, 95%Ci 0.344-
3.043) or reoperation (or 1.338, 95%Ci 0.853-2.099). 
emergency surgery was a predictor of mortality (or 1.95, 
95%Ci 1.275-2.984) but not major morbidity (or 1.022, 
95%Ci 0.867-1.206).

Limitations: this study was limited by its retrospective 
design.

Conclusions/Discussion: right-sided colectomies are 
more likely to be performed emergently compared to left-
sided colectomies for diverticulitis, and are associated 
with significantly higher risks of anastomotic leak, major 
morbidity and length of stay.

ANASTOMOTIC LEAK RATE: WHAT SHOULD 
PATIENTS EXPECT FOLLOWING COLECTOMY?

ePoSter aBStraCtS eP145

C. angel, P. Klein, S. Pannell, e. Sipe, J. Sferra, r. Bosio
Toledo, OH

Purpose/Background: anastomotic leak is a devas-
tating complication following colonic resection with 
increased morbidity and mortality. overreliance on large 
database analyses may be misleading regarding the true 
incidence in tertiary centers. discussion of expectations is 
an important part of the pre-operative course.

Hypothesis/Aim: the aim of this paper is to discuss 
what we should tell patients undergoing colonic resection 
regarding anastomotic leak.

Methods/Interventions: a retrospective review of a 
prospectively maintained database of a consecutive series 
of patients who underwent elective or semi-elective colonic 
resection at a large tertiary care center between January 
2017 and September 2021 performed by a fellowship 

trained colorectal surgeon. exclusion criteria included 
emergency colectomies and patients with anastomosis in 
the mid or low rectum. data collected includes age, sex, 
Bmi, aSa classification, procedure performed, reason for 
procedure, and personal history of diabetes or inflamma-
tory bowel disease. irB approval was obtained.

Results/Outcome(s): the total number of patients 
reviewed was 338. there were 166 (47.8%) right colec-
tomies, 153 (44.1%) sigmoid colectomies, 14 (4.0%) total 
colectomies, and 14 (4.0%) left colectomies. the mean 
age was 58 years old. there were 169 men (50%) and 
169 women (50%). twenty-seven percent of patients 
were aSa ii, 66% were aSa iii and 7% were aSa iV. 
average Bmi was 30.2 kg/m2 with a standard deviation of 
+/- 7.0 kg/m2. there were 264 (78.1%) minimally inva-
sive procedures and 74 (21.9%) open resections. there 
were 23 combined resections (2 separate colectomies or 
a colectomy and small bowel resection). overall leak rate 
was 0.3% (n = 1). a total of 5 patients (1.5%) required a 
reoperation within 30 days (1 related to anastomotic leak). 
there were 2 mortalities within 30 days (1 secondary to 
Pe, 1 secondary to pneumonia and CoPd).

Limitations: this is a single surgeon review and thus a 
small patient population.

Conclusions/Discussion: Setting realistic goals and 
expectations for patients following major abdominal surgery 
is an important aspect of overall recovery and wellbeing. 
Currently, the data is mixed on anastomotic leak rates, 
ranging from 2%-26%. Part of the reason for such a wide 
range could be attributed to an overuse of large database 
analyses influencing published literature over data from 
centers of excellence. nSQiP reports anastomotic leak risk 
as 4.1%. We believe large health systems or tertiary center 
reviews and publication of anastomotic leak rates for 
comparison can help drive quality improvement measures. 
this is supported by the analysis of our consecutive series 
of patients, that showed a leak rates following colectomy 
of 0.3% (1/339 patients) with a reoperation rate of 1.5%.

PROSPECTIVE EVALUATION OF ILEAL 
FIRST APPROACH FOR LAPAROSCOPIC 
RIGHT HEMICOLECTOMY IN ILEOCECAL 
TUBERCULOSIS.

ePoSter aBStraCtS eP146

a. Chandra, V. singh, P. rajan, V. Gupta, S. Verma, 
P. Shah, B. Sangal, d. Ganesan
Lucknow, India

Purpose/Background: laparoscopic right hemicolec-
tomy for ileocaecal tuberculosis (iCt) is often challenging 
due to inherent adhesions, pulled up caecum, shortened 
ascending colon making the traditional medial to lateral 
approach difficult.
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Hypothesis/Aim: to evaluate the feasibility of a 
new ‘ileal First’ approach for laparoscopic right (lrH) 
Hemicolectomy in treating iCt.

Methods/Interventions: this was a prospective study, 
conducted at a single center tertiary care teaching institu-
tion. all patients who underwent the ‘ileal First” approach 
for lrH in iCt from may 2012 to october 2021 were 
analysed. Standard four port technique was used with 
additional ports inserted in case of technical difficulties. 
this surgical technique involves approaching the naïve 
terminal ileum first, going underneath it to secure the 
ileocolic pedicle, then moving below up to approach the 
hepatic flexure. We evaluated intra-operative difficulties 
and postoperative outcomes of this technique using a 
standard protocol for all patients. outcomes analyzed 
included operative data capturing intra-operative findings, 
adhesions, duration of surgery, blood loss, difficulty in 
identifying ureter, need for an extra port and conversion 
to open surgery amongst others using a standard protocol.

Results/Outcome(s): 49 patients were enrolled in study 
using a standard proforma. 6 patients were converted 
to open surgery and 43 included in the final analysis. 
mean duration of surgery was 189.83±9.14 minutes. 
mean intra-operative blood loss was 91.91±7.63 ml. intra-
operative technical difficulties encountered included adhe-
sions (39/43), poor delineation of vascular pedicles (34/43) 
and need for an extra port (35/43). additional lateral to 
medial assistance was required in 7 patients. Post-operative 
morbidity (Surgical Site infection) occurred in 6 patients. 
no post-operative mortality was observed.

Limitations: this is a single center prospective study of 
an uncommon disease, with a small sample size and short 
follow up.

Conclusions/Discussion: intra-operative difficulties 
during lrH in patients with iCt are mainly attributable 
to the adhesions to adjacent structures, poor delineation 
of vascular pedicles and multiple conglomerate lymph 
nodes along these pedicles. ‘ileal first’approach of lrH in 
iCt provides the technical ease and is a viable minimally 
invasive option in these patients.

IS THERE STILL A ROLE FOR THE HAND-
ASSISTED TECHNIQUE IN THE ERA OF 
WIDESPREAD LAPAROSCOPY?

ePoSter aBStraCtS eP147

B. Kuritzkes, a. athanasios, K. Herman, J. Knowles, 
S. lee-Kong, m. Bertucci Zoccali, d. Bakes, B. dionigi, 
J. Church, r. Kiran
New York, NY

Purpose/Background: Hand-assisted laparoscopic 
surgery (HalS) facilitates operative exposure and dissec-
tion in colorectal surgery. older studies suggest that HalS 
increases perioperative morbidity, particularly wound 

complication. Whether this is true in the contemporary 
era is unknown.

Hypothesis/Aim: to determine whether HalS 
increases risk of complication after left-sided colorectal 
resection, compared with conventional laparoscopic 
surgery (ClS).

Methods/Interventions: review of a prospective 
colorectal outcomes database was performed after obtaining 
institutional review board approval. all adult patients 
undergoing elective left or sigmoid colectomy, or low ante-
rior resection at a quaternary referral hospital, between 
2013-2021, were included. all patients underwent primary 
colorectal anastomosis. Patients were excluded for emer-
gency surgery, planned laparotomy or robotic approach. 
demographic, comorbidity, and intra-operative variables 
were retrieved. univariable association between operative 
technique and 30-day postoperative outcome was deter-
mined using Pearson Chi-squared or mann-Whitney u 
tests, as appropriate; statistical significance was defined as 
p<0.05. multivariable regression with stepwise selection of 
variables was used to control for confounders.

Results/Outcome(s): 573 elective left-sided colorectal 
resections were performed during the study period; 337 
(58.8%) were performed with HalS. the median age 
was 63.6 years, and 246 (48.0%) were female. Patients 
undergoing HalS were younger, and had higher Bmi, 
when compared with patients undergoing ClS. the groups 
differed by operating surgeon, as well: Surgeons 1 and 3 
routinely used HalS, whereas Surgeon 2 applied HalS 
selectively, for more technically challenging cases. HalS 
was also more common in patients undergoing low ante-
rior resection. other baseline characteristics were similar 
(table 1). Patients undergoing HalS were significantly 
less likely to require conversion to open surgery than 
patients undergoing ClS (7.1% vs. 15.3%, p=0.002); this 
remained true in multivariable analysis (p=0.01, odds ratio 
0.44, 95% confidence interval 0.23-0.86). HalS was not 
associated with increased risk of surgical site infection, or 
any other perioperative complication; interestingly, HalS 
was not associated with reduction in operative time (all 
p>0.05, see table 1).

Limitations: the retrospective nature of this series and 
the selective application of HalS are potential sources of 
bias.

Conclusions/Discussion: in contrast to current 
thinking, HalS for left-sided colorectal resection is not 
associated with increased risk of perioperative morbidity, 
including wound morbidity, when compared with ClS, 
whether HalS is utilized routinely or selectively for the 
more complex cases. HalS reduces the risk of conversion 
to open surgery and the attendant morbidity of lapa-
rotomy. HalS remains an important trick in the colorectal 
surgeon’s toolbox to ensure the benefits of a minimally 
invasive approach in a greater number of patients.
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DELAYS IN ILEOSTOMY CLOSURE: HOW LONG 
UNTIL THE BAG IS GONE?

ePoSter aBStraCtS eP148

J. underhill1, a. Becerra1, S. Jochum2, d. Hayden1, 
a. Bhama3

1Chicago, IL; 2Maywood, IL; 3Cleveland, OH

Purpose/Background: ileostomies are often intended 
as temporary measures to protect high-risk anastomoses in 
colorectal surgery. most surgeons plan for timely reversal, 
but closure may be prolonged or fail to occur.

Hypothesis/Aim: use a national database to analyze 
reasons for delays in ileostomy closure and resulting 
outcomes.

Methods/Interventions: the Pearldiver mariner 
database, a claims database encompassing all 50 states 
and both public and private payers, was queried from 2010-
2019 for adults undergoing an ileostomy-creating proce-
dure and subsequent ileostomy reversal, using Current 
Procedural terminology codes. multivariate linear regres-
sion was employed to analyze the relationship of various 
factors with the time from ileostomy creation to reversal. 
Patients were subdivided into early (14-90 days), middle 
(91-180 days), and late reversal (>180 days) groups, and 
outcomes were compared among groups.

Results/Outcome(s): of 17,469 patients under-
going ileostomy-creating procedures, 9809 (56.2%) had 
eventual ileostomy reversal. mean and median times 
to reversal were 187.7 and 119.0 days, respectively. on 
multivariable regression, time to closure increased on 
average by 46.2 days for patients with chemotherapy use 
(p<0.0001), 33.4 days with renal disease (p<0.0001), 
and 12.5 days for patients with diabetes (p<0.0001). 
interestingly, increasing age was related to earlier reversal  

(-1.55 days/year, p<0.0001). there was no significant 
difference based on sex, primary payer, region of the 
united States, or tobacco use. outcomes were compared 
among early (n=3068), middle (n=3670), and late 
(n=3071) reversals. Stepwise increases in complication 
rate were seen from early to middle to late reversals in 
terms of cardiac arrest, pulmonary embolism, deep venous 
thrombosis, wound disruption, and need for blood transfu-
sion (table). early reversals demonstrated lower rates of 
pneumonia and urinary tract infection than both middle 
and late reversals, while middle and late reversals did not 
differ from each other.

Limitations: this study is limited by its reliance on 
retrospective claims data available in the Pearldiver 
marine database and the resulting systematic inaccuracies 
from coding in such a database.

Conclusions/Discussion: delayed ileostomy closure 
may be a function of treatment planning or complications. 
Given the high quality-of-life impact of an ileostomy, 
preoperative counseling should include discussions about 
possible delayed closure and its relationship with worse 
outcomes.

HAVE WE MET THE CARE NEEDS OF OUR 
PATIENTS WITH DIVERTICULITIS?

ePoSter aBStraCtS eP149

F. nasr esfahani, C. Cauley, r. Goldstone, H. Kunitake, 
l. Bordeianou, t. Francone, r. ricciardi
Boston, MA

Purpose/Background: the care needs and outcomes 
for our patients with colorectal cancer (CrC) are robustly 
analyzed by government registries, cancer societies, and 
other research organizations. However, there is a knowl-
edge gap in understanding the care needs of our patients 
with diverticular disease.

Hypothesis/Aim: to measure the care needs, satisfac-
tion with care, and outcomes of patients with diverticulitis 
as compared to CrC.

Methods/Interventions: We analyzed data from the 
Surveillance, epidemiology and end results – Consumer 
assessment of Healthcare Providers and Systems linked 
data resource (Seer-CaHPS) program from 1/1/1997 
through 12/31/2015. We identified all patients treated 
surgically for colorectal cancer or diverticulitis through 
iCd-10 diagnosis and procedure codes. next, we analyzed 
patient demographics, procedure type, as well as CaHPS 
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survey responses for patients with diverticulitis and 
compared them to patients with CrC. lastly, we used chi 
square and t-tests to compare responses while accounting 
for missing variables and multiple survey responses.

Results/Outcome(s): We identified a total of 4,428 
patients treated surgically for colorectal cancer (n=2,105) 
or diverticulitis (n=2,323) disease. Patient demographics 
(i.e., age, sex, and race) were comparable for both diseases. 
regardless of disease type, patients rated their medical 
doctor as demonstrating excellent listening skills (72% 
for both CrC and diverticulitis), demonstrating respect 
to person (75% for both CrC and diverticulitis), and at 
least 70% rated their satisfaction with their medical doctor 
with a score of at least 9 (out of 10) regardless of disease. 
yet, patients with diverticulitis were much more likely to 
report delays in receiving important care (24.8%; 95%Ci: 
21.6-28.2) as compared to 2.3% (95%Ci: 1.2–3.9) in CrC 
patients (p<0.001). Patients with diverticulitis were also 
less likely to see their provider three or more times within 
the past year (p=0.001). Finally, patients with diverticu-
litis reported significantly less energy levels and higher pain 
scores with resultant interference in activities/exercise as 
compared to patients with CrC.

Limitations: this is a retrospective analysis of secondary 
data.

Conclusions/Discussion: Patients with CrC and diver-
ticulitis report high levels of satisfaction with their medical 
doctors within the perioperative period. yet, compared to 
patients with CrC, patients with diverticulitis have unmet 
care needs that are associated with poorer overall energy 
levels, higher pain scores, and other activity limitations. 
our analysis reveals important gaps in care that result in 
poorer overall results for our patients with diverticulitis as 
compared to patents with CrC.

TREATMENT OF COMPLICATED APPENDICITIS,  
DOES EXTENDED RESECTION MAKE SENSE?

ePoSter aBStraCtS eP150

r. moises de almeida leite, r. Goldstone, C. Cauley, 
l. Bordeianou, H. Kunitake, t. Francone, r. ricciardi
Boston, MA

Purpose/Background: the management approach to 
stable patients with complicated appendicitis is widely 
debated.

Hypothesis/Aim: We hypothesized that patients with 
complicated appendicitis are more likely to undergo 
extended resection and thus experience higher morbidity 
and mortality.

Methods/Interventions: We abstracted all patients 
with complicated appendicitis in the american College 
of Surgeons national Quality improvement Program 
(nSQiP) from 1/1/2016 through 12/31/2019. We selected 
those patients with hemodynamic stability and determined 
types of treatment, extent of surgical resection, and timing 

of surgery. We analyzed patients treated with extended 
resection as defined by ileocecal resection or segmental 
colectomy as compared to those treated with appendec-
tomy alone through cohort-studies chi-squared risk ratio 
calculators. then, we also conducted Poisson regression 
models to estimate relative risks adjusting for potential 
confounders, including patient demographics (age, gender, 
race), patient comorbidities (diabetes mellitus, hyperten-
sion, smoking status, heart failure), appendicitis severity, 
and sepsis status. risk ratios were calculated from cumula-
tive incidences in comparison groups.

Results/Outcome(s): a total of 46,171 patients under-
went surgery for appendicitis in nSQiP during the study 
years. a total of 10,964 (24%) patients were defined 
as having complicated appendicitis (i.e. perforation 
or abscess) and no sign of hemodynamic compromise. 
Patients with complicated appendicitis were similar in 
age, race, gender, as compared to patients with uncom-
plicated appendicitis. in the cohort of stable patients with 
complicated appendicitis, 289 (2.6%) were treated with 
an extended resection. Patients treated with extended 
resection had worse outcomes for almost all adverse events 
recorded. interestingly, stable patients with complicated 
disease treated with immediate appendectomy were much 
more likely to have extended resection and experienced a 
16-fold increase in overall 30-day mortality (95%Ci: 4.99-
57.68, p<0.001). the increased relative risk in mortality 
for immediate surgery remained significant (or: 4.50; 
95%Ci: 1.19-16.95 p=0.02) after adjusting for potential 
confounders and quantitative bias analysis using monte 
Carlo models.

Limitations: due to the retrospective observa-
tional nature of this study, the risk for residual bias and 
confounding cannot be excluded.

Conclusions/Discussion: in this nationwide cohort 
study, an immediate surgical approach to hemodynamically 
stable patients with complicated acute appendicitis was 
associated with an increase in the rate of extended resec-
tion, 30-day mortality, superficial surgical site infection and 
increased time to discharge. our data lend equipoise to a 
trial to determine the value of non-operative approaches 
for stable patients with complicated appendicitis.

IMPACT OF MODIFIABLE RISK FACTORS ON 
SURGERY FOR DIVERTICULITIS: ANALYSIS OF 
NSQIP DATABASE.

ePoSter aBStraCtS eP151

F. lambreton, l. dongur, P. daher, u. Phatak
Galveston, TX

Purpose/Background: in the united States, diverticu-
litis is among the top five most costly digestive diseases to 
treat. emergent surgery for any digestive disease is associ-
ated with poor outcomes.
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Hypothesis/Aim: the purpose of this study is to deter-
mine risk factors for emergent surgery for patients with 
diverticulitis.

Methods/Interventions: this was a retrospective review 
of the national Surgical Quality improvement Project 
database from 2010 to 2016. We identified patients with 
diverticulitis of the large intestine by iCd9 and iCd10 
codes. We further identified patients who underwent colec-
tomy by CPt codes. data were collected regarding demo-
graphics, elective or emergent surgery, operative approach, 
morbidity, length of stay, and mortality. univariate anal-
yses were performed to compare characteristics between 
patients treated emergently versus electively. a multi-
variable analysis was conducted to identify significant 
predictors of receipt of emergent surgery. all analyses were 
conducted with Stata 14 (College Station, tX).

Results/Outcome(s): there were 44,736 adults who 
underwent resection for diverticulitis during this time-
frame. the median age (years) was 58 (iQr 50, 67), 54.6% 
were female and 81% were Caucasian. the median Bmi 
was 28.6 (iQr 25.1, 32.9). most operations were elective, 
n=38,730 (86.5%). the median length of stay (days) was 
5 (iQr 3, 8). the most common approach was minimally 
invasive, n=26, 657 (59.6%). most patients received 
a primary anastomosis without diversion, n=36,187 
(80.9%). the 30 day mortality rate was 1% (n=460). 
Patients who had elective surgery had a significantly 
shorter mean length of stay in days (6 vs. 11.4, p<0.001). 
on multivariable analysis risk factors associated with emer-
gency surgery for diverticulitis were african-american, 
native american or Hispanic ethnicity, male sex, bmi, 
smoking status, diabetes and poor functional status 
(table). in addition, there was an interaction between race 
and gender where female gender and african-american 
ethnicity was associated with a decreased odds of emer-
gent operation (or 0.8, 95% Ci 0.64 -0.99, p=0.045). 
Factors associated with ostomy included emergent surgery, 
Hispanic or asian ethnicity, Bmi, smoking status, diabetes 
and functional status (table).

Limitations: nSQiP does not include patient variables 
such as insurance status or other socioeconomic status 
which would be useful for a more granular analysis of risk 
factors.

Conclusions/Discussion: these data demonstrate that 
most patients with diverticulitis receive elective operations 
without diversion and more than half of these operations 
are via a minimally invasive approach. modifiable risk 
factors for emergent surgery and receipt of an ostomy 
include Bmi, smoking status, weight loss and diabetes. 
Patients with diverticulitis should be counseled on the 
importance of modifying these risk factors to decrease the 
odds of an emergent operation and receipt of an ostomy.

risk factors associated with emergent surgery and ostomy in diverticulitis

CAN A DIVERTING ILEOSTOMY BE 
SAFELY CLOSED IN PATIENTS WITH AN 
ASYMPTOMATIC RADIOLOGIC LEAK AFTER 
PELVIC BOWEL ANASTOMOSIS?

ePoSter aBStraCtS eP152

J. Salem1, S. Koh2, K. Zaghiyan1, P. Fleshner1

1Los Angeles, CA; 2Singapore, Singapore

Purpose/Background: there is no consensus regarding 
management of asymptomatic leaks after pelvic anasto-
moses protected with a diverting ileostomy (di).

Hypothesis/Aim: to demonstrate safety and efficacy of 
restoring bowel continuity in the presence of a stable radio-
logic leak (rl) on gastrograffin® enema (GGe).

Methods/Interventions: a retrospective analysis of 
patients with clinically stable rl from January 2004 to 
September 2021 was performed. Patients with fistulous 
tracts from the leak to other organs were excluded. a clin-
ically stable rl was defined by lack of symptoms of pelvic 
sepsis and/or stable size on repeat imaging. the di was 
closed in patients meeting these criteria.

Results/Outcome(s): the story cohort of 16 patients 
with stable rl on GGe, had a median age of 58 (16 - 
88) years and included 11 (69%) males. index surgeries 
included ileal pouch-anal (n=10), colorectal (n=3), ileo-
rectal (n=1) and coloanal (n=2) anastomoses. three 
(19%) patients did not have a repeat GGe and under-
went immediate ileostomy closure. none of the patients 
became symptomatic or had enlargement of the leak with 
a median follow-up of 12 (0.5-20) months. the remaining 
13 (81%) patients had a repeat GGe at a median interval 
of 41 (23-240) days that showed no change of the leak in 
all patients. these 13 patients underwent di closure at a 
median time of 2.2 (0.7-8.3) months from rl recognition. 
after a median follow-up of 12 (1-110) months after di 
closure, none of these 13 patients required rediversion 
because of the leak.
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Limitations: retrospective, single institution, small-
number case series.

Conclusions/Discussion: Closure of the di in asymp-
tomatic patients with a rl appears to be safe. there 
appears to be little value of repeat GGe to ensure resolu-
tion of a clinically stable rl prior to di reversal.

SARCOPENIA IS ASSOCIATED WITH 
INCREASED LENGTH OF STAY IN PATIENTS 
UNDERGOING ELECTIVE SURGERY FOR 
DIVERTICULITIS.

ePoSter aBStraCtS eP153

J. Krebs, P. mazirka, t. ault, d. neal, t. read, 
K. terracina
Gainesville, FL

Purpose/Background: Sarcopenia has been associated 
with adverse perioperative outcomes in patients under-
going operation for malignancy, but to our knowledge no 
such analysis has been performed for patients undergoing 
elective colectomy for diverticulitis.

Hypothesis/Aim: We hypothesized that sarcopenia, as 
defined by skeletal muscle index (Smi), is associated with 
adverse perioperative events in patients undergoing elec-
tive colectomy for diverticulitis.

Methods/Interventions: With irB approval, we 
accessed charts with CPt codes for partial colectomy 
and iCd-10 codes for diverticulitis from 2016-2020 and 
reviewed charts for elective surgery and available pre- 
or peri-operative computed tomography (Ct) imaging. 
Visage imaging software was used to calculate Smi [muscle 
area at the level of the superior endplate of l3 in cm2 
divided by height in m2 (Smi = cm2/m2)]. Based on 
reported thresholds, sarcopenia in males was defined 
as an Smi <43 (Bmi<25) or an Smi <53 (Bmi>25). in 
females, sarcopenia was defined as an Smi <41 regardless 
of Bmi. Comorbid conditions, operative characteristics 
and complications were abstracted from our institutional 
emr. associations with sarcopenia were evaluated using 
Fisher’s exact test (categorical) or mann-Whitney u test 
(continuous).

Results/Outcome(s): 77 patients were identified for 
analysis out of 200 reviewed charts. mean age was 60 and 
62% were female. 41 patients (53%) met criteria for sarco-
penia; 25 of those with sarcopenia (61%) were female. 
Patients with sarcopenia were older than those without 
sarcopenia (65 vs 54 years). Females with sarcopenia had 
significantly lower Bmi than those without sarcopenia 
(25 vs 36). there was no association between sarcopenia 
and Bmi among males. Sarcopenia was associated with an 
increase in length of stay (median 2 vs 3 days, p = 0.025). 
no association was observed between sarcopenia and 
preoperative albumin, aSa class, hospital readmission, 
postoperative complications, or discharge to a facility other 
than home. there were no deaths or anastomotic leaks 

observed. all patients were admitted from home. two 
patients were discharged to a facility other than home. 
Complications were observed in five patients, two of whom 
required return to operating room for bleeding and abdom-
inal wall debridement, respectively.

Limitations: retrospective analysis, modest sample size
Conclusions/Discussion: Sarcopenia is associated with 

increased length of hospital stay in patients undergoing 
elective colectomy for diverticulitis. Sarcopenia analysis 
may assist in patient selection for elective operation for 
diverticulitis.

POSTOPERATIVE STOMA COMPLICATIONS 
WITH OR WITHOUT RODS.

ePoSter aBStraCtS eP154

o. Beresneva, J. Favuzza, J. Hall
Boston, MA

Purpose/Background: Stoma rods have traditionally 
been used to prevent retraction of loop stomas. However, 
a rod can lead to complications, such as peristomal derma-
titis, mucocutaneous separation, or even obstruction.

Hypothesis/Aim: the aim of this study was to determine 
whether stoma rods are associated with complications.

Methods/Interventions: Patients who underwent loop 
stoma creation were identified from a prospectively main-
tained database. Patients were divided into two groups: 
those who had stoma rods and those who did not. 
incidence of postoperative local stoma complications were 
analyzed and compared between two groups.

Results/Outcome(s): Between november 2017 and 
January 2021, a total of 69 patients had loop stomas. 26 
patients (38%) had rods placed, and 43 patients (62%) 
did not. 21 patients (30%) had stoma associated compli-
cations. Patients without rods had local complications 
such as mucocutaneous separation (1 patient), erythema/
excoriation (9), superficial retraction (2), and prolapse 
(1). Patients with rods also had mucocutaneous separa-
tion (1) and erythema/excoriation (2). obstruction (2) 
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and congestion/edema (3) were complications unique to 
patients with stoma rods. there was no statistically signifi-
cant association between rod placement and complications.

Limitations: this was a retrospective, single center 
study

Conclusions/Discussion: Placing rods for loop stomas 
was not associated with postoperative local complications

BACK TO THE FUTURE-IS DIVERSION 
WITHOUT RESECTION A SAFE OPTION FOR 
COMPLICATED DIVERTICULITIS?

ePoSter aBStraCtS eP155

a. Graham, K. umanskiy, r. Hurst, B. Shogan, 
n. Hyman, K. olortegui
Chicago, IL

Purpose/Background: Historically, diversion was 
performed prior to resection of complex diverticular 
disease. this fell out of favor, but with the advent of 
laparoscopy, we investigated whether fecal diversion as a 
first step is a safe alternative in select patients who would 
otherwise undergo a Hartmann’s procedure.

Hypothesis/Aim: For select patients with acute medi-
cally-refractory diverticulitis, diversion without resection 
controls sepsis and is a safe option.

Methods/Interventions: Single institution retrospec-
tive chart review of all patients presenting with acute 
complicated diverticulitis from July 2016-June 2021 was 
performed. the subset of patients who underwent diverting 
loop ileostomy or colostomy without initial resection were 
analyzed for demographics, reason for diversion alone and 
clinical course.

Results/Outcome(s): nineteen patients who under-
went loop diverting ostomy (17 ileostomies, 2 colostomies) 
were identified. Seventeen of 19 were performed laparo-
scopically. the average patient age was 52.8 years old (Sd 
18.1) and 47% were men. Six patients had preoperative 
abscesses, one of which was amenable to percutaneous 
drainage. Several patients were initially admitted for 
another diagnosis and subsequently developed divertic-
ulitis. Comorbidities included cases of severe CoVid, 
recent bone marrow transplantation, and current chemo-
therapy for lymphoma. the average time from admission 
to operation was 3.3 days (Sd 2.9), and the average post- 
operative length of stay was 10.1 days (Sd 10.7). none of 
the 19 patients required resection for failure to improve 
during that hospitalization. two patients (10.5%) required 
placement of a percutaneous drain post-operatively. 
Seventeen patients were discharged home (89.5%) and 
2 were discharged to a rehabilitation facility. Six patients 
required emergency department visits or readmission, 
most often for dehydration. Since their diversion, 16 
patients have subsequently undergone sigmoid resection 
(84.2%), 15 with primary anastomosis and subsequent 
diverting ostomy takedown, and one with conversion from 

loop colostomy to descending colostomy and Hartmann’s 
pouch. Five of the 16 sigmoid resections were performed 
laparoscopically (31.3%).

Limitations: this study is a single institution retrospec-
tive review with a small sample size.

Conclusions/Discussion: Fecal diversion appears to 
be a safe initial surgical strategy, providing adequate 
control of local sepsis in patients who are felt to be poor 
candidates for sigmoid resection with primary anastomosis 
and diversion, and allows patients to avoid an initial 
Hartmann’s procedure. all 19 patients were discharged 
without requiring additional surgery. For patients with 
severe acute confounding medical comorbidities, initial 
diversion may allow the patient to recover from their acute 
process, permit optimization of their health status, and 
allow an elective sigmoid resection at a more opportune 
time.

TEMPORAL TRENDS OF ACUTE 
DIVERTICULITIS IN KUWAIT.

ePoSter aBStraCtS eP156

K. alyatama1, H. alhamly1, i. Qadhi1, J. alabbad2, 
F. abdul raheem1

1Kuwait, Kuwait; 2Safat, Kuwait

Purpose/Background: limited literature is available 
describing the presentation of diverticulitis in the middle 
east.

Hypothesis/Aim: the objective of this study was to 
analyze the temporal trend of diverticulitis in Kuwait over 
a 10-year period

Methods/Interventions: Following institutional review 
board approval, all adult patients (age > 18) who had a Ct 
confirmed acute diverticulitis from 2011-2021 were identi-
fied from a university affiliated government hospital in the 
state of Kuwait. the hospital has a catchment area of 1.3 
million people and all patients admitted with diverticulitis 
are treated under the surgical service. demographic, clin-
ical, and radiologic characteristics were compared between 
groups.
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Results/Outcome(s): during the period of 2011 to 
2021 there has been a steady rise in the number of 
patients with diverticulitis (Figure. 1/table. 1). of the 
209 patients meeting inclusion criteria for acute diver-
ticulitis, most patients presented with uncomplicated 
diverticulitis (66.0%). the mean age of diagnosis was 49.9 
(±14.9). there were 131 (62.8%) men and 78 (37.3%) 
women. one hundred and eighty patients (86.1%) had 
left sided diverticulitis. the proportion of complicated 
diverticulitis is increasing by year, when comparing the two 
groups, however this did not reach statistical significance. 
Complicated diverticulitis patients were more likely to be 
male (73.2% vs. 57.2%, p=0.024), immunosuppressed 
(5.6% vs. 0.7%, p=0.028), develop persistent divertic-
ulitis (14.1% vs. 5.1%, p=0.024), and have a longer 
length of stay (loS) (7.2 (±6.5) vs. 4.6 (±3.7), p=0.002). 
Surgical resection was performed in 10.4% of the cohort. 
the overall mean length of stay (loS) was 5.4 (±4.9). 
Persistent diverticulitis occurred in seventeen patients 
(8.1%). a recurrent episode of diverticulitis occurred in 
forty-four patients (21.1%).

Limitations: the study is limited by its retrospective 
single institution design

Conclusions/Discussion: this study suggests that 
diverticulitis in Kuwait presents mostly with left sided 
disease, with an increase in the incidence of disease.

KRASKE PROCEDURE FOR REMOVAL OF 
RETAINED FOREIGN BODY IN THE PRESACRAL 
SPACE.

ePoSter aBStraCtS eP157

S. Korsunsky, r. Hempel, r. Bennett
Tampa, FL

Purpose/Background: the Kraske procedure is a rarely 
used technique, typically described for removal of presacral 
and mid-rectal tumors. Presented is a case of the Kraske 
procedure for removal of presacral VaC sponge.

Hypothesis/Aim: to describe the use of an infrequently 
used procedure for a rare indication.

Methods/Interventions: a 28-year-old female who 
sustained multiple gunshot wounds to the chest, abdomen, 
and pelvis and underwent a series of operations at an 
outside institution, was referred for consideration of entero-
cutaneous fistula (eCF) takedown and ileostomy reversal. 
Preoperative colonoscopy to further evaluate reports of 
an entero-rectal fistula revealed an apparent wound 
VaC sponge within the wall of the mid-rectum which 
was removed endoscopically. She then underwent eCF 
takedown, ileostomy reversal, partial colectomy, sigmoid 
loop colostomy, and extensive lysis of adhesions. Her post- 
operative course was complicated by development of fever, 
tachycardia, leukocytosis, and increased pain. Ct imaging 
revealed a 9.9cm pelvic abscess and persistent retained 
foreign body in the retrorectal space caudal to the tip of the 

coccyx. due to its anatomic location, this was felt to lend 
itself to a posterior approach to removal. during the proce-
dure, the VaC sponge was found to be well incorporated 
in fibrotic tissue within the presacral space. the sponge 
was surgically removed in piecemeal fashion via the Kraske 
approach with repair of a transmural rectal defect at the 
site of the sponge. Her immediate post-operative recovery 
was without complication.

Results/Outcome(s): the patient has recovered well 
from the procedure with only mild pain at the surgical site. 
She will soon be evaluated for integrity of the repaired 
rectal defect in preparation for colostomy closure.

Limitations: this is a single case of a rarely used 
technique for an uncommon indication. thus, no strong 
conclusions can be made about the appropriateness of 
this approach for removal of foreign bodies in other clin-
ical scenarios, but this does highlight the utility of this 
approach for an atypical indication.

Conclusions/Discussion: this case highlights the 
utility of the Kraske procedure for an uncommon indi-
cation. the Kraske procedure is a relatively infrequently 
used technique typically employed for select indications 
including benign and malignant lesions of the rectum and 
presacral space. it does however have utility for other 
novel scenarios such as foreign bodies of the presacral 
space. Practitioners who could be called upon in this situ-
ation should be aware of its potential use.

Figure 1: (a) endoscopic image of retained rectal VaC sponge. (B) Ct 
image demonstrating retained foreign body in presacral space after endo-
scopic removal of intraluminal component. (B) intraoperative photos 
showing apparent wound VaC sponge being removed from presacral 
space via Kraske procedure.

PERIANAL SYRINGOCYSTADENOMA 
PAPILLIFERUM: A RARE DIAGNOSIS.

ePoSter aBStraCtS eP158

a. Hofmann2, C. Kwock1, W. Sang1, H. massarotti1, 
G. Sigle1, a. Chudzinski1
1Tampa, FL; 2Orlando, FL

Purpose/Background: 85-year-old female presented 
with perianal pain for 2 years refractory to conservative 
management. Physical exam revealed circumferential peri-
anal ulcerations extending 2 cm radially with firm hyper-
plastic nodules. Surgical biopsy-confirmed diagnosis of 
perianal syringocystadenoma papilliferum.

Hypothesis/Aim: the aim of the case report is to 
increase awareness of perianal syringocystadenoma papil-
liferum (SCaP) to the colorectal surgeon population as 
this is a rare diagnosis in an even rarer location.



112 ePoSter abStractS

Methods/Interventions: on physical examination, 
patient had full-thickness perianal ulcerations extending 
2 cm radially in all directions with scattered firm nodules 
and islets of hyperplastic epithelium. Her most extensive 
disease was in the right posterolateral quadrant with 
complete desquamation. Colonoscopy was within normal 
limits. Given the worrisome physical features, patient 
completed Ct chest/abdomen/pelvis and mri pelvis which 
were negative for metastatic disease or lymphadenopathy. 
She underwent an exam under anesthesia (eua) with 
excisional biopsy.

Results/Outcome(s): Final pathology revealed verru-
coid lesion with papillary glandular proliferation connected 
to the skin surface and pseudo-villous formation with 
plasma cells in the villous stroma. Findings were consistent 
with SCaP. the patient recovered well with no complica-
tions. She will be continually followed for serial examina-
tion to comply with long-term surveillance.

Limitations: due to the rarity of this disease process, 
this is the first patient in our practice to develop this peri-
anal pathology thus completing this as a case report.

Conclusions/Discussion: SCaP is a benign adnexal 
tumor that is uncommonly seen. it presents as an exo- 
endophytic, crater-like lesion with cuboidal and columnar 
luminal cells arranged into double-layered tubular struc-
tures. at the squamocolumnar junction, a dense plasma 
cell stromal infiltrate can be found. SCaP is known to 
have a predilection for the scalp and rarer form other parts 
of the body, such as the anus. SCaP should be promptly 
recognized by colorectal surgeons as long-standing lesions 
can transform into the malignant form, syringocystadeno-
carcinoma papilliferum (SCaCP). For this reason, SCaP 
should be considered among the differential diagnosis for 
ulcerative perianal lesions and should be followed with 
lifelong surveillance.

CHRONIC POSTOPERATIVE TENESMUS 
AND ANAL SPAMS FOLLOWING STAPLED 
HEMORRHOIDOPEXY RELIEVED BY REMOVAL 
OF RETAINED STAPLES AND DILATION.

ePoSter aBStraCtS eP159

J. mckelvey2, J. Williams1

1Saint Petersburg, FL; 2Tampa, FL

Purpose/Background: Chronic postoperative tenesmus 
is a known complication of stapled hemorrhoidopexy (SH) 
often treated with conservative measures including antidi-
arrheal medications, but can lead to significant reduction 
in the patients quality of life.

Hypothesis/Aim: We hypothesize that chronic 
tenesmus following SH is associated with a chronic inflam-
matory reaction to the retained foreign body and removal 
and dilation of any stenosis can bring resolution.

Methods/Interventions: a 40 year old male presented 
6 months following stapled hemorrhoidopexy at an outside 
institution. He had chronic postoperative tenesmus and 
anal spasms which had significantly impacted his quality 
of life. He had undergone treatment with oral antidiar-
rheal medications as well as topical agents including dilti-
azem cream and lidocaine without success. the patient 
described what he thought was a retained staple felt on 
self-exam. He requested exam under anesthesia and was 
taken to the operating room for evaluation. on reua 
there was mild stenosis of the anal canal with tenting of the 
sphincter and two retained staples noted in the posterior 
anorectal ring. the staples were removed and dilation of 
the stenosis performed via a longitudinal relaxing inci-
sion with cautery. a bilateral pudendal block with 0.5% 
marcaine was also performed.

Results/Outcome(s): the patient was seen in postoper-
ative recovery and was noted at that time to be symptom 
free for the first time in 6 months. He denied any anal pain 
or discomfort. He returned for follow up and remained free 
of any postoperative symptoms including tenesmus, anal 
pain, and fecal incontinence at 6 months.

Limitations: this is a single patient observation.
Conclusions/Discussion: Complications after SH 

including tenesmus and fecal urgency have been well docu-
mented. retained staples following SH is also reported in 
the literature, however data on the incidence is limited. 
in many cases, these chronic post-op symptoms may be 
due to retained staples, and a removal of the staples may 
be a curative procedure. other patients may experience 
discomfort due to stenosis at the staple line and dilation 
should be considered. Further study on resolution of 
tenesmus by foreign body staple removal is needed to 
draw final conclusions, but risk of reua and removal is 
minimal.
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OUTCOMES FOLLOWING INTRASPHINCTERIC 
INJECTION BOTULINUM TOXIN FOR 
TREATMENT OF ANAL FISSURES.

ePoSter aBStraCtS eP160

a. rajagopalan, a. arachchi, t. nguyen, W. teoh
Clayton, VIC, Australia

Purpose/Background: intrasphincteric injection of 
botulinum toxin is an alternative treatment for anal 
fissures which may present less risk of faecal incontinence 
than more invasive procedures such as sphincterotomy.

Hypothesis/Aim: the aim is to compare cure and 
complication rates between these two treatments for anal 
fissure.

Methods/Interventions: We conducted a retrospec-
tive audit of patients who underwent treatment of anal 
fissures with intrasphincteric botulinum toxin or lateral 
internal sphincterotomy from 2016 to 2020 at the monash 
Health Colorectal Surgery unit, excluding those who had 
previously had either procedure. data were collected from 
the medical record and from a single follow up telephone 
survey.

Results/Outcome(s): 47 patients received intrasphinc-
teric botulinum toxin. 25 (53%) had a total botulinum 
dose of 80 units and 17 (36%) had 100 units, whilst the 
remainder (5; 11%) had lower doses. most (n=37; 79%) 
had the dose divided into two doses at the 3 o’clock and 
9 o’clock positions; 4 (9%) had the dose administered at 
3 o’clock, 9 o’clock as well as locally to the fissure site, 
whilst 4 (9%) had the dose divided into four doses at the 
12 o’clock, 3 o’clock, 6 o’clock and 9 o’clock positions. 
29 patients (62%) had complete resolution of symp-
toms with a median time to cure of 1 month. 9 patients 
(19%) had post-procedural faecal incontinence (leakage) 
with median time to resolution of 2 months. 10 patients 
(21%) had recurrent symptoms requiring re-intervention. 
39 patients received lateral internal sphincterotomy. 33 
patients (85%) had complete resolution of symptoms, 
with a median time to cure of 1 month. 5 patients (13%) 
reported post-procedural faecal incontinence, which in 4 
cases was persistent. 6 patients (15%) had recurrent symp-
toms requiring re-intervention.

Limitations: this study was limited by its retrospective 
and observational nature; a randomised controlled trial 
would be beneficial to validate and extend these findings.

Conclusions/Discussion: Chronic anal fissures are 
related to high anal pressure or spasm of the anal sphincter, 
which has led to the development of surgical techniques 
such as lateral internal sphincterotomy and fissurec-
tomy for patients with anal fissures refractory to medical 
therapy. intrasphincteric injection of botulinum toxin is 
an effective, less invasive alternative to sphincterotomy for 
the surgical treatment of anal fissures, with faecal inconti-
nence usually temporary when it occurs. Further research 
is needed to compare the dose and location of injection to 
optimize post-operative outcomes.

AN UNUSUAL PLACE: AN EPIDERMAL 
INCLUSION CYST BENEATH THE COCCYX.

ePoSter aBStraCtS eP161

F. Garcia ramirez, J. Blanco, m. aceves Valdez, 
G. Peñafiel Puertas
Pachuca, Mexico

Purpose/Background: We present a patient who had 
an epidermal inclusion cyst between the coccygeal region 
and the posterior anorectal space.

Hypothesis/Aim: descriptive case
Methods/Interventions: a 27-year-old female patient 

with no significant medical history who consulted for low 
back pain for the previous 3 years. By obtaining clinical 
history and physical examination, near anal region we 
palpated a mass 10cm diameter and to rectal exam we 
touched increased in volume in the posterior anal region. 
an endoanal ultrasound was made, identifying a poste-
rior perianal tumor with conserved sphincter complex, 
following a tomography was requested where a lesion of 
285cc below the coccyx was identified. the magnetic 
resonance made after reported a cystic tumor that elevated 
coccyx and was in contact with the rectum and anal 
sphincter, beneath the intergluteal region, dimensions 
57x84x70mm. With all the studies, the surgery was sched-
uled. a través de una incisiòn tumor of 12cm diameter was 
totally resected, with sebaceous like content. rectal and 
anal sphincter were conserved. a Jackson-Pratt drainage 
was placed and the wound was closed.

Results/Outcome(s): Pathology reported an epidermal 
inclusion cyst totally resected. the drainage was retired 
after 15 days, a month later a post-op seroma was drained, 
and secondary closure followed up the next 3 months until 
complete discharge of our service.

Limitations: We report only one case.
Conclusions/Discussion: epidermal inclusion cysts are 

the most common cutaneous cysts and can appear or occur 
anywhere, with the most common location in the body 
being the head. it is a slow-growing tumor with a widely 
variable clinical presentation, with the diagnosis generally 
delayed often in the most infrequent places such as spinal 
where it could present long duration symptoms and slow 
progressive neurologic deficits. Similar to our patient, it 
has been reported the incidence of perineal epidermoid 
cysts estimated around 1 in 50 000 presacral develop-
mental cysts cases. an unusual finding, maybe a cyst that 
can be considered spinal depending of the coccyx, with 
both preoperative evaluation and perioperative manage-
ment important in the final management because approx-
imately less than 1% of giant epidermal inclusion cysts 
have a malignant transformation to basal cell carcinoma 
or squamous cell carcinoma.
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CASE REPORT OF ANAL MYOLIPOMA, A 
BENIGN ENTITY PRESENTED AS AN ANAL 
TUMOR.

ePoSter aBStraCtS eP162

J. ordonez, J. Gomez Goytortua, G. Carrion Crespo, 
m. Gomez Cruz, r. Gomez Cruz, a. olvera lujan, 
J. Hernandez amigo, d. ramirez Gonzalez
Mexico City, Mexico

Purpose/Background: a myolipoma is a rare benign 
lesion composed of smooth muscle fibers and mature 
adipocyte. it was first described by meis and enzinger 
in 1991. it can develop anywhere in the body and anal 
presentation is extremely rare.

Hypothesis/Aim: the gold standard of the treatment of 
an anal myoplipoma is complete surgical resection and has 
good outcomes.

Methods/Interventions: We presented a case of an 
anal myolipoma ocurring in a 47-years-old female treated 
in a third level hospital at mexico city with complete local 
excision with optimal outcomes.

Results/Outcome(s): a 47-year-old female was 
admitted at the Juárez Hospital in mexico City in april 
2021, with the main complaint of a progressively growing 
perianal mass. the mass had been increasing in size for 4 
months. Physical examination showed a 8 x 7 x 5 cm, firm, 
ovoid mass at the right lateral margin of the external anal 
sphincter. nothing remarkable was noted in the laboratory 
work-ups, including complete blood cell count, blood 
chemistry, urinalysis, and plain chest radiograph. a mri 
was performed to analyze anal sphincter finding anatom-
ical compromise and a endometrioma compatible image. a 
transperineal ultrasound was performed which reported an 
67 x 35 mm lesion found lateral to the external esphincter 
that does not occlude the anal canal.

Limitations: no potential conflict of interest relevant to 
this case reported.

Conclusions/Discussion: a myolipoma is an extremely 
rare bening neoplasm occurring most frequently in adults 
in deep soft tissue. in this case report, the myolipoma 
entity is presented in a different location from those 
previously reported worldwide, being the most common 
in retroperitoneum, intra-abdominal, pelvis, inguinal, and 
very rare cases in anal margin. the complete excision of 
the lesion is important for both, diagnosis and treatment 
and continues to be the most accepted measure for its 
resolution. it is important to make differential diagnoses 
with other types of anal lesions that affect adipose tissue 
and anal tumors.

CONCOMITANT STAPLED 
HEMORRHOIDECTOMY AND EXCISION 
OF RESIDUAL EXTERNAL COMPONENTS 
ACHIEVES LOW RECURRENCE RATE. A 6-YEAR 
EXPERIENCE.

ePoSter aBStraCtS eP163

B. Ghobrial, a. Ferrara, m. matos, S. deJesus, 
m. Soliman, m. Ferrara
Orlando, FL

Purpose/Background: Stapled hemorrhoidectomy has 
been reported to have higher recurrence rates for grades 
iii and iV than conventional hemorrhoidectomy. multiple 
studies have reported recurrence rates as high as 36% but 
with decreased rates of postoperative pain and faster return 
to work.

Hypothesis/Aim: We present 6-year data of stapled 
hemorrhoidectomy performed by experienced colorectal 
surgeons. We hypothesize that this is an effective treat-
ment for hemorrhoidal disease with low recurrence rate.

Methods/Interventions: this is a retrospective review 
analyzing patients who underwent a stapled hemorrhoid-
ectomy between January 2013 and december 2018. all 
operations were performed by 5 board-certified colon and 
rectal surgeons. data regarding patients’ age, sex, comor-
bidities, body mass index, presenting complaints, and 
grade of internal hemorrhoids was collected. operative 
data included the device used and whether additional 
procedures were performed in addition to the stapled 
hemorrhoidectomy such as additional excision of internal 
hemorrhoids, external components, polyps, or hypertro-
phied papilla, or management of a fistula or a fissure. the 
main outcome measure was recurrence requiring interven-
tion including rubber band ligation, infrared coagulation, 
or any other surgical procedure. Secondary outcomes were 
acute bleeding, urinary retention requiring catherization, 
fecal impaction, fecal urgency, postoperative abscess, fecal 
incontinence, chronic anal pain, and anal stenosis.

Results/Outcome(s): Four hundred and twenty-one 
stapled hemorrhoidectomies were performed in the last 11 
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years in our practice. We gathered 6-year data between 
January 2013 and december 2018. two hundred and 
twenty-one charts were reviewed (105 male [47.5%], 116 
female [52.5%], median age 47). mean body mass index 
was 27.9. Sixty percent of all patients had associated 
external hemorrhoids or skin tags. of those, 92% had 
excision of external component through a separate incision 
at the time of the stapled hemorrhoidectomy. eleven cases 
were missing stapler information from the operative record. 
mean follow-up was 11.8 months. the overall recurrence 
rate was 5.9% (table). only 1 patient developed a postop-
erative abscess requiring drainage.

Limitations: this is a retrospective review study of a 
single practice where most of the stapled hemorrhoidecto-
mies are performed by a single surgeon.

Conclusions/Discussion: it was reported in earlier 
studies that the additional excision of external component 
may further decrease recurrence rate compared to stapled 
hemorrhoidectomy alone. in our experience, the external 
component is almost always excised and by doing that, our 
data demonstrates this low recurrence rate. unlike previ-
ously reported recurrence rates, in trained and experienced 
hands, stapled hemorrhoidectomy is a safe and effective 
option for the treatment of hemorrhoidal disease with low 
recurrence and low complication rates.

table

WHITEHEAD HEMORRHOIDECTOMY- IS IT 
TIME TO RECONSIDER?

ePoSter aBStraCtS eP164

a. reiti1, V. Poylin2, a. Kurmanskyi1, S. Zhurba1, 
V. Hordovskyi1, o. Shcherbyna1, V. tertychna1

1Kyiv, Ukraine; 2Chicago, IL

Purpose/Background: Grade iV hemorrhoids are often 
referred for surgical management. number of techniques 
have been described. although not as frequently performed, 
Whitehead procedure is still occasionally utilized.

Hypothesis/Aim: the goal is examine outcomes 
of this technique when compared to milligan-morgan 
hemorrhoidectomy.

Methods/Interventions: retrospective review of 
patients with Grade iV hemorrhoids undergoing surgical 
treatment between 2015-2021 at two tertiary hospitals 
in Kyiv, ukraine. Primary outcome was presence of any 
complications. Secondary outcomes included post opera-
tive pain, recurrence and incontinence.

Results/Outcome(s): total of 323 patients, 173 patients 
with Whitehead and 150 milligan-morgan hemorrhoidec-
tomy were included. there were 235 women (72.7%) and 
88 (27.3%) men with average age of 49,1±15,9. overall, 
of 29 patients (16,8%) after Whitehead and 52 patients 
(34,7%) after milligan-morgan hemorrhoidectomy devel-
oped complications (p=0,0003) at average follow up of 
9 months, there was higher rate of recurrence (combine 
prolapse and recurrence here and table) in milligan-
morgan procedure when compared to Whitehead opera-
tion. there was no difference in incontinence (1,7% and 
1,33% p=0,1), or stenosis (1,7% and 1,33% p=0,8). no 
Whitehead deformities were noted. average pain level 
after surgery was better after Whitehead, when compare to 
milligan morgan procedure.

Limitations: this is a retrospective review where type 
operation performed was up to surgeon’s preference intro-
ducing bias. no formal incontinence scale was used. 
although there was intermediate term follow up, long term 
outcomes are not available

Conclusions/Discussion: Whitehead operation is a safe 
and effective option for surgical treatment of hemorrhoid. 
it is associated with less pain and results in fewer recur-
rences when compared to standard hemorrhoidectomy. 
Further studies are needed to evaluate long term outcomes.

Visual representation of pain sensation on VaS scale during the first 14 
days.



116 ePoSter abStractS

COMPUTED TOMOGRAPHY DOES NOT 
BENEFIT PATIENTS IN EMERGENCY ROOM 
EVALUATION OF PERIRECTAL ABSCESS.

ePoSter aBStraCtS eP165

l. Hajirawala1, m. Bergeron1, a. Fa1, a. Bove1, 
t. legare1, G. orangio1, J. meunier1, J. Barton2, K. davis1

1New Orleans, LA; 2Clackamas, OR

Purpose/Background: Perirectal abscess is a clinical 
diagnosis. despite this, computed tomography (Ct) is 
frequently used to confirm the diagnosis.

Hypothesis/Aim: to assess the use of Ct in the evalua-
tion of perirectal abscess in patients with classic symptoms, 
of anorectal pain and lump.

Methods/Interventions: We performed a retrospective 
review of all adults presenting at a tertiary care center 
emergency room (er) with complaints of anorectal pain 
and lump. the patients were divided in to two groups 
based on whether they underwent Ct or not, and then 
compared the groups using univariable and multivariable 
analyses. the outcomes of interest included the odds of 
incision and drainage, er length of stay (loS), hospital 
loS, as well as imaging and total charges.

Results/Outcome(s): of the 870 patients evaluated in 
the er for anorectal complaints between 2015 and 2018, 
104 patients presented with a complaint of perianal pain 
and the sensation of a lump. of these, 22 (21.1%) under-
went Ct, and 82 (78.8%) did not. Patients who under-
went Ct were more likely to be older (43 vs 38.1 years, 
p=0.083), and report fever (18.2% vs 6.1%, p=0.073), 
chills (13.6% vs 3.7%, p=0.075) and drainage (27.3% vs 
6.1%, p=0.004). Patients who underwent Ct were also 
more likely to have fluctuance (45.5% vs 24.4%, p=0.053), 
induration (50% vs 28.1%, p=0.051) and a perianal mass 
(31.8% vs 7.3%, p=0.002) documented on the physical 
exam performed by the er physician. among the patients 
undergoing Ct, 18 (81.8%) had a pre-Ct diagnosis of 
perirectal abscess on the radiology request form. a surgeon 
was consulted for 77.3% of patients who underwent Ct, 
compared to 19.5% of those who did not (p<0.0001). 
While patients undergoing Ct were more likely to undergo 
incision and drainage (i&d) on univariable analysis [or 
5.5, 95%Ci (1.7-17.8)], there was no difference between 
the odds of i&d between the groups after adjusting for 
baseline differences and surgical consultation [aor 1.8, 
95%Ci (0.25 – 13)]. the use of Ct was associated with 
increased hospital charges ($7377 vs $871, p<0.05) and 
imaging charges ($2136 vs $0, p<0.05). Similarly, the use of 
Ct was also associated with increased hospital loS (10.8hr 
vs 4.3hr, p<0.05) and er loS (9.3hr vs 3.6hr, p<0.05). 
For patients undergoing i&d, the use of Ct was associated 
with a delay to surgical treatment (9.9hr vs 3.9hr, p<0.05).

Limitations: this study is limited by its retrospective 
nature and inherent selection bias. Generalizability may be 
limited as this study reports a single center experience at 
an urban tertiary care center er.

Conclusions/Discussion: Perirectal abscess remains a 
clinical diagnosis. in this cohort, Ct was used to confirm, 
rather than to establish a diagnosis. obtaining a Ct for 
patients with clear signs and symptoms of a perirectal 
abscess adds unnecessary costs, loS, as well as a delay in 
the necessary treatment.

SOURCES OF VARIATION IN REPORTING 
RECTAL ADVANCEMENT FLAPS FOR THE 
TREATMENT OF ANAL FISTULAS.

ePoSter aBStraCtS eP166

a. angistriotis, d. Bakes, B. dionigi, m. Bertucci Zoccali, 
S. lee-Kong, r. Kiran, J. Church
New York, NY

Purpose/Background: advancement flap repair is a 
recognized treatment option for cryptoglandular anal 
fistulas but published outcomes vary greatly. We examine 
points of variation and their effects on the value of litera-
ture as a decision-making guide in this disease.

Hypothesis/Aim: inconsistent definitions make inter-
pretation of results unreliable, devaluing literature as a 
surgeon’s guide.

Methods/Interventions: Search in Pubmed and Google 
Scholar using Boolean operators ((anal fistula) or (fistu-
la-in-ano) or (colorectal fistula)) and ((advancement 
flap) or (mucosal flap)). We excluded non-english 
articles, meta-analyses, reviews, duplicate publications, 
irrelevant or insufficient data, studies with only fistula 
pathology other than cryptoglandular and advancement 
flap treatment for disease other than ano-rectal fistulae. 
We examined the identified studies and extracted a multi-
tude of data, with primary outcome measures being the 
variations in the ways each study defined terms, delineated 
protocol, and described data. definitions of healing [either 
primary or overall (after repeated procedures or not)] and 
recurrence, were secondary outcome measures.

Results/Outcome(s): Forty studies were reviewed. We 
found great variation in the definitions of healing, failure 
of treatment, recurrence, treatment, as well as protocol 
design. Healing rates and recurrence had a significant 
spread ranging from 51.2% to 100% and 0 to 63.4% 
respectively. the 5 studies with the lowest recurrence rates 
and the 5 with the highest recurrence rates are shown in 
table 1 to illustrate variability in study design, techniques 
used and length of follow up. overall, 16 studies defined 
healing, 12 defined recurrence, 5 defined persistence and 
2 consolidated persistent and recurrent cases as failure 
of treatment. there were 9 studies describing recurrence 
after a mucosal flap (median 23.8%, 0-63.4), 19 studies 
describing recurrence after full thickness flap, (7.1%, 
0-51.7), and 28 studies that combined mucosal and full 
thickness flaps (7.4%, 0-63.4). Six studies used mean to 
report follow-up, 18 used median and 16 did not specify 
the statistic.



 117

Limitations: We were limited by the information avail-
able in the study manuscripts and the language used by 
the authors. a majority of studies were from non-english 
speaking countries.

Conclusions/Discussion: literature describing the 
results of advancement flap repair of cryptoglandular anal 
fistula disease is unhelpful for clinical decision making, 
due to the variation of definitions and protocols in the 
studies, making comparison of outcomes unreliable. there 
is a heterogeneous clinical approach to anal fistulas and a 
lack of a standardized care pathway. at a more basic level 
there is a failure to recognize the important principles of 
management. Consistent success in managing complex 
anal fistulas will be elusive until the principles are widely 
understood and a standardized approach is agreed upon.

table 1. top 5 and bottom 5 recurrence rates

BE KIND TO YOUR BEHIND: A SYSTEMATIC 
REVIEW ON THE HABITUAL USE OF BIDETS IN 
BENIGN PERIANAL DISEASE.

ePoSter aBStraCtS eP167

Z. Baig, n. abu-omar, n. Ginther, m. Harington, d. Gill
Saskatoon, SK, Canada

Purpose/Background: during the pandemic, bidet sales 
increased substantially in north america. Given that sitz 
baths are recommended for perianal disease, we considered 
whether bidets offer a convenient alternative.

Hypothesis/Aim: to systematically review the current 
evidence regarding the effect of bidet use on perianal 
disease

Methods/Interventions: Data Sources: a database 
search was conducted on medline and epub ahead of 
Print, embase, Clinicaltrials.gov, the Cochrane library, 
and ProQuest dissertations. all studies on bidet use in 
pruritus ani, hemorrhoids, or anal fissures were included. 
Interventions: the intervention of interest was habitual 
bidet use. Main Outcome Measure: the outcomes of 
interest included the odds of developing hemorrhoids or 
hemorrhoidal symptoms, the odds of symptom resolution 
in hemorrhoids, the odds of developing anal fissures or 
symptoms of anal fissures, and the odds of symptom reso-
lution in anal fissures. Data Extraction: the studies were 
screened and critically analyzed by two senior general 

surgery residents. 121 studies passed the initial inclusion 
criteria, and 6 studies were eventually retrieved for final 
data extraction in line with PriSma guidelines.

Results/Outcome(s): 2 prospective trials and 1 
cross-sectional study found that habitual use of bidets 
had no impact on the odds of developing hemorrhoids 
or hemorrhoidal symptoms. 1 rCt identified that using 
bidets was non-inferior to sitz-bath for post-hemorrhoidec-
tomy pain. 2 prospective trials and 1 cross-sectional study 
identified that habitual bidet use may increase the odds 
of developing pruritus ani. 2 case series identified that 
habitual bidet use may cause perianal burns or anterior 
anal fissures. a meta-analysis was not performed because 
only a limited number of studies were available, and they 
were of variable quality

Limitations: only a limited number of studies were 
available, and they were of variable qualities.

Conclusions/Discussion: the current evidence does 
not identify using bidets as a treatment modality for peri-
anal disease, and further research is warranted to study this 
increasingly utilized technology.

EFFICACY OF CHEMODENERVATION 
COMPARED TO LATERAL INTERNAL 
SPHINCTEROTOMY FOR TREATMENT OF 
ANAL FISSURES.

ePoSter aBStraCtS eP168

S. Carr, J. Griffin, r. lesnick, J. Scanlan
Seattle, WA

Purpose/Background: anal fissures are a common 
problem causing pain and bleeding. most acute fissures are 
successfully treated with conservative management, but 
chronic anal fissures often require surgical intervention.

Hypothesis/Aim: lateral internal sphincterotomy (liS) 
is the gold standard for the treatment of anal fissures.

Methods/Interventions: although chemodenervation 
of the internal anal sphincter (iaS) muscle with Botox 
has become popular, it is thought to be less effective than 
liS. a retrospective chart review was done to identify 
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patients undergoing liS and Botox at a single institution 
over a 7-year period. the success rates of Botox injection 
and liS were evaluated and compared. For subjects that 
failed Botox injection further treatment interventions 
were reviewed, specifically patients that later required liS. 
Statistics done with iBm SPSS 19.

Results/Outcome(s): retrospective review yielded 298 
anal fissure patients, 223 with three months follow-up. 189 
patients were treated with liS and 38 with Botox. 3-month 
resolution was 84% and 32% respectively (p<.000001). 
When Botox and liS were compared there was no differ-
ence in mean age (42.5 years), nor in Bmi (28.5), but 
there was a relative gender difference with 76% of Botox 
patients female and 44% of liS patients female (p<.001). 
Closer inspection of the success of Botox in men and 
women showed no difference (resolution in 33% in men 
and 31% in women). 3 out of 4 Botox failures showed liS 
success, a rate that did not differ from success found in 
those treated with liS without Botox. Comparison of our 6 
surgeons did not show improved outcomes with increasing 
surgical experience, a “learning curve” often seen with 
more complex surgeries.

Limitations: the number of patients treated with Botox 
was smaller than those treated with liS. the surgeries 
were performed by 6 different surgeons who had different 
amounts of experience with the procedures. Seventy-five 
(25%) of patients were lost to follow-up.

Conclusions/Discussion: liS procedure was roughly 
2.5 times more effective than the Botox procedure. the 
Botox procedure might be preferred by some female 
patients, but there is no indication that it is actually more 
effective in females. additionally, there is no evidence 
that greater experience with Botox leads to greater surgical 
success as is often evident in other surgical procedures. 
While our study has limitations in smaller number of 
Botox than liS patients, and in follow-up attrition, the 
strong differences seen here make it unlikely that these 
issues have appreciably distorted our results. liS remains 
the “gold standard” and Botox treatment, although less 
invasive, does not yield comparable outcomes.

CONSERVATIVE (NON-SURGICAL) 
MANAGEMENT OF ANAL FISTULAS-IS IT 
POSSIBLE?: A NEW INSIGHT AND DIRECTION.

ePoSter aBStraCtS eP169

P. Garg1, e. Jain2, a. Sohal3
1Panchkula, India; 2Ludhiana, India; 3Fresno, CA

Purpose/Background: anal fistulas are difficult to 
treat. even after surgery, the recurrence rate is high in 
complex fistulas. at present, the medical treatment has no 
role in anal fistula management.

Hypothesis/Aim: a subset of early intersphincteric 
fistulas (grade i) may be managed medically

Methods/Interventions: it has shown that early inter-
sphincteric fistulas can develop from deepening of anal 
fissures[Pmid: 32476079]. most of these are posterior 
or anterior fissures deepening into posterior or anterior 
intersphincteric fistulas [St James’s university Hospital 
(SJuH) classification grade i). it has also been demon-
strated that most of the anal fissures, even advanced ones, 
can be treated by a regimen of - local and oral antibiotics 
with avoidance of Constipation (loaBaC)- [Pmid: 
27186052, Pmid: 30664441, doi: 10.1007/s12262-017-
1617-z]. Patients of SJuH grade I anal fistulas (inter-
sphincteric fistulas with size <2 cm and no external 
opening) who were not willing for surgery were managed 
with loaBaC regimen and then followed up. LOABAC 
regimen local antibiotics - topical (povidone-iodine 
plus ornidazole cream) applied on the fistula opening in 
anal canal twice a day for 3 months oral antibiotics—
oral (Ciprofloxacin, 500 mg, and ornidazole, 500 mg) 
twice daily as 12 hourly dose for 5 days. avoidance of 
Constipation- a high-fiber diet plus a strict regimen of 25 
grams (5 tsf) ispaghula husk (psyllium fiber) with at least 
500 ml of water once a day for 2 years

Results/Outcome(s): 6 patients of SJuH grade-1 
were managed with loaBaC regimen over last 7 years  
(Figure-1). the mean age was 48±9.2 years, 4 were males 
and the median follow-up was 24 months (12-84). 4 had 
fistulas in posterior midline and 2 had in anterior midline. 
one patient was lost to follow-up. the fistula remained 
healed in 4 patients on long term follow-up. in one patient, 
the fistula progressed to form an abscess which required 
surgical intervention. thus, 4/5 patients remained healed 
on long-term follow-up.

Limitations: retrospective study, small case series
Conclusions/Discussion: this small novel study may 

open a new vista in management of anal fistulas. Previous 
experience has shown that medical management may 
become relevant in conditions in which surgical inter-
vention was considered absolutely necessary like acute 
uncomplicated appendicitis [Pmid: 34525287, neJm 
2021]. loaBaC regimen (local and oral antibiotics with 
avoidance of constipation) may help healing in a subset 
of SJuH grade i anal fistulas (intersphincteric fistulas 
with size <2 cm and no external opening). Further long-
term randomized studies are needed to corroborate these 
findings. Figure-legend a 60 year old man with posterior 
intersphincteric fistula managed with loaBaC regimen. 
the fistula healed completely and he is asymptomatic after 
18 months of follow-up.
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EFFICACY OF ANAL FISTULA PLUG SYSTEM 
FOR TREATMENT OF PERIANAL FISTULAS: A 
10-YEAR REVIEW AT OUR INSTITUTION.

ePoSter aBStraCtS eP170

m. Finucan, J. Sandhu, d. armstrong
Atlanta, GA

Purpose/Background: reported success rates using 
a fistula plug system have ranged from 25-90%, largely 
attributed to surgeon experience, technique, and patient 
selection. in this study we present our results and experi-
ence with the fistula plug system.

Hypothesis/Aim: to evaluate the overall success rate in 
closure of peri-anal fistulas with anal fistula plug system at 
our institution and the overall time to closure, compared 
with previously reported data.

Methods/Interventions: an irB approved retrospec-
tive chart review was preformed looking at all fistula proce-
dures preformed at our institution over a 10 year period 
using a fistula plug system. all procedures were preformed 
by the same surgeon and in the elective outpatient setting. 
the Cook Biodesign® anal fistula plug system was used 
in all procedures. Patients were followed at 2 and 4-week 
intervals, and as needed thereafter. Fistula closure was 
determined by clinical exam in the physician’s office. 
Fistula closure was defined as closure of all secondary 
openings and absence of any fistula drainage.

Results/Outcome(s): 66 patients (male:female 41:25) 
with a mean age of 46.3 (Sd 11.6) were evaluated through 
our retrospective review undergoing intervention with an 
anal fistula plug from 2010-2020. 6 (9.1%) patients had 
prior history of Crohn’s disease and 1 (1.5%) patient had 
prior history of ulcerative colitis. 5 (7.5%) had a prior defin-
itive fistula procedure preformed, and 48 (73.8%) of patients 
required seton placement prior to undergoing definitive 
fistula plug procedure. 84.6% of fistulas treated were classi-
fied as transphinteric with the remaining being extrasphinc-
teric. the overall closure rate in this cohort was 71.2% no 
patients reported any significant post-operative complica-
tions. this was determined by clinical exam in conjunction 
with the patient’s resolution of reported symptoms. median 
follow-up period was 8 weeks. Further statistical analysis 
is pending looking at factors associated closure and failure 
rates as well as time to closure in those that were successfully 
treated. results and figures will be available shortly.

Limitations: retrospective nature of review does not 
allow for definitive conclusion. data not available for long 
term recurrance rates for those deemed to have successful 
closure. analysis of closure based on clinical exam, not 
correalted with imaging.

Conclusions/Discussion: treatment of anal fistula 
disease remains difficult and complex in many patients 
despite a multitude of available surgical techniques. our 
personal experience with the anal fistula plug system shows 
favorable closure rates and warrants consideration in 
surgical treatment of fistula-in-ano moving forward.

SHORT-TERM POSTOPERATIVE OUTCOMES 
FOLLOWING TWO- VS. THREE- COLUMN 
HEMORRHOIDECTOMY.

ePoSter aBStraCtS eP171

C. Vigna, a. ore, B. allar, K. messer, a. Fabrizio, 
K. Crowell, t. Cataldo, e. messaris
Boston, MA

Purpose/Background: Hemorrhoidal disease surgery 
can target a single or multiple hemorrhoidal columns. Some 
suggest that patients undergoing three-column hemor-
rhoidectomy experience more postoperative complications.

Hypothesis/Aim: to evaluate short-term post-
operative outcomes following two- vs. three-column 
hemorrhoidectomy.

Methods/Interventions: a retrospective study was 
conducted using institutional data from a single tertiary 
care center between January 2015 and august 2021. 
Patients with hemorrhoidal disease undergoing hemor-
rhoidectomy were included. individuals were categorized 
into two groups based on the approach— two- or three-
column hemorrhoidectomy. demographic, perioperative, 
and postoperative data were recorded. a comparison 
of short-term postoperative outcomes (within 90 days 
following the procedure) was performed between groups.

Results/Outcome(s): a total of 332 patients under-
went either two-column (53.3%, n=177) or three-column 
(46.7%, n=155) hemorrhoidectomy. the groups did not 
differ in basic demographic characteristics. Table 1 illus-
trates postoperative outcomes. median follow-up time 
was 31 days. Patients undergoing two- vs. three-column 
hemorrhoidectomy had no statistically different post-
operative outcomes, especially emergency department 
(ed) visits (11% vs. 14%, p=0.43), bleeding (3% vs. 
7%, p=0.13), pain requiring additional medication (9% 
vs. 11%, p=0.44), constipation (8% vs. 10%, p= 0.70), 
infection (1% vs 3%, p=0.32), and anal leakage (3% vs. 
5%, p=0.27).

Limitations: the limitations of our study are inherent 
in its retrospective character and heterogeneity in data 
availability. additionally, 103 patients did not present 
follow-up appointments, which reduced our sample size.

Conclusions/Discussion: Short-term postoperative 
outcomes following hemorrhoidectomy are comparable 
when undergoing two- vs. three-column surgery. despite 
previous reports demonstrating worse outcomes following 
three-column hemorrhoidectomy, we found no differences 
when evaluating both approaches. Prospective studies eval-
uating comparative effectiveness and long-term outcomes, 
including patient-reported outcomes, of two and three-
column hemorrhoidectomy are warranted to better char-
acterize and predict postoperative outcomes.
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QUANTITATIVE PARAMETERS OF MRI 
SEQUENCES FOR ASSESSING FISTULA 
HEALING.

ePoSter aBStraCtS eP172

H. lin1, H. Xu2, W. li1, y. Fu1, X. Pang3, G. Xiao1, 
S. Zhong2, d. ren1

1Guangzhou, China; 2Shanghai, China; 3Jinan, China

Purpose/Background: the present study aims to eval-
uate diffusion-weighted (dWi) and dynamic contrast- 
enhanced (dCe) mri in order to determine quantitative 
predictors of fistula healing.

Hypothesis/Aim: mri could provide valid quantitative 
assessments that predict for fistula healing.

Methods/Interventions: the study assessed patients 
with complex cryptogenic anal fistulas between January 
2017 and december 2019 (n=184). a separate valida-
tion cohort (n=53) was established between January and 
october 2020. data including clinical characteristics and 
mri parameters were collected and analyzed.

Results/Outcome(s): during the study period, patients 
managed by a 2-stage fistulotomy and examined by pre- and 
postoperative mri. most fistulas were trans-sphincteric 
with a median time interval between the preoperative mri 
and operation of 2 days and 62 days for the postoperative 
mri. With dCe, the mean postoperative contrast to noise 
(Cnr) value of healed fistulas was significantly lower than 
non-healed cases (27.69 vs. 92.8, respectively; P<0.05). 
But with dWi, there have no differences in adC value 
(1.35 ×10-3mm2/s vs. 1.30 ×10-3mm2/s). Fistula healing 
correlated inversely with a prior history of smoking (or 
1.88; 95% Ci 1.12-3.16; P = 0.02) and alcohol consump-
tion (or 3.02; 95% Ci 1.38-6.59; P = 0.01). receiver 
operating curves (roC) showed a high area under the 
curve (auC) for Cnr cut-off with high sensitivity and 
specificity for both 60-day and 90-day healing. in the vali-
dation cohort, 60-day and 90-day healing was predicted 
with a Cnr value of 63.91 and 64.1, respectively resulting 
in an auC of 0.935 and 0.91, respectively. these results 
are included in table 1.

Limitations: our study is limited by its retrospective 
design and the high incidence of horseshoe and recurrent 
fistulas derived from a single institution.

Conclusions/Discussion: this study assessed dWi and 
dCe mr imaging sequences as predictors for the healing 
of complex cryptogenic anal fistulas. Healed fistulas consis-
tently showed lower Cnr values for the different mr 
sequences when compared with non-healing fistulas. Prior 
history of smoking and alcohol consumption were the 
only factors associated with fistula healing. the validation 
cohort showed consistent performance characteristics 
overall Cnr values with a high predictive capacity of Cnr 
values for 60-day and 90-day complete healing. during 
healing of fistulas, the changes in the Cnr values reflected 
alterations in the water content and cellularity with 
resolving inflammation. in summary, dCe mri sequences 

provide valid quantitative assessments in complex crypto-
genic anal fistulas that predict for complete healing.

ARE AGING AND TOBACCO USE THE 
CULPRITS BEHIND THE MALE PREDOMINANCE 
IN ANORECTAL ABSCESSES THAT REQUIRE 
ACUTE CARE SURGERY?

ePoSter aBStraCtS eP173

n. Balan, C. Braschi, J. liu, B. Petrie
Torrance, CA

Purpose/Background: men present more frequently 
with anorectal abscesses than women but factors contrib-
uting to this difference are not well understood. the 
purpose of this study is to evaluate comorbidities and 
demographic features at presentation that may contribute 
to the male predominance within this entity.

Hypothesis/Aim: the aim of this study is to analyze 
variables that predispose men to anorectal abscesses that 
require acute care surgery.

Methods/Interventions: this is a retrospective study on 
patients who underwent acute care surgery for anorectal 
abscess at an urban safety-net hospital from 2015-2020.

Results/Outcome(s): this study included 208 patients, 
of which 160 were male (76.9%). at the time of surgery, 
men had a higher rate of current tobacco use compared to 
women, 25.6% vs. 8.3% (p=0.009). men also presented 
for surgery at significantly older ages compared to women, 
42.5 ± 13.4 years vs. 37.2 ± 10.8 years (p=0.005). no 
differences were found between men and women with 
respect to comorbidities including diabetes, hypertension, 
body mass index (Bmi), cardiovascular disease, or end 
stage renal disease.

Limitations: this retrospective study was limited to 
a single institution with a relatively small sample size. 
additionally, our cohort only included patients who 
required operative intervention and did not include those 
who underwent bedside procedures.
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Conclusions/Discussion: it is known that there is a 
male predominance in development of anorectal abscesses. 
to date, studies have not elucidated the subset of patients 
who will require acute surgical care. in this study, older 
men with a higher rate of current tobacco use were more 
likely to need acute surgical treatment for anorectal 
abscesses compared to women. While it has been long 
known that smoking is associated with abscess develop-
ment throughout the body, it has more recently been impli-
cated in the development of anorectal abscess. this study 
suggests that the male predominance in anorectal abscesses 
that necessitate acute care surgery is not explained by the 
evaluated comorbidities. rather, the gender difference is 
most likely associated with current tobacco use and aging.

THE EFFECT OF LIMITED ENGLISH 
PROFICIENCY IN PATIENTS TREATED FOR 
PERIANAL FISTULA.

ePoSter aBStraCtS eP174

m. Zafar, C. Pradella, a. mellgren, V. Chaudhry, 
G. Gantt, a. Perez-tamayo
Chicago, IL

Purpose/Background: approximately 25 million people 
living in united States are considered limited english 
Proficient (leP). our study sought to study the effect of 
leP in patients treated for perianal fistula.

Hypothesis/Aim: Surgical outcomes in leP patients 
with cryptoglandular perianal fistula may be different.

Methods/Interventions: a retrospective review of 
patients who underwent surgical management for cryp-
toglandular perianal fistula disease at a large tertiary 
referral center from 2015 through 2020 was performed. 
leP patients were identified as patients who needed an 
interpreter and/or preferred another language other than 
english. leP patients were then matched to english profi-
cient (eP) patients with cryptoglandular fistulas based on 
the complexity of fistula disease and the surgical procedure 
for the intended definitive management of the fistula. 
the date of diagnosis was the initial outpatient visit in 
our clinic. lost to follow-up was defined as patients who 
failed to attend subsequent clinic visits post-operatively as 
recommended by their provider.

Results/Outcome(s): a total of 30 leP patients under-
went surgical treatment for cryptoglandular perianal fistula, 
of whom 26 (87%) identified Spanish as their preferred 
language. these 30 leP patients were matched with 30 
eP patients and both groups had similar mean age and 
mean Bmi. Both groups had 22 patients who received a 
definitive surgical repair while 8 patients were lost to follow 
up following initial seton placement. leP patients with 
a simple fistula had a greater proportion of patients who 
underwent >2 procedures for their disease than eP patients 
(25% vs 0, p=0.039) which was a trend seen in complex 
fistula disease as well. leP patients with a simple fistula 
also had a longer time duration of seton placement until 
definitive surgery (115 days vs 60 days, p=0.036) than 
their eP counterparts. there was a trend toward increased 
interval between diagnosis and definitive treatment for 
leP patients compared to eP patients, for both simple and 
complex fistulas (336 days vs 185 days, p=0.136).

Limitations: the study is a retrospective analysis with a 
limited population size from a single center.

Conclusions/Discussion: multiple studies have eluci-
dated the disparity between the quality of health care 
received by leP and eP patients. our study demonstrates 
that leP patients may have a longer delay from diagnosis to 
definitive surgery and they also required a higher number 
of procedures during the course of their treatment. our 
study supports the need for further studies to be conducted 
to study and eliminate disparities in post-operative care in 
leP patients.

table 1. Comparison of surgical outcomes between leP and eP patients, 
leP= limited english Proficient, eP= english Proficient, *Statistically 
Significant
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GRACILIS MUSCLE TRANSPOSITION 
FOR COMPLEX PERINEAL FISTULAE - A 
SYSTEMATIC REVIEW OF THE LITERATURE.

ePoSter aBStraCtS eP175

Z. Garoufalia, r. Gefen, S. Wexner
Weston, FL

Purpose/Background: Complex perineal fistulae (CPF) 
are among the most challenging problems in colorectal 
practice. Various procedures have been used for the treat-
ment of CPF, with none being panacea.

Hypothesis/Aim: the aim of this study was to assess 
overall success rate after gracilis muscle transposition in 
patients with CPF.

Methods/Interventions: a systematic search of 
the Pubmed, Scopus and Google Scholar databases was 
performed until September 2021 according to PriSma 
guidelines. Studies including pediatric(<18 years old) or less 
than 9 patients were excluded, as well as reviews, duplicate 
or animal studies, studies with poor documentation and 
non-available english text. among others, data of interest 
included: year and country of publication, number of patients, 
gender, overall success rate and success rate after first 
procedure, type and etiology of fistula, number of previous 
repairs, recurrence rate, short- and long-term complications.

Results/Outcome(s): in total, 24 unique studies were 
identified, incorporating a total of 635 patients (415 
females). the year of publication ranged from 2002 to 
2021. twelve of the included studies were undertaken 
in european countries, 4 in the uSa, 3 in africa and 5 
in asia. the majority of patients (57.32%) suffered from 
rectovaginal fistulae and the second commonest type of 
fistula after that was rectourethral (30.8%). iBd related 
fistulae were reported in 23.3% of the study population 
while pelvic surgery in 28%. History of radiotherapy was 
reported in almost 23.3% of the patients. the median 
overall success rate was 75% (range: 50-100). the median 
number of previous repairs was 1.5 (range 0-5). only 3 of 
the included studies reported primary success rates (after 
1st gracilis transposition): median success rate after initial 
procedure was 53 (42-91) % and median overall success 
following subsequent procedures was 92 (74-94)%. median 
follow-up ranged between 3months and 6 years while the 
median length of stay ranged between 6.5 to 23 days. 
Short-term complications were reported in 117 patients, 
of which 88% were <3a according to Clavien-dindo 
Classification except for 1 mortality due to sepsis (V) and 
12 reoperations (3b - 1.8% of the study population).

Limitations: the evidence provided in the present 
review is limited by the heterogeneity of the included 
studies and the relatively low evidence level. additionally, 
not all studies had the same data available, rendering 
comparisons difficult.

Conclusions/Discussion: to the best of our knowledge 
this is the largest systematic review on gracilis muscle 
interposition. Given the high overall success rates and the 

low incidence of postoperative complications, despite the 
relatively low evidence level, gracilis muscle interposition 
should be considered as valid option for the treatment of 
complex perineal fistulae.

SURGICAL MANAGEMENT OF PERIANAL 
FISTULA: A SINGLE CLINIC DATABASE OF 1494 
PATIENTS.

ePoSter aBStraCtS eP176

a. Gaidarski, J. Gallagher, P. Williamson, a. Ferrara, 
S. deJesus, r. mueller, J. Karas, m. Ferrara
Orlando, FL

Purpose/Background: Fistula-in-ano (Fa) is a 
common condition treated by colon and rectal surgeons. 
management can be difficult, with many patients requiring 
multiple operations. Patients with Crohn’s disease can 
be especially challenging. to date, there are no large 
published clinical database studies on Fa.

Hypothesis/Aim: to create the first large surgical 
database for fistula-in-ano and describe practice patterns, 
surgical selection, and outcomes in a large population, 
including patients with Crohn’s disease.

Methods/Interventions: the electronic medical record 
of a single practice comprising 7 board-certified Colon 
and rectal Surgeons was queried for all procedures 
for Fa (CPt codes 46270, 46275, 46280, 46285, and 
46288) between 2011 and 2021. a database containing 
the procedure code, diagnosis code, patient identifier, 
surgeon, and presence of incontinence was generated. 
Patients with Crohn’s disease were compared to patients 
without inflammatory bowel disease (iBd) with regard 
to number of surgeries per patient, surgical techniques, 
and associated incontinence. Frequency of operations was 
compared using 5 statistical tests (Kruskal-Wallis rank 
sum, Welch two sample t-test (normal, log-transformed, 
and ranked), Wilcoxon rank sum test), 3 regressions 
(Gamma, linear, and Poisson), and 3 survival models (Cox 
proportional hazards, log rank, and Weibull). techniques 
were compared using Chi-squared test. all statistical anal-
ysis was performed in r.

Results/Outcome(s): 2,401 procedures were performed 
for 1,494 patients, comprising 78 unique diagnosis codes. 
the most common diagnoses were anal fistula, Crohn’s 
disease with fistula, anal fissure, and anorectal abscess. 80 
(5.3%) patients with Crohn’s disease underwent 263 proce-
dures (10.9%). 70.3% of patients without iBd were treated 
with a single procedure, compared to only 41.3% of patients 
with Crohn’s disease (or = 3.38, 95% Ci = 2.13-5.35). 
the average number of surgeries per patient were 1.5 and 
3.3, respectively. Patients with Crohn’s disease were more 
likely to require three or more operations (31.3% vs 9.8%, 
or 4.2, 95% Ci = 2.53-6.95). distribution of number of 
surgeries was very different between groups (p-values from 
0.000377 to 1.2 x 10^-47). Patients with Crohn’s disease 
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were much more likely to undergo seton placement for 
complex fistula (CPt 46280) and far less likely to undergo 
intersphincteric fistulotomy (CPt 46275) (p=2.692 X 
10^-6). 8.75% of patients with Crohn’s disease developed 
incontinence, compared to 4.45% of patients without iBd 
(or 2.04, 95% Ci 0.9 – 4.61).

Limitations: Billing codes (CPt and iCd) may not 
accurately reflect techniques and diagnoses.

Conclusions/Discussion: management of fistula-in-ano 
is extremely complex. this retrospective review of 1,494 
patients demonstrated most patients can be managed with 
a single procedure. Patients with Crohn’s disease, roughly 
5% of total, are more likely to undergo multiple opera-
tions, undergo seton placement, and may be more likely to 
develop incontinence.

distribution of number of fistula-in-ano surgeries per patient in non-iBd 
vs. Crohn’s disease groups. average number of surgeries and inconti-
nence rate tabulated below.

ANORECTAL PHYSIOLOGY RESULTS AND 
CLINICAL CHANGE EVALUATION ABOUT 
OPERATIVE TREATMENT & BIOFEEDBACK 
TREATMENT IN LAR SYNDROME PATIENT 
AFTER RECTAL CANCER OPERATION.

ePoSter aBStraCtS eP177

H. Cho
BUSAN, Korea (the Republic of)

Purpose/Background: low anterior resection syndrome, 
including incontinence, frequency, urgency, or feelings of 
incomplete emptying, has a significant impact on quality 
of life and results in many patients. BFt may play a role in 
lar syndrome, especially as a noninvasive, nonmedicinal 
option with long-lasting results

Hypothesis/Aim: We evaluate the result of Biofeedback 
tx about anorectal physiologic study result, clinical bowel 
habit change, the incontinence score difference & the 
patient’s satisfaction in lar Syndrome pt.

Methods/Interventions: duration : 2019.09- 2021.04 
rectal cancer patients with postop. complication & lar 
syndrome total 28 pts operative treatment and postop. 
biofeedback treatment Biofeedback treatment and bowel 

& Combined dietary modification program, magnetic 
stimulation & electric stimulation treatment & Combined 
Bowel exercise program We studied preop. & postop. 
Clinical change & anorectal physiologic study change 
We studied Clinical change & anorectal physiologic study 
change after biofeedback treatment We studied patient’s 
satisfaction after operative treatment & biofeedback treat-
ment We studied patient’s incontinence score change 
after treatment iBm SPSS Statistics Version 26 t- value 
statistics, anoVa square test, Correlation analysis linear 
regression analysis, reliability analysis the correlation is 
significant if p < 0.05

Results/Outcome(s): after treatment, improved 
anorectal physiology study result with statistical signifi-
cance. most of pts. have defecation disorder. there were 
improved defecation time, laxative use, fecal residual sx., 
defecation habit with statistical significance. there were 
improved wexner score with statistical significance. in 
constipation pts., there were increased maximal capacity. 
there were close correlation of HPZ length & 1st. 
Sensation & defecation desire. there were decreased 
pts’ satisfaction if pts have depression or psychologic 
problem. there were improved bowel movement & formed 
fecal shape after FodmaP management program there 
were improved pts’ satisfaction after magnetic stimulation 
& electric stimulation treatment & Combined Bowel 
exercise program there were improved pts’ satisfaction 
after Biofeedback tx. & more improved result more than 6 
session of Biofeedback tx. there were positive correlation 
pts’ satisfaction with operative treatment with statistical 
significance

Limitations: Because the small number of case, more 
study and management and discussion should be needed

Conclusions/Discussion: the majority of the literature 
on biofeedback has been performed in patients with pelvic 
floor dysfunction, BFt may play a role in lar syndrome, 
especially as a noninvasive, nonmedicinal option with 
long-lasting results. in the treatment of lar pt. We expe-
rienced more promising result in Biofeedback treatment & 
multidisplinary treatment than drug medication only.

OPIATE PRESCRIPTION PATTERNS IN 
HEMORRHOIDECTOMY.

ePoSter aBStraCtS eP178

a. tammany, m. rao, m. Faherty, W. main, S. Brill, 
B. Kerner
Columbus, OH

Purpose/Background: 93,000 americans died from 
opioid overdose in 2020 and surgeons should be aware 
of the ongoing epidemic. Hemorrhoidectomy patients 
are commonly prescribed opiates for pain, but ideal risk- 
reducing regimens are not established.
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Hypothesis/Aim: Hemorrhoidectomy patients are 
overprescribed opioids; exparel or Valium can mitigate 
narcotic prescriptions.

Methods/Interventions: after institutional review 
Board approval, a retrospective single institution review 
of all patients who underwent hemorrhoidectomy from 
12/2019 through 12/2020 was performed. data review 
included the procedure performed, surgeon type, amount 
of narcotics or anxiolytics prescribed and refilled, and use 
of long-acting local anesthetics (exparel). Chi squared 
statistical analysis and samples t-test were calculated in 
each group.

Results/Outcome(s): there was a total of 202 patients, 
but 71 patients were excluded due to inaccurate CPt 
coding or ongoing narcotic use; therefore 131 patients 
were enrolled in the study. Colorectal surgeons performed 
58% of procedures while 42% were by general surgeons. 
there were no differences in use of exparel, narcotic 
preference, or morphine equivalent daily dose (medd) 
between specialties. Colorectal surgeons performed 70% 
of the 27 single hemorrhoidectomies and general surgeons 
performed 30% without a statistically significant differ-
ence (p=0.272). multiple column hemorrhoidectomy was 
performed 104 times; 57% by colorectal and 43% by general 
surgeons. the mean medd was 31.2 with oxycodone 
prescribed in 51%. Colorectal surgeons prescribed addi-
tional Valium in 46% of patients (p<0.0001 versus general 
surgeons). exparel was used in 15% without significant 
difference between surgeon type (p=0.845) and did not 
reduce narcotic refills or medd. Patients who underwent 
single or multiple hemorrhoidectomies had no difference 
in exparel use, medd, opioid refills, or Valium use. 
multiple hemorrhoidectomy patients were more likely to 
be given oxycodone (55.8%) than single column (33.3%, 
p=0.038), and more likely to get Valium refills (p=0.009). 
Finally, 31 patients got opioid refills (23.7%) and there was 
no statistical difference of surgeon type refilling narcotics.

Limitations: Single hospital system in ohio without 
generalizability; study values were underpowered for 
certain calculations.

Conclusions/Discussion: Colorectal surgeons 
performed more single and multiple column hemorrhoid-
ectomies than general surgeons without reaching statistical 
significance. Colorectal surgeons were statistically more 
likely to prescribe Valium than general surgeons. Patients 
who underwent multiple column procedures were more 
likely to be prescribed oxycodone (medd 31.92) and 
given Valium refills (28%). the addition of Valium did 
not reduce narcotic use. Surgeons should limit narcotic 
prescriptions to reduce the risk of addiction, however, 
the use of exparel or Valium did not decrease the use of 
narcotics therefore their routine use should be avoided.

SUCCESSFUL OUTCOMES IN ANAL FISTULA 
TREATMENT USING OVINE FORESTOMACH 
MATRIX IMPLANT TECHNIQUE.

ePoSter aBStraCtS eP179

a. Hsu1, K. Schlidt1, C. d’adamo1, B. Bosque2, 
S. dowling2, J. Wolf1

1Baltimore, MD; 2Auckland, New Zealand

Purpose/Background: Surgical management of crypto-
glandular perianal fistulas (PF) is challenging due to high 
recurrence rates and potential for injury to the sphincter 
complex with more invasive techniques.

Hypothesis/Aim: to assess the safety and efficacy of a 
non-invasive treatment for PF with a novel biomatrix plug.

Methods/Interventions: this is a retrospective obser-
vational case series studying patients who underwent a 
fistula plug procedure using ovine forestomach matrix 
(oFm-plug) in a single center in 2020-2021. Patients with 
Crohn’s disease or acute perianal infection were excluded. 
the oFm is an Fda-approved biologic implant, called 
myriadtm, which provides a scaffold for cell re-population 
and aids tissue formation during wound healing. Fistulas 
were categorized anatomically using Park’s Classification 
during surgery, and all patients were prepared for fistula 
closure with a non-cutting seton left in place for at least 
12 weeks. during the procedure, setons were removed 
and fistula tracts were de-epithelialized with curettage. 
oFm was rehydrated and rolled into a narrow cylindric 
conformation that was passed through the debrided tract 
using a probe and secured in place at internal and external 
openings with absorbable suture. results were reviewed 
retrospectively. the primary outcome was fistula healing 
at 8 weeks, and secondary outcomes included recurrence 
at later timepoints and postoperative adverse events. 
descriptive statistics were computed to characterize the 
study population, study outcomes, and adverse events.

Results/Outcome(s): a total of 6 patients underwent 
oFm-plug closure during the study interval, with an 
average age of 63.7 (±7.2) years, and a median follow-up 
interval of 4 (range 2-11) months. Fistulas were all clas-
sified as trans-sphincteric. in one case there was also an 
extra-sphincteric branch, and in another, there were 2 
trans-sphincteric tracts with a single internal opening. 
three patients had fistulas that had undergone prior 
treatment using a different technique (liFt=2, endoanal 
advancement flap =1). in follow-up, 83.3% (5/6 patients) 
had complete healing at 8 weeks, including the patients 
with complex/branching fistula disease. one patient, who 
had a non-branching tract, recurred 2 weeks after the 
index procedure. this recurrence manifested clinically as 
drainage from the external opening, without abscess. there 
were no post-procedural infections or adverse events.

Limitations: this is a pilot study with limited sample 
size and no control group.
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Conclusions/Discussion: this oFm-plug closure tech-
nique in anal fistula treatment is a safe and feasible non- 
invasive option for patients with trans-sphincteric perianal 
fistulas of cryptoglandular origin. in this pilot, higher effi-
cacy was observed in comparison to published outcomes 
for other methods. a prospective study is planned to vali-
date the preliminary results.

DIFFERENCES IN PACU NARCOTIC USAGE 
AND TIME TO DISCHARGE FOR PATIENTS 
RECEIVING LIPOSOMAL BUPIVACAINE 
AFTER TRANSANAL HEMORRHOIDAL 
DEARTERIALIZATION.

ePoSter aBStraCtS eP180

m. Finucan, J. Sandhu, e. King-mullins
Atlanta, GA

Purpose/Background: tHd has shown favorable 
outcomes in symptom resolution and decreased pain 
compared to hemorrhoidectomy in selected patients. 
However, post-op pain remains a commonly reported 
complication from tHd. in this study we report the effects 
of liposomal bupivacaine in reducing immediate post-op 
pain.

Hypothesis/Aim: to evaluate the difference in patient 
reported pain control immediately after transanal hemor-
rhoidal dearterialization in patients before and after the 
implementation of liposomal bupivacaine.

Methods/Interventions: an irB approved retrospec-
tive chart review was preformed looking at the last 39 
tHd procedures preformed for symptomatic hemorrhoids 
at our institution by one surgeon between 2017-2021. 
We compared the pain scores and time to discharge from 
PaCu between patients pre and post implementation of 
liposomal bupivacaine for multimodal pain control. all 
patients standardly receive acetaminophen, toradol, and 
0.5% bupivacaine with epinephrine peri-operatively.

Results/Outcome(s): 40 patients were identified under-
going tHd through retrospective chart review; 21 who 
had received liposomal bupivacaine and 19 who had 
received standard multimodal pain regiment given to all 
patients as previously stated. the median age across groups 
was 45 and 48 respectively. the median time to PaCu 
discharge was 75 min and 56 min across the groups. 42% 
of patients in the liposomal bupivacaine group required 
additional narcotics in PaCu while 58% patients in the 
control group required additional narcotics. a full statis-
tical analysis is currently underway examining differences 
in dose requirements in terms of morphine equivalents. 
additionally contributing factors such as age, concom-
itant procedures preformed, length of procedure will be 
reviewed. Final results and figures will be available shortly.

Limitations: retrsopective review with smalle sample 
size

Conclusions/Discussion: despite a significant decrease 
in patient reported pain with tHd compared to traditional 
hemorrhoidectomy, post-op pain remains a commonly 
reported post-op complication in prior studies. in our 
personal experience, using liposomal bupivacaine as an 
adjunct to traditional multi-modal pain control appears 
to have no significant effect on meeting hospital time to 
discharge criteria; however, may aid in reducing post- 
operative narcotic use. Final statistical analysis is 
forthcoming.

REALISTIC EXPECTATIONS FOR THE 
MANAGEMENT OF SIMPLE VERSUS COMPLEX 
PERIANAL FISTULIZING CROHN’S DISEASE: A 
RETROSPECTIVE REVIEW BASED ON A HIGH 
VOLUME PRIVATE PRACTICE EXPERIENCE.

ePoSter aBStraCtS eP181

t. Kleinschmidt, a. Gaidarski, S. deJesus, a. Ferrara, 
m. Ferrara, J. Karas, r. mueller, P. Williamson, 
J. Gallagher
Orlando, FL

Purpose/Background: Fistulizing Crohn’s disease has 
long been known to present challenges for both patients 
and surgeons alike. With no predefined averages or 
expectations for the level of care needed to properly care 
for these patients it is quite difficult to know if one is 
truly meeting the standard of care.

Hypothesis/Aim: The aim of this study is to provide 
realistic expectations about the amount of surgeries and 
visits needed for definitive treatment and the complica-
tions for simple versus complex Crohn’s fistulas.

Methods/Interventions: This retrospective study 
reviewed Crohn’s patients who underwent perianal 
surgery from 10/1/2015 to 10/1/2021. Patients were 
identified as simple fistula based upon findings of subcu-
taneous, low intersphincteric or low transsphincteric 
fistulas and the ability to be managed surgically with 
either a single stage or 2 stage fistulotomy. Complex 
fistulas were defined as fistulas not amenable to defin-
itive treatment by fistulotomy. Data recorded and 
compared included: age at first surgery, race, BMI, 
number of operations needed, number of office visits, 
postoperative incontinence, recurrent fistulas and use 
of biologic therapy.

Results/Outcome(s): A total of 55 patients were 
operated on for perianal procedures for perianal fistu-
lizing Crohn’s disease. For simple fistulas, 22 unique 
patients were seen with the average age of 35.4 years. 
Patients with simple fistulas had average BMI of 27.9, 
were 59.1% caucasian, 36.4% latino or hispanic and 
4.6% black. Simple fistula patients had an average of 
2.95 operations and 11.1 office visits until definitive 
treatment was obtained with 0% incontinence and 4.5% 
recurrence with 54.4% of patients being on biologic 
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therapy. For complex fistulas, 33 unique patients were 
seen with the average age of 37.0 years. Patients who 
presented with complex fistulas had average BMI of 
25.2, were 54.5% caucasian, 27.3% latino or hispanic, 
12.1% black, 3% middle eastern and 3% asian. Complex 
fistula patients received an average of 10.3 operations 
and 36.2 office visits until definitive treatment was 
obtained with 9.1% incontinence rate and 60.6% recur-
rence rate with 57.6% of patients being on biologic 
therapy. There was significant difference between the 
2 groups for recurrence rate (p-value 0.000028) and 
the number of operations (p-value 0.000266) and 
number of office visits (p-value 0.001014). There was 
no difference in incontinence (p-value 0.5248) or use 
of biologics (p-value 0.8243) between the two groups.

Limitations: The limitations include the retrospec-
tive nature of this study and lack of standardization for 
surgical management.

Conclusions/Discussion: This review focuses on 
expectations from new patient visit to definitive therapy 
for both simple and complex perianal fistulizing Crohn’s 
disease. Surgeons should be aware of the unique chal-
lenges these patients face and what is often required to 
provide adequate care.

CLINICAL STUDY ON THE RELATIONSHIP 
BETWEEN ANAL FISTULA FORMATION AND 
PERIANAL ANATOMY BASED ON PERIANAL MRI.

ePoSter aBStraCtS eP182

J. Zhu, Q. Zou, Z. mei, W. yang, m. Wang
ShangHai, China

Purpose/Background: Perianal mri is the first choice 
to assist in the diagnosis of perianal diseases. Clinicians 
could clarify the sphincters and the relationship with anal 
fistula by observing the mri image.

Hypothesis/Aim: in this study, perianal mri was used 
to explore the relationship between perianal anatomical 
structure and anal fistula.

Methods/Interventions: the perianal mri images and 
clinical data of anal fistula inpatients from august 2020 
to June 2021 were analyzed retrospectively. the patients 
were divided into four groups according to the Parks 
classification of anal fistula: intersphincteric type (Group 
1), transsphincteric type (Group 2), suprasphincteric type 
(Group 3) and extrasphincteric type (Group 4). measure 
the thickness of internal and external anal sphincter on 
coronal t1W1 sequence. measure the width of anterior, 

posterior and bilateral space between internal and external 
anal sphincters, and analyze the difference of the width 
among the groups. according to the scope of anal fistula, 
the patients were divided into non horseshoe anal fistula 
group (Group unHaF) and horseshoe anal fistula group 
(Group HaF). measure the width of anterior, posterior 
and bilateral space on cross-sectional t1W1 sequence, and 
analyze the relationship between horseshoe anal fistula and 
space between internal and external anal sphincters.

Results/Outcome(s): a total of 421 cases (378 males 
and 43 females) were included in this study. there were 
300 cases (71.2%) in Group 1, 105 cases (24.9%) in Group 
2, 16 cases (3.8%) in Group 3 and 0 cases (0%) in Group 
4. there were 81 cases (19.2%) in Group unHaF and 340 
cases (80.8%) in Group HaF. in coronal t1Wi sequence, 
there was no significant difference in the thickness of 
internal anal sphincter (P=0.515), but there was signifi-
cant difference in the thickness of external anal sphincter 
(P=0.037), which were 2.78±1.56mm, 3.11±1.64mm and 
3.59±1.72mm respectively. in the cross-sectional t1Wi 
sequence, there was no significant difference in the width 
of anterior and posterior space in each group (P=0.436 
and P=0.347), but there was significant difference in the 
width of bilateral sphincter space (P=0.006), which were 
2.01±0.87mm, 2.09±1.23mm and 2.86±2.28mm, respec-
tively. in Group HaF, the space between the lateral 
sphincter was larger than that in Group unHaF (P=0.002), 
which were 2.37±1.62mm and 1.99±0.74mm, respectively.

Limitations: this study is limited to a single center with 
a small sample size.

Conclusions/Discussion: the formation of different 
types of anal fistula may be related to the thickness of 
external anal sphincter and the space between lateral 
internal and external sphincters. the external sphincter 
may play an important barrier role in the formation of anal 
fistula. the thicker the external anal sphincter, the higher 
the position of anal fistula. the lateral sphincter space 
may also be an important channel affecting infection.  
the wider the lateral space, the more complex the anal 
fistula is.

COMPLICATIONS AND RECURRENCE OF 
INTERNAL HEMORRHOID SYMPTOMS AFTER 
STAPLED HEMORRHOIDOPEXY: A SINGLE 
CENTER RETROSPECTIVE REVIEW.

ePoSter aBStraCtS eP183

S. Poonja, K. Pittala, n. reddy, a. alden, n. omesiete, 
J. Sanchez, r. Bennett
Tampa, FL

Purpose/Background: Stapled hemorrhoidopexy (SH) 
is a minimally invasive surgical procedure that reduces 
internal hemorrhoid prolapse and bleeding. this study 
examines the rate of complication and recurrence after SH 
at a single academic tertiary referral center.
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Hypothesis/Aim: Stapled hemorrhoidopexy is a safe 
and effective procedure with a favorable complication rate.

Methods/Interventions: a retrospective review of all 
patients undergoing stapled hemorrhoidopexy at a tertiary 
care academic medical center over a 3 year period from 
2018 to 2021.

Results/Outcome(s): 94 patients underwent SH over 
the course of the study period. Patients were predomi-
nantly male (62.9%), had a median age of 55 (range: 24-82 
years) and median aSa score of 2 (range: 1-3). median 
follow up was 30 days (range: 0-1,120 days). SH was most 
commonly performed for prolapsing hemorrhoids (53.2%), 
followed by bleeding (5.3%) and rectal mucosal prolapse 
(3.2%). the remainder of the procedures (38.3%) were 
performed for “symptomatic internal hemorrhoids” without 
further clarification. overall complication rate was 8.5%, 
including urinary retention (1.1%), fecal incontinence 
(2.1%) and tenesmus (2.1%). of note, no post-operative 
strictures were reported. recurrent hemorrhoid symptoms 
were reported in 11 patients (11.7%), with a median time 
to recurrence of 158 days (range: 28-1,120 days).

Limitations: this is a retrospective review from a single 
institution.

Conclusions/Discussion: Stapled hemorrhoidopexy is 
a safe and effective procedure with relatively low rates of 
complication and acceptable rates of recurrent symptoms. 
this procedure, while abandoned by some over fear of 
complications such as stricture, should continue to be 
considered for management of prolapsing and/or bleeding 
hemorrhoids.

IS THERE A ROLE FOR NUTRITIONAL 
OPTIMIZATION PRIOR TO ELECTIVE 
RECTOPEXY?

ePoSter aBStraCtS eP184

S. arnott1, S. Haviland2, m. ng1, V. obias1

1Washington, DC; 2Bethesda, MD

Purpose/Background: rectal prolapse requiring recto-
pexy is often encountered in frail patients. However, the 
impact of malnutrition on the surgical management of the 
disease has not been established.

Hypothesis/Aim: to evaluate if malnourished patients 
have worse outcomes after elective rectopexy.

Methods/Interventions: all rectopexies for rectal 
prolapse in aCS-nSQiP between 2012 and 2019 were 
queried using CPt and diagnosis codes. Patients with 
aSa class 5, ascites, ventilator dependence, disseminated 
cancer, preoperative sepsis, and emergency case status 
were excluded. Patients were grouped into non-malnour-
ished and malnourished groups. Patients were included 
in the malnourished group if (1) Bmi<18.5kg/m2, (2) 
albumin <3.5g/dl, or (3) >10% body weight loss in the 
last 6 months. univariate associations of preoperative 
demographics and postoperative outcomes were analyzed. 

multivariable logistic regression was performed to iden-
tify independent predictors for (1) readmission and (2) 
reoperation. the confounding factors evaluated in the 
multivariate analyses included variables that were found 
to be associated with the particular outcomes. a p-value 
of <0.05 was considered statistically significant.

Results/Outcome(s): 4796 rectopexies were evaluated 
(non-malnourished =3548 and malnourished=1248). the 
malnourished group was statistically significantly older, 
more female, had higher rates of diabetes, hypertension, 
CoPd, congestive heart failure, dialysis, dependent func-
tion status, bleeding disorders, and higher aSa classi-
fication. the malnourished group had higher rates of 
mortality (p<.001), stroke (p=.049), bleeding (p<.001), 
longer operative times (p<.001) and longer length of stay 
(p<.001). However, there was no difference in readmis-
sion, reoperation, wound infections, conversion to open, 
sepsis, venous thromboembolism, or renal failure. the 
composite nourishment variable was significantly associ-
ated with death, septic shock and readmission; however, 
it was not a predictor for any of these outcomes in multi-
variate analysis.

Limitations: this study is limited by its retrospec-
tive analysis. additionally, the composite variable for 
malnourishment has not been validated as a surrogate for 
malnourishment.

Conclusions/Discussion: malnourished patients had 
a higher risk for death. other outcomes were not statis-
tically significant, despite the malnourished group having 
higher rates for most comorbidities. For patients with rectal 
prolapse, surgeons should attempt to optimize patient 
nutritional status prior to elective rectopexy due to the 
higher association with 30-day mortality for malnourished 
patients.
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READMISSION RATES FOR SURGICAL 
MANAGEMENT OF HEMORRHOIDS BY 
OBESITY STATUS.

ePoSter aBStraCtS eP185

S. arnott1, S. Haviland2, m. ng1, V. obias1

1Washington, DC; 2Bethesda, MD

Purpose/Background: obesity is a known risk factor for 
hemorrhoids. However, there is limited data on the impact 
of Bmi on hemorrhoidectomy and the major postoperative 
causes for readmission or reoperation.

Hypothesis/Aim: to evaluate the reasons for read-
mission and reoperation among patients undergoing 
hemorrhoidectomy.

Methods/Interventions: the aCS-nSQiP database 
was queried for all patients who underwent surgical 
management of hemorrhoids that were identified by both 
diagnosis codes and CPt codes between 2012 and 2019. 
Cases that were missing data, or had preoperative renal 
failure, ascites, aSa classification 5, preoperative sepsis, 
ventilator dependence and disseminated cancer were 
excluded. the cohorts were divided between non-obese 
patients and obese patients using a cutoff of Bmi greater 
than 30kg/m2. univariate analysis for patient demo-
graphics and outcomes were compared between non-obese 
and obese groups. multivariate regression models were 
generated for readmission and reoperation.

Results/Outcome(s): total of 4,292 cases were included 
with 2,768 non-obese patients and 1,524 obese patients. 
the obese group had more females (p=.005), white 

patients (p<.001), history of diabetes (p<.001), hyperten-
sion (p<.001), dyspnea (p<.001), higher aSa classification 
(p<.001), and non-elective case status (p=.022). there 
was no significant difference in death, readmission, reoper-
ation, or operative time or bleeding associated with obesity 
status (table). in this study there was a readmission rate 
of 2.8% (2.5% v 3.2%, p=.207) and reoperation rate of 
1.5% (1.7% v 1.0%, p=.111). CHF (or = 5.39, p=.004), 
bleeding disorder (or = 2.56, p=.018), and higher aSa 
class (or = 2.39, p<.001) were predictive of readmission. 
the most common diagnoses associated with readmission 
were bleeding, followed by recurrence, and post proce-
dure pain. CHF (or =12.50, p<.001), steroids (or 
=3.27, p=.033), bleeding disorder (or=6.14, p<.001), 
Bmi (or = .94, p=.017) and black race (or=2.01, 
p=.052) were independent predictors for reoperation. the 
most common diagnoses associated with reoperation were 
bleeding, followed by recurrence of hemorrhoids.

Limitations: there is a lack of consistency in coding for 
hemorrhoid surgeries which may make this population not 
representative of all surgically managed hemorrhoid cases. 
this population only includes cases that were managed in 
the operating room and does not include clinic procedures, 
which is likely biased to include sicker patients.

Conclusions/Discussion: obese patients had compa-
rable outcomes after hemorrhoidectomy. However, 
bleeding disorders were found to be an independent 
predictor for both reoperation and readmission. Surgeons 
should use additional caution for hemorrhoidectomy in 
this population as bleeding was the most common reason 
for both readmission and reoperation for hemorrhoids.
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THE IMPACT OF SMOKING ON SURGICAL 
MANAGEMENT OF PERIRECTAL ABSCESSES 
AND FISTULAS.

ePoSter aBStraCtS eP186

S. arnott1, S. Haviland2, m. ng1, V. obias1

1Washington, DC; 2Bethesda, MD

Purpose/Background: Smoking has been associated 
with increased risk for perirectal abscesses, however associ-
ation between smoking and postoperative management of 
perirectal abscesses has not been clearly studied.

Hypothesis/Aim: to clarify the impact of smoking 
on the surgical management of perirectal abscesses and 
fistulas.

Methods/Interventions: all patients who underwent 
surgical management of a perirectal abscess or fistula in 
aCS-nSQiP were queried by CPt codes and diagnosis 
codes. the cohort was limited to exclude those with aSa 
class 5, ascites, ventilator dependence, inpatient admission 
status, necrotizing fasciitis, or preoperative renal failure. 
the patients were divided into a non-smoker and smoker 
groups. demographics and outcomes were compared 
between the groups to evaluate for univariate associations. 
Factors with significant associations with readmission were 
included in a multivariate analysis. a p-value of <.0.05 was 
considered statistically significant.

Results/Outcome(s): 10,829 outpatient cases were 
evaluated, including 7,686 non-smokers and 3127 smokers. 
the smoking group was younger, more male, less diverse 
and had more comorbidities including Htn, CoPd, and 
Crohn’s disease, higher aSa classification, and lower 
chronic steroid use. the smokers also had lower preop-
erative levels of albumin, sodium, creatinine, and higher 
hematocrit and white blood cell counts. the smokers had 
more non-elective and emergency cases, more preoperative 
sepsis, and higher rates of general anesthesia. overall, the 
30-day mortality rate was 0%, rate of postoperative sepsis 
was 2.9% (2.6% v 3.5%, p=.011), reoperation was 3.5% 
(3.2% v 4.3%, p=.005), mean time to reoperation was 14.6 
days (14.5d v 14.8d. p=.829), readmission was 3.3% (3.0% 
v 3.8%, p=.041), mean time to readmission was 12.57 days 
(12.6d v 12.5d, p=.857), 99.2% of patients were discharged 
home (99.3% v 99.1%, p=.207) and the mean length of 
stay was 0.52+/-2.0 days (0.46v 0.64d, p<.001). abscess 
recurrence was the most common reason for reoperation 
followed by fistula development, iBd-related disease and 
bleeding. Systemic infection was the most common diag-
nosis code associated with readmission followed by abscess 
recurrence, other gastrointestinal issues, then bleeding. in 
a multivariate regression model, smoking status (or = 
1.384, p=.020) was an independent predictor for read-
mission along with higher aSa class, male gender, history 
of a bleeding disorder, disseminated cancer, preoperative 
transfusion, chronic steroid use, CoPd, and sodium <135.

Limitations: this study is limited by its retrospective 
analysis and potential bias in selection for patient readmis-
sion and reoperation.

Conclusions/Discussion: Smoking is associated with 
worse postoperative outcomes after surgical management 
of perirectal abscesses and fistulas. active smoking was 
an independent predictor for readmission after operative 
perirectal abscess management.

MAGNETIC FEEDING TUBE BRIDLE USED 
TO PLACE SETON IN SUPRASPHINCTERIC 
FISTULA: A NOVEL APPROACH.

ePoSter aBStraCtS eP187

a. Gaidarski, J. Karas
Orlando, FL

Purpose/Background: Suprasphincteric fistulae present 
a unique technical challenge due to their complex geom-
etry. Standard fistula probes are often inadequate and may 
cause unnecessary trauma.

Hypothesis/Aim: to demonstrate a novel technique for 
seton placement in suprasphincter fistulae.

Methods/Interventions: a 42-year-old man with history 
of recurrent complex fistula-in-ano and horseshoe abscess 
presented with a recurrent abscess. He was taken to the 
operating room for rectal examination under anesthesia, at 
which time a suprasphincteric fistula was identified using 
hydrogen peroxide injection through the external opening. 
the internal opening was identified at the dentate line, 
but due to extensive fibrosis from previous surgeries and 
the cranial trajectory, length, and sharp angulation of the 
fistula tract, the standard S-shaped probe could not nego-
tiate it. Separate probes placed in the external and internal 
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openings made contact. a feeding tube bridle, which 
comprises parallel probes with magnetic coupling designed 
to encircle the nasal septum, was used to establish control 
of the fistula tract. the bridle tubing was exchanged for 
silk and then a vessel loop, in the usual fashion. the vessel 
loop was secured as a draining seton and the procedure 
was terminated.

Results/Outcome(s): at three weeks follow up the 
patient was asymptomatic with scant clear drainage around 
the seton. on physical examination, there was no evidence 
of recurrent abscess or additional fistulae. He is planned to 
undergo definitive procedure in 3 months.

Limitations: this is a single case report; the broad 
utility of this method is yet to be determined.

Conclusions/Discussion: a magnetic coupling device 
may provide a safe, effective, superior alternative to 
standard metal fistula probes when dealing with complex 
fistulae with severe angulation. magnetic bridles are avail-
able in most hospitals and may prove a useful tool in the 
proctologists’ armamentarium.

(Top) Suprasphincteric fistula with external opening in ischiorectal 
fossa, internal opening at dentate line, and fistula tract traversing leva-
tor. (Bottom) magnetic feeding tube bridle a stiff probe with a magnetic 
end (left) and a silastic catheter with a magnetic tip and internal stylette 
(right).

PERFUSION DIFFERENCE IN ANTIMESENTERIC 
& MESENTERIC BOWEL WITH LASER SPECKLE 
CONTRAST IMAGING.

ePoSter aBStraCtS eP188

S. mehrotra1, y. liu2, r. Stolyarov3, C. nwaiwu2, 
J. oberlin3, S. Schwaitzberg1, P. Kim2

1Buffalo, NY; 2Providence, RI; 3Boston, MA

Purpose/Background: Suspected differences between 
mesenteric and antimesenteric perfusion may contribute 
to different functional outcomes in anastomoses. laser 
Speckle Contrast imaging (lSCi) can detect quantifiable 
tissue perfusion with spatial specificity.

Hypothesis/Aim: lSCi can detect the differences in 
perfusion between antimesenteric and mesenteric bowel 
regions.

Methods/Interventions: activSighttm is an Fda- 
cleared imaging module that displays both lSCi and iCG 
fluorescence in a laparoscopic form factor. lSCi captures 
light scatter from moving red blood cells to generate both a 
perfusion colormap and a corresponding numerical relative 
perfusion unit (rPu). rPu’s quantify lSCi perfusion for 
a given region of interest as a % of referenced normally 
perfused/ischemic tissue. We explored this prototype rPu 
quantification function of lSCi colormap in a porcine 
model using selective devascularization of the mesentery to 
create a gradient of bowel ischemia (Figure 1A/1B). We 
then evaluated the rPu’s on both mesenteric and antimes-
enteric side of this bowel gradient under 3 conditions – 1) 
control (no occlusion) 2) arterial occlusion (via progressive 
proximal aorta clamping) and 3) venous occlusion (via 
progressive portal vein clamping). Statistical analysis was 
performed using anoVa and t-tests.

Results/Outcome(s): using lSCi, statistically signifi-
cant differences are observed in tissue perfusion between the 
antimesenteric and mesenteric side of the bowel across the 
gradient of bowel ischemia (p<0.00001 in perfused/water-
shed regions). in perfused and watershed bowel segments, 
rPu measurements reveal an overall trend of increased 
perfusion to the mesenteric side of the bowel compared 
to the antimesenteric side (Figure 1C). Both complete 
arterial inflow occlusion and venous outflow obstruction 
result in significantly lower rPu’s on the antimesenteric 
compared to mesenteric side (Perfused/Watershed = 
mean rPu with arterial occlusion 68±6%/53±12% on 
mesenteric vs 43±8%/40±7% on antimesenteric, p<0.05). 
Progressive decrease in maP induced by arterial/venous 
occlusion results in concordant decline in rPu, with 
antimesenteric mean rPus being consistently lower than 
mesenteric mean rPus (p<0.05)(Figure 1D/1E).

Limitations: Since lSCi is approved for use in human 
minimally invasive surgery, this study uses a preclinical 
porcine intestine model and assumes generalizability to 
human intestine.
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Conclusions/Discussion: lSCi displays prototype 
real-time quantification of differences in tissue perfusion 
between mesenteric and antimesenteric regions for a given 
bowel segment in a porcine model. in perfused/watershed 
segments, the mesenteric region of the bowel has higher 
baseline perfusion level compared to the antimesen-
teric side. Significant differential, real-time changes in 
antimesenteric/mesenteric bowel perfusion were observed 
with arterial and venous occlusions. the ability to detect 
baseline and differential perfusion responses may have 
functional utility in intestinal anastomoses.

SQUAMOUS CELL CARCINOMA OF THE 
DESCENDING COLON: A CASE REPORT.

ePoSter aBStraCtS eP189

e. Jimenez Cuebas, r. Bennett
Tampa, FL

Purpose/Background: Squamous cell carcinoma (SCC) 
is a rare type of colorectal cancer, most commonly located 
in the rectum. Primary tumors in the colon are much more 
rare. no defined treatment algorithm exists.

Hypothesis/Aim: describe a rare clinical entity to 
increase awareness for those who may encounter this 
phenomenon.

Methods/Interventions: a 64-year-old male presented 
with symptoms of intermittent lower abdominal pain, 
change in stool caliber, and straining with bowel move-
ments. Ct abdomen/pelvis showed a mass in the proximal 
descending colon. extensive hepatic metastases as well as 
a nodule in the right retroperitoneum were also demon-
strated. immunohistochemical stains from Ct guided 
biopsy of the liver revealed cells positive for p40 and 
negative for CK7/CK20. these results along with morpho-
logic features supported a diagnosis of metastatic SCC. 
endoscopic biopsies of the colonic mass were also positive 
for p40, consistent with a colonic primary. Complete 
dermatologic exam revealed no evidence of another 
primary lesion.

Results/Outcome(s): the patient underwent diverting 
loop transverse colostomy due to the nearly obstructing 
nature of his lesion. He received systemic chemotherapy 

with carboplatin/paclitaxel and pembrolizumab. He started 
and completed 4 cycles of paclitaxel-carboplatin. Ct scans 
at this point showed progression of both primary tumor 
and metastatic disease. a necrotic primary tumor had 
invaded the spleen, pancreatic tail, left kidney and left 
adrenal gland. He developed sepsis, lactic acidosis, malig-
nant ascites and failure to thrive as a consequence of his 
disease burden. due to poor functional status and overall 
condition, chemotherapy was discontinued and the patient 
entered hospice care.

Limitations: this is a single case with limited follow up, 
so no conclusions regarding optimal treatment strategy can 
be made. this does however add to the body of literature 
regarding a relatively rare clinical entity.

Conclusions/Discussion: this case highlights the need 
for continued optimization and individualization of treat-
ment for squamous cell cancer of the colon. this patient 
was afforded sound surgical and systemic therapy but was 
unable to overcome the advanced and aggressive nature of 
his disease. We present this case to add to a limited body 
of literature and to contribute to the ongoing evolution of 
knowledge regarding natural history and treatment algo-
rithms for this rare clinical entity.

Figure 1: (a) initial Ct scan demonstrating proximal descending colon 
mass (indicated by yellow arrows) in coronal and axial section. (B) 
initial Ct scan demonstrating extensive hepatic and splenic metastases 
in coronal section. (C) Ct scan demonstrating progression of primary 
tumor and metastastic disease despite systemic chemotherapy. Primary 
tumor now noted to invade the tail of the pancreas and spleen on this 
section.

RELATIONSHIP BETWEEN PROGNOSTIC 
IMPACT OF N3 LYMPH NODE METASTASIS 
AND LOCATION OF COLORECTAL CANCER.

ePoSter aBStraCtS eP190

y. mizuuchi1, y. tanabe2, m. Sada1, K. tamura1, 
K. nagayoshi1, S. nagai2, y. Watanabe1, S. tamiya2, 
K. ohuchida1, K. nakata1, t. nakano2, m. nakamura1

1Fukuoka, Japan; 2Kitakyushu, Japan

Purpose/Background: We analyzed the prognostic 
impact of n3 lymph node location in patients with n3 
colorectal cancer.
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Hypothesis/Aim: n3 in rectal cancer patients is the 
worst outcome among n3 in colorectal cancer patients.

Methods/Interventions: materials and methods: We 
defined n3 as lymph node metastases near the base of the 
major feeding arteries, excluding lateral lymph node metas-
tasis, which is considered n3 in Japan. We retrospectively 
examined recurrence rates and patterns by tumor location 
and sites of lymph node metastases in 29 n3 CrC patients 
who had undergone curative resections between January 
2007 and march 2017. Propensity score matching was 
performed to compare the prognoses of patients with and 
without n3 lymph node metastasis.

Results/Outcome(s): results: most n3 patients 
had large tumors (t≥3); three patients had t2 disease. 
recurrence occurred quickly in one patient with t2n3m0 
disease (Japanese system). Categorizing n3 patients 
according to uiCC-tnm staging does not stratify recur-
rence risk. Propensity score matching confirmed that n3 is 
a marker of poor prognosis (P=0.0355). to investigate the 
impact of tumor location on recurrence risk, we classified 
n3 CrC into three subtypes: metastasis at the base of the 
superior mesenteric artery (Sma) in right-sided colon 
cancer (n3-Sma), inferior mesenteric artery (ima) in 
left-sided colon cancer (n3-ima-l), and ima in rectal 
cancer (n3-ima-r). n3-ima-r had the worst prog-
nosis, whereas n3-ima-l had a relatively good prognosis. 
recurrence patterns did not change with site of metastasis.

Limitations: it was a small retrospective study of n3 
CrC patients selected from all CrC patients treated at 
only two institutions. this study also contains strong 
selection bias because it favored treatment regimens 
such as adjuvant chemotherapy. moreover, we excluded 
patients with preoperative adjuvant chemotherapy and/or 
radiotherapy to avoid selection bias, but a greater number 
of patients with n3 rectal cancer are treated with preoper-
ative therapy such as total neoadjuvant chemotherapy in 
the real world.

Conclusions/Discussion: Conclusion: n3 is a robust 
prognostic marker in CrC. recurrence risk varies by 
tumor location. among n3 CrC patients, those with 
rectal cancer and lymph node metastasis at the base of 
ima have the worst outcomes.

LAPAROSCOPIC SURGERY IS ACCEPTABLE 
FOR ELDERLY COLORECTAL CANCER: A 
PROPENSITY SCORE-MATCHED STUDY.

ePoSter aBStraCtS eP191

m. takahashi, S. ishiyama, H. ro, K. Sakamoto
Bunkyo-ku, Japan

Purpose/Background: the number of colorectal cancer 
cases is increasing worldwide, and many of them are 
performed laparoscopically. However, its efficacy and 
safety in the elderly is unknown.

Hypothesis/Aim: We examined the usefulness and 
safety of laparoscopic surgery for colorectal cancer in the 
elderly.

Methods/Interventions: the subjects were 242 patients 
aged ≥80 years who underwent primary resection of 
colorectal cancer using laparoscopic assisted colectomy 
(laC, n=145) or open colectomy (oC, n=97). So we 
compared the following clinicopathological factors between 
the laC and oC groups. the list of clinicopathological 
factors is as follows. Patient factors investigated included 
age, sex, body mass index (Bmi), union for international 
Cancer Control 7th edition tnm stage, Glasgow Prognostic 
Score (GPS), tumor location, previous abdominal surgery, 
and american Society of anesthesiologists physical status 
(aSa-PS). Short-term outcomes included operative time 
(min), blood loss (ml), days to solid diet, postoperative 
length of stay (loS), and postoperative complications 
(PoCs), which were defined as those occurring within 30 
days of surgery that were Grade ii or higher in the Clavien-
dindo Classification. long-term outcomes were evaluated 
based on overall survival (oS). Propensity score matching 
used to balance the characteristics of the groups resulted 
in 76 patients being allocated to each group.

Results/Outcome(s): Before matching, GPS, aSa, and 
previous abdominal surgery differed significantly between 
the groups (p<0.05), but after matching, all covariates 
were balanced (p^0.05). Short-term outcomes were better 
after laC (p<0.05), including fewer postoperative compli-
cations and less delirium. in long-term outcomes, 5-year 
overall survival did not differ significantly between the 
groups (p=0.91, log-rank test).

Limitations: Since the data collection period was rela-
tively long (15 years), the selection criteria for laC versus 
oC differed during the study period. thus, indications for 
previous abdominal surgery, GPS, aSa, and stage have 
been moderated as we have acquired more experience 
with laC. in addition, the number of cases was limited 
by the single-center design and propensity score matching. 
therefore, further comparison of laC and oC for elderly 
patients with colorectal cancer is needed in a prospective 
study, since many centers and surgeons in Japan have 
become accustomed to use of laparoscopic surgery.

Conclusions/Discussion: For elderly patients (over 80 
years of age) with colorectal cancer, short-term outcomes 
were better after laC than after oC, and long-term 
outcomes were similar with laC and oC. therefore, laC 
seems to be a feasible procedure for these patients.
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A COMPARISON OF OUTCOMES AFTER 
ABDOMINOPERINEAL RESECTION: PRIMARY 
VS FLAP CLOSURE.

ePoSter aBStraCtS eP192

o. elfanagely, C. amro, P. romeo, m. Vialonga, 
d. Feingold, K. donohue, n. maloney Patel
New Brunswick, NJ

Purpose/Background: Perineal reconstruction via flaps 
has been utilized in an effort to mitigate the morbidities 
following abdominoperineal resection. However, the effi-
cacy in comparison to primary closure is limited.

Hypothesis/Aim: our aim was to compare outcomes 
and cost for patients undergoing aPr with and without 
flap closure.

Methods/Interventions: a retrospective cohort study 
on all patients who underwent an abdominoperitoneal 
resection at our institution between march 2010 and 
november 2020 were identified. Patient demographics, 
clinical and operative characteristics, surgical outcomes, 
and cost data were analyzed using descriptive statistics, 
chi-square, and Krus-Wallis between patients who under-
went primary closure (PC) vs. flap closure (FC).

Results/Outcome(s): a total of 101 patients were iden-
tified (primary closure, n=71; flap closure, n=30). median 
participant age and Bmi were 68 ± 20 and 27.1 (± 5.9) kg/m2.  
the majority of patients received neoadjuvant radio-
therapy or chemotherapy (75.2%). node positive disease 
was seen in 26.7% of the patients, with local invasion (t3 
or t4) seen in 50.5%. Poorly differentiated tumors made 
up 13.9% of specimens. the FC cohort had longer opera-
tive times (p<0.001); and trended towards higher rates of 
dehiscence (10%), re-admission (26.7%), and reoperations 
(13.3%). no differences were seen with respect to clinico-
pathologic characteristics and cost (p>0.05) between the 
two cohorts.

Limitations: the limitations of this study include the 
nonrandomized and retrospective evaluation.

Conclusions/Discussion: Patients with flap reconstruc-
tion displayed longer operative time, without a reduction 
in wound complication. these results are important when 
counseling patients for surgery.

A MEDIAL-CAUDAL APPROACH FOR 
LAPAROSCOPIC RIGHT HEMICOLECTOMY.

ePoSter aBStraCtS eP193

Q. Sui, Z. Pan
Guangzhou, China

Purpose/Background: For laparoscopic right hemi-
colectomy, a medial-lateral approach is suggested due to 
oncologic principle, while a caudal-cranial approach is safe 
and feasible. Here, we report a medial-caudal approach.

Hypothesis/Aim: We aim to optimize the approach for 
laparoscopic right hemicolectomy.

Methods/Interventions: First, the mesocolon was 
dissected alongside the periphery of the superior mesen-
teric vein (SmV). the right branch of the middle colic 
vessels (mCV) are exposed, and the ileocolic vessels (iCV) 
are divided and ligated during the dissection. next, the 
“yellow-white borderline” between the right mesostenium 
and retroperitoneum in the right iliac fossa is dissected 
in order to further dissect the right toldt’s fascia. the 
fascial space is expanded laterally to the ascending colon 
and cranially to the periphery of duodenum, and anterior 
pancreaticoduodenal space is then expanded laterally and 
cranially to expose the pancreas head and duodenal bulb. 
the posterior paries of right colic vessels, and the branches 
of Henle’s trunk are exposed during the expansion. after 
that, the mesocolon between the iCV and SmV is totally 
dissected, and the right colic vein (rCV), the superior 
anterior pancreaticoduodenal vein as well as the right 
gastroepiploic vein are divided. after the ligations of rCV 
and right branch of mCV, the hepatocolic ligament as 
well as the mesocolon under pancreas are totally dissected 
following the dissection of greater omentum.

Results/Outcome(s): our experience indicates that 
the reported approach puts more emphasis on oncologic 
principle compared to caudal-cranial approach, and could 
be safer and more feasible than conventional medial-lateral 
approach when dividing vessels.

Limitations: We did not collect the data concerning 
the overall complication rate, operative time, blood loss, 
the mean first time of flatus, the time of fluid intake  
and the hospital stay.

Conclusions/Discussion: We report a medial-caudal 
approach for laparoscopic right hemicolectomy, which 
takes the advantages of both conventional medial-lateral 
and caudal-cranial approaches.
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LAPAROSCOPIC RIGHT HEMICOLECTOMY 
WITH LYMPH NODE NAVIGATION AND 
INTRACORPOREAL ANASTOMOSIS.

ePoSter aBStraCtS eP194

W. toshiaki, y. yane, H. ushijima, y. yoshiaka, 
m. iwamoto, K. ueda, t. tokoro, J. Kawamura
Osakasayama, Japan

Purpose/Background: in colon cancer surgery, appro-
priate lymph node dissection and anastomotic leak preven-
tion are critical. Visualization of lymph nodes and blood 
flow evaluation with iCG imaging have been developing.

Hypothesis/Aim: to report the procedure and short 
term results of laparoscopic colectomy using double iCG 
technique

Methods/Interventions: ten patients were underwent 
a laparoscopic right hemicolectomy using double indo-
cyanine green technique from July 2020 to July 2021 at 
our institution. two injections of iCG(0.75mg×2) into 
the subserosa of proximal and distal sides of the tumor 
preceded the surgical procedure after pneumoperitoneum. 
intraoperative lymph node mapping with Stryker1588aim 
camera imaging system was visualized. a laparoscopic 
right hemicolectomy is carried out according to the Cme 
and CVl concept. Complete intracorporeal anastomosis is 
performed by a functional end-to-end anastomosis method. 
intravenous iCG injection (12.5mg) after anastomosis 
helps confirm blood perfusion at the anastomotic site.

Results/Outcome(s): ten patients (Sex; male: 5, 
female: 5) (tumor location; C :3, a: 2, t: 4, d :1) (cStage; 
i :6, ii: 4) were underwent. the median age was 74. the 
median Bmi was 24. the median number of dissected 
lymph nodes was 21.2. Visualization of lymphatic flow was 
observable in all cases. the median duration of surgery 
was be 256 minutes. the median amount of blood loss was  
0 ml. the median wound length was 3.2 cm. no intraoper-
ative and postoperative complications were observed. the 
median time to first flatus was 2.6 days. the median time 
to first bowel movement was 2.9 days. median postopera-
tive hospital stay was 7.9 days.

Limitations: our sample size is small.
Conclusions/Discussion: no complications related to 

intracorporeal anastomosis were observed. laparoscopic 
double iCG technique for right hemicolectomy enables 
improved lymphadectomy and feasible and safe intracor-
poreal anastomosis

MANAGEMENT OF LEFT-SIDED MALIGNANT 
COLORECTAL OBSTRUCTIONS: A NETWORK 
META-ANALYSIS.

ePoSter aBStraCtS eP195

t. mcKechnie1, J. Springer1, Z. Cloutier1, V. archer1, 
K. alavi2, a. doumouras1, d. Hong1, C. eskicioglu1

1Hamilton, ON, Canada; 2Boston, MA

Purpose/Background: Several curative options exist for 
colonic decompression of malignant large bowel obstruc-
tion, including oncologic resection, surgical diversion, and 
self-expanding metal stents (SemS).

Hypothesis/Aim: the aim was to network meta- 
analyze short-term postoperative morbidity and oncologic 
outcomes.

Methods/Interventions: medline, embase, and 
Central were systematically searched. articles were 
included if they compared two or more of the following 
in patients presenting with curative left-sided malignant 
colorectal obstruction: 1) emergent oncologic resection; 
2) surgical diversion; and/or 3) SemS. the primary 
outcome was overall 90-day postoperative morbidity. 
Pairwise meta-analyses were performed with inverse vari-
ance random effects. random-effect Bayesian network 
meta-analysis was performed.

Results/Outcome(s): From 1,277 citations, 53 studies 
with 9,493 patients undergoing urgent oncologic resec-
tion, 1,273 patients undergoing surgical diversion, and 
2,548 patients undergoing SemS were included. network 
meta-analysis demonstrated a significant improvement 
in 90-day postoperative morbidity in patients undergoing 
SemS compared to urgent oncologic resection (or0.34, 
95%Cri0.01-0.98). insufficient rCt data pertaining to 
overall survival (oS) precluded network meta-analysis. 
Pairwise meta-analysis demonstrated decreased five-year 
oS for patients undergoing urgent oncologic resection 
compared to surgical diversion (or0.44, 95%Ci0.28-0.71, 
p<0.01).

Limitations: a lack of randomized controlled evidence 
pertaining to long-term oncologic outcomes precluded 
network meta-analysis. Prospective data comparing 
surgical diversion and SemS were limited. Bridge-to-
surgery interval and postoperative follow-up periods were 
variable.

Conclusions/Discussion: Bridge-to-surgery interven-
tions may offer short- and long-term benefits compared 
to urgent oncologic resection for malignant colorectal 
obstruction and should be increasingly considered in this 
patient population. Further prospective study comparing 
surgical diversion and SemS is needed.
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TARGETED LITERATURE REVIEW OF 
URETERAL INJURY AND PROPHYLACTIC 
PROCEDURES IN COLORECTAL SURGERIES.

ePoSter aBStraCtS eP196

a. Filipa alexandre1, t. Kimura3, H. Konwea2, 
m. Schlueter2, J. Schwartz3

1Leiden, Netherlands; 2London, United Kingdom; 
3Northbrook, IL

Purpose/Background: unrecognized iatrogenic ureteral 
injury (iui) is a rare but serious surgical complication. 
Prophylactic ureteral catheters (PuC) placed prior to 
surgery can help identify or prevent iui.

Hypothesis/Aim: to determine the epidemiology of iui 
and the effect of PuC use on iui rates.

Methods/Interventions: a targeted literature review 
(tlr) using emBaSe, a grey literature search, and prag-
matic searches (2010-2020) was conducted to identify 
studies examining patients undergoing abdominal surgery, 
including gastrointestinal (Gi), gynecological (Gyn), and 
urological surgeries. outcomes examined were iui inci-
dence, PuC frequency, and their associated factors.

Results/Outcome(s): the tlr data (n=51; full-text 
studies) found variation in PuC frequency (1.9-93.4%) 
and low iui incidence rates (0.0-2.1%) across Gi, Gyn, 
and urological surgeries in different populations and study 
designs/settings. Specifically, in colorectal surgeries, PuC 
usage ranged from 4.6-24.1%; in colectomies, PuC usage 
was 4.2-37.1%. iui incidence rate in colorectal surgeries 
was 0.07-0.44%; in colectomies, it was 0.28-0.65%. two 
of four colorectal surgery studies reported lower iui rates 
with PuC use versus no PuC use, whereas the other two 
studies reported opposite results, although not statistically 
significant. overall, the iui rate in colorectal surgery/
colectomy with PuC use was 0-1.9% and with no PuC 
use was 0-0.65%. a published multivariate analysis to 
determine the association of PuC use on iui rate in 
colectomies found an association between PuC and lower 
iui rates (odds ratio = 0.45 [95% Ci, 0.25-0.81]). all 
studies acknowledge that comparative incidence by surgery 
method is conflicting and influenced by factors such as 
patient characteristics and study design. iui risk factors in 
colorectal surgeries included diverticular disease and rectal 
cancer. Predictive factors associated with increased PuC 
use included laparoscopic approach, elective admission, 
surgery at a high-volume center, and diverticular disease. 
overall, patients receiving PuC were more likely to expe-
rience urological complications in colectomies/colorectal 
surgeries, with rates ranging from 1.5-100%. no conclusive 
evidence was found regarding the relative frequency of 
complications in patients with and without prophylactic 
stent placement prior to surgery.

Limitations: the observed variability across studies 
and geographies (uS, Japan, eu5, nordics) in the tlr 
warrants further research. additionally, the differentia-
tion of stent usage and clear designation as a prophylactic 

versus a treatment measure was challenging in several 
studies, making the impact of stent usage on injury preven-
tion difficult to determine.

Conclusions/Discussion: results of the tlr suggest 
that the incidence of iui was low; however, there is incon-
clusive evidence on the use of prophylactic catheters for 
iui identification/prevention.

COLONIC EPITHELIOD ANGIOSARCOMAS. A 
RARE YET FASCINATING CASE REPORT.

ePoSter aBStraCtS eP197

C. martinez2, a. Waheed1, J. Hilal2, F. Choudens2, 
F. Cason1, r. Bennett2

1French Camp, CA; 2Tampa, FL

Purpose/Background: reporting a rare case of a 
60-year-old male with colon epithelioid angiosarcoma.

Hypothesis/Aim: transverse colon epithelioid angio-
sarcoma is an extremely rare tumor.

Methods/Interventions: a 60-year-old male with a 
past medical history of chronic back pain on metha-
done and chronic gastrointestinal (Gi) bleeding presented 
to our institution with anemia, bright red blood per 
rectum (BrBPr), and abdominal pain. eight months prior 
to presentation, he underwent a screening colonoscopy 
with removal of a 22mm colon polyp. He subsequently 
developed intermittent hematochezia and was increas-
ingly fatigued and weak. repeat endoscopies were then 
performed and were concerning for a persistent mass/ulcer-
ation at the prior polypectomy site. Biopsies were obtained, 
the area was tattooed and cauterized. the biopsies resulted 
negative for malignancy; however, the appearance of the 
lesion remained concerning. the patient continued to 
have persistent intermittent bleeding from the site and he 
was admitted to our hospital for management. Computed 
tomography (Ct) scan of the abdomen and pelvis was then 
obtained which demonstrated eccentric thickening in the 
distal transverse colon with enlarged surrounding lymph 
nodes, concerning for malignancy. a Ct scan of the chest 
did not demonstrate metastatic disease. repeat endoscopy 
was performed to control the bleeding with clips and 
obtain additional biopsies. Pathology demonstrated ulcer-
ated colonic tissue with no malignancy. the decision was 
made to proceed with laparoscopic transverse colectomy 
due to the persistent bleeding and the lesion’s appearance 
on imaging and endoscopy. intra-operatively, no evidence 
of metastatic disease was noted. the transverse colon was 
thickened with evidence of desmoplastic reaction around 
the tumor and adjacent omentum.

Results/Outcome(s): the postoperative histolog-
ical examination of the specimen was revealed 3.3 cm, 
t2n0m0 Colonic epithelioid angiosarcomas involving the 
submucosa with extension into the muscularis propria and 
mesenteric fat (Figure 1). the patient did not get adjuvant 
chemotherapy postoperatively and was closely monitored 
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with surveillance Ct scans every 6 months. repeat 
surveillance Ct scans and colonoscopy at 6 months show 
no evidence of recurrence. the patient is still alive and 
recovering well.

Limitations: the current study is a case report which 
limits developing any standard recommendation on this 
rare entity.

Conclusions/Discussion: CeaS is an extremely rare 
tumor of the gastrointestinal tract. most commonly, it 
presents as BrBPr, abdominal pain, and anemia, but 
presentation varies based on the tumor’s location. Primary 
surgical resection offers the best treatment while the role 
of adjuvant and neoadjuvant chemotherapy and radiation 
therapy is not well established. Finally, large-scale institu-
tional studies should be carried out to further delineate the 
management and surveillance of this rare disease.

PRIMARY TUMOR RESPONSE TO 
NEOADJUVANT THERAPY IN STAGE 4 
COLORECTAL CANCER IMPROVES SURVIVAL 
IN PEDIATRIC AND YOUNG ADULT PATIENTS.

ePoSter aBStraCtS eP198

S. Siskind, C. nofi, G. deutsch
Hempstead, NY

Purpose/Background: younger patients with colorectal 
cancer (CrC) often present with biologically aggressive 
disease. the impact of neoadjuvant (na) pathologic 
tumor response on survival of pediatric and young adult 
(ya) patients with stage 4 CrC has not yet been explored.

Hypothesis/Aim: the primary tumor response to 
neoadjuvant therapy is associated with improved survival 
in pediatric and ya patients with metastatic CrC.

Methods/Interventions: the national Cancer database 
(nCdB) was used to perform a retrospective cohort study 
on pediatric (age 0 to 21 years old) and ya patients  

(22 to 40 years old) from 2004 to 2018 who underwent 
surgical resection for metastatic CrC. Staging accuracy 
between clinical and pathologic primary tumor (t) stage 
was determined for patients who underwent upfront 
resection and separately for patients who received na 
therapy. Patients were considered to be downstaged if the 
pathologic t stage was less than pre-operative clinical t 
stage. Pathologic downstaging rate attributable to na 
was determined by the difference between downstaging 
rates of patients who received na therapy from patients 
who underwent upfront surgical resection. multivariable 
cox regression was performed to determine the impact on 
overall survival (oS), and the Kaplan-meier method and 
log-rank test were used to evaluate 5-year oS.

Results/Outcome(s): 91 pediatric and 4,144 ya 
patients with clinical stage 4 CrC were included for 
analysis. at the time of surgery, of the pediatric and ya 
patients who underwent upfront resection, 62.5% and 
75.0% were found to be true to stage, 33.3% and 21.9% 
were understaged, and 4.2% and 3.0% were overstaged, 
respectively (based on t staging). of the pediatric and ya 
patients who received na therapy, 37.5% and 61.6% had 
no change in t stage, 18.8% and 18.6% had tumor growth, 
and 43.8% and 19.7% had pathologic tumor response, 
respectively. the downstaging rate attributable to na was 
39.6% in pediatric and 16.7% in ya patients. response 
to na was associated with significantly improved survival 
only in ya patients (p<0.001, Hr 0.617, Ci 0.482-0.789). 
For all patients with clinical stage 4 disease, primary tumor 
pathologic response to na therapy improved 5-year oS 
to 52.7%, compared to patients who did not (5-year oS 
38.8%, p<0.001). (Figure)

Limitations: limitations of using a large database to 
study outcomes include lack of data detailing genetic 
biomarkers, complications, and disease-free survival. the 
rarity of colorectal cancer in pediatric patients resulting 
in smaller sample size may limit generalizability of results.

Conclusions/Discussion: Pathologic primary tumor 
response to na therapy may aid in determining prognosis 
after primary surgical resection and confer improved 
survival for younger patients with metastatic CrC. 
response to na may serve as an indicator of tumor biology 
in younger patients and help identify those who would 
benefit from aggressive multimodal management despite 
advanced disease.
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METASTATIC RECTAL ADENOCARCINOMA IN 
THE ANAL CANAL: A REPORT OF TWO CASES 
AND LITERATURE REVIEW.

ePoSter aBStraCtS eP199

P. mazirka, K. terracina, t. read
Gainesville, FL

Purpose/Background: implantation of exfoliated 
colorectal adenocarcinoma cells rarely occurs, and virtu-
ally never in the anal canal in the absence of pre-existing 
mucosal defects.

Hypothesis/Aim: We present two cases of metastasis 
from primary rectal adenocarcinoma in the squamous 
mucosa of the anal canal.

Methods/Interventions: Report of Case Case 1. an 
80-year-old man underwent total neoadjuvant therapy 
followed by Hartmann resection and liver ablation for 
an ypt3n0m1 rectal adenocarcinoma oligometastatic to 
the liver. margins of resection were clear. three months 
postoperatively he presented with a pedunculated anal 
lesion. local excision was performed. Histologic evaluation 
revealed a superficial adenocarcinoma morphologically 
similar to his rectal cancer. He is free of disease one year 
later. Case 2. a 69-year-old man underwent diverting 
transverse colostomy for an obstructing rectal cancer, 
followed by total neoadjuvant therapy and restorative 
proctectomy, ypt3n1m0. margins of resection were clear. 
three months after colostomy closure, he presented with a 
new symptomatic anal mass. local excision was performed. 
Histologic evaluation revealed a superficial adenocarci-
noma, morphologically and molecularly similar to his rectal 
cancer surrounded by squamous mucosa. unfortunately, 
he developed liver and brain metastasis and passed away 
13 months after proctectomy.

Results/Outcome(s): Literature Review We found 24 
cases of distal implantation of colorectal adenocarcinoma 
reported in the english literature, and all patients with 
anal implantation had history of anal fistula or hemor-
rhoidectomy (1,2). We found one case report of sigmoid 
adenocarcinoma metastasized to a healthy anal canal in 

the Japanese literature (3). neither of our patients had 
pre-existing anal pathology or history of anal trauma, aside 
from instrumentation and physical examination at the 
time of diagnosis of the primary rectal cancer. one might 
hypothesize that these lesions were dire4ct extension of 
the primary tumor, but the location was remote and the 
margins of resection of the primary were negative for 
tumor, suggesting that exfoliated cells from the primary 
tumor implanted in the anal canal.

Limitations: retrospective, Case series
Conclusions/Discussion: Colorectal adenocarcinoma 

can spread by implantation into healthy anal canal mucosa 
without presence of obvious mucosal injury. Clinicians 
should be aware of this phenomenon when patients 
with a history of colorectal cancer present with new anal 
complaints.

THE BENEFIT OF SURGICAL RESECTION IN 
SYNCHRONOUS STAGE IV COLORECTAL 
CANCER.

ePoSter aBStraCtS eP200

J. mun1, n. yoo1, C. lee1, H. Kim2, H. Cho1, B. Kye1

1Suwon, Korea (the Republic of); 2Seoul, Korea (the Republic of)

Purpose/Background: Primary tumor resection in 
patients with unresectable metastatic colorectal cancer 
has been controversial. in a recent randomized controlled 
trial, Ptr as the initial treatment failed to show a survival 
benefit. However, the role of Ptr at any point during the 
treatment period is still uncertain.

Hypothesis/Aim: this study aims to demonstrate the 
survival outcome of the patients who received Ptr with 
or without metastasectomy at any point of the treatment 
period in stage iV colorectal cancer.

Methods/Interventions: this is a retrospective cohort 
study at a single institute. the study population included 
all patients with synchronous metastatic colorectal cancer 
from 2017 to 2019. the study groups were divided into 
three: chemotherapy-only; Ptr; Ptr plus metastasectomy 
groups. the primary outcome of this study was two-year 
overall survival.

Results/Outcome(s): a total of 90 patients were 
identified with synchronous stage iV colorectal cancer. 
each group included the following number of patients: 
14 patients in the chemotherapy-only group; 33 in the 
Ptr group; 43 in the Ptr plus metastasectomy group. 
the two-year overall survival was the best for the patients 
who underwent the Ptr plus metastasectomy, 48 months 
(p<0.001). the patients in the Ptr group showed better 
overall survival than the patients in the chemothera-
py-only group, 21 months vs 13 mon (p<0.001).

Limitations: this retrospective study with a small 
sample size at a single institute is limited by selection bias, 
confounding bias, and veracity of the data.
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Conclusions/Discussion: this study demonstrates that 
primary tumor resection along with metastasectomy may 
be helpful in selected patients. a predictive model to select 
patients who can benefit from primary tumor resection 
along with metastasectomy may guide clinical decisions 
when to benefit from surgical resection.

SINGLE-PORT SOLO SURGERY- LOW 
ANTERIOR RESECTION FOR RECTAL CANCER.

ePoSter aBStraCtS eP201

B. Choi2, t. lee1

1Cheongju, Korea (the Republic of); 2Daejeon, Korea (the 
Republic of)

Purpose/Background: Solo surgeon surgery has been 
introduced for laparoscopic surgery primarily. Since single-
port laparoscopic surgery (SPlS) requires only scope assis-
tant, utilizing a solo approach to SPlS could perfect the 
solo surgery concept.

Hypothesis/Aim: the aim of this study was to report 
our initial experience with single-port laparoscopic low 
anterior resection (lar) in 33 patients by a solo surgeon 
without any assistant.

Methods/Interventions: Between January 2014 and 
august 2016, 33 rectal cancer patients underwent lar 
using single-port solo surgery (SPSS) technique. the 
procedures that were performed in solo surgery did not 
differ from that in conventional single-port laparoscopic 
lar. the self-retaining lone star retractor replaces for 
first assistant on umbilical skin incision and accessing to 
peritoneal cavity. after the establishment of a single-port 
through the umbilicus, adjustable mechanical camera 
holder replaces for scope assistant. Patient and tumor char-
acteristics and operative, pathologic, and postoperative 
outcomes were studied.

Results/Outcome(s): SPSS lar was successful in all 
patients. no additional incisions for trocars or conversions 
to open surgery were performed. the mean operative time, 
blood loss, and postoperative length of stay were 258.1 
min (range: 150–540), 136.5 ml (range: 30-230) and 7.5 
days (range: 5–21), respectively. all patients had negative 
margins, and the mean number of harvested lymph nodes 
was 17.5 (range: 9–42). no intraoperative complications 
were noted. the incidence of postoperative complications 
was 18.2% (6/33).

Limitations: We acknowledge that this study has 
several limitations, including the small sample size, lack 
of functional outcomes, and the retrospective review of 
prospectively collected data. Furthermore, a selection bias 
for surgical candidates and the proficiency of the SPlS 
operator could be other limitations of the study.

Conclusions/Discussion: SPSS lar was safe and 
feasible. our results showed that the positioning of the 
camera by the surgeon is efficient and comparable to 

human assistance. However, the technique and safety 
warrant further evaluation and prospective randomized 
studies.

RATES OF PERFORATED COLON CANCER 
UNDERGOING LAPAROSCOPIC LAVAGE.

ePoSter aBStraCtS eP202

t. nguyen, m. Gachabayov, a. Kajmolli, l. Quintero, 
r. Bendl, r. Bergamaschi
Valhalla, NY

Purpose/Background: laparoscopic lavage has gained 
popularity as an alternative to resection of perforated 
diverticulitis with peritonitis. However, similar clinical 
symptoms can be caused by an underlying perforated carci-
noma. it is possible that a significant rate of colon cancer is 
being missed in those patients.

Hypothesis/Aim: to determine the rate of colon 
cancer patients having undergone laparoscopic lavage for 
suspected perforated diverticulitis.

Methods/Interventions: Source the Pubmed data-
base was systematically searched to include all studies 
meeting inclusion criteria. Study Selection Studies 
were initially screened through titles and abstracts with 
potentially eligible studies undergoing full-text screening. 
Main Outcomes Measured the primary endpoint of 
this meta-analysis was the postoperative cancer rate of 
patients who underwent laparoscopic lavage for peritonitis 
secondary to assumed acute diverticulitis.

Results/Outcome(s): eleven studies (3 randomized 
control trials, 2 prospective, 6 retrospective) totaling 
642 patients met inclusion criteria. 8 studies reported 
how patients were screened for cancer and the number 
of patients who completed follow-up. the pooled cancer 
rate was 3.4% (0.9%, 5.8%) with low heterogeneity 
(i2=34.02%) in the 8 studies. observational, prospective, 
and retrospective studies had cancer rates of 1.5% (0%, 
3.2%) (i2=0%), 8.2% (0%, 3%) (i2=58.2%), and 1.7% 
(0%, 4.5%) (i2=0%), respectively. the rCts reported a 
cancer rate of 7.2% (3.1%, 11.2%) with low among-study 
heterogeneity (i2=0%).

Limitations: one limitation of this study is the high 
risk for selection bias due to the observational nature of 
included studies.

Conclusions/Discussion: this meta-analysis found that 
over 7% of patients undergoing laparoscopic lavage for 
peritonitis had perforated colon cancer rather than perfo-
rated sigmoid diverticulitis. Study design may be a signifi-
cant factor in the reporting of such cases, as a significantly 
lower rate of cancer has been reported in retrospective 
studies, with prospective and rCts having similar rates.
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OUTCOMES GAINS FOR ROBOTIC SURGERY IN 
THE TREATMENT OF COLORECTAL CANCER 
IN THE UNITED STATES.

ePoSter aBStraCtS eP203

r. Goldstone1, t. Francone1, l. Bordeianou1, C. Cauley1, 
H. Kunitake1, i. Shih2, a. de Groot2, r. ricciardi1
1Boston, MA; 2Sunnyvale, CA

Purpose/Background: there has been increased adop-
tion of minimally invasive surgery (miS), both laparoscopic 
(lS) and robotic assisted (rS), in the surgical treatment of 
colorectal cancer.

Hypothesis/Aim: to compare the outcomes of rS to 
oS and lS in the general population across colorectal 
cancer procedures.

Methods/Interventions: We identified all patients who 
underwent elective colon or rectal resections for colorectal 
cancer from January 2014 through december 2019 in the 
Premier Healthcare database. We then compared length 
of stay (loS), conversion to open surgery, discharge to 
home status, and 30-day readmission rates for miS (lS vs. 
rS) in relation to open surgery (oS). inverse probability 
of treatment weighting was then used to balance patient, 
surgeon, and hospital characteristics to evaluate outcomes 
differences for oS vs. lS vs. rS treated patients.

Results/Outcome(s): We identified 63,000 eligible 
patients treated for colorectal cancer, of which 51,948 
(82.5%) underwent colon resections and 11,052 (17.5%) 
rectal resections. the adoption of rS within miS was 
higher for rectal resections (53.0%) as compared to 
colon resections (24.9%). our adjusted analyses revealed 
shorter loS for the miS patients for all colorectal cancer 
resections. in addition, across miS approaches, rS was 
associated with further shortening of loS as compared 
to lS with -0.28 days (95%Ci: -0.37 to -0.18) for colon 
resections and -0.67 days (95%Ci: -0.94 to -0.40) for 
rectal resections. Within miS approaches, rS treated 
patients were less likely to convert to oS for both colon 
(or: 0.50; 95%Ci: 0.46 to 0.55) and rectal resections 
(or: 0.48; 95%Ci: 0.41 to 0.57). also, compared to lS, 
rS had increased odds of discharge to home as compared 
to rehab or other facility following rectal resections (or: 
1.28; 95%Ci: 1.09 to 1.50). Patients who underwent miS 
approaches had lower odds of readmission compared to oS 
for colon resection; yet a further 13% (or: 0.87; 95%Ci: 
0.76 to 0.99) reduction in 30-day readmissions was noted 
for rS as compared to lS for rectal resection.

Limitations: Selection bias due to the retrospective 
observational nature of the study.

Conclusions/Discussion: our study reveals that many 
of the outcomes benefits for rS procedures are shared 
by patients who undergo other miS approaches, but the 
additional outcomes benefits gained with rS are consid-
erable. these additional outcomes benefits may be related 
to overall reduction in conversion to open surgery for rS 
which is of particular importance when understanding 

downstream treatment effects. it is for these reasons that 
we propose both short term and sustained benefits to rS 
over oS and lS in the surgical treatment of colorectal 
cancer.

COMPARING OPEN, LAPAROSCOPIC, AND 
ROBOTIC APPROACHES FOR ELDERLY 
PATIENTS WITH RECTAL CANCER.

ePoSter aBStraCtS eP204

m. Horsey1, d. lai2, a. Herur-raman2, r. amdur2, 
m. ng2, V. obias2

1Bethesda, MD; 2Washington, DC

Purpose/Background: elderly patients are poorly repre-
sented in trials demonstrating the advantages of minimally- 
invasive surgery for rectal cancer, particularly outcomes 
using a robotic approach has not been described.

Hypothesis/Aim: We compare outcomes following 
open, laparoscopic, and robotic proctectomy in an elderly 
population.

Methods/Interventions: the american College of 
Surgeons national Surgical Quality improvement Program 
(nSQiP) was queried for patients diagnosed with non-met-
astatic rectal adenocarcinoma between 2016 and 2019. 
Patients diagnosed with ascites, disseminated cancer, 
pre-operative sepsis, aSa class 5, and patients requiring 
mechanical ventilation were excluded. the association 
of preoperative variables including patient demographic 
information and comorbidities with surgical approach were 
examined using Fishers exact test or the Kruskal-Wallis 
test. intraoperative, and 30-day postoperative outcomes 
were compared between the groups using both univariate 
and multivariate logistical regression models. SaS was 
used for data analysis with p < 0.05 considered significant.

Results/Outcome(s): inclusion criteria identified 2083 
patients, 758 (36%) were open, 806 (39%) of which were 
laparoscopic, and 519 (25%) were robotic. treatment 
groups differed significantly on several pre-operative vari-
ables. White patients and Hispanic patients were more 
likely to receive robotic surgery than other racial groups 
(all p>0.05). Patient receiving robotic surgery were most 
likely to have tumor location in the bottom 1/3 of the 
rectum, compared with those who received either lapa-
roscopic or open surgery (p=0.0008). in multivariable 
analysis, compared to those who received open surgery, 
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patients who received robotic surgery continued to have 
significantly reduced likelihood of loS > 10 days (aor 
0.68, p=.02), and of prolonged ileus (aor 0.72, p=.04) 
(table 4). However, patients undergoing robotic surgery 
also had higher risk of related readmission within 30 days 
(aor 1.58, p=.009) compared to open surgery. otherwise 
no significant differences were seen between open, laparo-
scopic, and robotic approaches.

Limitations: this was a retrospective study with 
concerns for selection bias. additionally, past abdominal 
surgical history is not captured by nSQiP. Surgeon-specific 
factors such as fellowship training or length in practice are 
not measured.

Conclusions/Discussion: in this retrospective we found 
that robotic proctectomy was associated with a significantly 
lower rate of conversion to opens surgery and shorter total 
length of hospital stay despite longer mean operating time 
compared with laparoscopic surgery. the robotic approach 
also was associated with decreased odds of prolonged ileus 
and shorter length of stay but with higher odds of read-
mission at 30-days compared to open surgery. For all other 
30-day outcomes, robotic surgery showed equivalence to 
open and laparoscopic approaches.

SAFETY AND EFFICACY OF MULTIMODAL 
PAIN MANAGEMENT FOR THE ELDERLY 
PATIENTS WITH COLORECTAL CANCER.

ePoSter aBStraCtS eP205

J. lee, C. lee
Seocho-gu, Korea (the Republic of)

Purpose/Background: implementation of multimodal 
pain management has been shown to improve postoper-
ative outcomes. the authors modified our multimodal 
perioperative pain management protocol specifically for 
the elderly.

Hypothesis/Aim: to evaluate the safety and efficacy of 
multimodal pain management in the elderly patients.

Methods/Interventions: elderly patients who under-
went minimally invasive surgery for colorectal cancer 
between march 2017 and march 2020. Patients of age 
70 or above were selected then divided into two groups 
based on whether or not they received multimodal pain 
management (table 1). of 435 colorectal surgery cases 
for colorectal cancer, 151 patients managed with multi-
modal perioperative pain protocol (group 1) and 284 
patients managed without multimodal perioperative pain 
protocol (group 2) were enrolled in this study. Propensity 
score matching(PSm) was conducted using predeter-
mined covariates—sex, Bmi, aSa score, and obstructive 
cancer—in order to account for baseline differences.

Results/Outcome(s): after 1:1 PSm, well-matched 
144 patients in each group were evaluated. the median 
VaS scores on post-operative day 1 (2.4 ± 0.81 vs. 2.9 
± 0.72, p < 0.001) and day 2 (2.3 ± 0.99 vs. 2.9 ± 0.74, 

p < 0.001) was significantly reduced in group 1. the 
length of postoperative hospital stays was also significantly 
shorter in Group 1 (5.5 ± 4.2 vs. 8.1 ± 13.0; p = 0.002). 
Postoperative opioid consumption in Group 1 (7.1 ± 5.9 
mg) was significantly less than that in Group 2 (20.3 ± 
10.9; p < 0.001). Postoperative complications were similar 
between the two groups.

Limitations: First, this was a retrospective study and, 
therefore, may have been subject to selection bias. a 
prospective randomized study should be performed in order 
to confirm these findings. Second, as no wound infiltration 
was performed on these patients, it was not possible to 
measure how effective surgical rS blocks are compared 
with wound infiltration.

Conclusions/Discussion: effective postoperative pain 
management is pivotal in not only reducing recovery 
time but also improving patients’ quality of life (Qol). 
therefore, multimodal analgesia has become a key factor 
in eraS protocol in lieu of opioid use in the postopera-
tive period. authors also developed rSB procedure and 
included it in our multimodal perioperative pain protocol. 
unlike transverse abdominis plane block (taPB), rSB 
can be done safely in a semi-blind fashion. moreover, 
ropivacaine is an effective, long-acting local anesthetic 
which also has a lower risk of cardiac toxicity compared 
to bupivacaine; therefore, it can be used safely even in 
the elderly population. in conclusion, implementation of 
a multimodal perioperative pain protocols could reduce 
postoperative pain and played an fundamental role to 
shorten the hospital stay for elderly patients who received 
minimally invasive colorectal surgery. intraoperative rSB 
was safe and feasible option in multimodal perioperative 
pain management protocol for elderly patients.

AVOIDING THE ANASTOMOTIC LEAKAGE 
IN RIGHT HEMICOLECTOMY: SHOULD THE 
STAPLER BE LINEAR OR CIRCULAR?

ePoSter aBStraCtS eP206

m. Celayir, H. Koksal, m. tanal, a. tufan
Sisli, Turkey

Purpose/Background: the incidence of anastomotic 
leakage (al) for ileocolic anastomosis is between 0.2%-
7.2%, depending on the leakage, on the location of the 
tumor, circulation in the anastomosis, and the techniques 
used.

Hypothesis/Aim: in this study; we examined anasto-
motic leakage risk factors, and short-term mortality results.
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Methods/Interventions: this study was planned as 
a retrospective study of patients who underwent right 
hemicolectomy and ileocolic anastomosis for right colon 
and/or hepatic flexure cancer. Patients aged 18 years and 
older who had elective surgery were included in the study. 
it was performed by two surgeons specialized in colorectal 
surgery. emergent operations and patients whose periop-
erative and postoperative data could not be reached were 
excluded from the study. We compared two different anas-
tomosis techniques with circular stapler side-to-end and 
linear stapler side-to-side after a standard right hemicolec-
tomy technique for tumors localized in the right colon. al, 
intraoperative blood transfusion, operation time, initiation 
of bowel movements, duration of hospitalization, comor-
bidity, mortality rates at 1 and 6 months were compared in 
these two groups.

Results/Outcome(s): among 120 patients who under-
went right hemicolectomy due to right colon adenocar-
cinoma between 2018 and 2021, 31(25,8%) patients 
underwent anastomosis with a circular stapler. 89(74,2%) 
patients underwent ileocolic anastomosis with a linear 
stapler. al developed in 2(6,4%) in end-Side anastomosis 
and 6(6,7%) in Side-Side anastomosis, but this difference 
was not statistically significant (p=>0,05). the rate of 
intraoperative blood transfusion was high in patients who 
developed anastomotic leakage (p=0.007). there was 
no statistically significant difference between the groups 
in terms of duration of operation, the onset of bowel 
movements, duration of hospitalization, comorbidity, and 
1-month and 6-month mortality rates (p=>0,05).

Limitations: the findings of this study have to be seen 
in the light of some limitations. in our study larger sample 
size could have generated more accurate results. although 
all cases in the study were performed by experienced 
colorectal surgeons, the time of initiation of oral intake 
may vary. this parameter was not examined in our study 
and investigating this parameter could have made the data 
more secure.

Conclusions/Discussion: this study determined that 
the use of different staplers in the ileocolic anastomosis 
after right hemicolectomy did not increase the risk of aC 
and did not have a negative effect on short-term mortality. 
Both stapler techniques can be used safely in ileocolic 
anastomosis. in addition, intraoperative blood transfusion 
has been shown as an independent risk factor for anasto-
motic leakage.

COMBINED ENDOSCOPIC ROBOTIC 
SURGERY FOR COMPLEX COLON POLYPS: A 
RETROSPECTIVE STUDY.

ePoSter aBStraCtS eP207

J. Broome, l. mueller, e. Coonan, m. Zelhart
New Orleans, LA

Purpose/Background: Combined endoscopic robotic 
surgery (CerS) is a novel surgical technique that modifies 
traditional endoscopic laparoscopic surgery with robotic 
assistance to aid in removal of complex colonic polyps.

Hypothesis/Aim: this study aimed to evaluate the safety 
and outcomes of combined endoscopic robotic surgery.

Methods/Interventions: a retrospective review of a 
prospective database was conducted. Patients underwent 
CerS by a single colorectal surgeon from march 2018 to 
october 2021. Polyps were initially found by a referring 
gastroenterologist and deemed unresectable by traditional 
endoscopy. Complex polyps were identified in the colon 
endoscopically while the da Vinci Xi robot was utilized 
to aid in polyp resection. once complete, the resection 
site was over-sewn with absorbable lembert sutures under 
endoscopic supervision. Based on pathology, patients were 
instructed to undergo repeat colonoscopy 3 to 12 months 
from their operative date.

Results/Outcome(s): Combined endoscopic and 
robotic surgery was successfully completed in 85 of 93 
(91%) cases. Patients were converted to other procedures 
due to discovery of a smaller polyp than anticipated, 
concern for malignancy, involvement of the ileocecal 
valve, inability to lift the polyp, or involvement of the 
appendiceal stump. among the 85 participants seeing 
CerS to completion, average age was 66 years (Sd=10), 
body mass index was 29 (Sd=6), and history of abdominal 
surgeries was 1 (Sd=1). median operative time and polyp 
size were 73 mins (range 31-184 mins) and 40 mm (range 
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5-180 mm), respectively. most common polyp locations 
were cecum, ascending, and transverse colon (29%, 29%, 
24%). Pathology mainly demonstrated tubular adenoma 
(76%). to date, 40 patients underwent follow-up colonos-
copy, with an average follow-up time of 7 months (range 
3-22 months). of those, one patient (2.5%) had resection 
site polyp recurrence.

Limitations: limitations for our study include lack of 
randomization and follow-up rate to assess for recurrence. 
the low compliance rate may be due to patient reluctance 
to get a colonoscopy or procedure cancelations/difficulty 
scheduling due to changing CoVid-19 regulations.

Conclusions/Discussion: most recent literature reports 
median operative times for combined endoscopic laparo-
scopic surgery (CelS) as 85 mins (range 50–225 mins) 
and 135 mins (range 120-170 mins). resection site polyp 
recurrence for traditional endoscopic mucosal resection 
and CelS ranges from 13.1% and 3.3-10%, respec-
tively. our findings suggest that CerS is associated 
with decreased operating time and resection site polyp 
recurrence. overall, CerS is a practical technique that 
enhances current methods for the resection of complex 
colonic polyps.

OUTCOMES OF MICROSATELLITE INSTABILITY 
STATUS IN A CHILEAN COHORT OF 
COLORECTAL CANCER PATIENTS.

ePoSter aBStraCtS eP208

F. navarro, d. moreno, m. Gaete, J. torres, r. miguieles, 
G. urrejola, J. reyes, m. molina, a. Zuñiga, J. larach, 
F. Bellolio
Santiago, Chile

Purpose/Background: 15-20% of colorectal cancers 
show a deficiency in dna mismatch repair that results in 
microsatellite instability (mSi). only a few centers in Chile 
perform routine testing for mSi in CrC patients and there 
are is a lack of data regarding their prognosis value and 
outcomes in our country.

Hypothesis/Aim: to evaluate the clinical and prognosis 
value of mSi in a cohort of CrC patients at a chilean high-
volume center.

Methods/Interventions: CCr patients underwent 
surgical resection between January 2012 and July 2018 at 
the Pontificia universidad Católica de Chile, whose samples 
were tested for mSi were recruited and divided into micro-
satellite stable (mSS) and instable (mSi-H). mSi status 
was detected by immunohistochemistry or polymerase 
chain reaction (PCr)-based methods. demographic, clin-
ical and pathological characteristics were analyzed. Chi-2 
test and t-student test were used for statistical analysis. 
overall survival (oS) and 3-year disease-free survival 
(dFS) were estimated using the Kaplan-meier method.

Results/Outcome(s): one hundred ninety-six patients 
were recruited. thirty-eight (19%) patients were mSi-H 

and 158 (81%) were mSS. Female patients (73%), loca-
tion in right and transverse colon (81.6% vs 31%) were 
more common in mSi-H group (p<0.001). there were 
no significant differences in tumoral stage, metastatic 
disease, perineural invasion or adjuvant chemotherapy. 
overall survival was 45,5 months in mSi-H group vs 42.5 
months in mSS group (p=0.912). 3-year dFS was slightly 
longer in mSi-H group, but was not statistically significant 
(p=0.837)

Limitations: the sample size is small. initially, in the 
period between 2012 and 2015, CrC samples were not 
routinely tested for mSi, and this was only performed in 
patients with characteristics of increased risk of hereditary 
cancer, which may generate selection bias.

Conclusions/Discussion: Colorectal cancer with 
microsatellite instability tends to occur more frequently 
in women and in the proximal colon. there were no 
differences in prognosis between mSi-H and mSS patients 
with colorectal cancer in this cohort. Further follow-up is 
required to determine if there are differences in long-term 
outcomes.

BODY COMPOSITION EFFECTS ADJUVANT 
TREATMENT IN RESECTABLE COLON CANCER.

ePoSter aBStraCtS eP209

J. Hopkins1, d. Bigam2, V. Baracos2, d. eurich2, 
m. Sawyer2

1Calgary, AB, Canada; 2Edmonton, AB, Canada

Purpose/Background: Sarcopenia and myosteatosis are 
novel prognostic factors in colon cancer patients (pts). 
their role in receipt and completion of adjuvant chemo-
therapy (aC) is currently unknown.
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Hypothesis/Aim: Pts with sarcopenia or myosteatosis 
are less likely to receive or complete aC.

Methods/Interventions: this was a retrospective cohort 
study of adult pts with stage iii or high risk stage ii colon 
cancer who underwent resection from 2007-09 in alberta. 
We excluded patients with rectal cancer, recurrent/meta-
static disease, no analyzable Ct scan and stage i or low risk 
stage ii disease. Sarcopenia and myosteatosis were defined 
by cohort specific cut-offs. Student’s t-test and Fisher’s 
test were used to compare group differences. logistic and 
linear regression were used to assess relationships between 
body composition parameters and delay to, receipt of and 
completion of aC.

Results/Outcome(s): We identified 428 pts, of which 
277 received aC with mean start time of 78 days. there 
was no delay to aC in 103 pts (38%) of which 101 (36%) 
had a delay without documented reason. delay was more 
common in females (p=0.035). Pts receiving aC were 
less likely to have sarcopenia and myosteatosis and more 
likely to have normal body composition (p<0.001). those 
that did not receive aC were more likely to have stage 
ii disease (p<0.001). the most common reasons for no 
aC was pt declined (38%) or unknown (36%). time 
to aC did not differ by presence of sarcopenia (66.2 vs 
66.5 d, p=0.944), myosteatosis (66.9 vs 65.8, p=0.758) 
or age>65 (67.4 vs 64.9. d, p=0.454). in uni- and multi-
variate logistic regression age, stage, comorbidities, sex, 
sarcopenia, myosteatosis and tumor location did not 
predict delay. Patients with normal body composition 
were younger, less comorbid (p<0.001) and more likely to 
receive and complete >50% of their prescribed treatment 
(p=0.001). Patients with sarcopenia and myosteatosis 
received the lowest amount of aC despite no difference 
in stage or high risk features. mean time to aC did not 
differ between body composition parameters (64-68 days). 
myosteatosis was predictive of no aC (or=0.3, p<0.001), 
including in multivariate analysis, controlling for age, stage 
and comorbidity (or=0.58, p=0.030) and in sub-analysis 
of stage iii disease. Sarcopenia alone was not predictive of 
delay to or receipt of aC.

Limitations: this retrospective study cohort study has 
risk of inherent biases from how individual medical oncol-
ogists prescribe chemotherapeutics. mmr status was not 
routinely reported in pathology reports.

Conclusions/Discussion: myosteatosis at diagnosis 
was predictive of which pts will ultimately receive aC, 
regardless of disease stage. this may explain why body 
composition did not predict delay/completion, as pts with 
myosteatosis are significantly less likely to be given aC. 
therefore, myosteatosis could be part of the decision anal-
ysis for use of aC in stage iii and high risk stage ii disease.

A PROPENSITY MATCH ANALYSIS OF 
OUTCOMES COMPARING PATIENTS WITH 
AND WITHOUT ANASTOMOTIC LEAKS.

ePoSter aBStraCtS eP210

H. Hakmi, a. morel, S. islam, H. liu, t. Sonoda, 
J. Whittington
New York, NY

Purpose/Background: anastomotic leak (al) is a 
devastating complication after colon and rectal surgery. it 
leads to increased patient suffering, longer hospitalization, 
and increased resource utilization. For many patients, the 
ultimate price is failure to be rescued.

Hypothesis/Aim: We investigated the prevalence and 
downstream effects of al following colon and rectal surgery 
using a large, multi-institutional prospective database

Methods/Interventions: the data source was the 
american College of Surgeons national Surgery Quality 
improvement Program (aCS nSQiP). We searched for 
Correct Procedural terminology (CPt) codes for open 
and laparoscopic colorectal resections with anastomosis 
(44140, 44145, 44147, 44160. 44204, 44205, and 44207) 
over a 5-year period, from 2015 to 2019. deep organ 
surgical site infection (SSi-d) was used as a surrogate for 
al. We identified 11,148 patients with al and 220,560 
without. We aligned the cohorts using propensity scoring 
match, with 9,643 patients matched in each group. 30-day 
mortality, length of stay (loS), and readmission outcomes 
were compared between the propensity-matched groups.

Results/Outcome(s): Compared to patients without 
al, patients with al had 48% greater odds of mortality 
(odds ratio [or] 1.48, 95% confidence interval [Ci] 1.29-
1.70, p<0.0001), over 10 times the rate of readmission  
(or 10.56, 95% Ci 9.48-11.76, p<0.0001), and significantly 
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longer index admission loS median (interquartile range) 
of 11(5-20) vs 5(3-9) days, p, 0.0001.

Limitations: We used SSi-d organ as a surrogate for 
anastomotic leaks. the data is retrospective

Conclusions/Discussion: Colorectal al independently 
leads to a significantly increased risk of mortality, rate of 
readmission, and hospital loS. Future studies will eval-
uate perioperative factors contributing to failure to rescue.

SPLIT SCAR SIGN PREDICTS COMPLETE 
PATHOLOGIC RESPONSE (CPR) AFTER 
CHEMORADIATION IN RECTAL CANCER.

ePoSter aBStraCtS eP211

K. madbouly, a. Gamal, d. emara, m. mazloum
Alexandria, Egypt

Purpose/Background: Split scar sign (SSS) is a 
morphologic mri pattern visible in some cases of rectal 
cancer after chemoradiation. it was associated with higher 
sustained complete response after wait and watch strategy

Hypothesis/Aim: SSS after chemoradiation in rectal 
cancer patients with complete clinical response predicts 
CPr

Methods/Interventions: Prospective case series study 
included all patients with rectal adenocarcinoma, who 
received neoadjuvant chemoradiation (nCXrt) between 
September 2016 and march 2020, exclusion criteria 
included malignancy on top of iBd, stage iV, hereditary 
rectal cancer and recurrent cases. nCXrt included radi-
ation of 50 Gy delivered to the tumor site, while capecit-
abine 875 mg/m2 twice daily was used as radiosensitizer. 
total mesorectal excision (tme) ; either low anterior 
resection (lar) or intersphincteric resection (iSr) was 
carried out 6 to 8 weeks after completion of nCXrt accor-
dining to site of the scar of the original tumor. if no scar 
of the original tumor was detected, lar was performed. 
Specimens were examined by 2 different pathologists. the 
primary outcome measure is the presence of complete 
pathologic response. Secondary outcome measures are 
disease free survival (dFS) and overall survival (oS)

Results/Outcome(s): three hundred eleven patients 
were evaluated this study. of them, 37 patients had CCr 
which was defined as absence of detectable tumor after 
nCXrt, by combination of physical exam, endoscopy 
and radiology. neither Whitening of the mucosa nor 
teleangiectasia was considered tumor.15 patients were 
excluded due to the absence of SSS after nCXrt. total 
of 22 patients had both CCr and SSS (figure1). Patients 
had well (3 patients) and moderately differentiated  
(19 patients) adenocarcinoma. 20 patients had lar 

versus 2 patients had iSr. 21 patients had complete tme 
while one patient had incomplete tme specimen. all 
specimens had free resection margins. median number of 
lymph nodes was 12 (range 8- 20). 4 /22 patients (18%) 
had only residual tumor in the rectum however, none had 
lymph node deposits. no patients received postoperative 
chemotherapy. after a mean follow up of 36 months 
(18-48 months) local recurrence was reported in one 
patient (4.5%). this patient didn’t have residual tumor. 
there was only one mortality (4.5%) from a cause other 
than rectal cancer

Limitations: Study is limited by the small number of 
cases. However, this can be justified by the strict inclusion 
criteria. moreover, the aim of the study was to proof a 
concept rather than to have a powered clinical trial.

Conclusions/Discussion: in this preliminary report, 
CCr with SSS could predict absence of lymph node 
deposits in all patients, while it could predict CPr in 82% 
of patients. Based on these results, wait and watch strategy 
can be adopted safely after nCXrt in these patients. local 
excision of the original tumor site helps to avoid missing 
any residual tumor. However, multicenter trial including 
large number of patients is still needed

MANAGEMENT AND OUTCOMES FOR 
LOCALLY ADVANCED COLORECTAL CANCER: 
A SINGLE INSTITUTION EXPERIENCE.

ePoSter aBStraCtS eP212

m. Cueto, C. Cajucom
Manila, Philippines

Purpose/Background: management of locally advanced 
colorectal cancer poses a surgical challenge. multivisceral 
en-bloc resection is critical to achieve long-term survival 
and offers the greatest chance of cure.

Hypothesis/Aim: to review a single-center experience 
with multivisceral resections for primary colorectal cancer.

Methods/Interventions: this is a retrospective review 
to analyze patients with locally advanced colorectal 
cancers who underwent multivisceral en-bloc resection 
from 2015 to 2019 in our institution. Patients were iden-
tified from the montly postoperative census of the Section 
of Colorectal Surgery. Charts and operative records were 
reviewed from the medical records. Histopathologic reports 
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were retrieved from pathology department. demographic 
variables and intraoperative findings which may affect 
outcomes were identified. Perioperative complications, 
in-hospital morbidities and mortalities were also noted. 
descriptive statistics was used for the profiling of patients. 
Quantitative variables were summarized using mean and 
standard deviation. Qualitative variables were described 
using frequencies and percentages.

Results/Outcome(s): in five years, 449 patients under-
went curative resections for primary colorectal cancer, 
which comprised of 281 colon and 168 rectal resections. 
one hundred ten (24.5%) cases were locally advanced 
cancers which underwent multivisceral en-bloc resection. 
most common tumor locations were in the sigmoid colon 
(61.5%) and the lower rectum (44.4%). only 31.82% 
had histologically confirmed invasion to adjacent struc-
tures. most of the cases were managed in the elective 
setting (63.64%) while the rest were managed emergently 
(36.36%). the most commonly involved organ was the 
urinary bladder (31.8%). in hospital morbidity rate was 
3.64% while in-hospital mortality rate was 5.45% which 
were all noted in emergency cases. the number of resected 
organs did not affect the postoperative outcomes.

Limitations: only the immediate post-operative 
outcomes (in-hospital morbidity and mortality) were 
assessed in this study. any morbidity or mortality after 
discharge or after the 30-day post-operative period were 
not included in this study due to difficulty in chart retrieval 
or poor documentation. all procedures were performed via 
laparotomy hence comparison to a laparoscopic approach 
could not be done but may be considered in future studies.

Conclusions/Discussion: about one-quarter of patients 
with locally advanced colorectal cancers were surgically 
managed in our institution with curative en-bloc resections 
both in elective and in emergency settings, to provide 
symptomatic relief and oncologic benefit. mortality and 
morbidity rates may be higher in the emergency setting, 
but may be decreased with proper preoperative evaluation, 
surgical planning, and improvement of postoperative care 
and surgical technique, and may be comparable to rates 
achieved with standard colorectal resections.

CONDITIONAL SURVIVAL AFTER CURATIVE 
COLECTOMY: IMPACT OF LATERALITY, MSI, 
AND KRAS STATUS.

ePoSter aBStraCtS eP213

P. Goffredo2, S. mott1, J. yuval2, y. Feferman2, G. nash2, 
n. Vauthey4, G. melton-meaux3, i. Hassan1

1Iowa City, IA; 2New York, NY; 3Minneapolis, MN; 
4Houston, TX

Purpose/Background: While novel prognostic markers 
for colon cancer, including laterality, microsatellite insta-
bility (mSi), and KraS status have been reported, their 
effect on conditional survival (CS) remains unknown.

Hypothesis/Aim: We hypothesized that these factors 
have a significant impact on CS in patients undergoing 
colectomy.

Methods/Interventions: CS is the probability of 
surviving additional years, after a given time interval 
from curative treatment. the national Cancer database 
(2010-2017) was queried for adult patients with non- 
metastatic colon cancer and known mSi and KraS status 
who underwent resection with negative margins. CS was 
investigated at 3 years.

Results/Outcome(s): the initial cohort included 4838 
patients, with 2827 surviving at least 3 years after their 
index operation and representing the study population: 
16% had stage i, 39% stage ii, and 45% stage iii. the 
majority of the patients were Caucasian, had no comor-
bidities, and were aged <70 years. Fifty-nine percent of 
the cohort had a right sided tumor, while 16% presented 
mSi-high and 36% mutated KraS (mKraS) tumors. 
the proportion of patients alive at 3 years was significantly 
higher for stage i as compared to stage ii and iii (65% vs 
61% and 54%, respectively). the 5-year overall survival 
for stage i-iii was 80%, 76% and 67% for the initial 
cohort, and 90%, 88%, and 86% for those alive at 3 years, 
respectively. after adjustment for available demographic 
and clinical confounders, higher pathologic t and n stage, 
tumor deposits, and not receiving chemotherapy were 
all associated with worse CS (p <0.01). moreover, while 
tumor location and mSi status did not have a statistically 
significant impact on CS, mKraS was independently asso-
ciated with decreased CS (Hr: 1.33, 95% Ci: 1.06-1.67; 
Figure 1). Similar results were found on sensitivity analysis 
utilizing a time interval of 2 years for CS.

Limitations: those inherent to retrospective reviews, 
including coding errors. moreover, data regarding other 
genetic mutations, chemotherapeutic regimens, and recur-
rence were not available.

Conclusions/Discussion: in this national cohort of 
patients with stage i-iii colon cancer, we confirmed 
historic prognostic markers to be associated with lower 
survival rates. However, patients with mKraS also had 
worse CS, suggesting that these mutations confer an 
aggressive biologic behavior to colon cancer, with patients 
remaining at higher risk of death 3 years after their cura-
tive colectomy. these findings suggest that routinely 
checking KraS status should be considered to provide 
accurate prognostication, and to potentially identify a 
subset of patients who might benefit from modified surveil-
lance protocols.
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Figure 1. Kaplan-meier curves comparing overall survival for patients 
with and without KraS mutations after 3 years from curative colectomy.

EFFECT OF LONG- VS SHORT-COURSE 
NEOADJUVANT THERAPY ON LONG-TERM 
BOWEL FUNCTION AFTER RECTAL SURGERY.

ePoSter aBStraCtS eP214

K. Semsar-Kazerooni, C. theriault, S. liberman, 
P. Charlebois, B. Stein, l. lee
Montreal, QC, Canada

Purpose/Background: neo-adjuvant regimens of rectal 
cancer are delivered as long-course (lC) chemoradiation 
or short-course (SC) radiotherapy. Current comparative 
data in terms of long-term bowel dysfunction is limited.

Hypothesis/Aim: We aimed to compare the effect of 
lC vs SC on long-term bowel function after rectal cancer 
surgery.

Methods/Interventions: Starting in 2018, a prospective 
database measuring functional outcomes in rectal cancer 
patients at a single colorectal referral center was queried. 
Patients were included if they underwent restorative 
proctectomy for rectal cancer or had a complete clin-
ical response (cCr) after neo-adjuvant therapy, without 
undergoing further surgical intervention. Patients were 
divided into three groups: no radiotherapy, lC, and SC. 
Bowel function was assessed using the lower anterior 
resection Score (larS) score, which is scored from 0-42 
points and classified into no larS (0-20), minor larS 
(21-29), and major larS (30+ points) this questionnaire 
was administered at every surveillance follow-up after the 
restoration of bowel continuity. this study accounted for 
larS scores obtained at the latest follow-up. univariate 
and multivariate analyses were performed with larS score 
as the dependent variable.

Results/Outcome(s): a total of 184 patients were 
included (none=86, lC=68, SC=30), with 26 cCr 
(lC=23, SC=3). there were no differences in age, 
gender, or comorbidities between the three groups. the 
lC group had the lowest mean tumor height (lC 6.3cm 
(Sd2.7) vs. SC 7.6cm (Sd3.1) vs. none 11.0cm (Sd 3.8)), 

p<0.001. median follow-up was similar for all three groups 
(19.9 months [iQr 9.4-41.9]). there were statistical 
differences in the median larS score between the neoad-
juvant groups and the cCr group (Figure). However, there 
were no differences in larS score between the lC and 
the SC group. When controlling for age, gender, tumor 
height, leak, cCr, and duration of follow-up, the multivar-
iate analysis reported no independent effect of SC vs lC 
(or 1.11, 95%Ci 0.42-2.92) on major larS. the group 
with no radiotherapy was independently associated with a 
reduced risk of major larS (or 0.35, 95%Ci 0.14-0.92).

Limitations: this study was performed in a single-center 
setting, there could have been the presence of volunteer 
bias, and tumors in the lC group were more advanced.

Conclusions/Discussion: neo-adjuvant therapy itself 
was associated with worse long-term bowel function, but 
not the specific regimen (lC vs. SC). the decision of 
neoadjuvant radiotherapy regimen should therefore be 
based only on oncologic benefit and not long-term bowel 
dysfunction. Figure – Comparison between a) patients 
with no radiotherapy (rtX), long-course (lC), and short-
course (SC) radiotherapy; and B) with the exclusion of 
patients with complete clinical response (cCr).

Comparison of larS score among the SC group, the lt group, and the 
group without adjuvant therapy

RISK FACTORS FOR 30-DAY READMISSION 
FOLLOWING COLONIC RESECTION – A 
MULTIVARIATE ANALYSIS.

ePoSter aBStraCtS eP215

K. Kabha2, y. Zager2, r. anteby2, e. ram2, m. Khaikin2, 
m. Gutman2, i. nachmany2, n. Horesh1

1Weston, FL; 2Tel Hashomer, Israel

Purpose/Background: the optimal strategy to reduce 
readmissions following colectomies is unclear. identifying 
possible risk factors can minimize the burden associated 
with surgical morbidity leading to readmissions.

Hypothesis/Aim: to evaluate which factors are 
correlated with an increased risk for readmission following 
colectomy.

Methods/Interventions: a retrospective review of 
all adult patients who underwent colectomies between 
January 2008 and december 2020 (13 years) in a large 
tertiary medical center was conducted. data were collected 
from patient’s medical charts and analyzed.
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Results/Outcome(s): overall 2547 patients were 
included in the study. 1338 patients (52.6%) were females 
with a mean patient age of 68.3 years (range 18.1-98.2). 
2343 patients (92%) were operated in elective settings. 
patients 1428 patients (54.5%) underwent right colec-
tomy, 835 patients (31.9%) left colectomy and 283 patients 
underwent (10.8%) subtotal or total abdominal colectomy. 
974 patients (37.2%) were operated on using a laparo-
scopic approach. overall, the 30-day readmission rate 
was 8.3% (218 patients) with an overall 30-day mortality 
rate of 1.65% (42 patients). univariate analysis of pre- 
operative risk factors for 30-day readmission were younger 
age (63.23±16.2 vs. 66.55±15.4; p = 0.002), history of 
dementia (p=0.02), cirrhosis (p=0.04) and blood trans-
fusion (p= <0.001) were associated with increased risk. 
multivariate analysis of possible risk factors for 30-day 
readmission demonstrated that patient age (Hr 0.985;  
p = 0.002), the number of admission days before the 
surgical intervention (Hr 1.016; p = 0.003), and Blood 
transfusion during hospitalization (Hr 2.09; p <0.001) 
were all associated with an increased risk. laparoscopic 
colectomy (Hr 0.533; p=0.001) was associated with a 
reduced risk for readmission. multivariate analysis of risk 
factors for mortality demonstrated that age (Hr 1.101;  
p <0.001), dementia (Hr 12.358; P <0.001), high glucose 
level (Hr 1.006; p= 0.004) and primary stoma forma-
tion (Hr 2.807; P= 0.006) were associated with higher 
mortality.

Limitations: retrospective single center study
Conclusions/Discussion: Patient age, history of 

dementia, and cirrhosis along with a longer hospital stay 
were all correlated with an increased risk for 30-day patient 
readmission following colectomy. laparoscopy was associ-
ated with a reduced risk for readmission

TRANSANAL TOTAL MESORECTAL EXCISION 
(TaTME): CRITICAL ANALYSIS OF 150 CASES 
PERFORMED BY A SINGLE SURGEON.

ePoSter aBStraCtS eP216

i. Setton, e. Silva-alvarenga, Z. Garoufalia, n. Horesh, 
i. Kent, r. Gefen, d. Sands
Cleveland, OH

Purpose/Background: the efficacy of tatme remains 
a point of interest. recent small retrospective reviews 
have raised concern about the oncologic outcomes. While 
randomized trials are needed, larger series with oncologic 
surveillance are valuable.

Hypothesis/Aim: to evaluate the perioperative and 
oncologic results of 150 cases of tatme for rectal cancer 
by a single surgeon.

Methods/Interventions: retrospective cohort study of 
consecutive patients with rectal cancer who underwent 
tatme from october 2014 to october 2021.

Results/Outcome(s): our cohort of 150 patients had 
a mean follow up 28 months (range: 1-78). a two-team 
approach was performed in 93.3 % of the cases. in all 
cases, the trans-anal approach was performed by the 
same surgeon. demographics and clinical data are shown 
on table 1. there were no perioperative mortalities. 
intraoperative complication rate was of 3.7% (2 cases of 
air embolism). Post-operative complications < 30 days 
included 1 anastomotic leak of the colo-anal anastomosis 
(0.67%), 1 pancreatic fistula (0.67%), 1 ureteral injury 
(0.67%), 4 pelvic collections (2.6%), all successfully 
managed by image guided drainage). reoperation rate 
was of 0.6% (1), for anastomotic dehiscence. thirty 
two percent (49 patients) were defined as class i by the 
Clavien-dindo classification, 3.3 % (5) as ii, 3.3% (5) 
as iii and as iV on 1.3% (2) patients (table 1). Positive 
circumferential and distal resection margin rates were of 
1.3 % (2) and 0 % (0), respectively. the mesorectum was 
complete in 68.7% (103), nearly complete in 19.3% (29) 
and incomplete in 12% (18) of the cases. local, and distant 
recurrence rates were of 4% (6) and 12.9% (19), respec-
tively. the overall recurrence rate was of 16.6% (25). 
the mean interval to local recurrence was of 19.6 months 
(3-42.5). local recurrences showed a single-site pattern in 
100% of the cases (6), (table 1).

Limitations: retrospective, nonrandomized, mid-term 
follow-up.

Conclusions/Discussion: tatme is shown to be a safe 
surgical approach for rectal cancer with acceptable periop-
erative complications and appropriate oncologic outcomes 
in this cohort performed by a single surgeon at a high 
volume, accredited rectal cancer program, on a mid-term 
follow up.
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table 1. demographics and clinical data.

PRACTICE PATTERNS AND OUTCOMES IN 
CIRRHOTICS WITH COLORECTAL CANCER: A 
POPULATION BASED STUDY.

ePoSter aBStraCtS eP217

S. Patel1, a. Caycedo-marulanda1, S. merchant1, 
S. nanji1, K. Brennan1, l. Zhang2, m. djerboua1, 
J. Flemming1

1Kingston, ON, Canada; 2Ottawa, ON, Canada

Purpose/Background: individuals with cirrhosis who 
develop colorectal cancer (CrC) are an understudied 
group, often excluded from clinical trials. Practice patterns 
and short and long term outcomes are largely unknown.

Hypothesis/Aim: the study aim is to describe practice 
patterns and outcome in those with cirrhosis and CrC.

Methods/Interventions: this is a retrospective popula-
tion-based cohort study of individuals with cirrhosis who 
developed CrC between 2009 – 2017 in ontario, Canada 
(population 14.6 million) using linked administrative 
databases held at iCeS. individuals were identified using a 
validated algorithm for cirrhosis and linkage to the ontario 

Cancer registry (which contains 95% of all incident 
colorectal cancers). only those who underwent oncologic 
resection were included. descriptive statistics were used 
to describe baseline characteristics (including the model 
for end-stage liver disease [meld-na]), type of surgical 
procedure, usage of pre and post-operative chemotherapy/
radiation, post-surgical hepatic decompensation, and short 
and long term overall survival. all patients were followed 
to end of 2019.

Results/Outcome(s): a total of 842 individuals were 
identified (83% Colon Cancer, 17% rectal Cancer), with 
61% male and an average age of 69 (Std 10.9). the 
most common cirrhosis etiology was non-alcohol fatty 
liver disease (52%) followed by alcohol associated (29%). 
the median meld-na Score was 9 (iQr 7 – 11). Stage 
at diagnosis was: Stage i 25%; Stage ii 33%; Stage iii 
31%; Stage iV 8%; missing 3%. Complete pre-treatment 
staging was 76% in those with colon cancer and 63% 
in those with rectal cancer. type of surgery included: 
resection with anastomosis (Colon Cancer 84%; rectal 
Cancer 27%); resection, anastomosis and proximal diver-
sion (Colon Cancer 2%; rectal Cancer 27%); resection 
without anastomosis (Colon Cancer 13%; rectal Cancer 
47%). radiation therapy was used in 51% of individuals 
with rectal cancer, while adjuvant chemotherapy was 
used in 20% of individuals with colon cancer and 30% 
of individuals with rectal cancer. this group experi-
enced the following 90 day post-operative complications: 
death 12%; intensive Care unit admission 32%; Hepatic 
decompensation 9%; readmission 26%. meld-na was 
associated with mortality: score <15 12%; score >= 15 
25%. Five year overall survival was 53% for the cohort with 
the following survival by stage: Stage i 66%; Stage ii 55%; 
Stage iii 50%; Stage iV 11%.

Limitations: limitations include those seen in popula-
tion level studies including: misclassification of the expo-
sure and outcome, unknown rationale for clinical decision 
making, and residual confounding.

Conclusions/Discussion: this population-based study 
reports practice patterns and short/long term outcomes 
of those with cirrhosis and colorectal cancer. We found 
survival was much worse compared to that previously 
reported for those without cirrhosis (Stage i: 66% vs. 
>90%; Stage ii/iii: 50 – 55% vs. 65 – 80%).



 149

LYMPH NODE DISSECTION FOR COLON 
CANCER USING THE REAL-TIME 
INDOCYANINE GREEN FLUORESCENCE 
IMAGING.

ePoSter aBStraCtS eP218

y. Sato, K. okita, K. okuya, e. akizuki, a. Hamabe, 
i. takemasa
Sapporo, Japan

Purpose/Background: it is difficult to determine the 
appropriate separation line of mesentery during surgery. 
recently, indocyanine green (iCG) has been used for 
intraoperative real-time visualization of lymphatic flow.

Hypothesis/Aim: to evaluate the utilization of iCG 
fluorescence imaging in colon cancer surgery.

Methods/Interventions: iCG was injected into 
the submucosa around the tumor before the surgery. 
intraoperatively, near-infrared (nir) fluorescence was 
used for lymphatic flow visualization. Harvested lns were 
classified as positive or negative based on the detection of 
fluorescence, followed by pathological examination.

Results/Outcome(s): a total of 1,017 lns were eval-
uated. metastatic lns were present in 36 (5.8%) of 622 
fluorescence-negative lns, which was significantly higher 
than 11 (2.8%) of 395 fluorescence-positive lns (odds 
ratio: 2.15, P=0.03). iCG fluorescence was observed in all 
metastatic lns, except those with cancer cells occupying 
>90% of the total area. Colectomy with using nir fluo-
rescence (n=20) removed appropriate proximal and distal 
margins of the specimens (112.5 and 115 mm, respectively) 
and the median number of harvested lns was 34.5.

Limitations: First, detection of iCG fluorescence is 
dependent on the performance of the nir fluorescence 
camera system. Second, the positivity of fluorescence is 
based on the subjective judgment of the observer.

Conclusions/Discussion: iCG fluorescence decreased 
with increases in the cancerous region in the lns. this 
finding might be helpful for nir fluorescence imag-
ing-guided surgery in patients with colorectal cancer.

THE ULTIMATE DEPTH FOR LOCAL EXCISION 
POST NEOADJUVANT THERAPY FOR LOCALLY 
ADVANCED RECTAL CANCER.

ePoSter aBStraCtS eP219

H. elazzamy, m. Bhatt, a. Singh, P. mazzara, m. Barawi, 
a. alame, a. aref
Detroit, MI

Purpose/Background: We have reported that limiting 
the local excision (le) to the residual mucosal abnormality 
(rma) without a margin of normal rectal mucosa is suffi-
cient for accurate assessment of the tumor ypt status.

Hypothesis/Aim: limiting le to only the mucosa and 
submucosa can accurately predict the tumor ypt status

Methods/Interventions: We have retrospectively 
reviewed the medical records of patients diagnosed with 
locally advanced rectal cancer treated between 2013-2020 
by conventional neoadjuvant chemo-radiotherapy with or 
without induction chemotherapy followed by surgery. Same 
pathological slides of the definitive surgery were retrieved 
and re-examined at the center of the rma. eligibility 
criteria mirrored those of our organ preservation trials.

Results/Outcome(s): Forty cases were studied with 22 
males and 18 females. the median age of patients was 63 
years (range between 41-87 years). one and 39 patients 
were clinically staged t2 and t3, respectively. thirty and 
10 patients were clinically staged with n0 and n1 disease, 
respectively. the median distance of the tumor from the 
anal verge was 5.5 cm (range 0-15 cm). the median time 
between completion of radiotherapy and surgery was 77 days 
(range 47-244 days). radiation therapy dose ranged between 
45-50.4 Gy in 39 patients. only one patient received 
54Gy. radiation therapy was given concurrently with 5Fu/
Capecitabine. induction chemotherapy, when used, was 
FolFoX. low anterior resection, abdomino- perineal resec-
tion, or le, were performed in 32, 3, and 5 patients, respec-
tively. Seventeen tumors exhibited pCr and 23 tumors 
showed residual disease (2 ypt1, 7 ypt2, 13 ypt3, and 1 
ypt4). only 1/23 tumors with ypt2 disease did not contain 
malignant cells in the submucosa directly underneath rma.

Limitations: the limitations of our study include the 
retrospective design of the study and the limited number of 
patients that qualify for our eligibility criteria.

Conclusions/Discussion: this study could be of special 
interest with the advent and continued development 
of the endoscopic submucosal resection technique. our 
result, contrary to other published reports, indicates that 
a reasonably accurate determination of the tumor ypt 
status, in a similar cohort of patients, can be assessed by 
limiting the post neoadjuvant therapy resection to the 
mucosa and submucosa without necessarily excising the 
entire muscle wall or the perirectal fat directly underneath 
the rma. Such a technique may improve the post le 
rectal function, facilitate the performance of completion 
total mesorectal excision (tme) when necessary, and 
decrease the postoperative complications associated with 
full thickness local excision.

COLECTOMY FOR LEFT-SIDED MALIGNANT 
LARGE BOWEL OBSTRUCTION: IS IT SAFE TO 
FORGO DIVERTING OSTOMY?

ePoSter aBStraCtS eP220

C. Zhu, Q. Hu, m. russell, m. Kwaan
Los Angeles, CA

Purpose/Background: the optimal surgical treatment 
of left-sided malignant colon obstruction is not well 
studied. the decision whether to divert for colectomy and 
primary anastomosis is controversial.
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Hypothesis/Aim: determine outcomes of colectomy 
with anastomosis for left-sided malignant obstruction in a 
nationwide cohort.

Methods/Interventions: the aCS nSQiP targeted 
Colectomy dataset (2012-2019) was queried using the 
following criteria: (1) CPt codes for colectomy with anas-
tomosis with or without diversion, (2) obstructing colon 
cancer as the surgeon’s postoperative diagnosis or obstruc-
tion as the indication for emergent case, and (3) iCd diag-
noses for tumors at or distal to the splenic flexure. Patients 
who had Hartmann’s procedure were excluded. outcomes 
studied were anastomotic leak, major infectious compli-
cations (composite outcome of leak, postoperative sepsis, 
and deep incisional and organ space infection), prolonged 
postoperative loS (>75th percentile loS of the cohort), 
readmission or reoperation within 30 days, and 30-day 
mortality. Stepwise regression analysis using backwards 
elimination was performed to analyze the effect of proximal 
fecal diversion on outcomes, adjusting for covariates.

Results/Outcome(s): of the 2786 patients who under-
went colectomy with primary anastomosis for left-sided 
malignant obstruction, 2411 (86.5%) patients had colec-
tomy only and 375 (13.5%) were diverted. Patients in the 
stoma group tended to have higher aSa score, preopera-
tive sepsis or malnutrition, intraoperative wound contam-
ination, and more locally aggressive disease. unadjusted 
analyses showed anastomotic leak in 131 (5.4%) patients 
with colectomy alone and 12 (3.2%) patients with diver-
sion (p=.07), which required operative or ir intervention 
in 77% of all cases. major infectious complications occurred 
more often in diverted patients (16.3% vs 10.1%, p<.001). 
thirty-day mortality was similar (2.9% vs 3.2%, p=.79). 
on multivariate analysis (Figure 1), compared with diver-
sion, colectomy alone was associated with increased risk of 
anastomotic leak (adjusted odds ratio [aor] 2.60, 95% 
confidence interval [Ci] 1.34-5.05). However, fecal diver-
sion was not associated with decreased major infectious 
complications or decreased 30-day readmission, reopera-
tion, or mortality and was associated with prolonged loS 
(aor 1.57, 95% Ci 1.21-2.05).

Limitations: the study is limited by the relatively small 
number of patients who were diverted and its retrospective 
design, which is subject to selection bias and unmeasured 
confounders.

Conclusions/Discussion: Compared with colectomy 
with diverting ostomy, colectomy alone for malignant large 
bowel obstruction was strongly associated with increased 
risk for clinically significant anastomotic leak but not 
in overall infectious complications, suggesting anasto-
motic leak is a small component of overall postoperative 
morbidity. Primary anastomosis without diversion was 
not independently associated with greater perioperative 
mortality.

Figure. adjusted odds ratio for outcomes of colectomy and primary 
anastomosis alone compared with colectomy with anastomosis and 
diverting ostomy. Covariates adjusted for in the regression model were 
age, sex, race, preoperative factors (weight loss, sepsis, WBC count, 
albumin, functional status, chemotherapy), elective surgery status, 
emergency case, aSa level, wound classification, open surgery, tumor 
location, and t stage.

*major infectious complications include anastomotic leak, postoperative 
sepsis, deep incisional infection, and organ space infection

**Prolonged length of stay defined as loS >75th percentile of cohort

COMPARISON OF ROBOTIC VERSUS 
LAPAROSCOPIC RIGHT COLECTOMY NODE 
RETRIEVAL IN THE OBESE AND ELDERLY.

ePoSter aBStraCtS eP221

K. Curfman1, J. Gowing2, r. lesnick2, J. Scanlan2, 
u. Wallin2, J. Griffin2, l. rashidi1
1Tacoma, WA; 2Seattle, WA

Purpose/Background: little published data is available 
comparing robotic and laparoscopic right colectomy node 
retrieval based on patient body mass index and age.

Hypothesis/Aim: obese patients undergoing robotic 
surgery will have greater node yield than in laparoscopic.

Methods/Interventions: this was a retrospective review 
of right colectomy patients between two institutions from 
2/01/2019-8/01/2021. open right colectomies, or those 
converted to open were excluded, yielding only complete 
robotic and laparoscopic surgical patients. age, body mass 
index (Bmi), surgical approach, anastomosis type (intra-
corporeal, extracorporeal, ostomy), final pathology, lymph 
node amount, and number of malignant nodes (mn) 
were extracted from the electronic medical record. We 
examined relationships between mn and Bmi, age, and 
surgical approach. Variables were examined for normality, 
skew, and extreme outliers were excluded. anoVa 
incorporating Bmi groups (normal, overweight and obese) 
age groups (under 60 and >60) and surgical approaches 
(robotic vs laparoscopic) was the final analytic technique 
used. all analyses done with iBm SPSS 19.

Results/Outcome(s): 144 right colectomies were 
performed during the review period. laparoscopic patients 
who converted to open or laparoscopic hand assist 
treatments were excluded, as were patients with benign 
pathology. additionally, in order to keep experience levels 
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consistently high, all surgeons in the final inclusion group 
had >5 patients. after exclusions, our final group consisted 
of 80 patients. We found that Bmi was significant, 
(p=.002) with Bmi <25.0 having more nodes extracted 
than Bmi >25.0 (30.5 vs. 23.8). age was also significant, 
(p=.005) with <60-year-old vs >60-year-old yielding an 
average of 30.5 vs. 24.1 nodes, respectively (the <60 mean 
age=50.5, and >60 mean age=75 years). Bmi and age 
interacted (p=.003) with <60 and Bmi<25 showing the 
greatest mn (36.9). approach X age showed a border-
line interaction (p=.068) with laparoscopic procedures 
yielding more mn than robotic in the >60 age group (27.4 
verses 20.9). in the overweight and obese populations, 
laparoscopic surgery had greater node yield than robotic 
surgery (robotic – overweight 20.5, obese 21.8 mn, lapa-
roscopic – overweight 25.4, obese 27.4 mn), though this 
finding was not statistically significant (p=.483)

Limitations: this study was limited by the small popula-
tion size, unequal distribution of Bmi between categories, 
and that lymph node counts were not conducted by the 
same pathology group leading to potential differences in 
reporting.

Conclusions/Discussion: Both Bmi and age were found 
to influence the number of malignant ln nodes that can 
be extracted in right colectomy patients by experienced 
colorectal surgeons. though not statistically significant, 
there was a slight favoring that showed laparoscopic had 
higher lymph node yield than robotic surgery in obese 
patients.

RADIOTHERAPY DOES NOT INCREASE LONG-
TERM CARDIOVASCULAR MORTALITY IN 
RECTOSIGMOID CANCER PATIENTS.

ePoSter aBStraCtS eP222

S. Boatman1, P. Goffredo2, S. marmor1, C. Jahansouz1, 
e. arsoniadis1, i. Hassan3, W. Gaertner1, r. madoff1

1Minneapolis, MN; 2New York, NY; 3Iowa City, IA

Purpose/Background: neoadjuvant radiation (rt) has 
been shown to reduce rates of local recurrence in stage 
ii-iii rectal cancer, although trials have failed to associate 
this with improved overall survival (oS).

Hypothesis/Aim: We hypothesize these results may 
be due to the rt arm experiencing higher cardiovascular 
(CV) death.

Methods/Interventions: the Surveillance, 
epidemiology, and end results (Seer) database was 
queried between 2000-2018. adult patients with one 
malignancy in a lifetime undergoing major abdominal 
surgery with or without neoadjuvant rt were included. 
Given our aim to study the long-term effect of rt on 
CV death, we excluded mid-low rectal cancers as rt 
represents standard of care, and thus, the no-rt group 
would be inherently biased. Because the decision to 
radiate upper rectal cancers is controversial and often 

provider-dependent, we included locally advanced recto-
sigmoid tumors only. Kaplan-meier curves were utilized 
to estimate 5-, 10- and, 15-year survival. Cox proportional 
hazards modeling was employed for multivariate analysis.

Results/Outcome(s): a total of 14,644 patients with 
stage ii-iii rectosigmoid cancer were identified: 4,528 
(31%) received rt. Baseline characteristics of the rt vs. 
no-rt groups were similar for race and year of diagnosis. 
the rt cohort included a relatively higher proportion 
of females, patients <65 years, and stage iii tumors (all 
P<0.001). rt patients were also more likely to receive 
chemotherapy as compared to the no-rt group. the 5-, 
10-, and 15-year oS was 73%, 64%, and 61% in the rt 
group vs. 67%, 57%, and 55% in the no-rt group (all 
P≤0.05), while the disease-specific survival (dSS) rates 
were 80%, 74%, and 73% vs. 79%, 76%, and 76% (P>0.6). 
there was a total of 233 (13%) CV deaths in the rt group 
vs. 951 (21%) in the no-rt cohort. the most common 
cause of mortality in both arms was rectal cancer related 
(rt=69% and no-rt=54%). Cause of death reported as 
secondary malignancy and infectious deaths were similar 
between the two cohorts (table 1). after adjustment for 
available confounders, the marginal survival benefit of 
rt on oS and dSS remained significant (both P≤0.05). 
However, Cox modeling demonstrated no difference in CV 
specific mortality between patients who received rt and 
those who did not (p=0.9).

Limitations: limitations of this study include its retro-
spective nature leading to possible bias, coding errors, and 
missing values. moreover, data on recurrence, chemo-
therapy regimens, radiation dose, and baseline CV risk 
factors were not collected.

Conclusions/Discussion: in this large population-based 
registry of patients diagnosed with locally advanced recto-
sigmoid cancer, we did not find a significant long-term 
impact of rt on CV related deaths, or on mortality due 
to secondary malignancies and infectious disease. Further 
research is warranted to determine the cause for the previ-
ously observed lack of oS improvement after reduction of 
local failure rates.

table 1. Causes of death among patients with stage ii-iii rectosigmoid 
cancer who underwent surgical resection with or without rt from the 
Seer database (2000-2018)
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OUTCOMES AFTER ELECTIVE COLORECTAL 
SURGERY IN PATIENTS WITH CIRRHOSIS: A 
POPULATION BASED STUDY.

ePoSter aBStraCtS eP223

K. Brennan, l. Zhang, J. Flemming, m. djerboua, 
S. nanji, a. Caycedo, S. merchant, S. Patel
Kingston, ON, Canada

Purpose/Background: Patients with cirrhosis have 
significant post-operative risks following major abdominal 
surgery. Historic reports and prediction tools may not 
accurately reflect current practices and outcomes.

Hypothesis/Aim: to describe post-operative outcomes 
in patients with cirrhosis after elective colorectal surgery.

Methods/Interventions: this population-based retro-
spective cohort study included individuals in ontario 
(population 14 million) with cirrhosis between 2009 and 
2017 identified using validated administrative coding. 
those undergoing major elective colorectal surgery were 
included. Baseline demographics, cirrhosis specific charac-
teristics, and outcomes (such as mortality, hepatic decom-
pensation and other major complications) were identified 
using linked administrative databases. univariate and 
multivariate analyses were completed to assess for factors 
associated with mortality.

Results/Outcome(s): during the study period, 1439 
patients were identified (41% female, mean age 65). the 
median model for end-Stage liver disease-na (meld-
na) score was 8 (iQr 7 – 11) and was available in 42% 
individuals. the most common cirrhosis etiologies were 
non-alcoholic fatty liver disease (naFld) (58%) and 
alcohol-associated (24%). indications for surgery included 
colorectal cancer (70%), followed by diverticulitis (11%) 
and inflammatory bowel disease (10%). the 90-day overall 
mortality was 7%. assessed 90-day complications included 
readmission to hospital after discharge (23%), emergency 
department visit (37%), unplanned intensive care admis-
sion (6%) and hepatic decompensation (6%). on multi-
variate analysis, alcohol related cirrhosis (rr 2.39, 95% 
Ci 1.58 – 3.61; naFld as [ref]) resulted in a higher risk 
of mortality. notably, sex, reason for surgery and hospital 
type were not associated with mortality.

Limitations: the use of population-based data provides 
a large sample size to evaluate rare outcomes and reduces 
selection biases that plague single centre studies. However, 
administrative data are subject to underreporting while 
some clinical factors used in the decision to offer surgery 
(ie. frailty, patient/family preferences) cannot be captured.

Conclusions/Discussion: Scarce data exists on patient 
outcomes specifically after elective colorectal surgery. 
Historic estimates for in hospital mortality were as high 
as 16% (range 5 to 16%). this work suggests that adverse 
surgical outcomes in patients with cirrhosis undergoing 
elective colorectal surgery are lower than historic reports. 
this evidence may aid healthcare providers in the manage-
ment of this population.

EXAMINING THE ROLE OF TOTAL 
NEOADJUVANT THERAPY IN PERFORATED 
RECTAL CANCERS.

ePoSter aBStraCtS eP224

G. thakkar, C. Schardein, B. Kulow
Kansas City, MO

Purpose/Background: this is a case study of a 
44-year-old woman newly diagnosed with a perforated 
rectal cancer who required a diverting colostomy and 
trans-rectal drainage prior to receiving total neoadjuvant 
therapy.

Hypothesis/Aim: to exmaine the importance of 
receiving total neoadjuvant therapy in perforated rectal 
cancers prior to operative intervention.

Methods/Interventions: our patient presented with 
rectal bleeding on January of 2021 and her Ct was signif-
icant for a large rectal mass. She underwent a colonos-
copy with biopsies and her clinical stage was t4n0m0 
with involved posterior mesorectal fascial margins. after 
three fractions of short course radiation, it was noted that 
she had a large fluid collection in the retrorectal space 
which extended intraabdominally as well. She under-
went drainage of her abdominal abscess with diverting 
loop colostomy along with transrectal drainage of pelvic 
abscess. radiation was put on hold and she was started on 
FolFoX and completed long course 5-florouracil and 25 
fractions of radiation.

Results/Outcome(s): She was seen in colorectal surgery 
clinic after chemo-radiation and underwent a daVinci 
assisted low anterior resection with a diverting loop ileos-
tomy with plans for reconnection in 3 months.

Limitations: limitations to this study are that its single-
study case, and an individualized patient case scenario of 
a patient with perforated rectal cancer who needed opera-
tive diversion prior to total neoadjuvant therapy.

Conclusions/Discussion: total neoadjuvant therapy 
has been the standard of care for locally advanced rectal 
cancer. in our case study, we found that our patient needed 
to have a diversion operation prior to the completion of 
her total neoadjuvant therapy. this leads us to speculate if 
total neoadjuvant therapy should be the first line therapy 
for perforated rectal cancers.
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EXPLORING THE COMPLEXITY AND 
SPECTRUM OF RACIAL DISPARITIES IN COLON 
CANCER MANAGEMENT.

ePoSter aBStraCtS eP225

a. Greenberg, n. Brand, S. Chiou, K. rhoads, m. adam, 
a. Sarin
San Francisco, CA

Purpose/Background: uS racial/ethnic minorities 
have increased risk of developing and dying from colon 
cancer. reasons are multifactorial and warrant granular 
exploration.

Hypothesis/Aim: We aimed to characterize differences 
in presentation and initial management by race/ethnicity.

Methods/Interventions: using the 2010-2017 national 
Cancer database, we compared clinical and pathologic 
tumor stage for adult patients (age≥18) diagnosed with 
primary colon cancer by race/ethnicity. We examined 
trends in and associations between staging changes and 
delays (>42 days) between presentation and surgery. We 
used multivariable logistic or median regression, with 
select demographics, hospital factors, and treatment details 
as covariates.

Results/Outcome(s): among 239,939 patients with 
known clinical stage, 51% (122,452) were diagnosed with 
stage iii/iV at presentation. among 119,392 patients 
with known clinical and pathologic stage, 33% (39,506) 
were diagnosed with stage iii/iV at presentation and 44% 
(52,994) had pathologic stage iii/iV. 11% experienced 
surgical delay. in multivariable analysis, Black, Hispanic, 
and Southeast asian patients were significantly more likely 
than White patients to present with clinical stage iii/iV, 
experience surgical delay, and have pathologic stage iii/iV.  
the odds of these patients being upstaged from clinical 
stage 0/i/ii to pathologic stage iii/iV were not significantly 
different from those of White patients. Hispanic patients 
were more likely to be downstaged from clinical stage iii/iV 
to pathologic stage 0/i/ii (1.24, p=0.02). the odds of east 
asian patients presenting with clinical stage iii/iV were 
not significantly different from those of White patients. 
However, east asian patients were significantly more 
likely to have pathologic stage iii/iV and be upstaged from 
clinical stage 0/i/ii to pathologic stage iii/iV than White 
patients despite no difference in odds of surgical delay. 
likelihood ratio tests revealed no significant association 
between surgical delay and the odds of upstaging among 
Black, Hispanic, Southeast asian, or east asian patients.

Limitations: While our study identifies disparities at 
presentation and initial management by race/ethnicity at 
a granular level, it does not examine survival differences 
among these groups. this is reserved for a future study. 
moreover, causative factors are difficult to ascertain from 
any retrospective study.

Conclusions/Discussion: advanced clinical and 
pathologic stage are disproportionately experienced by 
non-White patients, with varying influences among 

different racial/ethnic groups. identifying these differences 
is critical for addressing disparities and providing equitable 
care. targeted interventions may be needed to prevent 
delayed presentation and delayed surgery for some groups 
(Black, Hispanic and Southeast asian patients) while 
further investigation into alternative reasons for upstaging 
(e.g., differences in tumor characteristics) may be needed 
for others (east asian patients).

PATTERNS OF SURGICAL MANAGEMENT FOR 
COLORECTAL CANCER IN OCTOGENARIANS.

ePoSter aBStraCtS eP226

G. Scariano, m. Ginesi, J. Bliggenstorfer, a. Sarode, 
S. Stein, e. Steinhagen
Cleveland, OH

Purpose/Background: Colorectal cancer (CrC) 
patients aged ≥80 may be less likely to receive surgery 
despite evidence of good outcomes; little is known about 
non-age-based factors associated with receipt of surgery in 
this group.

Hypothesis/Aim: to identify factors associated with 
surgery for CrC patients ≥80y and compare surgical 
outcomes to younger patients.

Methods/Interventions: a retrospective review of the 
national Cancer database from 2004-2016 was performed 
for patients 65-99y with stage i-iii CrC and Charlson-
deyo (Cd) scores 0-2. Patients were divided into younger 
(65-79) and older (≥80) cohorts. demographic, clinical, 
and outcome variables were collected including sex, age, 
race, insurance type, and clinical & pathologic staging. 
these were compared across patients who did and did 
not receive surgery. the subset of those patients who 
did receive surgery were stratified by age and outcome 
variables (length of stay, mortality and overall survival) 
were assessed. univariate & multivariable analyses were 
performed, including a logistic regression model to predict 
odds for not receiving surgery by age group. Cox propor-
tional hazard regression was performed to predict survival 
in patients receiving surgery by age.
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Results/Outcome(s): of the 525,610 CrC patients, 
62.6% were 65-79y and 37.4% were ≥80. 524,663 patients 
had surgical data available, and 90.9% underwent surgery. 
median survival for patients 65-79y receiving surgery was 
99.6 months from diagnosis, compared to 20.0 for those 
who did not. For those ≥80, median survivals were 46.7 
and 9.4 months, respectively (Figure 1). regardless of age, 
patients not receiving surgery had greater hazard ratio of 
death (65-79y, Hr: 2.6, 95% Ci: 1.9-3.5; ≥80y, Hr: 2.4, 
95%, Ci: 1.8-3.3). additionally, females in both age groups 
had lower hazard ratios for death (65-79y, Hr: 0.85, 
95% Ci: 0.82-0.88; ≥80y, Hr: 0.85, 95% Ci: 0.82-0.88). 
multivariable analysis demonstrated that in addition to 
age ≥80 (or: 1.63, 95% Ci: 1.19-2.25), Black race (or: 
2.32, 95% Ci: 1.52-3.54), and uninsured patients (or: 
2.71, 95% Ci: 1.03-7.11) were less likely to have surgery. 
oncologic factors associated with no surgery included 
rectal (or: 3.64, 95% Ci: 2.43-5.46]) and rectosigmoid 
(or: 2.49, 95% Ci: 1.38-4.5) tumors and presence of 
lymphatic vascular invasion (or: 1.90, 95% Ci: 1.14-
3.17). demographic and clinical factors associated with 
surgery were female gender (or: 0.67, 95% Ci: 0.49-0.92), 
clinical stage ii (or: 0.61, 95% Ci: 0.39-0.94) and path 
stage iii tumors (or: 0.59, 95% Ci: 0.36-0.97).

Limitations: the nCdB lacks granularity and disease 
specific survival, which may limit the analysis.

Conclusions/Discussion: CrC patients ≥80y are less 
likely to receive surgery despite its benefit; this is true even 
when evaluating only patients with Cd scores 1-2. While 
there’re other demographic and oncologic factors also asso-
ciated with not having surgery, these findings suggest there 
may be age-based bias contributing to the disparate receipt 
of surgery in different age groups.

Figure 1. Survival probability for CrC patients ≥80y with and without 
surgery.

INTUSSUSCEPTION FROM RECTOSIGMOID 
MALIGNANCY.

ePoSter aBStraCtS eP227

a. Pihokken, J. ricci, m. Greenwald
New Hyde Park, NY

Purpose/Background: discuss 3 rare cases of a mass 
presenting with colorectal intussusception

Hypothesis/Aim: describe the variability in manage-
ment for a colorectal intussuscepting mass

Methods/Interventions: Single institution, multi- 
surgeon chart review

Results/Outcome(s): 71F p/w a subacute onset of wors-
ening fatigue. Work up was significant for a rectosigmoid 
mass on Ct. Colonoscopy showed a retrograde obstruction. 
mri showed a t2n1 rectal mass 10cm from the anal verge 
with persistent intussusception. She underwent an open 
low anterior resection with end colostomy creation. during 
the operation the sigmoid was densely intussuscepted into 
the proximal rectum and was partially reduced in order to 
transect a distal margin with a linear stapling device. Final 
pathology showed t3n1am0 adenocarcinoma and she was 
recommended to proceed with adjuvant chemotherapy. 
51m p/w a change in bowel habits and hematochezia was 
found on colonoscopy to have a rectosigmoid malignancy. 
He was lost to follow up until one year later when he 
presented with weight loss, hematochezia and rectal pain. 
Ct and mri showed a large intussuscepting rectosigmoid 
mass with the inferior border measuring 6cm from the anal 
verge. Colonoscopy revealed a retrograde obstruction. He 
then underwent an open low anterior resection and end 
colostomy creation. during the operation the incarcerated 
intussusception was found to be the point of a large bowel 
obstruction. the distal margin was transected sharply at 
the mid rectum and closed primarily with running suture. 
Final pathology showed a t2n0m0 invasive adenocar-
cinoma and was not a candidate for adjuvant therapy. 
He underwent colostomy reversal 1 year after his initial 
procedure with diverting loop ileostomy creation and 
subsequent reversal. 35F p/w a change in bowel habits 
and hematochezia for 6 months. upon endoscopic work 
up was found to have a large rectosigmoid mass prolapsing 
into the rectum measuring 13cm from the anal verge. Ct 
confirmed the endoscopically visualized mass with active 
intussusception. She underwent a scheduled laparoscopic 
low anterior resection. during the operation the intussus-
ception was reducible. She was resected and had a primary 
colorectal anastomosis created. Final pathology showed a 
t3n0m0 adenocarcinoma and has been actively surveilled 
since.

Limitations: low case volume
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Conclusions/Discussion: these cases demonstrate the 
variable continuum of the disease. the reducible intussus-
ception underwent an elective resection, and the incarcer-
ated underwent a Hartmann. it is important to recognize 
that despite initial measurements the inherent pathology 
was more proximal. due to its rare nature, rectosigmoid 
malignancy with intussusception proves a challenging 
subject for further study. ultimately, the colon and rectal 
surgeon must maintain vigilance when encountering a 
large rectal mass that is suspected to be a more proximal 
lesion intussuscepting into the rectum.

AN INCOME-BASED ANALYSIS OF ADENOMA 
DETECTION RATES IN SCREENING 
COLONOSCOPIES.

ePoSter aBStraCtS eP228

G. Savulionyte, S. mehrotra, J. ortolani
Buffalo, NY

Purpose/Background: racial and socioeconomic 
disparities in access to screening colonoscopy exist across 
the united States. However, there is a paucity of data on 
differences in adenoma detection rates (adr) between 
socioeconomic groups.

Hypothesis/Aim: to analyze adr between low and 
high-income patients undergoing screening colonoscopy.

Methods/Interventions: retrospective chart review 
was performed on patients undergoing screening colo-
noscopies by colorectal surgeons in Western new york 
(Wny) between 2019-2021. Surveillance (i.e. personal 
history of polyps, inflammatory bowel disease, or history of 
colon cancer) and diagnostic colonoscopies were excluded. 
advanced adenomas were defined as any adenoma >1cm 
in size or those with tubulovillous or villous features. 
Patient demographics and adenoma detection rates were 
collected. median income for each patient was derived 
from zip code data according to the 2019 uS Census 
data. low income patients were defined as those making 
less than the national low-income threshold of $51,852. 
univariate analysis was performed using chi-squared and 
Fisher exact tests.

Results/Outcome(s): a total of 238 patient charts were 
reviewed. 136 patients were included for final analysis after 
exclusion criteria were applied. the average patient age 
was 59 years old. 52% of patients were male. 60% were 
considered low-income. total adr was 24%. total rate 
of advanced adenomas detected was 4.4%. there was a 
significant difference between adr when comparing males 
(31%) and females (15%) (p=0.025). there was no statis-
tically significant difference in adr or advance adenomas 
detected when comparing patients in different age ranges, 
between patients identifying as african american or white 
race, or in low (25%) versus high income (22%) patients.

Limitations: limitations of this study include the small 
sample size and retrospective nature of the data. this 
data is limited to colonoscopies performed by colorectal 
surgeons in the Wny community, which may not be 
generalizable across other regions with different demo-
graphics and income variation.

Conclusions/Discussion: total adr in this cohort is 
similar to that of the national standard. adr for males was 
significantly greater than that for females. there was no 
significant difference in adr between patients with low 
vs high incomes. although there is evidence of disparities 
in access to screening colonoscopy, this study suggests that 
these do not translate into increased adenoma detection 
in lower income patients. Further research in this area is 
needed to investigate the effect of socioeconomic status 
on adr, and to potentially better target screening among 
higher-risk demographics.

TRANSVERSUS ABDOMINIS PLANE 
(TAP) BLOCKS WITH AND WITHOUT 
DEXAMETHASONE IN COLORECTAL SURGERY.

ePoSter aBStraCtS eP229

Z. Baig, n. abu-omar, n. Ginther, d. Gill
Saskatoon, SK, Canada

Purpose/Background: the use of dexamethasone in 
conjunction with perineural blocks has been proven to be 
an effective adjunct, however, its benefit in the setting of 
laparoscopic colorectal surgery remains unknown.

Hypothesis/Aim: assess pain control after colorectal 
surgery in patients who received taP blocks with 
dexamethasone.

Methods/Interventions: using a retrospective cohort, 
sixty patients undergoing laparoscopic colorectal surgery 
by two fellowship-trained surgeons at an academic institu-
tion were included. Patients were allocated into 2 groups. 
Group 1 (taP) received bilateral taP blocks using 0.25% 
bupivacaine (1ml/kg) with epinephrine and Group 2  
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(taP-d) received bilateral taP blocks using 0.25% 
bupivacaine with epinephrine (1ml/kg) in combination 
with dexamethasone (4-16mg). the primary outcome of 
interest was total opioid use at 48 hours post-op. Secondary 
outcomes included opioid use in the post-anesthetic care 
unit, at 24 hours post-op, and length of stay.

Results/Outcome(s): the study included 30 patients 
in the taP group and 26 patients in the taP-d group. 
Four patients were excluded due to chronic opioid use 
and conversion to open surgery. at baseline, there was a 
significant difference in PCa use between the two groups, 
with the taP-d group having 38% greater PCa use. 
there were no other differences in baseline characteris-
tics. through univariate analysis, no significant difference 
was found in total opioid use in patients receiving taP-d 
versus taP (P=0.35). after adjusting for 10 confounders, 
a multivariate regression model also found no difference 
in opioid use at 48 hours post-op. However, adjusting for 
PCa use changed the trend towards lower opioid use in 
the taP-d group (P= 0.242). there were also no signifi-
cant differences found in any of the secondary outcomes in 
the univariate or multivariate analysis.

Limitations: the dosage of dexamethasone was not 
standardized and ranged from 4-16mg. Furthermore, the 
use of PCa was variable between the two groups.

Conclusions/Discussion: transversus abdominis plane 
blocks with perineural dexamethasone did not significantly 
reduce opioid use post laparoscopic colorectal surgery. a 
trend towards lower opioid use was evident when PCa use 
was adjusted. therefore, a larger sample size with standard-
ized PCa use can signify the benefit of adding perineural 
dexamethasone to conventional taP blocks in the setting 
of minimally invasive colorectal surgery.

ADJUVANT CHEMOTHERAPY IN STAGE 1 
COLON CANCER: A REVIEW OF THE NCDB 
DATABASE.

ePoSter aBStraCtS eP230

a. Hsu, J. Wolf, n. amini, C. d’adamo, a. mavanur
Baltimore, MD

Purpose/Background: though stage 1 colon cancer is 
not an indication for adjuvant chemotherapy, there is a 
cohort of such patients that received adjuvant treatment 
included in national data.

Hypothesis/Aim: to identify characteristics and survival 
of stage-1 patients who received adjuvant chemotherapy.

Methods/Interventions: the american College of 
Surgeons national Cancer database (aCS-nCdB) was 
used for this retrospective study. Patients diagnosed with 
t1n0 and t2n0 colon cancer from 2004 to 2016 were 
evaluated and separated into adjuvant chemotherapy and 
non-adjuvant chemotherapy groups. Patients who had 
rectal cancer or who received neoadjuvant chemotherapy 
were excluded. descriptive statistics were computed 
to characterize the study sample. unpaired t-tests and 
chi-square tests were used to compare demographic and 
other characteristics for stage 1 patients with or without 
adjuvant chemotherapy. disease severity was defined by 
an unweighted composite score according to the number 
of adverse pathologic features (aPF), including t stage, 
poor differentiation, positive margin, and low lymph nodes 
harvest (<12 nodes). Cox proportional hazards regression 
modeling, adjusted for key covariates, was used to estimate 
prognostic factors for overall survival while accounting for 
potential confounders.

Results/Outcome(s): a total of 139,857 patients with 
stage 1 colon cancer were identified, with 1,745 (1.2%) 
patients receiving adjuvant chemotherapy. in multivari-
able analysis, patients receiving adjuvant chemotherapy 
were more likely to be of male gender (or= 1.12; 95% 
Ci= [1.02, 1.23]; p=0.02), uninsured status (or= 1.92; 
95% Ci= [1.51, 2.43]; p<0.01), and low income (or= 
1.18; 95% Ci= [1.02, 1.36]; p=0.02). a majority of 
patients who underwent chemotherapy had at least one 
aPF (number of aPFs: percent of patients—1: 54.4%, 
2: 14.2%, >2: 0.9%). Greater number of aPFs was asso-
ciated with higher odds of receiving adjuvant chemo-
therapy (table 1)(or= 5.62 vs. 3.14 vs. 1.55; p<0.01). 
in Cox proportional hazards modeling, receiving adjuvant 
chemotherapy was not associated with improved survival 
(Hr= 1.14; 95% Ci= [1.04, 1.24]; p=<0,01). the 
most significant predictor of mortality was old age (Hr= 
3.78; 95% Ci= [3.67, 3.89]; p≤0.01), followed by higher 
Charlson Comorbidity index (p≤0.01), and higher aPF 
score (p≤0.01).

Limitations: this study is limited by its retrospective 
nature and lack of detailed medication data.

Conclusions/Discussion: though adjuvant chemo-
therapy is not indicated for stage 1 colon cancer according 
to guidelines, 1.2% of stage 1 patients in the nCdB 
database received adjuvant therapy. Stage 1 patients 
who receive adjuvant chemotherapy are more likely to 
be younger, healthier, and with several adverse findings 
on the pathology report. adjuvant chemotherapy was not 
associated with improved survival.
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MICROSATELLITE INSTABILITY IN RESECTED 
COLON ADENOCARCINOMA: A NATIONAL 
COHORT STUDY.

ePoSter aBStraCtS eP231

r. Straker, C. Sharon, J. tong, C. Schneider, 
S. Shanmugan, J. miura, n. mahmoud, G. Karakousis
Philadelphia, PA

Purpose/Background: to evaluate the impact of high 
microsatellite instability (mSi-H) on lymph node (ln) 
status and overall survival (oS) in patients undergoing 
resection of clinical stage i-iii colon adenocarcinoma.

Hypothesis/Aim: mSi-H tumors would be associated 
with lower positive ln burden and improved oS across 
cancer stages.

Methods/Interventions: Patients with clinical stage 
i-iii colon adenocarcinoma who underwent therapeutic 
surgical resection with ≥12 lns evaluated and known 
microsatellite instability status were identified using the 
national Cancer database (2004-2018). multivariable 
analyses were performed to evaluate for factors and 
outcomes associated with mSi-H status. Propensity 
matching was performed for patient, tumor, and treatment 
factors between patients with and without mSi-H tumors, 
and among this matched cohort, ln positivity rates were 
compared, and 5-year oS outcomes were estimated using 
the Kaplan-meier method and log-rank test.

Results/Outcome(s): of the 79,349 patients evaluated, 
7,256 (9.1%) had mSi-H tumors. on multivariable anal-
ysis, patients with mSi-H tumors were significantly less 
likely to have lymph node metastases (odds ratio [or] 
0.6, p<0.001), and specifically among stage iii patients, 
those with mSi-H tumors were significantly more likely to 
have only 1 positive ln (n1a n-stage [or 1.5, p<0.001]) 
or tumor deposits without positive lns (n1c n-stage 
[or 1.5, p<0.001]). on multivariable survival analysis, 
mSi-H status was associated with a survival advantage 
among the entire cohort (hazard ratio [Hr] 0.8, p<0.001), 
and in patients with stage iii disease specifically (Hr 0.8, 
p<0.001). Following propensity matching, mSi-H patients 
were significantly less likely to have positive nodal disease 
(27.6%, [95% confidence interval (Ci) 26.7%-29.0%] 
mSi-H vs. 36.3%, [95% Ci 35.1%-37.5%] non-mSi-H, 
p<0.001), and for those with stage iii disease, mSi-H 
patients were significantly less likely to have >1 positive 

ln (59.9% [95% Ci 57.4%-62.3%] mSi-H vs. 66.4% 
[95% Ci 64.0%-68.7%] non-mSi-H, p<0.001). among 
matched patients overall, mSi-H status was associated 
with significantly improved 5-year oS (77.2% mSi-H vs. 
70.1% non-mSi-H, log-rank p<0.001), and this improved 
survival differential persisted for matched patients with 
stage iii disease (66.8% mSi-H vs. 61.5% non-mSi-H, 
log-rank p=0.017) (Figure 1).

Limitations: retrospective study using a national 
database.

Conclusions/Discussion: in patients with resected 
clinical stage i-iii colon adenocarcinoma, mSi-H status 
is associated with a lower risk for ln metastases, a lower 
burden of positive lns in stage iii disease, and improved 
survival. this data can be used to provide patients with 
more accurate, personalized information regarding their 
long-term prognosis.

Kaplan-meier estimates of 5-year overall survival curves for propensity 
matched patients with resected clinical stage i-iii colon adenocarcinoma 
comparing those with and without high microsatellite instability (mSi-H)  
tumors among a) all stages, and b) only stage iii disease.
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EFFICACY OF SURGICAL RESECTION AFTER 
NEOADJUVANT THERAPY IN ADVANCED 
EARLY-ONSET COLORECTAL CANCER.

ePoSter aBStraCtS eP232

l. Wang, Z. liu
Beijing, China

Purpose/Background: the incidence of early-onset 
colorectal cancer (eo-CrC) has been increasing in recent 
years. Previous studies had shown the staging of eo-CrC 
patients was later. Patients needed neoadjuvant therapy 
but its efficacy was rarely reported.

Hypothesis/Aim: to analyze the efficacy and the char-
acteristics of surgical resection after neoadjuvant therapy 
in eo-CrC to find the risk factors associated with survival.

Methods/Interventions: in this retrospective study, 
patients less than 40 years old, having undergone neoad-
juvant therapy and primary tumor resection from January 
2017 to January 2019 in Cancer Hospital, Chinese 
academy of medical Sciences, were enrolled. Cox regres-
sion and Kaplan-meier curve were used to analyze prog-
nostic factors and predict survival.

Results/Outcome(s): our study enrolled 59 patients 
including 45 (76.27%) patients with clinical stage iii, 
and 14 (23.73%) patients with stage iV. in stage iV 
patients, simultaneous liver metastases patients accounted 
for 15.25% (9/59). thirty-five (59.32%) patients’ tumor 
stage got decreased after neoadjuvant therapy, and the 
rest patients’ disease status was stable. r0 resection rate 
reached 96.61% (57/59), and the pathological complete 
response (pCr) rate of patients was 11.86% (7/59). after 
a median follow-up of 36 months, the rFS was 64.4%, 
and oS was 87.45%. the median recurrence-free survival 
(rFS) and the median overall survival (oS) of initial 
diagnosis with stage iV patients were 12 months and 43 
months. univariate analysis showed that advanced tnm 
stages, perineural invasion and tumor deposit were the 
poor prognostic factors of rFS. advanced tnm stage 
and poor differentiation, perineural invasion and tumor 
deposits were the poor oS factors. multivariate analysis 
showed that perineural invasion was independent of 
poor prognostic factors of rFS. advanced t stage, n 
stage, tumor deposits were independent adverse prognostic 
factors of oS. the hazard ratio (Hr) of advanced tnm 
stage before treatment is greater than that after surgery.

Limitations: the sample size was only 59 patients from 
our national cancer center for two years

Conclusions/Discussion: r0 resection rate and pCr 
rate of primary tumor for advanced eo-CrC patients 
could be improved after neoadjuvant therapy. advanced 
t stage, n stage, and tumor deposits were independent 
adverse prognostic factors of oS. the rFS and oS of 
patients were 64.4% and 87.45%. Surgical resection after 
neoadjuvant therapy is helpful to improve the survival and 
quality of life for advanced eo-CrC patients.

recurrence-free survival and overall survival for patients

(a) recurrence-free survival; (B) overall survival

ESTABLISHING THE LEARNING CURVE OF 
SINGLE-PORT ROBOTIC TRANSANAL TOTAL 
MESORECTAL EXCISION (SP rTaTME) FOR 
RECTAL CANCER.

ePoSter aBStraCtS eP233

J. yang, H. Schoonyoung, e. Spitz, J. marks
Wynnewood, PA

Purpose/Background: transanal tme (tatme) was 
developed to improve tme surgery for low rectal cancers. 
a novel flexible SP robot allows for improved visualization 
and dexterity, but no data exists regarding the learning 
curve.

Hypothesis/Aim: We aim to determine the number 
of SP rtatme procedures required to reach the learning 
curve using the SP robot.

Methods/Interventions: this is a prospective study 
of 30 patients undergoing SP rtatme performed by one 
surgeon at a single institution. Cumulative sum analysis 
was applied to total operation time (ot), docking time 
(dt), and surgeon console time (SCt) to create learning 
curves. Phase 1 represents initial learning phase, Phase 
2 competency phase, and Phase 3 mastery phase. Paired 
t-test was applied to calculate statistical significance.

Results/Outcome(s): Between october 2018 and 
august 2021, 16 women and 14 men with mean age 
of 57.4 years (32-80 years) underwent SP rtatme. 
mean tumor level (cm) was 1.25 from the anorectal ring  
(-0.5-3.5). mean neoadjuvant radiation dose was 5380 
cGy (4680-6480). the learning curve for SP rtatme was 
reached at the 17th case, and there was a significant differ-
ence in total operative time from initial learning phase to 
the mastery phase (p=0.039). average docking time for 
the SP rtatme was 5.9 minutes (1-25) and the learning 
curve was reached at the 13th case. the average docking 
time for the initial learning phase was 10.4 and signifi-
cantly decreased to an average of 2.5 minutes in mastery 
phase (p=0.01).

Limitations: this study requires a larger n and multi-in-
stitutional follow up studies are needed.

Conclusions/Discussion: the learning curve for SP 
rtatme is relatively short. docking times are initially 
short but still improve from initial learning to mastery 
phase, with a learning curve at case 13 and docking time 
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reaching 2.5min. learning curve for SP rtatme was 17 
cases and there was a statistical significance (p = 0.039) 
between the operative times in the initial learning phase 
and mastery phase.

Table 1: Average operative, surgeon console and docking time (min-
utes) for each phase of the learning curve

DISTANCE, REGION AND INSURANCE: 
IMPORTANT RISK FACTORS FOR ADVANCED 
COLON CANCER AND SURGICAL DELAY.

ePoSter aBStraCtS eP234

n. Brand, a. Greenburg, S. Chiou, m. adam, a. Sarin
San Francisco, CA

Purpose/Background: unequal access to medical care 
leads to differences in colon cancer outcomes in the 
united States. identification of barriers provides an oppor-
tunity for interventions to both improve access to care and 
cancer outcomes.

Hypothesis/Aim: to identify intervenable factors asso-
ciated with advanced stage at presentation and surgical 
delay in colon cancer.

Methods/Interventions: We analyzed patients with 
colon cancer in the national Cancer database from 2010-
2017 to identify variables associated with stage 3 or stage 
4 disease at initial presentation and delay in index surgical 
intervention of greater than 6 weeks from diagnosis. using 
logistic regression, we compared these outcomes with 
demographic variables, insurance status, and distance of 
patients’ residence from treatment center. We then used 
likelihood ratio tests to determine the significance of the 
interaction between distance and region.

Results/Outcome(s): among the 208,323 patients 
included in our analysis, 106,146 (51%) were diagnosed 
with advanced or locally advanced disease (Stage iii/iV). 
Compared to patients with private insurance, uninsured 
(or 1.78. P<0.001) and those with medicaid (or 1.60, 
P<0.001) had a higher odds of presenting with advanced 
stage disease. in addition, compared to patients who 
live within 12.5 miles from their medical facility (short), 
those that live 12.5-50 miles (intermediate) (or 1.07, 
P=0.002), 50-250 miles (far) (or 1.45, P<0.001), and 
250+ miles (very far) (or 2.04, P<0.001) all had greater 
odds of presenting with advanced stage disease. adding an 
interaction term between region of the uS and distance 

from treating center improved the overall performance of 
our logistic regression model. Patients in the east north 
Central uS who are intermediate and far distances from 
their hospital are 11% and 30% more likely to present 
with advanced disease compared to patients living similar 
distances from their hospital in the South atlantic region. 
among the 109,171 patients who received surgical inter-
vention, insurance status and distance from treatment 
center were also associated with surgical delay of > six 
weeks after diagnosis (table 1).

Limitations: our retrospective study design limits our 
ability to prove a causative effect of insurance status 
or distance from hospital on advanced stage disease or 
surgical delay. in addition, the distance variable is calcu-
lated from the patient’s zip code rather than their home 
address limiting our ability analyze distance in granular 
detail.

Conclusions/Discussion: insurance status and distance 
from the treating hospital (especially in select geographic 
regions) are associated with an increased risk of presenting 
with advanced stage disease and/or delay in surgical care. 
although interventions to increase insurance coverage 
require large scale efforts, providing transportation assis-
tance, especially in the east north Central uS could 
profoundly improve access to care and outcomes of 
patients with colon cancer.

association of demographic variables, insurance status, and distance 
from treatment center with presentation with advanced disease and 
delay in surgical intervention of >42 days from diagnosis.
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TRENDS AND OUTCOMES OF NEOADJUVANT 
CHEMOTHERAPY FOR SYNCHRONOUS COLON 
AND LIVER SURGERY.

ePoSter aBStraCtS eP235

m. mankarious, a. Portolese, m. Good, W. Koltun, 
m. deutsch, J. Scow, a. Jeganathan, a. Kulaylat
Hershey, PA

Purpose/Background: in patients presenting with colon 
cancer and liver metastases, multiple factors influence 
treatment steps. as neoadjuvant therapy is sometimes 
used to downsize disease, relationship to postoperative 
outcomes is unclear.

Hypothesis/Aim: evaluate trends and postoperative 
outcomes of neoadjuvant therapy and synchronous colon 
and hepatic surgery.

Methods/Interventions: this is a retrospective cohort 
study from the national Surgical Quality improvement 
(nSQiP) Participant use File and targeted Colectomy 
databases. all patients with m1 disease undergoing 
synchronous liver metastasis resection or ablation and 
colectomy between 2015-2019 were identified and cate-
gorized into subgroups based on receipt of neoadjuvant 
chemotherapy within 90 days of surgery. multivariable 
logistic regression was utilized to assess patient factors 
associated with neoadjuvant treatment and risk factors 
associated with post-operative complications, as well as 
trends in treatment approaches. P values of <0.05 were 
considered statistically significant.

Results/Outcome(s): Between 2015-2019, we iden-
tified 1,084 patients who underwent synchronous colec-
tomy and liver metastasis surgery. of those, 420 (39%) 
received neoadjuvant chemotherapy within 90 days of 
surgery (nCS). 664 (61%) did not receive nCS prior to 
synchronous operations. over the 5-year period, there was 
a trend towards increasing synchronous surgery, although 
not statistically significant (p=0.419) (Figure 1). Clinical 
factors associated with no neoadjuvant chemotherapy 
include advanced age (mean age: 62; p<0.001), black 
race (p=0.007), lower Bmi (p=0.009), aSa class iV 
(p=0.002), and cardiac comorbidities (p=0.006). Patients 
with nCS were more likely to undergo minimally invasive 
ablation (p<0.001) whereas non-nCS patients were more 
likely to undergo hepatic resection (p<0.001). over the 
study period, 53 patients underwent combined resection 
and ablation approach as per CPt codes used. multivariable 
regression for postoperative morbidity revealed no associa-
tion with neoadjuvant therapy (or=0.84, 95% Ci: 0.64-
1.1, p=0.207).

Limitations: nSQiP is unable to identify patients who 
underwent staged resection, immunotherapy, or neoadju-
vant chemotherapy greater than 90 days prior to opera-
tion. it also does not include data on long-term oncologic 
outcomes.

Conclusions/Discussion: there is an upward trend 
towards neoadjuvant therapy within 90 days of synchronous 

resection did not significantly change from 2015 to 2019. 
Based on multivariable analysis, neoadjuvant therapy 
does not increase post-operative complications. Patients 
who underwent neoadjuvant therapy were more likely 
to undergo minimally invasive ablation as compared to 
hepatic resection. these results may alleviate concerns 
regarding postoperative morbidity in the decision-making 
process of administering neoadjuvant therapy.

WHERE ARE COLORECTAL RESECTIONS 
BEING PERFORMED? THE PERSISTENT 
DECENTRALIZATION OF COLON AND RECTAL 
CANCER OPERATIONS IN WASHINGTON 
STATE.

ePoSter aBStraCtS eP236

C. Soriano, e. evans, B. lin, J. Kaplan, r. moonka, 
a. Post, H. Bahnson, V. Simianu
Seattle, WA

Purpose/Background: Colorectal cancer is the second-
most common cancer in Washington State and resection 
remains the main treatment modality for both colon and 
rectal cancers. Patterns of colorectal cancer operations at 
the state level are not well described.

Hypothesis/Aim: the distribution of colon and rectal 
cancer resections performed across the state is reported. 
We hypothesized that rectal cancer operations are increas-
ingly centralized at high-volume hospitals.

Methods/Interventions: Population-based retrospec-
tive cohort using the Washington State Comprehensive 
Hospital abstract reporting System (CHarS) database 
was created to include all colon and rectal cancer oper-
ations from 2008-2019 based on diagnosis and procedure 
codes. For the purposes of this study, rectosigmoid cancer 
was designated with rectal cancer. regionalization of 
care was characterized by volume, distance travelled by 
patients, and correlation between number of surgeons and 
operations per hospital. High volume rectal cancer hospital 
was defined as 30 operations per year. High volume colon 
cancer per year was defined as 50 operations per year.
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Results/Outcome(s): over 12 years, 12,609 colon 
(mean age 68 years, 49.5% male) and 6,219 rectal (mean age 
63 years, 59.3% male) cancer operations were performed in 
Washington State across 72 hospitals. Colon cancer opera-
tions are decentralized, with the top 10 hospitals performing 
44.9% of overall volume, and each doing less than 5% of 
the overall volume in the state (Figure 1a). only 5 hospi-
tals are performing more than 50 colon cancer resections 
per year. rectal cancer is more centralized, with the top 
10 hospitals performing 59.4% of all cases (Figure 1b).  
However, only 4 hospitals are performing more than 30 
cases per year. Patients travel further for rectal cancer 
operations (42.5 miles vs 27.5 miles for colon cancer). 
over time, the correlation between number of surgeons 
per site and operations is decreasing (0.94 in 2008 to 0.76 
in 2019 for colon cancer and 0.82 in 2008 to 0.76 in 2019 
for rectal cancer).

Limitations: CHarS is an administrative database 
which lacks details on cancer-specific quality metrics, risk 
stratification, and outpatient care like chemotherapy and 
radiation. referral patterns based on hospital system are 
not available.

Conclusions/Discussion: rectal cancer operations 
appear to be more regionalized than colon cancer opera-
tions, suggesting patients and health systems are shifting 
towards rectal cancer specialization. Still, the majority 
of cancer cases, particularly colon cancer operations, 
are broadly distributed across the state. this provides an 
opportunity at a health system level to optimize colorectal 
cancer surgical care delivery.

PATTERN OF RELAPSE AND SURVIVAL AFTER 
D2 RIGHT COLECTOMY: IS THERE A PLACE 
FOR COMPLETE MESOCOLIC EXCISION? A 
CRITICAL VIEW FROM A TWO-CENTER LONG-
TERM EXPERIENCE WITH CONVENTIONAL 
SURGERY.

ePoSter aBStraCtS eP237

l. morelli1, m. Palmeri1, a. Peri2, n. Furbetta1,  
G. di Franco1, S. Guadagni1, B. Borelli1, C. Cremolini1, 
a. Pietrabissa2

1Pisa, Italy; 2Pavia, Italy

Purpose/Background: Conventional right Colectomy 
with d2 lymphadenectomy (rC-d2) and Complete 
mesocolic excision with d3 lymphadenectomy (Cme), are 
two different approaches to treat right-sided colon cancer 
(rCC). Whether Cme determines superior oncolog-
ical outcomes compared with traditional surgery remains 
unclear.

Hypothesis/Aim: to critically review the patterns 
of relapse and the survival outcomes obtained from our 
11-years’ experience of rC-d2.

Methods/Interventions: Clinical data of 486 patients 
who underwent rC-d2 for rCC at two centres, from 
January 2009 to december 2019, were reviewed for this 
retrospective study. Patients with synchronous distant 
metastases and/or widespread nodal involvement at diag-
nosis, beyond the origin of the ileocolic vessels, were 
excluded. Postoperative clinical-pathological characteris-
tics and survival outcomes were evaluated including the 
pattern of disease relapse.

Results/Outcome(s): among a total of 405 patients 
with information follow-up, 180 (43.4%) underwent adju-
vant therapy, with oxaliplatin-based doublets being the 
most frequent choice. Postoperative morbidity was 14.5%. 
the mean number of harvested lymph nodes was 25 ± 
12.5. the median follow-up was 63 months. Cancer recur-
rence was observed in 56 patients (13.8%). among them, 
42 patients (75%) developed systemic metastases, and 
lymph-node involvement was found in 8 cases (14.3%). 
none developed isolated Central lymph-node metastasis 
in the d3 site (Clm). the estimated three and five-year 
relapse-free survival were 85.9% and 84.3%, respectively. 
the estimated three- and five-years cancer-specific oS 
were 94.3% and 92.1% respectively.

Limitations: the main limitations of this study are 
its retrospective nature, the long temporal window, and 
its dual-centre design with different learning curves for 
surgeons, particularly when introducing minimally invasive 
approaches. another limitation is a lack of a control group 
with Cme in our series to enable directly comparing the 
two techniques.

Conclusions/Discussion: in conclusion, the absence of 
isolated Clm, as well as the cancer-specific oS reported 
in our series, challenge the routine use of Cme for rCC. 
However, Cme may be recommended if carried out by 
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expert surgeons and among a smaller cluster of patients, 
such as young individuals with lymph-node metastases 
close to the origin of the ileocolic vessels, or among 
patients with lymph-node metastases next to superior 
mesenteric vessels.

PERITONEAL CARCINOMATOSIS IN COLON 
CANCER: WHAT ARE WE MISSING?

ePoSter aBStraCtS eP238

J. Konen1, K. alavi1, a. Crawford1, C. Beauharnais1, 
J. davids1, P. Sturrock1, J. maykel1, C. o’neill2
1Worcester, MA; 2Burlington, VT

Purpose/Background: optimal management of colon 
cancer with isolated peritoneal carcinomatosis is not well 
defined. it may represent unique local failure but with 
worse outcomes compared to distant metastasis. it is 
unclear whether cytoreduction with or without HiPeC, or 
chemotherapy alone confers a survival advantage.

Hypothesis/Aim: We sought to identify the clinico-
pathologic risk factors associated with isolated peritoneal 
carcinomatosis in the era of multimodality therapy.

Methods/Interventions: data were identified in the 
colon cancer participant use file of the national Cancer 
data Base (nCdB). Patients diagnosed with colon cancer 
and generalized carcinomatosis at diagnosis from 2016 to 
2017 were compared to patients who had no peritoneal 
disease from 2004 to 2017. Patients with other distant 
metastases were excluded. Student t test and Fisher’s exact 
test were used to analyze comparative means and cate-
gorical variables, respectively. Cox proportional hazards 
model was performed and adjusted for age. demographic 
and cancer-specific variables available in the nCdB 
included: age, sex, race, education, income, Charlson-
dayo comorbidity score, palliative care treatment, tumor 
size, tumor grade, regional lymph nodes examined, positive 
regional lymph nodes, aJCC tumor and nodal stage, tumor 
laterality, chemotherapy, and thirty and ninety-day overall 
mortality.

Results/Outcome(s): a total of 247 patients were 
identified as having isolated peritoneal carcinomatosis 
from the nCdB. Patients with carcinomatosis had worse 
oncologic outcomes (13% vs 3.5% 30-day mortality, 
p=0.024; 16% vs 6.4% 90-day mortality, p=0.05), higher 
grade tumors (p<0.0001), larger tumors (53 mm vs 47 
mm, p=0.014), more positive regional lymph nodes (4.5 
vs 1.9, p<0.0001), predominance of right-sided tumors 
(61% vs 45%, p<0.0001), more likely to be treated with 
chemotherapy (71% vs 36%, p<0.0001), and more care 
directed toward palliation (12% vs 2.5%, p<0.0001). a 
Cox proportional hazards model shows a significantly 
increased risk of death even after adjusting for age (Hr 
2.94 (95% Ci 1.95 – 4.42), p<0.0001) and on average, a 
4.4% increased risk of death per additional year (Hr 1.044 
(95% Ci 1.044-1.045), p<0.0001). Cancers without peri-
toneal spread had more regional lymph nodes examined 
(65% vs 36% 12 or more, respectively, p<0.0001). there 
was no difference in education or race, but there was a 
trend toward higher median income in the carcinomatosis 
cohort. non-metastatic patients were slightly older (68 vs 
63, p<0.0001).

Limitations: this study is limited by its retrospective 
design and missing data inherent in large dataset registries.

Conclusions/Discussion: the present study from a 
national cohort identifies colon cancers presenting with 
carcinomatosis as more advanced, fatal, right-sided, and 
are often treated with upfront chemotherapy and pallia-
tion. Future investigation into developing optimal treat-
ment paradigms for these perioperative predictive factors 
that suggest a predilection toward transcoelomic spread is 
needed.
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INCIDENCE AND ASSOCIATED METRICS OF A 
LATE-DIAGNOSED METASTATIC COLORECTAL 
CANCER: A SINGLE INSTITUTION STUDY.

ePoSter aBStraCtS eP239

t. nerwal, J. Ghaul, J. leighton Jr., a. Parsikia, 
r. Greenberg
Philadelphia, PA

Purpose/Background: Colorectal cancer is the third 
most common cancer in the uS-- early diagnosis and treat-
ment are crucial. However, it is sometimes late diagnosed 
with distant metastasis at the time of presentation. Causes 
for these late diagnoses are important as it can be directly 
related to prognosis and survival.

Hypothesis/Aim: the goal of this project was to iden-
tify the incidence of patients presenting with metastatic 
colorectal cancer with the hopes to improve patient safety 
and enhance quality.

Methods/Interventions: this is a single institution 
retrospective quality initiative project investigating the 
incidence of metastatic colorectal cancer on index presen-
tation or time of surgery from 2005-2020. inclusion criteria 
included age over 18, and variables assessed included basic 
demographics, previous colonoscopy records, location of 
tumor, location of metastasis, common presenting symp-
toms for diagnosis, indications for surgery, and if surgery 
or chemotherapy was offered. long term survival data was 
obtained to identify systemic chemotherapy use, transition 
to hospice and death.

Results/Outcome(s): in total 1985 colorectal cancer 
patients were registered in our institution, and 271/1985 
patients (13.6%) were found to have metastatic disease. 
out of those 271 cases the median age at the time 
of diagnosis was 65 (interquartile range, 55-74). many 
patients younger than the age of 50 (34/271, 12.5%) were 
diagnosed with metastatic cancer, with 108/271 (39.9%) 
patients diagnosed between ages 50-65. in our cohort 
227/271 (83.8%) were diagnosed at index presentation. 
in addition, 90% of patients had insurance coverage, and 
65.3% of the population was african american. also, 
90% of our patients stated that english was their primary 
language. the trend of mean age at the time of diagnosis 
has been trending down from 65-70 to 60-65 in most years 
of the 15-year study period. Colonoscopy was performed in 
202/271 (74.5%) of patients. However, 189/271 (69.7%) 
patients received their first colonoscopy at the time of 
diagnosis. in our patient population, 57.6% of patients 
(156/271) went on to have surgery as an emergency or 
elective treatment and 37.3% of these patients (101/271) 
received systemic chemotherapy postoperatively.

Limitations: this is a retrospective, single institution 
study.

Conclusions/Discussion: almost 70% of these patients 
never had a colonoscopy prior to their diagnosis with many 
patients being over the age of 50, with a median age of 65 
at the time of diagnosis of metastatic disease. though most 
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of our patients were insured and spoke english, this data 
suggests that there may be many other factors for reasons 
why patients did not get their recommended screening 
colonoscopy at age of 50 (recommendations during this 
study period). Further root cause analysis will be needed to 
understand the various social-economic factors in play with 
the goal to identify and correct these factors and improve 
the rate of screening colonoscopy in our population.

mean age at the time of diagnosis of metastatic colorectal cancer, span-
ning from 2005-2020.

CT-DEFINED AORTIC CALCIFICATION 
IDENTIFIES PATIENTS WITH POOR 
CARDIORESPIRATORY FITNESS AWAITING 
COLORECTAL CANCER RESECTION.

ePoSter aBStraCtS eP240

K. Knight1, r. mcmahon1, e. Pring2, C. Steele1, 
C. roxburgh1

1Glasgow, United Kingdom; 2London, United Kingdom

Purpose/Background: observational data suggests poor 
cardiorespiratory fitness (CrF) measured by cardiopulmo-
nary exercise testing (CPet) is associated with complica-
tions following colorectal surgery. CPet is a limited, costly 
resource. alternative methods of identifying high-risk 
patients before surgery are required.

Hypothesis/Aim: the degree of abdominal aortic calci-
fication (aC) visible on preoperative Ct may correlate 
with CrF and postoperative complications.

Methods/Interventions: Consecutive patients from 3 
hospitals undergoing elective stage i-iii colorectal cancer 
resection with prior CPet between 2016 - 2018 were 
identified. Proximal and distal aC was assessed on preop-
erative Ct. Clinico-pathological data including CPet 
variables (oxygen uptake at anaerobic threhold (Vo2 at 
at) and peak oxygen uptake (peak Vo2)) were recorded. 
Complications were classified by the Clavien-dindo scale 
(Cd i-V). the relationships between clinicopathological 
and CPet variables were assessed by logistic regression. 
ethical approval was obtained.

Results/Outcome(s): of 281 patients, most were male 
(74%), over 65 years (69%) and aSa grade 1 or 2 (64%). 
the majority had rectal cancer (75%), pt3 or 4 (64%) 
and pn0 (64%) disease. laparoscopic surgery was under-
taken in 217 patients (77%). Postoperative complications 
occurred in 114 patients (41%), with 6% major (Cd ≥iii). 
Proximal and distal aC was present in 109 (39%) and 204 
patients (73%) respectively. median Vo2 at at was 11.9 
(5.9 – 37.9) and peak Vo2 17.0 (7.9 – 48.2) ml/kg/min. 
using established thresholds, 109 patients (39%) had at 
<11.1 and 158 patients (56%) had a peak Vo2 <18.2 ml/kg/
min. the degree of distal aC was more closely associated 
with complications (p=0.014) than Vo2 at at (p=0.686) 
or peak Vo2 (p=0.390). on univariate analysis, increasing 
age, aSa grade, Bmi, tnm stage, proximal and distal 
aC (all p<0.05) were associated with Vo2 at at <11.1 
ml/kg/min. on multivariate analysis, higher aSa grade 
(or 4.08, 95% Ci 2.32 -7.18, p<0.001), Bmi (1.93, 95% 
Ci 1.09 – 3.41, p=0.024) and tnm stage (1.90, 95% Ci 
1.10 – 3.28, p=0.022) were independently associated with 
Vo2 at at <11.1 ml/kg/min. increasing age, aSa grade, 
Bmi, proximal and distal aC (all p<0.05) were associated 
on univariate analysis with peak Vo2 <18.2 ml/kg/min. 
on multivariate analysis, increasing age (or 3.51, 95%  
Ci 2.23 - 5.54, p<0.001, aSa grade (2.85, 95% Ci 1.43 – 5.67,  
p=0.003), Bmi (6.27, 95% Ci 2.93 – 13.40, p<0.001) 
and tnm stage (4.56, 95% Ci 2.40 – 8.65, p<0.001) were 
independently associated with peak Vo2 <18.2 ml/kg/min.

Limitations: Validation in a prospective cohort is 
required.

Conclusions/Discussion: While not independently 
related, the degree of aC on preoperative Ct is associ-
ated with CrF and complications in patients undergoing 
elective colorectal cancer resection. this cheap and simple 
preoperative marker could be used to identify high risk 
patients who may benefit from preoperative optimisation.

SYMPTOMATIC PRESENTATION OF 
COLORECTAL CANCER IN TWO DISPARATE 
POPULATIONS.

ePoSter aBStraCtS eP241

C. Fong1, d. Joseph3, S. Geiser2, S. Stanley2, W. Zhu2, 
e. yee2, e. li2, P. denoya2

1New York, NY; 2Stony Brook, NY; 3East Lansing, MI

Purpose/Background: even though the incidence and 
mortality of colorectal cancer has steadily decreased over 
the past decade, it still continues to disproportionately 
affect people from low socioeconomic backgrounds and 
some racial minorities. this has been attributed to lack of 
access to healthcare and screening.

Hypothesis/Aim: to compare data from two dispa-
rate populations to see what proportion of patients with 
colorectal cancer are symptomatic at the time of presenta-
tion and have participated in CrC screening.
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Methods/Interventions: this is a retrospective cohort 
study conducted by reviewing sporadic colorectal cancer 
pathological diagnoses at a suburban academic hospital 
(SH) and an urban public hospital (uH) located 50 miles 
apart on the same landmass in new york. all patients 
diagnosed with sporadic colorectal cancer from 2010 to 
2018 at the two hospitals were included. the primary 
outcome measures were symptomatic and asymptomatic 
presentations in two populations. the secondary outcomes 
were patient factors related to the primary outcome. 
Patients with hereditary syndrome, inflammatory bowel 
diseases were excluded, and patients with recurrent CrC 
were excluded.

Results/Outcome(s): initial sporadic colorectal cancer 
pathologic diagnoses were made in 261 patients at the 
suburban academic hospital and 129 patients at the urban 
public hospital between 2010 and 2018. there were signif-
icant differences between the two populations with respect 
to race, ethnicity, and insurance status. the proportion 
of symptomatic patients at the suburban academic center 
(83.1%) and the urban public hospital (77.5%) were not, 
however, significantly different. the presence of symptoms 
(odds ratio 6.52, 95% confidence interval 1.49-28.54,  
p = 0.013) was significantly associated with colorectal 
stage 4 at diagnosis in a linear mixed model controlling for 
other factors. insurance type was a risk factor in univariate 
analysis. Symptomatic presentation was associated with 
late-stage cancer at both institutions.

Limitations: this is a retrospective analysis of two rela-
tively small populations, which may not be representative 
of other uS populations.

Conclusions/Discussion: a majority of patients have 
symptoms when diagnosed with colorectal cancer, which is 
associated with advanced stage, in both populations.

COMPARISON OF NON-OPERATIVE VERSUS 
OPERATIVE MANAGEMENT OF RESECTABLE 
COLORECTAL CANCER IN ELDERLY PATIENTS: 
A SYSTEMATIC REVIEW.

ePoSter aBStraCtS eP242

r. Hu, r. Selvam, H. moloo, r. musselman
Ottawa, ON, Canada

Purpose/Background: Clinicians are encountering a 
growing number of very elderly patients (80 years and 
older) with resectable colorectal cancer (CrC). Justifying 
major surgery in a comorbid population with limited life 
expectancy is difficult.

Hypothesis/Aim: this study aims to systemically review 
the available literature to compare non-operative manage-
ment to surgical resection with respect to overall survival 
and quality of life.

Methods/Interventions: a systematic review was 
conducted, in accordance with the PriSma guideline. 
medline, emBaSe and the Cochrane database of 
Controlled trials were searched from 2000 to 2021 with 
the assistance of a health information specialist and clin-
ical expert in the field of colorectal surgery.

Results/Outcome(s): a total of 2691 abstracts were 
screened, 465 were selected for full texts review. 436 of 
these papers (94%) focused solely on surgical outcomes in 
the elderly, while only 29 studies had data on non- operative  
management of colorectal cancer and 19 of those are 
conference abstracts. among the 10 papers with non- 
operative data, the majority did not differentiate resectable 
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localized disease from non-resectable metastatic disease 
rendering analysis difficult. due to the high degree of 
heterogeneity between studies and lack of sub-group anal-
ysis, a meta- analysis was deemed not feasible and as such, 
a descriptive analysis was performed instead. allowing for 
the heterogeneity, the overall survival was found to be 
higher in all studies in the operative group compared to the 
non-operative group. there were no data on quality of life 
in any of the studies.

Limitations: all studies were of retrospective nature 
with most being of small sample size, leading to potential 
unrecognized and unmeasured biases. treatment alloca-
tion was also often an undocumented process with lack of 
patient co-morbidity data in most studies.

Conclusions/Discussion: an overwhelming majority of 
CrC studies in the elderly focus on operative management 
and outcomes. While survival outcomes are consistently 
poorer in the non-operative group with resectable CrC, 
little is still known about the natural history and quality 
of life of those who choose not to have surgery. through 
this review, we have identified a gap in the literature in the 
very elderly diagnosed with resectable CrC where further 
research is needed.

EVALUATION OF THE USE AND SURVIVAL 
IMPACT OF ADJUVANT CHEMOTHERAPY 
IN PT4N0M0 COLON CANCER: A NATIONAL 
CANCER DATABASE (NCDB) ANALYSIS.

ePoSter aBStraCtS eP243

t. reif de Paula1, H. Simon2, e. Haas1, e. raskin3, 
d. Keller3

1Houston, TX; 2Pittsburgh, PA; 3Sacramento, CA

Purpose/Background: t stage is a known prognostic 
biomarker for overall survival (oS) in colon cancer. 
in stage ii disease, pathologic t4 (pt4) is a high-risk 
feature with adjuvant chemotherapy (aC) recommended 
to improve oS. Compliance with current guidelines is 
unknown.

Hypothesis/Aim: We aimed to evaluate the use and 
impact on oS from aC in pt4n0m0 colon cancer. our 
hypothesis was aC was underused in pt4n0m0 cases in 
the united States (uS).

Methods/Interventions: the nCdB was reviewed 
for pt4n0m0 colon adenocarcinomas undergoing cura-
tive resection (2010–2017). Cases receiving preoperative 
chemotherapy were excluded. Cases were stratified in no 
aC and aC cohorts. multivariate analysis and moderated 
multiple regression assessed factors associated with no aC. 
Propensity score matching was used to balance the cohorts. 
Kaplan meier and Cox regression assessed oS. the main 
outcome measures were the rates and factors associated 
with no aC and its impact on oS.

Results/Outcome(s): of 13,663 cases included, 62.3% 
(n=8,515) received no aC. advancing age (or 1.095 
[1.090–1.101];p<0.001), medicaid payors (or 1.391 
[1.173–1.649]; p<0.001), higher comorbidity (per Charlson 
comorbidity index [CCi: 1 (or1.157 [1.050–1.276]; 
p=0.003), 2 (or 1.479 [1.245–1.757]; p<0.001) and ≥3 
(or 2.210 [1.742–2.803]; p<0.001), South (or1.146 
[1.023–1.283]; p=0.018), and Pacific regions (or 1.219 
[1.063–1.397]; p=0.004]) were independently associated 
with no aC. medicare payors (or 0.884 (0.791–0.978); 
p=0.029), higher income (or 0.899 (0.815 – 0.992); 
p=0.034), and left-sided tumors (or 0.843 [0.776–
0.915]; p<0.001) were associated with aC use. the 
associations were unchanged in the sensitivity analysis, 
excluding patients unfit or who died before aC. in the 
moderated multiple regression, there was no interaction 
between private payors and CCi. there were significant 
interactions between medicare and comorbidity. medicare 
and CCi 0 (or 0.861 [0.760–0.975]; p<0.019) was 
protective for receiving aC, while medicare and CCi 3  
(or 2.128 [1.573 – 2.878]; p<0.001) was associated with 
no aC. medicaid patients have poor compliance regardless 
of comorbidity. in the matched cohorts, with 3,503 cases 
each arm, aC significantly improved 5-year oS [71.7% 
versus 56.4%; p<0.001]. in the adjusted Cox regression, 
aC improved oS (Hr 0.543 [0.499–0.590]; p<0.001).

Limitations: this was a retrospective cohort study with 
limited variables available for analysis.

Conclusions/Discussion: not all Stage ii colon cancers 
are the same; pt4 is a high-risk marker. While aC 
improves oS, compliance is low in the uS. there is a 
complex interplay between payor, comorbidities, and aC 
use. With private insurance, aC compliance is not affected 
by comorbidities. medicare patients without comorbidities 
have better compliance, while those with greater comor-
bidities have worse compliance with aC than the privately 
insured. Future work should target factors creating these 
disparities for equitable care.

Figure: overall Survival in adjusted Cohort With and Without 
adjuvant Chemotherapy in pt4 Colon Cancer
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PROPOSAL FOR A MODIFIED 
SUBCLASSIFICATION OF STAGE IV 
COLORECTAL CANCER: SITE OF METASTASES 
IMPACTS SURVIVAL.

ePoSter aBStraCtS eP244

m. marco, a. ocean, m. Gomez, X. ma, m. Gomez, 
K. trencheva, J. milsom, P. Shukla
New York, NY

Purpose/Background: the management of stage iV 
colorectal cancer (CrC) continues to evolve with novel 
therapies. in the 8th edition of aJCC staging, StageiV 
subclassifications do not consider the difference in meta-
static sites, except for peritoneum, that could direct novel 
therapies and may have an impact on survival.

Hypothesis/Aim: the aim of the current study is to 
identify the effect of different metastatic sites on survival.

Methods/Interventions: this was a retrospective study 
of patients who were diagnosed with Stage iV CrC at a 
single tertiary institute from 2006 to 2016. overall survival 
(oS) was defined as the total time patient survived after 
the initial diagnosis of stage iV CrC. Kaplan-meier 
survival functions were computed and logrank test was 
used to compare the survival curves.

Results/Outcome(s): of 171 patients, 9% had stage 
iVa, 46% had stage iVb, and 45% had stage iVc. average 
follow up was 31.7 months. the 5-year oS for stage iVa, 
iVb, and iVc was 83.3, 50.8, and 30.7% respectively 
(p=0.002). all patients received chemotherapy except 4% 
and 1% of stage iVb and iVc respectively. Within stage 
iVa and iVb, bilobar liver metastases and bilateral lung 
metastases were associated with worse survival (p=0.001, 
0.02 respectively). Within stage iVc, only bilobar liver 
metastases were associated with worse survival (p=0.01). 
Bone metastasis, retroperitoneal lymph nodes, other rarely 
metastatic involved organs and number of organ metastasis 
at diagnosis were not associated with survival outcomes.

Limitations: our study has the limitation of being 
a retrospective study where patients received heter-
ogenous treatment protocols and the lack of genetic 
characterization.

Conclusions/Discussion: Stage iV CrC involves a 
heterogeneous patient population, and sub-staging these 
patients differently is appropriate for prognostic and treat-
ment characterization.

CHARACTERISTICS OF EARLY ONSET 
COLORECTAL CANCER: EXPERIENCE IN A 
COMMUNITY HOSPITAL.

ePoSter aBStraCtS eP245

W. liu, K. Zheng, d. randhawa, J. Ferris, d. lisle
Baltimore, MD

Purpose/Background: the incidence of early onset 
colorectal cancer (eo-CrC) in patients younger than 50 
years is increasing while decreasing in late onset colorectal 
cancer (lo-CrC). We observed a high proportion of 
young patients in our colorectal surgery clinic and sought 
to examine the characteristics of eo-CrC.

Hypothesis/Aim: eo-CrC patients have different 
demographics, cancer presentations, colonoscopy findings, 
molecular etiologies and pathologic features compared to 
lo-CrC patients.

Methods/Interventions: this is a retrospective case 
control study on all CrC patients seen in the colorectal 
surgery clinic between 10/2017-6/2021. the control group 
consists of lo-CrC patients aged 50 years and above 
and the study group consists of eo-CrC patients aged 
18-49 years. data on demographics, cancer presentation, 
colonoscopy findings, molecular etiologies, and patholog-
ical features were collected. analyses included standard 
descriptive statistics, univariate comparisons such as t-test 
and mann-Whitney u test for continuous variables and 
chi-squared analysis and Fisher exact test for categorical 
variables. analyses were performed using SPSS software.

Results/Outcome(s): 35 eo-CrC patients and 156 
lo-CrC patients were identified. Compared to lo-CrC, 
eo-CrC patients had lower aSa class (p=0.02) and 
less cardiovascular and Htn co-morbidities (p=0.011, 
p<0.001). there were no significant differences in sex, 
Bmi, race, smoking and drinking history, and other comor-
bidities. in addition, eo-CrC patients had higher rates 
of adjuvant therapy (p<0.001), diagnostic colonoscopy 
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(p=0.046), symptomatic presentation (p=0.02), abdom-
inal pain (p<0.001) and emergent surgery (p=0.016). 
there were no significant differences in tumor location, 
synchronous lesion, palliative operation, primary tumor 
resection, neoadjuvant therapy and other symptomatic 
presentations. Furthermore, there was no significant differ-
ence in presence of microsatellite instability (mSi), 1st 
degree or 2nd degree relatives with cancer and germline 
mutations between the 2 groups. However, eo-CrC 
patients had a significant association with iBd as risk 
factor (p=0.011) and only 2.9% had mSi. there were also 
no significant differences in colonoscopy findings including 
apple core, frond like/villous, pedunculated, fungated, infil-
trative, circumferential, completely or partially obstructed, 
ulcerated and bleeding mass. However, eo-CrC group 
had significantly less polypoid (p=0.027) and sessile find-
ings (p=0.047). lastly there were no significant differences 
in pathology findings including high risk features (signet 
ring & mucinous), stage, grade, resection margin, lympho-
vascular and perineural invasion between the 2 groups.

Limitations: retrospective design
Conclusions/Discussion: Contrary to common belief, 

our data did not show more advanced disease presentation 
in eo-CrC patients. However, the eo-CrC patients 
had more symptomatic presentation with abdominal pain 
requiring emergency surgery and were more likely to 
receive adjuvant therapy.

MUCINOUS HISTOLOGY FREQUENTLY 
SIGNALS MISMATCH REPAIR DEFICIENCY AND 
LYNCH SYNDROME.

ePoSter aBStraCtS eP246

m. abbass2, B. leano2, Z. lockhart2, B. Szymaniak2, 
V. Poylin2, J. Church1, S. Strong2

1New York, NY; 2Chicago, IL

Purpose/Background: the revised Bethesda guidelines 
state that lynch syndrome (lS) should be excluded in 
patients less than 60 years with colorectal cancer demon-
strating features of high microsatellite instability such as 
mucinous histology. this was used before the implementa-
tion of a universal screening protocol.

Hypothesis/Aim: We hypothesized that mucinous 
histology remains a reliable marker for lynch syndrome 
testing in the presence of a universal screening protocol.

Methods/Interventions: retrospective review of 
consecutive patients with CrCs possessing mucinous 
features.

Results/Outcome(s): of the patients with mucinous 
features (n=117), the median age was 58 years, and 
the majority of tumors were located in the colon (77%) 
although an equivalent number were distributed between 
the midgut and hindgut. routine immunohistochemistry 
staining showed 33 (28%) of the tumors were mismatch 
repair dificient (dmmr) of which 51% showed loss of both 

mlH1 and PmS2. of the dmmr tumors, 6 had signet cell 
features, 4 showed tumor infiltrating lymphocytes, and 3 
had a Crohn’s-like reaction. only 10 of 33 patients were 
tested for lS, but 6 of those were positive; another 13 
patients refused genetic counseling or testing. lastly, 10 of 
33 patients demonstrated BraF mutation.

Limitations: this was a retrospective review and not all 
patients underwent germline testing.

Conclusions/Discussion: adoption of universal tumor 
screening for lS suggests that 15% of CrCs are mismatch 
repair deficient (dmmr) and 2-3% of all patients with 
CrC have lS. mucinous colorectal cancers are twice as 
likely to be dmmr than all cancers and more frequently 
lead to a diagnosis of lynch syndrome in patients willing to 
undergo testing. despite the spread of universal screening, 
many centers still do not use it to screen for lynch 
syndrome. We suggest that mucinous tumors have a high 
yield for dmmr and should accordingly alert providers to 
test for lynch syndrome.

PATIENT AND PROVIDER FACTORS 
THAT INFLUENCE COLORECTAL CANCER 
SCREENING AT A RURAL HEALTHCARE 
CENTER.

ePoSter aBStraCtS eP247

S. Guru, n. Sundaram, m. yousef, B. Cagir, r. Behm, 
m. lincoln
Sayre, PA

Purpose/Background: only 68.8% of adults in the 
united States are up-to-date with colorectal cancer (CrC) 
screening. in rural communities, this rate is much lower 
due to fewer providers per capita and reduced health 
literacy.

Hypothesis/Aim: We aim to determine the differences 
in CrC screening based on patient demographics and 
provider characteristics at our rural healthcare center



 169

Methods/Interventions: a single site retrospective 
review of adult patients aged 50-75 years who were seen 
by a primary care provider (PCP) in our system between 
January 2010 to december 2020 and met current guide-
lines for CrC screening, was performed. Basic patient 
demographics, PCP factors, and date and type of last 
CrC screening were collected. Patients were considered 
to be up-to-date on CrC screening if they underwent 
fecal immunochemical test (Fit) or fecal occult blood 
test (FoBt) within the last year, flexible sigmoidoscopy 
(FSiG) within the last five years, or colonoscopy within 
the last ten years. Chi-square test was used to evaluate 
association between various patient and provider factors 
and CrC screening rate.

Results/Outcome(s): a total of 51989 patients (35067 
females and 16922 males) were seen by 186 unique PCPs 
across our system. the average age was 61.8 ± 6.9 years, 
and the average body mass index (Bmi) was 30.8 ± 7.2 
kg/m2. 36210 (69.6%) patients were seen by an attending 
physician, 9519 (18.3%) by a nurse practitioner (nP), 5292 
(10.2%) by a physician assistant (Pa), and 968 (1.9%) by 
a resident. 36791 (70.8%) patients had undergone appro-
priate CrC screening. Having an attending physician for 
a PCP was associated with a higher screening rate (72.9%) 
compared to other providers (p < 0.01) as shown in table 
1. Higher screening rates were observed for patients 
followed by internal medicine trained PCPs compared to 
family medicine physicians (75.0% vs 71.5%; p < 0.01).  
For patients that underwent appropriate screening: 18122 
(49.2%) used colonoscopy, 57 (0.2%) used FSiG, 279 
(0.8%) used Fit, 1458 (4.0%) used FoBt, and 16875 
(45.9%) were screened at outside facilities via an unknown 
method. Higher screening rates were associated with 
patients in the age group >69 years (76.2%; p<0.01), 
patients with Bmi between 25-29.9 kg/m2 (73.1%; p<0.01) 
and those with health insurance (71.3% vs 46.9%; p < 0.01)  
when compared to their respective counterparts in each 
category (table 1).

Limitations: Study is prone to selection bias as all of our 
data is from patients who voluntarily saw a PCP.

Conclusions/Discussion: there exist inconsistencies 
in CrC screening rates across our health system based on 
both provider and patient factors. Future work must focus 
on identifying and modifying factors responsible for dispar-
ities between different types of providers caring for patients 
and investigating barriers preventing certain categories of 
patients from undergoing appropriate screening.

Patient and provider factors impacting colorectal cancer screening rates

BOWEL REST WITH TOTAL PARENTERAL 
NUTRITION (TPN) AS AN ALTERNATIVE TO 
DIVERTING LOOP ILEOSTOMY IN HIGH-RISK 
COLORECTAL ANASTOMOSIS.

ePoSter aBStraCtS eP248

m. Kryzauskas, t. Poskus
Vilnius, Lithuania

Purpose/Background: Various intraoperative tests 
reduce the risk of postoperative anastomotic leakage; 
however, the incidence remains high. diverting loop ileos-
tomy mitigates the damage if anastomotic leakage occurs, 
however, it has complications, reduces quality of life, and 
requires an additional operation.

Hypothesis/Aim: temporary bowel rest with total 
parenteral nutrition could safely replace an ileostomy 
formation in high-risk left-sided colorectal anastomoses.

Methods/Interventions: Consecutive patients under-
going elective left-sided colorectal resection with high-risk 
primary anastomosis were offered an opportunity to partici-
pate. all the patients were at high risk of postoperative al, 
and a diverting loop ileostomy would have been created 
in our typical practice. this practice change included 
no preventive loop ileostomy formation and bowel rest 
with tPn for the first seven days. all patients agreed to 
bowel rest and tPn and daily monitoring and conversion 
to ileostomy if necessary. a central vein catheter was 
placed for all patients during intraoperative anesthesia. 
Patients were administered standard tPn for the first 
seven days after the surgery. C-reactive protein (CrP), 
electrolytes, and complete blood count tests were moni-
tored daily. Patients were allowed to drink and eat liquid 
food, and the tPn was finished on the eighth day after the 
surgery. the primary outcome of the study was al rate. 
Secondary outcomes included postoperative morbidity 
rate and tolerance parameters of tPn. in addition, post-
operative complications were graded by the Clavien-dindo 
classification.
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Results/Outcome(s): Six patients were included in the 
study. the details of the patients and tPn indications 
are described in table 1. there was no postoperative 
al detected. two patients had elevated CrP during the 
parenteral nutrition period. Chest, abdomen, and pelvic 
computed tomography scans were performed, and al 
was not confirmed in these patients. these two patients 
developed grade ii Clavien-dindo complications: one 
patient suffered postoperative fever, where blood and urine 
tests and cultures were negative, and the other developed 
wound seroma requiring drainage. intravenous antibiotics 
were prescribed, and inflammatory markers normalized. 
the postoperative course was uneventful for the other four 
patients. all patients tolerated tPn.

Limitations: Single centre small patient number feasi-
bility series.

Conclusions/Discussion: Bowel rest with total paren-
teral nutrition may be a feasible option in high-risk left-
sided colorectal anastomosis and a possible alternative to 
a preventive loop ileostomy. However, further studies are 
necessary to evaluate its clinical significance.

ARE SYNCHRONOUS SEGMENTAL 
COLECTOMIES SAFE? AN ACS-NSQIP 
DATABASE ANALYSIS.

ePoSter aBStraCtS eP249

F. abdul raheem1, S. lachance2, d. marinescu1, 
a. Pang1, J. Faria1, n. morin1, C. Vasilevsky1, 
m. Boutros1

1Montreal, QC, Canada; 2Laval, QC, Canada

Purpose/Background: Synchronous colonic neoplasms 
are present in up to 5% of patients during primary colon 
cancer diagnosis. Guidelines recommend either synchro-
nous segmental colectomies (SSC) or total colectomy 
(tC) as acceptable operative options.

Hypothesis/Aim: the aim of this study was to assess 
30-day major morbidity and mortality in patients under-
going SSC in comparison to tC.

Methods/Interventions: Following institutional review 
board approval, all adult patients (age > 18) who underwent 
synchronous segmental resections and total colectomies 
for malignant or benign neoplasms from 2005-2018 were 
identified from the american College of Surgeons national 

Surgical Quality improvement Program (aCS-nSQiP) 
general and colectomytargeted datasets. Patients who 
underwent emergency surgery, total colectomy with end 
ileostomy, Hartmann’s procedure, and patients with low 
pelvic anastomosis were excluded from analysis. the 
primary outcome was 30-day major morbidity. Secondary 
outcomes included re-operation, length of stay (loS), 
readmission and mortality. multivariable logistic regression 
modelling was used to study the association between SSC/
tC and the outcomes of interest.

Results/Outcome(s): of 5724 patients with synchro-
nous colonic neoplasms, 1405 (24.5%) underwent SSC. 
Patients were similar in sex, Bmi and functional status 
(p>0.05) (table 1). SSC patients were less likely to be 
smokers (16.4% vs 20.9%; p<0.001), on steroids (2.8% 
vs. 4.7%; p=0.002) and aSa 1/2 (aSa 1 1.9% vs 2.6%, 
aSa 2 34.7% vs. 40.7%; p<0.001). diagnosis distribu-
tion between the two groups was significantly different  
(p < 0.001), SSC being performed more frequently 
for either cecal (12.4% vs. 6.5%) or ascending colon 
neoplasms (15.3% vs. 10.7%). twenty eight percent of 
procedures were performed for benign colonic neoplasms. 
Patients with SSC had a decreased unadjusted rate of  
30- day major morbidity (17.4% vs. 21.3%; p=0.002), 
organ/space SSi (4.3% vs.6.3%; p=0.005), return to 
or (5.7% vs. 7.6%; p=0.016), loS (8.0 vs. 8.8 days; 
p=0.001), and operative time (189.9 vs. 231.7 min; 
p=0.001). no statistically significant differences were 
found for unadjusted readmission rates (7.3% vs 11.6%) 
and 30-day mortality (1.9% vs. 1.9%). on multivariate 
logistic regression, differences in 30-day major morbidity 
remained significant when adjusted for confounders  
(or 0.787, 95% Ci 0.632 -0.979).

Limitations: this study is limited by its retrospective 
design and the inherent biases associated with the use of a 
large multiinstitutional database.

Conclusions/Discussion: Synchronous segmental 
colectomies is safe and was associated with significantly 
decreased risk-adjusted 30-day major morbidity compared 
to those who underwent total colectomies in patients with 
synchronous colonic neoplasms.
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INTRAOPERATIVE USE OF INDOCYANINE 
GREEN (ICG) FLUORESCENCE IMAGING 
TO REDUCE THE RISK OF ANASTOMOTIC 
LEAKAGE: RESULTS OF OUR SINGLE-CENTER 
10-YEAR EXPERIENCE.

ePoSter aBStraCtS eP250

Z. Garoufalia, e. Politaki, S. Panousopoulos, d. Paradellis, 
P. lazaridis, S. mavrantonis
Athens, Greece

Purpose/Background: iCG guided surgery provides an 
objective way to evaluate anastomosis perfusion. Some 
phase ii trials confirmed the feasibility of this procedure. 
However, randomized controlled trials, were either termi-
nated prematurely or failed to demonstrate a significant 
reduction in anastomotic leaks.

Hypothesis/Aim: to assess whether iCG use can 
reduce leak rates in colon surgery

Methods/Interventions: retrospective study of all 
patients who underwent left, right or subtotal colectomy 
with primary anastomosis in a single colorectal department 
by one surgeon, between 2010 - 2021. intraoperative use 
of iCG started in 2016. Patients who underwent rectal 
resection or received simultaneous diverting stoma were 

excluded as well as patients receiving colectomy as part 
of debulking operation for ovarian carcinoma. Patients’ 
demographics, operative data, use of iCG and pathology 
results were reviewed and analyzed. Chi-square or Fisher’s 
exact test, when appropriate, was used for categorical 
factors and logistic regression analysis for multivariate 
analysis. a p value<0.05 was statistically significant. SPSS 
software (SPSS 16. inc. Chicago, il) was used for the 
statistical analysis.

Results/Outcome(s): two hundred and nine patients 
(46.9 % females) were included in the analysis with a 
mean age of 67.89 years (Sd 13.47). Fifty-seven per cent 
of the included patients underwent right colectomy, 40.7% 
left colectomy and 2.3% subtotal colectomy. most of the 
patients (64.6%) were operated for cancer. laparoscopy 
was utilized in 90.4% of the study population. iCG was 
used in 35% of the operations. there were 12 (5.7%) als 
overall, that required re-operation. Subtotal colectomies 
had significantly higher al rates than right and left colec-
tomies (p=0.0001). also, leak rates were significantly 
lower in the iCG group (1.36%) than in the no iCG group 
(8%) (p=0.046). in multivariable analysis the two inde-
pendent risk factors for anastomotic leak were the lack 
of iCG use intraoperatively (p=0.035) and the type of 
colectomy (p=0.03).

Limitations: retrospective, single center study
Conclusions/Discussion: the intraoperative use of 

iCG appears to protect from anastomotic leaks in colon 
surgery.

HISTOPATHOLOGIC FEATURES AND 
SURVIVAL OF RIGHT- VERSUS LEFT-SIDED 
EARLY-ONSET COLORECTAL CANCER.

ePoSter aBStraCtS eP251

m. Good, m. mankarious, n. eng, a. Kulaylat, 
n. Jeganathan, m. deutsch, W. Koltun, J. Scow
Hershey, PA

Purpose/Background: the incidence of early-onset 
(<50 years) colorectal cancer is increasing. although left-
sided tumors are more common, right-sided cancer in this 
population confers a poorer prognosis.

Hypothesis/Aim: the purpose of this study is to 
compare histopathologic features and survival in sporadic 
early-onset right- and left-sided colorectal cancers.

Methods/Interventions: a retrospective review was 
performed on all patients <50 years of age diagnosed 
with sporadic stage iii colorectal cancer between 2000 
and 2019 at a single tertiary care institution. Colorectal 
cancer location was divided into right-sided (cecum to 
the splenic flexure) and left-sided (descending colon to 
rectum). demographics, tumor characteristics, treatment 
modalities, date of last contact, vital status, and date of 
recurrence was collected. Chi-square and Fishers exact test 
were used to examine differences in categorical variables 
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by cancer site. Whitney-mann-u tests were used for 
continuous variables. the Kaplan-meier method was used 
to evaluate overall survival by cancer site. P values < 0.05 
were considered statistically significant.

Results/Outcome(s): Between 2000 and 2019, a total of 
98 patients ages 20-49 underwent resection for colorectal 
cancer, with a predominance of left-sided (76%) tumors. 
the majority of patients were white (92%) and male 
(53%). the median age at diagnosis was 44 years with 
78% diagnosed between 40-49 years. the predominant 
histology was adenocarcinoma (86%). right-sided cancers 
more commonly had mucinous histology (21% vs. 5%,  
P = 0.008), signet ring features (13% vs 3%, P = 0.008), 
microscopic perforation (17% vs 1%, P = 0.012), and 
higher sub-stage at diagnosis (46% vs. 32% stage 3C,  
P = 0.008). neoadjuvant therapy was more common in 
left-sided tumors (36% vs 4%, P = 0.002). there was no 
difference in age, sex, race, differentiation status, tumor 
grade, margin involvement, lymphovascular invasion, peri-
neural invasion, tumor deposits, lymph node status, or 
treatment with adjuvant chemotherapy. recurrence rates 
and sites of metastases were similar between right- and 
left-sided tumors. 5-year overall survival was significantly 
poorer in right-sided tumors (50% vs 78%, P < 0.001, 
Figure 1).

Limitations: retrospective review at a single institution.
Conclusions/Discussion: Stage iii right-sided sporadic 

early-onset colorectal cancer is associated with worse 
overall survival than left-sided tumors despite similar 
local and distant recurrence rates. a higher proportion of 
mucinous and signet ring histology and higher sub-stage at 
diagnosis may be contributing factors. While these results 
allow for improved prognostic counseling, more studies 
are required to determine whether this patient population 
would benefit from additional treatments, namely neoad-
juvant chemotherapy.

Kaplan-meier curves for overall survival in right- and left-sided sporadic 
early onset colorectal cancers

COVID-19 AND COLORECTAL ONCOLOGICAL 
SURGERY. EXPERIENCE IN A HIGH 
COMPLEXITY UNIVERSITY HOSPITAL.

ePoSter aBStraCtS eP252

d. moreno, F. navarro, m. Gaete, a. alfaro, J. Vela, 
G. urrejola, r. miguieles, J. larach, a. Zúñiga, J. reyes, 
m. molina, F. Bellolio
Santiago, Chile

Purpose/Background: Perioperative CoVid-19 infec-
tion is associated with an increase in morbidity and 
mortality, in addition to the consequences on surgical 
pathologies due to delays in diagnosis and treatment.

Hypothesis/Aim: the aim of this study it is to describe 
and evaluate the effects of the pandemic on patients 
undergoing colorectal cancer surgery in the uC-Christus 
Healthcare network.

Methods/Interventions: a retrospective observational 
cross-sectional cohort study was made. it was based on the 
review of the admissions and surgical protocols of patients 
operated due to colon and rectal cancer diagnosis between 
03/18/2019 – 03/17/2021 in the uC-Christus Healthcare 
network. Patients with incomplete records and follow-ups, 
recurrences, or endoscopic treatments were excluded. the 
results of patients who were operated before the sanitary 
restrictions were compared with those who were operated 
afterwards (03/18/2020). the variables of sex, age, date 
of surgery, procedure, approach, tumor location, tnm, 
biopsy, pathological stage, presence of neoadjuvant and/
or adjuvant, cause of mortality, emergency admission, 
and ostomy requirement were recorded in a database. 
the descriptive and analytic statistics of the results were 
analyzed using the microsoft SPSS-Statistics21 program. 
Proportions were compared with the Chi2 test and Fisher’s 
exact test in variables whose frequency was less than 5.

Results/Outcome(s): one hundred seven records were 
included in the first period (79 colon and 28 rectal tumors) 
and 134 in the second (100 colon and 34 rectal tumors), 
with no significant differences between the number of 
patients nor the distribution by sex in both periods. in 
the colon tumors group, there were no significant differ-
ences between the groups of patients with early-stage 
(17), locally advanced (118), and metastatic (44) tumors 
between both periods. nineteen patients (10.6%) under-
went emergency surgery, 36 patients (20.1%) required an 
ostomy to be performed without significant differences in 
both periods. at the rectum tumor group, there were no 
significant differences concerning sex, nor pathological 
stage, where 17 (26.9%) were in the initial stages, 29 
(46%) locally advanced, and 17 (26.9%) were metastatic. 
the laparoscopic approach was preferred in all tumor 
groups, requiring conversion in 6 (4.65%) colon tumor and 
1 (2.17%) rectal tumor cases. no mortalities were recorded 
30, 60, nor 90 days after surgery.
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Limitations: among the limitations of our study is a 
selection bias, since it was carried out only in one insti-
tution, so the results obtained here are not necessarily 
extrapolated to the general population.

Conclusions/Discussion: in patients operated in the 
oncology program of the Healthcare network, there were 
no significant differences regarding the number of operated 
patients, their pathological stage, mortality, or approach in 
the compared periods.

IMPACT OF RACE AND SOCIOECONOMICS ON 
STAGE 4 COLORECTAL CANCER SURVIVAL.

ePoSter aBStraCtS eP253

J. Cheong, r. Gunter, J. Vu, d. liska, e. Gorgun, 
S. Steele, m. Valente
Cleveland, OH

Purpose/Background: Survival of stage 4 colorectal 
cancer patients has improved, but it is unknown whether 
this improvement has been experienced by patients of all 
races.

Hypothesis/Aim: the aim was to compare survival of 
stage 4 colorectal cancer in patients of different races.

Methods/Interventions: a prospective cancer database 
of stage 4 colorectal cancer patients at a large, multi- 
hospital academic center from 2015-2019 was retrospec-
tively analyzed. median income was calculated using 
a 2018 census database using the patient’s zip code.  
a univariable survival analysis of race was performed using 
a log-rank mantel-Cox test. a multivariable Cox propor-
tional hazard model of survival was used to adjust for race, 
median income, age, sex, the presence of lung metastases, 
colon vs rectal cancer, and chemotherapy.

Results/Outcome(s): From 2015-2019, 992 patients 
with stage 4 colorectal cancer were identified [median 
age 62 years (interquartile range: 53-73)]. 145 (14.6%) 
patients were Black, 822 (82.9%) were White, and 25 
(2.5%) were other races (asian, latino, Pacific islander). 
there were no differences in sex, age at diagnosis, colon 
versus rectal cancer, presence of lung metastases, or rate 
of operation between Black and non-Black patients. the 
median income was significantly lower in Black compared 
to non-Black patients ($40990 vs $61599, p<0.001). the 
overall survival of stage 4 colorectal cancer patients at 1, 
3, and 5 years was 73.7%, 43.0%, and 30.7%. on univari-
able analysis, the overall survival of Black patients was 
significantly worse than non-Black patients (p=0.04). the 
median survival for Black patients with stage iV colorectal 
cancer was 22.6 months compared to 28.9 months for 
non-Black patients. For Black patients, the 1, 3, and 5-year 
survival was 66.8%, 36.8%, and 23.8% compared to 74.8%, 
44.2%, and 31.8% for non-Black patients. this racial 
disparity was also observed for colon cancer, with median 
survival of 17.7 months for Black patients versus 25.7 
months for non-Black patients (p=0.01). no difference 

was observed for rectal cancer. on multivariate analysis, 
when adjusted for median income, race was no longer 
a significant predictor of decreased survival (table 1).  
Factors associated with decreased survival included 
increased age at diagnosis, colon cancer, and the presence 
of lung metastases.

Limitations: retrospective, single-institution study.
Conclusions/Discussion: When adjusted for median 

household income, race was no longer a significant 
predictor of decreased survival in stage 4 colorectal cancer. 
Future work should attempt to understand how socioeco-
nomic status, access to care, and other social determinants 
of health influence survival in order to address observed 
disparities.

CLINICOPATHOLOGIC CHARACTERISTICS 
AND SURGICAL OUTCOMES OF PATIENTS 
WITH EARLY-ONSET COLORECTAL 
CARCINOMA: AN ANALYSIS OF THE 
NATIONAL CANCER DATABASE.

ePoSter aBStraCtS eP254

V. nfonsam, m. Khurrum, m. Hamidi, a. Cruz
Tucson, AZ

Purpose/Background: the incidence of early-onset 
(<50 years of age) colorectal cancer (CrC) is increasing.

Hypothesis/Aim: the aim of this study was to evaluate 
the clinicopathologic characteristics, and to analyze the 
outcomes of patients with early versus late onset CrC who 
underwent surgery.

Methods/Interventions: a 14-year review (2004-2017) 
of the national Cancer database was performed. Patients 
diagnosed with CrC who underwent surgery were iden-
tified. Patients were stratified into early-onset CrC and 
late-onset CrC. Baseline patient characteristics, tumor  
characteristics and adjunctive treatment modalities used 
were analyzed. outcome measures included post-surgery 
in-hospital length of stay, 30-day readmissions, 30-day 
mortality, and 90-day mortality. multivariate logistic 
regression was performed.

Results/Outcome(s): a total of 1,038,056 patients 
were analyzed. overall, 126,855 (12.2%) of patients had 
early-onset CrC. Patients with early-onset CrC were 
more likely to be Black, Hispanic, have higher house-
hold income, less comorbidities, and live in metropolitan 
counties. additionally, early-onset CrC was more likely 
to present with mucinous or signet ring histology, invasive 
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behavior, advanced-stage disease, lymphovascular inva-
sion, and rectal origin. Patients with early-onset CrC were 
more likely to be given adjunctive treatment modalities 
including radiation, immunotherapy, chemotherapy, and 
surgical procedures other than of the primary site (table 1).  
after adjusting for differences in patient and tumor char-
acteristics, and adjunctive treatment modalities, early-
onset CrC had a higher odds ratio for 30-day readmission 
(or 1.08, Ci 1.05-1.10), and lower odds ratios for 30-day 
mortality (or 0.37, Ci 0.34-0.40) and 90-day mortality 
(or 0.47, Ci 0.43-0.49) compared to late-onset CrC 
(table 2 and 3).

Limitations: the limitations of this study are attributed 
to the retrospective nature of the analysis, the effect of 
unmeasurable confounding factors and erroneous database 
entries. due to the retrospective nature of the study, we 
can only demonstrate an association and not necessarily 
causality. differences among contributing institutions with 
respect to pathologic analysis and interpretation is another 
limitation to the study.

Conclusions/Discussion: racial, ethnic and socioeco-
nomic disparities exist among patients with early-onset 
CrC as compared to those with late-onset CrC. early-
onset CrC is associated with more aggressive tumor 
characteristics, and increased use of adjunctive therapy 
alongside surgery. despite having more aggressive disease, 
patients with early-onset CrC tend to have better survival 
after surgery.

AM – A CASE STUDY.
ePoSter aBStraCtS eP255

C. Schardein, G. thakkar, r. amajoyi
Kansas City, MO

Purpose/Background: there is strong evidence for 
neoadjuvant chemotherapy in the setting of colon malig-
nancy with liver metastasis. With Ct evidence of appen-
diceal obstruction and dilation secondary to the cecal 
mass the risk of pending appendiceal perforation must be 
considered against neoadjuvant therapy

Hypothesis/Aim: right hemicolectomy in cecal adeno-
carcinoma with liver metastasis is appropriate and indi-
cated prior to neoadjuvant chemotherapy in the setting of 
appendiceal orifice obstruction

Methods/Interventions: Patient is an otherwise healthy 
61 year old male with previous benign screening colo-
noscopy 10 years prior who presented to the emergency 
room with 1 episode of hematochezia and right lower 
quadrant pain. Ct with evidence of 6 cm by 5 cm 
cecal mass with liver metastasis and appendiceal dilation 
secondary to orifice obstruction. Colonoscopy with biopsy 
and Ct guided liver biopsy performed and consistent with 
colon adenocarcinoma with metastasis to the liver. Stage 
t4an2bm1a. multidisciplinary discussions had regarding 
operative intervention prior to neoadjuvant therapy in the 
setting of potential appendiceal rupture and patient was 
taken for formal robotic right hemicolectomy.

Results/Outcome(s): Patient tolerated the procedure 
well and was discharged on post op day 3 after tolerating a 
regular diet and having return of bowel function. Patient 
did return to the emergency room on postoperative day 
12 for postoperative hematochezia and his lovenox was 
discontinued. Bleeding resolved without intervention. 
unfortunately the patient then sustained two separate 
CVas which resolved without residual deficit. now under-
going chemotherapy with FolFoX, planned for avastin.

Limitations: this is a single case study of an individual 
with right sided cecal adenocarcinoma with appendiceal 
obstruction.

Conclusions/Discussion: in a specific patient popu-
lation, the risks of awaiting completion of neoadjuvant 
therapy may supersede the benefit. our patient benefited 
from right hemicolectomy prior to neoadjuvant chemo-
therapy in the setting of acute appendicitis secondary to 
obstructing cecal mass and now continues to progress 
through his oncologic course.

FINANCIAL AND OCCUPATIONAL IMPACT OF 
LOW ANTERIOR RESECTION SYNDROME: A 
QUALITATIVE STUDY.

ePoSter aBStraCtS eP256

y. levin, n. al Busaidi, m. demian, a. Pang, 
C. Vasilevsky, F. rajabiyazdi, m. Boutros
Montreal, QC, Canada

Purpose/Background: low anterior resection syndrome 
(larS), a sequela of restorative proctectomy, is known to 
impact quality of life. limited studies have explored the 
effect on patient’s finances and occupation.

Hypothesis/Aim: our goal was to explore the enduring 
impact of larS-driven financial and occuptional burden.

Methods/Interventions: after institutional board 
approval, a qualitative study was conducted at a single 
tertiary care center using semi-structured interviews with 
rectal cancer survivors. Participants were selected from a 
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previous study done by our group that identified these indi-
viduals to have experienced financial burden. Furthermore, 
paticipants diagnosed with rectal cancer below the age of 
retirement were prioritized in the selection process. during 
the screening process it was confirmed that the selected 
participants had been working prior to their rectal cancer 
diagnosis and also were identified to have major larS 
based on previous investigation. open-ended interview 
questions were developed to explore the financial and 
occupational impacts of major larS. transcribed inter-
views were coded independently by two trained researchers 
and the identified themes were refined iteratively based on 
continuing discussions with all investigators.

Results/Outcome(s): a total of 7 participants were 
recruited to participate. the median age at rectal cancer 
diagnosis was 53 (iQr 12.5) years; 5 of the participants 
(71%) were female. Patient interviews revealed three over-
arching topics with key themes (table 1). 1) Coping with 
larS symptoms impacts daily routine and makes a return 
to work challenging. the key themes were: daily activ-
ities are more difficult while dealing with larS; larS 
symptoms are mentally straining; and family/social support 
is one the most important components of dealing with 
larS-induced stress. 2) the inability to return to work 
creates a difficult financial situation. the key themes were: 
financial stress and strain are important sequelae of major 
larS; and larS forced an occupational adaption that is 
hard to accommodate. 3) Patients experience inadequate 
access to services while coping with larS and financial 
distress. the key theme was: limited access to necessary 
services is an important barrier to overcoming/living with 
major larS.

Limitations: disagreements between coders were 
resolved through discussions and the utilization of statistical 
testing such as inter-coder reliability was not performed. a 
larger sample with participants from multiple institutions 
would allow a broader view of patients’ experiences.

Conclusions/Discussion: rectal cancer sruvivors with 
major larS often experience new financial and occu-
pational burdens. improving access to necessary services 
during survivorship may help lessen the burden of living 
with larS.

DISPARITIES IN PRESENTATION AND 
TREATMENT OF COLON CANCER AS A 
FUNCTION OF RACE.

ePoSter aBStraCtS eP257

a. arroyave, a. antill, m. Casillas, r. rschmocker@
utmck.edu, J. mcloughlin, a. russ
Knoxville, TN

Purpose/Background: the Southeastern region is a 
heterogenous, largely rural, economically disadvantaged 
region of the united States with an increased incidence 
of colorectal cancer (CrC). Colon cancer outcomes in 
the united States have improved over the last decade, 
however, disparate outcomes between races persist.

Hypothesis/Aim: this study aimed to better under-
stand racial disparities in colon cancer diagnosis and 
outcomes in the Southeastern region of the u.S. and to 
evaluate potential causes of these disparities.

Methods/Interventions: this was a population-based 
study. data was gathered from the national Cancer data 
Base from 2005-2017. outcomes analyzed include meta-
static at diagnosis, t stage at diagnosis, 30-day mortality 
following surgery, and all-cause mortality. logistic regres-
sion was used to test for significant associations between 
predictor and outcome variables.

Results/Outcome(s): We identified 185,385 patients 
diagnosed with colon cancer in the South atlantic and 
east South Central regions. Variables associated with 
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higher odds of presenting with metastases include black 
race (adjusted odds ratio (aor) 1.264 (p=0.001) and 
medicaid (aor 1.176 (p=<0.001). the odds of mortality 
within 30 days of surgery were significantly decreased 
among Hispanics, privately insured individuals, and indi-
viduals with higher education. at all stages, Hispanics 
demonstrated significantly improved all-cause mortality. 
Significantly improved all-cause mortality was seen with 
individuals with private insurance, higher income, and 
higher education.

Limitations: this study was limited by its retrospec-
tive design. additionally, the problem being addressed 
herein is highly complex and multifactorial and thus the 
question of the root cause of these inequities is difficult to 
answer through the scope of the few variables which were 
analyzed. importantly, specific screening and treatments 
between cohorts within our population is an important 
variable which was not included in our analysis.

Conclusions/Discussion: in this study, Black race was 
significantly associated with higher odds of presenting 
with metastases; however, stage specific outcomes were 
not significantly different than with white individuals. 
Hispanic individuals demonstrated higher rates of t4 
disease, but improved outcomes[mJm1] compared to 
whites. the racial disparities in colon cancer may be 
further addressed by initiatives to improve trust and 
engagement in the medical system for all minorities and 
provide education and improved access to promote a wider 
adoption of appropriate and timely screening.

RACIAL DISPARITIES WITHIN THE SAME 
SOCIOECONOMIC AND EDUCATIONAL 
STATUS IN A COLON CANCER POPULATION.

ePoSter aBStraCtS eP258

B. Halimeh, J. Hall
Boston, MA

Purpose/Background: racial disparities in access to 
healthcare is a well-established phenomenon. the majority 
of the literature on this topic compare race across different 
socioeconomic and educational statuses. Seldom do they 
compare different races within the same socioeconom-
ic-educational status (SeS).

Hypothesis/Aim: We hypothesized that racial dispar-
ities exist within the same SeS will have an increase in 
overall mortality for racial minorities.

Methods/Interventions: a retrospective study was 
conducted using data obtained from the national Cancer 
database. inclusion criteria were patients who only had 
a colonic tumor, Stage 0 to iii, based on the traditional 
american Joint Committee on Cancer staging system. 
exclusion criteria were patients who were 65 years or 
older or if they had another tumor in another body 
system. Patients were then grouped by race. median 
income and high school education were used to determine 

socioeconomic and educational status, respectively. Both 
variables were composited together to form one variable 
taking into account both socioeconomic and educational 
status. Continuous variables were compared using Kruskal-
Wallis test and nominal variables were compared by 
Chi-Square. Variables were then inserted into a multiple 
regression model to test for significance.

Results/Outcome(s): 39,295 patients were included in 
the analysis, 29,522 were non-Hispanic White (nHW), 
6733 were african american (aa) and 3040 were 
Hispanic White (HW). the median number of days for 
aas and HWs to begin systemic therapy or chemotherapy 
was significantly higher than nHW (p<0.001), but was less 
to first surgical procedure (p<0.001). using the composited 
variable for both socioeconomic and educational status, 
and nesting each individual variable to form an interaction 
term, a multiple logistic regression model to a calculate 
overall mortality demonstrated a greater risk for aas  
(or = 1.141, 95% Ci [1.071, 1.216]), but not for HWs 
(or = 0.704, 95% Ci [0.638, 0.778]).

Limitations: limitations we faced were that the nCdB 
database only includes patients from 2004 to 2018. 
Furthermore, socioeconomic and educational statuses are 
based on where the patient lives by zip code, not based on 
them individually.

Conclusions/Discussion: While there are differences in 
degrees of racial disparities between racial minorities when 
compared within the same socioeconomic and educa-
tional classes, they have a profound effect on mortality, 
especially in the african american community. Further 
research is required to identify gaps in healthcare and 
access to healthcare to develop interventions, specific to 
each community, to produce a measurable effect to dispel 
these disparities.

MINIMALLY INVASIVE COLECTOMIES CAN 
BE PERFORMED WITH SIMILAR OUTCOMES 
TO OPEN COUNTERPARTS FOR COLORECTAL 
CANCER EMERGENCIES: A PROPENSITY SCORE 
MATCHING ANALYSIS UTILIZING ACS-NSQIP.

ePoSter aBStraCtS eP259

Z. Gajic, e. esen, V. dogru, e. assouline, K. Calugaru, 
J. Chang, m. Grieco, F. remzi
New York, NY

Purpose/Background: the safety and feasibility of mini-
mally invasive surgery (miS) in the setting of colorectal 
cancer emergencies have been debated.

Hypothesis/Aim: We aimed to compare postoperative 
outcomes of miS with open techniques in the setting 
of colorectal cancer emergencies from the aCS-nSQiP 
database.

Methods/Interventions: We included patients under-
going colectomy for colorectal cancer emergency between 
2012-2017 from the aCS-nSQiP dataset. analyses were 
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performed with intention to treat. We compared short-
term morbidity, mortality, histopathologic outcomes and 
secondary outcomes for miS vs open colectomies using 
propensity score matching. We also evaluated the trends of 
miS versus open colectomies using linear regression analysis.

Results/Outcome(s): We included a total of 3243 
patients (open, n=2444; miS, n=799). rates of miS for 
early tumors (n0 and t1/t2, n=168) had no significant 
change over a 5-year period (p=0.43, rate=-0.2%/year), 
however utilization of miS for late tumors (n1 or t3/t4, 
n = 2526) increased by 2.5% per year (p=0.015). We 
included 1318 patients for our postoperative outcome anal-
yses after matching (open, n=659; miS, n=659). Within 
the matched cohort, mortality was significantly higher in 
the open group (open, 8.95% vs miS, 4.25%, p=0.028). 
anastomotic leak rates were comparable between two 
groups (open, 5.37% vs miS, 5.05%, p=1). Patients rates 
of superficial surgical site infection were comparable (open, 
8.50% vs miS, 6.53%, p=1). Pulmonary complications 
were higher after open surgery (open, 11.08% vs miS, 
5.16%, p=0.004). rates of ileus were significantly higher 
amongst open patients (open, 29.05%, vs miS 21.19%, 
p=0.04). Patients stayed average 2.18 days longer in the 
hospital after open surgery (p<0.001). Surgical margin 
positivity and number of harvested lymph nodes were 
similar (p=1).

Limitations: this study is limited by its short-term 
follow-up. the coding errors in the aCS-nSQiP database 
is another limitation.

Conclusions/Discussion: this study revealed that miS 
was superior to open for postoperative recovery without 
compromising oncological outcomes in selected patients. 
Within the matched cohort, miS was associated with the 
benefits of lower rates of mortality, pulmonary complica-
tions, ileus and shorter postoperative length of stay.

DOES FRAILTY ACCOUNT FOR DISPARITIES 
IN ADMINISTRATION OF ADJUVANT 
CHEMOTHERAPY FOR STAGE III COLON 
CANCER PATIENTS?

ePoSter aBStraCtS eP260

C. Grimes, m. Porterhouse, m. Grunvald, G. Sullivan, 
G. Sittambalam, t. Saclarides, H. Govekar, d. Hayden
Chicago, IL

Purpose/Background: Current standard of care for 
treatment of stage iii colon cancer is adjuvant chemo-
therapy (aC). Patients may be too frail for aC but there 
is no objective standard. Sarcopenia could be a potential 
marker. Studies have shown racial disparities in aC 
administration; unclear if related to frailty.

Hypothesis/Aim: the purpose of this study was to 
identify the prevalence of sarcopenia in stage iii colon 
cancer patients and examine how it relates to patient 
demographics and administration of aC.

Methods/Interventions: retrospective review was 
performed for 87 patients who underwent oncologic resec-
tion for stage iii colon cancer at a single, tertiary care insti-
tution 2011-2018. outcomes included administration or 
delayed administration of aC over 8 weeks from surgery. 
Skeletal muscle indices were obtained using Sliceomatic® 
body composition software. Sarcopenia was defined as a 
skeletal muscle index less than 38.5 in females and 52.4 
in males based on previously defined cutoffs. Statistical 
analysis was performed using r (v4.1.1).

Results/Outcome(s): of the 87 patients, 57.5% were 
female, 52.9% were White and 34.5% were Black. mean 
age was 61.8 (31-89). over half of patients were sarco-
penic (56.3%). no association between sarcopenia and 
gender was found. age was associated with both sarco-
penia (0.009) and with reception of aC (p=0.017). asian 
patients together with those categorized as “other” were 
more likely to be sarcopenic (p=0.04). age was not associ-
ated with race. White patients were more likely to undergo 
aC than other racial/ethnic groups (p= 0.05) even when 
gender and sarcopenia were controlled for in a multilogistic 
regression model. there was no association between demo-
graphics or sarcopenia and delay in chemotherapy.

Limitations: the study is limited by sample size and 
its retrospective nature allowing for missing data and 
decreasing its generalizability.

Conclusions/Discussion: not surprising, sarcopenia is 
prevalent in stage iii colon cancer and patients, however, 
sarcopenia did not appear to be associated with adminis-
tration of adjuvant chemotherapy. White patients were 
more likely to undergo aC when compared to other racial/
ethnic groups. Since Black patients were neither older or 
more sarcopenic, frailty does not appear to explain why 
Black patients were less likely to have aC; other factors 
must explain this disparity. larger studies are required 
to explain and then address these disparities in order to 
administer more equitable colorectal cancer care.

TRENDS IN ILEOSTOMY-RELATED EMERGENCY 
DEPARTMENT VISITS FOR RECTAL CANCER 
PATIENTS.

ePoSter aBStraCtS eP261

n. Caminsky, d. marinescu, a. Pang, C. Vasilevsky, 
m. Boutros
Montreal, QC, Canada

Purpose/Background: many rectal cancer patients with 
diverting loop ileostomies (dlis) will experience stoma-re-
lated complications that result in emergency department 
(ed) visits as well as admission.

Hypothesis/Aim: to describe trends in ed visits and 
admissions for ileostomy-related complications over time.

Methods/Interventions: We used the nationwide 
emergency department Sample (nedS) database to iden-
tify adult patients with a primary rectal neoplasm (iCd9/10 
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codes) who visited the ed with an ileostomy-related 
complication from 2006-2018. Patients were excluded if 
they died in the ed, were transferred to another facility, 
left against medical advice, or were discharged with an 
unknown destination. Patients were grouped based on 
whether they were admitted or discharged home. main 
outcome measures were rate of dli closure (for those 
admitted) and total hospital cost (cost for ed care ± cost 
for inpatient care). multivariate linear regression was used 
to identify risk factors for admission.

Results/Outcome(s): of the 13,274 patients with rectal 
cancer visiting the ed for ileostomy-related complications 
who met inclusion criteria, 11,368 (85.64%) were admitted 
to hospital, while the remainder were discharged home 
from the ed. From 2006-2018, we observed a significant 
decline in the percentage of patients admitted from the ed 
with ileostomy-related complications, from 90.4% (95%Ci 
89.2-91.5%) to 81.3% (95%Ci 80.1-82.5%) (Figure 1). 
admitted patients were more likely to be older (66.3±13.6 
vs 61.9±13.7 years, p<0.001), on medicare (56.9 vs 44.2%, 
p<0.0001), have mental health disorders (10.7 vs 4.2%, 
p<0.0001) and recent weight loss (19.5 vs 3.3%, p<0.0001), 
and less likely to have private insurance (25.2 vs 35.7%, 
p<0.0001). acute renal failure/dehydration was the most 
common reason for both ed visits (80.7%) and admission 
from the ed (89.2%). nearly all patients admitted to the 
hospital left without having their stoma closed (99.2%). 
multivariate analysis identified that metastatic disease 
(or=2.77, 95%Ci 2.44-3.13), mental health disorders 
(or=2.52, 95%Ci 1.99-3.20), anemia (or=2.62, 95%Ci 
2.16-3.18), and obesity (or=1.75, 95%Ci 1.29-2.37) were 
the strongest predictors associated with emergent admis-
sion. the portion of cost associated with care in the ed 
was significantly higher for patients discharged from ed 
($6,279.88 ± $7,576.84 vs $1,895.9 ± $1,456.62, p<0.001). 
total hospital cost (ed care + inpatient care) was greater 
for admitted patients ($47,044.40 ± $63,199.98).

Limitations: this study is limited by its retrospective 
nature and design of the nedS database in that patients 
could have been included more than once given that ed 
visits are tracked by calendar year.

Conclusions/Discussion: there is a substantial portion 
of rectal cancer patients admitted from the ed with ileos-
tomy-related complications, placing an important burden 
on the health care system. new approaches are needed to 
prevent and better address this issue.

CLINICOPATHOLOGIC FEATURES AND 
SURGICAL OUTCOMES OF EMERGENCY 
VERSUS ELECTIVE COLON CANCER SURGERY.

ePoSter aBStraCtS eP262

a. manching, J. ayuson, r. Cabantac, G. marañon
Taguig, Philippines

Purpose/Background: about 15-30% of colon cancer 
surgeries are performed as emergency during hospitaliza-
tion. emergency surgeries are associated with poor periop-
erative outcomes with higher morbidity and mortality. 
Poor outcomes are reported to be affected by aggressive 
tumor pathology and advanced tumor stage.

Hypothesis/Aim: this study aims to differentiate the 
clinical and histopathologic features of elective and emer-
gency colon cancer surgeries and determine their periop-
erative outcomes.

Methods/Interventions: this is a retrospective cohort 
study of 148 colon cancer surgery cases done in a single 
tertiary hospital in 2017-2019. of which, 104 (70%) were 
elective surgeries and 44 (30%) were emergency cases. 
Clinical and histopathologic data were compared between 
elective and emergency surgeries. the main outcomes 
identified were perioperative morbidity, iCu transfer, 
30- day readmission, 30-day reoperation and perioperative 
mortality.

Results/Outcome(s): emergency colon cancer patients 
commonly present with symptoms of obstruction (n=34, 
P <0.001), bleeding (n=11, P 0.004) and anemia (n=9 
P 0.22). they generally have higher t (primary tumor) 
stage, mostly t3 and above (P 0.008) whereas elective 
cases have lower t stage. tnm stage (P 0.163), regional 
lymph node metastasis (P 0.287) and distant metastasis  
(P 1.00) are similar for both elective and emergency. 
Presence of perineural growth (P 0.002) is the only histo-
pathologic feature significantly associated with emergency 
surgeries. emergency colon cancer surgeries pose a higher 
risk of adverse perioperative events based on the Clavien 
dindo classification (P 0.006), risk for iCu transfer  
(P 0.004), and mortality rate (P 0.028).
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Limitations: the limitations in this study is it is done 
retrospectively in collecting the data on patients and 
outcomes. in the study, the following were varied and not 
controlled, performing surgeons, pathologists and radiolo-
gists involved in all the cases used. a follow-up in 2 to 5 
year is recommended to determine recurrence, disease free 
survival and overall survival of patients.

Conclusions/Discussion: emergency surgeries in colon 
cancer is associated with advanced depth of primary tumor 
and aggressive histopathology, and it has a higher risk for 
poor outcomes including perioperative adverse events, 
iCu transfer and death.

ELUCIDATING THE RELATIONSHIP BETWEEN 
THE PRESENCE AND GRADE OF TUMOR 
BUDDING AND CLINICAL OUTCOMES IN 
COLORECTAL CANCER.

ePoSter aBStraCtS eP263

S. rangarajan, d. luebbers, a. Klipfel, l. Wang, 
S. andrea
Providence, RI

Purpose/Background: tumor budding in colorectal 
cancer appears to be a result of a biologic change to the 
microenvironment which is initiated by an epithelial 
mesenchymal transition. Studies suggest these cells may 
be the source of metastatic lesions. the effect of tumor 
budding on clinical outcomes remains unclear.

Hypothesis/Aim: the objectives of our study are to 
evaluate the association between tumor budding and 
recurrence or overall survival, and assess whether tumor 
stage or lymph node involvement modifies this association

Methods/Interventions: in this historical cohort 
study, we identified 185 patients who underwent surgery 
with colon or rectal cancer at our institution between 
01/01/2015 and 05/01/2021 and followed them until 
death, loss to follow-up, or study end date. We assessed 
reoccurrence and over all survival as a function of tumor 
budding (yes/no) in using weighted competing risk and cox 
proportional hazards models, respectively. We constructed 
sample weights using sociodemographic factors to account 
for confounding by indication.

Results/Outcome(s): Patients with tumor budding 
tended to be older, white, have private insurance, and 
current or former smokers. Clinically, a higher propor-
tion of them exhibited right sided tumors, high tumor 
grades, lymph node involvement, and mSi. overall, 
there was no significant difference in recurrence and 
overall survival in patients with tumor budding relative 
to those without tumor budding. there was a statistically 
significant difference between tumor budding and lower 
recurrence amongst patients with no lymph node involve-
ment. Patients with tumor budding had a 77% lower risk 
of recurrence per year if patient had tumor budding vs. 
no tumor budding (95% Ci: 0.07,0.78). in contrast, those 

with lymph node involvement have an 11% greater risk of 
recurrence per year if patient had tumor budding vs. no 
tumor budding. this was not statistically significant in our 
study; however, the magnitude and direction of the associ-
ation trended towards significance.

Limitations: our study is limited by the overall size of 
the cohort and the evaluation of patients that came to a 
single center for treatment over the given time period.

Conclusions/Discussion: our study indicates tumor 
budding is associated with right sided tumors, mSi, high 
grade and lymph node involvement. our results suggested 
that patients with tumor budding but no lymph node 
involvement had a significantly lower recurrence rate in 
contrast to those with tumor budding and lymph node 
involvement, in whom the trend was towards a higher 
recurrence rate. our study reinforces the notion that 
colorectal cancer is a heterogenous disease process and the 
overall treatment should be individualized. tumor budding 
may yet play a role in the stratification and risk-adjustment 
of these patient.

VARIABILITY AMONG REVIEWER FEEDBACK 
DURING THE PEER REVIEW PROCESS.

ePoSter aBStraCtS eP264

J. lee1, B. Chapman1, S. Wexner2, K. Behrns3, J. Vogel1
1Denver, CO; 2Weston, FL; 3Leesburg, FL

Purpose/Background: While the peer review process is 
an integral component of publishing scientific research and 
offers benefits to authors and readers, variability in manu-
script scoring has been previously demonstrated.

Hypothesis/Aim: the purpose of the study is to eval-
uate manuscript peer reviews in a surgical journal.

Methods/Interventions: this Colorado multiple 
institutional review Board (ComirB) approved study 
was conducted using redacted blinded de-identified peer 
reviews from colorectal surgery manuscripts submitted 
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to the journal Surgery between 1/2020 and 6/2020. 
manuscript reviews were categorized into 4 groups: 
accept, minor revision, major revision, and reject based 
on the editorial decision on the initial review. reviewer  
recommendations and quantitative and qualitative char-
acteristics of manuscript reviews were assessed. reviewers 
recommended acceptance, acceptance after minor revi-
sion, major revision, or rejection to the editor. the number 
of suggestions made by reviewers in five manuscript char-
acteristics—writing/organization, data collection/methods, 
data analysis/results, tables/figures, and interpretation/
discussion of results—were evaluated.

Results/Outcome(s): a total of 156 reviews of 54 
manuscripts were evaluated. the median number of 
reviewers per manuscript was 3 (range 1 to 5). the initial 
editorial decision was accept, minor revision, major revi-
sion, or reject, in 0, 3 (6%), 7 (13%), and 44 (81%) manu-
scripts, respectively. of the 156 reviews, 11 (7%), 13 (8%), 
62 (40%), and 70 (45%) reviewers recommended accep-
tance, acceptance after minor revision, major revision, and 
rejection, respectively. the reviewers’ recommendations 
were unanimous for 15 (28%) manuscripts: 1 of 3 (33%) 
in minor revision group, 2 of 7 (29%) in major revision 
group, and 12 of 44 (27%) in rejection group (p=0.973). 
the number of reviewer suggestions related to data collec-
tion/methods was associated with less favorable reviews 
(p=0.012), but not writing/organization, data analysis/
results, tables/figures, or interpretation/discussion of results 
(all p>0.05). overall, 9 (17%) manuscripts were accepted 
by the editors.

Limitations: limitations of the current study include 
a relatively small sample size and inclusion of only the 
colorectal surgery manuscript reviews which limits 
generalizability.

Conclusions/Discussion: in this analysis of colorectal 
surgery manuscript peer reviews, the reviewers’ recom-
mendations to the editor were unanimous in less than 
one-third of manuscripts. the lack of unanimity empha-
sizes the importance of the multiple reviews and synthesis 
by the editors of both the reviews and of the submitted 
manuscript. When the reviewers recommended rejection 
of the manuscript, they were more likely to provide sugges-
tions for improvement of the study methods than other 
qualitative suggestions indicating that a poor study design 
is the most important reason for manuscript rejection by 
the editors of Surgery.

PILOT OBJECTIVE STRUCTURED ASSESSMENT 
OF TECHNICAL SKILL (OSATS) CREATION FOR 
LAPAROSCOPIC COLECTOMY.

ePoSter aBStraCtS eP265

K. davis1, J. Barton2, e. Bevier-rawls1, C. leonardi1, 
G. orangio1

1New Orleans, LA; 2Oakland, CA

Purpose/Background: the aBCrS spearheaded a 
technical skill competence assessment for certification, but 
10% demonstrated technical deficiencies. Surgical training 
must prepare learners to perform key procedures

Hypothesis/Aim: We aim to create a simple, easy-
to-use competency assessment tool for laparoscopic right 
colectomy.

Methods/Interventions: Colorectal surgeons from a 
single academic medical center created a list of the crucial 
steps for laparoscopic right hemicolectomy. these steps were 
then used to create scoring rubrics. the competent perfor-
mance of each of the critical steps of the operation were 
defined. each step was scored from 1-3, with 1 denoting 
the task was incompletely or inadequately performed and 3 
denoting the task was competently performed. a score of 2 
indicated some performance gaps. if a step was not intrinsic 
to that particular operation, it was marked as n/a. every 
laparoscopic colectomy was then independently scored by 
two faculty, one assisting the trainee in the performance 
of the surgery and the second, observing. the assessments 
were then analyzed for inter-rater reliability.

Results/Outcome(s): eleven key intra-operative 
steps were identified for competence: 1) Handling of 
small intestine 2) identification of the ileocolic vessels  
3) Skeletonization of the vessels 4) transection of the vessels 
5) dissection behind the ascending colon 6) identification 
and preservation of the duodenum 7) identification of the 
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r branch of the middle colic vessels 8) transection of these 
vessels 9) takedown of the hepatic flexure 10) ensuring 
adequate mobilization of the intestine and 11) identification 
and handling of any vagaries of anatomy and pathology. 
three steps were identified for the competent creation 
of an anastomosis: 1) Proper alignment of intestine 2) 
adequate anastomotic technique and 3) adequate common 
enterotomy closure. eight laparoscopic right hemicolec-
tomies were performed by two colorectal fellows and the 
scoring rubric was filled out by two faculty for each operation 
and preliminary inter-rater analysis performed. the faculty 
found the scoring rubrics simple to use and that it provided 
valuable feedback to the trainee on areas for improvement. 
all the intra-operative steps demonstrated some variance 
except steps 2 and 10. all variance was a difference between 
a score of 1 and 2, or a 2 and 3. the operative steps that 
demonstrated the most variance were Steps 4 and 5.

Limitations: this is a preliminary single institution 
study that reflect the views of four colorectal faculty. 
Further it is unclear if there is faster or improved skill 
acquisition by the learner.

Conclusions/Discussion: it is possible to develop 
scoring rubrics that are easy to use and demonstrates 
good inter-rater validity. the american Board of Colon 
and rectal Surgery (aBCrS) demonstrated technical 
skills deficiencies in graduating colorectal fellows. Clearly 
additional methods of teaching, evaluating, and ensuring 
competency need to be developed and implemented.

ASSESSING THE PREVALENCE OF WORKPLACE 
TELEPRESSURE ON RESIDENT AND 
ATTENDING PHYSICIANS.

ePoSter aBStraCtS eP266

G. Charak, a. Buckley, r. Bradford, J. Patel
Lexington, KY

Purpose/Background: access to electronic medical 
records (emr) and provider communications via mobile 
platforms are greatly valued by healthcare systems. 
Workplace telepressure (WPt) impacts employee well-
being but has not been studied in physicians.

Hypothesis/Aim: Physicians experience a high level of 
WPt through smartphone use during times of leisure.

Methods/Interventions: resident and attending physi-
cians within a single academic center were invited to take 
an online survey using Qualtrics examining 4 concepts: 
WPt, work-related smartphone use (WrSu), boundary 
control (BC), and psychological detachment (Pd). 
respondents were asked a total of 35 questions using a 5 
or 6-point likert scale. Survey measures were aggregated 
by calculating the mean score for the WPt, WrSu, BC, 
and Pd scales. nonparametric mann-Whitney u tests 
were used to compare mean scores on each of the scales 
between internal medicine doctors and surgeons as well 
as between surgical residents and surgical attendings. 
Correlations between scales were then calculated using 
Spearman’s ρ test.

Results/Outcome(s): 102/250 physicians responded to 
our survey. WPt and WrSu were high while BC and Pd 
were low among all respondents. Surgeons had less BC 
than internists with surgical residents experiencing the least 
BC of all. the relationships between the 4 concepts were 
examined. all were found to be highly correlated to one 
another using Spearman’s p test: an increase in WPt, an 
increase WrSu, and a decrease in BC were all statistically 
correlated with a decrease in the ability to achieve Pd. BC 
showed the strongest relationship. (table 1). the ability of 
providers to psychologically detach was low, with complete 
mental freedom from the workplace occurring on monthly 
or less. Providers perceive pressure to immediately respond 
to electronic requests, and often feel they must make them-
selves available for work issues during their leisure time.

Limitations: the response rate may be a result of selec-
tion bias with respondents having a special interest or 
especially strong opinions on these issues of accessibility 
and detachment. most respondents are from surgery; 
therefore, results may not be as generalizable and describe 
the cultural expectations of surgery.

Conclusions/Discussion: accessibility expectations 
and WrSu use during leisure was high amongst all 
providers. Surgery residents are especially vulnerable to 
WPt. this perceived expectation contributes to burnout 
and works counter to wellness programs. it is important to 
understand how the emr, the widespread use of smart-
phones by healthcare providers, and the ability to access 
the emr on mobile devices can impact these baseline high 
levels of stress. Greater attention within academic centers 
is needed to create boundaries and expectations focused 
on physician wellbeing.

Table 1. Spearman’s ρ correlations between Workplace telepressure, 
Smartphone usage, Boundary Control, and Psychological detachment.
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SAME DAY DISCHARGE COLECTOMIES, WHO 
IS ACTUALLY DISCHARGED?

ePoSter aBStraCtS eP267

F. rutigliano, r. Flores, e. askenasy
Houston, TX

Purpose/Background: Previous data has shown that 
in a select group of patients, same day discharge (Sdd) 
following a colectomy is safe. despite eligibility for Sdd, a 
large number of patients still require admission.

Hypothesis/Aim: this abstract aims to identify risk 
factors for admission in a same day discharge eligible 
patient.

Methods/Interventions: a retrospective chart review 
from august 2019 (beginning of Sdd at our institution) 
to September 2021 was performed of all Sdd eligible 
patients. Patients eligible for Sdd required: an elective 
minimally invasive approach to a segmental colectomy, 
absence of an ostomy, and an appropriate support system 
at home. Preoperative and intraoperative findings were 
evaluated to determine if they represented statistically 
significant protective factors for discharge or risk factors 
for admission.

Results/Outcome(s): From august 2019 to September 
2021, 61 patients were identified as eligible for Sdd of 
which 40 (65.5%) were discharged. Preoperative factors 
found to increase rates of discharge include male sex (78% 
vs 53% p=0.045) and age 65 and younger (76% vs 50% 
p=0.039). intraoperative factors associated with signifi-
cantly increased rates of discharge were incision time prior 
to 9am (77% vs 43%, p=0.017), completion prior to 12pm 
(79% vs 44%, p=0.04) and operative duration less than 
180 minutes (79% vs 50%, p=0.02). absence of diabetes 
(71% vs 40%) and blood loss less than 100ml (71% vs 
44%) trended towards Sdd but were not statistically 
significant. total iVF less than 1l (80% vs 56%) and use 
of 0.6mg of hydromorphone equivalents or less (73% vs 
47%) showed similar yet insignificant trends. Bmi, prior 
abdominal surgery, indication for colectomy (benign vs 
malignant), segment resected (right vs left/lar) and 
inclusion of splenic flexure mobilization had similar rates 
of discharge. all but one patient had an aSa classification 
of 2 or 3, and no difference was seen between these groups. 
Similarly, the majority of cases were classified as clean-con-
taminated (85%) and no difference was seen between 
other classes. lastly, as surgeon experience increased 
there was a corresponding trend in the rate of discharge  
(1st Quartile = 53%, 2nd Q = 60%, 3rd Q 67%, 4th  
Q = 81%) that did not rise to the level of significance.

Limitations: this abstract is limited by its retrospective 
nature and small size at a single institution.

Conclusions/Discussion: although Sdd colectomies 
have proven to be safe in a select group of eligible patients, 
many still require admission. evaluating a patient’s periop-
erative risk factors may better predict if an eligible patient 
will be discharged. We determined that male patients 65 

and younger, who underwent an early, short duration case 
were associated with greater rates of discharge. We also 
noted an increase in discharge rate over time, despite no 
change in criteria, perhaps from increased comfort of the 
surgical team with Sdd. Future investigation is warranted 
to evaluate whether these findings persists and if an 80% 
+ discharge rate is continued.

SUPPORTING RECTAL CANCER PATIENTS’ 
PRACTICAL NEEDS IN RECEIVING A STOMA: 
ACCEPTING A NEW REALITY.

ePoSter aBStraCtS eP268

m. miller, V. Welten, K. dabekaussen, J. yoo, J. irani, 
J. Goldberg, r. Bleday, n. melnitchouk
Boston, MA

Purpose/Background: the management of rectal 
cancer requires a multidisciplinary team approach to 
deliver the best care to patients. Patients that undergo 
rectal cancer resection face the possibility of needing a 
temporary or permanent stoma; this can be a challenging 
new reality.

Hypothesis/Aim: the aim of this study is to understand 
how patients perceive information around needing a stoma 
and how to optimize their experience during this process.
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Methods/Interventions: We conducted a qualitative 
study on patients with stage ii and iii rectal cancer at a 
single institution. a total of 16 patients participated in the 
study who had undergone surgical resection or were on the 
watch and wait protocol after receiving chemoradiation 
therapy. Semi-structured interviews on the patient’s treat-
ment experience and perspectives were performed to the 
point of saturation. two independent coders inductively 
coded the transcripts using grounded theory. Prominent 
themes around stoma support and needs emerged and were 
analyzed in depth.

Results/Outcome(s): We found that there were three 
major phases of care with different emerging themes in 
which patients’ needs for stoma support varied. (table 1) 
during the initial clinical encounter, there is variability in 
the form of information patients need when being intro-
duced to a stoma. Some patients prefer subtle images (illus-
trative figures) to real-life images of patients living with a 
stoma. they also desire practical guidelines on living with 
a stoma preoperatively, as well as equipment to take home 
to troubleshoot a stoma, and additional resources recom-
mended by healthcare professionals including websites, 
support groups and videos to rely on in the future. during 
the initial recovery period, patients experience exhaustion 
from undergoing surgical intervention making it difficult 
to process information around a stoma. they also experi-
ence uncertainty in managing a stoma and are faced with 
accepting the stoma after placement. this period appears 
to be the most difficult time to present information around 
the stoma. Finally, patients adjust to a new reality of living 
with a stoma by improvising with equipment, alternating 
diet habits and routines for optimal stoma function, living 
a new normal active life, and relying on continued support 
from the stoma nurse.

Limitations: this is a qualitative study at a single insti-
tution and lacks generalizability.

Conclusions/Discussion: Being faced with living with 
a stoma can be a shocking life changing experience for 
patients. this experience can be optimized by considering 
the needs and perspectives of patients to enhance patient 
centered care.

table 1 demonstrates the major phases of care where patient needs, and 
perspectives vary around stoma support and adjusting to a new reality 
with a stoma.

IMPACT OF POSTOPERATIVE TELEMEDICINE 
VISIT VS. IN-PERSON VISIT ON PATIENT 
SATISFACTION DURING THE COVID-19 
PANDEMIC: A RANDOMIZED CLINICAL TRIAL.

ePoSter aBStraCtS eP269

l. yao, P. Fleshner, K. Zaghiyan
Los Angeles, CA

Purpose/Background: although telemedicine utili-
zation has increased dramatically during the CoVid-19 
pandemic, the impact of telemedicine vs. in-person postop-
erative visits on patient satisfaction has not been studied.

Hypothesis/Aim: We hypothesized that telemedicine 
visits would be non-inferior to in-person visits in terms of 
postoperative colorectal surgery patient satisfaction.

Methods/Interventions: We conducted a randomized 
non-inferiority trial from September 2020 to February 2021 
comparing postoperative telemedicine visit (arm t) or 
in-person clinic visit (arm i) after trans-abdominal colorectal 
surgery. Key inclusion criteria were patients age ≥ 18 under-
going trans-abdominal colorectal surgery and patients with 
a computer and/or mobile phone with both audio and 
video capabilities. Patients who required planned physical 
intervention during their first postoperative visit (e.g. drain 
removal) and patients undergoing trans-anal or anorectal 
procedures only were excluded. Patients in the experimental 
group (arm t) received their first postoperative visit via 
telemedicine. Patients in the control group (arm i) received 
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their first postoperative visit in person. all participants were 
asked to complete a seven-item patient satisfaction survey 
electronically within 24 hours after each postoperative visit, 
which was scored out of a total of 35. the primary endpoint 
was total patient satisfaction score. Secondary endpoints 
included patient-reported safety, length of visit, willingness 
of patients to recommend the practice to their peers, 60-day 
rate of readmission, and 60-day rate of re-operation.

Results/Outcome(s): a total of 46 patients were 
analyzed with 23 each in arm t and arm i. the mean age 
of our study cohort was 50.6 (Sd 17.7) years and 52% were 
female. no significant differences were found between 
groups in terms of baseline characteristics. With respect 
to the primary endpoint of total satisfaction score out of 
35, mean difference in total scores between patients in 
arm t vs. patients in arm i was -0.6 (97.5% Ci -1.7 - ∞), 
excluding the non-inferiority limit Δ of -2, demonstrating 
that patient satisfaction scores in arm t were non-inferior 
to those in arm i. there were no significant differences 
between groups in terms of secondary endpoints.

Limitations: Patients who did not have a computer or 
mobile device with both video and audio capabilities were 
excluded, which may have introduced selection bias. the 
conduction of our trial during the CoVid-19 pandemic 
may have influenced patient desire to participate in tele-
medicine in order to maintain social distancing, which may 
have resulted in a more expeditious recruitment process 
compared to non-pandemic times.

Conclusions/Discussion: Postoperative telemedicine 
visits were a safe and time-efficient option that maintained 
high patient satisfaction compared to in-person postopera-
tive visits during the CoVid-19 pandemic.

Values expressed in frequency (percentage) or mean (standard devia-
tion). P-values represent t-test except *p-value for non-inferiority. Ci 
confidence interval; aSa american Society of anesthesiologists; iBd 
inflammatory bowel disease; or operative room

OPTIMAL POUCH TRAINING: INVESTIGATING 
OPERATIVE NEEDS (OPTION)—A 
QUALITATIVE EXPLORATION.

ePoSter aBStraCtS eP270

e. Steinhagen1, K. Sherman2, a. ofshteyn3, m. Ginesi1, 
J. miller-ocuin1, l. Bordeianou4, S. Stein1

1Cleveland, OH; 2Raleigh, NC; 3New York, NY; 4Boston, MA

Purpose/Background: the number of ileal J-pouches 
performed & required for colorectal residents has 
decreased; however, this does not address whether gradu-
ating colorectal residents have received adequate training.

Hypothesis/Aim: Characterize learning needs of 
colorectal trainees for pouch surgery & appropriate educa-
tion methods

Methods/Interventions: Purposive sampling was used 
to recruit current and former colon and rectal surgery 
program directors who were diverse with regards to geog-
raphy, age, gender, fellowship size, and pouch volume. 
twelve semi-structured interviews were performed, 
recorded, and transcribed. interviews were conducted until 
thematic data saturation was reached. thematic analysis 
using qualitative analysis software (nVivo) was used to 
analyze and code the interview transcripts; codes were 
developed on an iterative basis.

Results/Outcome(s): themes that emerged from the 
12 interviews regarding the procedure were preoperative 
evaluation, technical steps, and management of compli-
cations (Figure 1). technical skills that most believed 
could not be taught in other cases were mobilization 
of the small bowel, reach, and intraoperative trouble-
shooting. most subjects believed that case minimums did 
not address educational needs but that tracking specific 
components of cases (i.e. hand-sewn coloanal anasto-
mosis) would be useful. alternative methods of learning 
that were acceptable to most participants included a multi- 
faceted approach encompassing didactics, skills labs/simu-
lation, and observerships. mentorship in practice was an 
important determinant of whether new graduates should 
be able to perform pouch surgery.

Limitations: this is a qualitative study with a limited 
number of participants.

Conclusions/Discussion: decreasing case volumes for 
ileal pouch surgery creates an educational opportunity 
that is not currently addressed. However, alternative 
strategies combined with purposeful tracking of case 
components may provide adequate supplemental educa-
tion for colorectal trainees who want to perform pouch 
surgery. next steps involve creating consensus on curric-
ular components with broader input, and developing an 
educational intervention.
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INCLUSION OF A VIDEO AND A NOVEL 
PARAMETER -HOPE- IN MRI REPORTING OF 
ANAL FSITULAS BY RADIOLOGISTS.

ePoSter aBStraCtS eP271

P. Garg1, e. Jain2, a. Sohal3
1Panchkula, India; 2Ludhiana, India; 3Fresno, CA

Purpose/Background: in anal fistula mri reporting, 
loss of significant vital information during the transfer of 
this data from the radiologist to the operating surgeon is 
unfortunate and is best prevented.

Hypothesis/Aim: a video with mri report and inclu-
sion of a new parameter, HoPe, would be helpful to oper-
ating surgeon

Methods/Interventions: First, sending a small video 
(Video-1) highlighting all relevant parameters along with 
the written report would prevent loss of vital information 
in mri report. Second, the two main concerns in anal 
fistulas are recurrence and incontinence. Knowledge of 
the exact location of the internal (primary) opening helps 
to avoid recurrence whereas the information about the 
precise involvement of the external anal sphincter (eaS) 
is pivotal to prevent sphincter damage (incontinence). 
the importance of reporting the location of the internal 
opening has now been established, but the height of 
penetration of the external anal sphincter (HoPe) by 
the fistula tract is not reported (Figure-1). the eaS is 
mainly responsible for anal continence. this parameter 
(HoPe) conveys the extent of involvement of the eaS 
to the operating surgeon and is thus important to prevent 
damage to the eaS. moreover, it has been shown that 
when the surgeon is unsure of the extent of eaS involve-
ment, fistulotomy is underutilized for simple fistulas due 
to ‘fear’ of incontinence. Fistulotomy is the easiest proce-
dure associated with the highest healing rate (92-99%) in 
simple fistulas and any other replacement procedure has a 
lower success rate. therefore, lack of knowledge of HoPe 
(eaS involvement) leads to lower healing rate which can 
be prevented by proper mri reporting. as the origin of 
most fistulas is at the level of dentate line, therefore the 
location of internal opening of most of them is at that 

level only. the location of internal opening does not accu-
rately convey the amount of involvement of eaS, as many 
times, the penetration of eaS by fistula is at a different 
level. therefore, HoPe is the parameter which should be 
reported separately for helping the operating surgeon to 
precisely assess the amount of involvement of eaS.

Results/Outcome(s): not applicable
Limitations: Would increase the workload of the 

radiologists
Conclusions/Discussion: addition of a video describing 

the fistula parameters along with the written report 
(Video-1) would prevent loss of vital information when 
transferred from the radiologist to the operating surgeon 
and would significantly enhance the surgeon’s under-
standing of the fistula anatomy. Second, the inclusion 
of HoPe (height of penetration of the external anal 
sphincter by the fistula) would not only decrease the 
risk of sphincter damage but also enhance the healing 
rate. therefore, HoPe should be reported as a sepa-
rate parameter apart from the location of the internal 
opening. link to Video: https://www.dropbox.com/s/fzzpx-
qtn59rkv53/a%20novel%20method%20to%20report%20
mri%20in%20anal%20Fistulas.mp4?dl=0

Figure-1: HOPE parameter

demonstration of height of penetration of external anal sphincter 
(HoPe) by the fistula tract in the patient included in accompanying 
video (video-1). approximately 2/3 of the external sphincter is involved 
by the fistula tract. the yellow arrow demonstrates the point of penetra-
tion of external anal sphincter by the fistula tract.
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THE LAPAROSCOPIC COLORECTAL 
DIFFICULTY GRADE: STANDARDIZING 
OPERATIVE TECHNICAL SKILL ASSESSMENT.

ePoSter aBStraCtS eP272

i. tranter-entwistle, S. Connor, t. eglinton
Christchurch, New Zealand

Purpose/Background: Standardised difficulty grading 
of colorectal resections is needed to aid automated acqui-
sition of technical skill data for competency-based assess-
ment of trainees and audit of practicing surgeons

Hypothesis/Aim: to develop a novel grading system 
for technical difficulty in laparoscopic colorectal resection.

Methods/Interventions: Patients undergoing laparo-
scopic resection for colorectal cancer, identified from a 
prospectively maintained database at a single institution 
from Jan 2012 to august 2021, were included and divided 
into development and assessment cohorts. multiple factors 
related to potential technical difficulty were analysed 
including a novel assessment of total and visceral obesity 
derived from the preoperative Ct scan using image-J® 
software. univariate and multivariate linear regression 
analyses were performed to develop a difficulty grading 
score in the development cohort. the model was then 
assessed for its utility in quantifying operative technical 
difficulty by assessing for the difference in operative time, 
surgeon experience and clinical outcomes by grade in the 
assessment cohort.

Results/Outcome(s): 663 (split 348/316) patients were 
included in the analysis. Significant factors in the univar-
iate analysis included resection type, sex, age, visceral 
and total obesity, aSa (p<0.05). the final multivariate 
regression model included resection type, gender and 
visceral fat (r square = 0.491 (p<0.05)) in the develop-
ment cohort. these factors were then included in a diffi-
culty grading score as follows; Sex (female=1, male=2), 
visceral obesity (absent=1, present=2), procedure (right 
hemicolectomy=1, high anterior resection=2, low ante-
rior resection=3) resulting in a total score ranging from 
3 to 7. using the score cases were assigned a laparo-
scopic colorectal resection difficulty grade (lapCrdG) as 
follows; low scored 3-4, moderate scored 5 and high 6-7. 
there was a significant increase in median operative time 
(129min, 164 min and 220 min (p<0.01)), complications 
(19%, 34%, 27% (p<0.05), rate of consultant surgeon as 
primary operator (20%, 24% and 26% (p<0.01)), and a 
significant decrease in median lymph node harvest (19, 18, 
15 (p<0.01)) with increasing lapCrdG in the assessment 
cohort.

Limitations: the lapCrdG requires validation in 
external cohorts.

Conclusions/Discussion: this study presents a novel 
model for quantifying operative difficulty in laparoscopic 
colorectal surgery, the lapCrdG, with a statistically 
significant increase in the operative time with increasing 
grade. it is based on several simple variables all available 

preoperatively, including a novel, rapid Ct assessment of 
visceral obesity. While difficulty scores for hepatectomy 
exist, there are none in widespread use in laparoscopic 
colorectal surgery. the lapCrdG has potential utility in 
standardising assessment of trainee and surgeon perfor-
mance in laparoscopic colorectal resections and for use 
in the development of automated training tools using 
computer vision.

DEVELOPMENT OF STRUCTURED OBJECTIVE 
METRICS FOR AUTOMATED ASSESSMENT OF 
ILEAL POUCH ANAL ANASTOMOSIS.

ePoSter aBStraCtS eP273

a. al abbas1, S. Hegde1, G. Sankaranarayanan1, 
d. dimirel2, t. Halic3, J. Salgado Pogacnik1, S. de4, 
J. Fleshman1

1Dallas, TX; 2Lakeland, FL; 3Conway, AR; 4Troy, NY

Purpose/Background: Virtual reality (Vr) simulators 
are used in training for minimally invasive procedures, 
there are none for open colorectal skills. We are devel-
oping a Vr simulator for open colorectal skills. We report 
on the development of metrics for automated assessment 
of ileal pouch anal anastomosis.

Hypothesis/Aim: Specific metrics are considered 
important by experts for the successful completion of ileal 
pouch anal anastomosis (iPaa).

Methods/Interventions: after obtaining irB approval, 
a detailed hierarchical task analysis was completed by 
observing videos of the procedures and through expert 
interviews. From identified tasks and subtasks, specific 
metrics were developed on a 5-point likert scale, with 5 
representing excellent performance and 1 representing 
poor performance. utilizing inputs from expert surgeons 
at a tertiary referral center, the developed metrics were 
distilled into 22 metric items. these were grouped into 1) 
J-Pouch Construction, 2) ileoanal anastomosis Creation, 
3) ileostomy creation, and 4) General metrics. the impor-
tance of these metrics was then assessed using an online 
survey by expert colorectal surgeons from north america.

Results/Outcome(s): a total of 28 colorectal surgeons 
responded to the survey. of these, the majority (67.86%) 
had more than 15 years in practice, and the rest (32.14%) 
had less than 15 years in practice. experts were queried 
regarding the maximum times allowed for each step 
and their responses ranged from 10 to 90 minutes for J 
pouch creation, 10 to 45 minutes for the ileoanal anas-
tomosis and 15 to 60 minutes for ileostomy creation. 
most experts (64.29%) preferred 0-3 cm from the ileo-
cecal valve to the transection of the ileum and 76.92% 
preferred a length of 15 cm for each limb of the J pouch. 
Furthermore, most experts favored J pouch construction 
with a stapler (92.86%), that the length of the stapler be 
10 cm (42.31%), and a handsewn purse string technique 
using nonabsorbable suture when placing the anvil at the J 
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pouch apex (88.46%). out of the 28 respondents, only 21 
completed the metric questionnaire. the weighted average 
scores for the metrics ranged from 3.9 to 4.95. Figure 1 
illustrates the weighted average scores of the metrics in 
the four categories. the lowest importance was given to 
ileostomy suture selection. almost all metric items (95%) 
had weighted averages between 4 and 5. a mann-Whitney 
u-test was performed on the individual ratings to test 
agreement between the two levels of experience. there 
were no significant differences between the two levels of 
experience (P<0.05), indicating a good agreement.

Limitations: a relatively small sample size is a limitation 
of this study.

Conclusions/Discussion: objective metrics were 
derived and rated by our colorectal surgeons with agree-
ment among different levels of experience. the next steps 
are to validate these metrics and incorporate them into the 
Vr simulator.

Figure 1. Plot of the weighted average of expert rating for the iPaa 
metrics grouped into their four categories

DEVELOPMENT AND EXPERT CONSENSUS ON 
PERFORMANCE METRICS FOR AUTOMATED 
ASSESSMENT OF STAPLED STRAIGHT 
COLOANAL ANASTOMOSIS.

ePoSter aBStraCtS eP274

S. Hegde1, a. al abbas1, G. Sankaranarayanan1, 
d. dimirel2, t. Halic3, J. Salgado Pogacnik1, S. de4, 
J. Fleshman1

1Dallas, TX; 2Lakeland, FL; 3Conway, AR; 4Troy, NY

Purpose/Background: objective metrics developed 
using task analysis are essential for evaluating surgical 
performance either through live proctoring, recorded 
videos, or computed automatically in a Virtual reality 
(Vr) simulator.

Hypothesis/Aim: this study aims to develop objec-
tive metrics and obtain expert consensus for automated 
assessment in a Vr simulator for stapled straight coloanal 
anastomosis.

Methods/Interventions: after irB approval, using 
recorded videos and expert interviews, a detailed hierar-
chical task analysis was performed to identify key tasks 
and subtasks, which were then used to develop a set of 

performance metrics. through an iterative process, a list 
of 29 metrics was finalized, grouped into task-specific (24) 
and general (5) metrics. an online survey was then admin-
istered to expert colorectal surgeons, where they rated the 
metrics on a likert scale from 1 (not important) to 5 (very 
important). additionally, they were asked to complete the 
number of years in practice, the amount of time required to 
complete the task, and the preferred purse string method.

Results/Outcome(s): a total of 27 colorectal surgeons 
participated in this study, of which 26 had more than five 
years of experience, and one had 2-5 years of experience. 
adequate time for completion of a straight coloanal anas-
tomosis after removal of the rectum and sigmoid colon was 
less than 10 minutes for two participants (7.4%), 10-20 
minutes for fourteen participants (51.9%), 21-30 minutes for 
nine (33.3%), and greater than 30 minutes for two (7.4%). 
approximately half of the respondents (51.9%) preferred 
the handsewn prolene purse string method of securing 
the stapler anvil in the distal colon, while the remaining 
(48.2%) preferred a nylon purse string instrument. of the 
29 performance metrics, only one metric item (3.4%) had 
a weighted average score between 3 and 4, indicating that 
most of the developed metrics are of high importance. the 
weighted average scores for the 24 task specific metrics 
ranged from 3.5 (above neutral) to 5 (very important) 
(Figure 1a) and for the general metrics (Figure 1b)  
from 3.3 (above neutral) to 4.6 (above important). all 
respondents gave the highest importance to checking the 
integrity of the anastomosis with a leak test, while the 
lowest importance was given to completion time.

Limitations: Some limitations of this study include 
the small sample size and inherent sampling bias asso-
ciated with collecting data using online questionnaires. 
moreover, our survey-based consensus method does not 
account for variability among individual surgical practices.

Conclusions/Discussion: Performance metrics for the 
assessment of straight coloanal anastomosis were devel-
oped, and all were rated somewhat important to very 
important by expert colorectal surgeons indicating a 
consensus on their importance. our next step is to validate 
these metrics to assess their feasibility in incorporating 
them in a virtual reality simulator.

Figure 1. Weighted average of expert ratings for the stapled straight 
colonanal anastomosis (a) task specific metrics (b) General metrics
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ARE OUTCOMES AFTER COLORECTAL 
SURGERY BETWEEN FELLOW (PGY-6) AND 
SENIOR RESIDENTS (PGY-4 & 5) EQUAL?

ePoSter aBStraCtS eP275

C. Vigna, e. rosenfeld, a. ore, a. Fabrizio, K. Crowell, 
t. Cataldo, e. messaris
Boston, MA

Purpose/Background: Participation by surgical trainees 
in complex procedures is key to their development. the 
impact of surgical fellows versus general surgery resident 
assistance on outcomes in complex colorectal cases has not 
been well studied.

Hypothesis/Aim: to determine differences in patient 
outcomes based on the level of the surgical trainee.

Methods/Interventions: a retrospective study was 
performed using institutional data from a single high-
volume institution over a two-year period (2019-2021). 
Consecutive cases of colectomies and proctectomies 
performed by colorectal surgeons and assisted by senior 
surgical residents (defined as a PGy-4 or PGy-5 surgical 
trainee) or colorectal surgery resident (PGy-6) in an 
aCGme accredited fellowship, were reviewed. Patient 
thirty-day outcomes were compared between cases assisted 
by senior residents versus colorectal fellows.

Results/Outcome(s): during the study period, 569 
patients underwent colectomy or proctectomy. of these, 
248 cases (44%) were assisted by a colorectal surgery fellow 
and 321 (56%) by a senior resident. Patient baseline char-
acteristics were balanced among groups. When compared 
to fellows, senior residents participated in more laparo-
scopic cases (72% vs. 60%), while fellows in more robotic 
procedures (15% vs. 5%) (p=<0.01). Fellows also partic-
ipated in more pelvic surgeries (39% vs. 14%, p=<0.01). 
When evaluating by type of procedure, operative time was 
comparable between groups, except for total abdominal 
colectomy/proctocolectomy in which operative time was 
longer for procedures assisted by fellows (p=0.03). after 
adjusting for surgical approach and assistance, operative 
time remained statistically significant. the overall rate 
of postoperative complications for surgeries assisted by 
fellows and senior residents was similar, 27% vs. 28% 
(p=0.87). there was no statistically significant difference 
in unique postoperative complications (Table 1).

Limitations: this study is limited by its retrospective 
nature. additionally, it was not possible to evaluate the 
degree of participation by the fellow or senior resident 
during the cases.

Conclusions/Discussion: Patient operative outcomes 
following colorectal resections were the same between 
fellow- and resident-assisted cases.

SHORT-TERM OUTCOMES OF SELECTIVE 
LATERAL PELVIC LYMPH NODE DISSECTION 
FOR MID AND LOW RECTAL CANCER IN A 
COLORECTAL SURGERY TRAINING PROGRAM.

ePoSter aBStraCtS eP276

J. Baltazar, m. lopez, m. onglao, H. monroy
Manila, Philippines

Purpose/Background: neoadjuvant treatment and 
tme are the cornerstone in managing locally-advanced 
rectal cancer. However, lateral local recurrence rates of 
patients with suspicious lateral nodes on preoperative 
imaging indicate a possible benefit in including selective 
lateral pelvic node dissection to treatment.

Hypothesis/Aim: lPnd is considered a technically 
difficult procedure with associated functional complica-
tions. We reviewed the short-term outcomes of the proce-
dure when performed by colorectal surgery trainees.

Methods/Interventions: this was a descriptive retro-
spective review of locally-advanced mid and low rectal 
cancer cases that underwent tme and lPlnd by 
colorectal surgery trainees at the Philippine General 
Hospital from January 2018 to december 2021. the data 
were from the integrated Surgical information System 
(iSiS) of the department of Surgery. data reviewed 
were patient demographics, cancer location, pre and post 
neoadjuvant treatment stage and pelvic lymph node status. 
the short-term outcomes measured were the operative 
time, intraoperative blood loss, occurrence of morbidities 
and perioperative mortalities, and post-operative hospital 
length of stay. the study also reviewed histopathologic 
reports of the lymph node dissection including the number 
of lymph nodes harvested and lymph node positivity for 
cancer.

Results/Outcome(s): eighteen patients mostly female 
(10/18, 56%) with a median age of 54 (range 33-74) 
underwent lPnd. Seventeen patients had neoadjuvant 
treatment (16 long course chemoradiotherapy, 1 short 
course radiotherapy, 2 short course radiotherapy and 
systemic chemotherapy - raPido protocol, 1 systemic 
chemotherapy alone) prior to surgery. Fifteen underwent 
unilateral lPnd (83%). the median number of lymph 
nodes obtained was 10 (range 0-14). However, only  
4 patients (22%) had positive lymph nodes. the median 
pretreatment size of these positive nodes were 0.9 cm and 
were relatively unchanged after neoadjuvant treatment. 
lymph node positivity rate was 22% with threshold of 0.7 
cm pre treatment lymph node size for performing lPnd. 
Post-operative length of stay averaged 6 days (range 2-12). 
added operative time for the lPnd was a median of 
38 minutes and complications were limited to 1 patient 
undergoing internal iliac vein repair from injury detected 
at the time of lPnd, 1 with a pelvic abscess and 1 devel-
oping voiding dysfunction. there were no mortalities.

Limitations: long term outcomes were not included.
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Conclusions/Discussion: lateral pelvic node metas-
tasis is not completely addressed by neoadjuvant chemora-
diation and total mesorectal excision. although lPnd is 
considered a technically difficult procedure with associated 
risk for morbidity, its utility for managing lateral nodal 
spread make it a necessary skill for colorectal trainees to 
acquire. a pre-treatment and post treatment lymph node 
size of 0.9 cm indicate likelihood of metastasis and lPnd 
can be performed for these cases.

PREDICTIVE FACTORS OF FIRST TIME 
FAILURE RATE ON THE ABCRS CERTIFYING 
AND QUALIFYING EXAMINATIONS.

ePoSter aBStraCtS eP277

B. Gough1, n. Hyman2, B. Bello3, r. Steinhagen4, 
r. Cleary5, m. Ziegler6, d. maun7, P. Fleshner8, 
K. Wells1, W. lichliter1, J. Fleshman1, a. Fichera1

1Dallas, TX; 2Chicago, IL; 3Washington, DC; 4New York, 
NY; 5Ann Arbor, MI; 6Royal Oak, MI; 7Mishawaka, IN; 
8Los Angeles, CA

Purpose/Background: discover if first-attempt failure 
of the aBCrS board examination may be related to indi-
vidual surgical training or personal demographics.

Hypothesis/Aim: identify training and personal demo-
graphic variables which contribute to aBCrS board failure 
rates.

Methods/Interventions: Current colon and rectal 
surgery training programs in the united States were 
contacted via email. deidentified records of trainees from 
2011-2019 were requested. the variables collected are 
listed in table 1. Bivariate analysis was performed to iden-
tify associations between individual risk factors and failure 
of the aBCrS board examination on the first-attempt. 
Continuous variables were presented as mean and standard 
deviation while categorical variables as the frequencies and 
percentages of events. differences between continuous 
data were compared by the Student’s t-test while Fisher’s 
exact test was used to compare differences in proportion 
between the groups. Statistical tests were two-sided with a 
significance level set at p-values <0.05.

Results/Outcome(s): Seven programs contributed, 
totaling 67 fellows. the overall first-time pass rate was 88% 
(n=59). Gender, marital status, race, medical degree, year 
of graduation, number of publications during residency, 
uSmle scores, aBSite scores, and type of residency did 
not influence first-time failure rate on the aBCrS boards. 
Several variables trended toward a significant association, 
including CarSite percentile (74.5 vs 68.0, p=0.09), 
number of major cases in fellowship (245.0 vs 219.2, 
p=0.16), greater than 5 publications during fellowship 
(p=0.19), and first-time passage of the aBS certifying 
examination (p=0.18). none of the variables demon-
strated statistical significance.

Limitations: the retrospective nature of its design. 
there is concern for response bias based on which 
programs participated. as failure of the aBCrS board 
examination is a relatively uncommon event, it is difficult 
to discover statistically significant factors with the limited 
responses and subsequent data able to be analyzed.

Conclusions/Discussion: While several factors analyzed 
have shown a trend toward a significant association, none 
reached statistical significance. to our knowledge, no study 
has evaluated factors which are predictive of passage of the 
american Board of Colon and rectal Surgery Qualifying 
and Certifying examinations. it is important to note that 
the data presented is preliminary and we are continuing to 
accrue additional records. our hope is that by increasing 
our data set, we are able to identify statistically significant 
trends and associations that can potentially benefit future 
colon and rectal surgeons. as the aBCrS board exam-
ination is a high-stakes test, it behooves training programs 
and trainees to be able to recognize factors which may be 
predictive of potential failure. if these factors are able to be 
identified in a timely fashion, the hope is that interventions 
can be developed to help mitigate the risk of failure.

table 1: Variables collected

RESIDENT UTILIZATION OF OPERATIVE 
REPORTS IN PREOPERATIVE PREPARATION.

ePoSter aBStraCtS eP278

C. Becnel, m. Zelhart
New Orleans, LA

Purpose/Background: residents use different resources 
and strategies in preoperative preparation. operative 
reports describe specific actions that take place in an oper-
ation and may be useful for educational purposes.

Hypothesis/Aim: determine the usage of operative 
reports in resident preoperative preparation.

Methods/Interventions: a survey was developed to 
evaluate resident use of operative reports for preoper-
ative preparation. the survey included items to assess 
the current use of operative reports, the barriers to using 
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operative reports, and resident opinion of operative notes 
as important in education. the barriers categories included 
time, attending-specific techniques, software challenges, or 
patient-specific challenges. twenty-one residents between 
PGy 1 and PGy4 completed the survey.

Results/Outcome(s): overall, 38% of residents report 
using operative reports routinely in preoperative prepa-
ration, and 52% report that they have used operative 
reports in the past. the most common barriers to studying 
operative reports was the time it takes to access the reports 
(63%) and software/computer difficulties (42%). nineteen 
residents (90%) reported that operative reports are valu-
able and relevant to all levels of residency training.

Limitations: the study occurred within a single general 
surgery program with a total number of twenty-one 
participants. Quality of operative reports varies between 
attending surgeons and case type, and there was no quan-
titative way to describe these differences.

Conclusions/Discussion: this study sought to address 
an educational and quality improvement goal of assessing 
preparedness for an operation using operative reports. 
operative reports can be a valuable tool when preparing 
for the specific steps of an operation, especially operations 
with different approaches. additionally, specific education 
regarding proper operative report is lacking in surgical 
education. this study showed that operative reports are 
underutilized for resident preoperative preparation despite 
being a valuable part of training. many attending surgeons 
use templates for operative notes, providing a unique oppor-
tunity for residents to familiarize themselves with attend-
ing-specific approaches. the outcome of this survey was 
development of an organized and accessible database with 
specific operative reports for each attending and each opera-
tion they perform. Specific usage data is still being collected 
for this organized database, and more data regarding the 
specific utility of operative reports can contribute to more 
formal development of educational interventions.

DEDICATED SIMULATION CURRICULUM 
IMPROVES RESIDENT CONFIDENCE AND 
TRAINING IN ENDOSCOPIC PROCEDURES.

ePoSter aBStraCtS eP279

C. Becnel, m. Zelhart
New Orleans, LA

Purpose/Background: endoscopy is an important and 
required skill for general surgery residents. endoscopic 
simulation curricula provide an opportunity for technical 
skill development without direct clinical experience.

Hypothesis/Aim: endoscopic simulation curriculum 
will improve resident confidence without dedicated clin-
ical time.

Methods/Interventions: a dedicated endoscopic simu-
lation curriculum was developed for junior and senior 
residents. the curriculum included training modules on 

the Symbionix Gi mentor platform, wet lab with interven-
tional techniques, and ergonomic instruction. a survey 
using 5-point likert scale was developed to assess experi-
ence, confidence, perception of training, and clinical expe-
rience before and after one year of curriculum completion. 
twenty-one residents completed the yearlong curriculum. 
results were compared from pre-implementation survey to 
post-implementation survey within each residency class, 
PGy1-PGy4. Statistical analyses used two-tailed t-testing 
with a significance of p<0.05.

Results/Outcome(s): Following the one-year simula-
tion curriculum, junior residents (PGy 1 and 2) showed 
a significant increase in confidence (p=0.027 and 0.029) 
and in perception of adequate training (p=0.049 and 
0.005) but did not show a significant difference in percep-
tion of clinical experience (p=0.111 and 0.159). the PGy 
3 residents felt more confident (p=0.003), had no signifi-
cant change in perception of adequate training (p=0.207) 
but did show a significant increase in perception of clinical 
experience (p=0.035). the PGy4 resident did not show 
significant change in any survey item. results summarized 
in table 1.

Limitations: the study occurred within a single general 
surgery program with a total number of twenty-one partic-
ipants. Clinical rotations and exposure to endoscopy varied 
between residents concurrent with the simulation curric-
ulum despite no dedicated clinical rotation in endoscopy.

Conclusions/Discussion: this study shows evidence 
that a dedicated simulation curriculum may contribute to 
an increase in junior resident confidence and perception 
of adequate endoscopy without an increase in clinical 
endoscopy exposure. the simulation curriculum was not 
intended to replace clinical experience, but early exposure 
to simulation and introduction to endoscopic techniques 
appear to benefit junior residents without adjusting other 
aspects of the clinical rotation schedule. Senior residents 
typically have more exposure to clinical endoscopic proce-
dures, and this is reflected in the PGy3 and PGy4 survey 
results. the increase in PGy3 confidence may be attributed 
to the increase in clinical experience between PGy2 and 
PGy3 year. Further, the PGy4 residents showed high 
levels of confidence, training, and experience which did 
not significantly change over the year. Future directions of 
this curriculum are directed toward technical aptitude and 
performance metrics in relation to resident perception of 
confidence and experience.
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IS DECISION-MAKING FATIGUE PRESENT IN 
COLORECTAL CANCER MULTIDISCIPLINARY 
MEETINGS?

ePoSter aBStraCtS eP280

m. lim, m. lopez, m. onglao, H. monroy
Manila, Philippines

Purpose/Background: multidisciplinary teams (mdts) 
are vital for patient care, especially to those with malig-
nancy. the presence of decision-making fatigue in mdt 
meetings may have consequences in management and 
outcome.

Hypothesis/Aim: to identify the presence of deci-
sion-making fatigue at our institution’s colorectal mdt 
meetings.

Methods/Interventions: using a retrospective cohort 
design, video and audio recordings of the mdt meetings 
from the university of the Philippines-Philippine General 
Hospital (uP-PGH) Colorectal Cancer and Polyp Study 
Group from may 2020 to June 2021 were gathered. 
the metric for the observation of decision-making in 
multidisciplinary tumor Boards ii (mode ii) was used 
to evaluate the decision-making process in every meeting. 
to identify decision-making fatigue, the meetings were 
divided into halves. mode ii scores for each patient were 
obtained and subjected to a paired t-test. manoVa was 
used to measure the effect of a patient being discussed 
in the first, or second half, of a meeting to the quality of 
information and quality of discussion scores.

Results/Outcome(s): a total of 16 meetings (134 
patients) were included in the study. there was no signif-
icant difference in the global mean scores during the first 
(m=19.31, Sd=6.93) and second (m=19.54, Sd=6.13) 
half of the meetings, t(15)=–0.231. the quality of  
discussion showed a downward trend, albeit not statisti-
cally significant (first half: m=9.40, Sd=3.97; second half: 
m=8.58, Sd=2.93; t(15)= 1.263, p=0.226). manoVa 
showed there was a significant effect to the quality of 
information and discussion if the patient was presented 
in the second half of the meeting (Wilks’ Λ= 0.808,  
F(2,29) = 3.447, p=0.045). estimated marginal means 
showed a negative trend for quality of discussion in the 
second half.

Limitations: this is a retrospective study with a small 
sample of meetings conducted online. external factors 
like poor connectivity, or distractions inherent to a virtual 
meeting, were not controlled. also, mode ii assesses 
the decision-making process of the whole mdt and, as 
such, cannot assess per an individual basis. the effect of 
seniority, experience, or attitude were likewise not consid-
ered in this tool.

Conclusions/Discussion: this study showed that the 
quality of discussion on a patient presented during the 
second half of a meeting was negatively affected. While 
decision-making fatigue was not demonstrated due to the 
limited sample size, the presence of a downward trend 

in the quality of discussion was evident in both statis-
tical analyses. Future research regarding decision-making 
fatigue and its effect on patient care, strategies to improve 
the mdt process, and development of a complete evalu-
ation tool for mdt meetings may be done to expand the 
awareness of mdt stakeholders.

FEASIBILITY OF AN ELECTRONIC REMOTE 
SYMPTOM MONITORING / RECOVERY 
TRACKER FOLLOWING COLORECTAL 
SURGERY.

ePoSter aBStraCtS eP281

J. taylor, i. Wei, m. Hannon, J. Smith, S. Kumar, 
P. Paty, m. Weiser, G. nash, m. Widmar, J. Carcchiolo, 
J. Garcia-aguilar, e. Pappou
New York, NY

Purpose/Background: in recent years eraS protocols 
have shortened post-operative stays, resulting in patients 
experiencing longer portions of their recovery at home. 
our team designed an electronic remote symptom moni-
toring (rSm) platform designed to enhance post-discharge 
care through early intervention processes.

Hypothesis/Aim: the introduction of an rSm platform 
will be utilized by a high proportion of colorectal patients, 
and will result in identification of patients who are experi-
encing potential difficulties at home.

Methods/Interventions: a short electronic survey 
assessing symptoms daily for 10 days after surgery was 
administered. the symptom-tracking platform was 
created through an interdisciplinary approach and litera-
ture review. Patient education touchpoints were created 
throughout the surgery experience. 14 symptom domains 
were assessed with a likert scale for symptom severity. 
responses of moderate severity prompt a “yellow alert”, 
notifying the primary surgeon’s Clinic rn that follow up 
may be needed. Severe/very severe symptoms prompt a 
“red alert”, notifying both the Clinic rn and patient that 
they need to speak. refinement of content and response 
thresholds is ongoing.

Results/Outcome(s): Since april 6th, 2021, 674 
consecutive patients who underwent same day admission 
colorectal surgery, including open and minimally invasive 
cases, were enrolled, and 467 (69%) finished at least 1 of the 
10 daily surveys assigned. 2,256 surveys out of 6,127 (37%) 
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were completed. 292 (45%) of patients were female, with a 
median age of 59.5 years. on average, patients completed 
4.9 (median = 5) out of the 10 surveys, requiring a median 
completion time of 1 minute per survey. 317 (14%) yellow 
alerts and 69 (3%) red alerts were generated amongst all 
completed surveys. the top symptoms generating red alerts 
were eating/drinking less (n = 31, 1%), fever (n = 13, 
1%), and pain (n = 10, <0%), while the top yellow alerts 
were pain (n = 67, 3%), trouble walking (n = 37, 2%), 
constipation (n = 21, 1%), and redness around the surgical 
incision (n = 15, 1%).

Limitations: the limitations to this study include the 
fact that this is a single institution study, and that there 
may be inherent bias towards patients not completing the 
survey if they have no symptoms, and a smooth recovery, 
following surgery.

Conclusions/Discussion: the implementation of this 
rSm has allowed for discharged colorectal surgery patients 
to be monitored closely. 70% of patients completed at 
least one of the surveys, suggesting good initial uptake in 
the rSm, however further efforts are needed to ensure 
a higher proportion of patient capture and to identify 
factors impeding rSm usage. electronic reporting affords 
an opportunity to decrease the time required for health 
professionals to learn about and respond to severe symp-
toms. Future research should be performed to assess if the 
symptom tracking platform successfully reduces avoidable 
(no readmission) emergency department visits and/or read-
mission rates.

Figure 1. Graphic representation of daily alerts (red, yellow and 
no-alerts) generated utilizing the remote symptom monitoring platform.

HOW COMPREHENSIVE IS YOUR 
“COMPREHENSIVE” PELVIC FLOOR CENTER? A 
DETAILED, 50 PROGRAM WEB ANALYSIS.

ePoSter aBStraCtS eP282

J. orenich1, a. deFreitas2, J. daucher1, r. Hoffman1

1Danville, PA; 2Scranton, PA

Purpose/Background: the aSCrS Pelvic Floor 
disorders Consortium is attempting to establish standard-
ized, and comprehensive guidelines for pelvic floor care. 
there are currently no clear guidelines for what constitutes 
a pelvic floor center, to include services offered, testing 
available, or treatment options.

Hypothesis/Aim: to perform a detailed web-based eval-
uation of pelvic floor programs from a patient perspective.

Methods/Interventions: two internet searches using 
Google Chrome and microsoft edge, with two search-en-
gines (Google.com, Bing.com) were independently 
conducted by two researchers using the term “Pelvic Floor 
Center”. location-based searches were disabled to miti-
gate geofencing, and privacy modes were used to prevent 
influence from prior search activity. the top 50 uS-based 
hospital or academic center sites were gathered by each 
researcher, and the first 50 duplicate programs were 
included. each page was assessed independently using two 
forms; the first documenting target population, disciplines 
represented, conditions treated and treatment options, and 
the second was the diSCern tool, used to rate the quality 
of medical information provided by websites to potential 
patients. discrepancies between researchers were resolved 
by a third party. descriptive statistics were performed.

Results/Outcome(s): of the websites, 84%(42) 
targeted female patients, 34%(17) targeted males in 
addition, and a single site mentioned transgender care. 
the treatment team most frequently included urogy-
necology(72%,36), urology(66%,33), colorectal(56%,28) 
and physical therapy(56%,28). Pain management(8%,4) 
and psychiatry(8%,4) were least common. the most 
common diagnoses mentioned were prolapse(82%,41) and 
urinary incontinence(76%,38). Half of sites(52%) didn’t 
mention or explain diagnostic tests. treatment with pelvic 
floor therapy was mentioned in all but one site. Pelvic 
floor-related mental health issues were not included on 
any site. robotics was mentioned by 21(42%). the overall 
quality of information provided was 2.44 on a scale of 
1(poor)-5(excellent). no sites mentioned being part of the 
aSCrS Pelvic Floor disorders Consortium.

Limitations: the subjective nature of the analysis can 
be prone to bias. despite efforts to eliminate geofencing, 
some of the early search results seemed to favor the general 
location of where the search was conducted.

Conclusions/Discussion: this is the first study to 
systematically understand and characterize pelvic floor 
programs, as presented in a web-based format to patients. 
the overall quality of information and navigability of 
programs’ sites was low, and the “comprehensiveness” of 
programs was highly variable. transgender care was almost 
never mentioned, as were mental health issues related to 
the pelvic floor. this information could be used to inform 
clinicians and hospitals regarding the construct of their 
pelvic floor programs and comprehensiveness of services 
offered, as well as accrediting bodies who may create 
program standards.
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IMPACT OF BREAKTHROUGH COVID-19 ON 
VACCINATED ELECTIVE AND AMBULATORY 
COLORECTAL SURGERY PATIENTS.

ePoSter aBStraCtS eP283

C. Fong
New York, NY

Purpose/Background: Hospitals and ambulatory surgery 
care centers had to adapt as the CoVid-19 pandemic 
progressed. elective surgeries were initially restricted. 
Protocols to test for CoVid-19 fluctuated as elective 
surgeries resumed, patients were vaccinated, and variants 
increased infection rates.

Hypothesis/Aim: our study aims to look at the number 
of breakthrough cases of CoVid-19 on vaccinated ambu-
latory patients and the impact this had on a single 
colorectal division at a large urban academic institution.

Methods/Interventions: this is a retrospective compar-
ative cohort study that studied 123 surgeries from July 
2021-october 2021. Prior to august 16, 2021, elective 
and ambulatory surgeries at our institution did not require 
a negative CoVid test for vaccinated patients. after that 
date, vaccinated patients still had to get tested 3-5 days 
before surgery in order to proceed. our study evaluates 
a cohort of patients prior to that date and compares it to 
patients after that date to see if there were breakthrough 
infections in vaccinated patients, but also to see if this 
significantly affected the number of cancellations in our 
surgical division. analysis was performed in microsoft 
excel and r.

Results/Outcome(s): amongst the two groups, there 
were equal distributions amongst sex, age, and type of oper-
ation scheduled. the majority were ambulatory anorectal 
cases. of 123 surgeries, 89 (72%) were completed. the 
rest were canceled (16%), rescheduled (11%), or no-show 
(1%). of the rescheduled surgeries, two were repeat 
patients, and one was a close contact of a CoVid+ 
person. in the period before the august 16th cutoff, all of 
the patients canceled for reasons other than CoVid-19, 
and four of them had negative CoVid tests recorded. all 
of the patients (n=2, 6%) who tested positive with break-
through infections after CoVid vaccination occurred 
after the august 16th cutoff. they both had recorded 
vaccinations 3-6 months prior.

Limitations: this is a small study based on a single 
division at an academic institution during a limited time 
period.

Conclusions/Discussion: new york City’s positive 
CoVid test rate reached a nadir on July 14, 2021, at 
1.51%. as people were vaccinated and establishments 
re-opened, the positivity rate increased, reaching a peak of 
4.02% on august 14, 2021. in response to this, our insti-
tution required CoVid testing to assess for breakthrough 
cases in vaccinated patients. two of our vaccinated 
patients tested positive and had their elective surgeries 

canceled, a rate of 6%, double the average positivity rate 
in new york City during the same time period. While the 
impact of two cancellations may seem small, this study 
addresses the fact that the new testing policies did catch 
significant breakthrough infections. Furthermore, this 
study supports hospital policies that may seem damaging 
to the hospital’s revenue in favor of public safety. Future 
studies will examine the patient factors related to break-
through infections in a vaccinated surgery population.

ROBOTIC PERFORMANCE METRICS AS 
OBJECTIVE MARKERS FOR RESIDENT 
OPERATIVE AUTONOMY IN COLORECTAL 
PROCEDURES.

ePoSter aBStraCtS eP284

m. magallanes, P. Bou-Samra, r. aoun, J. Chen, 
d. Burneikis, S. Husain
Columbus, OH

Purpose/Background: resident operative autonomy is 
an essential element of surgical education. manual calcula-
tion of resident autonomy is labor intensive, often requiring 
direct observation. the da Vinci robotic console interface 
can produce information for data driven measurements of 
resident autonomy.

Hypothesis/Aim: We believe that availability of robotic 
performance metrics will lead to a paradigm shift in surgery 
education. We present our initial experience with using 
robotic metrics for evaluation of trainees.

Methods/Interventions: data is reported on console 
time (time the console was turned on), head in time 
(time the operator was at the console), follow time (active 
robotic manipulation time), hand off count, stapler fires, 
cut function counts, and seal function counts. Procedures 
missing any variable of console data were excluded. 
resident participation was compared across the levels of 
training and procedures using Student’s t tests.

Results/Outcome(s): a total of 46 robotic surgeries 
had login data for both the attending and trainee. there 
were 38 colectomies and 8 rectal resections. average total 
console time for entire cohort (attending & trainee) was 
126.15 minutes. rectal resections were associated with a 
total console time of 127.1 minutes and colectomies with a 
total console time of 121.9 minutes. General surgery resi-
dents were involved in 26 procedures and surgery fellows 
were involved in 20 procedures. trainees were seated at a 
robotic console for an average of 128 minutes (Graph 1). 
of that time, they were actively manipulating robotic arms 
(follow time) for an average of 64.8 minutes (50.6%, Graph 
1). Fellows were seated at a robotic console for an average 
of 117.9 minutes (Graph 1). of that time, their follow 
time averaged 82.6 minutes (70.1%, Graph 1). active 
trainee participation was higher for fellows compared 
to general surgery residents (70.1% vs 50.6%, p=0.04).  
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in terms of trainer-trainee interactions, attending surgeons 
handed the active surgeon role to trainees on an average 
4.3. there was no correlation between hand offs and active 
participation times.

Limitations: the collection of this data was contin-
gent on surgeons logging into a robotic consule before an 
operation and remaining on that console throughout the 
duration of the case.

Conclusions/Discussion: objective metrics for resident 
participation and autonomy can be generated using the 
robotic console. as expected, resident active participation 
during a case correlates with the level of training. Fellows 
performed higher proportions of cases compared to general 
surgery residents. Similarly, resident participation appeared 
to be marginally dependent upon the complexity of the 
case with a lower degree of resident participation with 
more complex procedures (proctectomies) compared to 
colectomies. the robot console has the ability to provide 
objective metrics for tracking resident participation and 
can be used as a component of investigating resident 
autonomy.

SURGEON PROFESSIONALISM IN THE 
OPERATING ROOM: WHAT MATTERS AND 
WHY?

ePoSter aBStraCtS eP285

J. Simon, J. Paruch, C. Whitlow
New Orleans, LA

Purpose/Background: Professionalism impacts culture 
of safety and patient outcomes. unprofessional surgeons 
have higher rates of complications, readmissions, and 
malpractice claims. repeated exposure to poor behavior 
can create “moral injury” where the inability to provide 
quality care impacts staff wellbeing.

Hypothesis/Aim: using surveys, we aim to identify 
modifiable behaviors that cause surgeons to be perceived as 
unprofessional. We hypothesize that these behaviors create 
an unpleasant and less safe work environment.

Methods/Interventions: after cases performed by a 
surgeon in our pilot study, an anonymous survey was 
sent to operating room staff. Surgeons were then asked 

to evaluate themselves. after self-assessment, they were 
given their results along with de-identified grouped ratings 
and invited to educational sessions focused on communi-
cation. after 6 months, a second round of surveys were 
sent.

Results/Outcome(s): in total, 119 surveys were sent 
with 50 completed (42%). Surgeons were perceived to be 
always professional 72% of the time vs. mostly or some-
what professional 38%. Surgeons were more likely to be 
perceived as always professional if they fully engaged in 
the timeout (p<0.05), staff felt their opinion was valued 
(p<0.01), the surgeon had positive interactions with other 
providers (p<0.01), or staff felt comfortable asking for clari-
fications on unclear requests (p<0.01). always professional 
surgeons received the highest scores in honesty/integrity 
and teamwork. Staff were more likely to expect a good 
day at work with more professional surgeons (p<0.01). 
all 6 surgeons rated themselves mostly professional. 
they believed themselves to be honest (100%) and felt 
their teams worked well together (100%), but recognized 
in-attentiveness during time out (only 50% fully engaged), 
lack of consideration for others opinions (50% sometimes 
did not), and some poor interactions with other providers 
(50%). Post-intervention, 90 surveys were sent with 34 
responses (38%). Surgeons had improved scores on partic-
ipation in time out, valuing others opinions, teamwork, 
honesty/integrity, and overall professionalism. the largest 
improvement was seen in the surgeon initially rated lowest 
overall. (Figure 1).

Limitations: this was a small, survey-based single insti-
tution pilot study of 6 surgeons with low response rates, 
therefore a small sample size.

Conclusions/Discussion: Professionalism is influenced 
by communication and interpersonal skills. in an unpro-
fessional environment, staff are less likely to enjoy work, 
which could contribute to increased turnover. By identi-
fying factors that affect the perception of professionalism in 
the or, we can intervene on modifiable behaviors in order 
to improve overall culture and patient safety.
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OBSERVATIONAL STUDY ON 
SOCIODEMOGRAPHIC DIVERSITY IN AN 
ACCREDITED COLON AND RECTAL SURGERY 
FELLOWSHIP, COMPARED TO ASCRS, ACS, 
ACGME, FL, AND US CENSUS BUREAU DATA.

ePoSter aBStraCtS eP286

m. matos, r. mueller, B. Ghobrial, a. Gaidarski, 
J. Gallagher
Orlando, FL

Purpose/Background: even though some progress has 
been made, diversity in the field of surgery continues to 
be a challenge, especially for underrepresented ethnic and 
gender groups.

Hypothesis/Aim: to analyze where our colorectal 
surgery fellowship correlates in the diversity of gender, 
race, and ethnicity among with aGGme, aCS, aSCrS, 
and cross-referencing with State and national reports.

Methods/Interventions: in a cross-sectional observa-
tional study, 53 of 79 (67.1%) graduated colorectal fellows 
participated in a survey providing their gender, describing 
their race - White/asian/egyptian/Black - and ethnicity - 
Hispanic/latino or not Hispanic/latino (Graphic.1). the 
chi-square test was the statistical test used to measure the 
association between CrC colorectal fellowship sociode-
mographic diversity and aCGme data; 2020 and 2018 
aSCrS and aCS, respectively and 2020 Fl and uS popu-
lation Census Bureau.

Results/Outcome(s): For gender, the CrC colorectal 
surgery fellowship correlates best with aCGme and 
aSCrS (p>0.05); however, it has a different population 
than aCS, State of Florida, and the u.S. For race, the 
CrC colorectal surgery fellowship correlates best with 
aSCrS, aCS (p>0.05). Still, it has a different population 
than reported in aCGme, State of Florida. the CrC 
colorectal surgery fellowship correlates best with the uS 
population for ethnicity (p>0.05), even though it pres-
ents different from aCGme, aSCrS, aCS, and State of 
Florida reports.

Limitations: Self reporting and questionaire.
Conclusions/Discussion: determining diversity in a 

training program is a complex and possibly controversial 
issue. there is lacking a standardizing data collection 
between the population of the uS Census, the Fl Census, 
aCGme, aCS, and aSCrS. also, race and ethnicity are 
self-reported, and there could be differences of opinion 
of individuals’ selection. there can be a perceived social 
and economic advantage or disadvantage depending on 
the perspective of the individual. in our study, gender, 
race, and ethnicity correspond to national reports by uS 
physicians, according to the aamC data Warehouse. 
However, statistically, in terms of gender, race, and 
ethnicity, the CrC colorectal fellowship correlates with 
different medical societies and populations in the uS and 
Fl. this corroborates the trend to be a diverse program. 
although the selection of colorectal surgery fellows is free 

from any sociodemographic barriers, it isn’t easy to meet 
diversity for many reasons. most importantly, it becomes a 
challenge in representing and choosing the best residents 
as it cannot be determined by race or ethnicity but rather 
by your level of professional quality.

TEAM APPROACH TO COLORECTAL SURGERY: 
A SINGLE INSTITUTION 5-YEAR EXPERIENCE 
FOR ROBOTIC LOW ANTERIOR RESECTION.

ePoSter aBStraCtS eP287

W. Sang1, a. Hofmann2, K. Crespo1, C. Syblis1, 
H. massarotti1, G. Sigle1, a. Chudzinski1
1Tampa, FL; 2Orlando, FL

Purpose/Background: minimally invasive surgery, such 
as robotic surgery, is becoming the standard of care in 
colorectal surgery. the use of a multidisciplinary team 
in the operating room and in perioperative management 
achieves superior outcomes. We analyzed our data on 
robotic low anterior resection (rlar) outcomes.

Hypothesis/Aim: using a team-based approach in 
colorectal surgery, superior perioperative outcomes are 
achieved compared to national surgical quality standards.

Methods/Interventions: a single-center retrospective 
cohort from 2016-2021 was performed. intraoperative 
team includes dedicated colorectal anesthesia providers 
and surgical staff. Perioperative teams include physi-
cians, dedicated ostomy nurse, and advanced practi-
tioners. a cohort of 165 patients met criteria for inclusion. 
demographics and perioperative outcomes were analyzed. 
intraoperative variables are provided. outcome data was 
compared with predicted outcomes calculated utilizing 
the american College of Surgeons national Surgical 
Quality improvement Program (aCS nSQiP) Surgical 
risk Calculator. data was analyzed using student’s t-test/
mann Whitney u-test and chi-squared analysis.

Results/Outcome(s): Between 2016 to 2021, 165 
patients underwent a rlar. demographics included: mean 
age (62 years), sex (male 72 patients, female 93 patients), 
average Bmi (27), prior abdominal surgeries (45%), oper-
ative time (average 301 minutes), and average estimated 
blood loss (50 cc). 9 patients were converted to open. We 
achieved statistically significant outcomes compared to 
nSQiP database and nSQiP predicted outcomes for any 
serious complication, colonic ileus, return to the operating 
room, and sepsis. When comparing actual vs. predicted 
outcomes, statistical significance was achieved for serious 
complications, any complications, surgical site infection, 
urinary tract infections, colonic ileus, colonic anastomotic 
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leak, return to the or, discharge to nursing facility, sepsis, 
and length of stay. overall results show that a team-based 
approach to surgical learning and robotic advancement 
can achieve improved patient outcomes.

Limitations: main limitation is the lack of laparoscopic 
and open surgery data as the vast majority of surgery at this 
single institution is completed robotic.

Conclusions/Discussion: our data analysis compared 
with national predicted outcomes provided by the aCS 
nSQiP shows overall increased patient safety and improved 
outcomes. as robotic surgery continues to increase in 
volume, we hope to show the overall importance of a team-
based approach with dedicated robotic training through 
both resident and fellow training for overall improved 
patient outcomes in the future.

EVALUATION OF THE QUALITY OF 
SCREENING COLONOSCOPIES PERFORMED BY 
GENERAL SURGERY RESIDENTS.

ePoSter aBStraCtS eP288

a. abadi, J. Golan, G. akopian, H. Kaufman, 
a. mcCurdy, m. Jebbia, d. nasir
Pasadena, CA

Purpose/Background: Colorectal cancer is the third 
leading cause of cancer death in the u.S. according to 
current guidelines, screening colonoscopies could prevent 
24-28 colorectal cancer deaths per 1000 adults screened.

Hypothesis/Aim: to assess the quality of screening 
colonoscopies performed in accordance with the american 
Society of Gastroenterology (aSGe) metrics.

Methods/Interventions: this quality improvement 
project was a retrospective observational study of all 
average risk patients undergoing screening colonoscopies 
scheduled through the general surgery resident clinic at 
a community teaching facility from January 2016 to may 
2021. Patients were identified through the electronic 
health record (eHr). data collected included patient 
sex, age, body mass index, comorbidities, and history 
of prior colon surgery. Procedural data included type of 
preparation, preparation quality, cecal intubation, time 
to cecal intubation, withdrawal time, and number of 
detected adenomatous polyps (aP). adenoma detection 
rate (adr) was calculated as the percentage of colonos-
copies with a pathology proven aP.

Results/Outcome(s): a total of 163 average risk 
patients underwent screening colonoscopy. inconsistency 
in capturing procedure details led to the exclusion of 36 
patients. 127 patients (71 male and 55 female) met the 
inclusion criteria for the remaining metrics. results are 
listed in table 1.

Limitations: the number of subjects included in the 
study was limited by incomplete procedure records in the 
eHr as recommended by aSGe standards. inconsistency 
in capturing procedure details led to exclusion of 36 
patients. a larger population would provide more external 
validity. the procedures were performed by residents of 
varying experience who were supervised by four different 
attending surgeons. due to resident and attending vari-
ability we are uncertain of the percentage of resident versus 
attending involvement performed in each colonoscopy.

Conclusions/Discussion: target goals in 4 of 6 quality 
metrics were not obtained. this study shows the need for 
increased documentation of cecal intubation, adequacy 
of bowel preparation and withdrawal times. most impor-
tantly, it highlights the need for adequate adr that 
meets or exceeds the national average. We propose 
the following measures to improve colonoscopy quality 
metrics at our institution to improve adr for the resi-
dency: Formal implementation of the Fundamentals of 
endoscopic Surgery (FeS) curriculum utilization of stan-
dardized bowel preparation and thorough education for 
patients mandatory documentation of visualization of 
cecum, quality of preparation, and withdrawal times 
annual re-evaluation to assess the implementation of 
standardized protocols, improvement in documentation of 
quality metrics, and improved resident adr.
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IMPROVEMENT IN PATIENT UNDERSTANDING 
OF COLORECTAL PATHOLOGY USING 3D 
IMAGING.

ePoSter aBStraCtS eP289

S. Haviland1, S. arnott2, m. ng2, V. obias2

1Bethesda, MD; 2Washington, DC

Purpose/Background: there are many barriers to 
optimal patient understanding of anatomy and pathology 
of colorectal diseases. 3d imaging may be a more useful 
educational tool than conventional 2d imaging.

Hypothesis/Aim: the goal is to show the educational 
benefit of 3d imaging for various colorectal pathologies.

Methods/Interventions: this is a prospective pilot 
study in clinical practice of two colorectal surgeons at a 
single institution. Between may 2019 and october 2021, 
160 patients with Ct or mri imaging were included. each 
patient’s imaging was converted into a 3d computer image 
using Surgical theater software, with the disease process 
and relevant anatomy highlighted in color. Patients were 
shown the 3d images as part of their routine office-based 
visit and were given time to ask questions. Patients then 
filled out a short survey, where they were asked to rate 
their comfort with technology and their understanding of 
their (1) disease and (2) anatomy before and after seeing 
the 3d images.

Results/Outcome(s): 160 patients were included, of 
which 130 had intra-abdominal pathology (colorectal 
cancer, diverticulitis, etc.) and 30 had anorectal pathology 
(perianal abscess, fistula, etc.). the mean age was 54.7 
years. on a 10-point scale, the average self-reported 
comfort with 3d technology was 6.44 (6.52 for intra- 
abdominal vs 6.10 for anorectal, p=.544). Prior to the 
3d educational consult, the average self-reported patient 
understanding of their disease process was 5.82 (5.78 
intra-abdominal vs 5.97 anorectal, p=.705). after the 
intervention, patients reported an average increase in 
understanding of their disease process of 2.82 (2.94 
intra-abdominal vs 2.47 anorectal, p=.298). regarding 
understanding of their anatomy, the average self-reported 
score pre-intervention was 5.28 (5.16 intra-abdominal vs 
5.77 anorectal, p=.256), and the average increase in scores 
post-intervention was 3.21 (3.41intra-abdominal vs 2.47 
anorectal, p=.033).

Limitations: this is a non-randomized study, with 
different sample sizes between groups, and it uses a subjec-
tive 1 to 10 self-reporting scale, all potentially introducing 
bias and error into our results. Furthermore, differences in 
imaging modality used (Ct vs mri) may be affecting our 
results.

Conclusions/Discussion: the 3d imaging improved 
patient understanding of their disease and anatomy for 
both intra-abdominal and anorectal pathologies and 
should be considered as a helpful tool for patient teaching 
in colorectal surgery clinics. While improvement in disease 
understanding did not differ significantly between groups, 

improvement in understanding of anatomy was greater 
in the intra-abdominal pathology group compared to the 
anorectal group. this difference may be due to the nature 
of the disease being presented or even due to the imaging 
modality being used to create the 3d image (Ct vs mri) 
and needs to be explored with further studies.

USING A SECOND-BY-SECOND URINE 
COLLECTION SYSTEM IN COLORECTAL CASES.

ePoSter aBStraCtS eP290

S. arnott1, S. Haviland2, m. ng1, V. obias1

1Washington, DC; 2Bethesda, MD

Purpose/Background: the accuryn® monitoring 
System (amS) records second-by-second urine output, 
bladder pressure, and core body temperature. this is a new 
technology for volume status management in colorectal 
patients.

Hypothesis/Aim: to evaluate the feasibility of the 
amS in colorectal cases at a single institution.

Methods/Interventions: data from patients who 
underwent elective robotic colorectal procedures by 
two colorectal surgeons and utilized the amS between 
november 2020 and march 2021 were retrospectively 
reviewed. Patient charts were queried for demographics, 
intraoperative (io) details, and 3-month postoperative 
outcomes.

Results/Outcome(s): twelve patients undergoing 
colorectal procedures used the amS. of these cases, four 
were right colectomies, two were aPrs, three were sigmoid 
resections, two were lars, and one was an ileostomy 
reversal with ileorectal anastomosis. of the resections, 
6/12 were for invasive adenocarcinoma or squamous 
cell carcinoma, 4/12 were of benign neoplasia, 1/12 was 
for endometriosis, and 1/12 was for ileostomy reversal 
after prior total colectomy. the average patient age was 
60.5±10.6 years. the population was 50% male, 75% 
white and 25% black. the cohort’s comorbidities included 
hypertension, atrial fibrillation, ulcerative colitis, anky-
losing spondylitis, rheumatoid arthritis, hyperlipidemia, 
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anemia, asthma, and hypothyroidism. there was some 
variation between data found upon chart review and 
the data collected by the amS. From the amS, the 
mean io urine output (uoP) was 209.25 ± 147.98mls, 
and the peak uoP rate was 89.08 ±68.91ml/kg/min. 
From chart review, the mean uoP was 313.3±402.8mls, 
eBl was 109.2±162.1mls. the mean operative time 
was 247±136.13. Patients received a mean of 2613.2 
±1200.5mls of intravenous fluids. the mean preoperative 
systolic blood pressure (SBP) was 131.0±21.8mmHg, peak 
io SBP was 177.1±27.5mmHg, and the lowest SBP was 
91.4±16.7mmHg. the preoperative Hgb was 12.7±1.7g/dl  
and 11.9±2.8 g/dl on postoperative day one. Baseline GFr 
was 94.9±19.7ml/min/1.73m2. the mean duration of the 
foley was 2.1±1.9 days. and the mean length of stay was 
5.46±4.09 days. no patients experienced urinary retention 
after catheter removal. additionally, no patients devel-
oped an aKi or uti during their admission or within the 
3-month follow up period.

Limitations: this study focused on feasibility and 
safety in a colorectal population. the urine monitoring 
system was used in a very small group of patients. Future 
studies comparing a regular urinary catheter to the amS 
in a larger population are needed to show broader gener-
alizability of these findings. it is unclear why there was a 
difference in the uoP, however it is likely from rounding 
when not recorded with amS.

Conclusions/Discussion: this is the first data in the 
literature using amS in colorectal resections. accuryn 
did not have a detrimental effect on outcomes. Patients 
in our study had increased urine output recorded with the 
accuryn monitoring System showing second-by-second 
urine output rates.

UTILIZATION OF CONVOLUTIONAL 
NEURAL NETWORK FOR AUTOMATED 
IDENTIFICATION OF OPERATIVE STEPS 
IN MINIMALLY INVASIVE LOW ANTERIOR 
RESECTION.

ePoSter aBStraCtS eP291

a. Khan1, B. namazi2, l. Parker2, G. Sankaranarayanan2, 
J. Fleshman2

1Nashville, TN; 2Dallas, TX

Purpose/Background: Convolutional neural network 
(Cnn), a class of biologically inspired artificial neural 
network, can be used for image and video processing with 
significant applications in surgery. Here we train Cnn 
to automatically identify steps of minimally invasive low 
anterior resection (lar).

Hypothesis/Aim: train a convolutional neural network 
to automatically identify operative steps of minimally inva-
sive lar.

Methods/Interventions: this study was conducted 
using a convenience sample of twenty-one minimally 
invasive lar videos. each video was segmented into the 
following pre-determined operative steps which were previ-
ously developed using expert consensus; 1) abdominal 
exploration, 2) identification, isolation, and division of 
inferior mesenteric artery, 3) development of left retro-
colic plane, 4) lateral mobilization and splenic flexure 
takedown, 5) total mesorectal excision, and 6) division of 
rectum with colorectal anastomosis creation. two fellow-
ship trained colorectal surgeons performed the labelling 
by time-stamping the beginning and end of each step. We 
then adopted a deep convolutional neural network for 
frame-level visual feature learning and classification.

Results/Outcome(s): a total of 120,000 frames were 
extracted from the videos at the rate of one frame per 
second. 15 videos were used for training the model and 6 
videos for evaluating the performance. resnet50 was used 
as the architecture of Cnn and was pre-trained on a large, 
annotated dataset of real-world images called image-net. 
training was performed with Stochastic Gradient descent 
(SGd) optimizer with the learning rate of 0.001 and the 
batch size of 64. the current frame-level accuracy of our 
model is 59.1% with the per-class F-1 score of 56.34%. 
Frame level accuracy and F-1 score for individual surgical 
steps is listed in table 1. the total run-time of the model 
takes less than 0.02 seconds.

Limitations: the low accuracy is likely due to the 
smaller size of the dataset, which could be addressed in the 
future with the availability of more of annotated videos. 
Currently, the frame-wise classification for identifying the 
steps is performed by relying solely on spatial visual features 
and does not directly consider the temporal and motion-
based analysis of the frames.
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Conclusions/Discussion: artificial neural networks can 
be successfully employed to identify and extract the exact 
surgical step from videos of complex colorectal procedure 
like low anterior resection. automated indexing of these 
surgical videos will help with surgical coaching, outcome 
studies, and quality improvement initiatives. additionally, 
the fractional second run time of the model shows its suit-
ability for real-time applications.

ACADEMIC PRODUCTIVITY AFTER COLON 
AND RECTAL SURGERY FELLOWSHIP.

ePoSter aBStraCtS eP292

G. Calini, S. abdalla, S. Benammi, m. abd el aziz, 
e. dozois, K. mathis, S. Kelley, d. larson
Rochester, MN

Purpose/Background: early career publication produc-
tivity among academic surgeons after Colon and rectal 
Surgery (CrS) Fellowship has not been studied.

Hypothesis/Aim: We aimed to describe predictive 
factors of academic surgeons’ publication productivity 
using pre-CrS fellowship characteristics.

Methods/Interventions: Candidates included those 
applying for CrS fellowship at mayo Clinic between 2015 
and 2018 and appointed in an academic position post- 
fellowship. academic position was defined as instructor, 
assistant Professor, associate Professor, or Professor.  
it was assessed through a cross-checking of information 
on public online sources (american College of Surgeons, 
american Society of Colon and rectal Surgeons, univer-
sity website, and social media). academic position and 
publications were blindly assessed by three authors (G.C, 
S.a., S.B.) in July 2021, any incongruity was further 
resolved. the number of publications post-fellowship 
and authorship positions was retrieved from Pubmed, 
with a median follow-up of 2.5 years [range: 1-4 years]. 
academics top quartile (Q1) was defined according to a 
composite productivity outcome of publications/year ratio 
as first, last and any-position author. data were compared 
between Q1 and the less productive quartiles (Q2-4). 
Pre-fellowship data were retrieved from the electronic 
residency application Service (eraS®) application.

Results/Outcome(s): among 130 defined academic 
surgeons, first author, last author, and any position publi-
cations were less than one publication/year ratio in 80%, 
86%, and 47%, respectively. First author publications were 

one, two, or ≥three publications/year ratio in 16%, 4%, 
and 2% of the academics, while last author publications 
in 9%, 3%, and 3%. overall, the number of publications 
as any author position was one in 21%, two in 13%, three 
to five in 11%, and >five publications/year ratio in 10% of 
the academics. academics in the top quartile (Q1) more 
frequently attended a top-20 medical school, top-20 Surgery 
residency Program, and completed a research Fellowship. 
Prior to fellowship, Q1 academics had more publications 
as 1st author and had more presentations. understandably, 
these individuals frequently received research awards and 
had earned advanced degrees (master/Ph.d.) (Table 1).

Limitations: its retrospective nature and follow-up 
duration limited our study.

Conclusions/Discussion: among early-career 
academics, half coauthored less than one article/year after 
CrS fellowship, and more than 80% authored less than one 
article/year as first or last author. Conversely, academics 
with the highest publication productivity during their early 
career demonstrated high pre-fellowship research and 
publication performances.



200 ePoSter abStractS

SOCIODEMOGRAPHIC, PARENTAL 
EDUCATIONAL LEVEL, AND LOAN STATUS 
ANALYSIS OF GRADUATED FELLOWS AT AN 
ACCREDITED COLON AND RECTAL SURGERY 
FELLOWSHIP.

ePoSter aBStraCtS eP293

m. matos, m. Ferrara, a. Gaidarski, r. mueller, 
B. Ghobrial, J. Gallagher
Orlando, FL

Purpose/Background: overall in the u.S. less than 
half of the population has an advanced degree. it has been 
previously documented that parental education level tends 
to be higher among medical school graduates. Parental 
education level of colorectal fellows has not been previ-
ously documented.

Hypothesis/Aim: to describe the sociodemographic 
characteristics and student loan information of gradu-
ated colorectal surgery fellows, and compare the fellow’s 
parental educational levels to the uS population.

Methods/Interventions: observational cross-sectional 
study of graduated colon and rectal surgery fellows over 
the past 20 years. a questionnaire was sent via email with 
follow-up phone call for all non-responders.

Results/Outcome(s): 53 of 79 (67.1%) graduated 
colorectal fellows provided their loan status and sociode-
mographic information about gender, race, and ethnicity 
(table.1). overall, 38 (71.6%) of our colorectal fellows 
required loans during their education. overall, 37 (69.8%) 
received student loans for medical school and 18 (34%) 
for their undergraduate studies. For parental education 
level, only 3 (5.6%) of our fellows had both parents with 
an associates degree or less as compared to 67.3% of the 
uS population. Fifty (94.3%) fellows had at least one 
parent with undergraduate degree as compared to 42.6% 
in the uS general population. thirty six (67.9%) fellows 
had at least one parent with a postgraduate education 
level as compared to 19.9% in the uS general population. 
Specifically, 24.5% of those with an advanced degree has 
at least one physician parent.

Limitations: the questionnaire survey.
Conclusions/Discussion: Compared to the uS general 

population, our fellow’s parents had higher educational 
level with 67.9% of fellows have 1 or more parents with 
an advanced degree. the parents’ career may influence 
their children and having a physician parent may provide 
mentorship. despite having a higher level of parental 
educational, most of the fellows required loans, specifically 
for medical school. this is a multifactorial issue that needs 
more study.

ASSESSING THE QUANTITY AND QUALITY 
OF ONLINE HEALTH INFORMATION ON 
COLORECTAL MALIGNANCIES.

ePoSter aBStraCtS eP294

C. Beauharnais, t. aulet, J. Konen, J. rodriguez-Silva, 
P. Sturrock, K. alavi, J. maykel, J. davids
Worcester, MA

Purpose/Background: Patients often search the internet 
to learn about health conditions. online information is 
ubiquitous, yet little is known about the quantity and 
quality of websites on colorectal malignancies.

Hypothesis/Aim: to assess the quantity and quality 
of internet content pertaining to malignant colorectal 
conditions.

Methods/Interventions: the terms “Colon Cancer,” 
“rectal Cancer,” “anal Cancer,” and “Colorectal Cancer” 
were each searched using the Google search engine. the 
first 50 search results were reviewed for each term, as it 
has been shown that internet users generally do not read 
beyond the first 50 results. included websites did not have 
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a password requirement, were in english, and were free to 
the public. online forums, advertisements, scientific arti-
cles, personal blogs and online videos were excluded. Study 
investigators performed quality assessments of the included 
websites using the diSCern instrument, a validated ques-
tionnaire used to assess the quality of written consumer 
health information on treatment choices.

Results/Outcome(s): a total of 431 million search 
results (“hits”) were obtained for the term “Colon Cancer.” 
of the first 50 search results reviewed, 30 (60%) websites 
met criteria and had a mean diSCern score of 39.7/80.0. 
“rectal Cancer” yielded a total of 72.5 million hits; 26 
(52%) of the screened websites were included with a mean 
score of 42.0/80.0. anal cancer yielded 244 million hits; 26 
(52%) websites were included for a mean diSCern score 
of 41.8/80.0. lastly, “Colorectal Cancer” yielded a total of 
194 million hits; and 24 (48%) of the first 50 results were 
included for a mean diSCern score of 40.6/80. of the 
first 50 hits encountered, the aSCrS website ranked #4 
for colon cancer, #7 for rectal and anal cancer, and #40 
for colorectal cancer. of all the websites assessed, only 
0-2% were identified as “excellent” and 8-10% as “good” 
using diSCern criteria.

Limitations: results of online searches may vary 
depending on the date, time and geographic location 
where performed. other factors not assessed with the 
diSCern instrument may impact usefulness of online 
materials.

Conclusions/Discussion: although the internet 
provides a wealth of easily accessible information on 
malignant colorectal conditions, the quality is variable 
and not always transparent. the number of websites on 
“colon cancer” far exceeded the other search terms, but 
with the lowest quality scores. this may reflect a critical 
gap between public interest and available information. our 
findings suggest a vital need for active clinician involve-
ment in the creation of high-quality online information for 
patient education, as well as search engine optimization of 
aSCrS sites to ensure accessibility.

number of hits and mean diSCern Score per search term

PROSPECTIVE VALIDATION OF AN 
INSTITUTIONAL READMISSION RISK 
CALCULATOR FOR ELECTIVE COLORECTAL 
SURGERY.

ePoSter aBStraCtS eP295

C. Beauharnais, V. Zvonar, a. Crawford, P. Sturrock, 
J. davids, J. maykel, K. alavi
Worcester, MA

Purpose/Background: a readmission risk calculator 
was previously developed to stratify patients’ risk for 
unplanned readmission after elective colorectal surgery. 
the algorithm was retrospectively validated with nSQiP 
and institutional cohorts.

Hypothesis/Aim: our aims are to: 1) prospectively 
validate the readmission risk calculator and 2) determine 
whether closer postoperative follow-up decreases institu-
tional 30-day readmission rates.

Methods/Interventions: Patients who underwent elec-
tive abdominal colorectal resections were prospectively 
identified and assigned a risk score/category (low/medium 
vs. high risk) using the calculator. all patients were sched-
uled for a postoperative visit within 1 week of hospital 
discharge, compared to 2 weeks as was the departmental 
standard in the retrospective institutional cohort. Charts 
were reviewed up to 30 days post discharge and data 
were collected on the number of readmissions, number of 
post-operative visits, time to follow-up and to readmission. 
readmission rates, time to first follow-up visit and to first 
readmission were compared across the prospective and 
retrospective cohorts.

Results/Outcome(s): a total of 218 patients were 
reviewed in the prospective cohort, 170 (78.0%) in the low/
medium risk group and 48 (22%) in the high-risk group. 
median time to first postoperative visit was decreased in 
the prospective compared to the retrospective cohort (10 
days, iQr 7-13 vs. 13 days iQr 9-15, <0.001, respectively), 
consistent with the intervention. the high-risk group 
within the prospective cohort had a higher percentage 
of readmissions (12.5%, n=6) than the low/medium risk 
group (6.4%, 11/170). although, the overall readmission 
rate was lower in the prospective group at 7.8% (n=17/218 
vs. 8.8% in the retrospective cohort (35/400), this finding 
was not statistically significant (p=0.7). among read-
mitted patients, there was no difference in median time to 
readmission between both cohorts (7 days, iQr 2-18, vs. 4 
days, iQr 3-11, p=0.5).

Limitations: this study is currently ongoing and may 
not be sufficiently powered at this time to detect signifi-
cant differences between the prospective and retrospective 
cohorts.

Conclusions/Discussion: our algorithm successfully 
differentiated between the low/medium and high-risk cate-
gories, as shown by the increased rates of readmission in 
the high-risk group. routine use of the calculator will help 
clinicians identify patients at high risk for readmission. 
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Future studies evaluating interventions targeted to high-
risk patients alone may aid in decreasing rates of hospital 
readmissions.

THE EFFECT OF GENDER ON NARRATIVE 
LETTERS OF RECOMMENDATION FOR 
COLORECTAL RESIDENCY.

ePoSter aBStraCtS eP296

d. Jodeh1, J. miller-ocuin1, m. Ginesi1, J. abelson2, 
J. Saraidaridis2, e. Steinhagen1, S. Stein1

1Cleveland, OH; 2Burlington, MA

Purpose/Background: Gender differences have been 
noted in applications processes for many specialties, 
however the effect of gender on colon and rectal candi-
dates is not well described. Prior studies have shown 
linguistics software may differentiate between candidates.

Hypothesis/Aim: to assess linguistic differences in the 
narrative lor for colon and rectal surgery (CrS) resi-
dency applicants based on gender.

Methods/Interventions: lor submitted to a single 
CrS residency in 2019 were analyzed. applicant and 
letter writer characteristics were collected. analysis was 
performed with a validated linguistic inquiry and Word 
Count (liWC) program that counts words in psychologi-
cally meaningful categories. match status was determined 
by searching the applicant’s surgery residency and corre-
sponding CrS residency websites. descriptive statistics 
and bivariate analysis were employed.

Results/Outcome(s): 345 narrative lor were collected 
from 110 applicants. applicants were 61 (55.5%) male. 
Females had statistically lower aBSite scores (46.7 vs 59.8 
or (Ci 95%) =0.96 (0.94-0.99) but did not differ from 
males in terms of type of residency (p=0.074), doximity 
rating of residency (p=0.921), H indices (p=0.775) or 
imG status (p=0.486). 81 (73.6%) applicants who applied 
to our residency matched into a CrS residency compared 
to the national rate of 66%. there was no statistical 
difference in match rates between residents from academic 
and nonacademic general surgery programs (p=0.540), 

mean aBSite scores (p=0.17) or H-indices (p=0.11) or 
doximity residency ratings (p=0.06). However, males were 
significantly more likely to match (47 (77%) vs 34 (69.3%); 
p=0.000). overall the most common linguistic categories 
in lorS were: analytic (e.g. “problem-solving, thinking, 
analyze”; mean ± Sd =80.46 ± 0.60), and clout words (e.g. 
“confidence, influence”; 80.65 ± 0.47). linguistic domains 
most associated with matching included work (1.18  
(Ci 95% 1.02-1.44), analytical (1.15 (Ci 95% 1.01-1.45), 
and perception words (1.4 (Ci 95%1.42-1.87). Female 
applicants were significantly less likely to be described 
with analytical words (0.97 (0.94-0.99), and were more 
frequently described with clout words (1.04 (1.002-1.087), 
neither of which was associated with a positive match.

Limitations: liWC software counts words as they appear; 
however, it does not take context into consideration.

Conclusions/Discussion: there are linguistic differ-
ences in lor for successful versus unsuccessful candidates 
in the CrS match. there are associations with both 
linguistic differences in lor and male gender in successful 
applicants. males were described more as analytical and 
analytical is a term that was associated with matching. 
the role of lor in gender disparities and likelihood of 
matching is unclear and warrants further evaluation. 
Future thematic analysis is needed to adequately deter-
mine the impact of linguistic biases and whether there are 
effective interventions to mitigate.

AN ANALYSIS OF LINGUISTIC DIFFERENCES 
IN PERSONAL STATEMENTS BETWEEN 
COLORECTAL RESIDENCY CANDIDATES.

ePoSter aBStraCtS eP297

d. Jodeh, J. miller-ocuin, m. Ginesi, e. Steinhagen, 
S. Stein
Cleveland, OH

Purpose/Background: While there has been significant 
attention on the linguistic differences in letters of recom-
mendation for applicants to surgery, less is known about 
the words used by applicants in personal statements and 
their implications.

Hypothesis/Aim: How linguistic choices in personal 
statements differ among colon and rectal surgery (CrS) 
residency applicants and correlate with match rates.

Methods/Interventions: Personal statements and appli-
cation demographics were collected from a single CrS resi-
dency in 2019 and retrospectively reviewed. match data 
was collected from publically available data. Personal state-
ments were analyzed using a previously validated linguistic 
inquiry and Word Count Software (liWC) program that 
categorizes words in validated, psychologically meaningful 
categories. descriptive statistics and bivariate analysis were 
used.
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Results/Outcome(s): 110 personal statements were 
analyzed. of the applicants, 61 (55.5%) were male, 57 
(51.8%) white, 35 (32%) imG, 68 (62.7 %) completed 
residency at an academic program. overall match rate was 
81 (73.63%). males were significantly more likely to match 
(p=0.000); there was no statistical difference in match 
rates between academic and non-academic applicants 
(p=0.536). median word count for personal statements 
was 551 [465-551] words. overall personal statements were 
most likely to use words from the following linguistic cate-
gories: analytic (e.g., “problem-solving, thinking, analyze”; 
mean ± Sd =87.54 ± 8.14), authentic (e.g., “authentic,  
honest, humble”; 59.1 ± 19.34) and clout words  
(e.g., “confidence, influence”; 36.35 ± 9.33). Female 
applicants used significantly more friend words  
(e.g., “companion, buddy, friend, neighbor”; p=0.03) 
and fewer clout words (e.g., “confidence, influence”; 
p=0.01). male applicants used more authentic words  
(e.g., “authentic, honest, humble”; p=0.024). academic 
applicants used fewer clout (p=0.008) and more social 
words (e.g., “mate, talk, they”; p=0.012) whereas appli-
cants from community hospitals used slightly more 
passionate words (e.g., “passionate, love”; p=0.049) and 
authentic words (p=0.007). there were no linguistic 
categories statistically associated with a successful match. 
unsuccessful applicants were likely to use more compare 
(e.g., “greater, best”; p=0.007) and social words (e.g., 
“communal”; p=0.011) (Figure 1).

Limitations: the sample was limited to one academic 
CrS residency and a single match cycle. liWC software 
does not take context into consideration.

Conclusions/Discussion: While there are significant 
linguistic differences among personal statements by gender 
and academic residency, there are no linguistic difference 
associated with a successful match. Future work should 
evaluate the utility of personal statements for colon and 
rectal application and how to guide applicants who are 
writing personal statements.

THE USE OF ECMO AS BRIDGE THERAPY 
TO DEFINITIVE SURGICAL TREATMENT OF 
FULMINANT ULCERATIVE COLITIS.

ePoSter aBStraCtS eP298

J. tong1, r. Straker1, d. murken2, S. Shanmugan1

1Philadelphia, PA; 2Morgantown, WV

Purpose/Background: We present the case of a 20 yo 
male with newly diagnosed fulminant ulcerative Colitis 
(uC) complicated by acute respiratory distress syndrome 
(ardS) and pulseless electrical activity cardiac arrest.

Hypothesis/Aim: We aim to demonstrate the use of 
VV-eCmo for uC-related ardS as a bridge therapy to 
surgery.

Methods/Interventions: the patient underwent salvage 
VV-eCmo cannulation for Pea cardiac arrest secondary 
to ardS for treatment of refractory hypoxia and acidosis. 
Post-cannulation, the patient remained critically ill with 
multi-system organ failure on three vasopressors with a 
peak lactate of 13.3. Ct-imaging revealed concern for 
potential toxic megacolon. Given our prior experience 
with life-threatening hemorrhage associated with abdom-
inal surgery in patients on eCmo, the decision was made 
between the surgeon, the gastroenterologist, and the crit-
ical care team to continue with conservative management.

Results/Outcome(s): the patient was treated with 
broad spectrum antibiotics and slowly weaned off all 
vasopressors and decannulated from VV-eCmo four 
days later. at that time, he was diagnosed with a pulmo-
nary embolism and eCmo catheter-associated thrombus 
requiring therapeutic anticoagulation with a heparin drip. 
additionally, the patient underwent flexible sigmoidos-
copy revealing active disease graded as a mayo score of 2 
for which he was started on stress-dose steroids. Vascular 
surgery was consulted for pre-operative iVC filter place-
ment in anticipation of holding his anticoagulation post- 
operatively. He was then taken to the operating room for 
a laparoscopic total colectomy with end ileostomy which 
proceeded uneventfully. intra-operatively, his colon was 
noted to be diffusely dilated with complete loss of haustra. 
Post-operatively, he recovered well from his colectomy 
and was discharged to home on post-operative day three. 
Final pathology revealed diffuse mucosal ulceration with 
acute inflammation, cryptitis, and crypt abscesses with no 
evidence of granulomatous disease, dysplasia, or malig-
nancy. the proximal ileal margin was benign in nature 
with mild acute inflammation. Six months afterward, he 
underwent second-stage laparoscopic completion proctec-
tomy with J-pouch formation and diverting loop ileostomy. 
His ileostomy was reversed 3 months following.

Limitations: this case study is limited by a single 
surgeon’s experience.
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Conclusions/Discussion: uC is known to be associated 
with extra-intestinal manifestations including ardS. to 
date, we have found no other instance where VV-eCmo 
was utilized as a bridge therapy for patients suffering acute-
onset iBd-related ardS. Without VV-eCmo, this young 
20-year-old would not have survived.

DEVELOPMENT OF ILEOSTOMY 
ADENOCARCINOMA IN CROHN’S DISEASE.

ePoSter aBStraCtS eP299

e. Price, i. yu, C. de Jesus, J. mills, m. Falvo, J. Visco
Buffalo, NY

Purpose/Background: ileostomy adenocarcinoma is 
rare with less than 50 cases reported.

Hypothesis/Aim: only 5 cases have been reported to 
date in the setting of Crohn’s disease.

Methods/Interventions: Here, we present a 73-year-old 
female who underwent proctocolectomy with end 
ileostomy that developed ileostomy adenocarcinoma 
approximately 44 years after her last ileostomy revision.  
the patient was diagnosed with Crohn’s disease in 1969. 
She subsequently underwent proctocolectomy with end 
ileostomy for acute Crohn’s colitis. afterwards she had 
approximately 30 other procedures due to infection, wound 
dehiscence, and hernias. She has had ileostomy revision 
twice, the most recent occurring in 1977, secondary to 
necrosis of her ostomy. Since 2008, she has experienced 
persistent peristomal skin lesions despite topical therapies. 
in 2021, she discovered purulent drainage from a peri-
stomal skin lesion, followed by growth and development 
of nodularity.

Results/Outcome(s): a biopsy was performed which 
demonstrated adenocarcinoma. Staging workup revealed 
no evidence of metastatic disease. She underwent en bloc 
resection of the ileostomy with revision. Final pathology 
demonstrated moderately to poorly differentiated adeno-
carcinoma with extensive invasion of the surrounding 
soft tissue and the skin at the stoma site. margins were 
negative.

Limitations: ileostomy adenocarcinoma is an uncommon 
complication of Crohn’s disease. most cases reported have 
been associated with ulcerative colitis and familial adeno-
matous polyposis, likely due to the increased frequency of 
end ileostomy.

Conclusions/Discussion: treatment for ileostomy 
adenocarcinoma is en bloc resection of the cancer, ileos-
tomy, and surrounding skin, followed by ostomy revision. 
need for adjuvant therapy is dependent on presence of 
nodal or distant metastasis. From the limited data, this 
management strategy has been relatively successful, with 
85% survival, compared to the 20-30% 5-year survival in 
small bowel adenocarcinoma. this suggests that ileostomy 
adenocarcinoma is an entity distinct from small bowel 

adenocarcinoma. due to the paucity of cases, however, 
the pathophysiology of Crohn’s disease ileostomy adeno-
carcinoma is poorly understood, and there is no standard 
for surveillance. often, diagnosis is delayed despite skin 
changes and associated symptoms for years. usually, 
topical therapies are first attempted given the frequency of 
benign peristomal skin lesions, such as pyoderma gangre-
nosum. the delay leads to metastatic disease by the time of 
diagnosis in some patients, which could be prevented with 
early detection. Patient education regarding this disease 
process is essential to early diagnosis. yearly physical exam 
with dedicated examination of the stoma and peristomal 
skin will allow providers to detect changes early. any 
lesions that are non-responsive should be considered for 
early biopsy.

adenocarcinoma at the patient’s end ileostomy site.

ILEOCOLIC CROHN’S DISEASE: SHORT AND 
MEDIUM TERM SURGICAL RESULTS.

ePoSter aBStraCtS eP300

a. iglesias, C. San martín, C. olivares, G. urrejola, 
m. molina, r. miguieles, F. Bellolio
Santiago, Chile

Purpose/Background: Crohn’s disease (Cd) is an 
inflammatory pathology that is characterized by its chronic 
and recurrent behavior. Surgery is reserved for failure of 
medical management or complications.

Hypothesis/Aim: the objective is to evaluate endo-
scopic, clinical, and surgical recurrence after surgery.

Methods/Interventions: non-concurrent cohort study 
from January 2011 to april 2021. Consecutive patients 
older than 15 years old operated for ileocolic Cd and 
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confirmed by biopsy are included. Patients with Cd 
who did not involve the ileo-caecal region, those whose 
reason for intervention was a recurrence, pancolitis, and 
patients with less than 1 year of follow-up were excluded. 
retrospective information from the database and clinical 
records. the primary outcome was the need for a new 
surgical resection and the secondary outcome was periop-
erative morbidity and clinical and endoscopic recurrence.

Results/Outcome(s): 14 patients were identified. the 
mean age at the time of surgery was 38 years old. the 
surgery was a mean of 80 months (0-300) after the diag-
nosis of Cd, 5 emergency and 9 electives procedures. 
there were 2 minor and 4 major postoperative complica-
tions, with no anastomotic leakage. endoscopic recurrence 
was found in 9 patients and clinical recurrence in 7 (50%) 
with a mean of 15 months, of which 1 required a new inter-
vention. no deaths were recorded.

Limitations: among the limitations of this study is its 
retrospective nature, its small sample size and the absence 
of a long follow up, with the possible biases that this 
implies.

Conclusions/Discussion: after resective surgery for 
ileocecal Cd, 1 of 14 patients required a new intervention. 
However, the clinical and endoscopic recurrence rate 
remains high. Follow up of these patients should be main-
tained for proper management.

GASTRIC AND DUODENAL FISTULAS IN 
CROHN’S DISEASE, A SURGICAL CHALLENGE: 
REPORT OF FIVE CASES.

ePoSter aBStraCtS eP301

H. Villela, C. Sobrado, l. Sobrado, m. de Camargo, 
S. nahas
Sao Paulo, Brazil

Purpose/Background: Gastric and duodenal fistula 
are a rare complication of Crohn’s disease (Cd), affecting 
about 0.3-5% of patients and usually resulting from 
inflammation in other sites of the gastrointestinal tract. 
management of these cases is complex and involves preop-
erative optimization and surgical treatment

Hypothesis/Aim: discuss conflituous aspects of this 
rare complication of Cd illustrated by five cases.

Methods/Interventions: We reviewed 855 medical 
records of Cd patients treated in our service. reviewed 
literature using Pubmed database.

Results/Outcome(s): We found four cases of duodenal 
fistula and one case of gastric fistula. all patients had 
epigastric pain, nausea, weight loss and diarrhea as the 
main symptoms, had an impaired nutritional status and 
received preoperative nutritional therapy. two patients 
had been submitted to a previous ileotyphectomy and later 
evolved with fistula of the anastomosis to the duodenum. 
in these cases, resection of the anastomosis, debridement 

of the duodenal fistula, primary closure of the defect, 
epiplonplasty and cavity drainage were performed. one of 
these evolved with dehiscence of the duodenal raffia and 
was reoperated with a duodenojejunostomy, without new 
complications. the other two patients had no previous 
surgery. one had disease in the terminal ileum and right 
colon, associated with a transverse-duodenal fistula. right 
ileocolectomy with raffia of the duodenum and epiplon 
patch was performed. the last case presented Crohn’s 
pancolitis with stenosis of the sigmoid colon and a fistula 
of the transverse colon to the 3rd duodenal portion. total 
colectomy with temporaty fecal diversion, duodenal cross 
section with linear stapler and epiploplasty were performed. 
all patients received anti-tnF agents for recurrence 
prophylaxis three to six weeks after surgery. there were no 
deaths or recurrence of duodenal fistula during follow-up.

Limitations: actual evidence on this condition is based 
on case reports and case series, and lager studies clarifying 
the optimum preoperative preparation, the ideal surgical 
procedure and long-term outcomes are lacking.

Conclusions/Discussion: Gastric and duodenal fistulas 
are a rare complication of Cd and usually resulting from 
disease activity in ileum, ascending and transverse colon 
or ileocolic anastomosis. once diagnosed, treatment is 
usually surgical, however, adequate preoperative optimi-
zation with nutritional therapy and antbiotics are essential 
for a successfull treatment. Controversy exists about the 
ideal surgical procedure for duodenal closure and in most 
cases primary transversal closure followed by omental 
patch could be performed successfully. For larger defects 
(larger than 3 cm), duodenojejunostomy is an option, 
since there is no extensive jejunal disease. Postoperative 
recurrence should be a concern and this patients should 
receive recurrence prophylaxis with anti-tnF agents and 
be followed-up closely with early endoscopic surveillance.
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30-DAY OUTCOMES OF PARTIAL COLECTOMY 
VERSUS TOTAL COLECTOMY IN ULCERATIVE 
COLITIS.

ePoSter aBStraCtS eP302

e. Carpenter, F. Valdera, m. Chauviere, r. Krell
Fort Sam Houston, TX

Purpose/Background: total abdominal colectomy 
(taC) with end ileostomy is standard treatment for 
severe, medically refractory ulcerative colitis (uC). Partial 
colectomy (PC) may present a less morbid treatment 
option.

Hypothesis/Aim: outcomes after PC are equivalent to 
taC after accounting for comorbidities and case urgency.

Methods/Interventions: We used data from the 
2012-19 american College of Surgeons national Quality 
improvement Program (aCS-nSQiP) to assess 30-day 
mortality and complication rates for patients who under-
went taC versus PC with diversion (colostomy or 
ileostomy) for uC. We used propensity score matching 

techniques to account for differences in patient demo-
graphics and comorbidities, disease extent, chronic steroid 
use, preoperative laboratory values, surgical approach, 
and case urgency. We conducted a sensitivity analysis for 
patients undergoing emergency surgery.

Results/Outcome(s): We identified 9621 patients 
undergoing PC or taC for uC meeting study criteria. 
after propensity score matching, there were 948 patients 
for analysis. Before matching, patients undergoing PC 
were older (58 vs. 43 years, p < 0.001) with more comor-
bidities, experienced more serious complications (47.2% 
vs. 30.5%, p < 0.001) and had a higher 30-day mortality 
(6.9% vs. 1.4%, p < 0.001). after matching, rates of overall 
complications were equivalent between groups. Patients 
undergoing taC had higher rates of postoperative sepsis/
septic shock (9.5% vs. 5.9%, p = 0.038) and postoperative 
venous thromboembolism (6.1% vs. 3.4%, p = 0.047), but 
other outcomes were equivalent between groups including 
rates of reoperation, length of stay, and 30-day mortality. 
a sensitivity analysis for emergent cases revealed no 
significant difference in any outcome between operative 
approaches in the matched cohort.

Limitations: this was a retrospective study with data 
limited to those captured within aCS-nSQiP. However, 
this represents the largest comparison of PC versus taC 
for severe, medically refractory uC.

Conclusions/Discussion: PC has similar 30-day 
outcomes as taC for select patients with ulcerative 
colitis. PC may be a preferable surgical option in certain 
patients, particularly for those who are elderly, have signif-
icant comorbidities, demonstrate evidence of pre-operative 
sepsis, and/or require urgent or emergent surgery.

REDO ILEOCOLIC RESECTION IN CROHN’S 
DISEASE – DOES TIME PASSED FROM 
PREVIOUS SURGERY MATTER?

ePoSter aBStraCtS eP303

m. Freund, i. Kent, n. Horesh, d. Zhang, r. Geffen, 
Z. Garoufalla, S. Wexner
Weston, FL

Purpose/Background: Surgical resection for Crohn’s 
disease often requires repeat surgical intervention. the 
relation between the interval of time from the initial oper-
ation to the redo procedure has uet to be explored.

Hypothesis/Aim: the time interval from the first 
ileocolic resection to the redo procedure effects surgical 
outcomes

Methods/Interventions: a retrospective review of all 
adult patients undergoing redo-ileocolic resection for Cd 
between 2011 through 2020 in a large tertiary referral 
center was conducted. Patients were divided into two 
groups based on time from initial ileocolic resection - 
patients operated within 10 years from their initial surgery 
(£10 years) were included in the early surgery group, and 
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patients operated at an interval of more than 10 years were 
included in the late surgery group. the primary outcome 
was 30-day postoperative morbidity

Results/Outcome(s): Fifty eight patients underwent 
redo-ileocolic resection during the study period, 24 patients 
(41.4%) in the early group and 34 patients (58.6%) in the 
late group. aside from older median age in the late group 
(56 vs 46.5, p=0.026), the groups were similar in terms of 
patient demographics, pre-operative immune-suppressing 
medication use, and intra-operative factors. Post-operative 
complication rate was higher in the late surgery group 
although it did not amount to a statistical significance 
(61.8% vs 37.5%; p=0.1). in addition, a significantly 
higher rate of major post-operative complications was seen 
in the late group (23.5% vs 4.1%, p=0.04) compare to 
patient in the early group. Patients in the late group also 
had a longer length of stays (6 vs 5 days, p=0.035) and a 
higher readmission rate (26.4% vs 4.1%, p=0.035).

Limitations: retrospective single center study
Conclusions/Discussion: in our study, a long interval 

between the index ileocolic resection and a redo-ileo-
colic resection in Cd patients was a risk factor for major 
post-operative complications.

SHORT-TERM OUTCOMES AFTER KONO-S 
ANASTOMOSIS FOR CROHN’S DISEASE – A 
CASE SERIES.

ePoSter aBStraCtS eP304

F. Pachler, P. lund, t. Pedersen, C. rønholt, 
K. Hougaard, P. Gocht-Jensen, m. Klein, t. Fransgård
Herlev, Denmark

Purpose/Background: although ileocecal resection is 
common in Cd, there is no consensus on anastomotic 
technique. Kono-S anastomosis is a relatively novel tech-
nique aiming to decrease the risk of anastomotic stricture.

Hypothesis/Aim: to present short term outcomes in 
the first 28 patients having Kono-S anastomosis at our 
department.

Methods/Interventions: all patients having a Kono-S 
anastomosis between July 2019 – october 2021, were iden-
tified. Prior to surgery, all patients were discussed at a multi 
disiplinary team conference. as standard, patients were 
scheduled for laparoscopic resection, with extracorporal 
anastomosis. electronic patient records were reviewed, 
and predefined outcomes registered. Primary outcome was 
complication rate. other outcomes included reoperation 
rate, conversion rate and readmission rate. Further severity 
of complication was estimated using Clavien-dindo score.

Results/Outcome(s): a total of 28 patients were 
included, all of which had an ileocecal resection and a 
Kono-S anastomosis. the median age was 37 years, and 
none had severe comorbidities (aSa 1-2). 12 patients had 
a history of previous surgery for Cd, with an average of 
2 prior surgeries for Cd (range 0-5). thirty-two percent 

(9/28) of the patients experienced a postoperative compli-
cation, and 14% (4/28) required reoperation. the rate 
of anastomotic leakage was 7% (2/28), while no surgical 
complication was found in the other 2 reoperated patients. 
other postoperative complications included bleeding, 
intraabdominal abscess and surgical site infection. this 
corresponds to 4 Clavien-dindo i complications and 5 
Clavien-dindo iiib complications. Seventy-five percent 
(21/28) patients were scheduled for primary laparoscopic 
surgery. of these 24% (5/21), were converted to open 
surgery. the remainder were scheduled for primary open 
resection. the rate of readmission within 30 days after 
discharge was 11% (3/28). none of the readmitted patients 
required surgical intervention.

Limitations: the present investigation is a case series 
and as such a descriptive study on short term outcomes. 
the study might include a period with a learning curve, 
with a novel procedure.

Conclusions/Discussion: We present a case series 
on the first 28 patients having ileocecal resection and 
Kono-S anastomosis, at our department. these are the 
first described cases in denmark. the incidence of iBd 
in the Scandinavian countries are among the highest in 
the world. the bulk of previous studies originate from 
asia and north america. We present the first study on a 
Scandinavian population. the results show that the proce-
dure is safe, with complication rate and rate of anastomotic 
leakage similar or lower than otherwise found in the litera-
ture. it is also comparable to similar resections in non-iBd 
patients. Future studies including functional results, with 
long term follow up are needed.

OPTIMAL PREOPERATIVE NUTRITION 
FOR PENETRATING CROHN’S DISEASE: A 
SYSTEMATIC REVIEW AND META-ANALYSIS.

ePoSter aBStraCtS eP305

l. Baker1, t. lenet1, l. Park2, a. Hodgson1, S. murthy1, 
r. musselman1

1Ottawa, ON, Canada; 2Hamilton, ON, Canada

Purpose/Background: Guidelines recommend preop-
erative nutrition optimization in patients with penetrating 
Crohn’s disease. However, recommendations on formu-
lation, route of administration, and duration are lacking.

Hypothesis/Aim: the purpose of this review was to 
determine if a superior preoperative nutritional optimi-
zation strategy exists for patient undergoing surgery for 
penetrating Crohn’s disease.

Methods/Interventions: electronic databases were 
searched from January 2000 to February 2021 for studies 
reporting preoperative nutritional optimization strategies in 
patients undergoing surgery for septic complications from 
penetrating Crohn’s disease. information pertaining to 
study design, patient population, preoperative nutritional 
optimization strategy, and postoperative adverse events 
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were extracted. Qualitative synthesis and meta-anal-
ysis using a random effects model were performed as 
appropriate.

Results/Outcome(s): Seven retrospective, five prospec-
tive cohort, and one randomized controlled trial involving 
1,518 patients were included. Seven studies compared 
exclusive enteral nutrition (een) to standard of care; the 
remainder compared various other nutritional regimens 
including oral nutritional supplementation and parenteral 
nutrition. in meta-analysis of studies comparing een to 
standard of care, een was associated with reduction in 
anastomotic leak (or 0.41, 95% Ci 0.20-0.84) (n=5 
studies, 587 patients), wound infection (or 0.47, 95% 
Ci 0.3-0.75) (n=6 studies, 657 patients)(Figure 1), and a 
trend towards reduction in postoperative adverse events 
(or 0.56, 95% Ci 0.31-1.01). there was no difference in 
risk of diverting loop ileostomy at the time of surgery or 
length of hospital stay.

Limitations: this review had several limitations. Firstly, 
the majority of included studies were retrospective and 
observational in nature; this likely introduced signifi-
cant selection bias into the results, thereby limiting the 
certainty of conclusions that can be drawn from this 
meta-analysis. Furthermore, the limited number of studies 
reporting adjusted data precluded sensitivity analysis of 
adjusted data. there was also appreciable heterogeneity in 
baseline characteristics of included patient populations as 
well as in the formulation and duration of the prescribed 
nutritional regimens. Finally, the lack of studies evaluating 
nutritional optimization strategies other than een such 
as parenteral nutrition limits our ability to determine and 
compare the efficacy of these techniques.

Conclusions/Discussion: nutritional optimization with 
een may be associated with improved post-operative 
outcomes in patients undergoing bowel resection for 
penetrating Crohn’s disease, specifically anastomotic leak 
and wound infection. the development of a standard-
ized evidence-based preoperative nutritional optimization 
strategy is warranted for this complex patient population.

RENAISSANCE OF THE CONTINENT 
ILEOSTOMY AS A FAVORABLE ALTERNATIVE 
TO THE CONVENTIONAL ILEOSTOMY.

ePoSter aBStraCtS eP306

K. Herman, J. Church, B. Shen, r. Kiran
New York, NY

Purpose/Background: after proctocolectomy most 
patients choose ileal pouch-anal anastomosis over end 
ileostomy. Continent ileostomy is rarely proposed. We 
have restored continent ileostomy as an option after 
proctocolectomy.

Hypothesis/Aim: to report clinical outcomes and 
quality of life following continent ileostomy creation and/
or revision.

Methods/Interventions: Patients who underwent either 
continent ileostomy creation or revision were identified 
and their charts were reviewed. 30 day post-operative 
clinical outcomes, quality of life and functional outcomes 
were primary endpoints. We used the SF-12 survey and a 
questionnaire to measure quality of life.

Results/Outcome(s): 56 cases were divided into two 
groups; patients undergoing continent ileostomy creation 
(n=25) and those undergoing revision (n=31). data from 
each group are reported separately. Creation Group: there 
was no mortality. 2 patients suffered major complications 
within 30-days of surgery: a pouch leak and a pelvic 
abscess. 9 patients had post-operative ileus (36%), and 7 
patients were readmitted (28%). there were no 30-day 
reoperations. mean follow up was 2.2 years. 5 patients 
(20%) required a revision (2 for nipple valve slippage). 
there was a 92% pouch retention rate. revision Group: 
the most common indication for revision was nipple valve 
slippage (15/31, 48%). after revision, 2 major 30-day 
post-operative complications were observed (both bowel 
obstructions requiring readmission). Pouch retention rate 
following revision was 96%. there were no 30-day reop-
erations and no post-operative mortalities over a mean 
follow-up period of 3.5 years. Quality of life and function: 
Post-operative patient satisfaction was high in both groups. 
85% of patients reported improvement in quality of life 
following continent ileostomy creation and 90% of patients 
would recommend the surgery to other patients. Post-
operative quality of life scores (both physical and mental) 
were comparable to national averages. regarding function, 
nearly all patients denied experiencing incontinence and 
only a single patient described any consistent difficulty 
with intubating the pouch.

Limitations: this is a single-center study limited by a 
relatively low sample size and short follow-up time.

Conclusions/Discussion: Continent ileostomies can 
be created safely and effectively by skilled surgeons, with 
overwhelmingly positive functional outcomes and patient 
satisfaction. it deserves to be included as an option for 
patients having proctocolectomy.
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OPIOID-FREE COLORECTAL SURGERY IN 
INFLAMMATORY BOWEL DISEASE.

ePoSter aBStraCtS eP307

a. truong, l. yao, P. Fleshner, K. Zaghiyan
Los Angeles, CA

Purpose/Background: modern enhanced recovery 
pathways have emphasized opioid-sparing protocols, with 
some targeting zero-opioids. the ability to achieve opioid-
free surgery is unknown in inflammatory bowel disease 
(iBd).

Hypothesis/Aim: We determine clinical factors associ-
ated with opioid-free recovery following colorectal surgery 
for iBd.

Methods/Interventions: Patients undergoing major 
colorectal surgery were aggregated from two prospective 
studies between 4/2017-10/2019. Patients with chronic 
preoperative opioid use (>3 times per week) were excluded. 
all patients received pre-, intra-, and postoperative multi-
modal opioid-sparing analgesia with a surgeon-administered  
transversus abdominis plane block. opioid use was 
measured by oral morphine equivalents (ome) and pain 
was measured by visual analog scale.

Results/Outcome(s): the study cohort of 209 patients 
included 148 (71%) iBd and 61 (29%) non-iBd patients. 
median age was 46 (iQr 30-65) years and 50% were 
female. amongst iBd patients, 66 (45%) had ulcerative 
colitis (uC) and 82 (55%) had Crohn’s disease (Cd). 
iBd patients required significantly more opioids cumula-
tively over the first 72 postoperative hours compared to 
non-iBd patients (77 [33-148] vs 40 [17-82] mg median 
ome respectively, p=0.001). median 72-hour pain scores 
were higher for iBd compared to non-iBd patients (3.1 
[1.8-4.7 vs 2.5 [1.4-3.7], p=0.007). a subset of iBd 
patients were able to achieve opioid-free postoperative pain 
control, however rates were lower than non-iBd patients 
(Figure). amongst iBd patients, older age (or 1.23 per 
5-year increase, 95% Ci 1.01-1.49, p=0.04), male gender  
(or 6.5, 95% Ci 1.2-34.2, p=0.03), and smoking (or 4.8, 

95% Ci 1.1-21.1, p=0.04) were independently associated 
with zero postoperative opioid usage in the first 24 hours. 
there was no difference in median opioid usage or rates 
of zero-opioid usage within the first 24 hours between uC 
and Cd patients.

Limitations: data was unavailable to determine multi-
modal analgesia protocol compliance.

Conclusions/Discussion: We publish the first evidence 
that modern enhanced recovery protocols allow opioid-
free postoperative pain control in iBd patients undergoing 
major colorectal surgery. Factors associated with zero post-
operative opioids use include older age, male gender, and 
a smoking history.

Figure 1: opioid-free postoperative pain control

PREDICTIVE FACTORS FOR FAILED MEDICAL 
MANAGEMENT OF CROHN’S RELATED BOWEL 
OBSTRUCTION.

ePoSter aBStraCtS eP308

d. Koller1, a. mcnair2, B. Parkinson2, m. yearsley2, 
K. Foley2, r. Gebhard2, Z. Shah2, S. Husain2

1Providence, RI; 2Columbus, OH

Purpose/Background: medical management of Crohn’s 
related bowel obstruction is mostly successful, but some 
patients will fail to improve without surgery. reliable 
predictors for failure of medical management are unknown.

Hypothesis/Aim: We wanted to see if there were 
any factors that could help predict failure of medical 
management.

Methods/Interventions: retrospective review of 
Crohn’s patients with bowel obstruction over an 8-year 
period was conducted. Patient demographics, comor-
bidities, admission physiology, inflammatory biomarkers, 
pathologic and radiographic findings were reviewed and 
compared between patients successfully managed with 
medicine and those who failed and required surgical 
intervention.

Results/Outcome(s): a total of 155 patients with 226 
admissions for Crohn’s related bowel obstruction were 
identified. Patient who underwent surgery without a full 
trial of medical therapy were excluded. 20 patients failed 
medical management in 36 admissions, while 135 patients 
had successful medical management in 190 admissions. 
there were 103 imaging studies within 1 week of admis-
sion, 20 in the failed medical management group and 83 
in the successful medical management group. there were 
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68 pathologic endoscopic samples within 6 months of 
admission, 12 in the failed medical management group and 
56 in the successful medical management group. Failure 
of medical management was significantly associated with 
younger age (38.8yrs in the failed group versus 49.87yrs 
in the successful group, p=.0025) and lower Charlson 
Comorbidity score (0.303 vs 1.71, p=.0001). While not 
statistically significant, increased tachypnea (15% vs 5%, 
p=.066), shorter length of diseased bowel segment (11cm 
vs 17.5cm, p=.16), shorter length of unstrictured disease 
(4.4cm vs 12.5cm, p=.063) and increased ulceration (20% 
vs 7%, p=.142) were possible predictors of failed medical 
management.

Limitations: even though the pathologic and radio-
logic reviewers were blinded to the patient outcomes, the 
retrospective nature of this review might make it difficult 
to generalize to the population. as a single institutional 
study, medical management was limited to what the insti-
tution has to offer. the limited number of patients and 
studies in this review has left some datapoints trending but 
differences were not statistically significant. additionally, 
we were not able to run a multivariable analysis due to the 
study size.

Conclusions/Discussion: our research shows that 
younger patient with lower comorbidities were signifi-
cantly more likely to fail medical management of Crohn’s 
related bowel obstruction. While not statistically signifi-
cant, patients presenting with tachypnea and ulceration 
on imaging also have a higher chance of failure of medical 
management. Histologic findings did not lean either way; 
radiologic review showed length of disease and length of 
unstrictured disease seemed to paradoxically predicted 
successful medical management. this topic requires further 
investigation with larger, multicenter studies.

TRENDS IN SURGICAL OUTCOMES FOR 
ILEAL-POUCH ANAL ANASTOMOSIS 
(IPAA) CONSTRUCTION USING A LARGE 
NATIONWIDE DATABASE.

ePoSter aBStraCtS eP309

H. Gassie1, S. rustom1, n. Wieghard1, S. Wexner2, 
S. Sharp1

1Richmond, VA; 2Weston, FL

Purpose/Background: restorative proctocolectomy 
with ileal pouch-anal anastomosis has become the gold 
standard for patients with ulcerative Colitis (uC) and 
patients with familial adenomatous polyposis (FaP). little 
data exist regarding perioperative outcomes over time for 
minimally invasive versus open iPaa creation.

Hypothesis/Aim: the aim of this study was to evaluate 
the trends in surgical outcomes in iPaa construction 
as minimally invasive surgery (miS) has become more 
prevalent.

Methods/Interventions: the american College 
of Surgeons (aCS) nSQiP database from 2005-2019 
was used. laparoscopic (miS) and open cases of iPaa 
construction for uC or FaP were used. these patients 
were subdivided into three time point cohorts: early 
(2005-2009), middle (2010-2014) and recent (2015-2019). 
univariable and multivariable analyses were performed to 
evaluate morbidity, mortality and hospital length of stay.

Results/Outcome(s): a total of 6184 patients were 
analyzed, and 2555 underwent miS while 3629 under-
went open surgery. after multivariable analysis, the miS 
approach was associated with lower risk of morbidity 
compared to open procedures (rr= 0.86, p <0.0001; 
95% Ci 0.78- 0.94), both in the early and recent periods 
(early period=rr 0.66, p<0.0001; recent period rr=0.78, 
p=0.0029). Superficial SSi was consistently lower in the 
miS cohort across all three time periods. after multivari-
able analysis, the overall relative risk of superficial SSi in 
the miS cohort was 0.41 (p<0.0001), early period = 0.35  
(p<0.0001), middle period = 0.55 (p=0.0007), and recent 
period = 0.31 (p<0.0001). the relative risk of deep 
space SSi was decreased overall (rr 0.58, p=0.013, 95%  
Ci 0.62-0.93), with the most significant effect occur-
ring during the early period (rr 0.30, p=0.0260, 95%  
Ci 0.105-0.868). Sepsis was also decreased in the miS 
cohort (rr 0.76, p=0.0093, 95% Ci 0.62-0.93), espe-
cially in the recent time period (rr 0.63, p=0.0344, 95% 
Ci 0.41-0.97). Furthermore, hospital length of stay was 
decreased in the miS cohort (-0.287 days, p=0.0170), 
with a greater difference occurring in the more recent 
cohort (-0.375 days, p= 0.0418).

Limitations: First, we are only able to assess associa-
tion, and not causation. Second, nSQiP de-identifies the 
institution where the data originated, therefore it is not 
possible to identify either individual or outlier hospitals. 
in addition, nSQiP tends to over-represent tertiary care 
centers and may not be applicable to all hospitals. next, a 
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significant amount of critical intraoperative information is 
not available through nSQiP, such as blood loss, conver-
sion, anastomotic type (stapled vs. handsewn), if a muco-
sectomy was performed, and anastomotic leak test status.

Conclusions/Discussion: With increasing utilization 
of minimally invasive techniques in iPaa creation, there 
have been significant decreases in the rates of morbidity 
including decreasing rates of superficial and deep space 
SSi, as well as decreased hospital length of stay.

RACIAL DISPARITY IN COMPLICATIONS AND 
LENGTH OF STAY AMONG VETERANS WITH 
INFLAMMATORY BOWEL DISEASE (IBD).

ePoSter aBStraCtS eP310

a. Booth, a. mohamed, r. axon, e. Forster, 
G. magwood, t. Curran
Charleston, SC

Purpose/Background: outcomes of surgery are known 
to differ by race and socioeconomic factors. Previous 
studies of intestinal surgery for iBd have demonstrated 
inferior outcomes among Black and Hispanic patients, 
however, study results are inconsistent and have omitted 
measures for social determinants of health.

Hypothesis/Aim: We aimed to assess the association 
between race, socioeconomic deprivation, and iBd surgery 
outcomes.

Methods/Interventions: national Veterans Health 
administration (VHa) data were used to identify patients 
with Crohn’s disease (Cd) or ulcerative colitis (uC) 
who underwent major intestinal surgery (e.g., enterec-
tomy, colectomy, ostomy) between 2016-2019 based on 
iCd10 diagnosis and procedure codes. Bivariate analyses 
were performed with Black race as the main exposure.  

the primary outcomes were presence of one or more surgical 
complications and length of stay (loS). demographic 
covariates included area deprivation index (adi), a 
multidimensional zip-code based marker for socioeconomic 
status. Factors associated with complications and longest 
loS quartile were modeled with multivariable logistic 
regression.

Results/Outcome(s): 1103 patients (40.0% uC, 60.0% 
Cd) were included in the analysis: 174 (15.8) patients 
were Black and 896 (81.2%) were White (3% other race/
ethnicity or missing). there were no racial differences 
in complication rate on bivariate (20.3% Black, 20.0% 
White, p=0.817) or multivariable regression analysis 
(adjusted odds ratio (or): 1.57, 95% Ci: 0.84-4.65). 
Black patients were more likely to be in the top quartile 
for loS (longest, 37% vs. 24%, p=0.008); this difference 
remained significant in the multivariable model for loS 
(or 2.36, 95% Ci: 1.08-5.15). the complete model for 
loS is shown in the table. Black patients were younger 
(p=0.012), had more incident disease (<2 years duration, 
p=0.019), were more likely to smoke (39% vs. 28%, 
p=0.029), and less likely to have received steroids within 
one month of surgery (6% vs. 12%, p=0.038). type of 
iBd, adi, sex, laparoscopic approach, emergent status, 
and Charlson comorbidity index (CCi) did not differ by 
race. adi was not associated with an increased rate of 
complications or longer loS.

Limitations: the study is limited primarily by its obser-
vational nature and small sample size relative to other large 
national databases. as the dynamics of the VHa system 
are unique and the study population is predominantly 
male, generalizability may be limited.

Conclusions/Discussion: While controlling for baseline 
health and socioeconomic factors, Black race is associated 
with longer loS after iBd surgery but not an increased 
rate of complications. this discrepancy suggests non- 
medical factors may contribute to longer loS among 
Black patients and merits further investigation.
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Full model for factors associated with the longest quartile length of stay

DISPARITIES IN POSTOPERATIVE OUTCOMES 
AMONG DIVERSE PATIENT GROUPS WITH 
INFLAMMATORY BOWEL DISEASE.

ePoSter aBStraCtS eP311

a. rosenberg, l. Wolfe, S. Sharp, n. Wieghard
Richmond, VA

Purpose/Background: Inflammatory bowel disease 
(IBD) represents a significant burden of disease in the 
United States. The incidence of IBD is increasing, with 
a higher prevalence in non-White populations.

Hypothesis/Aim: To evaluate disparities in postoper-
ative outcomes among patients of different racial/ethnic 
populations undergoing surgery for IBD.

Methods/Interventions: The National Inpatient 
Sample (NIS) (2016-2018) from the Healthcare Cost 
and Utilization Project (HCUP) was used to calcu-
late national estimates for a number of postoperative 
complications in patients with Ulcerative Colitis or 
Crohn’s Disease. Statistical analyses were performed 
using SAS survey procedures to account for the strati-
fication and clustering in the NIS sample when calcu-
lating the national estimates.

Results/Outcome(s): A majority of the 112,900 
patients (weighted) undergoing surgery for IBD were 
White (77.7%) vs Black (9.6%), Hispanic (7.8%) and 
other (Asian, Pacific Islander, not otherwise specified) 
(4.9%). There was a difference in postoperative infec-
tions with higher frequency in Black patients compared 
to White or Hispanic patients (4.2% vs 3.1% vs 2.7%, 
p <0.005). Overall, there was a significant difference 
in morbidity and mortality, with Black patients expe-
riencing significantly higher morbidity and mortality 
than White or Hispanic patients (17.1% vs 14.5% vs 
15.3%, p<0.004). There was no difference in the rate 
of wound dehiscence, colostomy complications, respi-
ratory failure, renal failure, deep vein thrombosis, or 
pulmonary embolism among groups. Black patients 
experienced longer average length of hospital stay 
vs White patients (12.5 vs 9.6 days, p<0.0001) and 
Hispanic patients (12.5 vs 11.2 days, p=0.04). Despite 
this, the modified Charlson Index estimates that white 
patients suffer from more comorbidities than Black or 
Hispanic patients (2.3 vs 1.9 vs 2.0, p<0.0001).

Limitations: The NIS database is limited to a patient’s 
initial hospital admission, it does not include read-
missions or complications within the first 30 days 
postoperatively which leads to a number of missing 
complications.

Conclusions/Discussion: This study demonstrated 
racial disparities in postoperative outcomes with Black 
patients experiencing significantly higher rates of post-
operative infections, overall morbidity and mortality, 
and length of stay despite suffering from less comor-
bidities. This suggests an opportunity to focus on other 
aspects of patient care to decrease length of stay. In 
order to improve the care for the rising numbers of 
non-White patients with IBD, focusing on social deter-
minants of health may be necessary.

FEATURES OF REOPERATIVE LAPAROSCOPIC 
SURGERY IN ILEOCOLIC CROHN’S DISEASE.

ePoSter aBStraCtS eP312

e. adams, K. Zaghiyan, P. Fleshner
Los Angeles, CA

Purpose/Background: laparoscopic ileocolic resection 
(iCr) in Crohn’s disease (Cd) is safe and has improved 
outcomes compared to open. Concerns regarding intraab-
dominal adhesions may deter repeat laparoscopy.

Hypothesis/Aim: Compare laparoscopic iCr safety & 
feasibility among patients undergoing their 1st, 2nd or ≥3 
Cd specific surgeries. identify risk factors for laparoscopic 
to open conversion.

Methods/Interventions: Cd patients undergoing 
elective iCr by colorectal surgeons from a prospective  
database were identified. Clinical features (age, opera-
tive indication) and intraoperative variables (use of a 
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laparoscopic approach, choice of trocar access, reason 
for conversion, trocar injury, or time) were compared 
between 3 patient groups: 1) first time surgery, 2) 2nd 
surgery for Cd 3) ≥3 surgeries for Cd. Chi-square test 
compared conversion rates and anoVa analyzed contin-
uous variables. logistic regression assessed conversion risk 
factors.

Results/Outcome(s): Features of the 193 study patients 
are shown in table 1. Patients undergoing their first oper-
ation were significantly younger than other patient groups. 
use of a laparoscopic approach (p<0.01) and avoiding 
umbilical trocar access (p<0.01) were significantly lower 
with increasing number of prior surgeries. among laparo-
scopic cases, conversion to open was progressively more 
common (p<0.01), primarily due to adhesions. there were 
no significant differences in trocar injury rates among the 
groups (p=0.24). univariate analysis was conducted to 
identify risk factors for conversion. in the first Cd surgery 
group, conversion was associated with penetrating disease 
(p=.04) and male gender (p=.04) in multivariate analysis 
with gender, penetrating disease retained significance 
(p=.02). no factors were associated with conversion in 
both the 2nd surgery and ≥3 surgery groups. no significant 
differences existed in laparoscopic case length among 
completed or converted cases.

Limitations: retrospective study.
Conclusions/Discussion: the conversion rate of lapa-

roscopic iCr is increased with subsequent Cd related 
surgery, predominantly driven by the development of 
adhesions. trocar injury during attempted laparoscopy is 
rare. operative time is not impacted by history of prior Cd 
surgery in those with and without successful laparoscopy. 
our data suggests that even in patients with prior surgical 
resection, attempted laparoscopy is safe and potentially 
beneficial.

table 1: intraoperative Features of laparoscopic iCr

THE ROLE OF LAPAROSCOPY IN THE 
TREATMENT OF COMPLICATED CROHN’S 
DISEASE: LONG-TERM RESULTS FROM A 
PROPENSITY MATCHED COHORT.

ePoSter aBStraCtS eP313

t. Connelly, C. Clancy, l. duraes, m. Valente, 
t. Cengiz, X. Jia, S. Steele, H. Kessler
Cleveland, OH

Purpose/Background: laparoscopic surgery for compli-
cated (montreal B3/penetrating) Crohn’s disease (Cd) 
is technically challenging. Several previous analyses 
comparing long-term outcomes of laparoscopic vs open Cd 
surgery are confounded by comparing unmatched patient 
groups in terms of phenotype, medications and Bmi.

Hypothesis/Aim: to compare long-term outcomes 
of:subsequent intraabdominal procedure, symptomatic 
hernia requiring intervention+stoma reversal between 
matched cohorts who underwent laparoscopic vs open Cd 
procedures.

Methods/Interventions: a logistic regression model 
was used to assign a propensity score to each patient using 
laparoscopic approach as the outcome and age, body mass 
index (Bmi), gender, Crohn’s medication use, indication 
(fistula vs. abscess), aSa classification (1-2 vs 3-4) and 
previous abdominal operation as the independent variables 
for 1:1 matching. mcnemar’s and Wilcoxon signed-rank 
tests were used for categorical and continuous variables 
respectively. Conditional logistic regression was used to 
obtain the odds ratio estimate of categorical outcomes for 
the matched data. a multivariable conditional logistical 
regression model was performed for sequential operation 
by adjusting for postoperative medications.

Results/Outcome(s): 386 patients were included in the 
analysis (193 open, 193 laparoscopic, 51.3% male, mean 
age 33.9+/-12.6). after adjusting for the use and type 
of postoperative medications, no association was found 
between operative approach and subsequent intra-abdom-
inal operation or symptomatic incisional hernia requiring 
operation over a mean follow up of 9.82 years. after 
adjusting for postoperative medication use, there was 
no significant difference in odds of undergoing a further 
abdominal operation between the cohorts (or 0.91, 
95%Ci 0.51-1.61). Patents in the laparoscopic cohort were 
more likely to have their stomas reversed [83.4% vs 72% 
in the open cohort, or 1.9 (1.2,3.1, p=0.01), table 1].

Limitations: retrospective review of single center data
Conclusions/Discussion: in the setting of complicated 

Crohn’s disease, laparoscopic surgery has comparable 
symptomatic hernia and intraabdominal reoperation rates 
compared to open surgery. Patients undergoing lapa-
roscopic surgery are more likely to have their stomas 
reversed.
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PROLONGED DIVERSION AFTER IPAA: IS IT 
SAFE TO WAIT?

ePoSter aBStraCtS eP314

C. Clancy, t. Connelly, X. Jia, J. lipman, a. lightner, 
t. Hull, S. Steele, S. Holubar
Cleveland, OH

Purpose/Background: after iPaa, patients often chose 
to delay diverting loop ileostomy reversal (dli-r) due to 
non-medical reasons.

Hypothesis/Aim: Prolonged diversion due to patient 
preference is associated with worse outcomes compared to 
routine closure.

Methods/Interventions: Patients who underwent 
primary iPaa with dli from 2000 – 2021 from our Pouch 
registry were retrospectively reviewed and stratified into 
quartiles based on timing of ileostomy closure: very early, 
early routine, late routine and > 6 months (< 8 weeks, 
56-116 days, 117-180 days, >6 months). reasons for early 
or late dli-r are reported and were routinely entered 
prospectively. Primary outcome was overall complication 
rates according timing of closure. univariate analysis was 
used to compare categorical variables between groups.

Results/Outcome(s): 2,707 patients underwent dli-r 
following iPaa: 3-stage 61.1%, 2-stage 38.9%; median 
age 39.9. dli-r was performed very early, early routine, 
late routine and >6 months in 92 (3.4%), 1,908 (70.5%), 
426 (15.7%), and 281 (10.4%) respectively. reasons for 
prolonged diversion in the late routine and >6 months 
groups were patient preference/scheduling in 305 (43.3%), 
or due to complications: non-anastomotic 36 (5.1%), 
medical 157 (22.3%) and anastomotic in 206 (29.3%). 
Complications by timing of ileostomy closure are shown 
in Table 1. dli-r related complications occurred in  
340 patients (12.6%) and were divided into within 90 
days of surgery and long-term. reported complications 
were functional problems (102, 3.8%), pouch anasto-
mosis problems (76, 2.8%) post-op ileus (68, 2.50%), 
medical complications (32, 1.2%), wound complications 
(26, 0.96%), bowel obstruction (23, 0.9%) and leak at 
the ileostomy reversal site (13, 0.5%). overall rates of 
complications varied significantly based on timing of 
reversal (p<0.01). on univariate analysis dli-r delayed 
>6 months due to complications following initial iPaa 

had higher rates of overall complications (or 2.65, 95% 
Ci 1.85-3.72, p<0.001). Patients in the late routine and 
>6 months groups who had dli-r delayed due to prefer-
ence or scheduling reasons did not have worse outcomes 
compared to those in the early routine group (p=0.48 and 
p=0.28 respectively).

Limitations: this study is retrospective in nature.
Conclusions/Discussion: Patient preferences is the 

most common reason for prolonged diversion, and in this 
setting is not associated with adverse short- or long-term 
complication. Patients may be counselled that it is safe to 
wait to close their ileostomy if they prefer to do so.

SEX-BASED DIFFERENCES IN INFLAMMATORY 
BOWEL DISEASE SURGICAL OUTCOMES.

ePoSter aBStraCtS eP315

m. Sundel3, K. Blackburn3, a. Pal2, S. eisenstein1, 
r. Brown3, a. Bafford3

1La Jolla, CA; 2Pueblo, CO; 3Baltimore, MD

Purpose/Background: Sex-based differences exist 
throughout much of surgical care, though little is known 
about these disparities in inflammatory bowel disease 
(iBd). Better understanding of these differences is neces-
sary to improve patient-centered care.

Hypothesis/Aim: We hypothesized that surgical 
outcomes would differ between male and female patients 
with iBd.

Methods/Interventions: We performed a retrospec-
tive cohort study utilizing the american College of 
Surgeons national Surgical Quality improvement Program 
inflammatory Bowel disease Collaborative (nSQiP-iBd 
march 2017-February 2020), which includes patients with 
diagnoses of ulcerative colitis, Crohn’s disease, or indeter-
minate colitis. multivariable logistic regression was used 
to determine the effect of age, gender, race, ethnicity, and 
Bmi on wound complications (defined as superficial, deep, 
or organ space surgical site infection or wound disruption) 
and serious adverse events (including death, post-op pneu-
monia, unplanned intubation, pulmonary embolism, time 
on ventilator>48 hours, progressive renal insufficiency, 
acute renal failure, CVa, myocardial infarction, cardiac 
arrest, dVt requiring therapy, sepsis, septic shock, and 
unplanned return to or).

Results/Outcome(s): We included 3234 total patients, 
of whom 48.5% were female, 5.2% were Black or african 
american, and who had an average Bmi of 25.0. increasing 
age and Bmi were found to be associated with an 
increasing likelihood of wound complications, with the 
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odds of obese individuals having a wound complication 
1.52 times the odds of non-obese individuals (p=0.003). 
increasing age and gender were associated with serious 
adverse events, with females having 0.75 times the odds of 
adverse events as males (p=0.006). there were no signif-
icant associations found between race or ethnicity and 
surgical complications.

Limitations: this was a retrospective cohort study 
with limited follow-up data, including only 30-day patient 
outcomes. there are no specifics provided in nSQiP 
regarding severity of post-operative complications. We also 
had a relatively small sample size, decreasing the power of 
our analysis.

Conclusions/Discussion: iBd as a surgical disease is 
poorly understood with regards to sex-based differences. 
in this study, we show that women have a lower odds of 
serious adverse outcomes as compared to men. improved 
awareness of this discrepancy in outcomes will allow 
surgeons to provide care that is better tailored to their 
individual patients. this work was completed on behalf of 
the nSQiP-iBd collaborative.

TOFACITINIB IS ASSOCIATED WITH 
INCREASED RISK OF POSTOPERATIVE VENOUS 
THROMBOEMBOLISM IN PATIENTS WITH 
ULCERATIVE COLITIS.

ePoSter aBStraCtS eP316

t. russell, J. lipman, S. Holubar, t. Hull, S. Steele, 
a. lightner
Cleveland, OH

Purpose/Background: in 2019, the Fda issued a boxed 
warning for an increased risk of venous thromboembolism 
(Vte) in patients exposed to 10 mg Bid of tofacitinib. 
there is limited data regarding the postoperative Vte 
risk in ulcerative colitis (uC) surgical patients exposed to 
tofacitinib preoperatively.

Hypothesis/Aim: Preoperative exposure to tofacitinib 
is associated with an increased risk of postoperative Vte 
within 90 days.

Methods/Interventions: a retrospective review was 
performed of all patients exposed to tofacitinib within 
4 weeks prior to undergoing total abdominal colectomy 
(taC) or total proctocolectomy (tPC) (inclusive of 
laparoscopic and open procedures, with and without 
ileostomy) from 2014-2021 at a tertiary academic referral 
center. the comparison group was comprised of a random 
sample of uC patients undergoing taC/tPC not exposed 
to tofacitinib pre-operatively. data collected included 
patient demographics, prior medical therapies for uC, 
surgical details, Vte diagnosis and location, and other 
Vte risk factors. Group characteristics were compared 
using descriptive statistics. logistic regression was used to 
assess association of Vte with tofacitinib exposure.

Results/Outcome(s): Forty-two patients with tofaci-
tinib exposure and 82 patients without tofacitinib exposure 
underwent a either a taC or tPC for medically refractory 
uC. the two groups did not differ by demographic, medical 
or surgical characteristics (Table 1). nine (22.0%) patients 
exposed to tofacitinib had a 90-day post-operative Vte, 7 
(8.5%) of unexposed patients had a 90-day post-operative 
Vte. independent of other risk factors, patients exposed 
to tofacitinib had a 3.01 times increased odds of developing 
a Vte in the 90-days following their operation compared 
to unexposed (p=0.04, 95% Ci 1.03-8.79). univariate 
logistic regression of Vte risk factors were not significantly 
associated with Vte; therefore, multivariate analysis was 
not completed. Vtes in both groups were most commonly 
portomesenteric vein thromboses (66.7% in tofacitinib 
group and 42.9% in unexposed), and were diagnosed at a 
mean time of 23.2 days (range, 3-90 days) post-operatively 
in the tofacitinib group and 7.9 days (1-19 days) in the 
unexposed group. there were no statistically significant 
difference in location or timing between the two groups.

Limitations: retrospective study. not all patients were 
imaged post-operatively, therefore asymptomatic Vtes 
may be underestimated.

Conclusions/Discussion: tofacitinib use prior to 
surgery for patients undergoing taC or tPC in the setting 
of medically refractory uC is a associated with a 3 times 
increased odds of Vte as compared to patients without 
tofacitinib exposure.

table 1.

CONTINENT ILEOSTOMY REMAINS RELEVANT: 
A MULTI-INSTITUTIONAL SERIES.

ePoSter aBStraCtS eP317

J. miller-ocuin2, J. ashburn1, r. Charles2, e. Steinhagen2, 
m. Costedio2, S. Stein2, d. dietz2

1Winston-Salem, NC; 2Cleveland, OH

Purpose/Background: Continent ileostomy (Ci) may 
improve quality of life after proctocolectomy but is often 
not considered due to historically high complication rates.
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Hypothesis/Aim: We describe recent Ci creation and 
revision outcomes by experienced surgeons at 2 referral 
centers since 2016.

Methods/Interventions: Patients were identified from 
respective institutional databases. Patients were included 
if they sought evaluation for an existing Ci or Ci creation/
revision. all operations were performed by a single surgeon 
(dWd, JHa) at each institution. Patient charts were 
abstracted for clinicodemographic and perioperative 
variables.

Results/Outcome(s): We identified 85 patients with 
Ci (Barnett Continent ileal reservoir (BCir) or Kock 
(K) pouch) in place. 59 patients underwent an operation 
(creation [C]: 14 [22%], revision [r]: 33 [69%], excision 
[e]: 11 [9%]). the remaining 31 sought surveillance. 
more patients were female (n=39 [72%]), median age 
was 61 years, and median distance traveled to center was  
420 miles. of those undergoing revision, 31 (94%) were 
major and 3 (9%) were minor (table). there were no  
30- or 90-day mortalities, thromboembolic events, anas-
tomotic leaks or deep space infections. the most frequent 
complication was ileus (C: 7%; r: 12%; e: 29%). Superficial 
surgical site infections occurred in 29% of creations. the 
most frequent Ci specific complications were valve stric-
ture (C: 7%; r: 6%; e: 0%), early valve slippage (C: 7%;  
r: 0%; e: 0%) and fistula (C: 7%C; r: 0%; e: 14%).

Limitations: this descriptive study is limited by its 
retrospective nature and quality of chart information.

Conclusions/Discussion: nowadays, continent ileos-
tomy surgery continues to be performed safely with 
low complication rates at experienced referral centers. 
Surgeons should discuss continent ileostomy for patients 
averse to a conventional ileostomy and refer to an expe-
rienced surgeon/center if the patient desires consultation.

COMPLETION PROCTECTOMY VS. 
SURVEILLANCE: CALL FOR INCREASED 
ATTENTION TO THE RETAINED RECTAL 
STUMP FOR OLDER ULCERATIVE COLITIS 
PATIENTS.

ePoSter aBStraCtS eP318

C. Sokas, d. Wong, e. messaris, t. Cataldo, K. Crowell
Boston, MA

Purpose/Background: For patients who undergo total 
abdominal colectomy for ulcerative colitis (uC), options 
for rectal stump management including completion proc-
tectomy +/- restoration of continuity versus rectal stump 
surveillance. there is little data available on management 
of the rectal stump in older adults.

Hypothesis/Aim: We sought to identify the rate of 
completion proctectomy, restorative surgery or annual 
surveillance of retained rectum among older adult uC 
patients who required surgery.

Methods/Interventions: this is a retrospective study 
of a single, tertiary care center. Patients >60 years with 
a diagnosis of ulcerative colitis who underwent subtotal 
colectomy with ileostomy between 01/2012 and 01/2020 
were identified via billing codes (CPt44210, 44150). 
demographic and clinical data was collected via chart 
review. the outcomes of interest were completion proctec-
tomy, restorative surgery and annual surveillance.

Results/Outcome(s): We identified 23 patients over 
the age of 60 who underwent total abdominal colectomy 
and end ileostomy for uC. the median age was 66; 56% 
(13/23) were male. two-thirds of the cases were emer-
gent. the median aSa was 3, and median pre-operative 
albumin 2.9; 34% had a thromboembolic event diagnosed 
in the peri-operative period. three patients died within 30 
days of initial surgery. 43% (10/23) underwent completion 
proctectomy at a median of 7 months after colectomy, and 
26% (6/23) ultimately underwent ileo-pouch anal anasto-
mosis (iPaa). of the 10 patients with a remaining rectal 
stump, 2 had documentation of endoscopic surveillance. 
documented reasons to not pursue additional surgery 
after colectomy included patient preference for no further 
surgery and surgeon recommendation to avoid additional 
surgery due to risk factors for complications.

Limitations: this study is limited by data collection 
from the electronic medical record.

Conclusions/Discussion: We found that among older 
adult patients who undergo first stage uC surgery, only 
26% ultimately underwent completion proctectomy and 
restorative surgery, and the majority of those with a 
retained stump did not have documented endoscopic 
surveillance. Further research is needed to understand 
patient motivations for/against restorative surgery, as well 
as surgeon recommendations, to support shared decision 
making. For those with a rectal stump, increased attention 
is needed to ensure adequate surveillance.
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DETERMINING WHETHER RESCOPING IS 
NECESSARY FOR DIVERTICULITIS PATIENTS 
WHO HAVE HAD A COLONOSCOPY WITHIN 
THE PAST THREE YEARS: A PILOT STUDY.

ePoSter aBStraCtS eP319

d. Borsuk, a. Jarzabek, S. marecik, J. Park, K. Kochar
Park Ridge, IL

Purpose/Background: diverticulitis is inflammation 
of diverticula in the colon wall. a Ct scan is useful in 
confirming a diverticulitis episode in a patient. However, 
Ct is not adequate to exclude potential malignancy, thus 
current guidelines recommend a colonoscopy 4–6 weeks 
after an acute diverticulitis episode.

Hypothesis/Aim: We aim to ascertain if a repeat 
colonoscopy is required in patients where a colonoscopy 
has been completed within three years of a diverticulitis 
episode.

Methods/Interventions: this is a single center, retro-
spective review of diverticulitis patients from January 
2006–december 2019 of three colorectal surgeons. 
diverticulitis patients with a colonoscopy less than 3 years 
prior to a diverticulitis attack and a colonoscopy within 3 
years following the same diverticulitis attack were included 
in our pilot study. Patients with no prior colonoscopy, 
multiple diverticulitis attacks in between a set of colo-
noscopies, and total colectomy patients were excluded. 
results from each colonoscopy pair were compared and 
new findings of advanced polyps or cancer were noted.

Results/Outcome(s): a total of 33 patients (69.7% 
female) met study criteria. Patients were, on average, 
63.3±12.5 years old, with a mean Bmi of 27.9±7.1 kg/m2. 
median Charleson Comorbidity index of study patients 
was 2 (range 1–6). 15.6% of patients were current tobacco 
users, 6.3% were former tobacco users, and 78.1% did not 
use tobacco. 71.4% of patients were classified as aSa 
ii, with the remainder evenly split between aSa i and 
aSa iii. Half of the patients had perforated diverticulitis. 
the median time to colonoscopy following a diverticu-
litis attack was 127 days (range 1–1095). the median 
time to colonoscopy prior to an attack was circa 2 years 

(range 38–1095). one patient had cancer and seven had 
advanced polyps on repeat colonoscopy. the remaining 
patients had no new advanced polyps or cancer findings 
on repeat colonoscopy.

Limitations: this study is limited by its retrospective, 
single-institution nature, and its small sample size. a larger 
study is needed to better support our findings.

Conclusions/Discussion: eight out of 33 patients had 
significant findings in their repeat colonoscopy, even 
though their previous colonoscopy was negative. Since 
24% (8 / 33) of patients had significant findings, a repeat 
colonoscopy is indicated after an episode of diverticulitis 
even if the patient has had a recent colonoscopy in the last 
three years.

PREDICTORS OF IPAA FAILURE: A TERTIARY 
CARE IBD CENTER EXPERIENCE.

ePoSter aBStraCtS eP320

a. ricardo, m. Kayal, m. Plietz, P. Sylla, a. Greenstein
New York, NY

Purpose/Background: approximately 15% of ulcer-
ative colitis (uC) patients require surgery during their 
disease course, most commonly the staged total proctocol-
ectomy with ileal pouch-anal anastomosis (iPaa). iPaa 
failure occurs in 5-10% of patients, requiring either pouch 
excision or permanent intestinal diversion.

Hypothesis/Aim: to analyze iPaa patients at a single 
institution who required surgical management for pouch 
failure

Methods/Interventions: data was obtained from an 
institutional database containing uC or iBd-unspecified 
(iBd-u) patients who underwent iPaa for medically 
refractory disease or dysplasia between 2008 and 2017 at 
a single tertiary care iBd center. univariable and multi-
variable logistic regression was performed to compare the 
disease and surgical characteristics between patients who 
underwent surgery for failed iPaa and those who did not.

Results/Outcome(s): a total of 667 patients were 
included, of which 51 (7.65%) underwent one-stage, 
172 (25.79%) underwent two-stage, 67 (10.04%) under-
went modified-two-stage, and 377 (56.52%) underwent 
three-stage iPaa. Clinical failure occurred in a total 
of 36 (5.40%) of patients with an average duration of 
41 months to failure. 14 (38.89%) of these patients had 
attempted revisions prior to ultimate failure. of the 36 
patients who experienced pouch failure, 16 (44.44%) 
underwent pouch excision and 20 (55.56%) had diverting 
ileostomies. the main indications for surgery in these cases 
were Crohn’s disease-like pouch illness (CdlPi) (n=16, 
44.44%), chronic pouchitis and/or cuffitis (n=8, 22.22%), 
perioperative complications such as anastomotic leak 
and pouch dehiscence (n=3, 8.33%), and anastomotic 
stricture (n=2, 5.56%). data analysis demonstrated that 
patients who had 30-day post-operative complications 
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after one of their initial surgeries (or = 2.66, p<0.02) and 
those with CdlPi (or =6.47, p<0.01) were significantly 
more likely to develop pouch failure. 27/36 (75%) patients 
developed a total of 26 complications, including obstruc-
tion (n=9, 25%), polymorphic Vt (n=6, 16.67%), abscess 
formation (n=4, 11.11%), anastomotic complications 
(n=5, 13.89%) including leak (n=2), dehiscence (n=2) 
and ulceration with bleeding (n=1), pneumonia (n=3, 
8.33%), and sepsis (n=2, 5.56%).

Limitations: the main limitation is the retrospective 
nature of the study.

Conclusions/Discussion: iPaa patients who had a 
post-operative complication after one of their initial 
surgeries or were later diagnosed with CdlPi were at 
increased risk for ultimate pouch failure.

LAPAROSCOPIC VS. OPEN POUCH EXCISION: 
SAFETY AND FEASIBILITY.

ePoSter aBStraCtS eP321

S. Choi1, a. Bhama1, e. Gorgun1, S. Shawki2, t. Hull1, 
S. Steele1, S. Wexner3, S. Holubar1

1Cleveland, OH; 2Rochester, MN; 3Weston, FL

Purpose/Background: Pouch excisions (Pex) are typi-
cally completed using an open approach due to the 
complex nature of re-operative pelvic surgery. there is no 
data regarding the safety of laparoscopic (lap) surgery for 
pouch excisions.

Hypothesis/Aim: this study aimed to describe our 
initial experience with lap pouch excisions. We hypoth-
esized no significant difference in short-term outcomes 
between lap and open Pex.

Methods/Interventions: a retrospective review of an 
irB-approved prospective database was performed and 
identified all pouch excisions performed in adults >18 
years of age at two quaternary pouch centers from 2011-
2019. Patients were then stratified into open and lap 
groups based on surgeon selection. univariate analysis 
assessed between group differences; our primary endpoint 
was any complication within 30 days. data are reported in 
frequency (proportion), mean (Sd), or median (interquar-
tile range).

Results/Outcome(s): a total of 225 cases met inclu-
sion criteria: 201 (89%) open and 24 (11%) lap, with 
4 (16.7%) converted to laparotomy. the open and lap 
groups were similar in proportion of females, age at Pex, 
and body mass index, but in the lap group fewer were 
re-diverted prior to Pex (29.2% vs. 47%, p=0.13) and 
twice as many patients were on chronic corticosteroids 
(29.2% vs. 13.4%, p=0.04) relative to the open group. 
intra-operatively, the mean duration of surgery was similar 
between the two groups, but the lap group had increased 
use of ureteral stents (83.3% vs. 63.2%, p=0.07) and 
a lower estimated blood loss (175 milliliters vs. 300, 
p=0.04). in terms of outcomes, the median length of stay 
(7 days) was similar between groups (p=nS). overall 
complication rate between groups was open 60% vs. 75% 
miS, p=0.13. the lap group had higher rates of urinary 
retention (37.2% vs. 15.4%, p=0.02) and re-admissions 
(29.2% vs. 12.4%, p=0.06), and lower surgical site infec-
tions (16.7% vs. 30.4%, p=0.23). there was no significant 
difference in other short-term outcomes.

Limitations: this study is limited by its retrospective 
design and the small sample size of the lap group as well 
as surgeon expertise (selection bias) and learning curve for 
the lap approach.

Conclusions/Discussion: Pouch excisions are chal-
lenging operations typically completed using an open 
approach; however, lap pouch excisions appear feasible 
and safe operations with a conversion rate of 17% and 
without a significantly increased postoperative complica-
tion rate. moving forward, a strategy of diagnostic laparos-
copy at the time of re-diversion may identify candidates for 
less invasive approaches to pouch excision.
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THE EFFECT OF SMOKING ON COLECTOMY 
OUTCOMES IN CROHN’S DISEASE IN 
VETERANS.

ePoSter aBStraCtS eP322

S. Haviland1, S. arnott2, m. ng2, V. obias2, J. duncan2

1Bethesda, MD; 2Washington, DC

Purpose/Background: Smoking is known to be a risk 
factor for poor surgical outcomes in the general popula-
tion, but relatively little is known on its effect on surgical 
outcomes in Crohn’s disease.

Hypothesis/Aim: the goal is to examine the impact of 
smoking on colectomy outcomes in veterans with Crohn’s 
disease.

Methods/Interventions: the Veterans affairs Surgical 
Quality improvement Program (VaSQiP) database was 
queried for colectomies performed in Veterans Health 
administration facilities between 2000 and 2019 in which 
Crohn’s disease was the principal post-operative diagnosis. 
Patients with ascites, aSa class V, disseminated cancer, 
pre-operative sepsis, pre-operative coma, ventilator depen-
dence, and emergent cases were excluded. independent 
sample t-tests, Fischer’s exact tests, and Chi Square 
tests were used to compare demographics and outcomes 
between smokers and nonsmokers.

Results/Outcome(s): after exclusions, 516 patients 
were identified (209 smokers and 307 nonsmokers). 
Smokers had a higher rate of CoPd, whereas nonsmokers 
had higher average Bmi and a higher rate of diabetes. 
there was no significant difference in age, sex, race, aSa 
class, functional status, alcohol use, history of mi, CHF, 
hypertension, CVa, pneumonia, renal failure, bleeding 
disorder, chemotherapy, radiation therapy, steroid use, or 
pre-operative albumin level. intra-operatively, there was 
no significant difference in operative time or wound class. 
Post-operatively, smokers had a higher rate of reoperation 
within 30 days (10.5% smokers vs 5.5% nonsmokers, 
p=.042) and wound dehiscence (2.4% vs 0.3%, p=.042). 
there was no difference in 30-day mortality, wound infec-
tion, cardiac arrest, mi, CVa, dVt/Pe, failure to wean 
from the ventilator, reintubation, pneumonia, renal failure, 
sepsis, or length of post-operative hospital stay.

Limitations: this is a retrospective review, making it 
subject to bias. it is also a relatively small population size 
and overall complication numbers were small, making 
significant difference difficult to detect. Furthermore, the 
veteran Crohn’s population may not be reflectively of the 
general Crohn’s population

Conclusions/Discussion: Smoking has been shown 
to be a risk factor for poor wound healing in the general 
population, and the high rates of wound dehiscence in the 
smokers in our study suggests that this is also true for the 
Crohn’s disease population. However, while higher rates of 
other post-operative complications, including pulmonary 
complications, have been seen in smokers in the general 

population, this was not observed in our study. larger 
studies are needed to better characterize the effect of 
smoking on surgical outcomes in Crohn’s disease.

END-TO-END HANDSEWN ILEOSTOMY 
CLOSURE OUTCOMES FAVOR THE SELECTIVE 
AND LIBERAL USE OF THE ILEOSTOMIES IN 
IBD SURGERY.

ePoSter aBStraCtS eP323

V. dogru, u. akova, e. esen, a. moreira, a. erkan, 
J. Kirat, m. Grieco, F. remzi
New York, NY

Purpose/Background: end-to-end handsewn ileostomy 
closure maintains bowel anatomy with minimal bowel loss 
after inflammatory bowel disease (iBd) surgery. there 
is a paucity of literature on postoperative outcomes after 
end-to-end ileostomy closure.

Hypothesis/Aim: We aim to evaluate the short and 
long-term postoperative outcomes, and risk factors of 
major complications after handsewn loop ileostomy closure 
in patients who underwent major resections.

Methods/Interventions: at a quaternary center for 
iBd, patients undergoing hand-sewn loop ileostomy 
closure after a major resection for inflammatory bowel 
disease were included out of over 600 iBd related surgeries 
performed from September 2016 to april 2021. Predictors 
of major surgical complications within one month after the 
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procedure were identified using conditional forward model 
regression. the complications were defined according to 
the Clavien–dindo classification (table 1) of surgical 
complications and major complications were accepted as 
Grade iii and higher.

Results/Outcome(s): in total, 420 handsewn ileostomy 
closures performed with final diagnoses of 172 Crohn’s, 233 
uC and 13 indetermined colitis. median age of the patients 
were 37 years (iQr: 28-52). the majority of the ileostomy 
creations were elective (96%), and 95 (23%) cases were in 
dirty/infected class and the rest were contaminated. of all 
the ileostomy creations, 178 cases (42%) were for reopera-
tive patients and 58% were for index cases and their subse-
quent stages. at least one fistula takedown was carried out 
in 143 (34%) procedures; 34 enterocutaneous (34%), 56 
(13%) enterocolonic, 51 (12%) entero-enteric, 13 (3.1%) 
enterovesicular, 11 (2.6%) enterovaginal and 40 (9.4%) 
other fistulas (entero-retroperitoneal, pouch to pelvis). 
there were 23 patients (5.5%) with major complications 
within 30 days of the operation; 21 Grade iiib, 1 for each 
Grade iVa and Grade V (due to cardiac arrhythmia). Five 
patients needed abdominal surgery, 3 re-creation of ileos-
tomy, 1 resection and re-anastomosis, 1 lysis of adhesions. 
Both in bivariate and multivariate analysis, postoperative 
vacuum assisted closure and small bowel obstruction expe-
rienced at the ileostomy creation were the only significant 
risk factors for the major complications (or 10.4 and 7.1 
respectively, p<0.01).

Limitations: although the data was prospectively gath-
ered, it was retrospectively analyzed.

Conclusions/Discussion: Small bowel obstruction was 
associated with increased risk of major complications after 
handsewn ileostomy closure. the end to end hand-sewn 
ileostomy closures for ileostomies created using a liberal 
and selective approach to loop ileostomy creation were 
associated with a 1% rate of reoperation, a 0.7% rate of 
re-creation of ileostomy and a major morbidity of 5.5%. 
Given the complexity of the index cases, we consider 
this morbidity to be lower than if we had left our patients 
undiverted.

table 1

TREATMENT AND DEVELOPMENT OF POST 
ILEAL POUCH AUTOIMMUNE DISEASE.

ePoSter aBStraCtS eP324

r. Salloum, e. Hagen, H. Kolbeinsson, J. ogilvie
Grand RapidsƒMI

Purpose/Background: Post ileal pouch autoimmune 
disease in the form of pouchitis and Crohn’s disease leads 
to significant burden on patients in the form of long-
standing inflammation and ultimate pouch loss.

Hypothesis/Aim: the aim is to determine a relation 
between medical therapy and pouch loss in post ileal pouch 
autoimmune disease.

Methods/Interventions: this is a 10-year retrospective 
case series from a single community institution. after irB 
approval, the electronic medical record was used to search 
for all patients with an ileal pouch for the diagnoses of 
ulcerative Colitis or indeterminate Colitis who were cared 
for at a single institution. a subset of patients diagnosed 
with Crohn’s disease were then evaluated in terms of 
the degree of immunosuppressive therapy and its relation 
to pouch loss (defined by pouch excision or proximal 
diversion).

Results/Outcome(s): We identified 380 patients with 
an ileal pouch, 21% of which were created at outside insti-
tutions. of those, 186 (48.9%) developed pouchitis, with 
chronic pouchitis occurring in 113 patients (29.7%). of 
those, 74 patients were ultimately diagnosed with Crohn’s 
disease (19.5% of total population; 65.5% of chronic 
pouchitis group). the majority of patients with Crohn’s 
were on immunosuppresive therapy (n=69, 93.2%), with 
65 (87.8%) of the total on biologic therapy. Pouch loss 
occurred in 21 Crohn’s patients (32.3%) overall. of those, 
16 patients were on biologics and 5 patients were not. this 
translates to a rate of pouch loss of 26.7% among patients 
on biologics and 55.6% among patients not on biologics 
(p=0.053). mean times to diagnosis of pouchitis, diagnosis 
of Crohn’s, and pouch loss were 8.4 years, 11.6 years, and 
12 years respectively.

Limitations: this study is limited by its retrospec-
tive design which limits the comparability of those who 
received biologics versus those who did not. the retro-
spective nature of data collection relies on appropriate and 
accurate documentation and coding. it also reflects the 
experience of a single institution, which limits generaliz-
ability. there was a small number of patients with Crohn’s 
disease who did not receive biologic therapy which hinders 
the conclusions.

Conclusions/Discussion: long-term follow up in 
patients with an ileal pouch is critical, as about 20% will 
show evidence of chronic inflammation consistent with 
Crohn’s disease many years after the initial operation. the 
lower rate of pouch loss associated with the use of biologic 
therapy should prompt clinicians to have a low threshold 
to pursue diagnostic workup and medical therapy for 
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Crohn’s disease in patients with evidence of pouchitis. this 
highlights the importance of a multi-disciplinary approach 
with colorectal surgeons and gastroenterologists to recog-
nize the ongoing auto-immune issues that continue after 
ileal pouch creation.

OUTCOMES OF THE SELECTIVE USE OF 
URETERAL STENTS DURING COMPLEX 
COLORECTAL SURGERY.

ePoSter aBStraCtS eP325

V. dogru, u. akova, e. esen, a. moreira, a. erkan, 
J. Kirat, F. remzi, m. Grieco
New York, NY

Purpose/Background: ureteral stents used during 
colorectal surgery are commonly thought to increase the 
recognition of ureteral injuries but not prevent them. 
there are concerns about the utility of prophylactic stents.

Hypothesis/Aim: We aim to evaluate the frequency 
of intraoperative urinary tract injuries and morbidity in 
patients with selective use of ureteral stents in complex 
colorectal surgery.

Methods/Interventions: at a quaternary referral center 
for colorectal surgery, cystoscopy and prophylactic bilateral 
ureteral stents were performed for all patients undergoing 
re-operative surgery, complex pelvic surgery and ileal 
pouch anal anastomosis. Postoperative urinary tract inju-
ries and complications were analyzed.

Results/Outcome(s): in total, 221 patients with 
prophylactic ureteral stent placement included in the 
study where 174 patients (79%) had inflammatory bowel 
disease (iBd); 5 (2.3%) with iBd additional intestinal 
malignancy, 15 (7%) patients had colorectal cancer with 
accompanying pelvic complications, 7 (3%) had familial 
adenomatous polyposis syndrome and 25 (11%) had other 
complex benign colorectal conditions. of all the proce-
dures, 182 cases (82%) were for re-operative patients and 
18% were for index cases and their subsequent stages. at 
least one fistula takedown was carried out in 97 (44%) 
procedures; 12 (5.4%) entero-vesicular and 14 (6.3%) 
entero-vaginal fistulas. of all the patients whom ureteral 
stents were placed, 4 (1.8%) had ureteral injuries, 2 were 
injuries during gynecologic dissections (one for uterine 
cancer and the other for endometriosis), 1 was an injury 
during dissection of the surgical field complicated by post 
radiation fibrosis in a patient with preoperative obstructive 
uropathy and 1 was an injury during the pelvic dissection 
of a Hartman’s closure. Prostatic urethral injury occurred 
in 1 patient (0.5%) during proctectomy for colostomy 
closure in a patient with a history of complicated perianal 
fistula and rectal stricture. all injuries were recognized and 
repaired at the time of surgery. Postoperatively, no patients 
with intraoperative urinary tract complications had acute 
kidney injury (aKi) and only one had urinary retention; 
aKi and urinary retention rates were comparable in 

patients without an intraoperative urinary tract injury 
(4.1% and 6.8%, p values 1.000 and 0.299, respectively) 
and none required dialysis.

Limitations: although the data was prospectively gath-
ered, it was retrospectively analyzed.

Conclusions/Discussion: use of prophylactic ureteral 
stents for cases of re-operative surgery, complex pelvic 
surgery and ileal pouch anal anastomosis was associated 
with a 1.8% rate of ureter injury. all injuries were recog-
nized and repaired at the time of surgery. Given the high 
complexity of the cases, of which 82% were re-operative, 
our group suspects that without use of stents the rates of 
injury might be higher and the rate of recognition might be 
lower than 100%.

IS THERE ADDED RISK OF COMPLICATIONS 
FOR CONCOMITANT PROCEDURES DURING 
AN ILEOCOLIC RESECTION FOR CROHN’S 
DISEASE?

ePoSter aBStraCtS eP326

a. ehlebracht1, d. Hamad2, H. alsulaim1, o. monton1, 
d. marinescu1, a. Pang1, C. Vasilevsky1, m. Boutros1

1Montreal, QC, Canada; 2Toronto, ON, Canada

Purpose/Background: most Crohn’s disease (Cd) 
patients require surgical management within their lifetime, 
often requiring more than one procedure at time of surgery 
depending on the extent of disease.

Hypothesis/Aim: this study compares outcomes in 
Cd patients undergoing iCr versus iCr and concomitant 
procedure.

Methods/Interventions: after institutional review 
board approval, we performed a cohort study using the 
american College of Surgeons national Surgical Quality 
improvement Program database for patients with Crohn’s 
disease who underwent iCr or iCr with a concomitant 
procedure (abdominal abscess drainage, enterocutaneous 
fistula repair, second bowel resection, or stricturoplasty) 
between 2012-2019. the primary outcome of interest was 
surgical site infections (SSi). the secondary outcomes 
were length of stay, anastomotic leak, reoperation, 30-day 
morbidity and mortality. multivariate logistic regression 
was then used to determine the association of iCr with/
without concomitant procedure and these outcomes.

Results/Outcome(s): of 6,724 patients, 5,990 (89.1%) 
and 734 (10.9%) underwent iCr and iCr with a concom-
itant procedure, respectively. the mean age was 40.4 years 
(±15.3), 46.4% were male and 49.8% were immunosup-
pressed. Compared to patients with iCr alone, patients 
who underwent iCr with a concomitant procedure 
were younger (38.3±13.9 vs. 40.6±15.4, p=0.001). iCrs 
with concomitant procedures had longer operative time 
(187.4±78.7 vs. 148.2±67.5 minutes, p=0.001) and were 
more likely to be perfomed by an open approach (71.6 vs. 
48.6%, p=0.001) compared to iCr. on multiple logistic 
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regression, after accounting for relevant confounders, 
iCr with a concomitant procedure was not significantly 
associated with overall SSi (or 1.028, Ci 0.768-1.376) 
compared to iCr alone. However, other factors were 
independently associated with SSi such as: age (or 0.992,  
Ci 0.985-0.999), body mass index (or 1.035, Ci 1.021-
1.05), open approach (or 0.624, Ci 0.512-0.761), 
smoking (or 1.5, Ci 1.233-1.826), transfusion (or 2.154,  
Ci 1.563-2.97), and dirty wound class (or 1.393,  
Ci 1.081-1.796). Similarly, iCr with concomitant proce-
dure was not independently associated with organ space 
SSi (or 1.069, Ci 0.73-1.564), major morbidity (or 
0.819, Ci 0.571-1.176), or mortality (or 1.49, Ci 0.249-
8.909). iCr with a concomitant procedure was, however, 
associated with a longer length of stay (β=0.1375,  
Ci 0.037-0.238) as compared to iCr alone.

Limitations: this study is limited by its retrospec-
tive design and lack of some important granular clinical 
variables.

Conclusions/Discussion: adding a concomitant  
procedure when performing an iCr for patients with 
Crohn’s disease is safe, and did not increase the risk of 
SSi, re-operation, anastomotic leak, major morbidity or 
mortality. iCr with concomitant procedure was associated 
with significantly longer hospital stay compared to iCr 
alone.

IMPACT OF SMOKING ON POSTOPERATIVE 
OUTCOMES FOR POUCH CREATION IN 
ULCERATIVE COLITIS PATIENTS.

ePoSter aBStraCtS eP327

S. arnott1, S. Haviland2, m. ng1, V. obias1

1Washington, DC; 2Bethesda, MD

Purpose/Background: Smoking is considered a protec-
tive factor for ulcerative colitis (uC) patients. However, 
it is unclear if smoking leads to decreased or increased 
complications in uC patients undergoing surgery.

Hypothesis/Aim: to clarify if smoking has a benefi-
cial or detrimental impact on uC patients during pouch 
creation.

Methods/Interventions: the aCS-nSQiP database 
was queried for all ulcerative colitis patients undergoing 
neo-reservoir creation between 2012-2019. these cases 
were divided into non-smokers and smokers. Patients with 
preoperative sepsis, disseminated cancer, emergency cases, 
and aSa class 5 were excluded. univariate associations of 
pre-operative demographics and post-operative outcomes 
were analyzed. a two-sided p=value less than 0.05 was 
considered statistically significant. Covariates were entered 
into a logistic regression model for unplanned readmission 
and wound infection.

Results/Outcome(s): a total of 3,398 procedures were 
evaluated with 3,183 performed on non-smokers and 
215 performed on smokers. the non-smokers were older 

(40.3yr v 36.6yr, p<.001), and had increased rates of hyper-
tension (13.6% v 8.8%, p=.048). While the smokers had 
a higher rate of CoPd (0.3% v 1.4%, p=.020). there was 
no significant difference in the rates of death, unplanned 
readmission, reoperation, length of stay, wound infection, 
or sepsis (table). active smokers had a decreased risk for 
postoperative bleeding (7.4% v 3.7%, p=.040). Smoking 
status was not an independent predictor for either readmis-
sion or wound infection.

Limitations: this study is limited by the retrospective 
analysis. it is also not possible to elaborate on the temporal 
history of smoking for each patient related to their surgery.

Conclusions/Discussion: in this study, patients with 
ulcerative Colitis who smoke do not have worse short-
term postoperative outcomes after pouch creation and may 
have a decreased risk for bleeding.

UNUSUAL SPINDLE AND PLEOMORPHIC 
MALIGNANT NEOPLASM MANIFESTED AS A 
LARGE PERIRECTAL MASS.

ePoSter aBStraCtS eP328

S. Jao, t. arcieri, J. marquez, n. ahn, P. denoya
Stony Brook, NY

Purpose/Background: atypical spindle cell/pleomor-
phic lipomatous tumors (aSPlt) are rare and newly 
classified by the World Health organization. they most 
commonly present in the extremities.

Hypothesis/Aim: We describe the unusual case of a 23 
year-old female with a large perirectal aSPlt.

Methods/Interventions: the patient initially presented 
with a two month history of hip asymmetry, back pain, 
and alternating constipation and diarrhea. on physical 
exam, there was right buttock asymmetry and a palpable 
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fixed mass on digital rectal exam. a pelvic mri revealed  
a 12.7 x 10.2 x 18.7 cm mass isointense to muscle 
on t1-weighted imaging located along the right lateral 
border of the rectum with inferior extension below the 
levator hiatus into the right ischiorectal and ischioanal 
fat. abdominopelvic computed tomography showed no 
additional lesions and colonoscopy revealed only extrinsic 
compression of the rectum with no mucosal abnormalities. 
Percutaneous biopsy of the lesion revealed spindle cell 
proliferation with collagenized fibrous stroma and atypical 
multinucleated cells. Pathologic diagnosis was indeter-
minate, but the findings were thought to represent an 
unusual mesenchymal neoplasm.

Results/Outcome(s): Surgical resection of the mass 
was performed through a combined abdominal and peri-
neal approach. there was no evidence of disease in 
the liver or peritoneum and no evidence of invasion 
of surrounding structures. the specimen weighed 1200 
grams and measured 24 x 11.5 x 9.8 cm. Pathologic 
analysis revealed variable spindle and round cells noted 
to be highly pleomorphic with focal lipomatous differen-
tiation. Focal expression of desmin and Cd10 suggested 
a myogenic differentiation, however the tumor lacked 
Sma and caldesmon positivity, which is unusual for 
smooth muscle neoplasms. overall the findings were best 
considered an unusual spindle and pleomorphic malignant 
neoplasm favoring a myogenic origin.

Limitations: Given the peculiarity of the surgical 
pathology, the grading of the tumor was difficult with the 
behavior uncertain. it was considered to be at least low 
to intermediate grade for management purposes with a 
recommendation for surveillance pelvic imaging every 3 
months to evaluate for recurrence. the long-term prog-
nosis is unknown.

Conclusions/Discussion: this case demonstrates the 
uniqueness in aSPlt that makes these tumors difficult to 
understand and predict. Given the recency in recognition 
of aSPlt as its own oncologic entity and the rarity of these 
tumors, there is little literature describing the behavior and 
best management following resection. Further reports and 
studies pertaining to tumor management and outcomes 
are critical to the development and institution of proper 
treatment guidelines.

a) mri axial image depicting pelvic tumor

b) gross operative specimen

TRANSANAL ENDOSCOIC MICROSURGERY 
EXCISION OF ANASTOMOTIC RECURRENCE 
OF AN ADENOMATOUS LESION.

ePoSter aBStraCtS eP329

i. yang, K. Kahnamoui
Hamilton, ON, Canada

Purpose/Background: (See below).
Hypothesis/Aim: (See below).
Methods/Interventions: Purpose/Background: 

anastomotic recurrence (ar) following resection of 
colorectal neoplasia occurs in 1.5-15% of cases. typically, 
such recurrences are malignant and ideally treated with 
resection. the role of local excision in treating ar of 
non-malignant adenomatous lesions is not well-described 
in the literature. theoretical concerns exist regarding 
whether adenomatous tissue that may have been incor-
porated within a staple line can be adequately and safely 
excised via an endoluminal approach. We present the case 
of a 67-year-old woman who, 6 years ago, underwent lapa-
roscopic low anterior resection (lar) for a large sessile 
tubulovillous adenoma (tVa) in the rectum. the lar 
pathology revealed a tVa with no high-grade dysplasia 
(HGd) or malignancy, and the lesion was focally present 
at the distal resection margin. at her surveillance colo-
noscopy one year later, a polypoid lesion was found at 
the anastomosis and removed endoscopically, with the 
pathology revealing tVa with no HGd or malignancy. 
She then continued with endoscopic surveillance and 
underwent two additional endoscopic mucosal resec-
tions (emr) of recurrent lesions at the anastomosis with 
pathologies that again showed just tVa with no HGd or 
malignancy. two years ago, flexible sigmoidscopy revealed 
a recurrent lesion occupying approximately 50% of the 
anastomotic circumference, located just proximal to the 
middle rectal valve. Surgical options of proctectomy or 
local exision were discussed with the patient who opted for 
the latter via tem. Her carcinoembryonic antigen (Cea) 
was within the normal range, and computed tomography 
(Ct) scan of the chest, abdomen, and pelvis revealed 
no evidence of extraluminal neoplasm. Hypothesis/Aim: 
We aim to describe a case of using tem to excise 
the anastomotic recurrence of an adenomatous lesion. 
Methods/Interventions: tem was performed using the 
20-cm proctoscope. a submucosal plane of dissection was 
used, although the fibrosis and scarring secondary to the 
previous anastomosis and emrs necessitated a deeper 
plane of dissection at times. the lesion was excised in its 
entirety with no visible residual neoplasm. there was no 
peritoneal entry noted. Fibrosis of the surrounding bowel 
wall precluded closure of the mucosal defect.

Results/Outcome(s): the patient was discharged home 
on postoperative day 3 following an uneventful course in 
hospital. Pathology revealed villous adenoma with no HGd 
or malignancy, and surgical margins were difficult to assess 
due to specimen fragmentation. Subsequent surveillance 



224 ePoSter abStractS

flexible sigmodocopies, including most recently at 19 
months post-tem, have demonstrated no evidence of 
recurrent adenoma or malignancy at the anastomosis.

Limitations: this is a single case study with inherently 
limited generalizability.

Conclusions/Discussion: tem can be an effective and 
safe option for excising an anastomotic recurrence of an 
adenomatous lesion, sparing patients of proctectomy.

MELANOMA, LYMPHOMA AND SARCOIDOSIS, 
OH MY: A CASE SERIES OF RARE ANORECTAL 
PATHOLOGY.

ePoSter aBStraCtS eP330

d. teytelbaum1, J. malat2, r. das2

1Tallahassee, FL; 2Bradenton, FL

Purpose/Background: diagnosing complex anorectal 
pathology is dependent on maintaining a broad differen-
tial. this case series illustrates three cases of rare perianal 
pathology with similar clinical presentations.

Hypothesis/Aim: this case series aims to illustrate 3 
rare examples of perianal disease that present similarly.

Methods/Interventions: Patient a is an 89-year-old 
man who was referred for a 3-month history of rectal 
burning and bleeding. they were found to have hemor-
rhoids. the patient underwent hemorrhoidectomy with 
additional finding of a 3 cm polypoid perianal lesion. 
Pathology revealed malignant melanoma of this perianal 
lesion. unfortunately, the patient was lost to follow up 
but when he presented 1 year later for return of symptoms 
an additional two lesions were seen and biopsied demon-
strating the presence of two separate primary malignancies: 
squamous cell carcinoma (SCC) and recurrent malignant 
melanoma. Patient B is an 83-year-old man with an anal 
lesion. rectal exam revealed a lateral 4 x 5 cm mass and 
Ct scan highly suspicious for neoplasm. Patient under-
went biopsy with pathology revealing diffuse large B cell 
lymphoma. Finally, patient C is a 60-year-old woman 
presenting with rectal pain with findings of an ulcer-
ated, large polypoid perianal mass. incisional biopsy was 
performed and revealed non-necrotizing granulomatous 
inflammation without dysplasia or malignancy, suspicious 
for sarcoidosis.

Results/Outcome(s): Patient a demonstrates a cocom-
inent diagnosis of melanoma and SSC, this has not been 
previously reported in the literature. Patient B, although 
lost to follow up, represented the development of two 

primary perianal skin cancers over the course of one 
year. Finally, patient C is suspected to have a diagnosis 
of sarcoidosis from anal biopsy, without pulmonary symp-
toms, which is extremely rare.

Limitations: this is a retrospective case series of three 
patients and one patient was lost to follow up resulting in 
delay of diagnosis.

Conclusions/Discussion: in conclusion, perianal 
pathology can present similarly with a palpable mass, 
bleeding, pain or commonly as a referral for hemorrhoids. 
diagnosis necessitates a low threshold for neoplasms and a 
wide differential to consider.

OBSTRUCTIVE LARGE CELL 
NEUROENDOCRINE COLON CANCER: CASE 
REPORT OF A RARE DISEASE.

ePoSter aBStraCtS eP331

S. Capece, m. Caparelli, J. Calafell, W. Sangster, K. Halm
Allentown, PA

Purpose/Background: Colonic large cell type neuroen-
docrine carcinoma (lCneC) is a rare type of neuroendo-
crine tumor with only 13 reported cases in the literature. 
due to their rarity, there is currently no standardized 
management.

Hypothesis/Aim: We present a case of colonic lCneC 
presenting with obstruction requiring urgent surgical 
intervention.

Methods/Interventions: a 43-year-old male presented 
to the emergency department with several days of abdom-
inal pain and constipation for 48 hours. Physical exam 
revealed diffuse abdominal pain. a computed tomography 
scan of the abdomen and pelvis was concerning for a distal 
transverse colon mass causing obstruction and multiple 
hepatic lesions. (Figure 1, a-C). the patient was taken 
to the operating room for urgent exploration and was 
found to have a transverse colonic mass was identified just 
proximal to the splenic flexure. resection was performed 
and a side-to-side anastomosis of the right and descending 
colon was created with a protective loop ileostomy. liver 
lesions were biopsied. Pathologic analysis revealed inva-
sion into the peri-colorectal tissue consistent with a t3 
lesion. lymphovascular (lV) and perineural invasion were 
also present. Seven out 27 total lymph nodes (ln) were 
positive for cancer and the hepatic nodule was positive 
for cancer. Histological analysis revealed large cells with 
prominent nucleoli, abundant cytoplasm, marked pleo-
morphism, frequent mitosis, and apoptotic bodies consis-
tent with lCneC (Figure 1, d). immunohistochemistry 
showed that the tumor was positive for ae1/1, CK 20, 
synaptophysin, and chromogranin a. the Ki-67 index was 
over 95%.

Results/Outcome(s): Postoperatively the patient was 
started on a regimen of cisplatin and etoposide. He was 
readmitted during his second cycle of chemotherapy with 
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high ileostomy output, e. coli bacteremia and CoVid-19. 
repeat imaging showed progression of his disease (Figure 
1, e). the patient had a precipitous decline in helath and 
decided to pursue comfort measures. He had a survival 
time of 3 months after diagnosis.

Limitations: the limitation of this study is that it is a 
single case.

Conclusions/Discussion: neCs account for 0.6% of all 
colorectal cancers with lCneCs responsible for ~0.2% of 
neCs. at the time of diagnosis, lV invasion, ln spread, 
and distant metastases are usually present, which coincides 
with a median survival of 4-16 months. First line treatment 
for localized colorectal neCs is primary resection. the 
national Comprehensive Cancer network (nCCn) guide-
lines recommend combined cisplatin and etoposide may be 
appropriate for locally advanced tumors; however, multiple 
studies have shown to show no improvement in median 
survival. our patient presented with obstruction requiring 
surgical intervention, which extended the patients life by 
3 additional months. Further research to define the best 
course of treatment for advanced colonic lCneCs will be 
difficult due to the infrequency of the disease.

Figure 1: A: axial Ct image of the abdomen and pelvis showing mul-
tiple lesions in the right and left hepatic lobes (white arrows). B: axial 
Ct image demonstrating a mass in distal transverse colon (white arrow) 
with multiple suspicious lymph nodes (red arrow). C: axial Ct image 
demonstrating dilation of the cecum to ~9 cm. D: H&e stain of the 
primary tumor showing large cells with prominent nucleoli, abundant 
cytoplasm, and frequent mitosis. E: axial Ct image showing widespread 
hepatic metastases.

RARE CASES OF COLONIC SCHWANNOMAS.
ePoSter aBStraCtS eP332

V. Gazivoda1, d. Wang2, m. Siddique1, J. Zeng1, 
m. robert2, H. Pantel2, a. mongiu2

1Brooklyn, NY; 2New Haven, CT

Purpose/Background: Schwannomas are rare spindle 
cell tumors that originate from auerbach’s myenteric 
plexus. Schwannomas only account for 2-6% of all mesen-
chymal tumors. only 8 (8.3%) of the reported cases of 
colorectal Schwannomas have been described in the left 
colon and 5.2% in the transverse colon.

Hypothesis/Aim: to describe rare cases of gastrointes-
tinal Schwannomas.

Methods/Interventions: this is a retrospective review 
and report of two rare cases based on chart review from 
maimonides medical Center and yale university medical 
Center.

Results/Outcome(s): Case 1: 60 year old male with 
CHF and chronic anemia was found to have a mass in the 
left colon on Ct scan and colonoscopy. a 25mm flat lesion 
with central depression in the proximal descending colon 
demonstrating fibrotic tissue with no evidence of cancer 
was found on colonoscopy. due to persistent anemia 
requiring transfusions and following discussion with a 
multidisciplinary team, the patient underwent a laparo-
scopic assisted left hemi-colectomy. Pathology demon-
strated a spindle cell neoplasm arranged in short fascicles, 
nests and vague storiform arrangements. tumor cells were 
strongly and diffusely positive for S-100 on immunohis-
tochemistry. Case 2: 69 year old woman with history of 
adenomatous colonic polyps. She underwent a surveillance 
colonoscopy where a polypoid 1 cm submucosal lesion 
was found in the proximal transverse colon. attempts 
at submucosal injection and snare where not successful 
after multiple attempts. a biopsy revealed a spindle cell 
neoplasm positive for S-100, consistent with schwannoma. 
She subsequently underwent an uncomplicated transverse 
colectomy and recovered well postoperatively. See Figure 
1 for gross (a-B), microscopic (C), and S-100 stain (d) 
images.

Limitations: Small sample size due to the rare nature of 
colonic Schwannomas.

Conclusions/Discussion: Gastrointestinal Schwannomas  
are rare tumors, with an especially low incidence in the 
colon. as is true for other mesenchymal tumors, mucosal 
biopsy is often inconclusive and full thickness biopsy or 
submucosal resection is required to render the diagnosis, 
making pre-operative surgical decisions difficult.
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ENDOSCOPIC FULL THICKNESS RESECTION 
FOR COLORECTAL LESIONS: A SYSTEMATIC 
REVIEW AND META-ANALYSIS.

ePoSter aBStraCtS eP333

t. mcKechnie, S. Govind, J. lee, y. lee, d. Hong, 
C. eskicioglu
Hamilton, ON, Canada

Purpose/Background: eFtr is a relatively new tech-
nique for the resection of colorectal lesions. multiple 
centers have published the results of case series and obser-
vational cohorts regarding the use of this technique.

Hypothesis/Aim: this study aggregated results of prior 
studies to assess the efficacy of eFtr for colonic lesions.

Methods/Interventions: Search of medline, emBaSe, 
and Central was performed. articles were included if 
they reported technical success rate for eFtr of colonic 
lesions. the primary outcome was technical success rate 
and secondary outcomes included rate of r0 resection and 
overall 30-day morbidity. Systematic narrative summaries 
were provided for each outcome. derSimonian and laird 
random-effects meta-analysis of proportions was used to 
generate effect sizes for pooled outcomes.

Results/Outcome(s): From 2,211 citations, 22 studies 
with 1,558 patients (mean age 67.1 years, 41.0% female) 
undergoing 1,570 procedures were included. High risk 
benign lesions were the most common excised lesions 
(hyperplastic: 37%; adenomas: 30%), followed by t1 
adenocarcinomas (26%) and neuroendocrine tumors 
(6%). technical success rate was 94% (95%Ci 91-96%),  
r0 resection rate was 85% (95%Ci 80-89%). mean 
procedure time was 54 minutes. overall 30-day morbidity 
was 10% (95%Ci 7-13%), incidences of perforation and 
post-polypectomy bleeding were 1% (95%Ci 0-1%) and 
3% (95%Ci 1-5%), respectively.

Limitations: a lack of comparative studies precluded 
a quantitative comparison between eFtr, eSd, and 
emr. included data were observational and thus at risk of 
confounding as well as selection bias. long-term data was 
sparsely reported.

Conclusions/Discussion: eFtr is a safe and effective 
technique with high rates of technical success and r0 
resection when employed by experienced endoscopists for 
high-risk colonic lesions. Further comparative study with 
endoscopic mucosal resection and endoscopic submucosal 
dissection are required.

CAN INTRAOPERATIVE COLONOSCOPY 
PREVENT ANASTOMOTIC COMPLICATIONS?

ePoSter aBStraCtS eP334

r. yoo1, H. Kim2, B. Kye1, H. Cho1, J. mun1

1Suwon, Korea (the Republic of); 2Seoul, Korea (the Republic of)

Purpose/Background: Anastomotic complications, 
such as leakage or bleeding, are most feared after 
colonic resection. However, preventive measure to 
reduce anastomotic complication is lacking.

Hypothesis/Aim: This study aims to investigate 
the role of intraoperative intraluminal assessment by 
intraoperative colonoscopy to prevent anastomotic 
complications.

Methods/Interventions: This is a retrospective 
cohort study at a single institute. The study population 
included patients who underwent colonic resection and 
primary stapled anastomosis for left-sided colorectal 
cancer from 2017 to 2019. The intraluminal conditions 
after anastomosis with intraoperative colonoscopy were 
analyzed. The postoperative anastomotic complication 
was analyzed whether the intraoperative colonoscopic 
finding was correlated or not.

Results/Outcome(s): A total of 381 patients under-
went colorectal resection and primary stapled anasto-
mosis for the left-sided colorectal cancer. 36 patients 
received the additional intraoperative intervention due 
to bleeding or dehiscence in the anastomosis. 26 
patients (6.8%) experienced postoperative anastomotic 
complications: 6 of bleeding and 20 with leakage.

Limitations: This retrospective study with a small 
sample size at a single institute is limited by selection 
bias, confounding bias, and veracity of the data.

Conclusions/Discussion: The intraoperative colonos-
copy may play a role in reducing the rate of anastomotic 
complications. However, in some patients, anastomotic 
complications may not be apparent immediately after 
creating anastomosis, not preventable intraoperatively. 
A further study investigating endoscopic characteristics 
and risk factors related to delayed tissue disruption is 
necessary.

CT COLONOGRAPHY. INDICATIONS AND 
BENEFITS.

ePoSter aBStraCtS eP335

l. oliveira, H. Guenka, i. Gottlieb
Rio de Janeiro, Brazil

Purpose/Background: Ct colonography is a radio-
logical method that was introduced by the radiologists 
to replace conventional colonoscopy. However, it has 
limitations and the experience have demonstrated that it 
should be utilized in selected cases, such as in patients with 
incomplete colonoscopy.
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Hypothesis/Aim: the aim of our study was to demon-
strate the indications and benefits of Ct colonography in 
patients with incomplete colonoscopy.

Methods/Interventions: all patients that underwent 
Ct colonography in our institution due to incomplete 
colonoscopy entered our study. inclusion criteria was 
therefore patients that underwent incomplete colonos-
copy with adequate bowel preparation. exclusion criteria 
was patients that were referred initially for Ct colonog-
raphy. Parameters evaluated were demographics, causes 
for incomplete colonoscopy, imaging findings and surgical 
decision based on the findings.

Results/Outcome(s): From September 2017 to 
September 2021 14 patients that underwent incomplete 
colonoscopy due to a variety of reasons entered our study. 
13 patients were female and 1 male. mean age of 62 (46- 
83) years old. the indications for colonoscopy was positive 
fecal occult blood test, altered bowel habits, rectal bleeding 
and abdominal pain. all patients underwent oral bowel 
preparation with sodium picossulfate. reasons for incom-
plete colonoscopy were: redundant sigmoid in 2 patients, 
angulated splenic and hepatic angle in 6 patients, sigmoid 
stenosis in 2 patients and severe diverticular disease in 4 
patients. Ct colonography confirmed pronounced stenosis 
of the sigmoid, obstructed diverticular disease and redun-
dant colon with angulated splenic and hepatic flexure. 
all patients were imediately sent to Ct colonography 
and perfuration or bowel obstruction due to cancer was 
excluded in all cases. all patients were discharged after Ct 
colonography and elective bowel resection was indicated 
for 6 patients, 4 with severe sigmoid diverticular disease 
and 2 due to sigmoid stenosis.

Limitations: this is a small retrospective study with 
no control group. due to the reduced number of patients, 
statistical analysis is underpowered.

Conclusions/Discussion: Ct colonography is an 
imaging modality that can be complementary to colonos-
copy, specially when the colon is adequately prepared. 
the advantages of having this exam in a general hospital 
is to rule out obstructive cancer or benign stenosis when 
colonoscopy is incomplete. the new tridimensional images 
allows a spacial reconstruction of the colon that can help 
the colorectal surgeon to make better elective surgical 
decisions.

RARE CASE OF ILEOCOLIC MESENTERY 
PRIMARY MELANOMA WITH LIVER 
METASTASIS.

ePoSter aBStraCtS eP336

S. Judeeba, m. Valente, H. Kessler
Cleveland, OH

Purpose/Background: although Gi melanoma is 
commonly a metastatic disease, it is very unusual to see 
the mesenteric mass of the cecum and terminal ileum as 
the primary origin of melanoma.

Hypothesis/Aim: this is a case report and presentation 
showing a rare occasion of primary melanoma in the cecum 
and the terminal ileum mesentery along the ileocolic 
pedicle causing cecal complete bowel obstruction.

Methods/Interventions: the reported case is a rare 
occasion of large bowel obstruction near the cecum 
resulted from primary mesenteric melanoma invading into 
the wall of the descending colon. Primary melanoma of 
the Gi tract is still controversial and only a limited of cases 
have been reported in the literature. We added a review of 
the other published case reports to this case report using 
endnote.

Results/Outcome(s): this is a 68-year-old female 
who was seen in the outpatient setting with increasing 
abdominal girth in addition to nausea and vomiting and 
obstipation. the patient had alternating bowel habits for 
over 2 months which she felt this was related to Covid 
as she was tested Covid positive and diagnosed with 
Covid pneumonia at the same time. She was directly 
admitted from the office to the inpatient and she had a 
Cat scan of the abdomen pelvis that demonstrated cecal 
obstruction related to possibly cecal mass/mesenteric mass 
with multiple liver metastatic diseases. She underwent 
exploratory laparotomy which resulted in right extended 
hemicolectomy en bloc with a loop of jejunum and part 
of the terminal ileum. We tested later serum S100 the 
protein and it was elevated to 18,000, she had serum 
negative alpha-fetoprotein and negative Cea. this is a 
68-year-old female who was seen in the outpatient setting 
with increasing abdominal girth in addition to nausea and 
vomiting and obstipation. the patient had alternating 
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bowel habits for over 2 months which she felt was related 
to Covid as she was tested Covid positive and diagnosed 
with Covid pneumonia at the same time. She was directly 
admitted from the office to the inpatient service and she 
had a Cat scan of the abdomen pelvis that demonstrated 
cecal obstruction related to possibly cecal mass/mesenteric 
mass with multiple liver metastatic diseases. She under-
went exploratory laparotomy which resulted in right 
extended hemicolectomy en bloc with a loop of jejunum 
and part of the terminal ileum. She had also intraoperative 
liver biopsy that demonstrated metastasis of the melanoma 
to the liver. We tested later serum S100 the protein and it 
was elevated to 18,000, she had serum negative alpha-fe-
toprotein and negative Cea.

Limitations: Case report study with reported cases 
reviewed.

Conclusions/Discussion: large bowel obstruction 
could be related to unusual diagnoses like melanoma of 
the bowel mesentery. although, primary Gi melanoma is 
rare this showed the possibility of such diagnosis.

OUTCOMES OF LAPAROSCOPIC, ROBOT-
ASSISTED COLOECTOMY FOR UNRESECTABLE 
POLYPS ON ENDOSCOPY.

ePoSter aBStraCtS eP337

n. Schoen1, S. Belani2, a. Chudzinski3, H. massarotti3, 
a. Bhatt1

1Fort Lauderdale, FL; 2Davie, FL; 3Tampa, FL

Purpose/Background: large colonic polyps may not be 
amenable to endoscopic resection and necessitate formal 
oncologic colectomy. Previous studies demonstrated lapa-
roscopic colectomy is a safe and effective intervention.

Hypothesis/Aim: assess outcomes of laparoscopic, 
robot-assisted colectomy for polyps unresectable on 
endoscopy.

Methods/Interventions: a retrospective cohort study 
of fifty-seven patients from 2016 to 2021 met inclusion 
criteria. data were gathered on demographics, opera-
tive details, and pathologic results. a second aim was 
to correlate suspicious endoscopic characteristics with 
operative findings to better understand when definitive 
colectomy should be pursued more expediently.

Results/Outcome(s): our cohort was a female majority 
(56%), mean age of 64 ± 11 years, Bmi of 29 ± 6. Polyp 
location was most commonly in the cecum (26%) with a 
size of 4 ± 1.5 cm requiring right colectomy (61%). there 
were zero intraoperative complications but five conversions 
to open. there were sixteen postoperative complications; 
the most serious complications resulted from open surgery 
and the majority of postoperative ileus resulted from lapa-
roscopic surgery (71.4%). the mean length of stay was 
3 ± 4.1 day, which was significantly decreased compared 
to open surgery (p<0.0005). Final pathology identified 
adenocarcinoma in 28% of cases, most commonly found 
to be tisn0 (22.8%) with negative margins (84%). no 
significant differences were found between age or gender 
and pathology (p=0.4087 and p=0.5915, respectively).

Limitations: our study is limited by the typical 
constraints and bias associated with retrospective cohort 
studies. Further, the methods of our study were limited to 
laparoscopic approaches, although we did include conver-
sions to open in order to maintain the “intention-to-treat” 
principle.

Conclusions/Discussion: this study represents the 
largest case series analyzed to date regarding the outcome 
of unresectable polyps. twenty-eight percent of unre-
sectable colonic polyps were found to be associated with 
cancer, which is a higher rate than previously reported in 
the literature (20%). earlier pursuit of formal oncologic 
colectomy should be considered when presented with the 
aforementioned characteristics.
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DOES MINIMALLY INVASIVE 
SURGERY NEGATIVELY IMPACT 
ONCOLOGIC OUTCOMES FOR SALVAGE 
ABDOMINOPERINEAL RESECTION IN ANAL 
SQUAMOUS CELL CARCINOMA?

ePoSter aBStraCtS eP338

S. abdalla, m. abd el aziz, G. Calini, e. Habermann, 
K. rumer, K. mathis, d. larson, K. Behm
Rochester, MN

Purpose/Background: despite poor oncologic results 
of minimally invasive surgery (miS) in cervical cancer, 
survival outcomes of miS salvage abdominoperineal resec-
tion (aPr) in anal squamous cell carcinoma (SCC) have 
never been evaluated.

Hypothesis/Aim: Compare survival outcomes between 
open and miS salvage aPr for anal SCC, and identify 
prognostic factors for overall survival.

Methods/Interventions: the national Cancer database 
(2010-2016) was used to identify patients with non-meta-
static anal SCC who underwent salvage aPr. Kaplan–
meier estimates of overall survival were compared based 
on miS and open approaches. a Cox proportional hazards 
model was used to determine risk factors for overall 
survival.

Results/Outcome(s): among the 353 patients under-
going salvage aPr for anal SCC, 109 (30.9%) were miS. 
Conversion rate was 12.8% (n=14). eight patients (2.3%) 
had stage 0, 63 (17.8%) stage i, 153 (43.3%) stage ii and 
129 (36.5%) stage iii tumors. most of the patients (89.5%) 
had preoperative chemo and radiotherapy, and 8.2% had 
postoperative treatment. overall, median survival time 
was 38 [26-50] months, and 3-year and 5-year overall 
survival rates were 47% and 42%, respectively. there 
were no differences in demographics, oncologic medical 
treatment, and tumor stage between miS and open groups. 
Poorly differentiated tumors were more frequent in the 
miS group (40.4% vs. 26.6%, p=0.041). eighteen (16.5%) 
patients in the miS group and 45 (18.4%) in the open 
group had t4 tumors (p=0.662). there was no significant 
difference in 90-day postoperative mortality (1.8% in miS 
group vs. 6.2% in open group, p=0.106). there was no 
significant difference in the number of retrieved lymph 

nodes (median 8 [4-14] in miS group vs. 9 [3-14] in open 
group, p=0.810), in positive nodes (p=810), and in posi-
tive resection margin rates (22% in miS group vs. 25.4% in 
open group, p=0.493). there was no significant difference 
in median overall survival duration between miS and open 
(52 months, 95%Ci [27-78] in miS group vs. 34 months, 
95%Ci [26-50] in open group, p=0.322), even after strat-
ification on disease stage. in the miS group, 3 and 5-year 
overall survival were 51% and 44%, respectively. in the 
open group, 3 and 5-year overall survival were 46% and 
41%, respectively. the miS approach was not significant 
(Hr=0.85 95%Ci [0.62-1.18]). on multivariate Cox 
analysis, factors associated with poorer overall survival 
were male gender (Hr=2.05, 95%Ci [1.44-2.92]), median 
household income <$63,000 (Hr=1.52, 95%Ci [1.01-
2.29]), increased tumor size (Hr=1.01, 95%Ci [1.00-
1.02]) and disease stage iii (Hr=2.04 95%Ci [1.43-2.90]).

Limitations: this study was limited by the national 
Cancer database studies’ inherent selection bias and its 
retrospective design.

Conclusions/Discussion: miS and open approaches 
for salvage aPr in anal SCC have comparable long-term 
survival. these findings support the oncological safety of 
miS for this indication.

overall survival in open and mini-invasive (miS) groups.

SAFETY AND CLINICAL EFFICACY OF 
ENDOSCOPIC ULTRASOUND-GUIDED PELVIC 
ABSCESS DRAINAGE.

ePoSter aBStraCtS eP339

m. al Khaldi, a. Ponomarev, C. richard, F. dagbert, 
H. Sebajang, F. Schwenter, r. Wassef, É. de Broux, 
r. ratelle, S. Paquin, a. Sahai, r. loungnarath
Montreal, QC, Canada

Purpose/Background: endoscopic ultrasound (euS) is 
a potential alternative for draining abscesses not amenable 
to percutaneous drainage or which have previously failed 
percutaneous or surgical drainage.
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Hypothesis/Aim: to determine if euS-guided pelvic 
abscess drainage (Pad) is safe and offers good clinical 
outcomes.

Methods/Interventions: this is a retrospective study of 
all cases of euS-guided Pad from 2002-2020 at a single 
quaternary institution.

Results/Outcome(s): Sixty patients were included in 
the study (53.5% male, mean age 53.8 ± 17.9), of which 
36 patients (60%) had pelvic abscesses not amenable to 
radiological intervention. Pelvic abscesses occurred mainly 
postoperatively (33 cases, 55%) and from complicated 
diverticulitis (14 cases, 23.3%). mean diameter was 6.5 
± 2.4cm (80% unilocular). drainage was performed with 
euS-guided stent placement (double pigtail plastic or 
lumen-apposing metal) in 74.5% of cases and with aspira-
tion alone for the remainder. technical success occurred 
in 58 cases (97%). of those with long-term follow-up 
following euS-guided Pad (n = 54, 90%), clinical 
improvement occurred in 96% of cases with a median 
radiological follow-up time of 33 months (interquartile 
range, 14-86). recurrence occurred in 7 cases (12.7%) 
with 5 of whom were successfully retreated with euS. two 
deaths occurred (3.4%) due to sepsis from failed source 
control, in patients who had previously failed medical, 
radiological and surgical treatment.

Limitations: this is a single-center, single-arm retro-
spective study.

Conclusions/Discussion: euS-guided Pad is a tech-
nically feasible, safe, and an effective alternative to radio-
logical and open surgical drainage. it also offers favourable 
clinical outcomes applicable to different contexts such as 
postoperatively and with complicated diverticulitis.

ANAL CANCER: A SHIFT IN THE TIDES? 
EVIDENCE OF INCREASING MORTALITY.

ePoSter aBStraCtS eP341

C. taylor, a. Crume, J. melvin, G. Shackleton, 
m. murday
Salt Lake City, UT

Purpose/Background: anal cancer, as currently under-
stood, accounts for 4% of all malignancies in the lower Gi 
tract, however there is limited data on recent incidence 
and mortality.

Hypothesis/Aim: to utilize the Seer database to eval-
uate the incidence and mortality of anal cancer.

Methods/Interventions: using the Seer database, we 
examined the trends in anal cancer incidence (2000-2018) 
and mortality (2000-2019) rates. We examined these 
trends based on sex, race, and age. Join-point regression 
was used to compute annual percent change.

Results/Outcome(s): overall anal cancer incidence 
increased from 1.4 to 2.0 per 100,000 between 2000-2015 
with an annual percent change (aPC) of 2.1 (p-value 
<0.01). the incidence decreased between 2015-2018 with 
an aPC of -1.7 (p-value 0.41). the aPC in males was 1.1 
between 2000-2018 (p-value <0.01). the aPC in females 
was 2.7 between 2000-2015 (p-value <0.01) however, 
it demonstrated a downtrend from 2015-2018 with an 
aPC of -1.7 (p-value 0.31). Females maintain an overall 
higher incidence than males with 2.2 vs 1.6 per 100,000 
as of 2018. the aPC for Whites, Whites w/Hispanics, 
and Hispanics showed a significant increase between  
2000-2018 at 2.2, 1.9, and 1.0 respectively (p-value 
<0.01). the aPC for Blacks demonstrated a large increase 
in incidence through 2013 at 3.0 (p-value <0.01) followed 
by a non-significant decrease in incidence between 2013-
2018 with an aPC of -2.6 (p-value 0.2). mortality trended 
up between 2000-2014 (p-value >0.05) which became a 
significant increase between 2014-2019 with an aPC of 5.4 
(p-value <0.01). When divided by gender both females and 
males had a significant aPC for mortality between 2000-
2019 at 3.2 and 3.5 respectively (p-values <0.01). the 
aPC for mortality among all races between 2014-2019 was 
5.4 (p-value <0.01). the aPC for mortality among Blacks, 
Whites, and Hispanics was 3.4, 3.4, and 3.3 respectively 
between 2000-2019 (p-value <0.01). lastly, the aPC for 
mortality in the 65+ age group was 7.4 (p-value <0.01).

Limitations: the data is limited by location and anal 
cancer is not separated by histology. no individual risk 
factors are accounted for in the data.

Conclusions/Discussion: interestingly, anal cancer has 
historically been more of a female disease. While the inci-
dence in males continues to increase, females demonstrate 
a decline since 2015. the incidence continues to rise in 
Whites and Hispanics and has started to decline in Blacks 
since 2014, however mortality remains the same for these 
races. this is an unexpected finding given the known 
health care disparities among minorities. despite the 
introduction of the nigro protocol in the 1980’s, mortality 
trends continue to show an overall increase, especially in 
patients older than 65 since 2014. this supports arguments 
for better education, vaccination, and screening protocols.
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ANAL SQUAMOUS CELL CARCINOMA 
INCIDENCE IN KENTUCKY: TRENDS AND 
OUTCOMES BY GENDER.

ePoSter aBStraCtS eP342

S. o’Brien1, C. ellis1, J. mcdowell2, S. Galandiuk1

1Louisville, KY; 2Lexington, KY

Purpose/Background: anal Squamous Cell Carcinoma 
(aSCC) is uncommon, but rising in incidence throughout 
the united States; it is marginally more common in women.

Hypothesis/Aim: to describe the temporal trends 
in aSCC incidence in Kentucky and nationally and to 
describe differences in human papilloma virus (HPV) and 
p16 profiles between men and women.

Methods/Interventions: Within the Kentucky Cancer 
registry (KCr), 1,698 individuals with aSCC from 1995-
2016 were studied. KCr contributes its cancer statistics 
to the nCi Surveillance, epidemiology, and end results 
Program (Seer). Patients diagnosed with aSCC from 
1995-2016 were captured for analysis and compared to 
national Seer data. Patient demographics, cancer staging, 
treatment, and clinical outcomes were evaluated. two 
institutional cancer registries were examined from 2011 to 
2018 for aSCC patients. HPV serotyping and p16 immu-
nohistochemistry was performed on these louisville patient 
tissue samples (n=113, which is 7 % of the KCr cohort). 
differences in these variables were compared between men 
and women, and between different time points.

Results/Outcome(s): the incidence of aSCC in women 
increased in Kentucky compared to uS rates from 1995 to 
2016, 0.7 to 4.4 /100,000 vs 1.3 to 1.9/100,000 individuals 
(Figure). Smoking was less common in women in Kentucky 
compared to men (65% vs. 86%), but both markedly greater 
than the 25% overall Kentucky and 14% national smoking 
rates, respectively. there was no difference in stage, 
disease persistence, or recurrence-free or overall survival 
between men and women (all p>0.1). more women had 
stage iii/iV disease post-2008 compared to pre-2008 
(35% vs 24%, p=0.013), but there was no difference in 
recurrence-free or overall survival between time points. 

overall survival for women with stage i/ii was improved 
post-2008 compared to pre-2008 (log rank= 0.009).  
in the louisville institutional cohorts (n=113), 87% of 
patients were HPV positive. Women were more likely 
to be HPV 16 positive compared to men (72% vs. 40%, 
p=0.009), and women had higher rates of p16 positivity 
(70% vs. 51%, p=0.028)

Limitations: this was a retrospective study and HPV 
and p16 status were only available only for the louisville 
institutional cohorts.

Conclusions/Discussion: the incidence of aSCC in 
Kentucky women far outpaces that of men and both 
genders nationally. despite this increasing incidence with 
a higher proportion of advanced stage disease, there 
was not an association with worse clinical outcomes. 
unexpectedly, substantial differences in HPV profiles were 
observed between men and women in the smaller institu-
tional cohorts.

Temporal Changes in Anal Squamous Cell Carcinoma incidence. 
the incidence rate in Kentucky women outpaces Kentucky men and 
united States incidence rates.

ANAL CONDYLOMA IN PATIENTS LIVING 
WITH HIV: NATURAL HISTORY OF 
RECURRENCE AND DEVELOPMENT OF 
ADVANCED ANAL DISEASE.

ePoSter aBStraCtS eP343

S. Kawak, Q. yang, l. Cherney Stafford, C. Sanger
Madison, WI

Purpose/Background: anal condylomata diagnosis in 
patients living with HiV is a well-known risk predictor 
for advanced anal disease (high grade (HG) dysplasia and 
anal cancer). there is no standard surveillance protocol 
or treatment algorithm after the initial diagnosis of anal 
condyloma in this patient population.

Hypothesis/Aim: the aim is to describe the natural 
history of anal disease in patients with HiV and anal condy-
loma with respect to disease recurrence and progression.

Methods/Interventions: this was a retrospective study 
at a university hospital of all patients with HiV infection 
and a diagnosis of anal condyloma from 2001 to 2019. two 



232 ePoSter abStractS

cohorts were compared: low grade (lG) (anal condyloma 
alone without diagnosis of advanced anal disease) and 
advanced anal disease (anal condyloma with a diagnosis of 
high grade anal dysplasia and/or anal cancer). Patients were 
excluded if they did not have treatment performed and/
or did not have follow-up to assess treatment efficacy. the 
main outcome measures were rates of condyloma recurrence 
and disease progression with respect to treatment modality.

Results/Outcome(s): a total of 136 patients with 
HiV and anal condyloma were included. Fourteen (10%) 
presented with a co-diagnosis of condyloma and advanced 
anal disease while 38 (28%) patients developed high 
grade (HG) dysplasia or cancer over time. in those that 
progressed to advanced anal disease, the average time from 
condyloma diagnosis to diagnosis of HG/cancer was 5.6 
years. there was no difference in condyloma recurrence 
between the those who progressed to HG/cancer and 
those who did not (68.4% HG vs. 54.8% lG, p=0.222). 
the advanced anal disease cohort was older at the age of 
condyloma diagnosis (41.37 v. 36.26 years, p=0.025) and 
had longer follow-up (139.29 vs. 97.74 months, p=0.002). 
advanced disease patients more often had condyloma 
located in the perianal region (31.6% vs. 21.4%, p=0.016). 
Patients who underwent office-based or topical treatments 
as an index treatment for their condyloma were more likely 
to develop recurrent condyloma compared to those that 
underwent operative intervention as their index treatment 
(66.7% vs. 20%, p=0.006).

Limitations: this was a retrospective, single hospital 
analysis.

Conclusions/Discussion: overall, 38% of patients with 
anal condyloma and HiV had HG dysplasia or cancer, of 
which 10% were co-diagnoses of advanced disease and 
condyloma. those who developed advanced disease over 
time typically were diagnosed almost 6 years after condy-
loma diagnosis. older age and longer follow-up indicated 
higher likelihood of advanced disease. Patients in this 
study who underwent or-based treatment as the index 
option were less likely to have condyloma recurrence, 
but condyloma recurrence was not associated with the 
development of advanced anal disease. this data suggests 
intense follow-up is needed in all patients with HiV and 
anal condyloma even if condyloma has been treated.

PERIANAL PAGET’S – AN AGGRESSIVE 
DISEASE!.

ePoSter aBStraCtS eP344

y. rudnicki, r. Batra, t. Gan, S. Stapleton, K. mathis, 
S. Kelley
Rochester, MN

Purpose/Background: Perianal Paget’s disease is a rare 
epithelial disorder with an unknown tendency for anal 
and colorectal malignancies and unknown prognosis. our 
previous 25 years series showed a non-aggressive nature.

Hypothesis/Aim: a case series aimed at describing our 
updated institutional experience with a rare condition.

Methods/Interventions: a retrospective study of all 
patients diagnosed with perianal Paget’s disease (PaPd) 
and treated at mayo Clinic over the last 30 years (2-1991 
to 2-2021). this study was performed with approval of 
the institutional review Board. a prospectively main-
tained institutional database was queried for patients who 
had a diagnosis of primary perianal Paget’s disease. data 
collected included patients’ demographics, clinical and 
pathological manifestations, treatment methods, recur-
rence, outcome and mortality.

Results/Outcome(s): thirty patients were diagnosed 
with primary perianal Paget’s disease, fifteen females 
(50%), average age of diagnosis was 71±10.7, 93% white 
race (7% unknown), with an average lesion size of 3.7±2.6 
cm. at the time of diagnosis 12 patients (40%) were 
harboring an invasive anal adenocarcinoma within the 
Paget’s lesion. eight (27%) developed adenocarcinomas 
concurrent with perianal Paget’s recurrence (5 anal, 2 
colonic, 1 rectal) at a mean interval of 9±4.4 years (range 
1.9-14.8 years). the Kaplan–meier Curve estimated an 
overall survival of 93%, 86%, 82%, 65% and 56% at 1, 3, 
5, 10, and 15 years, respectively. median survival was 16 
years. Six patients (20%) had a disease related mortality. 
initially 9 patients were treated with an abdominoperi-
neal resection (aPr), 15 underwent local or wide local 
resection, and 3 were treated with radiotherapy. Fifteen 
patients (50%) had recurrence of PaPd, two after under-
going aPr. Five (17%) had continuing disease until death. 
only 10 patients (33%) did not have PaPd recurrence, 7 
of which underwent aPr. the mean followup time was 
9.2±6.2 years.

Limitations: our study is descriptive in nature and 
includes only a small number of patients. data was 
collected from a single institution in a retrospective 
fashion.

Conclusions/Discussion: our review shows perianal 
Paget’s disease is an aggressive entity with a high rate of 
coexisting anal adenocarcinoma at diagnosis and a high 
rate of developing metachronous adenocarcinoma later 
in life. Very few patients were able to avoid recurrence of 
PaPd and those who did had undergone an aPr.

DOUBLE CHANNEL ENDOSCOPIC MUCOSAL 
RESECTION FOR ADVANCED POLYPS: 
TEACHING “YOUNG DOGS” NEW TRICKS.

ePoSter aBStraCtS eP345

r. Siddharthan, r. Gaetani, J. abelson, e. Breen, 
d. Kleiman, a. Kuhnen, P. marcello, J. Saraidaridis
Burlington, MA

Purpose/Background: endoscopic mucosal resection 
(emr) is an accepted treatment for advanced polyps but 
can be challenging to adopt without advanced training 
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or substantial experience. it is unclear if double channel 
endoscopy (dC) can facilitate learning emr.

Hypothesis/Aim: evaluate the results of “novice” versus 
“expert” surgeons in regards to the technique of dC-emr.

Methods/Interventions: Patients who underwent 
dC-emr at a tertiary care center between January 2011 
and January 2021 were identified. Patient demographics, 
polyp characteristics, or time, and complications were 
identified. in patients who had surveillance colonoscopy, 
recurrence data was compiled. data was stratified by expe-
rience level of the surgeon, with “expert” surgeons being 
defined as those who have performed at least 30 dC-emrs 
and “novice” surgeons including those who performed less.

Results/Outcome(s): 141 patients who underwent 
attempt at dC-emr were identified. the median polyp 
size was 20 (iQr: 15-30) mm. the median procedural time 
was 105 (iQr 71-147) min. 135 (96%) patients under-
went complete endoscopic resection, 3 (2%) required 
colectomy, and 3 (2%) had an incomplete resection. 
incomplete resections did not proceed to colectomy due 
to patient co-morbidities, benign pathology, and patient 
preference. there were 6 complications; 5 post-polypec-
tomy syndromes managed non-operatively, and 1 post-pro-
cedural bleed managed endoscopically. 88 (62%) patients 
had at least 1 follow-up colonoscopy. 44 patients were 
followed out to 6-12 months, 31 to 13-24 months and 
13 to 25-52 months. at 12 months, recurrent polyp was 
noted in 6 patients (6.8%) and for patients who had longer 
follow up, 8 additional patients (9.1%) were identified. 
the overall incidence of recurrence was 15.9% (Ci=9.6-
25.1%). all the recurrent polyps were benign. 11 (79%) 
recurrences were managed endoscopically and 3 (21%) 
underwent resection. one “expert” surgeon performed 
76 (55%) procedures. the remaining 65 procedures were 
performed by 4 “novice” surgeons (26, 19, 12, and 8 cases). 
there was no difference between the groups in operative 
time (113 vs 123 min, p=0.39) or complete endoscopic 
resection (100% v. 95%, p= 0.10). there were more 
complications for the “expert” surgeons (6 vs 0, p=0.03) 
and a trend toward a higher incidence of recurrence for the 
“novice” surgeons (9.6% vs 25%, p=0.08).

Limitations: Single institution retrospective review with 
small sample size and limited long term follow up. the 
“expert” surgeon group was a single surgeon.

Conclusions/Discussion: dC-emr is a treatment 
modality for advanced polyps. “novice” surgeons can 
successfully perform dC-emr with similar operative time 
and successful resection compared to “expert” surgeons. 
recurrences were predominately managed endoscopically, 
and were present in both groups though with a trend 
toward higher recurrence in the “novice” group. dC-emr 
can be safely adopted by early practicing surgeons with 
appropriate mentorship and institutional support.

EFFECT OF DIFFERING MYOCUTANEOUS 
FLAP STRATEGIES IN PERINEAL CLOSURE 
FOLLOWING ADVANCED PELVIC 
ONCOLOGICAL RESECTION.

ePoSter aBStraCtS eP346

n. Galbraith, C. mcCollum, l. di mascio, J. lowrie, 
m. Hinckley, S. lo, S. Watson, P. Chong, m. Quinn, 
C. Steele
Glasgow, United Kingdom

Purpose/Background: increasingly complex manage-
ment of locally invasive pelvic malignancy leads to large 
perineal defects, at risk of complications. optimum strat-
egies for perineal closure is unclear. our tertiary referral 
unit uses myocutaneous flaps including Vram, gracilis, 
alt and gluteal flaps in perineal closure.

Hypothesis/Aim: to compare the rate of complications 
and reoperations between different myocutaneous flap 
techniques following advanced pelvic oncological resection

Methods/Interventions: a retrospective review was 
performed in a tertiary centre for advanced pelvic oncolog-
ical resection. From a prospectively maintained database, 
patients undergoing resection between 2015 and 2021 
were studied for outcomes following the use of myocuta-
neous flap closure of the perineal wound. Complications 
including wound infection, dehiscence, revision and hernia 
were analysed.

Results/Outcome(s): of the 239 patients referred with 
advanced pelvic malignancy, 199 patients underwent 
resection. 52 patients had a myocutaneous flap used to 
close their perineum. mean age of 56 with 33 patients 
being female (63.5%) in patients who received myocuta-
neous flaps. in this group of patients, 35 patients (63.5 %) 
had rectal cancer and 20 patients (38.5%) had recurrent 
disease and 33 (63.5%) had neoadjuvant radiotherapy. 
exenteration (total, posterior or modified) was performed 
in 21 patients (40.4%), with 29 patients (56.0%) under-
going elaP. the type of flap selected were Vram 
(17 patients, 32.7%), gluteal (17, 32.7%), gracilis (11, 
21.1%) lateral thigh (alt or Vl, 3 patients, 5.8%) and 
6 composite flaps. eleven patients had a flap complication 
(21.2%). rates of complications according to flap type 
were Vram (23.5%), gluteal (17.6%), gracilis (18%), 
and lateral thigh (50.0%). reoperation rates according 
to flap type were Vram (11.7%), gluteal (0%), gracilis 
(9.1%) and lateral thigh (25.0%). Perineal hernia was seen 
in only 1 patient who received a flap, which was a gluteal 
reconstruction.

Limitations: real world clinical experience in this 
report reflects unavoidable selection bias in tailoring flap 
selection to the individual patient

Conclusions/Discussion: the use of Vram, gluteal, 
gracilis and lateral thigh myocutaneous flaps in the closure 
of perineal wounds after advanced pelvic oncological 
resection offers acceptable outcomes with low rates of 
infection, hernia or reoperation.
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PREOPERATIVE COMPUTED TOMOGRAPHY 
BIOMARKERS PREDICTIVE OF APPENDICEAL 
NEOPLASM IN ACUTE APPENDICITIS.

ePoSter aBStraCtS eP347

H. Simon1, t. downes2, a. Hill3, r. Schorr1, e. Hobart1, 
P. Klepchick1, J. mcCormick1

1Pittsburgh, PA; 2Charlottesville, VA; 3Royal Oak, MI

Purpose/Background: Primary appendiceal 
neoplasm(an) is a rare but clinically significant cause 
of acute appendicitis. identifying preoperative computed 
tomography(Ct) biomarkers predictive of an offers 
opportunity to change surgical management.

Hypothesis/Aim: Preoperative Ct biomarkers predic-
tive of underlying an exist in acute appendicitis.

Methods/Interventions: an institutional database 
was reviewed from 2008-2018 for patients ≥18 years 
who presented with acute abdominal pain, preopera-
tive diagnosis of acute appendicitis on Ct, and had 
postoperative diagnosis of an. Patients with benign 
acute appendicitis(aa) were selected for 1:2 matched 
case-control design. Preoperative Ct was reviewed for 
predetermined Ct biomarkers by 3 radiologists who were 
blinded to original Ct reads and post-operative diag-
nosis, but familiar with project aims (table 1). univariate 
analysis compared Ct biomarkers across appendiceal 
pathology(an or aa). univariate analysis investigated 
biomarkers associated with an. ncnemar’s test investi-
gated differences in Ct biomarker interpretation between 
radiologists. multivariable analysis was performed, an oper-
ator characteristic(roC) curve plotted, and area under the 
curve(auC) calculated to assess the model’s sensitivity/
specificity in predicting an. Primary outcome measures 
were Ct biomarkers associated with an. Secondary 
outcome was impact of radiologist experience in identi-
fying Ct biomarkers predictive of an.

Results/Outcome(s): 81 patients were analyzed(27 
an and 54 aa). 66.7% were female with median age 
54.3 years. Cancer and primary procedure significantly 
differed between groups(p<0.05). Ct biomarker interpre-
tation differed between radiologists for cystic fluid, intra-
luminal gas, soft tissue mass, mucosal hyperenhancement, 
stratified wall appearance, periappendiceal fat stranding, 
lymphadenopathy, and peritoneal disease(p<0.05). there 
was no consistent pattern of two readers who agreed on 
a predictive biomarker and one who did not. Significant 
Ct biomarkers predictive of an when compared to aa 
included, for every 1mm increase in wall thickness(or 1.3, 
p=0.012), absence of intraluminal gas(or 4.4, p=0.027), 
soft tissue mass(or 2.6, p=0.006), absence of mucosal 
hyperenhancement(or 2.0, p=0.043), and lymphadenop-
athy(or 2.7, p=0.034). auC was 0.86.

Limitations: Study limitations included small sample 
size, retrospective and single-center nature, and potential 
radiologist cognititive bias.

Conclusions/Discussion: Soft tissue mass, appendi-
ceal wall thickness, intraluminal gas, mucosal hyperen-
hancement, and lymphadenopathy were determined Ct 
biomarkers predictive of underlying an in the setting 
of acute appendicitis and should be considered in oper-
ative planning. interpretation varied among radiologists 
supporting the value of provider experience and seeking 
a second opinion in challenging acute appendicitis cases. 
next steps are to validate the model at a multi-institu-
tional level to improve preoperative planning in acute 
appendicitis patients.

COMPLETE COLONIC EXAMINATION IN 
SYMPTOMATIC PATIENTS WITH INCOMPLETE 
COLONOSCOPY: IT IS DIAGNOSED AS HIGH-YIELD.

ePoSter aBStraCtS eP348

a. mohamad, F. elagili, a. md nor, K. Jaafar, y. Sainal, 
e. mohammad aidid
Kuantan, Malaysia

Purpose/Background: missed lesions are associated 
with incomplete screening colonoscopy. there is little data 
on the outcomes of incomplete colonoscopies in symptom-
atic patients

Hypothesis/Aim: to determine the percentage of 
symptomatic patients who completed a colonic evaluation 
following an incomplete colonoscopy, how the evaluation 
was completed, and the incidence of significant pathology

Methods/Interventions: all symptomatic patients who 
had an incomplete colonoscopy between november 2019 
and march 2021 were included in a single-center, prospec-
tive, observational study. data on secondary studies 
offered and their outcomes were gathered.

Results/Outcome(s): a total of 207 patients had 
colonoscopies, with 48 (23 percent) of them being incom-
plete. indications include bleeding (45%), bowel habit 
change (30%), pain (21%), and miscellaneous (4 percent). 
Previous abdominal surgery, inadequate preparation, and 
severe pain during the procedure were the most common 
causes of incomplete colonoscopy. Computed tomography 
(Ct) colonography was performed in 32 (67%) cases, 
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and repeat colonoscopy was performed in 16 cases (33 
percent). in 9 (19%) and 5 (10%) patients, incomplete 
colonoscopies revealed colorectal carcinoma (CrC) and 
adenomatous polyps, respectively. three (60%) of the 
five adenomatous polyps were considered as advanced 
adenomas. in total 12 patients were found to have clini-
cally significant lesions (25 percent).

Limitations: this study was limited by absence of a 
control group.

Conclusions/Discussion: our study found that symp-
tomatic patients had a high rate of secondary colonic 
evaluation, that Ct colonography was frequently used for 
completion, and that significant neoplasia was detected at 
a high rate.

ANAL PAPS IN HIGH RISK WOMEN: A SINGLE 
INSTITUTION RETROSPECTIVE REVIEW.

ePoSter aBStraCtS eP349

J. Sandhu1, J. Fabien2, m. Finucan1, e. King-mullins1, 
m. Schertzer1, W. ambroze1

1Atlanta, GA; 2Miramar, FL

Purpose/Background: anal cancer, a neoplasm of 
the anal canal, was formerly uncommon, comprising 2.7 
percent of digestive malignancies in the uS. the incidence 
has increased over the last 30 years, at a rate of 2.2% each 
year. this increase has been more prevalent in women and 
this study focuses on high risk women.

Hypothesis/Aim: the aim is to evaluate at risk women 
screened for anal dysplais and identify the impact of 
screening, which would allow for future prospective studies 
to develop guidelines for high risk women.

Methods/Interventions: retrospective review of women 
above the age of 18, from december 2019 to September 
2021, with any of the following diagnoses deeming them high 
risk for anal dysplasia: HPV 16/18, cervical dysplasia, cervical 
cancer, vulvar dysplasia, vulvar cancer, vaginal dysplasia, 
vaginal cancer and/or genital condylomas on whom an anal 
pap was performed. exclusion: pregnant women, age < 18

Results/Outcome(s): Fifty-nine women were identi-
fied as high risk and underwent anal pap. Based on those 
results, 25% (15/59) of the women required Hra (High 
resolution anoscopy). Hra associated biopsies upgraded 
the pre-Hra pathology in 66% (10/15) of the patients. 
additionally, Hra associated biopsies downgraded the 
pre-Hra pathology in 26% (4/15) patients. 53% (8/15) of 
women who underwent Hra required surgical interven-
tion. interestingly, of the 15 women who required Hra, 
only 2 were HiV positive, the remainder were HiV nega-
tive but had other risk factors.

Limitations: this study is a single institution retrospec-
tive review of a small cohort. the study does not quantify 
each risk factor deeming the woman high risk but rather 
focuses on the impact of screening and intervention in 
high risk women.

Conclusions/Discussion: While this study is limited 
by design and a small study group, the goal of this review 
was to focus on women at risk for anal dysplasia. Current 
data suggests the incidence of anal cancer is higher in 
women and they are 1.4 times more likely to die from anal 
cancer than their male counterparts. this difference may 
be accredited to guidelines focused on high risk men that 
are effectively decreasing morbidity and mortality associ-
ated with anal cancer in men. no screening or therapeutic 
guidelines are available for high risk women, possibly 
attributing to the increased anal cancer incidence and 
mortality in this group of women. We hope this study will 
promote larger reviews and further prospective studies in 
order to establish screening guidelines for women at high 
risk for anal cancer.

SYSTEMATIC REVIEW OF MALIGNANT 
TRANSFORMATION OF PERIANAL FISTULAE.

ePoSter aBStraCtS eP350

S. Guru, m. Scharf, a. morada, n. Sundaram, 
S. Senapathi, l. dombert, a. Bashiri, B. Cagir
Sayre, PA

Purpose/Background: the malignant transformation 
of perianal fistulae is rare and has been described in case 
studies/series. analysis of these reports is needed to char-
acterize factors associated with it and trend the evolution 
of management strategies over the years.

Hypothesis/Aim: to identify patient characteristics 
and factors associated with malignant transformation of 
perianal fistulae.

Methods/Interventions: We performed a systematic 
review with patient level data analysis of the current liter-
ature. Studies were included if they contained individual 
level patient information regarding malignant transfor-
mation of perianal fistulae of any disease etiology. data 
collected included year of article publication, age at diag-
nosis of fistula, duration of fistula, associated diseases, age 
at malignant transformation, surgical management, final 
pathology and chemoradiation. Patient level data was 
stratified into 3 groups based upon year of article publica-
tion: patients from studies before nigro Protocol “<1984” 
(Group 1), patients from studies after introduction of 
nigro Protocol and before introduction of infliximab 
“1985-1997” (Group 2), and patients from studies after 
introduction of infliximab “≥1998” (Group 3).

Results/Outcome(s): 284 patients met inclusion 
criteria. the mean age of our patients at the time of diag-
nosis of fistula was 40 years with mean age at the time of 
malignant transformation being 55.5 years; 69.2% were 
male, 30.8% were female. disease-associated fistulae were 
observed in 35.2% (100/284) patients; Crohn’s disease 
comprised 92% of these cases. the mean duration of fistula 
before malignant transformation occurred was 15 years 
across all groups with no difference after introduction of 
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infliximab. Histopathological examination of malignant 
fistula was reported as adenocarcinoma in 75.4% (n=214) 
patients, squamous cell carcinoma in 14.4% (n=41), 
 others in 2.8% (n=8), and not specified in 7.4%  
(n=21) patients. the incidence of disease-associated 
fistulae was noted to increase across the groups (4.55% 
in Group 1 vs 43.98% in Group 3; p<0.001). 206(72.5%) 
patients underwent surgical management (table 1); onco-
logic resection consisted of 84.5% of procedures, less 
than wide resection 4.4%, fistulectomy 2.4%, palliative 
procedures 6.8%, and not described in 1.9%. a total of 
92 (32.4%) patients received chemoradiation across all 
groups, with majority of patients belonging to group 3 
(88%; p<0.001).

Limitations: our study did not include papers that 
lacked full text availability. Historical differences in case 
reports caused variability in presentation of information.

Conclusions/Discussion: Crohn’s disease was the most 
common etiology in chronic disease-associated fistulae 
undergoing malignant transformation. malignant transfor-
mation was most likely to occur in longstanding fistulae 
of ≥15 years duration. oncologic resection was the most 
commonly employed surgical technique across groups, 
with a rapid increase in utilization of chemoradiation for 
definitive treatment.

ISCHIORECTAL GASTROINTESTINAL 
STROMAL TUMOR INVOLVING THE 
EXTERNAL ANAL SPHINCTER AND LEVATOR 
ANI: A CASE REPORT.

ePoSter aBStraCtS eP351

K. Chuquin, C. Pitcher, B. Bello
Washington, DC

Purpose/Background: Gastrointestinal stromal tumors 
(GiSts) are mesenchymal neoplasms that are commonly 
found in the stomach and small intestine and rarely 
present in extra-intestinal locations. ischiorectal fossa 
tumors, including GiSts, are extremely rare with limited 
reports.

Hypothesis/Aim: We describe a case of 47-year-old 
man presenting with an “anal mass” that had slowly 
increased in size for the past 5 years. He was eventually 
diagnosed with a large ischiorectal GiSt.

Methods/Interventions: the patient had no signifi-
cant medical, surgical, or family history. He had no pain, 
obstructive symptoms, or fecal incontinence and described 
only one instance of self-resolved rectal bleeding. Physical 
exam revealed a left lateral perirectal palpable subcuta-
neous mass that was mobile at the inferior portion but felt 
fixed superiorly to the external anal sphincter. a colonos-
copy was performed which showed no mucosal or submu-
cosal involvement. magnetic resonance imaging showed a 
5.2 x 3.8 x 5.2 cm extra-luminal low left enhancing mass 
extending into the left ischioanal fossa and involving the 
external anal sphincter and levator ani (Figure 1). Staging 
Ct showed no evidence of metastatic disease. a small 
incisional biopsy was done and histological examination 
returned consistent with GiSt (spindle cells strongly and 
diffusely positive for c-Kit and Cd34, mitotic rate less 
than 5/50 HPFs). Given the size of the tumor >5cm and 
concern for involvement of the external anal sphincter and 
levator ani precluding an upfront sphincter-preserving r0 
resection, the decision was made to pursue neoadjuvant 
imatinib.

Results/Outcome(s): the patient is currently receiving 
neoadjuvant imatinib and will be restaged with mri to 
assess response at which time consideration will be given 
to local versus radical excision depending on sphincter and 
pelvic floor involvement.

Limitations: report of a single case.
Conclusions/Discussion: ischiorectal GiSts are partic-

ularly rare, and the involvement of the anal sphincter typi-
cally indicates the need for an abdominoperineal resection 
to ensure an r0 resection. However, the potential for 
tumor size reduction with neoadjuvant imatinib poses a 
unique opportunity to preserve sphincter function in this 
particular patient.

Figure 1. representative cuts of the patient’s mri showing the large 
ischiorectal tumor involving the external anal sphincter and levator ani
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ADENOMA DETECTION RATES: DOES 
ENDOSCOPIC VOLUME OR PROVIDER 
SPECIALTY MATTER MORE?

ePoSter aBStraCtS eP352

a. menning, r. Callahan, d. Studzinski, C. Peeples, 
H. Wasvary, m. Ziegler
Royal Oak, MI

Purpose/Background: adenoma detection rate (adr) 
is commonly used as a benchmark for quality endoscopy. 
multiple studies have investigated how it can be improved 
and, ultimately, standardized. Several recent publications 
have shown a significant impact of provider specialty and 
training background on adr.

Hypothesis/Aim: this study aimed to examine differ-
ences in adr between Gastroenterologists and Colorectal 
Surgeons with comparable endoscopic volumes.

Methods/Interventions: a retrospective review of all 
screening colonoscopies at a large, tertiary care facility was 
performed between January 2018 and december 2019. 
a total of 3867 screening colonoscopies performed by 
25 gastroenterologists (1846) and 9 colorectal surgeons 
(2021) were included. individual provider adr was 
calculated as well as average adr for both specialties. 
additional variables such as withdrawal time, quality of 
bowel preparation, and patient demographics were also 
examined.

Results/Outcome(s): adr did not differ between 
gastroenterologists and colorectal surgeons at our insti-
tution (35.2% (Sd 12.7) vs. 29.2% (Sd 7.0), p=0.0985), 
even when quality of bowel preparation was considered. 
Colorectal surgeons had significantly longer mean with-
drawal times and higher detection rates for sessile serrated 
adenomas compared to gastroenterologists.

Limitations: limitations of this study include its retro-
spective nature and use of endoscopic data from a single 
institution. it should also be acknowledged that the endos-
copists in the study perform a large volume of procedures 
in other outpatient endoscopy centers which were not 
evaluated, and there are many factors that play into the 
skills of an endoscopist that were not studied.

Conclusions/Discussion: adr is comparable between 
gastroenterologists and colorectal surgeons when evalu-
ating experienced practitioners. regardless of specialty, 
these results support the hypothesis that endoscopic 
volume is an important factor in meeting quality colo-
noscopy benchmarks. Future studies should address tech-
niques to improve adr in practicing endoscopists from all 
training backgrounds.

IS NIGRO NECESSARY? OVERALL SURVIVAL 
IN ANAL SQUAMOUS CELL CANCER AFTER 
CHEMORADIATION VERSUS CHEMOTHERAPY 
ALONE.

ePoSter aBStraCtS eP353

J. Greco, P. Gupta, a. Xu, J. abelson, d. Kleiman, 
a. Kuhnen, J. Saraidaridis
Burlington, MA

Purpose/Background: Background: Chemoradiation 
(Crt) is the standard of care for anal squamous cell carci-
noma (SCC). Some patients cannot receive Crt due to 
previous radiation therapy. it is unclear if chemotherapy 
alone (Ca) is an effective treatment for anal SCC.

Hypothesis/Aim: Aim: to determine the overall 
survival of patients receiving Ca alone for treatment of 
anal SCC.

Methods/Interventions: Method: the national Cancer 
database (nCdB) from 2004-2018 was queried for all anal 
squamous cell cancers (SCC). Patients were excluded if 
they had stage iV disease, missing pathological staging, 
non-squamous histology, received prior chemoradiation, 
or undergone surgery as their primary mode of treatment. 
Patients were stratified into two groups: chemotherapy 
alone (Ca) and chemoradiation (Crt). Patient demo-
graphics, patient insurance status, tumor characteristics, 
facility type, facility volume, and patient distance from 
facility were collected. Kaplan meier survival analysis was 
performed. life table analyses were utilized to compare the 
5-year survival in each group. a cox proportional hazards 
models was used to identify contributing factors towards 
overall survival.

Results/Outcome(s): Results: 12,296 patients were 
identified with anal SCC. 12,296 (98.45%) underwent 
Crt whereas 179 (1.46%) patients received Ca. the 
Ca group comprised of patients in whom radiation 
therapy was either contraindicated (1.26%) or in whom 
the patient refused radiation (0.2%). on multivariate 
analysis, patients with government insurance (or 1.59, 
95% Ci: 1.07-2.35) and high-volume facility (or 1.62, 
95% Ci: 1.07-2.46) were associated with receiving Ca 
as a treatment modality. in patients who received Ca, 
5-year survival was 60%, 55% and 52% for stage i, ii and 
iii respectively. in the patients who received Crt, 5-year 
survival was 84%, 73% and 69% for stage i, ii and iii 
respectively. after adjusting for age, sex, race, and tumor 
grade, the risk factors for mortality were those receiving 
Ca (Hr 2.27, 95% Ci: 1.70–3.04) and those who initially 
presented with higher clinical tumor stage (Hr 1.42, 95% 
Ci: 1.31-1.54).

Limitations: Limitations: this is a retrospective, large 
database case series with a small number of patients who 
underwent treatment for anal SCC with Ca. Stage iV 
disease was not included given that the focus is usually on 
palliation in this group. these results may not be general-
izable given the small number of patients in the Ca group.
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Conclusions/Discussion: Conclusion: While patients 
with anal SCC who undergo treatment with Ca alone 
have worse 5-year overall survival compared to Crt, this 
treatment modality can be considered with acceptable 
outcomes in patients whom radiation cannot be adminis-
tered due to contraindication or patient refusal.

AN ASSESSMENT OF THE QUALITY AND CONTENT 
OF WEB-BASED HIPEC INFORMATION USING 
VALIDATED AND NOVEL SCORING SYSTEMS.

ePoSter aBStraCtS eP354

S. remer, t. Connelly, C. Clancy, r. debernardo, 
d. Joyce, S. Steele, m. Valente
Cleveland, OH

Purpose/Background: Patients commonly utilize the 
internet to obtain medical information. We have noted 
that patients in our outpatient setting frequently have 
incomplete or even incorrect information about HiPeC 
that they have found on the internet.

Hypothesis/Aim: We aimed to assess both the quality 
and content of web-based information on HiPeC that is 
available to patients using validated and novel scoring 
systems.

Methods/Interventions: the keywords “HiPeC” and 
“heated intraperitoneal chemotherapy” were entered into 
the most commonly used internet search engines (Google, 
Bing, and yahoo). the first ten websites from each search 
were analyzed. Website quality was analyzed using the 
validated Journal of the american medical association 
(Jama) benchmark criteria and diSCern scoring 
systems. We created a novel HiPeC-specific score with 
surgeon experts in the field. this scoring system contains 
carefully selected details including surgical procedures, 
chemotherapy types, side effects, and outcomes.

Results/Outcome(s): eighteen unique websites were 
identified. the majority (78%) were from academic institu-
tions. the mean total diSCern score for all websites was 
41.8 +/- 8.4 (maximum possible points=75). the mean 
Jama and HiPeC-specific scores were 1.72 +/- 1.13 

(maximum possible score=4) and 11.5 +/- 4.5 (maximum 
possible score=31), respectively. the lowest Jama sores 
were in the category of authorship, with 78% of websites 
omitting author details. overall, 89% displayed disclosure/
paid advertiser information. 83% included the tempera-
ture of the chemotherapy. 78% mentioned the duration 
of HiPeC. a video and/or diagram was provided by 50% 
of the websites, while only 39% of websites mentioned 
complications of HiPeC.

Limitations: Videos and patient information from other 
social media platforms were not included.

Conclusions/Discussion: Web-based information on 
HiPeC is of variable content and quality. none of the 
websites achieved maximum scores using any of the scoring 
tools. less than half of the websites provided any infor-
mation on possible complications of the procedure. these 
findings should be highlighted to patients utilizing the 
internet to obtain information about HiPeC.

HUMAN PAPILLOMAVIRUS AND ANAL CANER 
KNOWLEDGE AMONG HIV PATIENTS.

ePoSter aBStraCtS eP355

P. moctezuma Velázquez, J. Sainz Hernandez, n. Salgado 
nesme, o. Vergara Fernández, r. Villavicencio martínez, 
C. moctezuma Velázquez
Ciudad de Mexico, Mexico

Purpose/Background: the Human Papillomavirus is 
the most common sexually transmitted infection world-
wide and also an important risk factor for anal cancer.

Hypothesis/Aim: to evaluate the knowledge about HPV 
infection and anal cancer among HiV-positive patients.

Methods/Interventions: it is a prospective survey (anal 
Cancer Knowledge by eric a. Frenkl) based study applied 
to patients attending the HiV clinic between march 2019 –  
march 2020.

Results/Outcome(s): a total of 182 patients completed 
the survey, with a mean age of 43 years, 70% were single. 
58% were employed, 27% unemployed, 54% had completed 
university, 15% had an educational level lower than junior 
high school, 36% were current smokers. Concerning sexual 
behavior, 44% reported they always used condom during 
sexual intercourse, 13% had never had anal intercourse. 
regarding HPV and anal cancer knowledge, 95% have 
heard something about HPV, 58% know what an anal 
cytology is, and 73% underwent anal cytology at least once, 
44% didn’t know what an abnormal cytology means, half 
patients are not familiar with the risk factors for developing 
anal cancer, although at least 92% could identify a risk 
factor for HPV infection, being “having many sexual part-
ners” as the main factor recognized. only 36% had talked 
about it with a physician. Questions about risk awareness 
were graded in a scale from 1 – 5, 5 classified as the highest 
level of knowledge. the mean score was 3.8 + 0.58, all 
items are shown on table 1.
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Limitations: as the study is carried in a referal center, 
inherent selection bias exist, and these results may not be 
representative for other populations.

Conclusions/Discussion: it is an interesting diagnosis 
about the level of knowledge of HPV and anal cancer 
among high-risk groups. it shows the scarce knowledge 
about anal cytology even in high-risk and educated groups. 
it is very important to make programs to spread awareness 
among patients concerning HPV infections and their 
possible consequences, so that patients develop a better 
adherence to the surveillance HPV programs, and improve 
their sexual practices.

risk awareness items

ADENOMA DETECTION RATE DURING 
COLONOSCOPY: TECHNIQUE MODIFICATIONS 
THAT LED TO A 114% INCREASE WHEN 
COMPARED TO NATIONAL TASKFORCE 
RECOMMENDATIONS.

ePoSter aBStraCtS eP356

C. angel, a. alalwan, P. Klein, S. Pannell, e. Sipe, 
J. Sferra, J. Sample, r. Bosio
Toledo, OH

Purpose/Background: according to the american 
Cancer Society, the lifetime risk of developing colon 
cancer is 1 in 23 (4.3%) for men and 1 in 25 (4%) for 
women. despite a larger push for early screening in at risk 
individuals, colorectal cancer remains one of the leading 
causes of cancer death in the united States.

Hypothesis/Aim: in 2014, the aSGe/aCG taskforce 
quality indicator of colonoscopies included an adenoma 
detection rate (adr) of 25%. our study aims to demon-
strate that simple variations in technique can increase 
adr.

Methods/Interventions: a retrospective analysis of a 
prospectively maintained database of patients who under-
went water lavage colonoscopy and withdrawal time over 
12 minutes at a large tertiary care center between January 
2017 and July 2020 was performed. Colonoscopies were 
performed by a single fellowship trained colorectal surgeon. 
data collected included Bmi, age, gender, family or 
personal history of colon cancer or polyps, length of proce-
dure, time to cecum, withdrawal time, cecal intubation, 

terminal ileum intubation, reason for exam, and anesthesia 
type. Pathology was reviewed and polyp type, location, and 
number of polyps were obtained. adr (colonoscopies in 
which patients had >= 1 adenomatous polyp confirmed by 
histology) was calculated.

Results/Outcome(s): a total of 987 patients were 
included. there were 499 (51%) women, with a mean age 
of 58 years. mean Bmi was 30.8 kg/m2 with a standard 
deviation of 6.8 kg/m2. the mean length of procedure 
was 32 minutes. mean withdrawal time was 24 minutes, 
and mean time to cecum was 7 minutes. adenomas were 
detected in 53.5% of patients (n=528). overall adr was 
60% in men, and 47.1% in women. adr in age 18-39 
was 17%, 40-49 was 35.1%, 50-59 was 50.3%, 60-74 
was 62.2%, and 75+ was 75%. adenomas were most 
commonly detected in the sigmoid colon (24.8%) followed 
by the rectum (20.0%).

Limitations: this is a retrospective review of a single 
surgeon and thus a small patient population.

Conclusions/Discussion: in our study, the combina-
tion of water lavage and increased withdrawal times lead 
to a 114% increase in the adenoma detection rate when 
compared to the aCG taskforce guidelines (adr 53.5% 
vs 25% respectively). adr in men was 60% (vs 30% 
recommended by task force), and 47.1% in women (vs 
25% recommended). Six minutes is the current minimum 
length of withdrawal time. in 2006, a study showed a mean 
withdrawal time of 6 minutes or more had an adenoma 
detection rate of 28.3% vs. 11.8% for a mean withdrawal 
time of less than 6 minutes. Subsequent studies compared 
adenoma detection rate when the mean withdrawal time 
was 8 minutes or greater to a mean less than 8 minutes and 
found a statistically significant difference (37.8% vs 23.3% 
in adr, p < 0.0001). Subsequent meta-analyses including 
randomized controlled trials comparing water lavage colo-
noscopy and air insufflation further support our findings.

WHAT IS THE RISK OF A DELAYED SCREENING 
COLONOSCOPY?

ePoSter aBStraCtS eP357

W. lyman, H. Green-matrana, C. Whitlow, H. Vargas, 
B. Kann, W. Johnston, W. Kethman, J. Paruch
New Orleans, LA

Purpose/Background: Patients presenting in delayed 
fashion for initial screening colonoscopy are more likely 
to have advanced adenomas leading to high-risk screening 
intervals. the purpose of this study is to determine 
whether these patients continue to have increased risk for 
advanced adenoma on follow up colonoscopy.

Hypothesis/Aim: Patients delayed for initial screening 
colonoscopy with high-risk adenomas will have less 
advanced or high-risk adenomas at follow up than those 
who presented on time for initial screening.
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Methods/Interventions: a single-center, retrospec-
tive analysis was performed for a prospectively main-
tained redCap® database of all outpatient colonoscopies 
performed at a single institution from march 2003 to march 
2018 by both colorectal surgeons and gastroenterologists. 
Patients were included for analysis if the initial screening 
colonoscopy revealed high risk or advanced adenomas 
(either greater than 10mm or 3-10 adenomas) and a follow 
up colonoscopy. two patient groups were defined: those 
who had first screening colonoscopy between ages 50-55 
(Group S) and those who had their first screening colo-
noscopy in delayed fashion between ages 60-85 (Group 
d). rates of high-risk adenomas were compared between 
Groups S and d at both the initial screening colonoscopy 
and subsequent follow up colonoscopy. a combination 
of Chi-Squared test and Student’s t-test were used to 
compare values between the two groups.

Results/Outcome(s): a total of 78,357 colonoscopies 
were included for analysis, with 7,050 colonoscopies coded 
as an average risk first-time screening colonoscopy. of 
those, 2,587 patients were between the ages of 50 and 
55 on initial screening colonoscopy (Group S) and 3,082 
patients were between the ages of 60 and 85 on initial 
screening colonoscopy (Group d). Patients who presented 
in delayed fashion for their initial screening colonoscopy 
(Group d) were more likely to have high risk adenomas 
identified on screening colonoscopy than patients who 
presented from ages 50-55 (Group S) (35.0% vs 27.4%, 
p<0.0001). median duration to follow up colonoscopy after 
high-risk features were identified was 13.5 months and 12 
months in Group S and Group d respectively. on high-risk 
follow up colonoscopy, there was no significant difference 
between the number of adenomas detected or patients 
with persistent high-risk adenomas between Groups S and 
d. (table 1)

Limitations: this is a single center, retrospective study. 
over the long timeframe included in the study (2003-
2018), recommendations for screening intervals have 
varied between providers and national organizations. 
additional high-risk features which would confer shorter 
screening interval such as villous histology or high-grade 
dysplasia were not available for analysis.

Conclusions/Discussion: Patients who present in 
delayed fashion for their initial screening colonoscopy 
found to have high risk adenomas continue to develop 
advanced adenomas at a similar rate to those who present 
on time for their initial screening colonoscopy.

AGGRESSIVE PELVIC ANGIOMYXOMA: 
35-YEAR MAYO CLINIC EXPERIENCE.

ePoSter aBStraCtS eP358

J. Bauzon1, F. Cardenas lara2, S. Kelley2

1Las Vegas, NV; 2Rochester, MN

Purpose/Background: aggressive angiomyxoma (aa) 
is a rare tumor most commonly found in the pelvic and 
perineal regions. Following excision with negative margins 
recurrence rates have been reported to range from 25-47%.

Hypothesis/Aim: describe the presentation, treatment 
and outcomes of pelvic aa over 35-years.

Methods/Interventions: eighteen patients with 
a pathological diagnosis of pelvic aa were retrospec-
tively identified from an institutional database between 
January 1, 1985 and July 1, 2020. data collected included 
patient demographics, clinical presentation, radiological 
investigations, neoadjuvant and adjuvant therapy, use of 
preoperative biopsy, medical treatment, surgical approach, 
histopathology (tumor size, resection margins, immunohis-
tochemistry), and recurrence.

Results/Outcome(s): most were female (94%) with a 
mean age at diagnosis of 47 (range 24-78) and followed 
for a mean of 56.7 months (range 1-180). Pelvic pain 
was the predominant presenting symptom (55%) and 
all but one lesion was identified with pelvic imaging  
(Ct and/or mri). tumor size averaged 12.6 cm (range 
2-21) with all involving the pelvis or perineum without 
metastasis. Preoperative biopsy was obtained in 10, and 
7 were correctly diagnosed. discontinuation of hormone 
replacement therapy and/or treating with hormone-mod-
ifying agents resulted in partial responses in seven and 
allowed two to be treated non-operatively. Sixteen were 
treated surgically and initial resection included six r0, 
eight r1, and two r2 cases. Six and five were tested for 
estrogen receptor (er) and progesterone receptor (Pr) 
status, respectively, and all were positive. Six (33%) 
recurred (five r1 and one r0) at a mean of 42 months 
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(range 2-168) after initial resection and required additional 
treatment (re-resection ± hormone modifying agents).  
at last follow up, one was being treated with lupron and 
there are no documented re-recurrences in the rest.

Limitations: our study is descriptive in nature and 
includes only a small number of patients. data was 
collected from a single institution in a retrospective 
fashion.

Conclusions/Discussion: aa is considered a benign 
tumor although it can be locally invasive. Secondary to a 
lack of or vague symptoms, aas are often diagnosed late 
or misdiagnosed. High-resolution imaging is imperative 
for operative planning. to decrease tumor size, er and 
Pr positive tumors can be treated preoperatively with er 
antagonists or gonadotropin-releasing hormone agonist. 
the goal of surgery is complete excision with negative 
margins. Secondary to high rates of recurrence, long-term 
follow-up with high resolution imaging is necessary. most 
recurrences occur within 3-5 years of extirpation. Few 
surgeons have familiarity treating aas, and these patients 
are best cared for in centers with experienced multidisci-
plinary teams.

DIAGNOSIS AND MANAGEMENT OF 
MUCINOUS ADENOCARCINOMA WITH 
PERIANAL PAGET’S DISEASE: A CASE REPORT.

ePoSter aBStraCtS eP359

a. akhtar1, J. dirocco1, m. Khawaja2, a. Sheikh3, 
n. Ferraris1

1Baltimore, MD; 2Bel Air, MD; 3Albuquerque, NM

Purpose/Background: invasive mucinous adenocarci-
noma associated with Paget’s disease is rare, described only 
in a few case reports

Hypothesis/Aim: to describe diagnosis and manage-
ment of adenocarcinoma in setting of perianal Paget’s 
disease

Methods/Interventions: 76-year-old male with dm, 
a-fib, and Htn presented with chronic painful defeca-
tion, intermittent bleeding on toilet paper and perianal 
itching for 2 years. He noticed perianal skin scabbiness 
not improved with hydrocortisone and diaper rash creams. 
He reported regular bowel movements and no weight loss 
or urinary complaints. He was an ex-smoker. His father 
died of stomach cancer. a recent perianal skin biopsy by 
dermatologist revealed Paget’s disease, positive for CdX2. 
Physical exam showed circumferential erythema around 
the anal verge, 5.5 cm posteriorly, 5 cm to the right, 3 cm 
anteriorly, and 5.5 cm to the left, with moist friable skin 
and whitish papules distributed evenly. dre and anoscopy 
only showed internal hemorrhoids. Colonoscopy revealed 
small tubular polyps in caecum and colon. eGd demon-
strated mild Barrett’s esophagitis without dysplasia. Ct 
chest, abdomen and pelvis showed a nonspecific 1.3 cm 
left external iliac lymph node. Perianal mapping and 18 

biopsies of all 4 quadrants from dentate line to normal anal 
verge skin confirmed Paget’s disease with CK7 positivity 
without any dysplasia or invasive cancer. anal mucosa was 
normal

Results/Outcome(s): Wide local excision was 
performed. a 12x14 cm defect was reconstructed with 
bilateral V-y advancement flap. Flap healed well with 
minor skin dehiscence. Final pathology revealed invasive 
mucinous adenocarcinoma at focal inner mucosal margin 
and deep margin. Perianal Paget’s disease was present at 
the inner mucosal margin and outer skin margin in all 
four quadrants of the specimen. the adenocarcinoma was 
positive for CK20 and CdX2, and negative for CK7 and 
GCdFP-15. the Paget’s disease was positive for CK7, 
CK20 and CdX2, and negative for GCdFP-15, suggesting 
primary Paget’s disease. Pet-Ct was negative for any 
FdG-avid lymph nodes or metastases. mri pelvis showed 
subtle focal nonspecific left lateral anal wall enhancement 
without pelvic lymphadenopathy. Patient declined abdom-
inoperineal resection, and is currently receiving chemora-
diation per tumor board recommendation

Limitations: our experience represents a single case-re-
port, and patient’s outcome remains uncertain as he is 
undergoing treatment

Conclusions/Discussion: in management of Paget’s 
disease, it is of utmost importance to rule out an associated 
malignancy prior to Wle. our patient underwent compre-
hensive evaluation to include colonoscopy and mapping 
biopsies but still had small foci of invasive adenocarcinoma 
on final pathology. delaying reconstruction until complete 
pathologic evaluation could be considered for extensive 
perianal Paget’s disease. Chemoradiation may be consid-
ered for patients with focal adenocarcinoma after Wle

Pre- and post-operative images of a patient with perianal Paget’s disease

SMALL BOWEL EVISCERATION THROUGH A 
PERFORATED STERCORAL ULCER.

ePoSter aBStraCtS eP360

a. rothstein, a. Chopra, a. ahmed, C. Gatto-Weis, 
C. angel, S. Pannell
Toledo, OH

Purpose/Background: Stercoral ulcers are localized 
areas of loss of colonic mucosal integrity. However, 
they are associated with serious complications, including 
bleeding and perforation.
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Hypothesis/Aim: Case presentation of a 50-year-old 
female with bowel evisceration through the anal canal

Methods/Interventions: We present the case of a 
50-year-old patient who presented with extraperitoneal 
perforation of the rectum presenting as small bowel evis-
ceration through the anal canal. the patient underwent 
emergent exploratory laparotomy with reduction of the 
bowel, followed by second look laparotomy in 24 hours. 
a full thickness defect was identified in the rectum.  
a Hartmann’s Procedure was done with preservation of 
the viable herniated small bowel.

Results/Outcome(s): the patient’s postoperative 
course was uneventful. She was discharged on post- 
operative day 8. Final pathology showed a segment of 
colon/rectum with extensive submucosal hemorrhage and 
disruption of muscularis propria consistent with a stercoral 
ulcer.

Limitations: none
Conclusions/Discussion: extraperitoneal perforation 

and evisceration of bowel is a rare clinical entity. these 
cases are diagnosed with ease due to the obvious clinical 
presentation, however, may be misdiagnosed as prolapse. 
these cases necessitate urgent and careful surgical planning 
to ensure preservation of bowel and complete recovery.

SEVERE MULTI-RECURRENT RECTAL 
PROLAPSE SECONDARY TO POSTERIOR 
PERITONEOCELE WITH A LARGE PERINEAL 
HIATAL DEFECT.

ePoSter aBStraCtS eP361

C. mcewen2, J. Williams1

1Saint Petersburg, FL; 2Tampa, FL

Purpose/Background: this is a patient who had under-
gone repeated minimally invasive ventral rectopexies with 
recurrence of rectal prolapse despite intact mesh fixation, 
secondary to severe herniation of small bowel through the 
anterior rectum and anal canal resulting in a significantly 
dilated perineal hiatus.

Hypothesis/Aim: We hypothesized that in performing a 
perineal proctectomy with levatorplasty and narrowing of 
the hiatus, it would reduce the risk of future incontinence 
and recurrent prolapse.

Methods/Interventions: this is an 80-year-old female 
with a surgical history of ventral rectopexy four years 
prior to presentation who underwent a repeat ventral 
mesh rectopexy one year ago. She then was found to have 
a recurrent prolapse 3 months postoperatively and her 
prolapse was further complicated by a large peritoneocele 
which eviscerated into the rectovaginal septum and was 
found to be protruding posteriorly through the anal canal 
causing an anterior wall rectal prolapse. dynamic mri 
showed an enterocele and peritoneocele descending 10.5 
centimeters below the pubococcygeal line and middle 
compartment prolapse with pushing (FiGure 2). on 
physical exam, the PoP-Q was negative for any significant 
herniation into the vagina or out of the vaginal hiatus. 
mri review at multidisciplinary pelvic floor conference 
lead to the recommendation of closure of the perineal 
hiatus and perineal proctectomy to reduce the procedentia 
and close the dilated hiatus. Perineal proctectomy was 
performed in a standard fashion. an anterior levatorplasty 
was performed with interrupted figure-of-eight sutures to 
narrow the hiatus to only two finger breadths. a circum-
ferential hand-sewn colo-anal anastomosis was undertaken 
with 2-0 PdS sutures.

Results/Outcome(s): She progressed to the medical 
and surgical floor in a stable condition and met mile-
stones including return of bowel function, tolerating 
food and drink without emesis, and spontaneous voiding, 
and was discharged to home with home health assis-
tance on post-operative day two. at the outpatient visit 
two weeks post-operatively, the patient reported fecal 
incontinence and decreased sensation of an urge to 
void. during one-month post-operative visit, she reported 
almost complete continence and reported the return of 
sensation with an urge to void and defecate. at 6 months 
she remained without recurrence and progressed to normal 
continence.

Limitations: this is a single patient case observation.
Conclusions/Discussion: in patient with large perineal 

hiatal defects leading to herniation of small bowel and peri-
toneocele associated with rectal prolapse, consideration of 
hiatal reduction via levatorplasty should be entertained. 
Further study is needed to establish possible minimally 
invasive techniques as well as evaluate long term outcomes 
in larger sample sizes following perineal hiatal reduction.
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CASE REPORT: EXTENSIVE PERINEAL TRAUMA 
CAUSED BY HYDROSTATIC PHENOMENON OF 
JET SKIING.

ePoSter aBStraCtS eP362

C. Joaquim1, l. Souza1, a. Souza2

1Rio de Janeiro, Brazil; 2Niteroi, Brazil

Purpose/Background: to report the case of a 
26-year-old male patient, victim of a jet-ski ejection fall, 
with extensive perineal injury from the base of the penis to 
the sacral region, but with a good prognosis.

Hypothesis/Aim: a victim of jet-ski ejection presents a 
perineal lesion with positive outcome.

Methods/Interventions: Hartmann’s rectosigmoidec-
tomy and lesion synthesis in the second half.

Results/Outcome(s): the pacient showed a good prog-
nosis after treatment for physiological function of the peri-
neal and anal region, confirmed by anorrectal manometry.

Limitations: the present report describes only one 
case with a positive result of anorectal physiological func-
tion recovery after extensive perineal trauma. another 
limitation observed was the difficulty in finding a vast 
and diverse repertoire of similar cases in the literature to 
compare methods and results given the peculiarities of the 
case. Finally, another limitation is the long-term tracking 
of the patient and monitoring of maintenance of function 
and complete recovery after surgical intervention.

Conclusions/Discussion: the traumas obtained by 
water jets have high pressure and capacity to destroy hollow 
organs such as the rectum and vagina, but a high degree of 
suspicion is required for diagnosis. due to the absence of 
a sphincter, it is possible to suppose that a vaginal region 
is more affected and vulnerable, whose investigation must 
be carried out intraoperatively with the gynecologist. 
intraperitoneal injuries are more frequent in rectum injury, 
however extraperitoneal involvement is possible, though 
uncommon. the initial care of the type of injury follows 

the atlS pattern until stabilization. the surgeon’s evalua-
tion comprises the viability of the sphincters, whose initial 
choice method includes the digital rectal examination, 
with high accuracy (80-90%) to identify the effects. yet, 
other methods are also recommended, such as proctoscopy, 
endoscopy and Ct. the tomographic image shows the  
presence of free fluid in the peritoneal cavity, pneumo 
or retroperitoneum. Primary repair is suggested in cases 
of perforations that do not present gross contamination, 
whereas the intestinal transit bypass has been used. Broad-
spectrum intravenous antibiotics should be given in addition 
to vaginal and fecal secretions penetrated by water which 
can include many pathogens, especially bacterial. the case 
and the literature shows perineais injuries associated with 
the hydrostatic phenomenon of jet-skiing, although rare, 
are serious and maybe associated with possible perforations 
and intra-abdominal alterations. management of traumatic 
rectal injuries and should involve detailed perineal exam-
ination with proctoscopy with exploratory laparotomy if 
necessary. in short, it is necessary to know the possibilities 
of pelvic options by users and companions of these vessels, 
in addition to the use of protective equipment.

REPAIR OF PELVIC FLOOR HERNIATION.
ePoSter aBStraCtS eP363

a. Ky, y. Wang
New York, NY

Purpose/Background: Pelvic floor hernias are not 
common. in most instances, a perineal hernia is associ-
ated with increased intra-abdominal pressure. it is more 
common in females because the broader pelvic inlet and 
the stresses of pregnancy, labor, and delivery. Congenital 
defect is also another cause.

Hypothesis/Aim: Pelvic floor herniation is not common, 
a perineal repair is less invasive and have the option of an 
abdominal repair if that fails. the size of the hernia may 
dictate the approach to repair

Methods/Interventions: Between July 2000 and June 
2021, 4 patients were identified with pelvic floor hernia. 
a retrospective review of charts was performed. all 
patients had mri documenting the herniation. one 
patient presented to a plastic surgeon for asymmetric 
gluteus. 2 patients presented with pain and the last with 
what was thought to be a lipoma. all 4 patients underwent 
perineal repair without mesh. the 2 failures were later 
repaired intrabdominally, one open and one robotically 
both with mesh.

Results/Outcome(s): a total of 4 patients were identi-
fied with pelvic floor hernia. 3 of the 4 were female. ages 
were 28, 35, 59, 61. all 4 patients had a perineal repair 
without mesh. the 2 younger patients present with a dupli-
cation and lipoma with hernia size 1.5/2.2cm. the 2 old 
patient had a hernia of 3cm and 3.5cm Both failed later and 
underwent repair with an abdominal surgery with mesh.
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Limitations: small numbers
Conclusions/Discussion: Perineal hernias may be clas-

sified into two categories, primary such as congenital or 
acquired or secondary such as postoperative Perineal 
hernia is a weakening or a complete failure of the muscular 
diaphragm of the pelvis. normally the pelvic muscles 
are for support and to keep the abdominal content from 
intruding into the rectum. Perineal hernias can also occur 
after major pelvic floor surgery however they are usually not 
very commonly seen complications and when it does occur, 
it is usually asymptomatic. Surgical repair is recommended 
if the patient is symptomatic. this can result in pain, 
discomfort, skin erosion over the herniated sac or even 
obstructions. there have been many techniques reported 
in the literature. they include transperineal, transabdom-
inal and the combined abdominoperineal approach. For 
smaller hernias, it was reasonable to approach it perineally. 
However, for hernias larger than 2cm, perhaps the hernias 
were too big to have it repaired perineally primary resulting 
in failure. an abdominal approach with mesh allow for a 
more durable result.

THE INTERNATIONAL VARIABILITY OF 
SURGERY FOR RECTAL PROLAPSE.

ePoSter aBStraCtS eP364

e. Hagen1, r. Salloum1, o. Jones2, a. Stevenson3, 
B. Gurland4, J. ogilvie1

1Grand Rapids, MI; 2Oxford, United Kingdom; 3Chermside, 
QLD, Australia; 4Stanford, CA

Purpose/Background: there is lack of consensus 
regarding which of the treatment options for rectal prolapse 
are best suited for patients, but no systems exist to identify 
which procedures are currently being performed.

Hypothesis/Aim: the aim of this international survey 
was to assess the patterns in treatment for rectal prolapse.

Methods/Interventions: using a web-based platform, a 
23-question survey was developed and distributed electron-
ically to colorectal surgeons in the Pelvic Floor Consortium 
of aSCrS, the Pelvic Floor Society of the aCPGBi and 
to the Colorectal Surgical Society of australia and new 
Zealand. the survey collected demographic variables of 
the surgeon and their practice. Surgeons were queried on 
pre-operative evaluation, educational needs, and through 
various clinical scenarios, their preference regarding type 
of rectopexy and use of mesh.

Results/Outcome(s): of the 247 surgeons who partic-
ipated in the survey, 73% were from outside the united 
States. Sixty-five percent were male, 54% practiced in a 
university setting and there was a wide range of age and 
years in practice. the estimated case load was 12.6 cases 
per year. Preoperatively, 19% advocated for routine use 
anorectal physiology testing while 43% suggested a selec-
tive approach. For a younger patient with no comorbidities, 
95% would use an abdominal approach, and for those over 

80 with comorbidities, 82% would use a perineal approach. 
For a non-constipated patient with prolapse, 57% chose a 
ventral approach and 43% a posterior approach (75% of 
which preferred suture rectopexy). of those performing 
a ventral rectopexy, 45% would use a synthetic mesh 
and 55% a biologic. among this selected group of rectal 
prolapse surgeons, 70% desired further skill development 
for rectal prolapse surgery. only 64 respondents felt this 
was best served in a lecture setting compared to 1:1 proc-
toring (n=129), video coaching (n=117) or hands on 
practicing (n=102).

Limitations: the limitations of these anonymous survey 
data include missing information from low-volume rectal 
prolapse surgeons and recall bias. Given the small amount 
of clinical data within each scenario, the survey fails 
to capture the subtleties of complex decision making 
that comes within a multidisciplinary approach to rectal 
prolapse decision making.

Conclusions/Discussion: as part of the largest interna-
tional assessment of rectal prolapse surgeons, we confirm 
the presumed variability that exists for rectal prolapse 
surgery. these differences should set the stage for prospec-
tive studies to analyze which techniques are best suited 
for which patients. Given these unanswered questions, it 
is not surprising that most surgeons support further skill 
development for treating this complex issue.

RECURRENCE OF RECTAL PROLAPSE AFTER 
SURGERY IN MEN - A SYSTEMATIC REVIEW 
AND META-ANALYSIS.

ePoSter aBStraCtS eP365

G. Fagan1, a. Bathgate2, r. Collinson3, t. lin1

1Wellington, New Zealand; 2Dunedin, New Zealand; 
3Auckland, New Zealand

Purpose/Background: rectal prolapse is considered 
rare in men but prevalence can be high in certain popu-
lations. it’s unclear which surgical procedure offers the 
lowest recurrence rate and best functional outcome in 
men.

Hypothesis/Aim: determine the recurrence rates and 
outcomes after different types of rectal prolapse repair in 
men

Methods/Interventions: Pubmed, medline, and 
Scopus databases were systematically searched to identify 
studies on surgical management of full-thickness rectal 
prolapse in men published between 1951 and may 2021. 
Papers were excluded if they did not specify male data or 
involved patients <18 years of age. outcomes of interest 
included recurrence rate, bowel function, urinary func-
tion, sexual function, and postoperative complications. 
Comparable results were pooled via meta-analysis.

Results/Outcome(s): twenty-nine studies involving 
1,784 men were included. twelve studies had <10 men, and 
only two studies exclusively looked at male data. thirteen 
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studies employed abdominal repairs, including resection 
rectopexy in 3, suture rectopexy in 3, ventral mesh recto-
pexy in 4, and other mesh rectopexies in 8 studies. twelve 
studies employed perineal repairs and six studies compared 
both abdominal and perineal repairs. recurrence of rectal 
prolapse was reported in 19 studies with an overall rate of 
7.7%. abdominal repairs had a lower recurrence rate (7.5 
vs. 9.4%, p=0.81). Four studies reported on fecal incon-
tinence, with an average of 6.2% experiencing ongoing 
incontinence after surgery. Fifteen percent of men expe-
rienced persistent obstructed defecation symptoms after 
surgery (two studies with 17/114 patients). of the 12 
papers (247 patients) that reported postoperative sexual 
function, there were two cases of retrograde ejaculation, 
one case of temporary impotence, and two unspecified new 
sexual symptoms. no study reported postoperative urinary 
function. there were 12 deaths across 18 studies.

Limitations: the hetrogenous nature of studies included 
in this review and the small sample size makes comparison 
of findings across studies difficult and limits the ability to 
generalise findings.

Conclusions/Discussion: outcomes of rectal prolapse 
surgery in men are poorly studied. the studies are hetero-
geneous and often include a small number of males. this 
review shows a trend towards a lower recurrence with 
abdominal compared to perineal repairs. Sexual function, 
incontinence, constipation, and other complications were 
poorly reported but show few events in a limited number of 
studies. Further research is required to identify the optimal 
surgical approach for rectal prolapse in men.

USE OF SACRAL NEUROMODULATION IN 
ADULT PATIENTS WITH A HISTORY OF 
PEDIATRIC COLORECTAL DISEASE.

ePoSter aBStraCtS eP366

a. Wise, r. Farmer
Louisville, KY

Purpose/Background: Sacral neuromodulation is used 
in treatment of fecal incontinence and chronic constipa-
tion. there is little data regarding its use in adult patients 
with a history of pediatric colorectal disease.

Hypothesis/Aim: to evaluate use of sacral neuromodu-
lation in adults with a history pediatric colorectal surgery.

Methods/Interventions: a retrospective review of all 
patients treated with sacral neuromodulation from July 
2014 – december 2019 was performed. Four patients were 
identified who had a history of pediatric colorectal disease 
which had been managed surgically. medical record review 
of these patients was performed, evaluating for clinical 
outcomes related to their pelvic floor function.

Results/Outcome(s): Four patients were identified with 
sacral nerve stimulators placed in adulthood after under-
going colorectal surgery for pediatric colorectal disease.  
all patients had an interStim (medtronic, minneapolis, 

uSa) device placed in two stages. three patients, two 
male and one female, had a history of Hirschsprung 
disease. two of these had been treated with colostomy 
and pull through procedure. one had been treated with 
pull through and ileostomy. one patient, who was male, 
had a history of imperforate anus and partial colonic 
atresia treated with partial colectomy and colostomy, pull 
through procedure, and malone antegrade continence 
enema formation. all patients had undergone stoma 
reversal in childhood. average age of these patients on 
presentation to an adult colorectal surgeon was 24.5 years 
old. Presenting complaint was fecal incontinence for all 
patients with Hirschsprung disease and chronic consti-
pation in the patient with imperforate anus. all patients 
had significant improvement in their symptoms after sacral 
nerve stimulator placement.

Limitations: this is a retrospective review performed at 
a single institution. due to the rare nature of the disease, 
it involves a small number of patients.

Conclusions/Discussion: in patients with a history 
of pediatric colorectal surgery, long term complications 
including fecal incontinence and chronic constipation 
may present in adulthood. Sacral neuromodulation offers 
the potential for symptom improvement in these patients 
while avoiding more invasive and complex re-operative 
procedures.

RESOLUTION OF CHRONIC PELVIC PAIN WITH 
A TOTAL ABDOMINAL COLECTOMY WITH 
END ILEOSTOMY.

ePoSter aBStraCtS eP367

G. thakkar, C. Schardein, B. Kulow
Kansas City, MO

Purpose/Background: this is a case of a 49-year-old 
female with a history of chronic constipation who under-
went a laparoscopic end colostomy 5 years prior for 
presumed pelvic floor dysfunction without resolution of 
her symptoms. She presented to colorectal surgery clinic 
for further evaluation.

Hypothesis/Aim: appropriate work up and treatment 
of slow transit constipation with total abdominal colec-
tomy and end ileostomy.

Methods/Interventions: the patient underwent partial 
colectomy with colostomy creation at an outside hospital 
for concerns of a colonic stricture and pelvic floor dysfunc-
tion. She continued to have constipation with low colos-
tomy output and abdominal bloating after eating. oral 
stool softeners and motility agents did not improve her 
symptoms. She had a normal gastric emptying study, small 
bowel series, and sitz marker study. eGd and colonoscopy 
were unremarkable

Results/Outcome(s): Patient tolerated the laparoscopic 
loop ileostomy creation trial and found significant relief 
of her symptoms. She was taken off her motility agents. 
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She was then agreeable to proceed with a robotic total 
colectomy with end ileostomy, with takedown of her end 
colostomy and loop ileostomy.

Limitations: limitations to this study are that its single-
study case with an analysis in one unique patient and can 
be difficult to replicate.

Conclusions/Discussion: Colonic inertia is the long 
delay of the colon to produce and move stool from the 
cecum to the rectosigmoid junction. our case examines 
a patient who was misdiagnosed and treated for a chronic 
pelvic floor disorder for many years. She finally found relief 
in her chronic abdominal pain, early satiety, and constipa-
tion with a total abdominal colectomy and end ileostomy.

IMPACT OF VENTRAL RECTOPEXY ON FECAL  
INCONTINENCE SECONDARY TO RECTAL 
PROLAPSE.

ePoSter aBStraCtS eP368

a. Parello, a. marra, F. litta, P. Campennì, V. de 
Simone, C. ratto
Roma, Italy

Purpose/Background: rectal prolapse (rP) can be 
associated to fecal incontinence (Fi). Ventral rectopexy 
(Vr) is a very effective surgical procedure in the anatom-
ical repairing of rectal prolapse.

Hypothesis/Aim: to demonstrate the impact of Vr in 
patients complaining of Fi associated to rP.

Methods/Interventions: Between december 2010 and 
July 2021, 75 female patients (mean age 61.9±12.59 years) 
with a diagnosis of rP, reported suffering from Fi, were 
submitted to Vr. Preoperative assessment of the patients 
included defecography and the assessment of Fi severity 
through administration of Cleveland Clinic incontinence 
Score (CCiS) questionnaire. at the follow-up visits, 
patients were submitted again to the same questionnaire.

Results/Outcome(s): Based on preoperative defecog-
raphy, patients were divided into 3 groups: Group 1, 
18 patients (24.0%) with intra-rectal intussusception 
(oxford scores 1 and 2); Group 2, 26 patients (34.7%) 
with intra-anal intussusception (oxford scores 3 and 4); 
Group 3, 31 patients (41.3%) with external rectal prolapse 
(oxford score 5). enterocele was diagnosed in 42 patients 
(56.0%). no intraoperative complication was registered; 
3 patients (4%) had urinary retention and 3 (4%) wound 
hematoma; no patient had long term complications. the 
medium follow up was 43.7± 33.44 months. Comparing 
preoperative to postoperative data, CCiS was reduced 
from 8.3±5.2 to 5.2±4.8 (p<0.0001). in detail, Fi improved 
in 49 patients (65.3%), it was unchanged in 21 (28.0%), 
and worsened in 5 (6.7%). among the 49 patients with a 
Fi improvement, CCiS at follow up was improved <25% in 
4 (8.1%), by≥25% but <50% than the preoperative value 
in 17 (34.7%) patients, by ≥50% but <100% in 14 patients 
(28.6%), while 14 patients (28.6%) were fully continent 
(CCiS=0) as described in table 1.

Limitations: the pre- and post-operative results of 
anorectal manometry were not compared, the possible 
presence of anal sphincter lesion(s) is not known.

Conclusions/Discussion: Vr seems to be an effective 
surgical procedure in patients with rectal prolapse and Fi. 
if any other abnormality than the rectal prolapse could 
interfere in the patients’ functional outcome remains to 
be elucidated.

COMPARISON OF PERINEAL AND ABDOMINAL 
SURGERY IN EXTERNAL RECTAL PROLAPSE: A 
SINGLE-CENTER EXPERIENCE.

ePoSter aBStraCtS eP369

a. marra, a. Parello, P. Campennì, m. Cerviere,  
V. de Simone, F. litta, C. ratto
Roma, Italy

Purpose/Background: either perineal or abdominal 
surgical approach could be used in the treatment of 
external rectal prolapse. Several factors related to the 
prolapse, patient and surgeon can guide the surgeon’s 
choice.

Hypothesis/Aim: We aimed to identify the most suit-
able treatment in external rectal prolapse.

Methods/Interventions: We reviewed and compared 
perineal and abdominal procedures for full-thickness rectal 
prolapse operated in the last 10 years by a single experi-
enced surgeon.

Results/Outcome(s): From april 2011 to September 
2021, 55 patients with external rectal prolapse underwent 
surgery (49 female, 89.1%): 38, 13 and 4 patients under-
went ventral mesh rectopexy (included in the “abdom-
inal group”), delorme and altemeier procedures (both 
included in the “perineal group”), respectively. minimally 
invasive surgery was performed in 5 patients (4 female, 
80.0%). mean follow up was 39.78±32.43 months. no 
differences in patients age, aSa classification, previous 
abdominal or perineal surgery were observed. average 
hospital stay was similar in the two groups, even if patients 
underwent minimally invasive surgery were discharged 
early (2.40±0.55 vs 3.65±0.81, p=0.002). a significant 
reduction in Cleveland Clinic Fecal incontinence and 
altomare obstructed defecation Syndrome scores were 
reported in both approaches (15.18±7.30 vs 9.26±6.59, 
p=0.001; 7.73±6.79 vs 4.43±5.60, p=0.0001). in perineal 
surgery, postoperative complications were more frequent 
(35.3% vs 10.5%, p=0.028), particularly anal stenosis, but 
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no differences in recurrence rates were observed (29.4% 
vs 18.4%, p=0.362). abdominal surgery was performed 
in patients who underwent previous laparoscopic surgery 
(28.9% vs 0%, p=0.013) or hysterectomy (31.6% vs 0%, 
p=0.009) and in the majority of patients with preoperative 
obstructed defecation, urinary incontinence or enterocele 
(86.8% vs 58.8%, p=0.020; 50.0% vs 11.8%, p=0.007; 
and 60.5% vs 5.9%, p=0.0001, respectively). Perineal 
procedures were preferred in males (29.4% vs 2.6%, 
p=0.003). at multivariate analysis, factors significantly 
associated with the choice of an abdominal approach were 
the preoperative occurrence of enterocele and urinary 
incontinence (p=0.018 and p=0.028).

Limitations: this is a single-center retrospective study.
Conclusions/Discussion: Both perineal and abdominal 

surgery could be performed in external rectal prolapse. an 
abdominal approach could be preferred in patients with 
combined pelvic floor alterations.

CAN VENTRAL RECTOPEXY BE A SAFE AND 
EFFECTIVE PROCEDURE AFTER PREVIOUS 
ANAL SURGERY FOR PROLAPSE?

ePoSter aBStraCtS eP370

a. Parello, a. marra, P. Campennì, F. litta, V. de 
Simone, C. ratto
Roma, Italy

Purpose/Background: Ventral rectopexy (Vr) is very 
effective to treat rectal prolapse surgery both in terms of 
anatomical repair and relief of clinical symptoms.

Hypothesis/Aim: We aimed to demonstrate the role 
of Vr in patients with recurrence after transanal rectal 
surgery for rectal prolapse.

Methods/Interventions: Between december 2010 and 
June 2021, a total number of 17 female patients (mean age 
64±15.6 years) with a diagnosis of internal or external rectal 
prolapse, and previously submitted to Starr or delorme 
procedures, underwent Vr. Preoperative patients assess-
ment included entero-defecography or defeco-rmn and 
questionnaires for obstructed defecation (Cleveland Clinic 
Constipation Score, CCCS; altomare Score; PaC-Sym) 
and fecal incontinence (Cleveland Clinic incontinence 
Score, CCiS). at the follow-up visits, patients were 
requested fo fill again the same questionnaires.

Results/Outcome(s): ten patients (58.8%) had 
previous Starr, 4 (23.6%) delorme procedure, and 
3 (17.6%) both. Based on preoperative defecography, 
patients were divided into 3 groups: Group 1 (5 patients, 
29.4%) with intra-rectal intussusception (oxford scores 1 
and 2); Group 2 (4 patients. 23.6%) with intra-anal intus-
susception (oxford scores 3 and 4); Group 3 (8 patients, 
47.0%) with external rectal prolapse (oxford score 5). 
there were no intraoperative complications; one patient 
(5.9%) had postoperative urinary retention. no long term 
complications were reported. medium follow up was 41.2 

months (range, 3-120. Comparing preoperative to post-
operative outcome scores, surgery improved significantly 
the clinical parameters. in particular, CCCS decreased 
from 19.5±3. to 12.2±4.8 (p< 0.001), altomare score from 
19.7±5.7 to 12.0±5.8 (p<0.003), PaC-Sym from 24.7 ±3.7 
to 17.8 ±9.2 (p<0.012), CCiS has reduced from 7.4±5.3 to 
5.4±4.7 (p<0.008). Similar improvement of clinical param-
eters was observed in all three Groups of patients.

Limitations: Small number of patients; postopera-
tive radiological assessment not available in all analyzed 
patients.

Conclusions/Discussion: Vr seems to be a safe and 
effective intervention in patients with internal and external 
rectal prolapse previously submitted to transanal surgery 
but with persistence of symptoms. Vr allowed a significant 
improvement of the patients’ clinical condition.

TENSION FREE VENTRAL RECTOPEXY- SHORT-
TERM RESULTS.

ePoSter aBStraCtS eP371

a. Studniarek1, r. Bealer2, n. nguyen3, l. ailabouni4
1Newark, NJ; 2Spokane, WA; 3Yakima, WA; 4Richland, WA

Purpose/Background: two theories exist explaining 
the pathophysiology of rectal prolapse. First postulates 
that rectal prolapse is a sliding hernia through a defect in a 
pelvic fascia. Second suggests it is an internal intussuscep-
tion of the rectum. there is no evidence to suggest which 
rectal fixation is superior.

Hypothesis/Aim: the primary aim was to evaluate the 
recurrence rate of tension free ventral rectopexy. the 
secondary aim was to assess post-operative morbidity, 
primarily new onset obstructed defecation symptoms.

Methods/Interventions: retrospective analysis of 
patients who underwent robotic tension free ventral recto-
pexy with or without sacrocolpopexy between november 
2017 and July 2021 was performed. robotic tension free 
rectopexy is a combination of ventral mesh rectopexy with 
additional mid rectal sutures and a right sided unilateral 
suture rectopexy. Patients were operated at a tertiary care 
center by a single colorectal surgeon. recurrence was 
defined as a presence of full thickness rectal prolapse at 1 
month and 6-month after surgery.

Results/Outcome(s): a total of 29 patients were 
included. twenty-one patients (72%) underwent robotic 
tension free rectopexy and 8 patients (28%) underwent 
robotic tension free rectopexy and sacrocolpopexy. the 
median age was 63 years [range 20-93]. there were 26 
females (89.7%) and 3 males (10.3%). all twenty-nine 
patients had full thickness rectal prolapse (table 1). the 
average length of hospital stay was one day [range 1-20]. 
two patients (6.8%) were readmitted; one had post- 
operative ileus, and one had unrelated anal pain. the 
median time to initial post op visit was 11 days [range 
4-104]. all twenty-nine patients (100%) were seen during 
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the initial post-op visit, twenty-six (89.6%) were seen 
at 1 month visit, and twenty-two (75.8%) were seen at 
6-month visit. none of the patients (0%) had early rectal 
prolapse recurrences at any of the post-operative visits. 
twenty-six patients (89.6%) reported improved obstructed 
defecation symptoms, two patients (6.2%) had no changes 
in their bowel habits and one (3.4%) reported worsened 
symptoms.

Limitations: the limitations include a small cohort 
of patients, retrospective analysis, and lack of power to 
compare to the existing rectopexy techniques.

Conclusions/Discussion: tension free ventral recto-
pexy is a surgical technique addressing the two existing 
theories behind pathophysiology of rectal prolapse and the 
limitations of ventral mesh rectopexy alone. this technique 
is a safe and a successful approach for the treatment of full 
thickness rectal prolapse with low recurrence rate and low 
morbidity, especially for patients with obstructed defeca-
tion. tension free ventral rectopexy results in improved 
obstructed defecation symptoms; however, further long-
term follow up and prospective trials are warranted to 
evaluate the long-term outcomes.

table 1. tension Free Ventral rectopexy Short-term results

PATIENT SATISFACTION FOLLOWING RECTAL 
PROLAPSE SURGERY.

ePoSter aBStraCtS eP372

C. rajasingh, n. Barreto, l. neshatian, m. mcCarthy, 
B. Gurland
Stanford, CA

Purpose/Background: the operative approach for 
rectal prolapse is often determined by patient comorbid-
ities and surgeon experience. Patient-reported outcomes 
can guide preoperative counseling but are uncommonly 
reported.

Hypothesis/Aim: to compare patient satisfaction after 
abdominal and perineal rectal prolapse repair.

Methods/Interventions: Consecutive cases of rectal 
prolapse were captured in a prospective registry from 2017-
2021. Patient and operative characteristics were recorded. 
Patients with significant comorbidities were offered a 
perineal operation. Patient satisfaction after surgery was 
collected during office visits or via electronic questionnaire 
between 0-90 days using the Patient Global impression of 
Change (PGiC) score; a score of 7 corresponds to a change 
that is “a great deal better” while a 1 represents “no change 
or condition has worsened”.

Results/Outcome(s): of the 163 patients in the registry, 
112 (68.7%) underwent an abdominal (ab) operation and 
51 (31.2%) underwent a perineal (pn) operation. in 
follow-up, 58.9% (n=96) of patients completed PGiC eval-
uations, with fewer in the perineal group (n=26 (50.1%)) 
than in the abdominal group (n=96 (62.5%)). of patients 
with completed PGiC evaluations, both cohorts were 
mostly women (ab: 94.8% vs. pn: 92.3%m p=0.88) with 
similar preoperative obstructive defecation scores (ab: 8.0 
vs. pn: 6.7, p=0.19) and preoperative fecal incontinence 
scores (ab: 12.1 vs. pn: 13.3, p=0.43). the population of 
patients who underwent perineal operations were older 
(mean age- ab: 61.0 vs. pn: 78.9y, p<0.001), with a more 
significant comorbidity burden (aSa score iii or iV- 
ab:24.3% vs. pn: 61.5%, p=0.004; cardiac comorbidity- ab: 
31.4% vs. pn: 69.2%, p=0.002). Post-operatively, there 
was a higher recurrence rate in the perineal group (ab: 10% 
vs. pn: 34.6%, p=0.01) with a median follow-up time of 
350-days (ab; iQr:83-435 days) and 180-days (pn; 42-316 
days). the abdominal group had a non-significantly higher 
complication rate (ab:22.9% vs. 11.5%, p=0.34) though 
most complications were a Clavien-dindo Grade 2 (ab: 
14.3% vs. pn: 3.8%). the PGiC score at a mean of 35.6 
days post-operatively was similar between both groups (ab: 
6.1 vs. pn: 5.9, p=0.31).

Limitations: this is a single center cohort with short-
term follow-up data.

Conclusions/Discussion: Following rectal prolapse 
surgery, complications were similar between groups 
suggesting appropriate patient selection. despite the 
differences in patients’ clinical characteristics and higher 
recurrence rates in the perineal group, satisfaction scores 
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after surgery were comparable. this may reflect differences 
in patient expectations prior to surgery, highlighting the 
importance of identifying patient priorities and shared 
decision making. long term satisfaction remains unknown 
but should be the focus of future work.

POP-Q, DYNAMIC TRANSLABIAL 
ULTRASOUND AND SYMPTOMS: ARE THEY 
TOGETHER USEFUL IN THE ASSESSMENT OF 
PELVIC FLOOR DYSFUNCTION?

ePoSter aBStraCtS eP373

S. murad-regadas, S. Karbaje, a. Bilhar, r. melo,  
m. de Sousa, m. regadas, C. regadas, e. da Cruz
Fortaleza, Brazil

Purpose/Background: Pelvic floor dysfunction is a 
heterogeneous disorder with a spectrum of functional and 
anatomical defects, and ultrasound dynamic images can be 
a useful tool to identify all of them.

Hypothesis/Aim: to assess the correlation of the Pelvic 
organ Prolapse Quantification(PoP-Q), dynamic transla-
bial ultrasound(uS) finding and symptoms in female with 
pelvic floor dysfunctions.

Methods/Interventions: this prospective cohort study 
included women presenting symptoms of pelvic floor 
dysfunctions. all of them were assessed by clinical charac-
teristics, Cleveland Clinic constipation and fecal inconti-
nence(Fi) score, urinary incontinence(iu) symptoms (yes/
no), PoP-Q and dynamic translabial ultrasound. the 
patients were defined according with constipation symp-
toms with score≥7 (y/n) ; Fi score≥1 (y/n); prolapse (2-4 
stage) by PoP-Q and cystocele, significant rectocele (grade 
ii-iii), dyssynergia, intussusception and entero-sigmoid-
ocele by uS. the X2 test was used for nominal variables.

Results/Outcome(s): out of 70 women, 46 were 
included. the mean age was 53.8years (range, 34-79y). all 
of them with previous vaginal delivery. overall, 22(48%) 
of women had combined symptoms. in 12(26%) patients, 
PoP-Q demonstrated anterior vaginal wall prolapse, 
showing a moderate correlation with uS as the images 
confirmed presence of cystocele(p=0.00). the correlation 
was fair regarding with iu symptoms and anterior prolapse 
demonstrated by PoP-Q (0.28) and moderate with 
uS(0.58) (p=0.00). the posterior vaginal wall prolapse by 
PoP-Q was found in 10(21.7%) patients, and the correla-
tions were fair compared with uS as the images identified 
rectocele(p=0.00). However, it was moderate(0.5 and 
0.6) between constipation score≥7 symptoms, posterior 
prolapse by PoP-Q and rectocele and/or dyssinergya 
evaluated by uS(p=0.00). of 19 (41.3%) women with 
prolapse, 3 had combined anterior and posterior prolapse. 
a total of 27(58.7%) had no prolapse, of them 14(51.8%) 
had cystocele and 23(85%) rectocele identified by uS, 
showing a moderate correlation with symptoms (iu and 
constipation score) (0.48) (p=0.00). table

Limitations: our results may have been influenced by 
small number of women included. in addition, the uS did 
not assess sphincter muscle defect to correlate with Fi.

Conclusions/Discussion: this study showed better 
correlation of PoP-Q and dynamic ultrasonography in the 
evaluation of anterior vaginal wall prolapse. However, all 
patients should be assessed by dynamic ultrasound due to 
fact that the PoP-Q demonstrated prolapse in less than 
50% of the symptomatic patients and the correlation 
between symptoms and all dysfunctions identified and 
quantified make decision management.

table: data of 46 women with pelvic floor dysfunctions assessed by 
symptoms, PoP-Q and dynamic translabial ultrasound.

ANALYSIS OF THE ELEMENTS OF THE FECAL 
INCONTINENCE SCORING SYSTEM BEFORE 
AND AFTER SACRAL NERVE STIMULATION.

ePoSter aBStraCtS eP374

S. dantu, m. Ferrara, J. Karas, P. Williamson, S. dejesus, 
J. Gallagher, r. mueller, F. andrea
Orlando, FL

Purpose/Background: the use of Sacral nerve 
Stimulator (SnS) has become the predominant surgical 
option for patients with fecal incontinence. long term 
success rate has been reported as high as 90%, and many 
practitioners have adopted immediate stimulator implanta-
tion in lieu of traditional pelvic floor testing.

Hypothesis/Aim: We hypothesize that, based on subset 
analysis of the Wexner incontinence score and detailed 
pelvic floor testing, there is a subtype of patients who have 
a higher success rate after SnS placement.

Methods/Interventions: We collected all patients at our 
institution that underwent sacral nerve stimulator implan-
tation between the years of 2011-2021. demographics, 
including age, gender, previous vaginal deliveries, diabetes, 
previous surgeries, and preoperative anorectal manom-
etry (arm) measurements were collected. We included 
each patient’s pre, and postoperative Wexner Fecal 
incontinence Score, including each item independently 
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in our analysis. exclusion criteria included patients who 
were lost to followup or did not have post-operative 
incontinence Score with each metric (incontinence to 
solid stool, liquid stool, gas, wears protection, lifestyle 
alteration) documented. Standard anorectal manometry 
was used with balloon-tip catheter. Values were compared 
to in-house historical controls.

Results/Outcome(s): a total of 68 patients were 
identified who underwent sacral nerve stimulator (SnS) 
implantation. of those patients, two (2.9%) required SnS 
removal for infection. of the remaining patients, we iden-
tified a total of 27 patients with fully documented pre, and 
post operative incontinence scores and anorectal manom-
etry readings. mean followup was 16 months. overall we 
found a statistically significant change in patient’s overall 
Fecal incontinence score, as well as for each individual 
metric (p<.001 paired t test). We divided our cohort into 
patients that achieved ≥ 30% decrease in fecal inconti-
nence score and those that did not. Patients who achieved 
a ≥ 30% decrease in fecal incontinence score long-term 
had a significantly higher component of preoperative 
incontinence to liquid stools compared to those that did 
not (p =.024). We did not find a significant difference in 
arm metrics between these two groups.

Limitations: a major limitation in the study is that the 
data was collected in a retrospective fashion. additionally, 
a significant amount of our patients were not included in 
the analysis given lack of post-operative Fecal incontinence 
score.

Conclusions/Discussion: there is widespread adoption 
of the use of sacral nerve stimulators for all types of fecal 
incontinence. in this study, we demonstrate that patients 
who have liquid predominant incontinence may poten-
tially benefit more from sacral nerve stimulation. this 
study highlights the need to incorporate more detailed 
evaluation of fecal incontinence characteristics to provide 
nuanced preoperative decision-making.

DYNAMIC VS UNSTIMULATED GRACILOPASTY 
IN FAECAL INCONTINENCE: A SYSTEMATIC 
RREVIEW OF THE LITERATURE.

ePoSter aBStraCtS eP375

Z. Garoufalia, r. Gefen, e. Silva alvarenga, S. Wexner
Weston, FL

Purpose/Background: Fecal incontinence can be detri-
mental to a patient’s well-being. Patients with refractory 
symptoms to nonsurgical management can be treated with 
surgical procedures such as graciloplasty. although this 
procedure gained popularity over the years, the reported 
outcomes are highly variable.

Hypothesis/Aim: the aim of this study was to assess 
overall success rate and safety of treating fecal inconti-
nence patients with either simple or dynamic graciloplasty.

Methods/Interventions: a systematic search of the 
Pubmed, Scopus and Google Scholar databases was 
performed until September 2021 according to PriSma 
guidelines. Case reports, reviews, animal studies, studies 
with poor documentation or no success rate, non-available  
english text or involving patients <17years old, were 
excluded. among others, data of interest included: year 
and quality of publication, number of patients, gender, 
success rate, etiology of incontinence, previous repairs, 
short-term complications. Chi-square or Fisher’s exact 
test, when appropriate, was used for categorical factors and 
a p-value of <0.05 was considered statistically significant.

Results/Outcome(s): in total, 18 studies were identi-
fied, incorporating a total of 505 patients (392 females). 
year of publication ranged from 1980 to 2021. Sixteen of 
the included studies were ranked as 4 level of evidence 
and the rest two as 2b. the commonest etiology of incon-
tinence (34%) was obstetric trauma followed by anorectal 
trauma (12.7%). Previous surgical repairs were reported in 
47.9% of the study population. the median overall success 
rate for both dynamic and simple graciloplasty was 63% 
(range: 0-100). 71.8% of the patients underwent dynamic 
graciloplasty. overall success rate was not significantly 
different between the two groups (p=0.69). overall short 
term complication rate was 43.5%. While there was no 
significant difference between the two groups regarding 
the overall complication rate (p=0.18), when concen-
trating on 3b complications according to Clavien-dindo 
Classification, there was a significant higher incidence 
(p=0.02) in the dynamic group. three mortalities were 
reported. median follow-up ranged between 0.8-13 years.

Limitations: the evidence provided in this review is 
limited by the heterogeneity of the included studies and 
the relatively low evidence level. additionally, not all 
studies had the same definitions of treatment success, 
rendering comparisons difficult and possibly imprecise.

Conclusions/Discussion: to the best of our knowledge 
this is the largest systematic review on graciloplasty for 
fecal incontinence. our data suggest that graciloplasty 
should be considered for incontinent patients but only in 
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experienced centers due to high morbidity. our data also 
suggest that there is no benefit from dynamic stimulation 
of the muscle; instead there is higher risk for re-operation.

FUNCTIONAL OUTCOMES OF VENTRAL 
RECTOPEXY VS ORR-LOYGUE RECTOPEXY IN 
THE TREATMENT OF RECTAL PROLAPSE.

ePoSter aBStraCtS eP376

V. de Simone, a. Parello, F. litta, P. Campenni, 
a. marra, C. ratto
Roma, Italy

Purpose/Background: orr-loygue rectopexy (or) was 
used to repair rectal prolapse (irP) through the abdomen, 
preserving the rectal lateral ligaments. on this regard, 
currently ventral rectopexy (Vr) seems preferred.

Hypothesis/Aim: the aim of this study was to assess 
functional results of Vr vs. or in treating obstructed 
defecation syndrome (odS) due to irP.

Methods/Interventions: Between September 2003 and 
July 2019, 134 patients (133 females) with irP leading to 
odS and treated with either or or Vr were eligible for 
a propensity score matching analysis. the Constipation 
Scoring System (CSS) and the obstructed defecation 
Score (odSS) were assessed pre- and postoperatively in 
both groups. all patients completed a minimum follow up 
of two years after surgery. the two groups were compared 
applying the mann-Whitney u test.

Results/Outcome(s): at propensity score matching 
analysis, 52 patients resulted eligible for the study (26 
from or group and 26 from Vr group). the mean age 
was 62.0±12.3 years. at comparative analysis, the two 
groups did not show significant differences for the median 
values of baseline age (or group: 63.5 vs. Vr group: 65.5; 
p=0.728), preoperative odSS (or group: 13.0 vs. Vr 
group: 16.00; p=0.133), and preoperative CSS (or group: 
16.00 vs. Vr group: 18.00; p=0.177). median follow 
up period was significantly shorter in the or group (23 
months) than in Vr group (36 months) (p=0.037). there 
was a statistically significant difference about the median 
CSS (or: 12.5 vs. Vr: 9.00; p=0.044). although also 
odSS was higher in or group than in Vr group (10.5 
vs. Vr: 6.5), the difference was not statistically signifi-
cant (p=0.124). Four surgical wound infections occurred 
in the or group, three in the Vr group; according to 
the Clavien-dindo classification, no major postoperative 
complications were recorded.

Limitations: the main limitations are the small sample 
size of the two groups and the lack of evaluation of 
patients’ quality of life.

Conclusions/Discussion: data from the present study 
suggest that Vr can be a useful and safe option in the 
treatment of odS patients and, when compared to or, is 
more effective in reducing the post-operative CSS.

FOUR YEARS OUTCOME OF 
SPHINCTEROPLASTY WITH MARTIUS FLAP 
FOR CLOACAL INJURY.

ePoSter aBStraCtS eP377

P. tipsuwannakul, J. Pattana-arun
Bangkok, Thailand

Purpose/Background: after overlapping sphinc-
teroplasty, only half of patients retain continence after 5 
years and 20% had wound infection. High tension in large 
defect may be one of the causes of this disappointing result. 
thus, martius flap in adjunct with sphincteroplasty may 
improve outcomes.

Hypothesis/Aim: to compare pre-operative and 
post-operative continence and quality of life after sphinc-
teroplasty with martius flap

Methods/Interventions: From June 2015 to February 
2019, 13 patients who were diagnosed with cloacal injury 
were enrolled. Preoperative endoanal ultrasound was 
used to determine the defect. Patients underwent delayed 
repair using overlapping Sphincteroplasty with martius 
Flap. after overlapping sphincteroplasty, labial fat pad 
and bulbocavernosus muscle was harvested. tip of the 
flap was sutured with contralateral inferior pubic rami and 
inferior border of flap was sutured with sphincteroplasty 
site to distribute tension. Preoperative and postoperative 
Wexner’s incontinence score, complications length of 
hospital stays and fecal incontinence quality of life score 
were evaluated.

Results/Outcome(s): median ages at time of repair was 
48 years old. mean Follow up period was 46.3 months. 
Postoperative Wexner’s incontinence score improve when 
compare to preoperative score (18.08 vs 4.23, p value 
<0.001). median length of hospital stay was 5 days and 
Fecal incontinence quality of life score were high with 
mean score of 16.56. two patients had wound infection 
without sphincter disruption and one patient had pain at 
labial scar.

Limitations: this is a retrospective study with small 
number of patients.

Conclusions/Discussion: Sphincteroplasty with 
martius flap procedure provides good outcome after nearly 
4 years in term of fecal incontinence and quality of life with 
minimal complication. Further study with larger volume is 
recommended
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BARBED SUTURE: ARE THE ADDED BENEFITS 
WORTH THE RISK?

ePoSter aBStraCtS eP378

m. read, a. matrachisia, r. Bennett
Tampa, FL

Purpose/Background: Barbed suture is a fast, effective 
method of closure, especially in minimally invasive surgery. 
a serious but rarely reported complication of these sutures 
is bowel obstruction or volvulus.

Hypothesis/Aim: review the complication of bowel 
obstruction secondary to intra-abdominal barbed suture 
use.

Methods/Interventions: We present an 18-year-old 
male with Von Willebrand disease and rectal prolapse who 
underwent a robotic ventral mesh rectopexy complicated 
by closed loop obstruction. the patient presented to our 
clinic with long standing history of constipation, resulting 
in rectal prolapse. He had recent resolution of his constipa-
tion with diet and medications. Surgical intervention was 
offered after discussion of recurrence rate and importance 
of proper bowel regimen. Hematology/oncology evalu-
ated the patient to confirm appropriate levels of clotting 
factors. He underwent a robotic ventral mesh rectopexy. 
the rectopexy graft was secured using 2-0 absorbable, 
monofilament suture in an interrupted fashion. the peri-
toneum was closed over the graft again using a running 
2-0 absorbable barbed suture. He was discharged home 
the next day and was seen at his 2-week post-operative 
visit with no issues reported. He presented to an outside 
hospital 1 week later with abdominal pain, constipation, 
and emesis. He received a Ct scan, was diagnosed with 
constipation, and discharged home. as his symptoms 
persisted, he presented to our emergency department. 
He was tachycardic with mild leukocytosis and elevated 
bilirubin to 1.8mg/dl. Ct scan was notable for closed loop 
terminal ileal obstruction with hypo-enhancement of the 
small bowel located immediately anterior to the sacral 
promontory. He proceeded emergently for a diagnostic 
laparoscopy. this revealed a closed loop obstruction of the 
distal small bowel with exposed barbed suture compressing 
two points along the intestine (Figure 1). iCG angiography 
demonstrated ischemia of the distal terminal ileum. an 
ileocolic resection was performed with primary ileocolic 
anastomosis. His post-operative course was uneventful, 
and he was discharged home on Pod 4.

Results/Outcome(s): .
Limitations: .
Conclusions/Discussion: the usage of barbed suture 

has continued to increase since its creation in the 1960s1. 
the ease of use, including the ability to proceed without 
knot tying, has led to benefits such as decreased oper-
ative time. the barbs of the suture and the exposed 
end, however, can be a nidus for bowel obstruction and 
volvulus. this complication, occurring at rates around 
0.5%, has most often been associated with myomectomy 

and hernia repairs, but any intra-abdominal use of this 
suture carries risk of bowel obstruction2. Proposed methods 
to minimize this risk include ensuring short tail length, 
using back sutures, and placing anti-adhesive barriers3.

intra-operative image of exposed barbed suture

CHLOREXIDINE GLUCONATE SOLUTION 
(IRRISEPT ©) IRRIGATION FOR PREVENTION 
OF SURGICAL SITE INFECTION AFTER SACRAL 
NERVE STIMULATOR (SNS) PLACEMENT.

ePoSter aBStraCtS eP379

m. Gagnon-Konamna, S. marecik, J. Park, K. Kochar
Park Ridge, IL

Purpose/Background: SnS is a device used for treat-
ment of fecal incontinence and overactive bladder. in the 
or, a lead is placed at the level of S3 to deliver an electric 
shock, in order to improve patients’ continence. even 
though the infection rate is low, it is a feared complication 
by surgeons.

Hypothesis/Aim: this study aim to compare the infec-
tion rate with and without irrigation with irrisept© during 
sacral nerve stimulator insertion.

Methods/Interventions: a retrospective study was 
done at advocate lutheran Hospital between January 
2018 to September 2021. all patients who underwent 
SnS placement were included in the study. on key date 
was September 25th 2019, where a standardized approach 
was placed amongst the surgeons. a 0,05% Chlorexidine 
Gluconate solution (irrisept ©) was systematically used for 
irrigation of the the surgical field. Prior to this date, the 
use of the solution was not standardized and depending on 
surgeons’ preferences. electronic charts were reviewed and 
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data regarding the demographics, morbidities, insertion 
dates of the device and infection rate were collected.

Results/Outcome(s): a total of 74 SnS procedures 
were included in the study. these procedures included 
stage 1, stage 2, removal or battery replacement of the 
device. twenty-eight (28) procedures prior and 47 proce-
dures after September 25th 2019, where the standardized 
approach took place, were done. no infection occurred in 
the the irrisept© group (0/47). Four (4) SnS procedures, 
on 4 different patients, (4/28, 14%) had an infection of 
their device before the standardized use of irrisept©. 
three (3) of these infected devices had to be removed in 
the operating room. only one of the infected device had 
risk factor for infection (diabetes) and had the implant 
removed in the or. none of the other three patients had 
comorbidities jeopardizing wound healing.

Limitations: the authors were not sponsored by the 
company behind irrisept©. We are aware of the sample 
size in the pre-irrigation group (28 procedures). the 
surgeons at our institution have only started SnS place-
ment in 2018, which explains the number.

Conclusions/Discussion: Based on our retrospective 
review of patients undergoing an SnS intervention, we 
recommend systematic irrigation of the surgical field with 
a 0,05% Chlorexidine Gluconate solution (irrisept©) for 
prevention of surgical site infection. Since the implanta-
tion of such technique, none of our patient experienced 
infection of their device.

ROLE OF BOTULINUM TOXIN IN PATIENTS 
WITH CHRONIC PELVIC PAIN AND ANAL 
FISSURE.

ePoSter aBStraCtS eP380

a. akhtar, J. dirocco
Baltimore, MD

Purpose/Background: High tone pelvic floor dysfunc-
tion is a debilitating chronic painful disorder. it can pres-
ents with concomitant anal fissure. Chemodenervation 
with Botulinum toxin a injection(Bont-a) can be used 
to treat both conditions simultaneously.

Hypothesis/Aim: our objective was to determine 
the efficacy of botulinum toxin a injections in treating 
patient’s perception of pelvic pain and anal fissure.

Methods/Interventions: a retrospective analysis of 
our institutional data was done. Six patients with chronic 
pelvic pain and anal fissure were identified who underwent 
chemodenervation with Bont-a. all patients had exam 
under anesthesia and injection of Bont-a into the pelvic 
floor muscles and anal fissure.

Results/Outcome(s): retrospective chart review 
showed significant relieve of constipation in all 6 patients. 
all Patients reported ease in defecation soon after Bont-a 
injection. all six patients had significant improvement in 
pelvic floor pain after treatment. all patients return to 

office for repeat injection between 6-9 months mainly for 
return of pelvic floor pain. Five patients had healing of anal 
fissure on follow-up visit.

Limitations: our study is retrospective analysis of small 
group of patients who had chronic pelvic pain and anal 
fissure treated with Bont-a. Bont-a has an established 
role in treatment of fissure. it is unknown to which extent 
it relieves pelvic pain in patients with concomitant fissure. 
Visual analogue score was not calculated in our study

Conclusions/Discussion: it is challenging to treat 
female chronic pelvic pain patients because of the uncer-
tainty of this disorder. Small subset of patients develop 
anal fissure. Combination management, including phys-
ical therapy, biofeedback, behavioral modifications, and 
medicines may improve pain in women. Bont-a injection 
provides promising results in relieving symptoms of pelvic 
floor pain, muscle spasms and constipation in female 
patients with chronic pelvic pain and fissure

OUTCOMES AND EFFICACY OF MRI-
COMPATIBLE SACRAL NERVE STIMULATOR 
FOR MANAGEMENT OF FECAL 
INCONTINENCE.

ePoSter aBStraCtS eP382

B. Katuwal1, a. thorsen3, K. Kochar2, r. Bhullar1, 
r. King4, e. drelichman1, V. mittal1, J. Bhullar1

1Southfield, MI; 2Park Ridge, IL; 3Minneapolis, MN; 
4Madison, WI

Purpose/Background: Fecal incontinence is invol-
untary passage of fecal matter and it can affect patient’s 
quality of life. With increased use of mri mri compatible 
interStimtm was needed which was Fda-approved in 2020

Hypothesis/Aim: it is the first study of pooled data 
to evaluate efficacy and outcomes of mri compatible 
interstimtm

Methods/Interventions: data of patients who under-
went mri compatible medtronic interstimtm placement at 
uPmC Williamsport, university of minnesota, advocate 
lutheran General Hospital, university of Wisconsin-
madison was pooled. Patient demographics, clinical 
features, surgical technique, complications and outcomes 
were analyzed

Results/Outcome(s): a total of 73 patients underwent 
the implantation. mean age of patients was 63.29±12.2 
years, 57 (78.1%) were females and 42(57.5%) had 
diabetes. all had fecal incontinence. additional findings 
included, diarrhea (23.3%), fecal urgency (58.9%) and 
concomitant urinary incontinence (28.8%). 15 (20.5%) 
patients underwent Peripheral nerve evaluation (Pne) 
before proceeding to implant. 32(43.8%) underwent 
rechargeable interstimtm placement. 3(4.1%) had their 
implants removed. external lead connection migration 
was observed in 7(9.6%) patients after stage i proce-
dure. 1 patient required explantation due to infection. 
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7(9.6%) patients had complications which included nerve 
pain, hematoma, infection, lead fracture and bleeding. 
mean follow up was 6.62±3.5 months. during follow up, 
68(93.2%) patients reported significant improvement of 
symptoms

Limitations: the study was carried out in 4 different 
institutions with 4 different surgeons, albeit all are experts 
in the field. the study is also limited by the fact that it is a 
relatively new technology so the number of patients were 
still low.

Conclusions/Discussion: this study being the first 
to evaluate the mri compatible medtronic interstimtm 
shows promising results with significant symptom improve-
ment, good efficacy, good patient outcomes with low 
complication rates in patients with Fi. Further long-term 
follow-up and future studies with larger patient population 
is recommended

A BLOCK TO REMOVE A BLOCK: COLONIC 
DIVERSION UNDER REGIONAL BLOCK IN 
HIGH RISK SURGICAL CANDIDATES.

ePoSter aBStraCtS eP383

a. Hughes, m. mankarious, m. deutsch, J. Scow
Hershey, PA

Purpose/Background: With an aging uS population 
and increasing comorbidities, general anesthesia poses an 
increased mortality and morbidity risk. regional blocks 
and awake operations are often used to mitigate the 
increased risk.

Hypothesis/Aim: examine the feasibility and indica-
tions of open colonic diversion under regional anesthesia 
in high-risk patients.

Methods/Interventions: three patients with multiple 
severe comorbidities requiring a diverting colostomy for 
large bowel obstruction, in whom general anesthesia was 
contraindicated, presented to our institution from 2020-
2021. all patients underwent open colostomy with the 
use of transversus abdominis plane (taP) or rectus sheath 
(rS) blocks and iV sedation. Blocks primarily consisting 
of liposomal bupivacaine and lidocaine were administered 
by a specialized regional anesthesia team. open colonic 
diversion was performed by the same fellowship-trained 
colorectal surgeon. all cases were retrospectively reviewed. 
We analyzed patient demographics, medical history, radio-
graphic findings, operative and anesthesia reports, post-op-
erative course, and outcomes.

Results/Outcome(s): all patients had a preoperative 
aSa classification of iV with an average aCS risk score 
of serious complication and death of 37.0% and 32.9%, 
respectively (table 1). all patients presented with a large 
bowel obstruction secondary to diverticular disease and 
one patient had a concomitant abscess and another had 
a colocutaneous fistula. Prior abdominal surgery consisted 
of an appendectomy in case #2. all patients successfully 

underwent elective transverse colostomy placed in the 
upper abdomen. average operative time was 25.7 minutes, 
with an average of 2 days until return of bowel function. 
Hospital length of stay ranged from 3-7 days, with an 
average of 4.7 days. no patients had postoperative compli-
cations within 30 days of discharge. one patient (case #3) 
had a prolapsed stoma, requiring a revision three months 
after her original operation. this revision was performed 
under general anesthesia due to significant improvement 
of her chronic conditions.

Limitations: this is a case series with a limited number 
of patients. Further studies are necessary to assess statis-
tical significance.

Conclusions/Discussion: open colonic diversion under 
regional and local anesthesia is a plausible and effective 
option in patients with severe comorbid conditions and 
prohibitively high post-operative risk of complications and 
death. it is done only after extensive discussion with the 
anesthesia team and the patient regarding benefits and 
risks of conversion to general anesthesia and the associated 
complications. it can be safely offered in appropriately 
selected individuals with no other options.

FINANCIAL AND INPATIENT BURDEN 
OF ADHESION-RELATED SMALL BOWEL 
OBSTRUCTION: A SYSTEMATIC REVIEW OF 
THE LITERATURE.

ePoSter aBStraCtS eP384

Z. Garoufalia, r. Gefen, S. Wexner
Weston, FL

Purpose/Background: Postoperative adhesions are 
the commonest cause of small bowel obstruction(SBo). 
despite the high incidence, there are lack of data on the 
financial implications of adhesion-related complications 
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to guide policymakers in developing guidance for manage-
ment and prevention of this condition.

Hypothesis/Aim: the aim of this study was to provide 
a systematic review of the literature regarding in-hospital 
costs for treatment of adhesional SBo.

Methods/Interventions: a systematic search of the 
Pubmed, Scopus and Google Scholar databases was 
performed until august 2021 according to PriSma 
guidelines. among others, data of interest included: year 
and country of publication, number of patients, number 
of hospitalizations, type of treatment (conservative vs 
operative), length of stay and financial costs per patient 
as well as nationally. all financial costs were converted in 
uS dollars according to currency exchange rates by date. 
a p value <0.05 was considered statistically significant for 
all comparisons.

Results/Outcome(s): in total, 7 unique studies were 
identified, incorporating a total of 39532 patients from 6 
publications, between 1997 - 2016. Five of the included 
studies were undertaken in european countries, one in 
the uSa, and 1 in new Zealand. the overall national 
costs regarding treatment of patients with adhesional 
SBo were estimated in 4 of the included studies ranging 
between $2763 million to 1.77 billion. three of the 
included studies reported cost differences per admission 
regarding surgical vs conservative management. though, 
the trend seemed to demonstrate higher costs associated 
with surgical management, the difference was not signif-
icant (p=0.15). the median length of stay for patients 
treated conservatively ranged between 4-7 days while for 
those managed with surgical intervention ranged between 
11-16 days, respectively.

Limitations: the evidence provided in the present 
review is limited by the heterogeneity of the included 
studies. re-admission rate was not reported in cases 
of conservative treatment, leading to potential bias in 
terms of comparing conservative and operative approach. 
additionally, not all studies had the same data available, 
rendering comparisons difficult and possibly imprecise.

Conclusions/Discussion: the major financial impli-
cations of adhesional SBo are especially important when 
operative treatment is undertaken. Further studies are 
needed in order to establish ways of minimizing postopera-
tive adhesion formation.

ZIP CODE SOCIOECONOMIC STATUS AND 
POPULATION DENSITY AS PREDICTORS 
OF OPERATIVE OUTCOMES IN DEFINITIVE 
SURGICAL TREATMENT OF RECTAL CANCER.

ePoSter aBStraCtS eP385

B. rosser, r. Heslin, G. iliff, P. rider, J. Hunter, 
l. Grimm
Mobile, AL

Purpose/Background: it is well documented that socio-
economic status (SeS) and geographic rurality contribute 
to low access to medical care. the purpose of this study is 
to evaluate the relationship of zip code SeS and population 
density to outcomes in the definitive surgical treatment of 
rectal cancer.

Hypothesis/Aim: low zip code SeS and geographic 
rurality contribute to difficulty accessing healthcare which 
may result in worse surgical outcomes in the definitive 
treatment of rectal cancer.

Methods/Interventions: Public census data of home zip 
codes for patients treated surgically for rectal cancer by 
the division of Colorectal Surgery at university of South 
alabama from 2013-2019 was collected. data included 
median Household income and Population density of 
patients’ home zip codes as representations of SeS and 
geographic rurality, respectively. these social determi-
nants of health were then correlated to operative outcomes 
including anastomotic leak, sphincter preservation, and 
morbidity requiring reoperation within 90 days.

Results/Outcome(s): a two-tailed t-test analysis of zip 
code median household income shows there is a signifi-
cant decrease in the means of zip code SeS for patients 
who lost sphincter function as the result of definitive 
surgical treatment (p = 0.03). there was an insignificant 
decrease in the means of zip code SeS for patients who 
developed anastomotic leaks (p = 0.09). two-tailed t-test 
analysis of zip code population density shows there is an 
insignificant decrease in the means of zip code popula-
tion density for patients who developed anastomotic leak  
(p = 0.25). Population density did not correlate signifi-
cantly to sphincter preservation rates. neither median 
household income nor population density significantly 
correlated to rates of 90-day reoperation.

Limitations: a limitation of this study is the heter-
ogenous nature of zip codes. Zip codes can cover a large 
area containing populations of diverse socioeconomic 
backgrounds. attempts to use more specific census tracts 
and block groups were made, however public data was 
incomplete and insufficient for analysis. other limitations 
of this study include loss to follow up in patients who 
were referred from distant geographic locations and the 
possibility of a type 2 error due to small sample size in the 
analysis of anastomotic leak.

Conclusions/Discussion: this study indicates zip code 
SeS may contribute to poor surgical outcomes in the defin-
itive treatment of rectal cancer. loss of sphincter function 
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was significantly impacted in patients from lower SeS zip 
codes, while population density of zip codes did not signifi-
cantly correlate to operative outcomes.

TRENDS IN 30-DAY COLECTOMY OUTCOMES 
FROM 1999-2019 WITHIN THE VA SYSTEM.

ePoSter aBStraCtS eP386

l. Keller-Biehl, a. Simmonds, W. tse, a. Khader, 
W. timmerman, m. amendola
Richmond, VA

Purpose/Background: Colon pathologies have increas-
ingly been managed minimally invasively in the private 
sector. However, the data on trends within the Va has 
not been described.

Hypothesis/Aim: our aim is to identify trends in colec-
tomies within the Va and how outcomes have changed 
over time.

Methods/Interventions: this retrospective review iden-
tified patients undergoing surgery for colonic pathologies 
from 1999-2019. demographics, comorbidities, frailty, 
operative approach, and 30-day outcomes were compared. 
the 20 years were divided into 5-year increments to assess 
changes over time. Pearson’s X2 and anoVa testing were 
used to analyze the groups.

Results/Outcome(s): a total of 63,448 patients were 
identified. Patients are younger (67.4 years to 65.7 years, 
p<0.001) and increasingly female (2.3% to 5.6%, p <0.001). 
mortality (5.1% to 2.4%, p < 0.001) and complication rate 
(27.6% to 17.1%, p < 0.001) decreased significantly over 
time. rates of laparoscopic surgery increased over time 
(2.5% to 48.6%, p < 0.001). While frailty decreased (rai 
26.7 to 25.7, p < 0.001), patients had more comorbidities 
(1.01 to 2.10, p < 0.001) and higher Bmi (27.9 to 29.2, 
p < 0.002) over this timeframe. despite some statisti-
cally different aspects between white and black patients 
(length of stay, operative time, age, Bmi, number of 
comorbidities), the average number of complications (0.44 
vs 0.44, p=0.494), 30-day complication rate (26.1% vs 
25.7%, p=0.410), and 30-day mortality rate (3.9 vs 3.7%, 
p=0.395) were not significant.

Limitations: limited to 30-day outcomes and the 
inherent limitations of large databases

Conclusions/Discussion: Colectomy outcomes have 
significantly improved over the past two decades. despite 
higher average comorbidities, frailty scores have declined, 
laparoscopic surgeries are on the rise, and veterans are all 
the better for it regardless of race.

OPIOID FREE SURGERY: IMPLEMENTATION OF 
SUCCESSFUL NON–OPIATE COLECTOMY AT 
COMMUNITY TEACHING CENTER.

ePoSter aBStraCtS eP387

K. Curfman1, J. Biller2, Z. naser2, t. Simunich2, 
r. dumire2, P. meade2, S. morrissey2

1Tacoma, WA; 2Johnstown, PA

Purpose/Background: With eraS protocols advo-
cating for multi-modal non-opiate options, amongst a 
surging opiate crisis, we reviewed published data to create 
our own protocol for non-narcotic colorectal surgery.

Hypothesis/Aim: non narcotic options in the perioper-
ative period of colectomy is a viable, safe management plan

Methods/Interventions: our institution implemented 
an updated eraS protocol beginning 1/1/2020. our 
study was conducted from 7/1/19- 6/30/20. there were 
two groups, the prior eraS protocol (p-eraS) and the 
current non opiate (c-eraS) group. data was collected 
from 1/1/2019-6/1/2020, acknowledging the decreased 
colectomies performed during the Coronavirus pandemic. 
any patient during that time who was scheduled for surgery 
with a preoperative eraS designation was included. Pain 
control was reviewed by comparing nursing reported pain 
scales. other compared end points between the two groups 
included: length of stay (loS), return of bowel function, 
and outpatient pain control based on the discharge medi-
cation orders and the number of patients who requested 
additional medications.

Results/Outcome(s): 134 patients were studied with 
25 patients (18.7%) c-eraS compliant, compared to 
109 patients (81.3%) who received opiates. mean pain 
scores were reported by nursing as no pain (0), mild (1-3), 
moderate (4-6), or severe (7-10). a distribution of the 
duration of time (calculated in hours spent during the 
different pain levels) was determined for each of the four 
levels. the c-eraS group was found to have a significantly 
longer duration with no pain, 34 vs 23 hours, (p = 0.062). 
the p-eraS group was found to have elevated duration 
of moderate pain, 23.2 hours, in contrast to spending 17.7 
and 14.1 hours with mild and severe pain, respectively. 
overall, there was a significant time difference favoring 
the c-eraS population in time with no pain, moderate 
pain, and severe pain. there was no statistically significant 
difference in the average length of stay.

Limitations: Small population, only some of the recom-
mended non – narcotic therapy options were available, 
analyzed pain scales were subjective findings reported to 
the staff and retrospectively reviewed.

Conclusions/Discussion: in 2015, our communi-
ty-based teaching institution implemented a colorectal 
eraS protocol, which was later recognized to be dated. 
in 2019, a resident driven revision of the eraS protocol 
was performed. this resulted in the implementation 
of a non-opiate colectomy regimen. aside from imme-
diate pre-operative opiate use by anesthesia, no other 
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peri-operative opiate medications were routinely ordered. 
our regimen included preoperative celecoxib, tylenol, and 
pregabalin, intraoperative lidocaine infusion, and a postop-
erative rotation of toradol and iV tylenol, then transition 
to oral tylenol, and no narcotics prescribed on discharge. 
With this protocol, we have found a significant time differ-
ence favoring the c-eraS population in time with no pain, 
moderate pain, and severe pain.

HAVING OUTPATIENT MAJOR ELECTIVE 
(HOME) – ROBOTIC COLON SURGERY. AN 
APPROACH TO AMBULATORY COLECTOMY.

ePoSter aBStraCtS eP388

d. Bowman, C. Proctor, C. Buzas, B. Protyniak
Danville, PA

Purpose/Background: Colon resections have yet to 
achieve same-day discharges in the united States. We 
sought to demonstrate feasibility of ambulatory robotic 
colon surgery following a novel enhanced recovery 
protocol.

Hypothesis/Aim: to demonstrate the safety of a novel 
eraS pathway for ambulatory robotic colon surgery.

Methods/Interventions: a novel enhanced recovery 
program was created utilizing previously analyzed eraS 
protocols, formally named Home (Having outpatient 
major elective) robotic Colon Surgery. Between 
november 2020 and april 2021, 5 patients underwent 
elective robotic partial colectomy with intracorporeal 
anastomosis and were discharged home same-day under 
the Home-rCS enhanced recovery pathway. Patients 
were selected based on level of pre-operative health assess-
ment (aSa class 1 or 2), low-risk for loss to follow-up, 
having a person to remain with them for 3 days post- 
operatively, and each underwent select partial colectomy 
procedures. Patients who met stringent or and PaCu 
criteria were then discharged same-day from the recovery 
unit. outpatient follow-up consisted of a telemedicine visit 
daily for 3 days post-operatively in addition to a 2-week 
clinic follow-up.

Results/Outcome(s): three females and 2 males, 
between the ages of 38 and 50 years old, comprised the 
study group. all patients were aSa class 2. Four patients 
underwent elective robotic sigmoidectomy for recurrent 
diverticulitis and one patient underwent a robotic right 
hemicolectomy for recurrent cecal volvulus. average oper-
ative time was 129 minutes. all patients were discharged 
home same-day with an average PaCu stay of 5.95 hours. 
no complications, re-admissions, emergency room (er) 
visits, or loss to follow-up were noted during the peri-oper-
ative 30-day period.

Limitations: this study is limited by selection bias 
including a small sample size of ideal patients undergoing 
elective procedures. the robotic colectomies were also 
performed by one surgeon that performs the procedures 

regularly. this lowers the overall generalizability of the 
study to differing patient populations. Further research 
should be done to include diverse patient populations 
across multiple centers in the future.

Conclusions/Discussion: using the novel enhanced 
recovery protocol (Home), we demonstrated the feasi-
bility of safe ambulatory colon resections in a highly 
select subset of patients. this is the first set of patients 
to undergo the Home enhanced recovery protocol and, 
to our knowledge, the only program of its kind detailing 
same-day discharges following robotic colon resections in 
the united States.

EARLY ONSET COLORECTAL CANCER: RACIAL 
DISPARITIES & PRESENTATION TO HEALTH 
SYSTEM.

ePoSter aBStraCtS eP389

m. turley, m. Buhaya, n. Bryant, S. Chilakamarry, 
S. Capehart, S. Kazmi, t. aguilera, G. Karagkounis, 
n. Sanford, J. Salgado, e. Huang
Dallas, TX

Purpose/Background: early onset CrC (eo CrC), 
patients <50yo, is increasing in incidence. diagnosis 
is driven by symptoms as the patients are ineligible for 
screening. Where patients access the health system is 
unclear.

Hypothesis/Aim: We hypothesize that non-white 
patients with eo CrC present at disproportionate rates to 
the emergency department (ed).

Methods/Interventions: our institutional tumor board 
registry was reviewed for patients who were presented from 
august 2020-august 2021. Clinical chart review for race, 
sex, age, hospital presentation, site of malignancy, and 
access to health system: primary care, emergency depart-
ment, outside referral, were extracted. access to the health 
system was determined by who ordered the diagnostic 
colonoscopy or imaging study.

Results/Outcome(s): one-hundred ninety-seven 
patients with colon and rectal adenocarcinoma were 
discussed at tumor board between august 2020-august 
2021 (table 1). Fifty-seven were eo and 140/197 were age 
>50. the sex distribution was approximately equal across 
ages. of those <50 the median age was 45, and non-white 
patients were disproportionally represented with 47% 
Hispanic, 17.5% Black, 10.5% asian patients. non-white 
eo patients were more likely to present through the ed 
(16/34) relative to white eo patients (1/13). of all eo 
patients 17 presented through the emergency department, 
24 through primary care providers, 11 were referred in 
from an outside facility, and 2 diagnosed internationally 
(Figure).

Limitations: this is an exploratory, retrospective single 
institution review of patients discussed at multidisciplinary 
tumor board over a single year. the population includes 
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a safety-net institution and may not reflect presentation 
patterns at other hospitals. the cohort size is underpow-
ered for meaningful statistical comparison. the cohort was 
generated during the CoVid-19 pandemic.

Conclusions/Discussion: Patients with early onset 
colorectal cancer are referred for colonoscopic or imaging 
diagnostics through their primary care doctors, followed 
by the emergency department. non-white patients, 
compared to other groups, access the healthcare system 
through the ed. However, whether this observation is due 
to the absence of a PCP access, due to restricted screening/
diagnostic guidelines, or due to colonoscopic provider 
availability is unclear. Hispanic patients are dispropor-
tionately represented in our early onset cohort relative 
to the demographics of the hospital referral base. While 
the study is underpowered, it is provocative for requiring 
further investigation. resources to heighten the suspicion 
for malignancy in patients presenting to our emergency 
departments and primary care offices, especially in young, 
non-white populations, may expedite access to diagnosis 
and definitive therapy for these patients.

IMPACT OF DEDICATED ROBOTIC STAFF ON 
OPERATING ROOM EFFICIENCY.

ePoSter aBStraCtS eP390

P. addison, m. Schecker, n. mervosh, J. martz
New York, NY

Purpose/Background: Given increasing robotic case 
volume and decreasing reimbursements, hospitals have 
targeted operating room efficiency to maximize the number 
of cases per day without impacting patient safety.

Hypothesis/Aim: We hypothesized that dedicated or 
staff would decrease turnover and operating room time.

Methods/Interventions: Patients undergoing elective 
robotic colorectal surgery by a single surgeon from July 
2018 to January 2021 were captured into a prospectively 
maintained database. all right hemicolectomies were 
performed with intracorporeal anastomosis. turnover and 
operating room times were compared before and after the 
implementation of a dedicated staff, which occurred in 
January 2019. turnover time is defined as the difference 
between setup time or the prior case’s procedure end time 
and the procedure start time, including extubation of the 

prior case, room set up time, and intubation. a compar-
ison of means was performed with the Student’s t-test. 
two-tailed p-value < 0.05 was considered significant.

Results/Outcome(s): of 260 total robotic cases 
performed, 66 were performed pre- and 194 post-staff. 
turnover time may have decreased from 64 ± 27 mins to 
59 ± 29 mins; however, there was insufficient evidence to 
conclude there was a difference (p = 0.265). operating 
time for right hemicolectomies decreased from 240 ± 83 
to 212 ± 39 (p = 0.040); low anterior resections (lar) 
similarly decreased in operating time 322 ± 76 mins to 280 
± 50 mins (p = 0.049). However, sigmoidectomy times did 
not decrease (261 ± 54 mins vs 247 ± 68, p = 0.309).

Limitations: this study is limited by its respective design 
and inability to control for intraoperative case complexity.

Conclusions/Discussion: robotic low anterior resec-
tion and right hemicolectomy with intracorporeal anas-
tomosis (iCa) displayed a decrease in operating time 
compared with sigmoid colectomy when utilizing a dedi-
cated operating room staff. these findings may highlight 
the increased bedside requirements for lar and right 
hemicolectomy with iCa including suture passing and 
increased retraction. We propose a dedicated robotic 
staff may help facilitate surgery specifically in complex 
advanced robotic procedures

CHANGES IN SURGICAL ACCESS AND 
ASSOCIATED OUTCOMES DURING THE 
COVID-19 PANDEMIC.

ePoSter aBStraCtS eP391

C. Shao, m. mcleod, l. Gleason, i. marques, B. Smith, 
d. Chu, d. Gunnells
Birmingham, AL

Purpose/Background: CoVid-19 has caused signifi-
cant surgical delays as institutions mitigate patient inter-
action with hospital settings to slow the spread of the 
pandemic. We aimed to assess changes in surgical access 
and associated outcomes during the CoVid-19 pandemic 
within the division of Colorectal Surgery.
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Hypothesis/Aim: We aimed to determine factors asso-
ciated with surgical timing, access, and post-operative 
outcomes when comparing surgeries before the CoVid-19 
pandemic and during.

Methods/Interventions: Patients who underwent 
colorectal surgery Jan 2018 to Jul 2021 at a tertiary care 
academic center in alabama were reviewed via billing 
data. Clinic visits billed as new Patient visits closest to 
the date of surgery and <120 days from surgery were deter-
mined to be pre-operative visits. days from pre-operative 
visit to surgery was time-to-surgery (ttS). Cases before 
mar 17, 2020 were the control cohort; cases after were the 
case cohort. Post-operative outcomes included hospital 
length of stay (loS). linear and logistic regression were 
used to determine factors associated with the primary 
outcome, ttS, and the secondary outcome of case cohort 
factors.

Results/Outcome(s): overall (n=779), patients were 
70% White and 25% Black, 56% female, 41% privately 
insured, 32% insured via medicaid, with mean age of 56 
yr (Sd=16). Cases were 64% inpatient, 55% laparoscopic, 
32% eua, 12% open, and 26% for cancer. mean ttS was 
26 days (Sd=24). mean loS was 3.6 days (Sd=4.8). on 
bivariate analysis, patients in the case cohort were younger 
(53 vs 59 yr, p<0.001) and more privately insured (46% vs 
36%, p<0.001) compared to patients in the control cohort. 
Surgeries were less likely to be for cancer (23% vs 29%,  
p = 0.06). loS was shorter during the case period (3.1 
vs 3.9 days, p=0.02). there were no differences in ttS  
(25 vs 27 days, p=0.14). on multivariable linear regres-
sion, non-Black or White race (asian, Hispanic, and 
other grouped, n=38) was associated with increased ttS 
(coeff: 11.0, 95% Ci: 3.1-18.9). increased ttS was asso-
ciated with increased loS (coeff: 0.4, 95% Ci: 0.0-0.8). 
on multivariable logistic regression, patients in the case 
cohort were more likely to be younger (or: 0.98, 95% Ci: 
0.97-1.0), and less likely to be insured with medicaid (or: 
0.57, 95% Ci: 0.39-0.83).

Limitations: Pre-operative visits are approximated by 
billing data. delays in surgery and post-operative outcomes 
are affected by additional variables not included in the 
billing data.

Conclusions/Discussion: increased ttS is associated 
with increased loS. during the CoVid-19 pandemic, 
case volumes have decreased. Patients receiving surgery 
are younger and more privately insured, indicating dispar-
ities in surgical access among the colorectal population. 
However it appears that ttS was not significantly different 
when averaged over the pandemic. additional research is 
needed to determine the reasons for surgical delay and if 
delays were different in other specialties.

REGIONAL DATABASE ASSESSMENT OF 
ALVIMOPAN USE IN MINIMALLY INVASIVE 
AND OPEN COLORECTAL SURGERY.

ePoSter aBStraCtS eP392

P. Kaarto1, K. Westfall1, K. Brockhaus1, a. Paulus2, 
J. albright1, C. ramm1, r. Cleary1

1Ann Arbor, MI; 2East Lansing, MI

Purpose/Background: alvimopan is associated with 
shorter Gi recovery in open colorectal surgery patients. 
data demonstrating the benefit of perioperative alvimopan 
for the minimally invasive approach are inconsistent.

Hypothesis/Aim: Better outcomes with alvimopan 
include patients having the minimally invasive surgical 
approach.

Methods/Interventions: this retrospective analysis of 
the large regional risk-adjusted michigan Surgical Quality 
Collaborative database was designed to determine which 
colorectal surgery groups benefit from perioperative alvi-
mopan by comparing patients receiving perioperative 
alvimopan with those who did not. eligible patients 
underwent open and minimally invasive colorectal surgery 
from January 2010 through march 2020. main outcome 
measures were hospital length of stay, time to return of 
bowel function, and postoperative ileus.

Results/Outcome(s): there were 19,195 patients who 
met inclusion criteria: 4,957 received alvimopan in the 
perioperative period and 14,238 did not. there were 
several significant demographic and comorbidity differ-
ences between groups. When compared to those not 
receiving alvimopan, unadjusted outcomes showed that 
the alvimopan group had significantly shorter hospital 
length of stay (3.41 days vs 4.18 days, p<0.001), shorter 
time to return of bowel function (median 1 day vs 2 days, 
p<0.001) and no difference in postoperative ileus (2.0% 
vs 2.4%, p=0.14). after adjustment, multivariate analysis 
revealed that alvimopan was significantly associated with 
improved outcomes for hospital length of stay (p<0.001), 
return of bowel function (p=0.012), and postoperative 
ileus (p<0.001). multivariate analysis also showed signif-
icant benefit with alvimopan for all three outcomes in 
the minimally invasive surgery group. Subgroup analysis 
showed that alvimopan was significantly associated with 
decreased hospital length of stay for laparoscopic, robotic, 
colon, and rectal procedures, and decreased time to return 
of bowel function and postoperative ileus for colectomies.

Limitations: retrospective analysis may miss other 
confounding variables. regional database analysis 
comprised of heterogenous group of “real world” hospitals 
may be more generalizable.

Conclusions/Discussion: alvimopan is associated with 
shorter hospital length of stay, shorter time to return of 
bowel function, and decreased postoperative ileus when 
administered to patients undergoing colorectal surgery. 
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the benefit of alvimopan is not limited to the open 
approach and includes, minimally invasive – laparoscopic 
and robotic, colon, and rectal procedures.

OPIOID PRESCRIBING GUIDELINE AFTER ERP 
COLORECTAL SURGERY.

ePoSter aBStraCtS eP393

m. Kobritz, J. epelbaum, S. Siskind, m. Greenwald
Hempstead, NY

Purpose/Background: enhanced recovery Protocols 
(erP) reduce post-operative opioid use. However, there 
are no evidence-based guidelines for opioid prescribing at 
discharge after erP colorectal surgery.

Hypothesis/Aim: We aim to create a guideline to 
reduce opioid over-prescribing at discharge.

Methods/Interventions: Patients undergoing erP 
colorectal procedures at a single tertiary care institu-
tion were reviewed retrospectively. Patient demographics, 
comorbidities, operation performed, indication for surgery, 
surgical approach, length of stay, and inpatient opioid use 
were evaluated. after discharge, patients were contacted 
by telephone and asked to complete a survey about their 
opioid use after surgery. all opioid variables were converted 
to morphine milligram equivalents (mme). univariate 
linear regression was performed to inform a prescribing 
guideline. univariable logistic regression was used to test 
predictors of model-based opioid under-prescribing.

Results/Outcome(s): 45 patients completed the survey 
after discharge. Surgical indications included diverticu-
litis (42.1%), cancer (39.7%), and inflammatory bowel 
disease (6.6%). Procedures performed were colon resection 
(68.9%), stoma reversal (15.6%), abdominoperineal resec-
tion (6.7%), and other (8.9%). Surgical approach was most 
commonly laparoscopic-assisted (52.3%), followed by open 
(38.6%), and robotic-assisted (9.1%). all patients received 
multimodal analgesia per institutional erP. opioids were 
over-prescribed by 134.8% at discharge (mean mme 
prescribed 99.35, mean mme used 42.31, p<0.001). total 

inpatient opioid use was predictive of post-discharge opioid 
use using a linear model (p<0.001), which informed a 
prescribing guideline (table 1). applying this guideline 
to the study sample adequately met the post-discharge 
analgesia needs of 72% of patients, while also reducing the 
mean mme prescribed at discharge to 54.38 (45% reduc-
tion, p<0.001). no covariates predicted under-prescribing 
by the model.

Limitations: this study is limited by the sample size, 
single institution representation, and reliance on self- 
reported data. only 3% of procedures were performed 
for inflammatory bowel disease, and no patients reported 
history of narcotic use. Further investigation is neces-
sary to assess this prescribing guideline in these patient 
populations.

Conclusions/Discussion: opioids were significantly 
over-prescribed at discharge, highlighting the need for 
evidence-based prescribing guidelines after erP colorectal 
surgery. the guideline presented here would significantly 
reduce opioid prescribing while meeting the post-discharge 
analgesia needs for most patients. Some patients reported 
that they used prescribed narcotics as a sleep aid rather 
than for analgesia, and did not dispose of their unused 
narcotic pills due to unawareness of appropriate disposal 
methods or fear that they may require narcotics for pain 
control in the future. improvements in patient education 
are necessary in addition to prescribing guidelines to 
reduce narcotic over-prescribing and usage.

PREOPERATIVE HISTORY AND PHYSICAL 
UPDATE VISITS OFFER LIMITED CLINICAL 
VALUE IN COLORECTAL SURGERY.

ePoSter aBStraCtS eP394

J. Soegaard Ballester1, S. Ginzberg1, J. Stein2, 
H. Wachtel1, n. mahmoud1

1Philadelphia, PA; 2Tel Aviv, Israel

Purpose/Background: the united States Code of 
Federal regulations requires that patients have a history 
and physical (H&P) note documented within 30 days of 
any planned procedure.

Hypothesis/Aim: to determine the impact of 
colorectal surgery (CrS) H&P update visits on operative 
management.

Methods/Interventions: We identified CrS preoper-
ative H&P update clinic visits performed in our health 
system in 2019 and randomly sampled half for review. 
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data were extracted for the initial and update H&P 
visits and the associated surgery. driving time estimates 
between patients’ home ZiP codes and clinic ZiP codes 
were obtained. two independent reviewers compared each 
patient’s initial and updated H&P notes to identify interval 
changes in their history, exam, or operative plan. reviewers 
assessed whether factors contributing to changes in plans 
could have been determined via telehealth. a Kappa score 
(κ) was calculated to assess interrater reliability. reviewer 
ratings were averaged.

Results/Outcome(s): 132 update visits were included. 
these visits were conducted by 5 surgeons (19.7%, n=26) 
and 3 advanced-practice providers (80.3%, n=106) across 
3 hospitals’ practices. mean patient age was 55.5±16.2 
years and 54.5% (n=72) were female. mean clinic time 
was 89.7±74.2 minutes and mean round-trip driving time 
was 70.5±45.2 minutes. mean number of days from the 
initial visit to the update visit was 40.1±32.8, and from 
the update visit to the procedure was 18.6±15.7. disease 
processes were benign in 75% (n=99), premalignant 
in 11.4% (n=15), and malignant in 13.6% (n=18). 
documented interval changes were identified in the history 
(39%, n=51.5, κ=0.48), exam (4.2%, n=5.5, κ=0.6), 
and operative plan (6.8%, n=9, κ=0.49) of update visits 
(Table 1). of the 9 visits resulting in changed plans, visit 
goals could have been accomplished via telehealth in 
77.8% (n=7). 118 patients ultimately had their planned 
procedure within 30 days of the update visit (1 endoscopic, 
27 minor anorectal, and 90 major abdominopelvic).

Limitations: limitations include generalizability, since 
our review was limited to visits from 3 hospitals’ prac-
tices within a single health system; completeness, since 
these data are limited by clinical documentation; and the 
inability of retrospective data to capture providers’ and 
patients’ subjective valuation of clinical utility and satis-
faction obtained from H&P update visit visits.

Conclusions/Discussion: our findings indicate that 
H&P update visits conducted to satisfy the 30-day regula-
tion rarely result in clinically relevant changes, yet impose 
a substantial time and travel burden on patients. as inno-
vations in modes of care delivery continue to emerge, we 
propose revising this federal regulation to provide greater 
flexibility in visit timing and modality. this would mini-
mize low-value care, while preserving the goal of ensuring 
optimal preoperative preparation and planning.

Table 1. Assessment of changes in history, physical exam, and oper-
ative plan based on comparing the initial and updated preoperative 
H&P notes. Counts and percentages are averages of the responses of 
both reviewers.

EVALUATING THE BURDEN OF 
UNCOMPLICATED DIVERTICULAR DISEASE IN 
THE EMERGENCY DEPARTMENT (ED).

ePoSter aBStraCtS eP395

n. moore2, m. nuno2, G. rajasekar2, e. raskin2, 
d. Keller1

1Davis, CA; 2Sacramento, CA

Purpose/Background: diverticular disease(dd) 
patients discharged home from the ed likely had uncom-
plicated dd, which needs no treatment. the diagnostic 
costs are likely substantial and preventable.

Hypothesis/Aim: our aim was to analyze the incidence 
and trends of ed utilization for uncomplicated dd.

Methods/Interventions: the nationwide emergency 
department Sample was queried for incident cases of 
adults presenting to the ed for dd and discharged home 
from the ed from 2007-18. Patients admitted, undergoing 
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invasive procedures, transferred for dd management, 
that left against medical advice, died in the ed, or had 
unknown disposition were excluded. univariate anal-
ysis described the patient, hospital characteristics, and 
payment sources. an adjusted generalized linear model was 
created to calculate the total ed costs/year, adjusted for 
2018 inflation. the model included age, year of admission, 
and the interaction between age and admission year. Cases 
and trends of uncomplicated dd/100,000 ed admissions 
and ed episode costs were calculated

Results/Outcome(s): during the study period, there 
were 3,398,342 ed visits for dd- 1,889,607 (55.60%) were 
discharged home from the ed and included in the analysis. 
of those included, the mean age was 55.68 (Se 0.02) and 
55.82% (n=1,054,520) were female. most presenting had 
private insurance (47.14%, n=888,919); only 12.87% were 
self-pay or uninsured. the southern region had the largest 
percent of uncomplicated dd presentations. the rate of 
presentation was comparable across all household incomes. 
the trend of uncomplicated dd ed visits increased 
significantly over time (120.47 to 148.68 visits/100,000 ed 
episodes; p<0.01). the costs of care increased significantly 
over time ($6384.78 in 2007 to $9531.28 in 2018; p<0.01).

Limitations: the administrative data source was the 
largest limitation. there are limited fields available for anal-
ysis, and no ability for in-depth analysis. Confounding vari-
ables not collected could effect results and bias outcomes. 
uncomplicated dd is assumed from ed discharge without 
intervention, but there is no data that confirms this 
assumption available. there is also no information on if 
patients were discharged with antibiotics, which would 
help align care delivered with guidelines. Patients are not 
followed over time, so we are unable to comment on the 
course after discharge. From the limitations, we chose to 
look at trends and not perform hypothesis testing where 
conclusions may not be substantiated.

Conclusions/Discussion: there is a huge burden on 
healthcare utilization from dd in the ed. more than 
half of patients are uncomplicated and discharged home 
without intervention. the trend in frequency and costs of 
care for these patients is increasing over time. Based on 
international guidelines, these resources may not be clin-
ically needed. With trends known, quality improvement 
efforts can focus on developing best practices for referrals 
to optimize quality.

OUTCOMES OF EMERGENCY COLORECTAL 
SURGERY IN THE ELDERLY.

ePoSter aBStraCtS eP396

S. Bin Gheshayan, S. albreakeit, n. alhassan, 
r. alsuhaibani, a. al-mutairi, n. alselaim
Riyadh, Saudi Arabia

Purpose/Background: the population of the elders 
is expanding and more elderly patients are reported 
presenting for surgical intervention carrying a higher risk 
of postoperative morbidity and mortality. understanding 
perioperative behavior and postsurgical outcomes in this 
age group may help improve this burden.

Hypothesis/Aim: the study aims to assess the outcomes 
of emergency colorectal surgeries in patients above 65 
years old compared with the younger population at a single 
tertiary hospital.

Methods/Interventions: a retrospective cohort study 
was conducted by reviewing the charts of all patients aged 
above 15 who underwent emergency colorectal procedures 
between 2016 and 2021 at King abdul-aziz medical City, 
riyadh, Saudi arabia. patients were grouped into two 
groups according to age with a cutoff number of 65.

Results/Outcome(s): a total of 241 patients were 
included and analyzed in this retrospective study. of 
these patients operated on, 99 patients were older than 
65 years of age and 142 patients younger. Studying the 
demographics of both groups, the elderly had a higher 
american society of anesthesia (aSa) score (87.8% vs. 
49.3%, p<0.001). regarding the type of intervention, the 
open approach was used more in elderly (76.8%), with 
left hemicolectomy being the most common procedure 
done in both groups. Stoma creation was equivalent in 
both age groups (74.7 % vs 75.4%, p=0.91). assessing 
the outcomes showed that postoperative hospital length 
of stay was significantly greater in the group of elderly 
patients (P-values < 0.001) with a mean of 26.0 ± 32.1 
days vs. 17.8. Similarly, intensive care unit (iCu) stay was 
longer in the elderly group with a mean of 8.86 ± 17.1 
p< 0.00. in addition, 30-day mortality (15.2% vs 9.2%, 
p=0.15), readmission (9.1% vs 9.2%, p =0.98), and reop-
eration (22.2% vs 15.5% p=0.18) were similar among the 
two age groups. on multivariate analysis, 30-day mortality 
was statistically insignificant between both groups with 
an odds ratio (or) of 0.83 (95% confidence interval (Ci) 
0.21- 3.22). Similarly, reoperation was 1.24 (95% Ci 0.54-
2.83) times more likely in elderly patients. elderly patients 
had an increased risk of cardiovascular Gastrointestinal 
and Genitourinary complications. Furthermore, there 
was no statistically significant difference between the two 
groups in length of stay, iCu stay, readmission or surgical 
site infections
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Limitations: the retrospective nature of the study with 
all its inheritance. in addition, the cutoff age to define the 
elderly may vary depending on the geographical areas and 
different health systems worldwide.

Conclusions/Discussion: operating on the elderly 
remains a challenge worldwide; perioperative optimization 
of patients’ condition prior helps control poor outcomes. 
Postoperative mortality and morbidity were equivalent 
in both age groups, indicating the safety of operating on 
the elderly in emergency colorectal conditions after thor-
ough assessment and preparation. However similar study 
including a larger sample size is recommended

THE EFFECTS OF SURGEON SPECIALIZATION 
ON THE OUTCOME OF EMERGENCY 
COLORECTAL SURGERY.

ePoSter aBStraCtS eP397

m. almalki, a. alosail, o. alaamer, S. Bin Gheshayan, 
n. alselaim
Riyadh, Saudi Arabia

Purpose/Background: Colonic emergencies remains a 
life-threatening condition associated with high morbidity 
and mortality rates. unlike elective colorectal surgery a 
large portion of emergency colorectal surgery are performed 
by non-colorectal surgeons. the impact of specialization 
on the outcome is not well described.

Hypothesis/Aim: to evaluate the impact of surgeon 
specialization on the outcomes of emergency colorectal 
surgeries.

Methods/Interventions: this is a retrospective cohort 
study conducted in King abdulaziz medical City, riyadh. 
the study included all patients older than 15 who under-
went emergent colorectal surgery, including right hemicol-
ectomy, left hemicolectomy. the study excluded patients 
younger than 15 and those who underwent another major 
surgery with colorectal surgery. Following King abdullah 
international medical research Center (KaimrC) 
approval, the Best Care system was utilized to collect the 
data for all emergency colorectal surgeries. data were 
divided into pre-operative, intra-operative, and postop-
erative variables. outcomes included 30 days mortality, 
length of stay, intensive care unit stay, 30 days compli-
cation, and reoperation. in addition, the patients were 
divided into two groups (colorectal and non-colorectal 
surgeons) depending on the specialization of the operating 
surgeon.

Results/Outcome(s): of 219 included patients oper-
ated on between 2016-2020, there were 126 men (57.5%) 
and 93 women (42.4%). the most common procedure 
performed by colorectal surgeons was left hemicolectomy 
(n=45, 67.2%), while non-colorectal was right hemicol-
ectomy (n=26, 51%). the most common etiology was 
malignant pathologies representing (n=129, 58.9%), and 
colorectal surgeons operated a higher rate of malignant 

conditions compared to non-colorectal surgeons (69.8% 
vs. 30.2%, p<0.00). on multivariate analysis, patients 
who had their surgeries performed by colorectal surgeons 
had a significant decrease in 30 days mortality (odds 
ratio (or) 0.23, 95% confidence interval 0.065 to 0.834). 
reoperation also decreased in this group (or 0.413, 95% 
Ci 0.179 to 0.956). in addition, both hospital length of stay 
and iCu length of stay decreased in the colorectal group 
compared with the non-colorectal group with (or 0.636, 
95% Ci 0.465 to 0.869) and (or 0.385, 95% Ci 0.235 to 
0.63) respectively. However, no significant correlation was 
found between readmission and complication with surgeon 
specialty.

Limitations: the effectiveness of the results might not 
be generalizable due to the study design limitation, being a 
retrospective Single centered study.

Conclusions/Discussion: Specialization in colorectal 
surgery has a significant influence on morbidity and 
mortality after emergency operations. these findings may 
help improve emergency services and remodel referral 
system in institutions.

LEVERAGING THE SURGICAL EPISODE TO 
ADDRESS HEALTH BEHAVIORS AND SOCIAL 
NEEDS.

ePoSter aBStraCtS eP398

a. lussiez, a. Hallway, J. escolano, m. lui, m. englesbe, 
P. Suwanabol, r. Howard
Ann Arbor, MI

Purpose/Background: Smoking and malnutrition are 
risk factors for complications after colectomy. the surgical 
episode represents an opportunity to achieve sustained 
health behavior change and lower complication rates.

Hypothesis/Aim: examine the feasibility of addressing 
health behaviors and social needs at the time of surgery.

Methods/Interventions: We performed a retrospective 
chart review of patients undergoing elective colorectal 
surgery from February 2021 to august 2021 who were 
screened for tobacco use and food insecurity during 
their preoperative visit. as part of this pilot program, 
patients who screened positive for smoking were referred 
to a tobacco cessation program, and patients who screened 
positive for food insecurity were referred to social workers 
specifically trained to perform a complete non-medical  
needs assessment and connect patients to community 
resources. telephone surveys are currently being conducted 
to assess the feasibility of this program using the re-aim 
implementation science framework.

Results/Outcome(s): during the study period, 392 
patients undergoing elective colorectal surgery were seen 
in the preoperative clinic. of these patients, 81.4%  
(n = 319) were screened for smoking and food insecurity. 
of the 34 patients who screened positive for smoking, 
20.6% (n = 7) were referred to a tobacco cessation 
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program and of the 4 patients who screened positive for 
food insecurity, 100% (n = 4) were referred to social work. 
using the re-aim framework, which encompasses reach, 
effectiveness, adoption, implementation, and mainte-
nance, we will examine the feasibility of this pilot program 
at a single institution.

Limitations: Smoking rates are higher in the urgent/
emergent population and an intervention in that setting 
may have a higher yield compared to our patient popu-
lation. additionally, this pilot was conducted at a single 
institution which may limit the generalizability of the 
results.

Conclusions/Discussion: implementing a screening and 
intervention program for patients undergoing colorectal 
surgery is feasible and has led to referral to meaningful 
resources. the re-aim framework may be beneficial in 
evaluating the surgical episode as a time to improve a 
patient’s foundational health. Future studies are needed to 
better understand long-term tobacco quit rates and food 
security following this intervention.

ECONOMIC EVALUATIONS OF ROBOTIC 
VERSUS LAPAROSCOPIC-ASSISTED 
COLORECTAL SURGERY: A SYSTEMATIC 
REVIEW.

ePoSter aBStraCtS eP399

m. li, r. daigle, F. Clement, d. niven
Calgary, AB, Canada

Purpose/Background: the use of robotic-assisted 
colorectal resection (raCS) is increasingly widespread. 
However, its cost-effectiveness compared to laparoscopic 
colorectal resection (laCS) remains controversial.

Hypothesis/Aim: this study aims to summarize the 
existing literature on the cost-effectiveness of raCS vs 
laCS.

Methods/Interventions: a systematic search for 
economic evaluations comparing raCS and laCS was 
performed in medline, emBaSe, Cochrane Central 
register of Controlled trials, Web of Science, and econlit 
from January 1991 to october 2020. the outcomes 
of interest included cost-effectiveness, cost-utility or 
cost-benefit. Studies were narratively synthesized and crit-
ically appraised using the Consensus on Health economic 
Criteria (CHeC) list. Conclusions were compared based 
on the study design and target anatomy of resection.

Results/Outcome(s): From 1108 retrieved citations, 
four cost-utility analyses met the inclusion criteria. two 
were trial-based studies conducted by a Spanish group and 
two were model-based studies by a uS group. each group 
authored a cost-utility analysis on proctectomy and another 
on colectomy. the Spanish studies found that raCS is 
cost-effective compared to laCS in both proctectomy and 
colectomy using a healthcare system perspective, one-year 
time horizon, and a willingness-to-pay (WtP) threshold of 

€20,000-30,000/quality-adjusted life-year (Qaly). the 
uS studies compared raCS to both laCS and open 
colorectal surgery (oCS) and found that while oCS was 
dominated by both raCS and laCS, raCS was not 
cost-effective compared to laCS. this was the case in 
both proctectomy and colectomy using healthcare system 
and societal perspectives, a one-year time horizon, and 
WtP of uS$50,000-200,000/Qaly.

Limitations: the studies retrieved in this review orig-
inated from american and european data, whose unique 
healthcare systems likely affect the results of the studies 
and may not be applicable to other healthcare settings.

Conclusions/Discussion: there are few economic eval-
uations assessing raCS and further research is needed 
to evaluate its cost-effectiveness. existing studies draw 
different conclusions and are not directly comparable due 
to significant interstudy heterogeneity.

READMISSIONS UNDER ENHANCED 
RECOVERY PROGRAMS (ERP) IN COLORECTAL 
SURGERY: ARE THEY DIFFERENT THAN 
BEFORE?

ePoSter aBStraCtS eP400

F. elabbasy, l. Wood, d. Gunnells, r. Hollis, 
K. Hardiman, J. Cannon, m. morris, G. Kennedy, d. Chu
BIRMINGHAM, AL

Purpose/Background: erPs accelerate patient recovery 
after major surgery and improve many clinical metrics such 
as post-operative lengths-of-stay (loS). it is less clear, 
however, whether these benefits extend to readmissions 
and the profile of those readmissions.

Hypothesis/Aim: We hypothesized that readmission 
rates and readmission characteristics such as readmission 
loS (rloS) would be the improved under erPs compared 
to pre-erP colorectal populations.

Methods/Interventions: using the institutional 
american College of Surgeons national Surgical Quality 
improvement Project data, we identified patients who 
had elective colorectal surgery and stratified them to 
two groups: Pre-erP (2010-2014) and erP (2015-2020). 
Patients who had a 30-day readmission were further iden-
tified and stratified. the primary outcome was the loS 
of the readmission (rloS). Secondary outcomes were 
the indications for the readmission and the time interval 
between discharge and the readmission.

Results/Outcome(s): of 2500 patients identified from 
2010 to 2020, there were 1208 erP patients and 1292 
pre-erP patients. the overall 30 day readmission rate was 
3.1% (78 patients), of which 44.8% (35 patients) were 
in the erP group vs 55.1% (43 patients) were pre-erP. 
readmission rates were similiar between erP and pre-erP 
groups (2.9% vs 3.3%, p=0.27). median rloS for the 
erP group was 5 days (iQr 4.0-9.8) versus 5.5 days (iQr 
2.8-9.5) for the pre-erP group (p=0.52). the median 
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interval time between discharge and readmission was 
6 days (iQr 3.0-11.0) for both groups. indications for 
readmission includes obstruction, bleeding, infection and 
colostomy related (table 1) with infection related being 
the most common for the erP group at 37.1% vs 20.9% 
for pre-erP group (p=0.049).

Limitations: this is a single institution study which 
limits it’s generalisability.

Conclusions/Discussion: readmissions persist under 
erPs with similar rloS and time to readmission. While 
the indications for readmission are slightly different, signif-
icant opportunities and needs remain to mitigate readmis-
sions even under erPs.

TELEMEDICINE IN THE CARE OF COLORECTAL 
PATIENTS AND THE COVID-19 PANDEMIC.

ePoSter aBStraCtS eP401

J. douaiher, G. Choe, W. Wu, m. reed, G. Kuehner
Walnut Creek, CA

Purpose/Background: evaluate telemedicine usage in 
the care of colorectal surgical patients a single regional 
integrated health care delivery system before and after 
CoVid-19 related shelter in place (SiP) orders.

Hypothesis/Aim: telemedicine can bridge gaps in care 
delivery for colorectal patients during the CoVid-19 
pandemic.

Methods/Interventions: all new consultations to 
colorectal surgery from January 1, 2019 to June 13, 2020 
were queried to assess trends in appointments generated 
from the consultation, defining the onset of SiP as march 
16, 2020. appointment types were defined as office visits 
(in person), video visits or telephone visits. telemedicine 
includes both video and telephone encounters. Further 
analysis using patient and surgeon characteristics as well 
as diagnosis type (benign, urgent, cancer) were used to 
perform multifactorial analysis to assess any factors associ-
ated with implementation trends. data was analyzed from 
January 1, 2019 to aug 19, 2020.

Results/Outcome(s): a total of 5,349 of new consul-
tations occurred within the study period, with 4,727 
before and 622 after SiP orders, respectively. Prior to SiP 
orders, in-person office visits were the most prevalent 
type of encounter (4,485/94.9%), followed by telephone 
(240/5.1%) and video (2/0%). after SiP orders the abso-
lute number of new consultations per week decreased 
significantly, and telephone visits were the most prevalent 

type of encounter (231/37.1%), followed by video visits 
(214/34.4%) and in-person office visits (177/28.5%). the 
time from placement of new consultation request to first 
surgeon encounter was 10 days prior to SiP orders, and 6 
days after(p< 0.0001). the use of telemedicine was statis-
tically significantly associated with shorter time to first 
encounter comparing to in-person office visits (10 days vs 
5 days, (p<0.0001). those patients who underwent surgery 
having been evaluated only using telemedicine were 106 
(6.3%) prior to SiP orders, and 139 (68.8%) afterwards. 
evaluating the time period after SiP orders, the average 
time to an operation for patients whose first surgeon 
encounter was telemedicine based was 28 days vs 31 days 
for those whose first encounter was an in-person visit 
(p=0.3383). When demographical data was evaluated, 
patients aged 65 years and over (or=0.81) or low socio-
economic status (or=0.56), or surgeons who were aged 
over 60 (or=0.62) were less likely to use telemedicine. 
However, over time from SiP order onset, all patients and 
surgeon groups had a trend of increasing telemedicine use.

Limitations: this was a single-center study
Conclusions/Discussion: the CoVid pandemic 

increased uptake of telemedicine. efficiency of processing 
new consultations improved after SiP orders, and use 
of telemedicine was associated with shorter time to 
first encounter. differences in trends of telemedicine 
implementation existed, and we found that there were 
vulnerable patient and provider populations, which would 
be an area to focus resources to improve accessibility to 
telemedicine.

NPSEAL® A NOVEL CLOSED INCISIONAL 
NEGATIVE PRESSURE WOUND THERAPY: A 
FIRST POST-MARKET STUDY.

ePoSter aBStraCtS eP402

J. Wang, J. Wlodarczyk, d. Kim, K. Cologne, 
m. duldulao, S. Koller, C. Hsieh, J. Shin
Los Angeles, CA

Purpose/Background: use of cinPWt decreases SSis. 
Current cinPWt devices are not routinely used due to 
high cost and complexity of use. a study using a novel, 
cost effective, Fda cleared cinPWt device is presented.

Hypothesis/Aim: to assess the safety and efficacy 
of the nPseal® cinPWt on patients having colorectal 
procedures.
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Methods/Interventions: Patients undergoing laparo-
scopic or robotic-assisted colorectal resections were invited 
to participate. Patients were screened and consented per 
protocol. a single nPseal® device was placed for each 
patient and preferentially over a specimen extraction site. 
all selected incision site skin wounds were primarily closed 
in running subcuticular or deep dermal fashion. an inte-
grated hand actuated pinch pump on the nPseal® device 
was used to create negative pressure ranging from -75 to 
-125 mmHg. the dressing was left on for a maximum of 72 
hours. the device was changed if drainage soaked >50% 
of the padded surface area or if there was any exudate 
presence into the device pump. nursing staff monitored 
the device integrity and pump status Q8H from post-op 
day 1-3 and were instructed to pinch the device, if needed, 
until the requisite negative pressure was re-established. at 
the time of device removal, the wound and surrounding 
skin were inspected by the clinical team for any signs of 
excoriation, maceration, blistering or active drainage. a 
patient-reported survey assessing comfort and ease-of-use 
was also administered at this time. the surgical site was 
also re-evaluated at a 30-day post-op visit by the clinician 
for the presence of seroma, hematoma, wound dehiscence, 
and SSi.

Results/Outcome(s): a total of 20 patients were 
included in this study (50% females vs. 50% males) with 
a median age of 64 ± 10 years. the mean incision length 
was 2.9 ± 1.8 cm. on average, 12 ± 3 pinches of hand 
actuated pump were required to create the initial nega-
tive pressure within -75 to -125 mmHg. the majority of 
patients (80% [16/20]) did not require additional pumps to 
maintain the requisite pressure during the 72-hour period. 
3 (15%) patients required <2 subsequent pump actuations 
to maintain negative pressure. on two occasions, nPseal® 
was changed due to exudate presence in the pump body. 
at 30-day follow-up, none of the patients had seroma, 
hematoma, wound dehiscence, or any signs of SSi. 70% 
of patients reported the device as “very comfortable” and 
none reported any restriction in movement. most patients 
(70%) reported that it was “very easy” to judge whether 
the device needed re-pumping. the mean length of 
hospital stay was 5 ± 4 days.

Limitations: this is a prospective observational study 
with small sample size and no concurrent control.

Conclusions/Discussion: nPseal® appears to be a 
safe and efficacious option of nPWt on closed surgical 
wounds. Further study with larger sample size and random-
ization is warranted.

YOU ARE WHAT YOU EAT: EVALUATING THE  
EFFECT OF DIET ON POSTOPERATIVE OUTCOMES.

ePoSter aBStraCtS eP403

C. Sakurai Kimura, K. Shankar, e. Shelton, a. morris, 
B. Gurland, a. Shelton, C. Kin
Stanford, CA

Purpose/Background: the effect of preoperative diet 
on surgical outcomes has not been well investigated, but 
diet is a potentially modifiable risk factor for complications 
following colorectal surgery.

Hypothesis/Aim: to evaluate which dietary habits may 
be associated with increased risk for surgical complications.

Methods/Interventions: Patients undergoing elective 
abdominal colorectal surgery in 21 days or more were asked 
to complete a baseline mediterranean diet assessment 
tool, and subsequently received information about the 
mediterranean diet and a three-week subscription to a 
produce box delivery service. a week before surgery, they 
were asked to complete the same questionnaire to assess 
for changes in dietary habits in the intervening time. the 
association between complications and dietary habits was 
evaluated through logistic regression. the association 
between Comprehensive Complication index (CCi) scores 
and dietary items was assessed through linear regression. 
Sensitivity analysis was performed considering changes in 
dietary pattern between the baseline and the preoperative 
surveys. multivariable logistic and linear regression were 
used to adjust for aSa status.

Results/Outcome(s): of the 90 patients completing the 
baseline survey, 58 (64.4%) completed the preoperative 
survey. mean age was 56.7, and 62.2% were women. Fiber 
intake was divided into tertiles, high intake of sweetened 
drinks and red meat were defined as consumption of one 
or more servings per day. no significant differences were 
observed regarding consumption of fiber, meat, or sweet-
ened drinks between men and women (p= 0.223, 0.220, 
and 0.800, respectively). Complications occurred in 28 
patients (31.1%). Seven patients developed postoperative 
ileus, of whom 57.1% had low fiber intake, 42.9% had 
intermediate fiber intake, and none had high fiber intake 
(p= 0.178, table 1). those with high consumption of red 
meat had increased odds of developing ileus (or 6.6, 95% 
Ci 0.76; 57.41, p= 0.087). High consumption of sweet-
ened drinks was associated with increased odds of devel-
oping ileus (p= 0.057), any complication (p = 0.027),  
and increased CCi scores compared with those who 
consumed <1 serving per day (11.1+/- 13.6 vs. 5.2+/- 
10.7, p=0.027). adjusting for aSa, high sweetened drink 
intake was still associated with increased odds of ileus (or 
5.52, 95% Ci 1.07; 28.40), any complication (or 3.06, 
95% Ci 1.07; 8.72), and higher CCi score (p=0.039). 
Sensitivity analysis showed decreased power to detect 
associations between diet and complications considering 
the second survey, likely due to low response rate and 
inconsistent diet change.
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Limitations: this study’s limitations are its small sample 
size and the low event rate precludes inclusion of more 
independent variables in the model.

Conclusions/Discussion: High consumption of sweet-
ened drinks is associated with increased risk of complications 
following colorectal surgery. red meat consumption and low 
fiber intake may be risk factors for postoperative ileus.

table 1. Patients’ characteristics and complicationsa

INCENTIVE SPIROMETERS TO PATIENTS’ 
BEDSIDES; LESSONS LEARNED FROM A 
QUALITY ASSESSMENT CYCLE.

ePoSter aBStraCtS eP404

r. Fontem, J. rakinic
Springfield, IL

Purpose/Background: identify barriers for compliance 
with orders for incentive spirometer (iS) to be at postoper-
ative patients’ bedside on Pod 0/1 with patient education 
on use.

Hypothesis/Aim: there are barriers to order compli-
ance that are not readily identifiable.

Methods/Interventions: many of our elective post- 
colectomy patients were not receiving incentive spirome-
ters (iS) to the bedside on postoperative day (Pod) 0/1 
as ordered. this is important since our patient population 
is older than ever before, with comorbidities that elevate 
risk for pulmonary complications. We collected baseline 
data on the frequency of successful order completion. 
We focused intervention on the unit caring for the vast 
majority of our postoperative patients. Head nurses of both 
the pre-anesthesia unit and the postoperative unit were 
interviewed to clarify how orders for iS and teaching were 
fulfilled. a plan was enacted to improve the rate of iS being 
at the patient bedside on Pod 0/1. data was then collected 
over a four month period after the plan’s implementation. 
this took place in a single center tertiary care center.

Results/Outcome(s): Baseline data revealed an overall 
rate of iS to patient bedside on Pod 0/1 of 31%. Process 
was that iS and teaching are provided to patient in pre- 
anesthesia setting. iS then may go to postop area with 

patient belongings, or family may inadvertently take the iS 
home. this often requires an additional iS to be provided 
after the lack is noted by surgical caregivers, and often 
includes a 24+ hour lag time. intervention was enacted of 
placing iS in clear plastic bag, separate from other belong-
ings, and family educated to allow iS to accompany patient 
to postoperative unit. after intervention was instituted, 
overall success rate of iS to patients on Pod 0/1 rose to 
46%, and on the unit caring for most CrS patients success 
rate was 62.5%.

Limitations: Short time frame for data collection and 
education of nursing and support staff. High rate of nursing 
turn-over during the CoVid-19 pandemic.

Conclusions/Discussion: there can be many reasons 
that a written order is not executed as planned. When 
the number of individuals and units involved in the order 
execution increases and is elastic or variable, there are 
many possible points at which the expected execution can 
fail. identification of the simplest pathway can aid in all the 
stakeholders being more motivated to help the pathway 
succeed.

OPIOID UTILIZATION IN OUTPATIENT 
COLORECTAL SURGERY: AN OPPORTUNITY 
FOR IMPROVEMENT.

ePoSter aBStraCtS eP405

m. Hite, m. Ford, t. Geiger, m. Hopkins, r. muldoon, 
t. mcCutcheon, a. Hawkins
Nashville, TN

Purpose/Background: it is standard of care for over 
90% of anorectal surgeries to be done as an outpatient. 
Given this practice, minimal information is known about 
use or disposal of opioid medications postoperatively.

Hypothesis/Aim: Create guidelines for opioid 
prescribing for specific categories of outpatient anorectal 
procedures.

Methods/Interventions: in this observational, cross- 
sectional study, we identified patients undergoing outpa-
tient anorectal procedures from June to november 2018 
and obtained detailed opioid prescribing information from 
an institutional database. We then surveyed the patients 
on their surgical experience, pain satisfaction, and use 
of opioids and other multimodal pain treatments up to 
6 months after the procedure. Patients were grouped 
into four tiers based on estimated opioid requirements 
after surgery (table 1). We generated opioid prescribing 
recommendations based on the 80th percentile of those 
prescribed for each group. We also generated multivariable 
models to predict dissatisfaction with pain control and post 
op health care utilization.

Results/Outcome(s): 108 patients participated. 
overall, patient satisfaction with pain control was 83%, 
with tier 4 reporting the lowest pain satisfaction at 60%. 
median number of days using narcotics was 3 overall, 
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without statistical significance in variation between the 
tiers. 24% of patients reported having pills leftover while 
11.2% of patients overall reported requesting narcotic 
refills. 38% of patients reported that pain interfered with 
activities of daily living for longer than a week. 18.7% of 
patients overall sought treatment at an emergency depart-
ment, urgent clinic appointment, or other healthcare 
provider for postoperative pain or complications. using 
the 80th percentile, we created prescribing guidelines for 
each tier (table 1). on multivariable modeling, no factors 
were significantly associated with poor pain control and 
the use of non-medication pain treatment was associated 
with a decrease in health care utilization (or: 5.43; 95%  
Ci: 1.08-27.15)

Limitations: Sample size was small with variation in 
opioid utilization. the survey was completed up to 6 
months after the patient’s procedure and therefore is 
subject to recall bias. 80th percentile is an arbitrary cut off.

Conclusions/Discussion: We created opioid prescribing 
guidelines for outpatient anorectal procedures. With this 
data, we will be able to proceed with a prospective anal-
ysis of narcotic use after anorectal procedures with the 
goals of standardizing prescribing habits, maximizing non- 
narcotic pain medications and treatment options, 
decreasing excessive narcotic distribution, and minimizing 
health care utilization in the post-operative period. a 
multi-modal approach to pain control utilizing non-opioids 
should be considered to reduce health care utilization.

SCOPING OUT THE SITUATION: COLORECTAL 
CANCER SCREENING TYPE AND GUIDELINE 
ADHERENCE.

ePoSter aBStraCtS eP406

S. Kling, r. Green, P. dunham, m. Philp, J. Poggio, 
l. Kuo
Philadelphia, PA

Purpose/Background: Colorectal cancer (CrC) is the 
second leading cause of cancer deaths yet is preventable 
and curable if identified early through regular screening. 
over 30% of adults are not up to date with screening.

Hypothesis/Aim: to elucidate characteristics of adults 
who underwent CrC screening and were up to date 
(utd).

Methods/Interventions: the 2019 data was queried 
from the Behavior risk Factor Surveillance System 
(BrFSS), an annual interview with over 400,000 uS 
adults. adults aged 50+ who answered “yes” to ever 
having CrC screening with a sigmoidoscopy/colonoscopy 
(scope) or blood stool test were included. adults were 
excluded if they said “yes” to both, did not specify which 
scope type they had, or did not specify the time since 
their last screening test. demographic factors and CrC 
risk factors were analyzed with chi-square, univariate, and 
multivariate regression and compared between adults who 
underwent scope versus blood stool testing and who were 
utd with screening versus not.

Results/Outcome(s): a total of 5,887 adults were 
studied: 641 underwent blood stool testing, 129 under-
went sigmoidoscopy, and 5,117 underwent colonoscopy. 
For these tests, 52%, 61%, and 92% were utd with 
testing, respectively. Compared to adults age 80+, adults 
age 50-54 were 34% less likely to ever be screened with a 
scope while all other ages were equivalently likely to have 
undergone either test type. additionally, all age groups 
were more likely to be utd with screening compared to 
those age 50-54, with age 60-64 being the most likely. 
Hispanics were 77% more likely, while american indians/
alaskan natives were 67% less likely to be screened with 
a scope than Whites. these groups were also 77% more 
and 66% less likely than Whites, respectively, to be utd 
with screening. Compared to non-married adults, married 
adults were 20% and 24% more likely to undergo a scope 
and to be utd with screening, respectively. Females were 
27% less likely than males to undergo a scope with no 
significant difference for being utd. those with an annual 
household income ≥$75,000 were 77% more likely to be 
screened with a scope and 78% more likely to be utd 
with screening. uninsured adults were 42% and 40% less 
likely than those with insurance to be scoped and utd 
with screening, respectively. of the studied risk factors for 
CrC, only current smokers were less likely to be screened 
with a scope (42%) and to be utd (40%).

Limitations: the BrFSS is a phone survey with self- 
reported data and does not ask questions about all estab-
lished risk factors for CrC. the CrC-related questions do 
not cover all acceptable types of CrC screening and do 
not elucidate normal or abnormal results and subsequent 
follow-up.

Conclusions/Discussion: understanding patient 
factors associated with undergoing different types of 
CrC screening tests, and subsequently staying utd with 
testing, can aid providers in tailoring their counseling to 
individual patients to increase the rates of CrC screening 
uptake.
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POTENTIAL FOR REDUCED POSTOPERATIVE 
ILEUS WITH USE OF OLICERIDINE, AN 
IV OPIOID ANALGESIC, IN COLORECTAL 
SURGERY.

ePoSter aBStraCtS eP407

t. Beard1, C. michalsky2, K. Sridharan2, e. deBoer2, 
S. Griffith3, P. rider4

1Bend, OR; 2Chesterbrook, PA; 3Jackson, MS; 4Mobile, AL

Purpose/Background: Postoperative ileus (Poi) is a 
serious debilitating complication following abdominal or 
colorectal surgery1 and iV opioid analgesics can further exac-
erbate Poi, prolong length of stay and increase morbidity2,3.

Hypothesis/Aim: oliceridine, a new class of iV opioid, 
that is a G protein-biased agonist at the mu-opioid 
receptor4, may be associated with a lower incidence of Poi.

Methods/Interventions: in the Phase 3 open-label 
study, atHena, men and women aged ≥ 18 years 
experiencing moderate to severe acute pain (a score 
≥ 4 on an 11-point numeric pain rating scale [nrS]) 
following surgery or with a painful medical condition, 
received iV oliceridine as needed via bolus dosing (1 to 
3 mg q1−3h) and/or patient-controlled analgesia (PCa 
loading dose: 1.5 mg; demand dose: 0.5 mg; 6-min 
lockout interval). individual sites utilized their institu-
tional protocol including utilization of prophylactic anti-
emetics, alvimopan (indicated to decrease the ileus caused 
by opioids), and multimodal non-opioid analgesics. data 
from Phase 3 studies of alvimopan report a 12% incidence 
of Poi with use of iV opioids (placebo group) and with 
use of alvimopan the incidence was 5-6%.5 For this explor-
atory analysis, we evaluated the incidence of observed or 
self-reported aes of constipation or Poi with oliceridine, 
coded based on verbatim reported terms, using medical 
dictionary for regulatory activities (meddra, V 19.0) 
in patients undergoing colorectal surgical procedures. We 
report the incidence stratified by use of alvimopan.

Results/Outcome(s): a total of 115 patients [mean 
(Sd) age: 59.7 (12.8) years; mean (Sd) Bmi 28.4 (6.6) kg/
m2] undergoing colorectal procedures, with a mean (Sd) 
baseline nrS score of 6.1 (2.4) received olicerdine either 
as iV bolus (40/115, 35%) or as PCa (75/115, 65%). the 
mean (Sd) cumulative dose of oliceridine was 48.17 (37.1) 
mg with a mean (Sd) duration of exposure of 51.8 (30.8) 
hours. alvimopan was utilized among 81 patients (70.4%); 
and 34 patients (29.6%) did not receive alvimopan. the 
incidence of constipation and Poi for the two groups 
(received/not received alvimopan), is shown in the table. 
among the 34 patients who did not receive alvimopan, 
none experienced Poi.

Limitations: the findings were based on post-random-
ization events and the adverse events collected were spon-
taneously reported

Conclusions/Discussion: although time to recovery 
of bowel function was not available in this exploratory 
analysis, the preliminary findings show a trend towards 

lower incidence of postoperative ileus with iV oliceridine. 
Future well designed trials are needed to confirm these 
preliminary findings. References: 1. Sanfilippo F, et al. 
Current medical research and opinion 2015, 31:675-676. 
2. Simpson JC, et al Clin Colon rectal Surg 2019, 32:121-
28. 3. Barletta JF, et al. the annals of pharmacotherapy 
2011, 45:916-23. 4. deWire Sm, et al.J Pharmacol exp 
ther 2013, 344:708-17. 5. Beattie dt: Clinical medicine 
therapeutics 2009, S2384.

Incidence of Constipation and POI in Patients Receiving Oliceridine 
Stratified by use of Alvimopan

TRANSVERSUS ABDOMINUS PLANE BLOCK VS. 
LIDOCAINE INFUSION ON OPIOID USE AFTER 
COLORECTAL SURGERY.

ePoSter aBStraCtS eP408

S. lai, S. Vemuru, a. moyer, m. Corbisiero, e. Birnbaum, 
J. Vogel, B. Chapman
Aurora, CO

Purpose/Background: lidocaine infusion and trans-
versus abdominus plane (taP) blocks have both been 
utilized to reduce opioid use after colorectal surgery. it is 
unclear if either intervention is superior.

Hypothesis/Aim: to compare opioid use in patients 
receiving lidocaine infusion or taP block after colorectal 
surgery.

Methods/Interventions: We performed a retrospective 
review of patients undergoing elective, minimally invasive 
(laparoscopic or robotic) colorectal surgery by colorectal 
surgeons between october 2020 and September 2021 
who received either peri-operative lidocaine infusion or 
intra-operative laparoscopic taP block (0.375% ropi-
vacaine, dexmedetomidine, and dexamethasone). the 
primary outcome studied was postoperative morphine 
milligram equivalents (mme) at 12-, 24-, 36-, 48- and 
72-hours following surgery.

Results/Outcome(s): a total of 82 patients were 
identified: 60 (73%) received lidocaine infusion and 22 
(27%) underwent taP block. there was no difference in 
age (median 56 vs 56 years), male gender (40% vs 46%), 
or Bmi (median 27 vs 26.5 kg/m2) between the lidocaine 
and taP block groups, respectively (p>0.05). the most 
common indication for surgery was cancer (40% vs 41%) 
followed by diverticulitis (23% vs 32%) and inflammatory 
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bowel disease (18% vs 14%) in the lidocaine and taP 
block groups, respectively. there was no difference in the 
operation performed between the lidocaine and taP block 
groups: colectomy (38% vs 46%), proctectomy (60% vs 
50%), and colostomy (2% vs 5%), respectively (p=0.60). 
Conversion rate to open surgery was similar between groups 
(5% vs 5%, p=0.93). a midline extraction site was used 
more commonly in the lidocaine group (33% vs 9%), while 
a Pfannenstiel extraction site was used more commonly 
in the taP block group (50% vs 68%) (p=0.01). the 
median duration of lidocaine infusion was 24 hours with 
five documented adverse effects. no adverse effects related 
to taP blocks were documented. no patient in either 
group developed an abscess, anastomotic leak, or bleeding 
complication. Similarly, there was no difference in days 
to return of bowel function (median 2 vs 2 days, p=0.77) 
or length of stay (median 3 vs 3 days, p=0.08) between 
groups. Cumulative mme use at 12 hours (9.4 vs 23.2), 
24 hours (12.0 vs 32.8), 36 hours (15.8 vs 41.2), and 48 
hours (23.1 vs 47.8) was significantly decreased in the taP 
block group compared to the lidocaine group, respectively 
(p<0.05). there was a trend towards reduction in mme at 
72 hours in the taP block group, but this did not achieve 
statistical significance (28.6 vs. 72.2, p=0.15)(Figure 1).

Limitations: retrospective chart review; pain scores not 
captured; small sample size; opioid use following discharge 
not monitored.

Conclusions/Discussion: in patients undergoing elec-
tive, minimally invasive colorectal surgery, laparoscopic 
taP block was associated with a significant decrease in 
post-operative opioid use compared to lidocaine infusion.

Post-operative opioid use measured in morphine milligram equivalents 
(mme) in patients receiving lidocaine infusion compared to taP block.

UNDERSTANDING THE GEOGRAPHIC 
DISTRIBUTION OF DIVERTICULITIS 
HOSPITALIZATION IN WASHINGTON STATE.

ePoSter aBStraCtS eP409

m. Johnson, e. evans, C. Soriano, J. Kaplan, J. law, 
r. moonka, t. Bahnson, V. Simianu
Seattle, WA

Purpose/Background: the burden of diverticular 
disease in the united States is increasing, and hospitaliza-
tion remains a surrogate for severity. State-level character-
ization of diverticulitis hospitalization is lacking.

Hypothesis/Aim: to describe acuity of diverticulitis 
hospitalizations geographically in Washington state.

Methods/Interventions: a retrospective cohort 
was created of all patients hospitalized for diverticu-
litis in Washington State from 2008 to 2019 using the 
Comprehensive Hospital abstract reporting System 
(CHarS). Hospitalizations were characterized as emer-
gent or elective acuity, complicated or uncomplicated 
diverticulitis, and whether a diverticulitis-specific surgical 
procedure was performed. Patterns of regionalization were 
characterized by hospital case burden and distance trav-
elled by patients.

Results/Outcome(s): there were 66,628 admissions for 
diverticulitis (mean age 64, 44% male) across 100 hospitals 
during the study period. of these admissions, 79.3% were 
emergent (an average of 3,596 emergency hospitalizations/
year across the state) with 40.7% of emergency hospitaliza-
tions happening for complicated diverticulitis. operations 
occurred in 6.6% of emergency hospitalizations, with 
57% of emergent operations happening for complicated 
disease. elective surgery was predominantly for uncom-
plicated diverticulitis (66.8% versus 33.2% complicated). 
Hospitalizations are evenly distributed, with almost all 
hospitals seeing less than 4% of overall diverticulitis 
burden (emergent and elective distribution at top 20 facil-
ities based on volume is shown in Figure 1). While hospital 
transfers account for only 3.9% of all hospitalizations, 
50.9% of transfers were across 5 sites during the study. 
Patients who were transferred emergently had operations 
in only 5.3% of cases. the average distance traveled for 
emergent hospitalization was 28.2 miles, and for elective 
surgery 25.0 miles.

Limitations: CHarS is an administrative database so 
severity of diverticulitis cannot be confirmed using imaging 
or clinical details. decision making for surgery, timing of 
surgery during hospitalization, and other failed treatments 
(antibiotic courses or percutaneous drainage) are not 
available.

Conclusions/Discussion: Hospitalization for diverticu-
litis is primarily emergent and non-operative. emergency 
hospitalizations appear to be evenly distributed geograph-
ically. elective surgery and emergent hospitalizations 
occur close to patient’s home. Consideration of continued 
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regionalization versus conscientious state-wide central-
ization of diverticulitis care should be weighed against 
site-specific, risk-adjusted outcomes.

Figure 1. average yearly diverticulitis hospitalizations across top 20 
volume hospitals in Washington state including proportion of emergent 
versus elective admissions from 2008-2019.

FEASIBILITY OF A DIETARY PREHABILITATION 
PROGRAM IN COLORECTAL SURGERY.

ePoSter aBStraCtS eP410

C. Sakurai Kimura, K. Shankar, e. Shelton, a. morris, 
B. Gurland, a. Shelton, C. Kin
Stanford, CA

Purpose/Background: dietary prehabilitation may 
benefit patients by optimizing their nutritional status prior 
to surgery, and also by implementing healthier habits in a 
timeframe where they may be more motivated to change.

Hypothesis/Aim: to evaluate the feasibility of a dietary 
prehabilitation program in patients undergoing colorectal 
surgery.

Methods/Interventions: Patients undergoing elective 
abdominal colorectal surgery in three weeks or more 
were asked to complete a baseline mediterranean diet 
assessment tool, a 14-item questionnaire, to assess their 
dietary pattern. the score ranges from 0 (no mediterranean 
diet habits) to 14 (all mediterranean diet habits). after 
completion of the questionnaire, patients received infor-
mation about the mediterranean diet and a three-week 
subscription to a produce box delivery service. a few days 
before surgery, the same questionnaire was applied to 
assess for changes in dietary habits. differences between 
respondents and non-respondents were analyzed with 
chi-square test and t-test. differences between the base-
line and post-intervention survey responses were assessed 
through mcnemar’s exact test.

Results/Outcome(s): of the 90 patients who completed 
the baseline survey, 56 (62.2%) were women, and the 
mean age was 56.7 (Sd 15.6). the overall baseline mean 
score of the mediterranean diet assessment tool was 5.4 
(Sd 2.6). the post-intervention survey was completed by 
58 (64.4%) patients. the median interval between base-
line and post-intervention surveys was 24.5 days (iQr 14; 
33.5). no significant differences were observed between 

respondent and non-respondents regarding age, sex, Bmi, 
or diagnosis (p= 0.261, 0.186, 0.755, and 0.330 respec-
tively). the mean baseline score among respondents was 
5.7 (95%Ci 5.07; 6.41) and the mean score post-interven-
tion was 6.9 (95%Ci 6.30; 7.53), p<0.0001. among the 
14 items of the assessment, use of olive oil, consumption 
of whole grains, butter, wine, fish, and nuts were the least 
likely to change (table 1). on the other hand, patients 
reporting consumption of 3 or more servings of fruit per 
day increased from 22.4% to 50% among respondents 
(p<0.001). Consumption of red meat and sweetened 
drinks also decreased significantly after the intervention  
(p= 0.003 and 0.031, respectively).

Limitations: one limitation of this study is the relatively 
small sample size. also, response bias may have overesti-
mated the effect of the intervention.

Conclusions/Discussion: this preoperative dietary 
prehabilitation program was feasible and yielded signifi-
cant changes in dietary habits among those who completed 
both surveys.

THE ROLE OF GLUCOSE CONTROL WITHIN A 
COLON BUNDLE.

ePoSter aBStraCtS eP411

J. mannion, a. rather, a. Fisher, K. Gardner, 
m. mcevilly, S. dirocco, l. Harper, G. Siegelman
Dover, DE

Purpose/Background: Quality bundles have been effec-
tive in reducing infections after colon surgery, but the 
contribution of each component, particularly glucose 
control, is not always clear. it has been suggested that 
nondiabetics may be most effected by postoperative 
hyperglycemia.

Hypothesis/Aim: Glucose control is an effective compo-
nent of a colon bundle, particulary in nondiabetics.

Methods/Interventions: From august 1, 2017, until 
april 30, 2021, 921 consecutive patients who had an oper-
ation eligible for inclusion in the nHSn SSi complication 
measure were examined. a quality bundle consisting of 
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preoperative chlorhexidine skin cleansing, mechanical 
bowel prep, oral bowel prep, closing tray, normothermia, 
and glucose control was initiated after 8 months to improve 
outcomes. Glucose control consisted of frequent glucose 
sampling and sliding scale insulin for glucose greater than 
180 mg/dl. Surgeons participated on a voluntary basis. 
outcomes assessed were any postoperative infection, a 
deep space infection, 30-day readmission, and length of 
stay. linear and logistic regression were used to determine 
independent predictors of outcomes.

Results/Outcome(s): in the total population of patients, 
non-glucose related individual bundle components were 
independently predictive of lower complication rates: 
the use of a closing tray lowered any postoperative infec-
tions (P < 0.004) and 30-day readmissions (P < 0.006); 
a mechanical bowel prep lowered deep space infections  
(P < 0.048). However, postoperative hyperglycemia did 
not predict complications, and insulin treatment did not 
effect outcomes. in the subpopulation of nondiabetics, 
non-glucose related bundle components were equally 
effective: the closing tray (P<0.003) and mechanical bowel 
prep (P = 0.000) lowered any postoperative infection, and 
length of stay, respectively. However, in contrast with 
the total population, measures of postoperative hypergly-
cemia significantly predicted any postoperative infection  
(P < 0.019), deep space infections (P< 0.003), and length 
of stay (P = 0.000). Sliding scale insulin as administered 
did not offer protection in nondiabetics. nondiabetics 
with postoperative hyperglycemia had higher infectious 
complications (any postoperative infection (P<0.005), and 
deep space infections (P < .01)), than nondiabetics without 
hyperglycemia or even diabetics (deep space infections,  
P = 0.033).

Limitations: this study was not randomized, and longer 
acting or intravenous insulin was not utilized.

Conclusions/Discussion: individual components of 
a colon bundle are effective in reducing surgical compli-
cations in all colon patients, and in nondiabetics. Severe 
hyperglycemia within 48 hours of surgery is associated 
with poor outcomes, but only in nondiabetics. However, 
treatment of hyperglycemia with sliding scale insulin, even 
when administered in a quality program as done here, was 
insufficient to improve outcomes. a more rigorous glucose 
lowering technique may be necessary.

IMPLEMENTATION OF SYNOPTIC OPERATIVE 
REPORTING IN RECTAL CANCERSYNOPTIC 
OPERATIVE REPORTING IN RECTAL CANCER.

ePoSter aBStraCtS eP412

H. Baer, H. Vargas, W. Johnston, B. Kann, J. Paruch, 
C. Whitlow, W. Kethman
New Orleans, LA

Purpose/Background: Synoptic operative reports 
improve the quality of documentation for rectal cancer 
surgery. implementation of synoptic operative reports 
remains a barrier to consistent and widespread utilization.

Hypothesis/Aim: to understand challenges associated 
with implementation of synoptic operative reports.

Methods/Interventions: a single-system, multi-institu-
tional, review of prospectively collected synoptic operative 
report compliance data was completed for all rectal cancer 
cases between January 1, 2021 and September 1, 2021. 
the synoptic operative report was embedded within the 
electronic medical record allowing real-time compliance 
auditing. acceptability, feasibility, and usability on a 
5-point likert scale were assessed to understand chal-
lenges to implementation and utilization. Completeness 
of the national accreditation Program for rectal Cancer 
(naPrC) required elements was compared between cases 
including synoptic operative reports and those with narra-
tive-only operative reports.

Results/Outcome(s): eight colorectal surgeons across 
three institutions within a single hospital system were 
included in the study. twenty-nine patients underwent 
surgical intervention with a pre- or post-operative rectal 
adenocarcinoma diagnosis during the study period. twelve 
(41%) of these cases included documentation of all 
naPrC required elements within the synoptic operative 
report. malignancy was diagnosed post-operatively in 6 
(21%) cases. the remaining 11 (38%) cases included a 
narrative-only operative report. of narrative-only cases, 
a mean 45% (Se=3.5) of the naPrC required elements 
were included in the descriptive text. none of the narra-
tive operative reports included all of the naPrC required 
items. the synoptic operative report received a mean 
usability score of 4.5 (Se=0.14), feasibility score of 4.1 
(Se=0.17), and acceptability score of 4.6 (Se=0.08). 
Surgeons commented that documentation reminders 
would increase use of the synoptic report.

Limitations: our study is limited by small sample size 
and the single-system nature of the study.

Conclusions/Discussion: our study confirms that 
use of a synoptic operative report is associated with 
more complete documentation of naPrC required data 
elements and is accessible and feasible for surgeons. We 
have identified key challenges and potential solutions to 
the implementation of synoptic operative reporting across 
multi-institutional hospital systems.
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GET UP AND MOVE! EARLY AMBULATION 
AND PREOPERATIVE OPTIMIZATION 
DECREASES LENGTH OF STAY.

ePoSter aBStraCtS eP413

S. mcChesney, a. Hawkins, B. Hopkins, r. muldoon, 
m. Ford, a. Khan, d. Beck, m. mcevoy, J. Jayaram, 
t. Geiger
Nashville, TN

Purpose/Background: While many factors impact the 
hospital length of stay following surgery the effect of early 
ambulation has been underemphasized and specific strat-
egies are not described. We also investigate the effect of 
preoperative anemia and compliance with preoperative 
immunonutrition in our patient population.

Hypothesis/Aim: early ambulation will be associated 
with a decreased length of stay.

Methods/Interventions: Patients undergoing elective 
colorectal surgery were enrolled in a prospective enhanced 
recovery pathway database between September 2019 and 
September 2021 and were analyzed. Preoperative and post-
operative metrics were recorded: presence of preoperative 
anemia, unplanned readmission, postoperative length of 
stay, patient compliance with preoperative immunonu-
trition, and compliance with post-operative ambulation 
protocol, defined as ambulation three times daily for every 
postoperative day, which the exception of the day of 
discharge. Percent completion of the ambulation protocol 
was calculated for each patient; the patient was compliant 
if 100% of the required ambulation was performed. length 
of stay was the outcome of interest. univariate and multi-
variate analyses were performed.

Results/Outcome(s): 697 patients were reviewed.  
We observed a 41% preoperative anemia rate, a 9%  
readmission rate, 76% compliance with preoperative 
immunonutrition, and 29% compliance with postoper-
ative ambulation protocol. univariate analysis demon-
strated both compliance with postoperative ambulation 
and absence of anemia with significantly decreased loS 
(5.7 vs 3.2 days, p<0.001 and 5.7 vs. 4.6 days, p=0.002) 
[table 1]. these variables were found to be significant risk 
factors for loS greater than 4 days on multivariate analysis 
(both p<0.001) [table 2]. Compliance with immunonutri-
tion was not found to affect loS (p=0.62).

Limitations: non-randomized assignment of expo-
sure could lead to selection bias. multivariate analysis 
comprised of few variables. Single institution study.

Conclusions/Discussion: Both early ambulation and 
absence of anemia significant reduced length of stay in our 
patient population. Further studies in quality improvement 
should be directed at facilitating effective postoperative 
ambulation in our patients, by way of increased access 
and utilization of physical therapy providers and preoper-
ative assessment of mobility, such that patients may have 
tailored and targeted ambulation goals. acknowledging the 
financial benefit of decreasing length of stay for patients, 

a cost analysis to justify these perioperative measures can 
be considered. While immunonutrition was not found to 
impact the patient loS in this study, a future subgroup 
analysis can be performed to identify patient groups that 
may be impacted by this component of eraS.

COLORECTAL TELEMEDICINE VERSUS 
FACE-TO-FACE CLINIC: PATIENT FEEDBACK 
SURVEY.

ePoSter aBStraCtS eP414

o. ekowo, a. Khan, n. Gouveia, a. elgabry
Dartford, United Kingdom

Purpose/Background: telemedicine (tm) clinic is 
gaining grounds in the uK medical practice following the 
national lockdown, colorectal clinic was no exception. 
Studies have shown that the tm clinic was well received.

Hypothesis/Aim: to compare tm vs Face to Face feed-
back and to see if tm has a future in colorectal practice?

Methods/Interventions: this project was undertaken 
with a robust multidisciplinary collaboration involving 
the colorectal surgeons, the colorectal specialist nurses, 
the information, and communication departments of the 
darent Valley Hospital, dartford the united Kingdom. 
during the lockdown, data was collated via telephone 
interview and using online link – a total of 200 feedback 
was received. Post lockdown, data was collated via ques-
tionnaires – a total of 105 feedback were received. the 
result was presented in bar charts and frequency tables.

Results/Outcome(s): 50% (n = 100) of the lockdown 
respondents rated the telemedicine clinic excellent when 
asked how they felt overall; if enough time was given; and 
how the doctors performed. 31% (n = 62) rated the clinic 
very good to good when asked the same questions. on the 
downside, about 19% (n= 38) rated the clinic as poor to 
very poor. However, when the lockdown respondents were 
asked what clinic option they would prefer in the future, 
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146 (73%) of the patients preferred face to face, 30 (15%) 
patients chose telemedicine while 24 (12%) patients were 
indifferent. When we interviewed the post lock-down 
patients attending face to face clinic, the score was compa-
rable to the telemedicine clinic. 55 patients (57.8%) rated 
the clinic as excellent overall, 30 (28.6%) rated the clinic 
very good to good while 20 (19%) rated it poor to very 
poor. However, 85 (80.1%) patients would prefer a face-
to-face clinic in the future.

Limitations: none
Conclusions/Discussion: the telemedicine clinic is 

evidently well received by the patients. However, if wishes 
were horses, most patients still would prefer a face-to-face 
consultation. there are, however, some patients who still 
would want a telemedicine consultation. Future study 
should try to find a bit more about the reasons why people 
prefer one form of consultation over the other. this will 
help us direct the telemedicine clinic to the patients who 
need it. telemedicine appears to have a future in colorectal 
clinic consultation; however, it has to be tailored appropri-
ately to the right patient.

BARRIERS AND FACILITATORS TO THE USE 
OF TELEMEDICINE IN COLORECTAL SURGERY 
PATIENTS.

ePoSter aBStraCtS eP415

m. Katta, C. Shao, i. Herbey, S. modi, l. Gleason, 
i. marques, K. Hair, d. Chu
Birmingham, AL

Purpose/Background: telemedicine use has increased 
during the CoVid-19 pandemic, but uptake among 
patient populations has not been equitable. lack of access 
to technology or broadband connection contributes to the 
digital divide, but additional factors at the provider-level 
may contribute.

Hypothesis/Aim: We aimed to identify barriers and 
facilitators to colorectal patient use of telemedicine with a 
focus on trust and the patient-provider relationship.

Methods/Interventions: Patients 18 years and older 
who were seen via telemedicine at a colorectal surgery 
clinic at a high-volume, tertiary care academic center 
were contacted for participation in this study. Patient 
demographics including age at surgery, race, sex, and 
diagnosis were recorded. Patient health literacy was eval-
uated using the BrieF Health literacy Screening tool. 
the Wake Forest Physician trust Scale (WFPtS) was 
used to measure patient trust in providers. individual 
semi-structured interviews based on developed guides 
explored barriers and facilitators to telemedicine use. 
interviews were recorded and transcribed using landmark. 
Qualitative analysis was conducted using nVivo12 soft-
ware. each coder reviewed the transcript independently, 
convening after initial review for discussion. Final themes 
were analyzed by disease process.

Results/Outcome(s): among 29 participants, 52% 
identified as female, 67% White, 30% Black, and 4% 
latino, which closely mirrors the racial demographics of 
the study region. 33.3% of patients had limited health 
literacy with a mean BrieF score of 17.6 out of 20 (Sd 
3.33). the WFPtS scale ranged from 44 to 50, with a mean 
of 48.5 (Sd 2.1) in both iBd and cancer patients. three 
major themes were identified as important with respect to 
trust during telemedicine visits: trust in providers, trust in 
the institution, and trust in the surgical process. of these, 
provider-level trust appeared to most influence patient 
trust in telemedicine. all participants noted that insti-
tution reputation and surgeon confidence affected trust 
in telemedicine. among cancer participants, the impact 
of transparency and established expectations emerged as 
important themes. among iBd patients, the duration of 
the patient encounter and time spent answering questions 
appeared most relevant.

Limitations: the generalizability of our results may be 
limited because all patients were seen via telemedicine at 
a single institution.

Conclusions/Discussion: Provider-level trust may 
have an increased role in colorectal surgery patients. to 
improve patient trust and telemedicine engagement in 
the colorectal patient population, particularly for those 
affected by chronic disease, providers and healthcare 
systems should build and integrate interventions that 
enhance communication and interpersonal skills.

ASSOCIATION BETWEEN PREOPERATIVE 
HGA1C AND SURGICAL SITE INFECTION IN 
COLORECTAL SURGERY.

ePoSter aBStraCtS eP416

a. Hill, H. Wasvary, m. Ziegler
Royal Oak, MI

Purpose/Background: Hyperglycemia and diabetes 
mellitus are potential risk factors for surgical site infection 
(SSi) after colorectal surgery. the utility of Hba1c to 
predict SSi in this patient population is unknown.

Hypothesis/Aim: to determine if correlation exists 
between Hba1c and SSi after colorectal surgery.

Methods/Interventions: a prospectively maintained 
single institution database of patients evaluated in the 
enhanced recovery after surgery (eraS) clinic undergoing 
elective colorectal surgery was retrospectively reviewed. 
Preoperative Hga1c was assessed within 8 weeks of the 
surgical date as part of the routine preoperative workup. 
data was reviewed from January 2020 through June 2021 
comparing preoperative Hga1c and development of SSi. 
additional variables examined include age, sex, Bmi, 
diagnosis and type of surgery. Significance was determined 
by independent samples t test.
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Results/Outcome(s): a total of 465 patients were 
analyzed; 383 patients (82%) had preoperative Hga1c 
and were included in this study. Patient characteristics 
were similar between groups. SSi was observed in 17 
patients (4.4%). mean Hga1c was 5.9 in the SSi group 
and 5.68 in the non-SSi group. there was no significant 
difference between Hga1c of SSi vs non-SSi patients 
(t=0.99, p>0.05). the mean Bmi in the SSi group, 30.4, 
was not significantly different than the non-SSi group, 
28.9 (t=0.97).

Limitations: retrospective review; possible selection 
bias as patients without Hga1c within 8 weeks of surgery 
were excluded from analysis

Conclusions/Discussion: no relationship between 
Hba1c and SSi in colorectal surgery patients was iden-
tified. Further investigation is needed to determine if 
routine Hba1c testing is of benefit to patients undergoing 
colorectal surgery.

THE ROLE OF LAPAROSCOPY IN EMERGENCY 
COLORECTAL SURGERY.

ePoSter aBStraCtS eP417

H. altoub, m. alhassan, r. alhussain, a. alsubaie, 
F. almomen, a. al-mutairi, S. Bin Gheshayan, 
n. alselaim
Riyadh, Saudi Arabia

Purpose/Background: there has been a wide adoption 
of laparoscopy in elective colorectal surgery with excel-
lent results. However, limited studies have addressed the 
safety of laparoscopic colorectal surgery during emergency 
settings.

Hypothesis/Aim: to assess the outcome of laparoscopic 
approach compared to open in emergency colorectal 
surgery.

Methods/Interventions: a retrospective cohort study 
was conducted in King abdul-aziz medical City, riyadh, 
Saudi arabia. all patients who underwent emergency 
colorectal surgery from 2016- 2021 were included. the data 
of 241 patients were collected and patients were divided 
into two groups (laparoscopic and open) based on the 
surgical approach.

Results/Outcome(s): of these 241 resections, 182 
patients underwent open resection, and 59 underwent 
laparoscopic. most of the patients who underwent open 
and laparoscopic approach group had a high american 
association of anasthesia (aSa) score (64.6% vs. 66.1%, 
p=0.838), similarly obesity (10.6% vs. 11.9%, p=0.761) 
and smoking (12.6% vs. 13.0%, p=0.950) were equivalent 
in both groups. of those who underwent open approach 
majority of them presented with pre-operative sepsis 
(31.9% vs. 9.4%, p= 0.001) with a White blood cell count 
mean of 11.75 ±7.18 compared to 10.11 ±9.13. in terms 
of intra-operative intervention, diverting stoma formation 
was more common in patients who underwent laparoscopy 

(41%), while the left hemicolectomy was more common 
open surgery group (30.5%). in addition, mean blood loss 
in the open technique was slightly higher a 182.9 ±283.4 
p=0.003. the length of stay in the intensive care (iCu) 
stay was shorter in the laparoscopic group with a mean of 1 
day ±3 compared to 7 days ±16 in the open surgery group. 
the mean length of stay for patients undergoing laparo-
scopic resection was 14 days ±18 vs. 23 days ±28 p= 0.005. 
lastly, 30-day mortality was higher in the open approach 
group (14.3% vs. 3.4%, p=0.023). after performing multi-
variable logistic regression, colorectal surgeons were the 
only significant predictor of the likelihood of undergoing 
laparoscopic approach an increased by 83% compared to 
non-colorectal surgeons with an odds ratio (or) of (0.17 
95% confidence interval (Ci) 0.04-0.71). the patients who 
had laparoscopic resection had 85% lower odds of 30-day 
mortality with an adjusted or of (0.15, 95% Ci 0.01-1.8). 
Furthermore, there was no statistically significant differ-
ence between the two groups in length of stay (or 0.009, 
95% Ci -7.10- 8.11), readmission (or 2.31, 0.52- 10.23), 
reoperation (or 0.37, 0.11- 1.29).

Limitations: Several limitations impacted our results; 
these include being of retrospective nature. in addition, 
the sample size might hinder detection of significant asso-
ciation when adjustment of variables is attempted.

Conclusions/Discussion: the use of laparoscopy in 
emergency colorectal surgery is safe and feasible with a 
trend of better outcomes. Colorectal surgery specializa-
tion is an independent predictor of increase likelihood of 
undergoing laparoscopy in emergency colorectal surgery.

POSTOPERATIVE PAIN MANAGEMENT AFTER 
ROBOTIC AND LAPAROSCOPIC COLORECTAL 
RESECTION.

ePoSter aBStraCtS eP418

y. Berger, C. Fong, S. imtiaz, n. Khajoueinejad, S. Park, 
t. li, S. Kim, u. Sarpel
New York, NY

Purpose/Background: the etiology of postoperative 
pain is multi-factorial. While several surgical subspecialties 
have suggested that a robotic approach is advantageous 
compared to laparoscopy, results are inconclusive.

Hypothesis/Aim: analysis of minimally invasive 
approaches to colorectal surgery with a focus on postop-
erative pain.

Methods/Interventions: this is a retrospective, single 
institution cohort study of 450 patients who underwent 
colon and rectal surgery at a large academic institution in 
an urban setting. all patients who underwent laparoscopic 
and robotic surgery between January 2018- June 2021 were 
included in the study. the primary outcome measures 
were postoperative pain scores and amount of intravenous 
and oral pain medications administered after surgery. 
Secondary outcome variables included incision/extraction 
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site, tobacco or alcohol use prior to surgery, and other 
factors related to the primary outcome measure. analyses 
were performed with r and SPSS.

Results/Outcome(s): 150 robotic surgeries were 
compared to 300 laparoscopic surgeries. the groups were 
comparable in sex, age and Bmi distribution (see table 1).  
the majority of patients were aSa ii (lap 62%, robot 
58%). our cohort had a significantly larger proportion of 
iBd patients in the laparoscopic group (lap 34%, robot 
4.7%, p=0.0001). laparoscopic operations had the most 
lower midline incision extraction sites (n=84, 28%) while 
robotic operations had the most Pfannenstiel incisions 
for extraction site (n=44, 29%), but the extraction sites 
were variable. most patients were never smokers in both 
groups (lap 61%, robot 68%). there were more occasional 
alcohol users in the laparoscopic group (47%), while there 
were more never alcohol users in the robotic group (56%). 
the average postoperative day for stopping intravenous 
pain medications was day 5 (median day 4) for all-comers, 
while the average was Pod 5.3 for robotic surgery (range 
1-29) and Pod 4.7 (range 1-18). looking at Pod 1-5, 
the average pain score was lower for robotic surgery than 
for laparoscopic surgery, as was the daily oral morphine 
equivalent.

Limitations: our sample size is adequate but reflects 
a wide range of physician and institutional practices in 
regards to operative decision-making and postoperative 
pain control.

Conclusions/Discussion: robotic colon and rectal 
surgery patients have less daily pain medications postop-
eratively compared to laparoscopic surgery, although the 
intravenous pain medication stop date was equivalent. 
additional multivariate analyses will look at patient and 
practice factors contributing to these outcomes.

COMPLIANCE WITH ERAS GUIDELINES AT 
HIGH VOLUME COLORECTAL CENTERS AND 
THE EFFECT ON PERIOPERATIVE OUTCOME 
METRICS.

ePoSter aBStraCtS eP419

Z. roberts1, C. Hart1, S. Stringfield1, m. mueller2, 
n. Bowman2, S. milan2, W. Peters1, a. Fichera1

1Dallas, TX; 2Temple, TX

Purpose/Background: enhanced recovery after 
Surgery (eraS) reduces morbidity, length of stay and 
improve recovery after colorectal surgery. We sought to 
evaluate the impact of compliance with our eraS protocol 
on several nSQiP quality metrics.

Hypothesis/Aim: to investigate the effect of compli-
ance with eraS protocol on nSQiP quality metrics in 
colorectal surgery.

Methods/Interventions: We conducted a retrospective 
review of our nSQiP database looking at eraS colorectal 
surgery patients at Baylor university medical Center and 
Baylor Scott and White medical Center- temple between 
december 2018 and January 2021. eraS measures inves-
tigated included preoperative clear liquids up to 2 hours 
prior to surgery, preoperative Vte prophylaxis, post-
operative incentive spirometry, and postoperative early 
ambulation. nSQiP metrics included were postoperative 
unplanned intubation, postoperative acute renal failure, 
and postoperative Vte/Pe. Bivariate analysis was used 
to compare metric outcomes for compliance. Bivariate 
association between categorical variables were assessed by 
Fisher’s exact test. multivariable logistic regression analysis 
was used to assess adjusted effect of eraS compliance 
metrics with occurrence of complications.

Results/Outcome(s): We reviewed 1129 patients 
within the nSQiP database who underwent colorectal 
surgery at the two highest volume centers within the 
Baylor Scott & White Health System. our compliance 
rates were 58.4% for preop clear liquids, 45.6% for preop-
erative chemical Vte prophylaxis, 79.9% for postoperative 
incentive spirometry use, and 43.2% for postoperative early 
ambulation. of the nSQiP postoperative quality metrics 
evaluated we reported 9 (0.8%) unplanned intubations, 
6 (0.5%) episodes of acute renal failure, and 13 (1.5%) 
postoperative Vte/Pe. multivariate analysis found that 
a reduction in unplanned intubations was associated with 
compliance with preoperative clear liquids (1.5% vs 0.3%, 
p=0.04) and with postoperative incentive spirometry 
(2.2% vs 0.4%, p=0.02). Compliance with the other eraS 
metrics showed no association with the measured nSQiP 
postoperative quality metrics (table 1).

Limitations: the statistical power of the study was 
limited due to low incidence of the measured nSQiP 
postoperative quality metrics to fit a stable multivariable 
model.
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Conclusions/Discussion: Compliance with preoper-
ative clear liquids up to two hours prior to surgery and 
postoperative incentive spirometry were associated with 
decreased postoperative reintubation rates. Given the low 
incidence of postoperative acute renal failure, and post-
operative Vte/Pe our study lacked the statistical power 
to demonstrate any associations. Further investigation is 
needed to evaluate the connection between preoperative 
clear liquids and reintubation rates.

REDUCING READMISSIONS AFTER ILEOSTOMY 
CREATION.

ePoSter aBStraCtS eP420

K. mayers, J. moyer, m. Fejka, J. Bleier
Philadelphia, PA

Purpose/Background: Patients face many challenges 
following construction of a new ileostomy, and compli-
cations including dehydration and electrolyte imbalances 
remain common. reported 30-day readmission rates after 
ileostomy construction are as high as 12.4-35.4%.

Hypothesis/Aim: to implement an automated outpa-
tient monitoring tool to reduce readmission rates following 
construction of a new ileostomy.

Methods/Interventions: Following construction of a 
new ileostomy, patients received standardized education 
and were given the option to enroll in a text message 
based monitoring service. Patients received daily prompts 
to submit ostomy output volumes when emptying their 
appliance, which was recorded through a platform in the 
electronic medical record in 8, 16, and 24 hour incre-
ments. if volumes fell above or below established param-
eters, providers were notified and patients were contacted 
for appropriate interventions. Prospective data regarding 
interventions and readmissions were collected over a 14 
month period following implementation of the service and 
compared to retrospective institutional data collected over 
a 4 year period.

Results/Outcome(s): Between 2015 and 2019, the 
median 30-day readmission following construction of a 
new ileostomy was 24.6%. Since implementation, thirty 
eight patients have enrolled in the text based program, and 
30 patients (78.9%) participated for their full two or four 
week registered period. of those completing the program, 
twelve patients indicated high ileostomy output on a total 
of 18 occasions and were instructed to either increase 
oral intake, adjust medications, or receive intravenous 

hydration. three of these patients (7.8%) required hospital 
readmission within 30 days, though only one of these 
(2.6%) was directly related to complications associated 
with the ileostomy. of the eight patients who cancelled 
or did not complete their enrollment period, one required 
multiple hospital readmissions related to ostomy care and 
fluid management, and two required readmission for unre-
lated medical problems.

Limitations: this study is limited by its small sample size 
in the early phases of a pilot program.

Conclusions/Discussion: Hospital readmission for 
dehydration and electrolyte imbalance after ileostomy 
construction is common and represents a significant 
health care cost burden. early recognition is key in limiting 
complications associated with high output ostomies. our 
text messaging based application facilitates communica-
tion with patients and timely intervention by providers. 
our data suggests this may dramatically reduce early 
hospital readmission rates.

GENDER DISPARITIES RELATED TO 
COMPENSATION THROUGH MEDICAL 
INDUSTRY AMONGST COLORECTAL 
SURGEONS.

ePoSter aBStraCtS eP421

P. Parikh, J. driver, S. esteva, n. Griggs, G. ogola, 
K. Wells, W. lichliter, S. Stringfield
Dallas, TX

Purpose/Background: Based on the Physician Payment 
Sunshine act, medical companies publicly disclose 
payments made to physicians through the Centers for 
medicaid and medicare Services (CmS). Currently, there 
is sparse knowledge on commercial earnings related to 
gender and geography by Colorectal Surgeons (CrS).

Hypothesis/Aim: to determine whether there are 
gender disparities and/or geographic variations related to 
commercial earnings through medical industry by CrS.

Methods/Interventions: datasets from 2014-2020 were 
published by the Centers for medicaid and medicare 
Services (CmS) and accessed at https://www.cms.gov/
openPayments/data/dataset-downloads. they were 
filtered to only include payments to CrS. datasets were 
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further coded manually by gender and geographic region 
(middle atlantic, new england, South, Southwest, 
midwest, West). analysis was conducted using SaS 
enterprise Guide (version 8.2) statistical software. all tests 
were two-sided with a statistical significance level set at  
p < 0.05.

Results/Outcome(s): overall, 24% of CrS in the data-
base were female and 76% were male, reflecting the national 
distribution. the number of female surgeons receiving 
payments from a medical device company increased 1.5x 
from 2014-2020. However, women earned significantly 
less than men each year (p<0.0001, Figure 1). on average, 
6-year cumulative earnings per woman were $8,473 vs 
$20,699 per man from device companies (p<0.0001). 
Per event, men earned 1.6x more than women through 
medical device companies ($425 vs $265, p<0.0001). the 
largest difference in median earnings between women 
and men was related to consulting fees through a medical 
device company ($813 vs $2,700, p<0.01) and compensa-
tion by pharmaceutical companies ($1,820, iQr $1,575-
2,522 vs $13,725, iQr $6,822-39,803, p<0.01). While the 
number of women and men affiliated with pharmaceutical 
companies decreased from 2014-2020, the average 6-year 
cumulative earnings per woman was half as much as per 
man ($2,329 vs $4,268, p<0.0001). regionally, the greatest 
number of CrS were noted in the South (women=448, 
men=1701), and this is where the greatest disparity in 
earnings was seen. Significantly fewer women in the South 
were in the top 75th (22.1% vs 28.6%), 90th (6.7% vs 
13.1%), and 95th (2.7% vs 8.3%) percentile of national 
earners compared to men (p<0.01). overall, women 
composed only 8.9% of the top 30 highest paid CrS annu-
ally through industry from 2014-2020.

Limitations: limitations include the descriptive 
and retrospective nature of the data. the dataset does 
not consider surgeon experience, which may influence 
compensation rates.

Conclusions/Discussion: Gender disparities related to 
compensation amongst CrS from medical industry remain 
persistent over the past several years. this dichotomy may 
be most prevalent in the southern uS. on average, women 
earn less for each individual event, leading to less compen-
sation overall than their male colleagues within CrS.

WHICH COMPLICATIONS CARRY THE 
GREATEST RISK OF DEATH AFTER 
COLORECTAL RESECTION?

ePoSter aBStraCtS eP422

W. Kane, K. lynch, G. Squeo, S. Hoang, C. Friel, 
t. Hedrick
Charlottesville, VA

Purpose/Background: over 90% of complications and 
80% of deaths occur within the first 30 days after surgery. 
the timing and impact of individual complications on early 
mortality after colorectal resection is not well-described.

Hypothesis/Aim: this study sought to identify compli-
cations associated with early mortality after colorectal 
resection.

Methods/Interventions: Patients within the american 
College of Surgeons national Surgical Quality improvement 
Program (aCS nSQiP) targeted Colectomy (2013-2019) 
and targeted Proctectomy datasets (2016-2019) were 
included. Patients with a complication (e.g., wound infec-
tion) present at the time of surgery were excluded. 
Complications were divided into primary (surgical site 
infection, wound disruption, pneumonia, deep vein throm-
bosis, pulmonary embolism, urinary tract infection, stroke, 
or myocardial infarction) and secondary (unplanned intu-
bation, ventilator for > 48 hrs, progressive renal insuffi-
ciency, acute renal failure, sepsis, or return to the operating 
room). univariate and risk-adjusted multivariable analyses 
were performed to identify aCS nSQiP-defined postoper-
ative complications associated with 30-day mortality.

Results/Outcome(s): 240,393 patients were included, 
of whom 3,824 (1.6%) died within 30 days postoperatively. 
64.8% of patients who died within 30 days experienced 
a complication, compared to just 15.7% of patients who 
survived to 30 days (p<0.001). Both primary (40.5% vs. 
12.7%, p<0.001) and secondary (53.8% vs. 7.2%, p<0.001) 
complications were more frequent among patients who 
died. the median postoperative days until a primary 
and secondary complication was 9 (iQr 5-15) and 7  
(iQr 3-13), respectively, with the timing of individual 
complications ranging widely (Figure 1A). after adjust-
ment for aCS nSQiP estimated probability of mortality, 
development of a primary complication was associated 
with a modestly increased odds of death (aor 1.6, 
p<0.001) while development of a secondary complication 
was associated with a greatly increased odds of death 
(aor 9.3, p<0.001). unplanned intubation demonstrated 
the strongest association with 30-day mortality (aor 
14.6, p<0.001), followed by stroke/cerebrovascular acci-
dent (aor 8.7, p<0.001), and acute renal failure (aor 
5.1, p<0.001) (Figure 1B). additionally, the number of 
complications experienced by postoperative day 5 was 
strongly predictive of 30-day mortality, with each addi-
tional complication carrying a 197% increased odds of 
death (aor 2.97, p<0.001, c statistic 0.922).
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Limitations: retrospective design, selection bias, data-
base constraints.

Conclusions/Discussion: death is rare following 
colorectal surgery, though closely associated with the 
development of a complication. there is wide variability 
in the timing and impact of individual complications on 
mortality. early identification and treatment of primary 
complications prior to the development of additional or 
secondary complications is key to preventing mortality.

A. timing of postoperative complications. Box with error bars rep-
resents median with iQr. B. risk-adjusted association of complications 
with 30-day mortality. Circle with error bars represents adjusted odds 
ratio with 95% Ci. SSi = surgical site infection, dVt = deep vein 
thrombosis, or = operating room, CVa = cerebrovascular accident.

A COMPARISON OF ROBOT-ASSISTED 
LAPAROSCOPIC AND CONVENTIONAL 
LAPAROSCOPIC COLORECTAL SURGERIES.

ePoSter aBStraCtS eP423

J. Flanagan, S. Soliman, Z. nemeth, P. Pourghaderi, 
r. rolandelli
Morristown, NJ

Purpose/Background: after the recent introduction 
of robot-assisted laparoscopic surgery (rlS), there has 
been ongoing discussion regarding the superiority of this 
approach over conventional laparoscopic surgery (ClS).

Hypothesis/Aim: We sought to elucidate if rlS is asso-
ciated with more favorable clinical outcomes than ClS.

Methods/Interventions: using data from a high-volume 
single institution in new Jersey, we identified 186 patients 
who underwent an elective rlS or ClS sigmoid resection 
for colon cancer or diverticulitis in 2019 and 2020. We 
analyzed operation time, hospitalization cost, compli-
cations, re-admissions, re-operations, and lymph node 
retrieval.

Results/Outcome(s): operation time and operation 
to discharge time were not significantly different among 
patients undergoing surgery for colon cancer and divertic-
ulitis (p>0.05). nevertheless, rlS was significantly more 
costly (86,221 ± 28,671 vs. 70,706 ± 11,928, p<0.001) 
for patients with diverticulitis. likewise, among patients 
with colon cancer, the cost for ClS was lower than rlS, 
but this difference did not reach statistical significance 
(78,455 ± 13,718 vs. 71,942 ± 10,684). additionally, 
rates of post-operative complications (14.9% vs. 6.2%), 
anastomotic leaks (3.0% vs. 0.0%), readmissions (6.0% vs. 

4.9%), and reoperations (7.5% vs. 3.7%) were higher but 
not significantly among patients undergoing rlS for diver-
ticulitis. likewise, these parameters were not significantly 
different among colon cancer patients. lastly, we found 
that both rlS and ClS resulted in similar rates of lymph 
node retrieval among patients with colon cancer (21.48 ± 
7.77 vs. 22.18 ± 9.81).

Limitations: this study is a retrospective chart review, 
which inherently limits our ability to study large patient 
populations and parameters, such as quality of life. not 
only this but this analysis is based on a single institution’s 
experience; therefore, these results may not be generaliz-
able nationwide.

Conclusions/Discussion: in a single institution’s expe-
rience with minimally invasive surgery, our data demon-
strate that the benefit of rlS over ClS in colon resections 
for diverticulitis and colon cancer is not evident, espe-
cially due to the fact rlS is more expensive. However, 
with more experience with rlS in colorectal surgery and 
improvements in robot instrumentation, this paradigm may 
shift.

A NOVEL NEGATIVE PRESSURE DEVICE (NPD) 
RESULTS IN LOWER SSI IN PRIMARILY CLOSED 
STOMA (PCS) SITE.

ePoSter aBStraCtS eP424

J. Wang, J. Wlodarczyk, e. noren, K. Cologne, 
m. duldulao, S. Koller, C. Hsieh, J. Shin
Los Angeles, CA

Purpose/Background: PCS has high rates of SSi. as a 
result, wounds are most often left open. nPWt on closed 
incisions reduces SSis. We evaluated the effect of a cost- 
effective hand pumped nPd on SSi rate of PCS.

Hypothesis/Aim: the use of nPseal® (nPd) on PCS 
significantly reduces SSi when compared to historical 
controls.

Methods/Interventions: in this retrospective investiga-
tor-initiated study, consecutive patients who underwent 
stoma reversal surgery with primary wound closure dressed 
with nPseal® from may 2021 to September 2021 were 
identified. nPseal® was left in place for 3-5 days post- 
operatively. the primary endpoint of the rate of surgical 
site infection within 30 days of operation was compared 
to that of historical controls from published randomized 
controlled trials. Wound healing complications (seroma 
formation, wound dehiscence, cellulitis), the length of 
hospital stay, as well as rates of readmission and reoper-
ation were reported. Fisher’s exact test for discrete data 
and student t-test for continuous were used for statistical 
analysis.

Results/Outcome(s): 21 patients (11 male [52%]; mean 
age [59 +/- 13 year]) received nPseal® (nPd) application 
after PCS. mean Bmi was 29.3 +/-10.5. 4 patients had a 
colostomy (19%) and 17 ileostomy (81 %). SSi rate was 
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significantly lower than that of reported historical controls 
(0 vs. 30 %, p < 0.02). one patient developed a partial 
separation of the wound. no other wound complications 
such as seroma or cellulitis were observed.

Limitations: this is a retrospective observational study 
with small sample size and no concurrent control.

Conclusions/Discussion: Prophylactic use of nPseal® 
(nPd) allows primary closure of the wound following 
stoma reversal with low incidence of SSi and other wound 
complications. Further study with larger sample size and 
randomization is warranted.

EXPLORING THE IMPACT OF THE COVID-19 
PANDEMIC ON PATTERNS OF COLORECTAL 
SURGICAL CARE.

ePoSter aBStraCtS eP425

J. tong, r. Straker, e. Pettke, S. Shanmugan, n. Saur, 
C. aarons, J. Bleier, n. mahmoud
Philadelphia, PA

Purpose/Background: the CoVid-19 pandemic 
resulted in major disruptions in surgical care due to limited 
resources and concerns over in-hospital transmission. 
temporary pauses in elective colonoscopies delayed diag-
nosis for many colorectal diseases. it is unclear how these 
delays impacted colorectal surgical care.

Hypothesis/Aim: We aim to examine changes in 
patterns of colorectal surgical care during the CoVid-19 
pandemic.

Methods/Interventions: We performed a single- 
institution retrospective observational study including six 
surgeons examining changes in the relative proportions 
of procedures performed for three major surgical disease 
categories: colorectal cancer, diverticulitis, and inflam-
matory bowel disease (iBd). We examined case volumes 
across three large affiliated hospitals from January 1, 2019 
to december 31, 2020. trends in surgical case volume for 
patients with colorectal cancer, diverticulitis, and iBd 
were compared. We then examined trends in monthly 
mean follow-up time measured in days between time of 
surgical referral to time of surgery.

Results/Outcome(s): our study identified 956 
colorectal surgeries over the 2-year period. there were 
more total procedures done in 2019 relative to 2020 
(520 vs 436). Following march 2020, monthly surgical 
case volume decreased, driven primarily by decreases in 
diverticulitis and iBd case volume. trends in cancer case 
volume remained relatively unchanged throughout the 
pandemic. See Figure 1. We noted no rise in emergent 
colorectal surgery case volume. on average, there were 6 
emergent cases per month compared to 4 cases per month 
in the six months before and after march 2020. average 
wait time to surgery increased from 77 days to 114 days 
in the six months immediately before and after march 

2020 driven primarily by rectal cancer patients receiving 
neoadjuvant chemoradiation. Pre-pandemic wait times 
ranged from 39 days for colon cancer patients to 236 days 
for rectal cancer patients receiving neoadjuvant therapy. 
Post-pandemic, average wait times ranged from 57 days for 
colon cancer patients to 282 days for rectal cancer patients 
requiring neoadjuvant therapy.

Limitations: this is a single-institution case series 
which limits generalizability. However, given the increased 
availability in resources at a major academic institution, 
the shifts and potential delays in surgical care noted in this 
study may be greater at smaller hospitals.

Conclusions/Discussion: Surgical case volume 
decreased following the pandemic, driven primarily by 
decreases in cases for iBd and diverticulitis. despite 
these changes, we noted no large rise in the rates of 
emergent colorectal surgery suggesting the potential 
success of medical management of diverticulitis and iBd. 
examination of outpatient wait time revealed a rise in the 
average wait time to surgery. this data may be helpful in 
better understanding the potential future surgical needs 
of a large population of patients whose care was deferred 
during the pandemic.

COMPLIANCE TO AN ENHANCED RECOVERY 
AFTER SURGERY (ERAS) PROTOCOL FOR 
COLORECTAL SURGERY AT THE PHILIPPINE 
GENERAL HOSPITAL.

ePoSter aBStraCtS eP426

G. Jazon, m. lopez, H. monroy, m. onglao
Manila, Philippines

Purpose/Background: to determine compliance rates 
of patients and healthcare providers in the implementation 
of an eraS protocol. this covered compliance measures 
from various phases of care – pre-admission, preoperative, 
intraoperative, and postoperative. elements of the protocol 
were collected analyzed for compliance

Hypothesis/Aim: using the eraS protocol, the study 
aimed to determine the compliance rates in patients who 
underwent elective colorectal surgery
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Methods/Interventions: this was a retrospective cohort 
study. all adult patients (18 years and above) seen and 
managed, enrolled in eraS, and who underwent elective 
colorectal surgery at PGH from January 2018 to June 2021 
were included in the study

Results/Outcome(s): of the 371 patients included in 
the study, most were males with a 1.21:1 male-to-female  
ratio, and a mean age of 54.86 years (range 19-81). 
among the 23 elements investigated, preoperative antibi-
otics administration obtained the highest compliance rate 
(96.5%). the areas of low compliance were Vte prophy-
laxis (9.4%), cessation of alcohol intake (13.2%), and 
postoperative gut stimulation (17.7%). overall compliance 
to the 23 elements for the entire duration of the study was 
55.8%

Limitations: information on the reasons for low compli-
ance to several elements should be identified to allow for 
corrective measures to be executed and, possibly, docu-
ment an improvement in compliance. improvements in 
record-keeping will also need to be implemented as there 
were missing data, particularly at the beginning of the 
study period

Conclusions/Discussion: the eraS protocol 
is well-documented and standardized in the setting of 
colorectal surgery with the use of the eraS interactive 
audit System. However, full compliance with the proto-
cols is crucial and often difficult to accomplish. one 
recommendation is to perform a more regular audit of 
patient records to identify elements that need closer atten-
tion. Finally, since the implementation of eraS in our 
setting, the hospital length of stay significantly reduced to 
a mean of 6.7 days from 12.06 from year 2014. this may 
likely result in reduced cost of hospitalization and more 
patients attended to (due to the higher turnover rate).

THE IMPACT OF A COLORECTAL FELLOWSHIP 
ON PATIENT OUTCOMES.

ePoSter aBStraCtS eP427

e. rosenfeld, C. Vigna, t. Cataldo, a. Fabrizio, 
K. Crowell, e. messaris
Boston, MA

Purpose/Background: teaching hospitals need to 
balance the educational mission with patient safety. the 
objective of this study was to compare patient outcomes 
before and after the introduction of a colorectal fellowship.

Hypothesis/Aim: We hypothesized that patient-centric 
outcome metrics would not be affected by the integration 
of colorectal fellows into patient care.

Methods/Interventions: a retrospective review was 
performed using our institutions national surgical quality 
improvement database. all patients undergoing colec-
tomies and proctectomies from prior to the creation of 
our colorectal fellowship (2017-2019) were compared to 
the fellowship cohort (2019-2021). Hospital length of 

stay, re-admissions, operative times and post-operative 
outcomes were compared. results are reported as [median 
(iQr)].

Results/Outcome(s): of the 655 patients in the pre-fel-
lowship cohort, 364 (56%) were colectomies. 410 (63%) 
cases were performed laparoscopically, 62 (10%) open, 126 
(19%) robotically and 53 (18%) using single incision lapa-
roscopy. of the 609 patients in the fellowship cohort, 417 
(68%) were colectomies. 258 (42%) cases were performed 
laparoscopically, 106 (17%) open, 62 (10%) robotically, 
183 (30%) using single incision laparoscopy. Patient base-
line characteristics were balanced among groups except for 
the american Society of anesthesiologists (aSa) score 
which was higher in fellowship cohort (3 vs 2; p<0.01). 
outcomes including hospital length of stay (4 days vs 
3), post operative kidney injury (1% vs 0%), deep vein 
thrombosis (1% vs 1%), urinary tract infections (2% vs 
1%), re-admissions (11% vs 11%), surgical site infections 
(2% vs 2%), sepsis (2% vs 3%), unplanned re-operation 
(6% vs 5%) and anastomotic leak (5% vs 5%) were similar 
(p>0.05). the need for post operative transfusions (5% vs 
11%; p=0.04) and operative time (138min vs 168; p<0.01) 
increased in the fellowship period. on multivariate regres-
sion, the increased operative time was associated with 
the type of procedure [colectomy 133 min (95-179) vs 
proctectomy 192 (141-249); p<0.01], operative approach 
[robotic 225 mins (169-298), SilS 152 (117-202), open 
146 (100-217), laparoscopic 135 (117-202); p<0.01], 
and faculty performing the procedure (median range 118 
min-248; p<0.01). the postgraduate level of the assisting 
resident did not affect operative time (p>0.05); the need 
for blood transfusions within 72 hours of the procedure was 
associated with patients aSa score. all aSa 5 patients 
requiring blood, 38% of aSa 4 and 12% of aSa 3 patients 
(p<0.01). When patients were matched by aSa score 
there was no difference in the need for transfusion between 
the cohorts.

Limitations: there may be other confounders which 
occurred over this extended time period which were not 
measured.

Conclusions/Discussion: initiating a colorectal fellow-
ship did not affect patient outcomes. training of fellows in 
a high-performing center can be effectively implemented 
without compromising patient safety.
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BACK TO THE BASICS: ELEVATED CRP 
DOES NOT ADD ANY DIAGNOSTIC VALUE 
IN IDENTIFYING ANASTOMOTIC LEAK IN 
PATIENTS WITHOUT CLINICAL SIGNS OF 
INTRAABDOMINAL SEPSIS.

ePoSter aBStraCtS eP428

P. Bystrom, C. esparza-monzavi, a. mellgren, G. Gantt, 
a. Perez-tamayo, V. Chaudhry
Chicago, IL

Purpose/Background: C-reactive Protein (CrP) has 
been used to predict possible anastomotic leak (al). 
there is limited evidence in evaluating the post operative 
outcomes of isolated CrP elevation in patients without 
clinical suspicion (CS) of intraabdominal sepsis.

Hypothesis/Aim: to evaluate the use of CrP as an 
adjunct for post operative management after colorectal 
resection and anastomosis.

Methods/Interventions: Patients who had colorectal 
anastomosis between 2018 and 2021 were identified 
through our institutional redCap database and a retro-
spective chart review was performed. all patients who had 
CrP drawn on post operative day 3 were included. CS of 
intraabdominal sepsis was defined as a temperature >38°C, 
sustained tachycardia >100bpm on two separate measure-
ments at least 4 hours apart, and/or leukocytosis with 
WBC>12,000 at the time of CrP collection. elevated CrP 
was defined as >170mg/l. Variables collected included 
length of stay (loS), readmission rate, and need for abscess 
drainage within 30 days of anastomosis. Categorical vari-
ables were compared via Chi-squared test and means were 
compared via independent t-test.

Results/Outcome(s): a total of 176 patients under-
went colorectal anastomosis. of these, 102 patients met 
inclusion criteria. thirty-seven patients had CS of intraab-
dominal sepsis. Patients with CS for intraabdominal sepsis 
had longer loS (11.1 vs 5.2 days; p<0.01), underwent 
more imaging (54% vs 23%; p<0.01), and had a higher 
al rate (19% vs 3%; p<0.01) compared to those without 
CS for intraabdominal sepsis. in the group without CS for 
intraabdominal sepsis, 7 patients had elevated CrP and 58 
patients had normal CrP. the elevated CrP group had a 
median loS of 6 days compared to 4 days in the normal 
CrP group. 28.5% of patients with isolated CrP elevation 
underwent additional imaging and none of these patients 
were found to have al.

Limitations: our analysis was limited by small sample 
size and the retrospective nature of the study.

Conclusions/Discussion: in our institution, patients 
with elevated CrP without CS of intraabdominal sepsis 
showed a trend towards increase loS and additional 
imaging without clinical benefit to the patient. these 
patients may be better served with closer follow-up. Future 
studies should focus on evaluating the role of routine CrP 
values in the absence of CS of intrabdominal sepsis.

DO YOU GET WHAT YOU PAY FOR? PRICE 
VARIATION AND VALUE OF COLECTOMY.

ePoSter aBStraCtS eP429

a. esposito, W. laird, i. leeds, a. mongiu, V. reddy, 
W. longo, H. Pantel
New Haven, CT

Purpose/Background: Starting in 2021 Centers for 
medicare & medicaid Services (CmS) mandated hospitals 
publish prices for procedures to allow patients to compare 
price for elective medical services. the details and utility 
of these prices is not known.

Hypothesis/Aim: We aimed to evaluate variation in 
hospital listed prices for colectomy, as well variation in 
value for colectomy between hospitals based on the rela-
tionship of price and quality.

Methods/Interventions: unnegotiated prices were 
extracted from hospital websites in compliance with the 
current CmS mandate for price transparency. Prices for 
current procedural terminology (CPt) codes for segmental 
colectomy (44140, 44141, 44143, 44144, 44160, 44204, 
44205, 44206), total or subtotal colectomy (44150 and 
44210), and diagnosis related groups (drG) for major 
small and large bowel procedures (329, 330,331) were 
extracted. Value was analyzed as the association between 
hospital listed price and the quality of the hospital 
performing it. Quality of a hospital in a colorectal surgery 
was defined as the specialty specific u.S. news & World 
report score for Gastroenterology and Gi Surgery. Value 
analysis was only done on hospitals given a score. a simple 
linear regression was used to examine if price was associ-
ated with quality.

Results/Outcome(s): Pricing information was extracted 
from 2,586 hospitals. Price availability by CPt ranged 
4-15%(97/2,586 for 4421, 394/2,586 for 44140). Variation 
was highest for CPt 44204 (median $5,376, interquartile 
range $3,76), lowest for CPt 44210 (median $3,798, 
interquartile range $2,319). Price variation by drG ranged 
from 40-42% (1038/2,586 for 329, 1094/2,586 for 331). 
Variation was highest for drG 329 (median $54,915, 
interquartile range $45,213), lowest for CPt 331 (median 
$29,676, interquartile range $25,345). Full price variation 
data by CPt and drG are in Figure 1 a-B. Value as a 
function of mean normalized hospital price for colectomy 
by CPt or drG to the quality of the hospital performing 
the procedure displayed in Figure 1 C-d. no association 
was seen when the average normalized price of colectomy 
was compared to hospital quality. However, a positive 
linear relationship was observed between the normalized 
price a hospital charges for the drG of major small and 
large bowel procedure and the quality of the hospital 
performing it (p<0.001, r2 0.02305).

Limitations: Hospital compliance with the mandate was 
low. use of u.S. news & World report score as a measure 
of quality may not completely encompass this complicated 
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metric. unnegotiated prices were used to control for payer 
agreements, but they represent the actual price paid for a 
relatively minority of patients.

Conclusions/Discussion: a high degree of variation 
in hospital listed prices for colectomy exists. When exam-
ining drG pricing a some of this variation is positively 
correlated with hospital quality. Patients may need to 
consider hospital quality when considering variations of 
listed prices, as a higher price was associated with higher 
quality.

Figure 1. a and B, Variation analysis based on box plot of hospital pric-
es for colectomy by CPt and major small and large bowel procedure by 
drG. C and d, Value analysis based on simple linear regression of hos-
pital normalized price by CPt and drG to specialty specific u.S. news 
& World report score for Gastroenterology and Gi Surgery.

NATIONAL TRENDS IN OUTCOMES 
FOLLOWING COLORECTAL CANCER 
RESECTION: SOME HOSPITALS ARE NOT 
KEEPING UP.

ePoSter aBStraCtS eP430

C. aquina1, a. Becerra2, n. Changoor1, m. albert1, 
m. Soliman1, J. monson1

1Orlando, FL; 2Chicago, IL

Purpose/Background: textbook oncologic outcome 
(too) is a composite measure representing the ideal 
outcome following cancer surgery. national and hospital 
trends in too following colorectal cancer resection are 
currently unknown.

Hypothesis/Aim: to assess trends in achievement 
of quality metrics and too following colorectal cancer 
resection

Methods/Interventions: Patients who underwent resec-
tion of stage i-iii colorectal adenocarcinoma diagnosed 
between 2010-2017 were identified within the national 
Cancer database. too was defined as: adequate lymph 
node yield (≥12), negative distal margin, negative circum-
ferential margin, no prolonged length of stay (loS) (colon 
cancer: <13 days; rectal cancer: <14 days), no unplanned 
30-day hospital readmission, no 90-day postoperative 
mortality, and receipt of guideline-concordant chemo-
therapy and/or radiation. trends in outcome measures and 
too (2015-2017 vs. 2010-2012) were compared using 
bivariate and mixed-effects analyses.

Results/Outcome(s): among 230,031 colon cancer 
resections and 38,097 rectal cancer resections, there was 
significant improvement in achievement of all quality 
metrics for colon cancer (adequate lymph node yield: 
84.6%->90.7%; negative distal margin: 95.3%->96.2%; 
negative circumferential margin: 89.1%->91.3%; prolonged 
loS: 9.8%->7.9%; readmission: 5.5%->4.9%; 90-day 
mortality: 5.7%->4.1%; chemotherapy: 71%->72.7%; 
too: 58.6%->66.2%) (all p<0.001) and rectal cancer 
(adequate lymph node yield: 55%->65.3%; negative distal 
margin: 92.6%->93.2%; prolonged loS: 8.5%->6.8%; 
readmission: 5.9%->5.4%; 90-day mortality: 3.7%->2.1%; 
too: 23.5%->27.8%) (all p<0.01) except for negative 
circumferential margin (84.7%-> 84.6%; p=0.86) and 
chemoradiation (46.4%->46.6%; p=0.68). across 1,084 
hospitals for colon cancer and 612 hospitals for rectal 
cancer, wide variation was present in baseline risk-adjusted 
hospital rates of too during 2010-2012 for colon cancer 
(median=62.6%, range=12.1%-84.8%) and rectal cancer 
(median=29.6%, range=16.3%-53.2%). in addition, wide 
hospital-level variation was present in the degree of 
improvement in adjusted too from 2015-2017 compared 
to 2010-2012 for colon cancer (or range=0.22-6.53; 
absolute change range= -34.2%-+43.7%) (Figure 1a) 
and rectal cancer (or range=0.52-1.99; absolute change 
range= -16%-+15.3%) (Figure 1B). While the majority of 
hospitals improved over time, 11% of hospitals had worse 
adjusted too rates for colon cancer and rectal cancer 
resection.

Limitations: retrospective cohort study design with 
inclusion of only CoC-accredited hospitals

Conclusions/Discussion: there have been significant 
improvements in outcomes following colorectal cancer 
resection. However, wide variation in outcomes and 
improvement persists across hospitals.
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COMPARISON OF COLORECTAL 
ANASTOMOTIC LEAK RATES BASED ON TYPE 
OF ANASTOMOSIS.

ePoSter aBStraCtS eP431

G. Shackleton, m. murday, a. Crume, J. melvin
Salt Lake City, UT

Purpose/Background: anastomotic leak is a complica-
tion that occurs after colon surgery. leak rates differ based 
on the type of anastomosis. ileorectal anastomoses have 
high leak rates compared to other anastomoses.

Hypothesis/Aim: ileorectal anastomotic leak rates 
are higher than those of other anastomoses after colon 
resections.

Methods/Interventions: We are retrospectively 
reviewing the most recent 5 years of available data from 
patients undergoing colonic resection with anastomosis in 
HCa hospitals in the united States. Patients were iden-
tified using CPt and iCd-10 codes that indicated they 
underwent a colon resection with an anastomosis. We 
did not look at patients undergoing proctectomy. Patients 
that received an ileostomy or colostomy were excluded. 
anastomotic leaks were then identified using diagnosis 
codes for deep space surgical site infections in patients 
requiring postoperative antibiotics. in addition, we identi-
fied patients who required percutaneous drain placement 

by interventional radiology or reoperation. Patients were 
then categorized into groups based on the procedure they 
underwent to compare anastomotic leak rates based on the 
type of anastomosis performed.

Results/Outcome(s): We will report demographic data 
on the patients including age, sex, ethnicity, race, Bmi, 
preoperative diagnosis, and aSa scores. anastomotic leak 
rates will be reported as a percentage overall for all anas-
tomoses after colonic resection. the cohort will then be 
divided based on anastomotic type and the leak rates will 
be reported as percentages. Statistical analyses will then be 
performed to identify risk factors variables associated with 
increased risk of anastomotic leak.

Limitations: this was a retrospective study prone to selec-
tion bias. there is no specific diagnosis code for anastomotic 
leak and our strategy may not identify all patients with a 
postoperative anastomotic leak, especially those patients with 
a subclinical leak. this study only looked at data from one 
specific hospital system in the united States. We included 
patients undergoing colonic resections for all preoperative indi-
cations which may lead to confounding variables in the study.

Conclusions/Discussion: anastomotic leak after 
colonic resection is a post-operative complication that leads 
to significant morbidity and mortality. the reported rates 
of anastomotic leak vary greatly in the literature, ranging 
from 0.5 – 26% depending on the study. anastomotic leak 
rates also vary based on the type of anastomosis created, 
with ileorectal and colorectal anastomoses having higher 
leak rates than those of ileocolonic or colocolonic anasto-
moses. this study will demonstrate the most recent data 
on anastomotic leak rates from all HCa hospitals across 
the united States. this will allow us to compare our own 
anastomotic leak rates with those reported in the litera-
ture. We can hopefully use this study to identify modifiable 
risk factors for anastomotic leak in patients undergoing 
colonic resection with anastomosis.

IMPACT OF LOW DOSE CARBOHYDRATE AND 
CITRULLINE LOADING ON ARGININE/ADMA 
RATIO IN ELECTIVE COLORECTAL SURGERY.

ePoSter aBStraCtS eP432

J. Konen1, P. Callas2, K. lepuschenko2, e. Jones2, 
J. moore2, K. evans2, S. liu2, P. Cataldo2

1Worcester, MA; 2Burlington, VT

Purpose/Background: Fasting hyperglycemia is linked 
to increased infections. Preop low glycemic index drinks 
may lessen periop hyperglycemia. a low arginine/adma 
ratio worsens insulin resistance and is an independent risk 
factor for mortality. Citrulline may enhance this ratio and 
therefore improve hyperglycemia.

Hypothesis/Aim: to assess the impact of a low glycemic 
index carbohydrate and citrulline-supplemented preopera-
tive drink versus Gatorade on arginine/adma ratio and 
serum glucose in elective colorectal surgery.
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Methods/Interventions: non-diabetic patients ≥18 
years of age undergoing elective colorectal surgery at a 
single academic institution were included in this prospec-
tive randomized trial. Patients were assigned to either a 
citrulline-supplemented low glycemic index carbohydrate 
drink (Glycemic endothelial drink, ‘Ged,’ SoF Health) 
or a high glycemic index (Gatorade®) carbohydrate drink. 
Personnel and patients were blinded to randomization. 
Participants had blood draws preoperatively, postopera-
tively, and each day of hospitalization. on interim anal-
ysis, blood was evaluated for glucose, arginine, adma 
(asymmetric dimethylarginine). Patient demographic data, 
surgery type, operative details, diagnosis, comorbidities, 
adverse events including surgical site infection, aKi, and 
cardiovascular complications were recorded. Categorical 
variables were measured and analyzed using Fisher’s exact 
test. Wilcoxon rank sum test was used to compare argi-
nine/adma ratios and serum glucose medians at each 
timepoint.

Results/Outcome(s): interim analysis resulted in 21 
patients completing the study, with 9 patients random-
ized to Gatorade and 12 to ‘Ged.’ there was no signifi-
cant difference in patient characteristics, comorbidities, 
complications, readmission, or length of stay. the arginine/
adma ratio difference from post-op day 1 compared 
to pre-op was not significantly different between the 
Gatorade versus Ged (29 vs -39 respectively, p=0.15, 
table 1). there were no significant difference in arginine/
adma ratio at any of the timepoints (table 1). Serum 
glucose was not different between groups at any time-
points, although there was a trend toward higher values in 
the Gatorade arm.

Limitations: this study was limited by its small sample 
size and single institution population.

Conclusions/Discussion: interim analysis of this 
exploratory study did not show a difference between a high 
glycemic index preoperative carbohydrate drink versus a 
low glycemic index citrulline-supplemented preoperative 
carbohydrate drink in endothelial function by arginine/
adma ratio or in serum glucose levels. lower surgical 
stress as a result of the majority of patients undergoing 
laparoscopic surgery (67%) and treatment within an estab-
lished erP may have prevented detection of a difference 
between groups.

IMPACT OF PREOPERATIVE CARBOHYDRATE 
LOADING WITHIN ENHANCED RECOVERY 
AFTER SURGERY PROTOCOLS FOR 
COLORECTAL SURGERY: A SYSTEMATIC 
REVIEW AND META-ANALYSIS.

ePoSter aBStraCtS eP433

J. Khamar, J. lu, t. mcKechnie, y. lee, l. Park, 
a. doumouras, d. Hong, C. eskicioglu
Hamilton, ON, Canada

Purpose/Background: Preoperative carbohydrate 
(CHo) loading has been introduced as a component of 
many enhanced recovery after surgery (eraS) programs. 
its effectiveness in the setting of colorectal surgery has 
never been meta-analyzed.

Hypothesis/Aim: this review aims to evaluate post- 
operative outcomes for fasting versus CHo loading before 
colectomy.

Methods/Interventions: this systematic review was 
completed in accordance with the Preferred reporting 
items for Systematic reviews and meta-analyses 
(PriSma) guidelines. a comprehensive search in 
medline, embase, and Central from database incep-
tion to may 2021 was performed. articles were eligible 
for inclusion if they were 1) randomized controlled trials 
or cohort studies; 2) patients over 18 years undergoing 
a colorectal resection and 3) compared patients who 
underwent preoperative fasting with those who received 
preoperative CHo loading. Screening and data extraction 
was completed in pairs and any conflicts were discussed 
as a group. risk of bias was assessed using Version 2 
of the Cochrane risk-of-bias tool for randomized trials.  
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the primary outcomes were change in postoperative blood 
insulin level and blood glucose level. Secondary outcomes 
included length of stay (loS), time to first flatus, time to 
first defecation, postoperative morbidity, and patient well-
being. inverse variance random effect meta-analyses were 
used to pool effect estimates.

Results/Outcome(s): initial search yielded 3,656 cita-
tions, 12 of which fit inclusion criteria. in total, 387 
patients undergoing CHo loading (47.2% female, age: 
62.0 years) and 371 patients undergoing fast (49.4% 
female, age: 61.1 years) were included. there were no 
significant differences in changes in blood insulin levels 
(Smd -0.74, 95% Ci -1.91 to 0.42, p=0.21) or blood 
glucose levels (Smd -0.28, 95% Ci -0.79 to 0.22, p=0.27) 
between groups. Patients undergoing CHo loading experi-
enced a shorter time to first flatus (Smd -0.48 days, 95% 
Cl -0.84 to -0.12, p=0.008) and defecation (Smd -0.50 
days, 95% Cl -0.86 to -0.14, p=0.007). additionally, loS 
was shorter in the CHo loading group (Smd -0.51 days, 
95% Cl -0.88 to -0.14, p=0.007). there was no difference 
in postoperative morbidity.

Limitations: the study limitations include the modest 
number of patients in the included studies, heterogenous 
outcome reporting, and lack of robust postoperative 
morbidity data.

Conclusions/Discussion: CHo loading as part of an 
eraS protocol allows for a shorter loS, as well as time to 
first flatus and defecation. it can be a valuable component 
of eraS protocol and hasten patient recovery when added 
to colorectal eraS protocols.

THE LACK OF CLINICAL UTILITY OF ROUTINE 
POSTOPERATIVE CRP AFTER ELECTIVE 
COLORECTAL SURGERY.

ePoSter aBStraCtS eP434

P. raje, B. allar, K. arndt, K. Crowell, e. messaris
Boston, MA

Purpose/Background: investigate the clinical utility of 
early postoperative C-reactive protein (CrP) as a predictor 
of anastomotic leak after elective colorectal surgery in 
the setting of enhanced recovery after surgery (eraS) 
pathways.

Hypothesis/Aim: early postoperative CrP values are 
not predictive of anastomotic leak.

Methods/Interventions: a retrospective review of 
patients undergoing elective colectomy or proctectomy 
between January 2019 and october 2020 at a single 
academic institution was performed. CrP was checked 
routinely on postoperative day 1 (Pod1) and on a clinical 
basis subsequently. Baseline comorbidities, operative char-
acteristics, and perioperative outcomes were recorded. the 
association between 10-point change in CrP-Pod1 and 
anastomotic leak (al) was evaluated utilizing multivari-
able logistic regression.

Results/Outcome(s): of 334 patients, 23 (6.9%) devel-
oped al, requiring either reoperation (n=6), radiological 
intervention (n=11), or medical management (n=6). 
nine leaks (39%) were diagnosed after discharge, upon 
readmission. Presence of leak was not associated with 
mortality. median postoperative length of stay was 3 days 
(iQr 2-5). median days to diagnosed al was 7 (iQr 
4-15). adjusting for diverting stoma, steroid use, operative 
indication, and open surgery, each 10-point increase in 
CrP was associated with increased odds of leak (or 1.12, 
95%Ci 1.03-1.21, p=0.008). there was poor discriminant 
utility for detecting an al with CrP-Pod1 (auC 0.62, 
95% Ci = 0.494-0.746; p=0.061).

Limitations: the power of this study is limited by the 
sample size, which is constrained by the time period in 
which CrP was routinely followed at our institution. We 
did not distinguish between different types of colon and 
rectal resections in our analysis, which would further 
reduce the power of this study. Preoperative CrP values 
were not routinely obtained as a baseline in this cohort.

Conclusions/Discussion: CrP on Pod1 is weakly asso-
ciated with, but a poor predictor of, anastomotic leak. our 
cohort’s short median postoperative length of stay reflects 
adoption of the eraS pathways, which makes trending 
CrP values over a patient’s hospital stay impractical as 
most patients were discharged on Pod3, prior to devel-
opment of a leak. therefore, we propose that obtaining 
CrP on Pod1 is neither a realistic method to assess for 
a leak nor a clinically necessary practice, especially given 
the varied other clinical and biologic presentations for an 
anastomotic leak.

Figure 1. roC curve for the discrimination of anastomotic leak given 
CrP level of postoperative day 1.
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HEALTH ECONOMICS OF COLORECTAL 
STOMAS, IMPLICATIONS DURING 
CONSTRUCTION AND REVERSAL.

ePoSter aBStraCtS eP435

r. Goldstone2, J. Zhang1, C. Cauley2, H. Kunitake2, 
l. Bordeianou2, t. Francone2, r. ricciardi2
1Minneapolis, MN; 2Boston, MA

Purpose/Background: Stoma creation is commonly 
performed during colorectal operations yet the overall 
economic and clinical implications of stoma construction 
and reversal are poorly understood.

Hypothesis/Aim: to study the incidence, clinical 
outcomes, and health economics of stoma formation and 
reversal at the time of colectomy in the united States.

Methods/Interventions: We studied patients who 
underwent colectomy and remained enrolled in medicare/
medicaid for at least 12 months following their index 
operation from 1/1/2016-12/31/2018. We evaluated rates 
of ileostomy and colostomy creation and reversal based on 
diagnosis and elective/emergent nature of surgery within 
12 months of the index operation. We calculated cost of 
care in patients with and without stoma (separately for 
ileostomy and colostomy). last, we calculated 30, 60, and 
90 day readmission rates amongst types of stomas created.

Results/Outcome(s): a total of 250,843 patients 
underwent colectomy during the study period; 199,811 
(79.7%) had no fecal diversion whereas 32,238 (16.1%) 
had colostomy creation and 18,794 (7.5%) had ileostomy 
creation. the majority of colostomies were created in 
the emergent setting (68.7%) as compared to ileostomy 
(44.9%) (p<0.001). ulcerative colitis patients (45.4%) had 
the highest rate of ileostomy creation, whereas patients 
with a diagnosis of rectosigmoid colon cancer (29.6%) had 
the highest rate of colostomy creation. ileostomy reversal 
rates ranged from a low of 56.8% for ulcerative colitis to 
a high of 91.1% for rectosigmoid colon cancer whereas 
colostomy reversal rates ranged from a low of 52.9% for 
volvulus to a high of 75.1% for diverticulitis. mean cost of 
index hospitalization was significantly greater for patients 
who underwent ileostomy creation ($27307±30736.9) 
and colostomy creation ($26066±24572) as compared 
to no fecal diversion ($15068±13200) (p<0.001). these 
inpatient cost differences were even more pronounced 
for the year following the index operation (ileostomy: 
$30020±36726, colostomy: $22372±30912, no stoma: 
$8902±21943; p<0.0001). additional greater expenses 
among stoma patients were observed across outpatient 
care and skilled nursing facilities the year following index 
surgery. Finally, stoma creation was associated with signifi-
cantly greater readmission rates at 30, 60, and 90 days for 
ileostomy (38.4%, 50.5%, 61.3%) and colostomy patients 
(27.6%, 32.9%, and 39.8%) as compared to non-stoma 
patients (13.9%, 17.9%, and 21.0%) (p<0.0001)

Limitations: analyses limited by retrospective nature 
of study.

Conclusions/Discussion: Colostomy is much more 
common and less likely to be reversed than ileostomy 
following colectomy. regardless of stoma type, stoma 
creation is associated with significantly greater readmis-
sion rates and cost of care for index hospitalization and 
during the year after surgery. mechanisms to reduce stoma 
formation would lead to improved outcomes as well as cost 
savings.

ROBOTIC RIGHT COLECTOMY WITH 
FULLY STAPLED INTRACORPOREAL VS 
EXTRACORPOREAL ANASTOMOSIS: AN 
ANALYSIS OF OUTCOMES.

ePoSter aBStraCtS eP436

S. assali, B. Straffin, H. Simon, S. Saravitz, r. Fortunato, 
J. mcCormick
Pittsburgh, PA

Purpose/Background: this study evaluates the safety, 
operative time, and short-term outcomes of a novel fully 
stapled side-to-side intracorporeal (iCa) vs extracorporeal 
(eCa) anastomosis in robotic right colectomy (rrC).

Hypothesis/Aim: a robotic fully stapled side-to-side 
iCa using the Barcelona technique can be safely employed 
with earlier return of bowel function (roBF) and shorter 
length of stay (loS) in rrC compared to eCa.

Methods/Interventions: this is a retrospective review 
of consecutive patients who underwent rrC with fully 
stapled iCa vs eCa by two high-volume colorectal 
surgeons from 1/2019 through 6/2021. Patients were 
excluded if they were converted to open or had concom-
itant duodenal resections. data points include: total and 
console operative times, extraction site, perioperative 
outcomes, days until roBF, ileus rate and loS. 30-day 
postoperative outcomes were evaluated; including leak 
from ileocolonic anastomosis, intra-abdominal abscess, 
medical complications, reoperation, readmission, and 
mortality rates. development of incisional hernia at any 
time was assessed.

Results/Outcome(s): 112 patients met inclusion 
criteria, 79(70.5%) iCa and 33(29.5%) eCa. age was 
statistically significant, however other relevant comorbid-
ities were overall similar. the median(iQr) age and Bmi 
for iCa vs eCa were 67(54-76) vs 74(64.5-83) (p=0.006), 
and 27.7(25.3-32.7) vs 28.1(24.5-32.5), respectively. the 
median(iQr) total operative time was longer in the iCa 
cohort than eCa, with longer console time; 165(135-
185) vs 141(111-173.5) minutes total (p=0.022) and 
105(91-134) vs 79(50-144.8) console minutes (p<0.001). 
notably, iCa had a higher incidence of extensive lysis of 
adhesions that added >1 hour operative time, 12.7% vs 
3% (p=0.119). umbilical incision was the most common 
extraction site, 89.2% total (p=0.056). the iCa group 
had earlier roBF, with median(iQr) 2(1-2) days until 
flatus vs 2(2-3) (p=0.002). median(iQr) loS was also 
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shorter for iCa, 3(1-12) days vs 13(3-24) (p=0.001). 
ileus rate was also lower in the iCa group, 1.3% vs 9.1% 
(p=0.008). iCa demonstrated a lower readmission rate, 
5.1% vs 15.2% (p=0.077). development of incisional 
hernia at any time postoperatively was also lower in iCa vs 
eCa, 6.5% vs 18.2% (p=0.058). there was no significant 
difference in reoperation rate. neither group had an ileo-
colonic anastomotic leak or 30-day mortality.

Limitations: Study limitations include small, non- 
randomized sample cohort and retrospective review, 
susceptible to calculation error.

Conclusions/Discussion: although requiring longer 
operative times, iCa is associated with earlier roBF 
and shorter loS. this study demonstrates that a novel 
robotic fully stapled side-to-side anastomosis can be safely 
performed. this technique is valuable in that it may be 
more easily taught and replicated by trainees who are 
already familiar with the Barcelona technique, without 
necesssitating intracorporaeal suturing skills.

INDOCYANINE GREEN STAINING VS 
STENTING IN ROBOTIC COLORECTAL 
SURGERY.

ePoSter aBStraCtS eP437

S. Kim, t. Vercueil, C. Fong
New York, NY

Purpose/Background: though rare, iatrogenic uret-
eral injuries during colorectal surgery are associated with 
increased mortality and morbidity. utilization of ureteral 
stents does not decrease rates of injuries but improves early 
recognition of injuries. However, ureteral stents can cause 
complications.

Hypothesis/Aim: our aim is to evaluate a method of 
ureteral iCG staining compared to stenting during robotic 
colorectal surgeries.

Methods/Interventions: this is a retrospective review 
of 179 robotic-assisted colon resections from august 2017 
to June 2021. 103 cases were left hemicolectomy, sigmoid 
resection, or low anterior resection. these 103 cases 
were divided into three groups where no stents were used 
(none), stents with iCG stains used (Stents+iCG), and 
just iCG staining of ureters used (iCG). iCG staining of 
the ureters was accomplished by requesting that urologists 
perform a cystoscopy and stent placement, then inject 3ml 
of iCG followed by a 10ml saline flush in each ureter. the 
stent was then removed. operative time, blood loss, length 
of stay, and postoperative complications were compared 
in these three groups. one-way anoVa test was used to 
analyze the collected data.

Results/Outcome(s): 62 patients in the none group, 
16 patients in the Stents + iCG group, and 16 patients 
in the iCG group were analysed. average operative times 
were 240.0, 314.3, and 301.1 for each none, Stents+iCG 
and iCG groups (p=0.0000288). Blood loss was 79.0, 

201.6 and 64.6 ml for none, Stents+iCG and iCG groups 
(p=0.00160). length of stays were very similar with 
4.8, 5.0 and 4.0 for none, Stents+iCG and iCG groups 
(p=0.510). in the none group, there were 2 conversions 
to open surgery, 1 anastomotic leak and 1 patient who had 
postoperative delirium. in the Stents+iCG group, patients 
had more complicated diseases such as colovaginal fistula 
(n=2), diversion(n=2), and pelvic abscess history (n=1). 
there was 1 anastomotic leak in the Stents+iCG group. 
in the iCG group, there were fewer complications with 
only one patient having overdosed on pain medication 
on postoperative day one that required additional moni-
toring. However, in the iCG group, there were transanal 
extractions (n=4), colovaginal fistula (n=1), perforated 
colon history (n=1) and abscess history that required 
significant lysis of adhesion (n=3).

Limitations: this is a retrospective study detailing the 
methods of two colorectal surgeons at a single institution.

Conclusions/Discussion: Having iCG staining of 
ureters with or without stents increased operative time 
(due to set up of instruments for cystoscopy, stents and/
or iCG staining), however, it did not change length of 
hospital stay. Blood loss seen in compared groups showed 
significant differences. the Stents+iCG group showed 
statistically significant increase in blood loss compared to 
the other groups. What is noted from this study is that use 
of iCG staining allowed surgeons to tackle more difficult 
surgeries with less complication and with comparable 
results.

SIGNIFICANT NEGATIVE EFFECT OF PREVIOUS 
ABDOMINAL SURGERY ON OUTCOMES AFTER 
COLORECTAL RESECTION.

ePoSter aBStraCtS eP438

J. Knowles, K. Herman, d. Khoshknabi, B. Kuritzkes, 
d. Bakes, S. lee-Kong, B. dionigi, m. Bertucci Zoccali, 
J. Church, P. Kiran
New York, NY

Purpose/Background: abdominal surgery alters 
anatomy and stimulates adhesions rendering future surgery 
difficult which might adversely influence outcomes. none 
of the current operative risk-stratification models, however 
include previous surgery as a factor in determining postop-
erative outcomes.

Hypothesis/Aim: to evaluate the impact of previous 
abdominal surgery on postoperative outcomes in patients 
undergoing abdominal colorectal surgery.

Methods/Interventions: all adult patients who under-
went colorectal resection from 2013-2020 were included. 
Based on type/extent of prior intra-abdominal surgical 
history, patients were categorized into 4 groups: no prior 
abdomino/pelvic surgery, minor, major, and two or more 
major abdominal procedures. appendectomy, chole-
cystectomy, ventral hernias and hysterectomy by any 
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approach were classified as ‘minor’. Previous resection of 
an abdominal/pelvic or retroperitoneal organ was classified 
as ‘major’. When patients had multiple procedures, the 
most adhesiogenic procedure was used for classification 
or they were categorized as having had two major abdom-
inal procedures, if two or more prior surgeries met the 
criteria. length of stay (loS), estimated blood loss (eBl), 
mortality and morbidity, discharge destination and demo-
graphic factors were evaluated.

Results/Outcome(s): of 1955 patients who underwent 
colorectal resection, 848 (43%) had no prior abdominal 
surgery, 386 had one or more minor procedures (mPS) 
(20%), 461 (23%) had a major prior abdominal surgery 
(mPS) and 260 (13%) had 2 or more previous major 
intra-abdominal procedures (mmPS). there were no 
differences in the outcomes for patients with no prior 
and only minor prior procedures, these two groups were 
hence combined (nPS group). mPS and mmPS patients 
had significantly greater eBl and postoperative transfu-
sions. Complications including abdominal/pelvic abscess, 
enteric leak, readmission, re-operation and death were 
also significantly greater in mPS and mmPS as were loS 
and discharge to a rehabilitation or skilled nursing facility. 
When controlled for laparoscopic approach the effect was 
preserved. on multivariate analysis, prior surgery and 
aSa≥3 were associated with increased eBl and loS. 
When compared with mPS, mmPS patients had signifi-
cantly greater enteric leaks (3% vs 10.4%) and transfusion 
requirement (8% vs 16.9%).

Limitations: Single center data. no external validation 
of the results. large numbers of data from prospectively 
collected information counterbalances these drawbacks.

Conclusions/Discussion: extent and type of previous 
abdominal surgeries significantly influences postoperative 
outcomes after colorectal resection. our current assess-
ments ignore this important factor that increases operative 
complexity. the inclusion of the type and number of 
previous procedures into scoring systems for colorectal 
resection, would help improve their accuracy. this would 
in turn help predict outcomes and aid operative planning.

FACTORS ASSOCIATED WITH EARLY 
DISCHARGE AFTER ELECTIVE COLORECTAL 
SURGERY.

ePoSter aBStraCtS eP439

a. Hsu, J. Powell, C. d’adamo, a. mavanur, J. Wolf
Baltimore, MD

Purpose/Background: evidence has shown that early 
discharge is associated with a reduced 30-day readmission 
rate after colectomy, but the factors associated with early 
discharge are not well-characterized.

Hypothesis/Aim: this study investigated the associated 
factors of patients who had early discharge after elective 
colectomy.

Methods/Interventions: data from the american 
College of Surgeons national Surgical Quality 
improvement Program were used to identify patients 
who underwent colectomy and proctectomy from 2012 
to 2018. early discharge was defined as discharge <2 days 
after surgery. Patients who underwent emergent colectomy 
were excluded. descriptive statistics were computed to 
characterize the study population. unpaired t-tests and 
chi-square tests were used to compare demographic char-
acteristics between early and non-early discharge groups. 
multivariate logistic regression modeling, adjusted for key 
covariates, was used to estimate associated factors for early 
discharge accounting for potential confounders.

Results/Outcome(s): a total of 190,533 patients who 
received colectomy or proctectomy were identified, with 
23,232 (12.2%) patients in early discharge group. Patients 
with early discharge had younger age (59.5 vs. 61.0, 
p<0.01), less baseline steroid use (5.6% vs. 10.0%, p<0.01), 
less post-operation transfusion (0.5% vs. 2.2%, p<0.01), 
shorter operative time (152.0 vs. 196.8, p<0.01). 69.4% 
(n=16,132) of the patients in the early discharge group 
received laparoscopic approach of surgery, while only 
49.1% (82,157) of the patients in the non-early discharge 
received the same approach (p<0.01). Patients discharged 
early had a lower 30-day readmission rate of 6.17% while 
non-early discharge group was 10.84% (p<0.01). in multi-
variable analysis, early discharged patients were more 
likely to be of male sex (or= 1.12; 95% Ci= [1.09, 
1.16]; p=<0.01), white race (or= 1.25; 95% Ci= [1.20, 
1.29]; p=<0.01), laparoscopic surgery (or= 6.68; 95%  
Ci= [6.29, 7.08]; p=<0.01) and robotic surgery  
(or= 13.41; 95% Ci= [12.51, 14.37]; p=<0.01). Factors 
inversely associated with early discharge were age>65, 
baseline steroid use, rectal cancer, iBd, post-operative 
transfusion, longer operation time, and having stoma after 
surgery (all p<0.01).

Limitations: this study is limited by its retrospective 
nature.

Conclusions/Discussion: early discharge after colec-
tomy is associated with a reduced 30-day readmission rate. 
robotic surgery was the variable most strongly associated 
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with early discharge, while old age, baseline steroid use, 
post-operative transfusion, longer operation time, and 
having stoma were associated with non-early discharge.

IMPACT OF AN ENHANCED RECOVERY AFTER 
SURGERY (ERAS) PATHWAY ON COLORECTAL 
SURGERY PATIENTS MANAGED WITH 
PERIOPERATIVE ALVIMOPAN.

ePoSter aBStraCtS eP440

J. Knowles, K. Herman, d. Khoshknabi, B. Kuritzkes, 
d. Bakes, S. lee-Kong, B. dionigi, m. Bertucci Zoccali, 
J. Church, P. Kiran
New York, NY

Purpose/Background: alvimopan counteracts the 
effect of opiates on ileus and hence improves recovery and 
reduces length of stay (loS) after abdominal colorectal 
surgery. Whether the introduction of an eraS program 
further improves loS in patients on opiates/alvimopan 
has not been characterized.

Hypothesis/Aim: to evaluate whether an eraS 
program influences length of stay after colorectal surgery 
in patients managed with opiates/alvimopan

Methods/Interventions: Patients who underwent elec-
tive colorectal surgery from 2013 to 2020 were managed 
over the initial 3 year period with opiates/alvimopan (Grp 
a) and over the following 3 years with eraS (Grp B). 
eraS combined a pre, intra and post-operative package 
of interventions including mechanical and oral bowel 
cleansing, pre-operative nutrition and early post-operative 
feeding, post-operative ambulation schedule, opiate mini-
mization (with alvimopan) and goal directed fluid therapy.

Results/Outcome(s): of 2,306 patients, there were 
854 in Grp a and 1452 in Grp B. Grps a and B had 
similar demographics including aSa, Bmi and age. a 
significant difference was shown between groups, this was 
preserved when controlled for laparoscopic surgery, aSa 
grade and Bmi. the anastomotic leak or pelvic/intra- 
abdominal abscess rates were similar between groups. 
When the results took into account the procedure, left 
sided resections but not pelvic (aPr and lar) or right 

sided resections demonstrated a significant reduction in 
loS with eraS. the introduction of an eraS program 
was associated with an average reduction in loS of 1.5 
days, this amounted to 726 bed days/year saved by the 
institution. eraS was associated with reduced loS on 
multivariable linear regression. despite the shortened 
loS there was no significant increase in readmissions and 
discharge destinations were unaffected.

Limitations: Single center study based on an institu-
tional database.

Conclusions/Discussion: an eraS program further 
improves recovery and reduces loS in patients under-
going colorectal surgery managed with opiates/alvimopan. 
Which translated into significant cost savings for the insti-
tution by reducing bed utilization and increasing turnover.

ROBOTIC AND LAPAROSCOPIC APPROACHES 
TO COLORECTAL SURGERY CONFER 
EQUIVALENT OVERALL MORBIDITY IN HIGH-
RISK PATIENTS.

ePoSter aBStraCtS eP441

J. Flynn, K. Ban, r. Gunter, X. Jia, a. Kanters, 
S. Holubar, S. Steele, a. Bhama
Cleveland, OH

Purpose/Background: the laparoscopic approach for 
colectomy and proctectomy has been proven to be safe in 
high risk patient populations, such as those of advanced 
age, body mass index (Bmi) or aSa. Whether the same 
applies to the robotic approach remains unknown.

Hypothesis/Aim: the aim of this study is to evaluate 
post-operative outcomes in high risk patients undergoing 
robotic versus laparoscopic colorectal surgery.

Methods/Interventions: the national Surgical Quality 
improvement Program database was used to identify elec-
tive robotic or laparoscopic colectomy (right or left) and 
proctectomy cases. Patients were considered to be high 
risk if they belonged to one of the following groups: age 
65-79 or ≥80, aSa score 3-4 (with subgroup analysis of 
aSa 4), or Bmi 30-34.9, 35-39.9, or ≥40 kg/m2. outcomes 
included conversion to open surgery, overall morbidity 
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and length of stay (loS). Post-operative outcomes were 
compared using logistic regression and controlling for 
significant differences.

Results/Outcome(s): From 2011-2019 there were 
29,152 right colectomies (12% robotic) and 85,580 left 
colectomies (18% robotic). From 2015-2019 there were 
4,072 proctectomies (41% robotic). When compared to 
laparoscopy, robotic right colectomy was associated with 
shorter loS in patients aged 65-79 (p<0.001) and aSa 4 
(p=0.003). reoperation rates were lower in patients aged 
65-79 (p=0.042). all other outcomes were equivalent. 
When compared to laparoscopy, robotic left colectomy 
was associated with decreased loS in patients with Bmi 
30-34.9, 35-39.9, and aSa class 3-4 (p=0.022, 0.013, 
0.002, respectively). reoperation rates were higher in 
patients aged 65-79, ≥80, and aSa class 3-4 (p=0.036, 
0.046, 0.002, respectively). Conversion rates were higher 
for age ≥80 (p=0.004). all other outcomes were equiv-
alent. Subgroup analysis of aSa 4 patients showed 
significantly less overall morbidity for robotic surgery 
(or 0.75, p=0.043) but all other outcomes were equal. 
When compared to laparoscopy, robotic proctectomy was 
associated with decreased loS in patients with Bmi≥40 
(p=0.02) and aSa 3-4 (p=0.03). all other outcomes 
were equivalent.

Limitations: retrospective, non-randomized data, 
subject to selection bias

Conclusions/Discussion: Patients who are elderly, 
or have higher aSa or Bmi experience similar rates of 
post-operative complications after robotic colectomy or 
proctectomy when compared to laparoscopy.

MEDICAID STATUS IS ASSOCIATED WITH 
INCREASED HEALTHCARE UTILIZATION IN 
PATIENTS UNDERGOING COLORECTAL AND 
SMALL BOWEL RESECTIONS.

ePoSter aBStraCtS eP442

W. Stephens, J. Patel
Lexington, KY

Purpose/Background: medicaid expansion is a strategy 
to improve access to healthcare in the united States. 
insurance coverage through this program should reduce 
the cost of hospitalizations by providing pre- and posthos-
pitalization resources.

Hypothesis/Aim: While medicaid removes a significant 
healthcare barrier, it may not completely address the avail-
ability of resources to these patients thereby creating great 
variations in cost of care.

Methods/Interventions: Financial data was extracted 
retrospectively from a hospital database of patients under-
going colorectal and/or small bowel resections (CrSr), 
mS-drG 329-331, between 6/2013-6/2020 at a single-
center, tertiary care academic center by specialty-trained 
colorectal surgeons. total hospital charges (tHC) incurred 
during the index hospitalization, zip code of residence, 
payer status, presentation (elective vs. non-elective), 
length of stay, and discharge status (home, vs. home with 
home health, vs. post-acute transfer) were collected. 
anoVa and t-test were used for statistical analyses.

Results/Outcome(s): a total of 2727 underwent CrSr 
during the study period. Prisoners and uninsured patients 
(n=12) were excluded leaving 2682 patients analyzed. 
there was a significant variation in tHC amongst the 
private, medicaid, and medicare payer groups. Private 
and medicaid patients were similar in age but significantly 
younger than medicare patients. (table 1a) overall, 
patients presenting acutely incurred a significantly higher 
tHC than if presenting electively. medicaid patients were 
more costly than private patients and presented acutely 
more often. most of the patients treated at our center were 
appalachian but this status did not have a consistent asso-
ciation with increased tHC. (table 1B) medicaid patients 
being discharged to home had the longest loS and highest 
tHC. medicare patients required the most post discharge 
medical resources. medicaid patients required more post 
discharge resources than private patients. (table 1C)

Limitations: Single center data with limited number of 
variables available for analysis and without more specific 
details regarding patient encounters such as complications 
or readmissions.

Conclusions/Discussion: While medicaid alleviates 
some barriers to medical care, this data demonstrates 
they require a greater amount of healthcare resources 
evidenced by increased tHC and need for post discharge 
resources. medicaid payer status was also associated with 
a greater loS. Finally, medicaid patients were more likely 
to present acutely than privately insured patients, which 
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is associated with higher tHC, but may also suggest an 
inequity of access to healthcare. Greater attention to this 
still vulnerable population is necessary to decrease cost 
variation and preventing acute presentations.

Table 1. Payer status and utilization of healthcare resources in patients 
undergoing colorectal and/or small bowel resections.

IMPLEMENTATION OF INNOVATIVE SAME-
DAY DISCHARGE ENHANCED RECOVERY 
PATHWAY FOR ILEOSTOMY REVERSAL.

ePoSter aBStraCtS eP443

K. rumer1, J. lovely1, d. larson1, m. abd el aziz1, 
a. merchea2, r. Chadha2, S. Shawki1, K. Behm1

1Rochester, MN; 2Jacksonville, FL

Purpose/Background: evaluate the safety and feasi-
bility of an innovative enhanced recovery pathway (erP) 
for same-day discharge after ileostomy reversal

Hypothesis/Aim: evaluate 30-day outcomes after 
same-day discharge erP for ileostomy reversal

Methods/Interventions: eligible patients from a single 
institution and two hospitals were prospectively enrolled 
in this irB approved protocol between august 2020 and 
august 2021. Patients 18-65 years old with good perfor-
mance status (eCoG 0-1) undergoing ileostomy reversal 
were eligible. exclusion criteria included therapeutic anti-
coagulation, chronic pain syndromes, chronic opioid use, 
allergy to erP pain medications, Bmi >40, or unwill-
ingness to participate. the outpatient erP standardized 
preoperative education including setting the expectation 
for same day discharge and virtual follow-up on postop-
erative days one and two by a colorectal-trained nurse 
practitioner. all patients had to achieve diet tolerance, 

appropriate pain management, and baseline-level ambu-
lation prior to same-day discharge. Patient outcomes were 
defined by postoperative complications, return to the 
emergency room, or hospital readmission within 30 days.

Results/Outcome(s): Same-day discharge was achieved 
in 93% (37/40) of patients. indications were for ileos-
tomy closure after surgical treatment of colorectal cancer 
(n=29), diverticulitis (n=5), inflammatory bowel disease 
(n=5), and rectovaginal fistula (n=1). Patient demo-
graphics were average age 46.8 years (+/- 10.7 Sd), Bmi 
26.7 (+/-5.4 Sd), 50% female, and 52% had at least one 
major comorbidity (aSa 2 n=34, aSa 3 n=6). two 
patients were admitted overnight for diet intolerance and 
one for pain control. one patient was readmitted within 
48 hours for nausea, vomiting, and dehydration and had a 
five-day stay for ileus. two patients returned to emergency 
department (dehydration and bleeding that resolved and 
they were discharged). two patients experienced nausea 
that was managed at home and one had self-limited 
bleeding managed as an outpatient. one patient developed 
a rectovaginal fistula within 30 days of ileostomy closure 
(after low anterior resection for rectal cancer). all patients 
completed virtual follow-up.

Limitations: the study was limited to generally healthy 
patients within a single healthcare system undergoing a 
single type of surgery.

Conclusions/Discussion: Same-day discharge is safe 
and feasible after ileostomy closure in select patients using 
an innovative enhanced recovery protocol.

RISK FACTORS FOR INCREASED DISCHARGE 
DESTINATION AFTER ABDOMINOPERINEAL 
RESECTION FOR RECTAL CANCER.

ePoSter aBStraCtS eP444

S. Judeeba, t. russell, S. Holubar, d. liska, 
J. Sommovilla, S. Steele, m. Valente, a. Bhama
Cleveland, OH

Purpose/Background: discharge destination following 
abdominoperineal resection (aPr) for rectal cancer has 
not been evaluated exclusively.

Hypothesis/Aim: to identify factors associated with 
requiring discharge to a skilled nursing facility or rehabili-
tation center (SnF/rC) after aPr.

Methods/Interventions: the national Surgical Quality 
improvement Program targeted Proctectomy database 
(2016-2019) was used to identify adult patients with rectal 
cancer who underwent aPr for rectal cancer. Patients 
were excluded if they underwent emergency surgery, had 
unknown discharge status, destination was expired or 
hospice, or if they originated from a location that was not 
home. multivariable logistic regression was used to iden-
tify pre- and post-operative risk factors associated with a 
discharge to SnF/rC.
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Results/Outcome(s): a total of 4,149 patients who 
underwent aPr met inclusion criteria. a majority of 
patients (n=3,809, 91.8%) were discharged home. the 
remaining 8.2% (n=340) required discharge to SnF/rC. 
minimally invasive surgical approach was utilized in 2,233 
(53.8%) of patients, the remainder undergoing open surgery 
(46.8% n=1,916). on multivariable analysis, preoperative 
risk factors associated with discharge to SnF/rC included: 
female sex (or 1.14, p=0.002), age greater than 65 (or 
9.45, p<0.001), african american race (or 1.8, p=0.006), 
aSa class 3 or 4 (or 2.15, p<0.001), chronic obstructive 
pulmonary disease (or 2.33, p<0.001), and hypertension 
(or 1.4, p=0.012). Postoperative wound complication 
was also a risk factor for discharge to SnF/rC (or 1.76, 
p<0.001). Protective factors included minimally invasive 
surgery (or 0.59, p<0.001) and independent functional 
status (or 0.14, p<0.001).

Limitations: the nSQiP database is a retrospective 
database dependent on coding accuracy and selection bias. 
nSQiP does not capture individual patient socioeconomic 
factors that may influence discharge destination.

Conclusions/Discussion: discharge destination is a 
meaningful postoperative outcome with significant finan-
cial and social consequences not only for the health care 
system, but also for individual patients. there are identi-
fiable risk factors for discharge to SnF/rC following aPr 
for rectal cancer. utilizing these risk factors, patients can 
be carefully identified preoperatively in order to assist 
in discharge planning and setting patient expectations. 
Patients with identifiable risk factors may be good candi-
dates for more aggressive inpatient care coordination, 
physical therapy, wound ostomy nursing care, and other 
social support services to increase their ability to return 
home after surgery.

QUALITY IMPROVEMENT STUDIES ARE 
FEASIBLE IN AUSTERE PERIODS OF RESOURCE 
ALLOCATION SUCH AS THE COVID-19 
PANDEMIC: IMPLEMENTATION OF A NOVEL 
AGGRESSIVE POSTOPERATIVE AMBULATION 
PROTOCOL.

ePoSter aBStraCtS eP445

W. Short, S. mehl, y. rojas-Khalil, a. dhingle, 
K. rodriguez, m. Fisher, t. rosengart, a. iqbal
Houston, TX

Purpose/Background: Quality improvement (Qi) and 
enhanced recovery after surgery (eraS) protocols are 
effective in reducing length of stay and complications after 
colorectal surgery. the CoVid-19 pandemic’s strain on 
hospital personnel and resources called into question the 
feasibility of implementation of Qi studies.

Hypothesis/Aim: We aimed to successfully implement 
of a novel, structured postoperative ambulation protocol 
in colorectal surgery patients and determine its effect on 
patient outcomes in a time of strained personnel.

Methods/Interventions: this prospective non-random-
ized study included all patient who underwent elective 
inpatient abdominal colorectal procedures at a single 
quaternary care center. all patients were already under-
going a standard eraS protocol at baseline. a structured, 
aggressive postoperative ambulation protocol was devel-
oped. an erasable poster (Figure) was placed in patient 
rooms which allowed the nursing staff and patient to track 
progress towards specific ambulation goals. the protocol 
measured specific metrics such as out-of-bed to chair and 
the number and extent of daily ambulation relative to post-
operative day. the protocol was initiated on post-operative 
day 0, and increased in duration and distance daily. nursing 
staff was educated on the protocol prior to initiation and a 
standard process was created to outline the documentation 
requirements. the primary outcome measured was hospital 
length of stay. Secondary outcomes were return of bowel 
function, 30-day postoperative dVt/Pe rate, and 30-day 
readmission rate. a change in these outcomes metrics over 
time compared to historical controls was noted.

Results/Outcome(s): the protocol was implemented in 
February 2020, with improvements in outcomes beginning 
in July 2020 following extensive re-education for nursing 
staff. adherence to the post-operative ambulation regimen 
increased from 36% at baseline to 75%. this was associ-
ated with an improvement in postoperative return of bowel 
function (2.13 days vs 1.44 days), post-operative length of 
stay (6.36 days vs 3.33 days), postop Vte/Pe rates (1.64% 
vs 0%) and readmission rate (6.56% vs 0%) over a period 
of 12 months.

Limitations: the outcomes of this study may have 
been influenced by other uncontrolled measures during 
the CoVid crisis but most if not all led to decreased 
personnel and resources making success of such a project 
difficult. a standard eraS protocol was in place with good 
compliance (>95%) for over 2 years prior to the initiation 
of this study.

Conclusions/Discussion: a novel, structured, aggres-
sive early postoperative ambulation protocol is feasible 
during times of strained personnel resources such as 
the CoVid-19 pandemic, and leads to improvement in 
postoperative outcomes such as postoperative length of 
hospital stay, return of bowel function, Vte/Pe rates, 
and postoperative ambulation without an increase in the 
readmission rate.
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TRAVEL DISTANCE TO TREATMENT FOR 
YOUNG-ONSET COLORECTAL CANCER: 
IMPLICATIONS FOR A SPECIALIZED CARE 
DELIVERY MODEL.

ePoSter aBStraCtS eP446

m. Guraieb-trueba, y. Chiang, o. Peacock, B. Bednarski, 
B. Johnson, G. Smith, G. Chang, y. you
Houston, TX

Purpose/Background: travelling to specialized centers 
for care has been associated with improved cancer 
outcomes, but longer travel distance(td) raises other 
concerns including treatment delays. this is unxamined in 
young-onset colorectal cancer (yo-CrC).

Hypothesis/Aim: to deteremine if yo-CrC patients 
who chose or needed to travel longer distances experi-
enced treatment delays

Methods/Interventions: Patients diagnosed with CrC 
reported to the national Cancer database (nCdB) in 
2009-2018 were queried for demographics, tumor charac-
teristics, zip code, td, treatment facility and time to initial 
treatment. Patients were divided into yo (diagnosis age 
18-49), mid-onset (mo; age 50-64), and later-onset (lo; 
age 65-80). td and time to initiation of therapy after diag-
nosis were compared using wilcoxon-rank test, and analysis 
was stratified by disease stage (loco-regional vs metastatic), 
tumor site (Colon Cancer (CC) vs rectal Cancer (rC)).

Results/Outcome(s): among 353,063 CC cases, 49,127 
(13.9%) were yo. one in 8 cases (12.4%) of locoregional 
CC, and 1 in 5.5 (17.9%) of metastatic CC belonged to 
the yo group. among 113,035 rC cases, 22,983 (20.3%) 
were yo. one in 5 cases (19.7%) of locoregional rC, and 
1 in 4.5 (22.3%) of metastatic rC belonged to yo. indeed, 
CrC was already metastatic at diagnosis in significantly 
greater proportions of yo vs mo or lo CrCs: 36.1% for 
CC (vs 30.0% and 24.2%; p<0.001), and 26.9% for rC (vs 
24.9% and 22.7%; p<0.001). td was longer for rC vs CC 
patients: >12% of rC patients vs. <10% of CC patients 
traveled ≥50 miles for care. yoCrC patients showed 
signficantly longer tds regardless of tumor site (colon vs 

rectum; p<0.001) or stage (locoregional vs. metastatic; 
p<0.001). Compared to the reference group of loCrC. 
the greatest disparity in td was observed for yo vs 
lo-metastatic rC (14.4 vs. 10.1% traveled ≥50 miles; 
p<0.001), and the least disparity was observed for yo vs 
lo-locoregional CC (7.6 vs. 7.5% travelled ≥50 miles; 
p<0.001). the days to initiate treatment were longer for 
rectal (26-32 days) vs colon (6-12 days) cancer patients. 
age-related disparities in td did not translate to clinically 
meaningful differences in the days to initiate treatment 
(yo vs lo rectal cancer traveling ≥50 miles: 28 vs 32 days;  
p<0.001; yo vs lo-colon cancer traveling ≥50 miles:  
10 vs. 12 days; p<0.001).

Limitations: nCdB does not capture whether patient 
desired to or needed to travel for care

Conclusions/Discussion: yoCrC constitutes one in 
8 cases of locoregional CC but 1 in 5 cases of metastatic 
CrC cases. While access to care is heterogenous for 
yoCrC patients, once the diagnosis is made, younger 
patients needed to and/or desired to travel further for 
care, particularly when advanced stage or rC were found. 
the longer td did not compromise but was associated 
with expeditious treatment initiation in yoCrC. these 
data support the development of specialized care centers 
focusing on yoCrC with particular expertise in rC and 
in metastatic CrC.
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EFFECT OF PREOPERATIVE NARCOTIC USE 
AND ENHANCED RECOVERY PROTOCOLS ON 
LENGTH OF STAY IN PATIENTS UNDERGOING 
ELECTIVE LAPAROSCOPIC SEGMENTAL 
COLECTOMY: ANALYSIS OF THE NSQIP 
DATASET.

ePoSter aBStraCtS eP447

a. menning, a. al-Hadidi, d. Studzinski, r. Callahan, 
J. mangla, J. Shellnut, H. Wasvary
Royal Oak, MI

Purpose/Background: adequate pain control via oral 
narcotics is required prior to discharge of post-operative 
patients. Consumers of narcotic pain medication prior to 
surgery may require higher doses of postoperative pain 
medication than narcotic-naïve patients resulting in a 
longer hospital stay.

Hypothesis/Aim: our aim is to use our existing nSQiP 
database to evaluate the impact of prior narcotic use and 
enhanced recovery after Surgery protocols on length of 
postoperative stay.

Methods/Interventions: 985 elective laparoscopic 
segmental colectomy patients at Beaumont Health were 
studied. demographics, length of stay, and 30-day surgical 
outcomes data were collected from the nSQiP database. 
Patients’ preoperative and post-operative narcotic pain-
killer regimens were obtained from electronic medical 
records. Statistical analysis correlated length of hospital 
stay and 30-day clinical outcomes between ‘Chronic 
narcotic-users’ and ‘narcotic-naïve’ groups during two 
time periods: before and after the system-wide imple-
mentation of enhanced recovery after Surgery (eraS) 
protocols.

Results/Outcome(s): We identified 985 patients for 
inclusion, 622 pre-eraS, and 363 post-eraS. Chronic 
narcotic-users (users) exhibited a longer median hospital 
stay than narcotic-naïve patients (non-users) in the 
pre-eraS time period (4.0 days (iQr 3.0, 7.0) vs 4.0 
days (iQr 3.0, 5.0) P = 0.021. this held true in the post-
eraS time period with a median hospital stay of 4.0 days 
(iQr 3.0, 5.0) vs 3.0 days (iQr 2.0, 4.0) P= 0.004. When 
evaluating the entire study population, those patients in 
the post-eraS group showed a decreased median overall 
hospital length of stay; 4.0 days (iQr 3.0, 5.0) vs 3.0 (iQr 
2.0, 4.0) P = 0.021. loS was also longer for all users when 
compared to all non-users (4.0 days (iQr 1.0, 62.0) vs 
3.0 days (iQr 1.0, 56.0) P<0.001 during the entire study 
period, and this was independent of eraS status. Finally, 
chronic narcotic-users required greater amounts of pain 
medication post-operatively, measured in total morphine 
equivalents (67.5 (iQr 29.6, 162.6) vs 36.0 (iQr 15.0, 
78.2), P < 0.0001).

Limitations: this is a retrospective review, which 
has inherent limitations when compared to randomized, 
prospective studies. all patients included in the study were 
from a single health system.

Conclusions/Discussion: Chronic use of narcotics prior 
to elective, laparoscopic segmental colectomy increases the 
need for postoperative narcotics and increases the hospital 
length of stay. the use of enhanced recovery protocols 
resulted in a decreased hospital length of stay for all groups 
studied.

TIME-TO-SURGERY IN NON-METASTATIC 
COLON CANCER: A PROSPECTIVE COHORT 
STUDY (COLOCARE).

ePoSter aBStraCtS eP448

S. Felder, m. Park, m. Gomez, J. Permuth, e. Siegel
Tampa, FL

Purpose/Background: no optimal time interval from 
diagnosis to resection of a clinically localized colon cancer 
is known. Clinico-pathologic factors associated with time-
to-surgery (ttS) are poorly characterized.

Hypothesis/Aim: identify clinical, socioeconomic, or 
pathologic factors influencing ttS among colon cancer 
patients.

Methods/Interventions: 312 Stage i-iii treatment naïve 
colon cancer patients receiving surgery at a tertiary 
academic cancer center between 2009-2021, and enrolled 
in the ColoCare Study, a colorectal cancer (CrC) cohort 
prospectively collecting biological and social risk factors 
among stage i-iV CrC patients, were included. univariable 
and stepwise multinomial regression analyses identi-
fied predictors of ttS. We calculated the time interval 
between histologic diagnosis (colonoscopy) and surgery. a 
model applying tertiles was used (early ≤35, intermediate 
36-60, long >60 days). Variables included in the stepwise 
regression analyses were statistically significantly in univar-
iate analysis or significantly contributed to the stepwise 
regression analysis. We used odds ratios, 95% confidence 
intervals, and p-values to assess the odds of having an early 
or long ttS compared to an intermediate ttS.

Results/Outcome(s): univariate models suggested 
that patients without insurance (or 2.93; Ci 1.39-6.18; 
p=<0.001) compared to those with an Hmo have an 
increased odds of having an early ttS. However, patients 
with government insurance (or 0.48; Ci 0.23-0.98; 
p=0.04) compared to Hmo, significant co-morbid condi-
tions (Cad/CoPd/diabetes) (or 0.37; Ci 0.14-0.97;  
p= 0.04), older age (or 0.97; Ci 0.95-1.00; p=0.02), 
living in a zip code within 100 km from the hospital (or 
0.52; Ci 0.27-1.00; p=0.05), and higher Bmi (or 0.48; 
Ci 0.23-0.98; p=0.04), have a decreased odds of having an 
early ttS. the stepwise regression suggested that patients 
without insurance (or 4.47; Ci 1.92-10.42; p=<0.001) 
have nearly 4.5 odds of having an early ttS compared 
to patients with Hmo insurance after adjusting for age, 
tumor location (right/left), and stage (ii/iii).
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Limitations: Single center cohort from the ColoCare 
study; tumor-related symptom data partially available; 
not correlated to outcomes.

Conclusions/Discussion: Within our cohort, uninsured 
patients were at much higher risk of a ttS designated as 
early (≤35 days). although an optimal window of time 
between diagnosis of colon cancer and upfront oncologic 
resection has not been systematically defined, variability 
in time-to-Surgery likely impacts patient outcomes. the 
more likely early ttS among uninsured patients may 
be due to greater tumor-related symptoms necessitating 
sooner resection, although this is speculative. Further 
characterization of an optimal ttS range, as well its rela-
tionship to patient, pathologic, perioperative, and long-
term outcome deserves more study.

READMISSION AFTER NEW ILEOSTOMY 
CREATION: WHAT CAN WE DO BETTER?

ePoSter aBStraCtS eP449

W. liu, K. Zheng, J. martinson, a. Sattari, 
J. Schindelheim, J. Ferris, d. lisle
Baltimore, MD

Purpose/Background: the average readmission rate 
for patients with newly created ileostomies is 30%. Studies 
have shown dehydration as the main reason, but not much 
was explored in the relationship among index hospitaliza-
tion events, immediate postoperative clinic intervention 
and readmission.

Hypothesis/Aim: as part of a Qi project, we aim 
to study readmission within 30 days of discharge in 
newly created ileostomy patients and identify the areas of 
improvement to reduce readmission rate.

Methods/Interventions: this is a retrospective case 
control study on all patients with new ileostomies created 
by our colorectal surgery service between 10/2017-6/2021. 
the control group did not have readmission within 30 
days of discharge while the study group did. data on 
demographics, index hospitalization, first postoperative 
clinic visit, and readmission were collected. analyses were 
performed using SPSS, and include standard descriptive 
statistics, univariate comparisons such as t-test and mann-
Whitney u test for continuous variables and chi-squared 
analysis and Fisher exact test for categorical variables.

Results/Outcome(s): 93 patients were identified and 
44.1% had readmission. the most common reasons were 
acute kidney injury, wound ostomy issues and infection 
at 41.5%, 17.1% and 17.1% respectively. the median  
readmission day from discharge is 11 and median length 
of stay (loS) is 4. For demographics, there were no 
significant differences in sex, age, aSa class, surgery and 
ileostomy history, home diuretic use, periop chemotherapy, 
steroid and biologic agent use, diagnosis (cancer, diver-
ticulitis and iBd), open vs miS approach, end vs loop 

ileostomy and emergency vs elective surgery between the 
2 groups. However, patients with CKd and higher Bmi 
had significantly higher rates of readmission (p= 0.01, 
p=0.036). in terms of index hospitalization, those with 
high ileostomy output, obstruction/ileus, intra-abdom-
inal abscesses prior to discharge, and longer loS had 
significantly higher readmission rates (p<0.001, p=0.02, 
p=0.024, p<0.001). there were no significant differences 
in index hospitalization intervention including anti-mo-
tility agent use, outpatient infusion setup and disposi-
tion location. 7 patients who had readmission did not 
attend postoperative clinic so were excluded for analysis. 
Patients with high ileostomy output and dehydration 
complaints including weakness, fatigue, lack of appetite 
and weight loss in clinic had significantly higher read-
mission rates (p=0.011, p=0.001). interestingly, there 
were no significant differences in decreased urine output, 
leaky ostomy and pouching complaints. outpatient inter-
ventions including lab draw, scan and wound care were 
significantly higher in the readmission group (p=0.038), 
while there was no difference in outpatient change in 
anti-motility agents.

Limitations: retrospective design
Conclusions/Discussion: the period between index 

hospitalization discharge and postoperative clinic visit has 
potential for patient care improvement to reduce readmis-
sion rate.

THE EFFECT OF HOSPITAL TRANSFER ON 
POST-OPERATIVE COLECTOMY OUTCOMES IN 
VETERANS.

ePoSter aBStraCtS eP450

S. Haviland1, S. arnott2, m. ng2, V. obias2, J. duncan2

1Bethesda, MD; 2Washington, DC

Purpose/Background: due to their unique bene-
fits, veterans eligible for care at the Veterans Health 
administration are often transferred to VHa facilities in 
order to utilize higher level of care within the Va system.

Hypothesis/Aim: the goal is to examine the impact of 
hospital transfers on colectomy outcomes.

Methods/Interventions: the Veterans affairs Surgical 
Quality improvement Program database was queried for 
colectomies performed between 2000 and 2019. Patients 
with ascites, aSa class V, disseminated cancer, pre- 
operative coma, ventilator dependence, or transferred 
from nursing homes were excluded. Patients transferred to 
a VHa facility from another hospital were case matched 
with patients admitted to a VHa facility directly from 
home using the following criteria: age, gender, race, 
aSa class, functional status, smoking status, emergency 
status, pre-operative sepsis, and history of mi, CHF, 
CoPd, CVa, diabetes, or renal failure requiring dialysis. 
independent sample t-tests, Fischer’s exact tests, and Chi 
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Square tests were used to compare demographics and 
post-operative outcomes between patients transferred from 
hospitals and those admitted from home.

Results/Outcome(s): 441 patients transferred to a VHa 
facility from another hospital were case matched with 441 
patients admitted directly from home. transferred patients 
had higher rates of wound class iV intra-operatively 
(12.9% transferred vs 5.9% from home, p=.003). Post-
operatively, transferred patients had a higher rate of sepsis 
(8.6% vs 4.3%, p=.013) and urinary tract infections (5.9% 
vs 2.9%, p=.048) as well as longer hospital stays post- 
operatively (mean 13.397 days vs 10.269 days, p<.001). 
there was no significant difference in 30-day all-cause 
mortality or other post-operative complications.

Limitations: this is a retrospective study with a relatively  
small population, and there may be pre-operative demo-
graphics not accounted for by case matching. Furthermore, 
the overall number of post-operative complications was low, 
making differences between groups more difficult to detect.

Conclusions/Discussion: While there was no differ-
ence in 30-day mortality, the higher rates of intra- 
operative wound class iV and post-operative sepsis in 
transferred patients suggests that there are certain patients 
who may benefit from receiving surgical care at the initial 
admitting hospital rather than undergo transfer to a VHa 
hospital. the decision to transfer requires careful evalua-
tion in all veteran patients requiring a colectomy.

AN ANALYSIS OF LOWER GASTROINTESTINAL 
ENDOSCOPY MALPRACTICE CLAIMS.

ePoSter aBStraCtS eP451

t. Ward, r. Gartland, C. Cauley, r. Goldstone, 
l. Bordeianou, H. Kunitake, t. Francone, r. ricciardi
Boston, MA

Purpose/Background: little is known about the alle-
gations and case details underlying medical malpractice 
litigations associated with lower gastrointestinal (lGi) 
endoscopy.

Hypothesis/Aim: to identify the characteristics and 
causes of medical malpractice in lGi endoscopy.

Methods/Interventions: We collected case files entered 
across a multi-institutional setting of hospitals that submit 
data to the Controlled risk insurance Company (CriCo) 
Comparative Benchmarking System, representing approx-
imately 30% of annual malpractice cases in the united 
States. We evaluated all submitted case files using the 
keywords ‘colonoscopy’, ‘sigmoidoscopy’, ‘endoscopy of the 
large or small intestine’, and ‘proctoscopy’ from January 
2009 through december 2018. Characteristics of case files, 
medical facts, allegations, and the decisions of courts were 
then analyzed to identify potential themes. last, we deter-
mined delay in diagnosis and treatment related to injuries 
sustained during lGi endoscopy.

Results/Outcome(s): a total of 786 cases were analyzed 
leading to $76,395,296.22 in indemnity and $33,626,695 
of additional expenses. of these claims, 90 (11.5%) cases 
were attributed to a surgical service and 281 (36%) were 
assigned a clinical severity of high or leading to death or 
permanent damage. allegations included improper perfor-
mance of test (n=472; 60%), failure/delay to diagnose 
(n=166; 21%), improper/delay to surgical care (n=59; 
8%), anesthesia complication (n=34; 4%), safety and 
security (n=25; 3%), and miscellaneous (4%). across all 
cases, the average indemnity paid was $347,251, with the 
highest average in cases attributed to improper/delay to 
surgical care at $613,227. on case review, we noted that 
of the 272 (35%) colon or rectal perforations, 153 perfora-
tions (56%) were identified either after patient discharge 
from recovery or a median of 1 day after the procedure. 
Similar delays in diagnosis were noted for splenic injuries 
(n=30), where 60% of patients returned for clinical care 
after discharge.

Limitations: the data, although multi-institutional and 
representing approximately 30% of annual malpractice 
cases in the united States, may not generalize to an inter-
national setting.

Conclusions/Discussion: in this study, we demonstrate 
that a large number of cases are attributed to lGi endos-
copy involving surgical services, with the largest average 
indemnity paid in cases assigned to improper or delay 
in surgical care. in addition, we found that the majority 
of colon and rectal perforations and splenic injuries are 
recognized in a delayed fashion after patient discharge. 
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these data reveal modifiable factors that may serve in risk 
prevention strategies for reducing both complications and 
malpractice claims related to lGi endoscopy.

OUTPATIENT MINIMIALLY INVASIVE 
HEMICOLECTOMY: A FEASIBILITY STUDY.

ePoSter aBStraCtS eP452

l. theiss, F. Gleason, C. Shao, l. Wood, J. Feinstein, 
J. Simmons, d. Chu, G. Kennedy
Birmingham, AL

Purpose/Background: Historically, colon resections 
were performed via laparotomy. the adoption of lapa-
roscopic surgery and enhanced recovery Pathways has 
resulted in reduction of mortality, morbidity, and lengths 
of stay as well as ‘fast track’ programs where patients are 
discharged after an overnight hospital stay.

Hypothesis/Aim: Based on our institution’s success 
with discharging patients the day after colon resection, we 
hypothesized that minimally invasive hemicolectomy could 
be performed safely as a same day surgery.

Methods/Interventions: inclusion and exclusion 
criteria were chosen based on clinical experience at our 
institution and current literature. a multidisciplinary team 
consisting of nursing, anesthesia, and surgery providers was 
assembled to design and implement a perioperative care 
pathway for outpatient minimally invasive hemicolectomy 
(Figure 1). Patients were screened in colorectal surgery 
clinic and offered enrollment in the care pathway. Patients 
that elected to enroll in the pathway were also enrolled 
in an app-based patient engagement technology (Pet) to 
assess patient recovery. Patients underwent surgery as a 
first start case and were assessed postoperatively for suit-
ability for discharge. Patients were then discharged home 
or to a nearby hotel with daily phone calls, Pet health 
checks and a follow up clinic visit on postoperative day 2. 
thirty day outcomes were prospectively collected.

Results/Outcome(s): ten patients were enrolled from 
october 2019 to march 2021. the median age was 60 
(iQr 49.25-65.5) and more than half (n=6) were female. 
Seven patients were white, 2 were Black, and 1 was asian. 
indications for operation were cancer (n=9) and divertic-
ulitis (n=1). Seven patients received care in the pathway 
without issue. there were no morbidities or mortalities. 
there was one readmission for pain control and closer 
monitoring of hematochezia. one patient opted out in 
the preoperative phase due to concern for outpatient pain 
control. one patient was admitted from PaCu with post-
operative nausea and vomiting.

Limitations: this outlines a single institution’s experi-
ence and findings may not be generalizable to other patient 
populations and care settings.

Conclusions/Discussion: outpatient minimally inva-
sive hemicolectomy is safe and feasible through careful 
patient selection and a multidisciplinary approach. Future 
studies are needed to understand the impact of outpatient 
pathways on quality, cost, and patient experience.

PUBLICATIONS RELATED TO COLORECTAL 
SURGERY AND COVID-19: A WIDE GENDER 
DISPARITY REVEALED.

ePoSter aBStraCtS eP453

K. Joppru, d. nelms
La Crosse, WI

Purpose/Background: a large number of medical arti-
cles have been published related to CoVid-19 and this 
has been a subject of meta-research. However, there is 
limited knowledge regarding the overall characteristics 
of CoVid-19 related publications that are specific to 
colorectal surgery.

Hypothesis/Aim: We aim to describe an overview of 
the current body of CoVid-19 related colorectal surgery 
publications to help direct future research and to assess for 
publication disparities.

Methods/Interventions: a systematic search utilizing 
Pubmed meSH terms was performed to identify colorectal 
surgery related publications that were also related to 
CoVid-19 or SarS-CoV-2 published between January 
1, 2020 and June 30, 2021. the search results were then 
manually reviewed to assure the article titles met the 
search criteria. the included articles were then reviewed 
for publication date, country of author origin, publication 
type, and subject of the article. Finally, the first name of 
the corresponding author was recorded and the gender of 
the author classified by Gender aPi algorithm. descriptive 
statistics were used to describe the included articles. For 
the gender analysis, articles were excluded if the accuracy 
of gender classification was judged to be < 80% based on 
the Gender aPi algorithm.

Results/Outcome(s): a total of 140 articles meeting 
the inclusion criteria were identified. the most frequent 
month of publication was Sept 2020. the top five coun-
tries of publication were the uSa 25% italy 23%, uK 20%, 
Spain 7%, and China 5%. article classification percentages 
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were: not original data (eg. expert commentary) 41%, orig-
inal articles 29%, research letters 13%, and case reports/
series 13%. the subjects of the articles included impact of 
CoVid 45%, management recommendations related to 
CoVid 27%, risk of transmission, 7%, education 1%, tele-
health 1%. it was found that 18% of articles were endos-
copy related, 23% were colorectal cancer related, and 12% 
were colorectal cancer screening/surveillance related. a 
total of 132 articles were included in the gender analysis. 
75% of articles were found to have a male corresponding 
author with only 25% having a female author.

Limitations: this article is limited by being a retrospec-
tive review of the literature through one search method 
that may not be inclusive of all articles. additionally, there 
is no comparison of the colorectal surgery CoVid related 
publication data to other publication data.

Conclusions/Discussion: a significant gender disparity 
was found in colorectal surgery related CoVid-19 publica-
tions. this mirrors previous meta-research regarding publi-
cation gender disparities, but it appears more dramatic 
in this specific instance than expected. additionally, 
countries dramatically affected early in the pandemic (uS, 
italy, and uK) had high rates of publications related to 
CoVid-19 and colorectal surgery.

RATIO OF PUBLICATIONS TO DISEASE 
INCIDENCE SUGGESTS PAUCITY OF RESEARCH 
IN FISTULA-IN-ANO, PILONIDAL DISEASE, AND 
HEMORRHOIDS.

ePoSter aBStraCtS eP454

a. Gaidarski, r. mueller, m. Ferrara
Orlando, FL

Purpose/Background: medical research is motivated by 
multiple factors, with a clear emphasis on diseases with high 
mortality and prevalence. this creates a relative paucity in 
research for non-fatal diseases that may contribute signifi-
cant morbidity and socioeconomic burden.

Hypothesis/Aim: to identify research disparities in 
colon and rectal surgery and provide a proportionate 
model to help guide resource allocation.

Methods/Interventions: a Pubmed.gov search was 
performed for common colon and rectal conditions, 
including Colon Cancer, rectal Cancer, Crohn’s disease, 
ulcerative Colitis, rectal Prolapse, Hemorrhoids, Fistula-
in-ano/Perianal fistula, anal Fissure, and Pilonidal disease, 
limited to the title or abstract. incidence data was 
collected from various sources, including the american 
Cancer Society, Crohn’s and Colitis FoundationaSCrS 
textbook of Colon and rectal Surgery, and recently 
published literature. a research-incidence ratio (rir) was 
generated for each condition with linear transformation 
(division by one thousand) to produce common range  
of 1-10.

Results/Outcome(s): the niH invests approximately 
$41.7 billion in research annually, approximately 0.2% of 
the united States GdP. the most heavily researched condi-
tions were Colon Cancer (n=51,937 publications), Crohn’s 
disease (n=45,913), ulcerative colitis (n=43,453), and 
rectal Cancer (n=25,580). Hemorrhoids and anal fissure 
had the highest incidence (i=4400 and 110, respectively, 
per 100,00) by orders of magnitude. interestingly, they had 
the lowest rir (.011 and .012, respectively). the most 
heavily researched conditions had rirs ranging from 1.88 
(Colon Cancer) to 4.29 (Crohn’s disease). Fistula-in-ano 
and pilonidal disease were disproportionately represented 
in the literature despite having high incidence on par with 
Colon Cancer. rectal prolapse had few publications but 
the lowest incidence, yielding an rir of 1.01.

Limitations: number of Pubmed results is an imperfect 
indicator of research investment. incidence data is drawn 
from disparate resources. incidence of perianal fistula may 
be underestimated.

Conclusions/Discussion: the surgical management of 
colon cancer, rectal cancer, ulcerative colitis, and Crohn’s 
disease is relatively uniform, consistent with their high 
research:incidence index. despite having high preva-
lence, there is a disparity of research in hemorrhoids, anal 
fissure, pilonidal disease, and fistula-in-ano, four diseases 
that continue to have controversial surgical management. 
these findings suggest that more research leads to uniform 
treatment as the best therapies emerge.

Comparison of number of publications by topic/condition (title and 
abstract only) and incidence rate for each condition, resulting in 
research-incidence ratio for each condition

SMALL CELL CANCER OF THE RECTUM: THE 
MAYO CLINIC EXPERIENCE.

ePoSter aBStraCtS eP455

t. Gan, S. Stapleton, r. Batra, y. rudnicki, K. Behm, 
K. mathis, S. Kelley
Rochester, MN

Purpose/Background: Small cell cancers of the rectum 
are a small subset of neuroendocrine carcinomas, making 
up only 0.2% of colorectal malignancies. Survival tends 
to be poor, and no treatment guidelines have been 
established.



300 ePoSter abStractS

Hypothesis/Aim: to describe the presentation, treat-
ment course, and outcomes of small cell cancer of the 
rectum.

Methods/Interventions: a retrospective database 
review was performed using the mayo Clinic cancer 
registry from 1991-2021. the registry was queried for 
iCd-o-3 C209 topography and 80413 morphology code 
associated with malignant neoplasm of the rectum. in 
addition, pathology reports were screened to identify a 
pathological diagnosis of small cell cancer of the rectum. 
large cell cancer and well differentiated neuroendocrine 
tumors were excluded. Kaplan meier survival analysis was 
performed.

Results/Outcome(s): 14 patients (8 female) were diag-
nosed with small cell cancer of the rectum at the mayo 
Clinic during the study period. the mean age of diagnosis 
was 59 (Sd 15). of these, the vast majority were stage iii 
(n=6, 43%) and stage iV (n=7, 50%), and one patient 
(7%) had stage i disease at diagnosis. the most common 
presenting symptom was rectal bleeding (n=10, 71%), 
followed by rectal pain (n=5, 36%). the most common 
pathological marker was synaptophysin (n=11, 79%). 
nearly all patients received first line chemotherapy (n=13, 
93%; etoposide and cisplatin). of these, 4 received second 
line chemotherapy (irinotecan and topotecan), 1 received 
second line immunotherapy (nivolumab/ipilimumab) and 1 
received third line chemotherapy (gemcitabine and taxol). 
Patients were also treated with concurrent chemoradiation 
(n=9, 64%) and palliative radiation (n=2, 14%). three 
patients (21%) with persistent disease or locoregional 
recurrence after chemotherapy and radiation therapy 
received abdominoperineal resection. overall, 5 (36%) 
patients had progression of disease on therapy, 3 (21%) 
patients had recurrence of disease after initial complete 
clinical response, 2 (14%) patients had no evidence of 
disease after therapy, 3 were treated with palliative therapy 
only and 1 (7%) was lost to follow up. overall survival is 
demonstrated in the Kaplan meier plot (Figure), median 
survival was 1.5 years.

Limitations: Small sample size utilizing a retrospec-
tive database. Potential confounders to survival such as 
comorbidities.

Conclusions/Discussion: this is one of the largest 
reported series of small cell cancer of the rectum. our 
experience revealed high rates of advanced stage at presen-
tation and a remarkably aggressive tumor biology with high 
progression and recurrence rates on multimodality treat-
ment. Surgical management does not play a major role due 
to high rates of distant disease. new avenues of treatment 
need to be explored.

Figure. Kaplan meier plot of the overall survival of small cell cancer of 
the rectum at mayo Clinic from 1991 to 2021.

LATERAL PELVIC NODE DISSECTION AFTER 
NEOADJUVANT CHEMORADIATION IN 
RECTAL CANCER: A CASE REPORT.

ePoSter aBStraCtS eP456

m. Cueto, C. Cajucom
Manila, Philippines

Purpose/Background: lateral lymph node metas-
tasis causes local recurrence in advanced rectal cancer. 
Controversy exists between the east and the West 
regarding the best treatment option to improve survival.

Hypothesis/Aim: to present our first reported case 
of lateral lymph node dissection post-neoadjuvant 
chemoradiation.

Methods/Interventions: a 49 year old female had rectal 
adenocarcinoma 4cm FaV. Pelvic mri revealed a low 
rectal tumor abutting the mesorectal fascia anteriorly, anal 
sphincters not involved and a confluent enlarged right iliac 
nodes. no lung nor liver metastases were noted. Patient 
underwent short course radiotherapy with consolidation 
chemotherapy of Capecitabine and oxaliplatin for 3 cycles 
after discussing in the multidisciplinary tumor boads. after 
neoadjuvant treatment, interval decrease in size of the 
rectal tumor and right iliac nodes were noted on pelvic 
mri. Patient underwent partial intersphincteric resection, 
bilateral lateral pelvic node dissection and protective loop 
ileostomy on the 15th week from last day of radiotherapy.

Results/Outcome(s): total operative time was 330 
minutes. lateral pelvic node dissection done in a total 
of 88 minutes. estimated blood loss was 350ml. no 
intraoperative complications were noted. Patient had 
uneventful postoperative course and was discharged on 
the fourth postoperative day. Histopathology revealed a 
well differentiated rectal adenocarcinoma invading up to 
the muscularis propria, positive for lymphovascular inva-
sion with one right internal iliac lymph node positive for 
tumor involvement. the remaining 13 lateral nodes and 9 
mesorectal nodes were negative. Circumferential resection 
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margin was 4.0mm. Patient currently on 4th cycle of adju-
vant chemotherapy. Patient has good sphincteric tone on 
dre with anastomotic line 1cm FaV.

Limitations: this is the first case wherein our institu-
tion performed lateral pelvic node dissection after neoad-
juvant chemoradiation in low rectal cancer with clinical 
right internal iliac node metastasis which was proven 
in histopathology. all our previous lateral pelvic node 
dissections were done in a non-irradiated pelvis after total 
mesorectal excision.

Conclusions/Discussion: lateral pelvic node dissection 
is not routinely done in Western countries because the 
standard of care for advanced rectal cancer is neoadjuvant 
chemoradiation followed by total mesorectal excision. in 
contrast, lateral pelvic node dissection for low clinical t3 
rectal cancers below the peritoneal reflection is a standard 
treatment procedure in Japan. Preoperative chemoradi-
ation could not completely eradicate lateral lymph node 
metastasis. Previous literature supported the idea that 
lateral pelvic lymph node metastasis could be considered 
as regional lymph node spread than systemic metastasis 
and can be treated with lateral pelvic node dissection. 
it can be performed safely and could improve onco-
logic outcome especially if combined with neoadjuvant 
chemoradiotherapy.

TOTALLY NOT MODERN – THE INADEQUACY 
OF THE TNM-STAGING SYSTEM FOR RECTAL 
CANCER.

ePoSter aBStraCtS eP457

r. Fortunato, J. do, S. assali, J. Peysha, t. Wilkins
Pittsburgh, PA

Purpose/Background: Patients with high-risk rectal 
cancer tumor features have decreased disease-free survival 
and overall survival, and may require individualized 
advanced treatment despite their tnm-stage. Patients 
with these additional risk factors are not able to be identi-
fied with the current tnm staging system.

Hypothesis/Aim: Patients with high-risk rectal cancer 
tumor features are not being identified within our hospital 
system due to the lack of appropriate identification within 
the current tnm staging system.

Methods/Interventions: retrospective chart analysis of 
a prospective database identifying 10 known independent 
high-risk tumor factors not included in the tnm staging 
system were evaluated in consecutive patients diagnosed 
with rectal cancer at our institution from 2021. Factors 
evaluated were the preoperative serum carcinoembryonic, 
tumor regression score, circumferential resection margin, 
lymphovascular invasion, perineural invasion, microsat-
ellite instability, extramural tumor deposits, lymph node 
ratio, tumor border, and tumor budding.

Results/Outcome(s): See Table 1 INCLUSION 
CRITERIA: diagnosis of rectal cancer at our institution 
in 2021 EXCLUSION CRITERIA: under 18 years and 
over 89 years

Limitations: Single-center study and the thus actual 
frequency of people with high-risk features may vary 
regionally. However, using a retrospective database limits 
the data collected and may therefore underrepresent the 
actual number of patients with high risk features.

Conclusions/Discussion: Cancer is the second leading 
cause of death in the world and is responsible 1 out of 6 
of all deaths worldwide. Staging rectal cancers is critical 
to determine treatment course, evaluate the treatment 
results more reliably, and to compare statistics reported 
from different institutions. the tnm staging system was 
introduced by the american Joint Committee on Cancer 
(aJCC) in 1959 and has undergone 8 revisions, the most 
current in 2019. However, despite these multiple revi-
sions, the tnm-staging system still excludes almost all 
known independent tumor prognosticators that negatively 
affect overall survival, disease-free survival and treatment 
response. our results identified that 84% of our patients 
had at least 1 known high-risk tumor feature not iden-
tified by the aJCC staging system, and 64% had more 
one confirming that the current staging system leaves the 
patient and clinitian with too little information.
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MAJOR VASCULAR RESECTION AND 
RECONSTRUCTION IN ABDOMINOPELVIC 
MALIGNANCIES: A TERTIARY REFERRAL 
CENTRE EXPERIENCE.

ePoSter aBStraCtS eP458

l. Cohen, S. apte, a. Heriot, d. Gyorki, H. Snow, 
t. Wagner, J. mcCormick
Melbourne, VIC, Australia

Purpose/Background: Consensus is lacking in the 
utilisation of vascular resection and reconstruction for 
curative intent in abdominopelvic malignancy. Safety and 
oncologic benefit of these challenging procedures is limited 
to case reports and small retrospective case series.

Hypothesis/Aim: to assess if vascular resection and 
reconstruction for abdominopelvic cancer is safe with 
oncological benefit

Methods/Interventions: Consecutive patients under-
going curative intent en-bloc vascular resection and 
reconstruction for abdominopelvic malignancy (sarcoma, 
colorectal or other) between 2014-2021 at a tertiary cancer 
centre were analysed. a retrospective review of patient 
characteristics, surgical factors, complications and onco-
logic outcomes were recorded.

Results/Outcome(s): 27 curative-intent resections with 
en-bloc major vascular resection and reconstruction were 
performed. 40.7% were performed for recurrent malig-
nancy. the most common pathologies were colorectal 
adenocarcinoma (40.7%) and leiomyosarcoma (29.6%). 
all patients underwent multi-visceral pelvic exenteration 
or retroperitoneal resection requiring either synchronous 
interposition grafts (74.1%) or metachronous pre-emptive 
crossover grafts (25.9%). there were 9 vein only, 3 artery 
only, and 15 combined reconstructions [table 1]. Vessels 
reconstructed included common and external iliac vessels, 
renal vessels, inferior vena cava and aorta. there were no 
perioperative mortalities. 25.9% (n=7) had Clavien-dindo 
iiiia-iV complications. there were 3 graft thromboses  
(2 arterial, 1 vein), 2 of which required thrombec-
tomy. three other patients required return to theatre 
(1 dehiscence, 2 haematoma washouts). median length 
of stay was 15 days. r0 margins were achieved in 77.7% 
and r1 margins in 18.5%. median follow up was 19.2 
months. For patients who recurred (44.4%, 12/27), median 
time to recurrence was 6.6 months. 50% (6/12) were 
local recurrences. median survival was 21.4 months 95% 
Ci[11.1,35.7]for patients followed up >4 months.

Limitations: Single centre-study with heterogeneous 
tumour histology and no comparator group.

Conclusions/Discussion: in a high-volume, multidis-
ciplinary centre with careful selection of patients, en-bloc 
vascular resection and reconstruction is safe, techni-
cally feasible, and can achieve favorable clear margins. 
recurrence and survival in this retrospective observa-
tional series is comparable to published data for similar 
patients requiring multi-visceral resection without vascular 

reconstruction. Further data and longer-term oncological 
outcomes are required to confirm the utility of this tech-
nique. major vascular resection and reconstruction can 
become part of the surgical toolkit for otherwise unresect-
able abdominopelvic malignancy
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GHOST ILEOSTOMY VERSUS LOOP ILEOSTOMY 
FOLLOWING TOTAL MESORECTAL EXCISION 
FOR RECTAL CANCER: A SYSTEMATIC REVIEW 
AND META-ANALYSIS.

ePoSter aBStraCtS eP459

J. lee, t. mcKechnie, C. eskicioglu
Hamilton, ON, Canada

Purpose/Background: Following tme for low rectal 
cancer, loop ileostomy (li) can be used to protect the 
anastomosis and reduce the consequences of leak. Ghost 
ileostomy (Gi) may reduce the rate of unnecessary loop 
ileostomy.

Hypothesis/Aim: the aim was to meta-analyze the rate 
of anastomotic leak and overall postoperative morbidity.

Methods/Interventions: medline, embase, and 
Central were systematically searched. Studies inves-
tigating the use of ghost ileostomy in rectal cancer alone 
as well as comparing ghost ileostomy and loop ileostomy 
were included. the primary outcomes were the rate of 
anastomotic leak and postoperative morbidity. Secondary 
outcomes included stoma-related complication rate and 
length of stay. Pairwise meta-analyses were performed with 
inverse variance random effects.

Results/Outcome(s): From 242 citations, 14 studies 
with 946 patients undergoing tme for rectal cancer were 
included. Pairwise meta-analysis revealed no difference 
in the rate of anastomotic leak in patients who received 
ghost ileostomy versus loop ileostomy (or 1.40, 95%Ci 
0.73-2.68, p=0.31), overall morbidity (or 0.76, 95%Ci 
0.44-1.30, p=0.32), length of stay (Smd -0.05, 95%Ci 
-0.33-0.23, p=0.72). iSGrC anastomotic leak grades were 
as follows: Grade a (Gi 0% vs li 13.3%), Grade B (Gi 
80.9% vs li 86.7%), Grade C (Gi 19.1% vs li 0%).

Limitations: a lack of randomized controlled data 
made meta-analysis difficult. Prospective data comparing 
ghost ileostomy and loop ileostomy were limited. Given 
the limited data in the literature, conference abstracts and 
posters were included.

Conclusions/Discussion: Ghost ileostomy is a safe alter-
native to loop ileostomy following tme for rectal cancer. 
larger, prospective comparative studies are warranted to 
evaluate the use of ghost ileostomy in patients deemed to 
have low- to medium-risk of anastomotic leak.

NEOADJUVANT THERAPY OF METFORMIN IS 
ASSOCIATED WITH GOOD TUMOR RESPONSE 
AFTER PREOPERATIVE CONCURRENT 
CHEMORADIOTHERAPY FOR RECTAL 
CANCER.

ePoSter aBStraCtS eP460

J. Han
Chuncheon, Korea (the Republic of)

Purpose/Background: metformin is associated with 
good tumor response in preoperative concurrent chemora-
diotherapy (CCrt) for rectal cancer.

Hypothesis/Aim: this study aims to demonstrate that 
the timing of metformin is related to the tumor response 
on preoperative CCrt for rectal cancer.

Methods/Interventions: From January 2010 to 
december 2017, 232 patients who underwent curative 
resection after preoperative CCrt were reviewed. Patients 
were divided into groups with or without diabetes or 
metformin. the timing of metformin administration was 
divided based on before and after initiation of chemoradio-
therapy. multivariate logistic regression analysis was used 
to identify predictors for tumor response.

Results/Outcome(s): a total of 232 patients were 
included, with 176 (75%) men and 56 women (24%). 
there were 156 patients in the non-diabetic group and 76 
patients in the diabetic group. in the diabetic group, 32 
patients received non-metformin. 30 patients had received 
metformin before the start of CCrt and 14 patients 
received metformin from the initiation of CCrt. tumor 
downstaging (p = 0.02) and good response rates of tumor 
regression grade (trG) (p = 0.008) were significantly 
higher in the group administered metformin before CCrt 
than other groups. in the multivariate analysis, metformin 
administration before CCrt was a significant factor in 
predicting tumor downstaging (odds ratio [or] 10.31, 
95% confidence interval [Ci]: 1.76 - 102.08, p = 0.02) and 
good trG (or 12.55, 95% Ci: 2.38 - 80.24, p = 0.004).

Limitations: there are limitations of retrospective 
studies and small sample sizes.

Conclusions/Discussion: in conclusion, this study 
suggests that neoadjuvant metformin improves response to 
radiation therapy in patients with rectal cancer. this study 
is of value in developing therapeutic strategies to improve 
tumor response in patients with rectal cancer.
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TRAVELING LONG DISTANCES FOR RECTAL 
CANCER CARE: INSTITUTIONAL OUTCOMES 
AND PATIENT EXPERIENCES.

ePoSter aBStraCtS eP461

K. Peterson, m. drezdzon, r. Sparapani, r. Wu, 
J. Calata, t. ridolfi, K. ludwig, C. Peterson
Milwaukee, WI

Purpose/Background: mounting evidence supports 
travelling to high-volume medical centers for complex 
surgical procedures, such as a proctectomy, yet the 
outcomes and burden of those who travel long distances 
for care is not yet clear.

Hypothesis/Aim: We evaluated oncologic outcomes 
and patient reported quality of life and travel expenses for 
those patients treated for rectal cancer at our tertiary care 
institution.

Methods/Interventions: a retrospective, single-institution  
study of patients treated with proctectomy for locally 
advanced rectal cancer between 2014 and 2018 was 
performed. the median travel distance, by ground trans-
portation, was used to divide the population into long and 
short travel distance cohorts. Primary outcome measures 
included overall mortality, disease recurrence, and quality 
of life. Secondary outcomes included out-of-pocket 
expenses. demographics and oncologic outcomes were 
collected from the electronic medical record. Quality of 
life and travel expenses were assessed via patient surveys 
(eQ-5d-5l and Patient travel Survey). the cohorts were 
compared using Wilcoxon rank-sum and Chi-square tests 
for continuous and categorical variables, respectively. 
Kaplan-meier plots were created to evaluate overall and 
disease-free survival.

Results/Outcome(s): amongst 102 patients, 51 (50%) 
were classified as long travel distance (ltd) (mean 57.8 
miles) and 51 (50%) were classified as short travel distance 
(Std) (mean 12.8 miles traveled). although Kaplan-
meier curves showed a separating trend between the popu-
lations in regard to overall and disease-free survival (Figure 
1), there was no statistical difference in 5-year mortality 
(3.9% ltd vs 3.9% Std, p=1.0), disease recurrence 
(25.5% ltd vs 17.6% Std, p=0.34), or quality of life 
(mean eQ score 0.85 [Sd, 0.15] ltd vs 0.87 [0.12] Std, 
p=0.69). the ltd cohort did have significantly lower 
post-resection compliance with surveillance (84.3% ltd 
vs 96.1% Std, p=0.046). ltd cohort also had signifi-
cantly more lodging ($77.08 [Sd 228.41] ltd vs $0 [0] 
Std, p=0.03) and transportation expenses ($133.60 [Sd 
120.16] ltd vs $92.59 [146.79] Std, p=0.01).

Limitations: the limitations of the study include the 
retrospective nature of the study and recall bias associated 
with patient surveys.

Conclusions/Discussion: as centralization of rectal 
cancer operations occurs, this study finds that patients 
traveling long-distances received as good of care as those 
who lived locally with the cohorts having comparable 
overall mortality, disease-free survival, and quality of life. 
Higher travel costs and lower compliance with surveillance 
are identified as barriers to care in the long-distance popu-
lation, but a number of solutions can be implemented to 
address these hurdles to patient care.

Figure. Kaplan-meier curves for overall (left) and disease-free survival 
(right) of long and short distance travel groups

UTILITY OF REPEAT MRI FOR SURGICAL 
PLANNING AFTER NEOADJUVANT 
CHEMORADIATION FOR RECTAL CANCER.

ePoSter aBStraCtS eP462

a. Geddes1, m. Box2, a. Bruce2, G. dunn2, K. Booth2, 
S. Carter2

1Norman, OK; 2Oklahoma City, OK

Purpose/Background: after neoadjuvant chemoradia-
tion (Crt) for rectal cancer, repeat magnetic resonance 
imaging (mri) is obtained. there is a paucity of data to 
support repeat mri altering the surgical plan.

Hypothesis/Aim: Surgical plans between pre- and 
post-neoadjuvant Crt remains consistent despite repeat 
mri.
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Methods/Interventions: a retrospective study of 
patients treated between 2009 - 2020 at our multi-
disciplinary cancer center for clinical stage i, ii, or iii 
rectal cancer was performed. Chart review was performed 
to obtain patient demographics, tumor characteristis, 
surgical plans before neoadjuvant Crt, final surgical 
procedure performed, and patient outcome. exclusion 
criteria included patients who did not undergo surgery and 
those without a documented surgical plan prior to Crt.

Results/Outcome(s): results from a 10-year review 
included 328 patients with stage i-iii rectal cancer. after 
exclusion criteria were applied, 78 patients were included 
for analysis. of these 78 patients, 47 (60.3%) were men 
and 31 (39.7%) were women. the median age at diag-
nosis was 60 years (range: 24-88 years). there were 9 
patients (11.5%) with clinical stage i rectal cancer, 19 
(24.4%) with stage ii, 39 (50.0%) with stage iii, and 11 
(14.1) in which clinical stage was not specified. Patients 
underwent the following treatments: trans-anal resection 
(tae) in 4 (5.1%) patients, low anterior resection (lar) 
in 40 (51.3%) patients, and abdominoperineal resection 
(aPr) in 34 (43.6%) patients. the surgical plan after 
neoadjuvant Crt was changed in only 3 patients (3.8%). 
of these 3, one patient underwent lar instead of temS, 
one underwent lar instead of aPr, and one underwent 
aPr instead of lar. the remaining 75 patients (96.2%) 
underwent surgery as planned prior to neoadjuvant Crt.

Limitations: this is a retrospective study at a single 
institution. in addition, the sample size is relatively small, 
primarily due to incomplete documentation of surgical 
plans prior to neoadjuvant Crt.

Conclusions/Discussion: Clinical stage i-iii rectal 
cancer workup and treatment equates to a high cost and 
task burden for the patient. However, there is a paucity 
of data to support the use of post-neoadjuvant mri in 
patients for whom surgery is indicated after diagnosis, 
which warrants an investigation into our current standard 
algorithm of care. Given that an overwhelming majority 
of patients do not have changes in their surgical plan 
between pre- and post-neoadjuvant Crt, a consideration 
for patient cost and task burden should be employed. in 
addition, this study highlights the importance of specific 
documentation for surgical plan in the pre-neoadjuvant 
period for better assessment of Crt response.

DEVELOPMENT OF A PREDICTIVE 
NOMOGRAM FOR CIRCUMFERENTIAL 
RESECTION MARGIN IN RECTAL CANCER 
SURGERY.

ePoSter aBStraCtS eP463

m. Shroder, a. Hawkins, F. ye, Z. Zhao, a. Khan, 
S. mcChesney, m. Ford
Nashville, TN

Purpose/Background: Circumferential resection margin 
(Crm) is a key quality metric and predictor of oncologic 
outcomes and overall survival following surgery for rectal 
cancer.

Hypothesis/Aim: develop a nomogram to identify 
patients at risk for a positive Crm in the preoperative 
setting.

Methods/Interventions: utilizing the national Cancer 
database from 2010-2014, we performed a retrospective 
study evaluating factors predictive for positive Crm after 
surgical resection of rectal cancer. the primary outcome 
was positive Crm, defined as pathology evaluation with 
tumor ≤ 2 mm from the surgical margin. the study popula-
tion included patients with clinical stage i-iii rectal cancer 
who underwent total mesorectal excision. Patients were 
excluded for emergency operation, resection for cancer 
recurrence, prior unrelated pelvic radiation, stage iV 
disease, resection with palliative intent, transanal resec-
tion, and missing Crm status. For the primary outcome, 
multivariable logistic models were used to estimate the 
probability of having a positive Crm. model performance 
was evaluated by assessing discrimination using the area 
under the receiver operating characteristic curve (auC). 
model calibration was assessed by examining the cali-
bration plot. Bootstrapping method (300-iteration) was 
used to internally validate the final models and estimate 
optimism-adjusted measures of discrimination and overall 
model fit. For survival analysis, adjusted hazard ratios were 
estimated using a multivariable Cox proportional hazards 
model adjusting for covariates.

Results/Outcome(s): there were 29,118 patients 
included. 2,514 (8.6%) had positive Crm. older age, 
race, larger tumor size, higher tumor grade, mucinous and 
signet tumor histology, aPr, open operative approach, 
facility location, higher t stage, lymphovascular inva-
sion, elevated Cea, and perineural invasion were all 
significantly associated with positive Crm (p <0.05) and 
were included in the nomogram. the C-index was 0.70, 
suggesting a good predictive model. improved overall 
survival was associated with negative Crm, younger age, 
race, smaller tumor size, lower tumor grade, adenocar-
cinoma histology, adjuvant chemotherapy, lar, higher 
facility volume, academic facility type, lower t stage and 
n stage, absence of lymphovascular invasion, lower Cea, 
and absence of perineural invasion (p<0.05).
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Limitations: due to the large study population, there 
may be smaller effect sizes between groups. With limited 
ability to obtain missing information from the database, 
some patients were excluded, such as those with unre-
ported pathologic margins.

Conclusions/Discussion: an objective model that 
predicts positive Crm and associated poor clinical 
outcomes is possible. Positive Crm is associated with 
specific patient demographics, tumor characteristics, and 
operative approach. these factors can be used to predict 
Crm positivity in the preoperative period and plan 
accordingly.

roC curve for predictive model of Crm

IMPACT ON QUALITY OF LIFE OF MAJOR 
BOWEL DYSFUNCTION VS. COLOSTOMY 
AFTER RECTAL CANCER SURGERY.

ePoSter aBStraCtS eP464

r. Penta, m. maalouf, S. robitaille, S. liberman, J. Fiore 
Jr, l. Feldman, l. lee
Montreal, QC, Canada

Purpose/Background: the impact of different degrees 
of bowel dysfunction vs. a colostomy on quality of life 
(Qol) after rectal cancer surgery is poorly understood.

Hypothesis/Aim: to evaluate the impact of colostomy 
vs. bowel dysfunction on Qol after rectal cancer surgery.

Methods/Interventions: Participants were recruited 
from a single university-affiliated colorectal specialist 
referral centre starting in 07/2020. adult patients were 
included if they had undergone proctectomy with sphincter 
preservation or colostomy for primary rectal adenocarci-
noma, were at least 1 year from primary surgery or stoma 
closure in the case of proximal diversion, and had not 
developed local recurrence or metastatic disease during 
follow-up. Qol was measured using the SF-36 and the 

Patient-Generated index (PGi), where patients are asked 
to list 5 areas most affected by bowel dysfunction or their 
stoma, which are then weighted according to the patients’ 
preferences for improvement for a total score from 0-100. 
the areas listed by patients on the PGi were linked to 
the international Classification of Functioning (iCF) 
for content analysis. Bowel dysfunction was measured 
using the low anterior resection syndrome (larS) score, 
and patients categorized as no/minor and major larS. 
Qol scores for the SF-36 and PGi were compared 
between patients with no/minor larS, major larS, and 
a colostomy.

Results/Outcome(s): a total of 162 patients were 
included (colostomy n=24, sphincter preservation 
n=138). there were no differences in age, gender, neoad-
juvant radiotherapy, surgical approach, pathological stage, 
or duration of follow-up (median 33.9 months [iQr23.0-
61.7]) between colostomy and sphincter preservation 
patients. Colostomy patients had lower mean tumour 
height (5.9cm (Sd3.3) vs. 8.9 cm (Sd3.8), p<0.001). in 
the sphincter preservation group, 64% had no/minor larS 
(n=89) and 36% major larS (n=49). there were signif-
icant differences in all SF-36 subscales and PGi between 
no/minor larS, major larS, and colostomy groups (see 
table). When colostomy vs. major larS were compared, 
only physical functioning, general health, and the physical 
component summary scores were different. on iCF-linked 
content analysis of the PGi, there were significant differ-
ences in the proportion that reported problems with sexual 
function (9% vs. 14% vs. 46%, p<0.001), remunerative 
employment (13% vs. 35% vs. 29%, p=0.011), and recre-
ation/leisure (73% vs. 100% vs. 100%, p<0.001) between 
patients with no/minor larS, major larS, or colostomy. 
When colostomy vs. major larS were compared, only 
differences in proportion reporting problems with sexual 
function remained (p=0.008).

Limitations: single-centre, volunteer bias
Conclusions/Discussion: a permanent colostomy has a 

similar impact on Qol as major larS after rectal cancer 
surgery. these results suggest that patients’ preferences 
should be considered regarding sphincter preservation in 
those who are at high risk of major larS.
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DIAGNOSTIC ACCURACY OF ENDOSCOPY IN 
DETERMINING RECTAL TUMOR PROXIMITY 
TO THE PERITONEAL REFLECTION.

ePoSter aBStraCtS eP465

G. Sandilos1, C. Zhu1, a. menger2, r. Gefen1, J. Kovacs1, 
d. Giugliano1, m. Kwiatt1, S. mcClane1

1Camden, NJ; 2Storrs, CT

Purpose/Background: management of rectal tumors is 
often based on tumor distance from the anal verge (aV) 
on endoscopy, but tumor relationship to the peritoneal 
reflection (Pr) may be more clinically relevant.

Hypothesis/Aim: tumor distance based on endoscopy 
and mri do not accurately predict tumor relationship to 
the Pr.

Methods/Interventions: a single-center retrospective 
cohort study was conducted on 87 patients between 
2018 and 2021 with rectal adenocarcinoma characterized 
pre-treatment on both endoscopy and mri with tumor 
distances from the aV recorded. the lower border of 
tumors were classified as “above”, “at”, “straddles” or 
“below” the anterior Pr on mri. Box plots examined the 
association between tumor measurement on mri versus 
endoscopy, and relationship to the Pr. Sensitivity and 
specificity were calculated for the ability of mri and endo-
scopic measurements to predict tumor location relative to 
the Pr. true positives were defined as those “at”, “below”, 
or “straddles” the Pr with a measurement of 10cm or less 
from the aV and true negatives were defined as tumors 
“above” the Pr with a measurement of >10cm; these 
comparisons were duplicated with a 12cm cutoff.

Results/Outcome(s): Box plots reveal a wide range of 
measurements with significant overlap. utilizing a 10cm 
cutoff, endoscopy was found to have a sensitivity and spec-
ificity of 77.3% (95% Ci, 67.9-86.7) and 58.3% (95% Ci, 
47.4-69.3), respectively, in its ability to correctly identify 
tumor location with respect to the Pr. in contrast, mri 
was found to have a sensitivity and specificity of 82.7% 
(95% Ci, 74.1-91.2) and 91.7% (95% Ci, 85.3-98.1), 
respectively. utilizing a 12cm cutoff, endoscopic sensi-
tivity increased to 92% (95% Ci, 85.7-98.3) but specificity 
decreased to 50% (95% Ci, 38.2-61.1), whereas mri 
sensitivity increased to 89.3% (95% Ci, 82.3-96.4) and 
specificity decreased to 58.3% (95% Ci, 47.4-69.2).

Limitations: We recognize the limitations of this study 
as a single-center retrospective analysis of limited sample 
size.

Conclusions/Discussion: For locally invasive stage 2 
and 3 rectal cancers, identification of tumor position rela-
tive to the Pr is an important factor in determining the 
role of neoadjuvant chemoradiation versus upfront surgery. 
Based on these results, location of the Pr is not accurately 
predicted by endoscopic distance from the aV and based 
on endoscopic tumor distance alone, 23% of patients with 
tumors at or below the Pr would inappropriately be offered 

upfront surgery. likewise, 42% of patients with tumors 
above the Pr would inappropriately be offered neoadju-
vant therapy. mri-reported tumor distance using a 10cm 
cutoff is both more sensitive and specific a predictor of 
relationship to the Pr and may be a reliable alternative 
when the Pr is not identified. therefore, routine use of 
endoscopy may incorrectly stratify patients into upfront 
surgery versus neoadjuvant therapy and pre-treatment 
mri should be the standard for determining tumor posi-
tion relative to the Pr.

Figure 1. relationship between endoscopic, mri measurements of 
tumor distance from the anal verge and position relative to the perito-
neal reflection. Straddles, at and below refer to tumor position relative 
to the anterior peritoneal reflection on mri, distance is measured in 
centimeters from the anal verge.

PATIENTS’ PERSPECTIVES ON THE EFFECT OF 
BOWEL DYSFUNCTION ON THEIR QUALITY OF 
LIFE.

ePoSter aBStraCtS eP466

S. robitaille, r. Penta, m. maalouf, S. liberman, J. Fiore, 
l. Feldman, l. lee
Montreal, QC, Canada

Purpose/Background: Bowel dysfunction after rectal 
cancer surgery can be an important factor in quality of life 
(Qol). Generic Qol measures lack specificity to evaluate 
individual values and perspectives.

Hypothesis/Aim: to evaluate the impact of bowel 
dysfunction on patient-specific Qol after rectal cancer 
surgery.

Methods/Interventions: a mixed methods study where 
adult patients who had undergone restorative proctectomy 
for primary rectal adenocarcinoma were recruited from a 
single university-affiliated colorectal referral centre from 
07/2020 to 09/2021. Patients were eligible if they were at 
least 1 year from primary surgery or stoma closure and had 
not developed local recurrence or metastatic disease. Qol 
was measured using the Patient-Generated index (PGi), 
where patients are asked to list the five areas most affected 
by bowel dysfunction, which are then weighted according 
to the patients’ preferences for improvement for a total 
score from 0-100. the areas listed by patients on the PGi 
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were then linked to the international Classification of 
Functioning (iCF) for content analysis. Bowel dysfunction 
was measured using the low anterior resection Syndrome 
(larS) score and categorized as no, minor, or major 
larS. Findings from the PGi were then compared to 
larS scores and analysed for significance.

Results/Outcome(s): a total of 138 patients were 
included. mean age 61.7 years (±11.6), 69% male, mean 
tumor height 8.9cm (±3.8), 49% neoadjuvant radio-
therapy, 90% laparoscopic, 51% diverting loop ileostomy 
with median time to closure 140 days [iQr105-222], 
and median follow-up 37.0 months [iQr 24.1-61.4]. the 
larS score was categorized as no larS in 43%, minor 
larS in 21%, and major larS in 36%. the overall mean 
PGi was 50.3 (±28.4), with no differences in PGi between 
patients with no larS 53.8 (±30.7), minor larS 48.0 
(± 29.5), and major larS 47.3 (±24.9) (p=0.437). the 
four most common problematic areas identified by patients 
included “d470 using transportation”, “d570 looking after 
one’s health”, “d850 remunerative employment”, and 
“d920 recreation and leisure”. Patients with majors larS 
were significantly more likely to report problems with 
“d9205 socializing” and “d920 recreation and leisure”. 
there was also a higher proportion of patients with major 
larS that reported “850 remunerative employment” as 
problematic (table).

Limitations: Single centre, volunteer bias
Conclusions/Discussion: Bowel dysfunction after 

restorative proctectomy for rectal cancer has important 
implications on patients’ perception of Qol. leisure activ-
ities and remunerative employment were the most affected 
by major larS, but other areas were equally impacted 
despite larS score. these findings may help better inform 
patients about their expected long-term bowel function 
and Qol after rectal cancer surgery.

areas identified by the PGi compared to larS score.

UNDERSTANDING THE IMPACT OF BOWEL 
FUNCTION ON QUALITY OF LIFE AFTER 
RECTAL CANCER SURGERY.

ePoSter aBStraCtS eP467

m. maalouf, S. robitaille, r. Penta, m. Pook, J. Fiore, 
l. Feldman, l. lee
Montreal, QC, Canada

Purpose/Background: Bowel dysfunction is an 
important consequence of rectal cancer surgery and the 
specific quality of life (Qol) domains that are affected 
remain unclear and unaddressed by generic surveys.

Hypothesis/Aim: to identify Qol domains most 
affected by rectal cancer surgery.

Methods/Interventions: a mixed-methods study of 
adult patients who underwent rectal cancer surgery with 
sphincter preservation at a single university-affiliated 
colorectal referral centre from 07/2017 to 07/2020 was 
performed. Patients were excluded if their surgery was 
less than 1 year since the recruitment date, received a 
permanent stoma, or developed recurrence or metastasis. 
Semi-structured interviews were conducted by phone and 
transcribed verbatim. Bowel dysfunction was evaluated 
via the low anterior resection Syndrome (larS) score. 
interviews were coded by two independent reviewers and 
evaluated for concordance. Qualitative content analysis 
was used to identify themes following the steps proposed 
by elo & Kyngäs, 2008. the frequency of occurrence of 
themes was quantified (percent total number of interviews).

Results/Outcome(s): a total of 54 patient interviews 
were analyzed. mean time to interview was 49.5±32.6 
months, mean age was 63.7±8.6 years, 75.9% were male, 
81% of cases were laparoscopic, 75.9% had a low anterior 
resection, mean tumor height was 9.3cm±3.6, mean t-stage 
was 2.8±0.8 and 46% had a diverting loop-ileostomy 
reversed. overall, 38.9% of patients had no larS, 22.2% 
had minor larS and 38.9% had major larS. interview 
analysis revealed five Qol related themes impacted by 
bowel function which were categorized as: experiencing 
psychological and emotional stress, challenging roles and 
relationships within society, encountering physical limita-
tions, restricting leisure and recreational activities, and 
self-empowerment and adapting to change. Patients with 
minor and major larS were significantly more likely to 
report disruption of social activities and role as a sexual 
partner versus those with no larS (table). Patients with 
major larS were significantly more likely to report effects 
on sleep versus those with no and minor larS (table). 
dissatisfied patients were more likely to report frustra-
tion, dependance and guilt, and restricting leisure and 
recreational activities versus satisfied patients (p<0.05). 
Patients with outcomes as expected were more likely to be 
satisfied compared to those who reported their outcome 
was worse than expected (p<0.05).

Limitations: Single-centre, self-reported and observer 
bias
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Conclusions/Discussion: Patient outcomes deviating 
from expectations and worse larS scores are associated 
with increased disruption of the five Qol domains iden-
tified. these results may help better inform patients in the 
pre-operative setting and serve as a basis for the develop-
ment of a specific rectal cancer Qol survey.

Patient identified themes compared to larS score

THE RELATIONSHIP BETWEEN BOWEL 
DYSFUNCTION AND BOWEL-RELATED 
QUALITY OF LIFE IMPAIRMENT OVER TIME.

ePoSter aBStraCtS eP468

a. Wang, S. robitaille, m. maalouf, J. Fiore, l. Feldman, 
l. lee
Montreal, QC, Canada

Purpose/Background: Bowel dysfunction following 
rectal cancer surgery changes with time and patients adapt 
to symptoms. the impact of bowel dysfunction on quality 
of life (Qol) over time is uncertain.

Hypothesis/Aim: to evaluate the change in Qol due 
to bowel dysfunction over time.

Methods/Interventions: a prospective database starting 
in July 2017 of adult patients who had undergone sphincter 
preserving rectal cancer surgery at a single university- 
affiliated colorectal cancer referral centre was queried. Patients 
were excluded if they had local recurrence, metastasis, or 
persistent stoma beyond 1-year follow-up. Follow-ups were 
arranged according to current guidelines. main outcomes 
were Qol measured by the Short Form-36 survey (8 scales 
and 2 summary scores), bowel dysfunction was classified using 
the low anterior resection Syndrome (larS) score (no 
larS, minor larS and major larS), and bowel-related 
quality of life was evaluated using the single-item Bowel-
related Quality of life (BQol) survey. the SF-36 and 
larS scores were collected as part of the ongoing registry. 
eligible patients were then called at 3 months after their last 
in-person follow-up and administered the SF-36, larS score 
and BQol. Patients were also asked how they would have 
answered the BQol 3-months prior. Changes in larS and 
BQol scores were noted and compared to SF-36 scores.

Results/Outcome(s): overall, 136 patients were 
included (75% response rate). mean age 61.8 (+/-10.6 
years), 71% male, mean distance from the anal verge 

was 8.7 cm (+/-4), 54% underwent neoadjuvant radio-
therapy, 51% had a diverting loop ileostomy, 87% were 
laparoscopic, and median follow-up was 35.4 months 
[23.5–64.3]. there was no significant change in 3-month 
BQol (96% of patients had no change, 3% improved, 
and 1% deteriorated. in patients who reported no change 
in BQol, 54% (72/131) had no change in their larS 
score, 31% (41/131) scored worse, and 27% (31/131) 
improved. Patients that showed improvement in their 
larS score had an associated increase in their physical 
component summary, role emotional, role physical, phys-
ical functioning and bodily pain. Whereas patients with 
a deterioration of their larS score had an associated 
decrease in their general health, vitality, and mental 
health. interestingly, patients with no change in their 
larS score reported increases in physical functioning and 
role emotional, but decreases in their scores for vitality and 
mental health (table).

Limitations: recall bias, Covid-19, and volunteer bias.
Conclusions/Discussion: assessment of patients’ 

bowel related Qol is complex. improvements in bowel 
dysfunction appears to be associated with improved Qol. 
Whereas patients with worsening bowel dysfunction had 
an associated deterioration in Qol. of note, BQol scores 
did not change significantly over the study period. there is 
currently a paucity of instruments with sensitivity to detect 
changes specific to bowel dysfunction-related Qol.

Change in SF-36 compared to larS scores.

THE SIGNIFICANCE OF ISOLATED DWI 
RESTRICTION IN PATIENTS WITH LOCALLY 
ADVANCED RECTAL CANCER.

ePoSter aBStraCtS eP469

K. arficho, a. Singh, r. Samudrala, e. drelichman, 
a. aref
Detroit, MI

Purpose/Background: addition of diffusion-weighted 
imaging sequence increase accuracy of mri in detecting 
early tumor regrowth. mri, digital examination & endo-
scopic evaluation are gold standard in follow up evaluation.
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Hypothesis/Aim: Hypothesis: dWi restriction may 
offer an improved diagnostic performance for local tumor 
growth.

Methods/Interventions: this is a case series of 4 
patients with isolated dWi abnormalities detected during 
routine surveillance, after successful neoadjuvant therapy 
and achieving tumors complete clinical response and dispo-
sition to organ preservation pathway either by watchful 
waiting or full thickness local excision.

Results/Outcome(s): there are 2 male and 2 female 
patients with tumors located between 0-4 cm from the 
anal verge. all patients were mri (1.5 tesla with rectal 
cancer protocol) staged at diagnosis with t3n0 invasive 
adenocarcinoma. all tumors were in CCr after neoadju-
vant therapy and were dispositioned to organ preservation 
without radical surgical intervention. the time interval 
between CCr and first observation of dWi restriction 
ranged between 4-64 weeks. the interval between obser-
vation of dWi restrictions and last follow up is between 
13-24 weeks. all patients continued to have normal 
endoscopy exams with no evidence of local, regional or 
distant failure to date. one additional patient was treated 
off protocol as he had received pelvic radiation in the past 
for seminoma.

Limitations: Sample size is small. no control group, 
limited generalisability to higher population of patients

Conclusions/Discussion: DWI restrictions, in the 
absence of T2 changes, do not necessarily indicate 
treatment failure. More studies from larger centers are 
needed for accurate assessment of the importance of 
DWI changes following conservative management of 
locally advanced rectal cancer. Our data therefore shade 
light on a useful template to tailor future MR-guided 
adaptive treatment concepts.

IS IT A COLON OR RECTAL CANCER: 
FREQUENT MISCLASSIFICATION USING 
DISTANCE FROM ANAL VERGE ALONE.

ePoSter aBStraCtS eP470

S. Felder, V. Cantrell, a. Parsee, a. ahmed, S. Feuerlein, 
C. araujo, J. Costello
Tampa, FL

Purpose/Background: Variation in the definition of 
the rectum confounds treatment decisions, prognosis, and 
research. accurately and reproducibly classifying rectal 
versus distal colon cancers is critical.

Hypothesis/Aim: improve accuracy of preoperative 
tumor classification by using discrete mri anatomic 
landmarks.

Methods/Interventions: Single institution, retrospec-
tive review of 49 rectal mri’s obtained between 2017-
2020 for initial cancer staging, originally interpreted as 
>7.5cm from the anal verge (aV). an expert mri rectal 
cancer radiologist (JC) classified each tumor as mid-rectal, 
upper rectal, or distal colon (rectosigmoid or sigmoid) 
using the sagittal anatomic relationship to 1) the radio-
logic sigmoid artery takeoff (Sat) landmark (the junction 
between the sigmoid mesocolon and mesorectum), 2) 
anterior Peritoneal reflection (aPr), and 3) distance 
from the aV (intersphincteric notch). Height from aV 
served as a comparator group, tumors were considered 
mid-rectal if 5-10cm from the aV, upper rectal when 10.1-
15cm, and colonic when >15cm. the proportion of tumors 
re-classified, and proportion potentially altering a decision 
to deliver guideline recommended neoadjuvant treatments 
was calculated.

Results/Outcome(s): Forty-nine rectal mris were eval-
uated, 88% mrStage 3. applying height from aV, 5 (10.2%) 
tumors were classified extra-peritoneal (mid-rectal), 31 
(63.3%) as upper rectal, and 13 (26.7%) as distal colonic. 
When applying the Sat and aPr relationship to the distal 
extent of tumor, 21 (55.1%) were classified as extra-perito-
neal (mid-rectal), 2 (4.1%) as upper rectal, and 26 (53.1%) 
as colonic. the discordance between classification using 
height from aV compared to the Sat/aPr to tumor 
relationship was 63%. of the 31 tumors initially designated 
upper rectal, 17 (55%) were re-classified to extra-perito-
neal (mid-rectal), 13 (42%) re-classified to distal colonic, 
and 1 (3%) re-classified from extra-peritoneal (mid-rectal) 
to distal colonic. Based on tumor re-classification, 29% (14 
of 49) would potentially alter guideline-directed treatment.

Limitations: retrospective, limited sample, single 
radiologist. uncorrelated to gender or body mass index.

Conclusions/Discussion: a uniform rectal cancer defi-
nition classifying tumors based on relationships to the 
radiologic sigmoid artery takeoff and anterior peritoneal 
reflection likely better aligns with disease recurrence 
patterns compared to classifying based on tumor distance 
to anal verge alone. this study showed marked discor-
dance, resulting in tumor re-classification in almost 2/3rds 
of our cohort. re-classification of tumor location carried 
treatment implications for almost 1/3 of the cohort. 
Confirming inter-rater reproducibility to these discrete 
anatomic-radiographic landmarks for more consistent clas-
sification of distal colon and upper rectal cancers should 
be further studied.
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EFFECT OF TREATMENT FACILITY ON 
RACIAL DISPARITIES IN RECTAL CANCER: A 
NATIONAL CANCER DATABASE ANALYSIS.

ePoSter aBStraCtS eP471

C. Cadiz1, a. ata2, W. Kim2, e. lee2, n. Wieghard1, 
S. Wexner3, S. Sharp1

1Richmond, VA; 2Albany, NY; 3Weston, FL

Purpose/Background: racial disparities have been 
shown to be common in minority patients and impact 
surgical outcomes across many types of cancer. We sought 
to determine what socioeconomic factors may be associ-
ated with survival outcomes in minority patients under-
going treatment for rectal cancer.

Hypothesis/Aim: We hypothesize that access to treat-
ment at academic facilities has an impact on overall 
survival of minority patients as compared to non-academic 
centers.

Methods/Interventions: this is a retrospective cohort 
study of patients diagnosed with non-metastatic rectal 
cancer using the national Cancer database from 2004-
2017. Kaplan-meier survival plots were constructed to 
study the effects of race/ethnicity and insurance status 
among different facility types (academic, community, 
comprehensive cancer, and integrated cancer network. 
the primary outcome of interest was overall survival. using 
univariate and multivariable analysis stratifying by facility 
type, disease stage, and insurance status, survival compar-
ison was performed between race and ethnicity cohorts.

Results/Outcome(s): the study consisted of 107,814 
patients, 81% were white, 9% black, 5% Hispanic, and 
5% other (mainly asian). overall survival (oS) was 
significantly diminished for blacks (hazard ratio [Hr], 
1.10; 95% confidence interval [Ci], 1.08-1.13; P<0.001) 

and increased for patients of other race (Hr, 0.78; 
95% Ci, 0.76-0.81) compared with whites. Patients with 
private insurance had improved oS compared with unin-
sured (Hr, 1.84; 95%Ci, 1.78-1.89; P< 0.001), medicaid  
(Hr, 1.92; 95%Ci, 1.87-1.97; P < 0.001) and medicare 
(Hr, 2.28, 95% Ci, 2.25-2.31; P < 0.001) patients. 
Compared with patients treated at academic centers, 
patients treated at comprehensive cancer community 
centers had worse oS (Hr, 1.16; 95% Ci, 1.14-1.18;  
P < 0.001). When stratified by type of treating facility, racial 
disparities were not mitigated for patients treated at aCs 
compared with other facilities. When controlling for insur-
ance status, facility type and stage, overall survival for black 
patients remained lower (Hr: 1.11, 95% Ci 1.08 – 1.13), 
when compared with Hispanic patients (Hr: 0.83, 95% Ci 
0.80 – 0.85) and others (Hr: 0.85 95% Ci 0.82 – 0.87).

Limitations: results are limited by gaps in information 
reported to the database. For example, the nCBd does not 
contain data on weight, smoking, and performance status, 
which would be interesting to see how this might affect 
our analysis.

Conclusions/Discussion: other race, private insur-
ance, and treatment at academic facilities were inde-
pendently associated with improved oS in rectal cancer. 
Black patients have worse overall survival compared to 
Caucasians and other minority groups, even after adjusting 
for facility type, insurance status, and stage of disease.

THE EFFECT OF COVID-19 PANDEMIC ON 
SPHINCTER PRESERVING SURGERY FOR 
RECTAL CANCER: AN INITIAL REPORT.

ePoSter aBStraCtS eP472

m. Freund, i. Kent, t. Smith, n. Horesh, m. Zamis, 
r. meyer, S. Wexner
Weston, FL

Purpose/Background: the lack of screening and 
healthcare access during CoVid-19 has delayed diag-
nosis of rectal cancer. Purpose: to determine whether 
the CoVid-19 pandemic influenced sphincter preserving 
surgery rates.
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Hypothesis/Aim: the CoVid-19 pandemic influenced 
sphincter preserving surgery rates in rectal cancer

Methods/Interventions: Methods: in this retrospec-
tive cross-sectional study patients undergoing surgery for 
rectal cancer between 2016 and 2021 were divided into 
two groups. Patients operated during the CoVid-19 
pandemic (2020 - 2021) and patients operated before 
the pandemic (2016-2020). Intervention(s): Sphincter 
preserving surgical interventions included transanal local 
excision and low anterior resection with restorative proc-
tectomy or coloanal anastomosis. radical surgery included 
abdominoperineal resection with a permanent colostomy.

Results/Outcome(s): 234 patients were included, 180 
patients (76.9 %) in the pre-CoVid-19 group, and 54 
patients (23.1%) in the CoVid-19 era group. there were 
no differences between the groups in mean patient age 
(60.0 ± 12.7 vs 60.6 ± 12.7; p = 0.7648), gender (33.3% 
vs 40.7% females; p = 0.31) and Bmi (26.6 ± 4.8 vs. 
27.4 ± 4.6; p = 0.2580). the CoVid-19 era group had 
a significantly lower rates of sphincter preserving surgery 
(73.1% vs. 86%; p=0.028). Patients in the CoVid-19 
era also presented with a significantly higher rate of 
locally advanced disease (stage t3/t4 78.8% vs 57.9%; 
p=0.02) and metastatic disease (9.4% vs. 2.8%; p = 0.05) 
compared to the pre CoVid-19 group. time from diag-
nosis to surgery in this group was also significantly longer 
(median 272 vs. 146 days, p<0.0001).

Limitations: retrospective single center study
Conclusions/Discussion: Patients diagnosed with 

rectal cancer during the CoVid-19 era presented at a 
more advanced oncological stage and underwent sphincter 
preserving surgery at lower rates.

DON’T CONVERT: LONG MINIMALLY 
INVASIVE SURGERY FOR RECTAL CANCER 
OUTPERFORMS SHORT OPEN OPERATIONS.

ePoSter aBStraCtS eP473

J. underhill1, m. Williams1, S. Jochum2, y. Zhang1, 
a. Becerra1, a. Bhama3

1Chicago, IL; 2Maywood, IL; 3Cleveland, OH

Purpose/Background: traditional surgical dogma 
recommends fast open operations over lengthy minimally 
invasive ones to minimize anesthesia in high-risk patients, 
but the benefits of laparoscopic surgery may be greater.

Hypothesis/Aim: Compare outcomes between elective 
long minimally invasive and short open surgery for rectal 
cancer.

Methods/Interventions: the national Surgical Quality 
improvement Program (nSQiP) database was queried 
for all adult patients undergoing elective colectomy or 
proctectomy for rectal cancer from 2012-2019. a total 
of 24,795 patients were divided into open (n=11,376) 

and minimally invasive (miS) (laparoscopic or robotic, 
n=13,419) groups according to intention-to-treat. Groups 
were subdivided into quartiles according to operative time, 
and outcomes were compared among groups using multi-
variate logistic regression. many preoperative variables 
were controlled for, including age, sex, comorbidities, and 
american Society of anesthesiology (aSa) class, among 
others. Further sub-analyses were performed according to 
aSa class.

Results/Outcome(s): among all patients, miS signifi-
cantly outperformed open surgery in nearly all measured 
outcomes, including mortality (or 1.48, [1.08, 2.03], 
p=0.014) and overall morbidity (or 1.66, [1.56, 1.76], 
p<0.0001). as illustrated in the figure, when comparing 
open patients from the two shortest quartiles of opera-
tive time (median 167 minutes) to miS patients from 
the two longest quartiles (median 334 minutes), open 
patients had greater overall morbidity (or 1.17, [1.08, 
1.28], p=0.0002), cardiac arrest (or 1.78, [1.02, 3.10], 
p=0.041), and unplanned reintubation (or 1.77, [1.23, 
2.53], p=0.002). there was no significant difference in 
mortality (or 1.27, p=0.26) or anastomotic leak (or 
1.08, p=0.555). a sub-analysis of high-risk patients, 
defined as aSa class 3 and 4, demonstrated that the 
longest two quartiles of miS outperformed the shortest two 
quartiles of open surgery in overall morbidity (or 1.17, 
[1.05, 1.30], p=0.005), superficial surgical site infection 
(or 1.59, [1.29, 1.97], p<0.0001), and cardiac arrest (or 
2.18, [1.18, 4.00], p=0.012). there was no significant 
difference in mortality (or 1.42, p=0.141) or anastomotic 
leak (or 0.95, p=0.770).

Limitations: this study is limited by its reliance on 
retrospective administrative data available in the nSQiP 
database and the resulting systematic inaccuracies that 
may be present in such a database.

Conclusions/Discussion: minimally invasive surgery is 
known to benefit patients in rectal cancer resection. these 
findings demonstrate that the benefits remain even when 
a minimally invasive technique will greatly increase oper-
ative time. Strikingly, long minimally invasive operations 
continue to outperform faster open operations even in the 
highest risk patients, as defined by aSa class. Surgeons 
planning rectal cancer operations should not consider 
operative time to be a prohibitive factor to the minimally 
invasive approach.
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STATIN THERAPY IN PATIENTS UNDERGOING 
SHORT-COURSE NEOADJUVANT 
RADIOTHERAPY FOR RECTAL CANCER.

ePoSter aBStraCtS eP474

t. mcKechnie, l. Cardenas, d. Schep, r. Wong, 
o. levine, a. doumouras, C. eskicioglu
Hamilton, ON, Canada

Purpose/Background: there is a potential benefit with 
concurrent statin use and neoadjuvant therapy for rectal 
cancer. However, no study to date has examined the 
impact of statins on short-course neoadjuvant radiation.

Hypothesis/Aim: to elucidate the impact of concur-
rent statin use on response to short-course neoadjuvant 
radiation.

Methods/Interventions: this was a single-centre, retro-
spective cohort that included all patients with stage ii 
or iii rectal cancer receiving short-course neoadjuvant 
radiation for rectal adenocarcinoma between 2014 and 
2020. Patients were excluded if they had metastatic 
disease at presentation, had recurrent rectal adenocarci-
noma, or were undergoing oncologic resection less than 
six weeks from completing neoadjuvant therapy. the 
primary outcome was incidence of pathologic complete 
response (pCr). Secondary outcomes included incidence 
of no pathologic treatment response and incidence of radi-
ation-associated toxicity. descriptive statistics were used 
to characterise the sample population. univariable logistic 
regressions and stepwise multivariable logistic regressions 
were performed for primary and secondary outcomes.

Results/Outcome(s): ninety-seven patients (mean age: 
68.4±11.7 years, 42.3% female) met inclusion criteria. the 
median Charlson Comorbidity index was 5 (range: 2-13). 
median t-stage was 3 (range: 1-4), median n-stage was 
1 (range: 0-2), 37.5% of patients had threatened circum-
ferential resection margins, and mean tumor distance 
from the anal verge was 6.6cm (±3.1). nearly all patients 
received 25gy of radiation over five days and 11.3% 
of patients received short-course radiation as part of 
total neoadjuvant therapy (tnt). thirty-eight patients 
(39.2%) were using statins at the time of their neoadjuvant 

therapy. overall, 9.2% experienced pCr, 27.6% did not 
have evidence of treatment response on pathology, and 
42.3% experienced radiation-associated toxicity. Statin 
use was not associated with increased pCr (or 1.63, 
95%Ci 0.38-7.02, p=0.51), however it was associated with 
a signficantly lower incidence of no response (or 0.31, 
95%Ci 0.10-0.93, p=0.04). on stepwise multivariable 
logistic regression, statin use (or 0.20, 95%Ci 0.04-0.94, 
p=0.04) and male gender (or 0.19, 95%Ci 0.04-0.77, 
p=0.02) were associated with decreased incidence of no 
response. incidence of radiation-associated toxicity was 
unchanged with statin use (or 0.83, 95%Ci 0.36-1.90, 
p=0.66).

Limitations: this is a retrospective, single centre study 
and thus at risk of confounding and limited generaliz-
ability. this study was underpowered to detect a significant 
difference in pCr rate.

Conclusions/Discussion: the concurrent use of statins 
and neoadjuvant short-course radiation for rectal cancer 
did not impact pCr but did decrease the incidence of lack 
of treatment response on pathology. Further prospective 
study evaluating the use of statins in conjunction with 
neoadjuvant short-course radiation, plus or minus tnt, 
is warranted.

ACCURACY OF RESTAGING MRI FOLLOWING 
NEOADJUVANT THERAPY FOR LOCALLY 
ADVANCED RECTAL CANCER.

ePoSter aBStraCtS eP475

J. Wright, m. Banerjee, C. aquina, n. Feranec, 
J. ouyang, m. albert, J. monson
Orlando, FL

Purpose/Background: Following neoadjuvant therapy 
(nt), mri is commonly obtained to assess response to 
therapy and assist in operative planning. However, there 
are limited data describing the accuracy of this modality.

Hypothesis/Aim: to assess the accuracy of post-treat-
ment preoperative mri compared to final pathologic 
staging.

Methods/Interventions: the prospectively maintained 
institutional database was queried over a 3-year period for 
patients with locally advanced rectal cancer who had both 
index staging mri and post-treatment mri scans. these 
were compared to initial clinical and final pathologic 
staging. radiographic and pathologic regression grades 
were compared.

Results/Outcome(s): Sixty-nine patients were iden-
tified that met inclusion criteria. the average time from 
the post-nt mri to definitive surgery was 51.3 (+/- 35) 
days. Final pathologic stage (i-iV) was correctly predicted 
in 43.5% of cases. 60.1% and 62% of t- and n-staging, 
respectively, on mri correlated with final pathologic 
assessment. 77.8% of incorrectly read t-stage (21/27) 
on mri were ultimately overcalls (higher t-stage) than 
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corresponding final pathology while 65.4% of incorrectly 
read n-stage (17/26) reported node negative disease when 
positive nodes were found on final pathologic assessment. 
54% of mri tumor regression grades correlated with asso-
ciated pathologic regression grade.

Limitations: Single center experience with limited 
numbers

Conclusions/Discussion: While mri following nt 
may be critical in an organ preservation strategy by iden-
tifying complete response, it is not accurate in predicting 
tnm stage. identification of non-responders using mri 
may remain valuable when deciding treatment pathways.

OBSTACLES TO IMPLEMENTATION OF TOTAL 
NEOADJUVANT THERAPY FOR RECTAL 
CANCER IN A RURAL SETTING.

ePoSter aBStraCtS eP476

B. Harris, F. afridi, m. Sestito, K. train, e. Groves, 
d. murken
Morgantown, WV

Purpose/Background: total neoadjuvant therapy 
(tnt) and organ preservation are approaches for manage-
ment of locally advanced rectal cancer (larC) that 
improve treatment tolerance, rates of completion, and 
decrease morbidity.

Hypothesis/Aim: We aimed to evaluate the rate of and 
obstacles to implementation of tnt and organ preserva-
tion at our center.

Methods/Interventions: a retrospective review of 
patients with larC treated at a single institution between 
January 2014 and december 2020 was conducted. Patients 
were identified by iCd and CPt codes. those with early 
stage rectal cancer or metastatic disease were excluded 
from the study. treatment approach, tnt or neoadju-
vant chemoradiotherapy (nCrt), was documented for all 
patients as well as the clinical complete response (cCr) 
rate. For those with a cCr, the decision to offer watch and 
wait was recorded. to further investigate unique aspects of 
care in this rural population, the location of each patient’s 
medical and radiation oncologist and receipt of corre-
sponding treatment was recorded as either at the primary 
cancer center or an outside facility. travel distance to the 
primary cancer center was obtained for each patient.

Results/Outcome(s): 58 patients with larC who met 
inclusion criteria were identified. of these patients, only 
2 (3%) underwent tnt. 2 patients were found to have 
a cCr, one of whom had undergone tnt. 36 patients 
(63%) did not undergo restaging before proctectomy, so 
cCr could not be determined. 38 patients (65%) received 
nCrt at outside facilities, and on average, patients trav-
eled 85 miles to reach the primary cancer center.

Limitatiovns: due to the retrospective nature of this 
study and the fragmentation of care across multiple elec-
tronic medical records, available documentation at times 
limited data collection. also, this study only reflects the 
experience at one center.

Conclusions/Discussion: traditional care for larC 
has included nCrt followed by surgery and then adju-
vant chemotherapy. However, two new paradigms have 
emerged as advances in care for larC patients including 
tnt and organ preservation. this change in practice, 
however, requires a coordinated multidisciplinary approach 
to succeed. at our center, which cares for a large rural 
population, we found a low utilization of these strategies. 
We found it common for patients to receive chemotherapy 
and radiotherapy at a facility closer to home, often prior to 
presenting to our facility. this can result in poor communi-
cation between the members of the multidisciplinary team, 
which may be mitigated by virtual multidisciplinary tumor 
boards prior to neoadjuvant treatment. Furthermore, 
because of the travel burden, attending numerous appoint-
ments is often difficult both from a financial and logistical 
standpoint. this may limit the ability to fully restage a 
patient before surgery which eliminates the option for 
organ preservation. it is important that these obstacles 
are considered and addressed when striving to implement 
changing standards of care.

PATIENT VALUES AND GOALS REGARDING 
SURGICAL TREATMENT FOR RECTAL 
CANCER: A MIXED METHODS STUDY.

ePoSter aBStraCtS eP477

V. Welten, K. dabekaussen, m. miller, J. yoo, J. irani, 
J. Goldberg, r. Bleday, n. melnitchouk
Boston, MA

Purpose/Background: rectal cancer surgery signifi-
cantly impacts quality of life, due to permanent or tempo-
rary ostomy or low anterior resection syndrome. Selective 
non-operative management is an emerging approach that 
allows for organ preservation.

Hypothesis/Aim: assess patient values and goals 
regarding their rectal cancer treatment.

Methods/Interventions: We used a convergent mixed 
methods design to engage rectal cancer patients treated at 
a single institution. the quantitative component consisted 
of an online questionnaire administered to 45 patients at 
the start of their treatment course. it was composed of 
three value-ranking questions that assessed the importance 
of various functional outcomes and treatment goals. they 
were reviewed by the treating surgeon before the patient 
visit. the qualitative component consisted of semi-struc-
tured interviews asking about treatment experience and 
perspectives, conducted to the point of saturation. 16 
patients were interviewed. interviews were inductively 
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coded by 2 team members to create a codebook and to 
identify prominent themes. Findings were thematically 
integrated and interpreted.

Results/Outcome(s): Patients rated cancer cure as 
the most important treatment goal (“For me personally, 
the biggest thing when you have cancer is to be cured”), 
and it tended to outweigh overall quality of life factors 
(“What i was afraid of is if the cancer would spread; the 
ostomy is nothing – i can live with it, no problem”). this 
seemed true for both surgical and non-operative patients, 
as described here: “in the end, if i have to have surgery 
sometime in the future, so be it.” However, the non- 
operative patients seemed to sway more towards balancing 
both quality of life and cure as goals, as illustrated in these 
quotes: “i’m still young, i’ve got a lot of life left in me, and 
i wanted to live my life going forward as close to what it 
was behind me…i felt that my best chance of continuing 
my life as it was before was with a non-surgical route” and 
“i want to be around as long as possible, but i want to have 
the best quality of life as possible, too. So, i postponed the 
operation.” Following cancer cure, factors ranked as most 
important were: absence of stoma, fecal incontinence, 
and bowel function (Figure). the importance of avoiding 
a stoma was echoed by some patients (“i really want to 
live my life free of a bag, unencumbered by a bag”), while 
maintaining bowel function or avoiding incontinence were 
priorities to others (“i don’t need to relearn control over 
my bowels”).

Limitations: Single institution study with small sample 
size.

Conclusions/Discussion: Patients with rectal cancer 
view cancer cure as their main goal followed by preserving 
normal bowel function, avoiding fecal incontinence, and 
avoiding a stoma. Patient ranking of treatment outcomes 
varied across the study population and may evolve over the 
course of treatment. awareness of patient values upfront 
may help guide patient-surgeon discussions and shared 
decision making.

Figure. Patient reported ranking order of treatment-related factors. this 
graph displays the relative value of each factor, as determined by how 
frequently patients ranked a particular factor as the 1st to the 10th in 
terms of importance.

HOW LOW CAN WE GO?: COMPARING LONG 
TERM ONCOLOGIC OUTCOMES FOR APR AND 
LAR IN VERY LOW RECTAL CANCER.

ePoSter aBStraCtS eP478

a. Bethurum1, a. Hawkins2, S. regenbogen3, G. Balch4, 
J. Holder-murray5, S. abdel-misih6, P. Wise7, 
r. muldoon2

1Johnson City, TN; 2Nashville, TN; 3Ann Arbor, MI; 
4Atlanta, GA; 5Pittsburgh, PA; 6Stony Brook, NY;  
7St Louis, MO

Purpose/Background: management of very low rectal 
cancer is one of the most challenging issues faced by 
colorectal surgeons. many surgeons feel compelled to 
pursue aPr over lar to optimize oncologic outcomes.

Hypothesis/Aim: after robust adjustment, procedure 
choice will not be associated with disease-free survival.

Methods/Interventions: the uS rectal Cancer 
Collaborative database is a comprehensive, multi-center 
dataset obtained from six institutions between the years 
2010 and 2016. this dataset was queried for adults 
undergoing tme resection for Stage i-iii very low rectal 
cancers (<5cm from anal verge with no sphincter involve-
ment). Patients were categorized by procedure- lar vs 
aPr. Primary outcome was five-year disease-free survival. 
Secondary outcomes included overall survival, recurrence, 
length of stay, and complications. an adjusted analysis was 
performed to account for all known potential confounders.

Results/Outcome(s): 431 patients with very low rectal 
cancer treated by either aPr or lar were identified. 154 
(35.7%) underwent aPr. the overall recurrence rate was 
19.6%. median follow-up time was 42.5 months. an anal-
ysis adjusted for age, gender, Bmi, aSa class, and patho-
logic stage observed no difference in disease free survival 
between operative types (Hr=0.90, 95% Ci [0.53-1.52]). 
Similarly, secondary outcomes demonstrated no significant 
difference between operation types, including length of 
stay (Beta: 0.04, Std. error = 0.25, p = 0.54), overall 
survival (Hr=1.29, 95% Ci [0.71-2.32], p=0.39), or 
complications (or = 1.53, 95% Ci [0.94 - 2.50]).

Limitations: uncontrolled selection bias as choice of 
procedure was left to surgeon discretion. Certain important 
confounders, including preoperative fecal incontinence, 
were unavailable for analysis. no data was available on 
postoperative quality of life or patient reported outcomes, 
which may be important factors beyond oncologic 
outcomes.

Conclusions/Discussion: in this analysis, we found no 
significant difference in disease-free survival or overall 
survival between patients undergoing aPr or lar for very 
low rectal cancer. this comprehensive study supports the 
treatment of very low rectal cancer, less than 5cm from the 
anorectal ring with no sphincter involvement, by either 
abdominal perineal or low anterior resection.
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SPATA20 AS A PREDICTIVE RADIATION 
SENSITIVITY BIOMARKER IN RECTAL CANCER.

ePoSter aBStraCtS eP479

r. aoun1, S. Ferrandon1, J. Fedro1, d. liska2, m. Kalady1

1Columbus, OH; 2Cleveland, OH

Purpose/Background: neoadjuvant radiation therapy 
remains a cornerstone in the treatment of locally advanced 
rectal cancer. the response, however, is variable among 
patients. there is a knowledge gap in predicting patient 
response, and a clear need to better define radiation resis-
tance mechanisms to improve outcomes.

Hypothesis/Aim: to define the role of SPata20 as a 
predictive biomarker for radiation resistance in rectal cancer.

Methods/Interventions: Pretreatment rectal cancer 
biopsies were obtained from 33 patients who subsequently 
underwent long course nCrt and then surgery. tumor 
transcriptomic profiles were evaluated by microarray anal-
ysis and compared based on aJCC tumor regression grade 
(trG). Genes of interest were further characterized and 
quantified by rt-qPCr. expression profiles in colorectal 
cancer lines were measured and correlated with radiobio-
logical indexes iC50 and SF2.

Results/Outcome(s): SPata20 expression was 
directly correlated with worse aJCC trG scores from 0 to 
3 (p=0.004). SPata20 expression level was significantly 
lower in patients with a complete pathological response 
(aJCC 0) compared to all other patients (aJCC 1–2–3) 
(p=0.01). roC analysis revealed that SPata20 expres-
sion level had an auC of 0.83 (p=0.01) [Figure 1a], indi-
cating a strong predictive power for identifying complete 
responders. Similarly, patients with no response to nCrt 
(aJCC 3) had significantly higher SPata20 expression 
compared with all other patients (p=0.008). roC anal-
ysis estimated the auC at 0.82 (p=0.009) [Figure 1B]. 
SPata20 expression varied across 10 colorectal cell lines 
and levels demonstrated a statistically significant posi-
tive linear correlation to the radiosensitivity indexes SF2 
(p=0.027) and iC50 (p=0.047).

Limitations: limitations of the study include a small 
cohort.

Conclusions/Discussion: SPata20 expression in 
rectal cancer is a predictive biomarker for radiation sensi-
tivity. Further work is needed in larger populations to 

determine if it can be incorporated into clinical algorithms 
or could be a potential druggable target. investigation 
to determine the underlying biological mechanism is 
warranted and in process.

SURVIVAL AFTER LOCAL EXCISION WITH 
CHEMORADIATION IS EQUIVALENT TO 
TOTAL MESORECTAL EXCISION FOR CLINICAL 
T2N0 RECTAL CANCER.

ePoSter aBStraCtS eP480

S. lai, S. Vemuru, J. olsen, m. mcCarter, e. Birnbaum, 
J. Vogel, B. Chapman
Aurora, CO

Purpose/Background: total mesorectal excision (tme) 
is recommended for clinical (c) t2n0 rectal cancer due to 
increased treatment failure with local excision (le) alone, 
but the addition of chemoradiotherapy (Crt) to le may 
be an effective alternative.

Hypothesis/Aim: to compare overall survival (oS) 
among patients with ct2n0 rectal cancer undergoing 
tme only, tme+Crt, le only, or le+Crt.

Methods/Interventions: the national Cancer database 
(nCdB) was used, for the period 2004-2017, to identify 
patients with ct2n0 rectal adenocarcinoma, who under-
went tme only, tme+Crt, le only, or le+Crt. oS 
was calculated using the Kaplan-meier method and a 
multivariate Cox proportional hazard model was applied.

Results/Outcome(s): a total of 11,723 patients with 
ct2n0 rectal adenocarcinoma were identified: 5,869 
(50%) underwent tme only, 3,688 (31%) tme+Crt, 
1,276 (11%) le only, and 890 (8%) le+Crt. Crt was 
given prior to surgery in 67% (n=2,469) of patients in 
the tme+Crt group and 39% (n=352) of patients in 
the le+Crt group. adjuvant chemotherapy was utilized 
in 9% (n=546) of patients in tme only group, 39% 
(n=1,451) in tme+Crt, 3% (n=40) in le only, and 
41% (n=362) in le+Crt (p<0.001). mortality at 30-days 
was significantly increased in the tme group (1.4%) 
compared to tme+Crt (0.4%), le only (0.9%), and 
le+Crt (0.3%) (p<0.001). median oS was significantly 
increased in the tme+Crt group (13.3 years) compared 
to tme only (11.5 years), le+Crt (10.4 years), and 
le only (7.5 years) (p<0.001). after adjusting for patient 
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characteristics on multivariate analysis, le was associated 
with an increased risk of mortality compared to tme only 
(Hr 1.35, 95% Ci 1.23-1.49) whereas both tme+Crt 
(Hr 1.01, 95% Ci 0.93-1.09) and le+Crt (Hr 1.10, 
95% Ci 0.98-1.24) were equivalent to tme only. other 
predictors of mortality on adjusted analysis included age, 
gender, insurance, income, education, Charlson-deyo 
score, year of diagnosis, and annual surgical volume.

Limitations: Selection bias; potential for inaccurate 
clinical stage; unknown recurrence data; le technique 
unknown.

Conclusions/Discussion: in this analysis of the nCdB 
in patients with ct2n0 rectal cancer, le+Crt is asso-
ciated with equivalent survival as tme. our findings 
indicate that le+Crt may be an acceptable alternative 
to tme for patients with ct2n0 rectal cancer.

INSTITUTIONAL EXPERIENCES WITH RECTAL 
CANCER TREATMENT: A RETROSPECTIVE 
CHART REVIEW.

ePoSter aBStraCtS eP481

F. afridi, B. Harris, m. Sestito, K. train, e. Groves, 
d. murken
Morgantown, WV

Purpose/Background: rectal cancer therapy with its 
neoadjuvant and adjuvant arms over an extended period 
of time is a challenge for the rural patient.

Hypothesis/Aim: We aimed to evaluate the quality of 
rectal cancer treatment received by our rural patients.

Methods/Interventions: a retrospective chart review 
was conducted at a single institution and included all 
patients with locally advanced rectal cancer (larC) 
who underwent proctectomy between January 2014 and 
december 2020. Patients with Stage i rectal cancer (t1-2, 
n0) and metastatic disease were excluded. a total of 58 
patients met inclusion criteria. data related to the impact 
of neoadjuvant chemoradiotherapy (nCrt) on stage, the 
pathologic complete response rate (pCr), time to initia-
tion of adjuvant chemotherapy, and tolerance of adjuvant 
chemotherapy was collected.

Results/Outcome(s): of the eligible 58 patients, 33 
(58%) were down-staged on surgical pathology following 
nCrt. 8 patients (14%) had a pCr. details of adjuvant 
therapy initiation were available for 40 patients showing 
average time to initiation being 11 weeks, with 16 patients 
(40%) starting adjuvant therapy over 8 weeks postopera-
tively. 31 (70%) required either a dose reduction, omission 
or early cessation of treatment due to intolerance. on 
average, patients traveled 85 miles to reach the primary 
cancer center.

Limitations: as opposed to the more centralized care 
seen in urban areas, many rural patients receive some or 
all of their perioperative treatment at smaller local facilities 
which further limits data availability. this study also only 
reflects single center results.

Conclusions/Discussion: to better guide efforts to 
reduce disparities in treatment of a more rural population, 
we examined outcomes related to treatment of larC 
patients. the rates of downstaging after neoadjuvant 
treatment and pathologic complete response in our rural 
population are comparable to those reported in the liter-
ature. experiences with adjuvant therapy, however, were 
more unexpected and alarming. While patients receive the 
most benefit from adjuvant therapy when initiated within 8 
weeks of surgery, our patients started adjuvant therapy on 
average 11 weeks postoperatively. once adjuvant therapy 
is initiated, 20-30% of patients nationwide will develop 
intolerance resulting in dose reductions or treatment cessa-
tion. 70% of the patients in this study demonstrated intol-
erance resulting in suboptimal adjuvant regimens or early 
cessation of treatment. total neoadjuvant therapy with its 
better compliance, downstaging and pCr rates therefore 
may be a superior option in treatment of larC for rural 
patients who face numerous obstacles to standardized care.

RACIAL DISPARITIES IN SURVIVAL OF 
EARLY ONSET RECTAL CANCER (AGE<50): A 
MATCHED NCDB ANALYSIS.

ePoSter aBStraCtS eP482

C. Beauharnais, a. Crawford, P. Sturrock, J. davids, 
J. maykel, K. alavi
Worcester, MA

Purpose/Background: rates of early-onset rectal cancer 
(eorC), diagnosed before age 50, are rising. although this 
trend is seen across racial groups, eorC is more prevalent 
in White compared to Black patients.

Hypothesis/Aim: to compare tumor characteristics, 
receipt and timing of treatment, as well as 5-year survival 
among Black and White patients with eorC.

Methods/Interventions: data were obtained from the 
national Cancer database (nCdB) from 2004-2017. 
included subjects were of non-Hispanic Black and White 
race, aged less than 50 years, and received treatment 
for a diagnosis of rectal adenocarcinoma. a one-to-one 
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match was performed based on insurance type, education 
level in area of residence, income, rural vs. non-rural 
residence, distance from the facility of care (10-mile 
radius), and disease stage. descriptive statistics were 
performed and tumor characteristics compared between 
both racial groups. anoVa and logistic regression were 
used to determine differences in time to treatment and 
receipt of neoadjuvant chemotherapy, respectively. Cox 
Proportional Hazard models were used to assess survival 
differences 5 years from diagnosis.

Results/Outcome(s): the matched cohort consisted of 
1,923 matched Black-White pairs (n=3,926). there were 
no significant differences in tumor size, grade, number of 
positive nodes, and lymphovascular invasion across both 
groups (p>0.05). among Stages ii and iii, Black patients 
averaged more days to any treatment (4.7 days, 95% Ci 
2.7-6.1, p<0.001), to surgery (10.6 days, 95 %Ci 5.0-16.2, 
p<0.001), to chemotherapy (6.9 days, 95%Ci 3.9-9.9, 
p<0.001) and to radiation (5.9 days, 95% Ci 1.0-10.8, 
p=0.02). there were no significant differences in receipt 
of neoadjuvant chemotherapy among Stage ii and iii 
patients (or 1.0, 95% Ci 0.9-1.2, p=0.9). However, 
5-year mortality was increased among Black Stage iii 
patients compared to their White counterparts (Hr 1.28, 
95% Ci 1.0 - 1.6, p=0.03).

Limitations: limitations include the inability to control 
for family history of colorectal cancer, hereditary syndromes 
and inflammatory bowel disease. these factors are not 
reported in the nCdB.

Conclusions/Discussion: although higher rates of 
eorC occur among White patients, 5-year survival is 
decreased among Black Stage iii patients. delays in treat-
ment were also observed, likely representing differences in 
access to care, despite a rigorous sociodemographic match. 
Further research is thus warranted to evaluate potential 
factors driving the observed disparities.

ASSESSMENT OF APOPTOSIS IN PRIMARY 
TUMOR AND LYMPH NODE METASTASIS OF 
RECTAL CANCER AFTER CRT.

ePoSter aBStraCtS eP483

K. ozaki, K. Kawai, H. nozawa, K. Sasaki, K. murono, 
S. ishihara
Bunkyo-ku, Japan

Purpose/Background: We have reported that residual 
rectal cancer tissue after Crt could be all apoptotic when 
assessed by apoptosis-detecting immunohistochemistry, 
and such cases were considered to be oncologically equiv-
alent to pCr. However, the therapeutic effects of Crt in 
lymph nodes have not been investigated.

Hypothesis/Aim: We aimed to clarify the difference 
of treatment effect in primary tumor and lymph nodes 
metastasis.

Methods/Interventions: overall, 293 consecutive 
patients with t3/4 rectal cancer who underwent Crt 
followed by radical surgery between September 2003 
and december 2018 were retrospectively reviewed. We 
assessed apoptosis of the residual primary lesion and 
mesorectum lymph nodes (mln) using m30 cytodeatH 
immunostaining.

Results/Outcome(s): there were 31 patients (10.6%) 
who were diagnosed with the complete response by hema-
toxylin and eosin (He) staining. of 263 patients who were 
diagnosed with residual cancer, there were 28 patients 
(10.7%) who were diagnosed that residual cancer cells 
were complete apoptosis in primary lesion. on the other 
hand, 91 patients were diagnosed with lymph node metas-
tasis, of which only 2 patients (2.2%) had complete apop-
tosis in the residual tumor. of the 234 patients with cancer 
remaining in the primary lesion, only one (0.4%) patient 
had complete apoptosis in the mln. the frequency of 
apoptosis in the lns was significantly lower compared with 
that in the primary lesion.

Limitations: the clinical n stage could not be accu-
rately assessed, and the percentage of patients with 
complete disappearance of cancer tissue by Crt could not 
be determined.

Conclusions/Discussion: the majority of the residual 
cancer tissue in mlns observed by He staining was found 
to be non-apoptotic. He staining alone is sufficient to 
assess for the presence of metastases to mln.
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SURVIVAL ANALYSIS FOLLOWING SHORT-
COURSE AND LONG-COURSE TOTAL 
NEOADJUVANT THERAPY IN RECTAL 
CANCER.

ePoSter aBStraCtS eP484

a. moyer, S. lai, P. Hosokawa, S. Vemuru, C. lieu, 
e. Birnbaum, m. mcCarter, J. Vogel, B. Chapman
Aurora, CO

Purpose/Background: total neoadjuvant therapy 
(tnt) is increasingly used in patients with rectal cancer. 
radiation may be delivered using short-course (SC-tnt) 
or long-course (lC-tnt) radiation. the optimal approach 
is unknown.

Hypothesis/Aim: to compare overall survival (oS) 
among rectal cancer patients who underwent SC-tnt 
and lC-tnt.

Methods/Interventions: the national Cancer database 
(nCdB) was used to identify patients with clinical stage 2 
and 3 rectal adenocarcinoma diagnosed between 2004-
2017 who received tnt followed by total mesorectal 
excision. SC-tnt was defined as preoperative radiation 
(25 Gy in 5 fractions) followed by systemic chemotherapy 
and surgery. lC-tnt was defined as systemic chemo-
therapy followed by chemoradiation (50-50.4 Gy in 25-28 
fractions) and surgery. a propensity score analysis was 
performed to match patients who received SC-tnt and 
lC-tnt (1:3) based on age, gender, race, insurance, 
income, education, living location, Charlson-deyo score, 
year of diagnosis, facility type, yearly surgical volume, 
clinical t-stage, and clinical n-stage. overall survival 
(oS) was calculated using the Kaplan-meier method and 
a multivariate Cox proportional hazard model was applied.

Results/Outcome(s): of the 784 patients identified, 
741 (95%) underwent lC-tnt and 43 (5%) underwent 
SC-tnt. after propensity matching, 37 patients in the 
SC-tnt group were matched to 111 patients in the 
lC-tnt group. there were no differences in patient or 
tumor characteristics including clinical t- and n-stage 
between groups. there was no difference in sphincter- 
preservation rates between the SC-tnt and lC-tnt 
groups (76% vs. 78%; p=0.87). Similarly, there were no 
differences in tumor size, tumor grade differentiation, 
lymphovascular invasion, pathological t- or n-stage, 
or the number of lymph nodes examined in the surgical 
specimen between groups, but there was a trend towards 
increased positive margins rates in the SC-tnt group 
compared to lC-tnt (8% vs. 3%; p=0.08). there was 
no difference in t-stage downstaging (62% vs. 59%), 
n-stage downstaging (65% vs. 58%), or pathological 
complete response (pCr) rates (24% vs. 23%) in the 
SC-tnt and lC-tnt groups, respectively (all p>0.05). 
median follow up time was significantly shorter in the 
SC-tnt group compared to the lC-tnt group (32 vs. 43 
months; p<0.01). oS was improved in the lC-tnt group 

compared to SC-tnt with 99% and 97% of patients alive 
at 1-year, 96% and 84% at 3-years, and 86% and 61% at 
5-years, respectively (p<0.01).

Limitations: Selection bias; recurrence data unknown; 
small sample size.

Conclusions/Discussion: in this nCdB analysis of 
propensity matched patients with stage 2 or 3 rectal 
cancer, there were no differences in tumor response to SC- 
or lC-tnt. despite no difference in tumor down staging 
and pCr, there was a concerning trend toward increased 
resection margin positivity in the SC-tnt group which 
may predispose to local recurrence and may contribute to 
the reduction in long-term survival in these patients.

ADOPTION OF TOTAL NEOADJUVANT 
THERAPY AND THE IMPACT ON COMPLETE 
PATHOLOGIC RESPONSE IN PATIENTS WITH 
RECTAL CANCER IN COMMUNITY HOSPITAL 
SETTING.

ePoSter aBStraCtS eP485

S. ranson, t. Plerhoples
Falls Church, VA

Purpose/Background: total neoadjuvant therapy 
(tnt) for locally advanced rectal cancer in addition 
to total mesorectal excision (tme) is the mainstay of 
treatment. a small subset of patients are found to have a 
complete pathologic response (pCr) which may allow for a 
nonoperative “watch and wait” approach for some.

Hypothesis/Aim: a retrospective chart review was 
conducted for patients who underwent tme to ascertain 
how many received tnt, how many were downstaged or 
had a pCr, and if commonalities exist for those with a 
pCr.

Methods/Interventions: data was collected from an 
irB approved redCap database and epic electronic 
medical record chart review regarding patients who under-
went rectal cancer surgery from 2014 to march 2021 at a 
single institution. inclusion criteria included all patients 
18 years of age or older with rectal cancer who underwent 
total mesorectal excision. exclusion criteria excluded 
patients less than 18 years of age or patients with recur-
rence who underwent repeat reoperations. Patient demo-
graphics, aSa score, Bmi, preoperative staging by pelvic 
mri, presence or absence of tnt, and final pathology 
were collected.

Results/Outcome(s): a total of 145 patients met inclu-
sion/exclusion criteria. the average age was 60.2 (±14.2 
Sd) years, with 57.9% male, and 63.4% of Caucasian race. 
the average Bmi was 27.2 (±6.1) and average length of 
stay was 6.4 days (±5.2). Based on the intent-to-treat prin-
ciple, there were 103 who were in the total neoadjuvant 
therapy treatment group (71%) and 42 who did not have 
tnt (29%). the differences between tnt treatment 
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and post-operative pathologic change were statistically 
significant (p < .001). of the patients who received tnt, 
68% had a postoperative (downstage) pathologic change 
(n = 70 out of 103), compared to the 31% of patients that 
did not receive tnt (n=13 out of 42). of the 70 tnt 
patients who had a postoperative pathologic change, 15 
were considered a complete pathologic response yielding 
a pCr rate of 14.6% (n = 15 out of 103), whereas no 
one in the non-tnt group achieved complete pathologic 
response (p < .01).

Limitations: limitations include the retrospective 
nature of the study and the use of a single institution with 
a limited number of patients included.

Conclusions/Discussion: this study shows that in a 
community setting, it is feasible for a majority of patients 
with rectal cancer to complete tnt. in this review, of 145 
patients with rectal cancer 71% were in the intent-to-treat 
tnt group and of those who received tnt, 68% had a 
postoperative downstage with 15 patients found to have 
a complete pathologic response. this yields a pCr rate of 
14.6%, which helps inform any consideration of a “watch 
and wait” approach.

RISK FACTORS FOR IATROGENIC 
GENITOURINARY INJURIES DURING A 
PROCTECTOMY.

ePoSter aBStraCtS eP486

P. Pourghaderi, S. Soliman, Z. nemeth, J. Flanagan, 
r. rolandelli
Morristown, NJ

Purpose/Background: it is critical to avoid iatrogenic 
injuries to nearby genitourinary organs to prevent postop-
erative urinary dysfunction in colorectal surgery

Hypothesis/Aim: We sought to identify risk factors for 
sustaining an intraoperative genitourinary injury (Gui).

Methods/Interventions: using the 2016-2019 american 
College of Surgeons national Quality improvement 
Program (aCS nSQiP) targeted Proctectomy database, 
we collated 2,577 patients with non-metastatic rectal 
cancer confirmed by pathology who underwent a lapa-
roscopic or open proctectomy. univariate analysis was 
used to analyze differences in perioperative factors and 
Guis between these operative approaches. then, we used 
multivariate logistic regression to identify independent 
risk factors for developing an intraoperative Gui. of note, 
for this study, the definition of a Gui for this study is an 
intraoperative injury to organs, such as the bladder, ureter, 
and urethra.

Results/Outcome(s): Compared to patients who under-
went a laparoscopic proctectomy, the rates of preoperative 
comorbidities, such as chronic obstructive pulmonary 
disorder, and systemic inflammatory response syndrome, 
were significantly higher among patients who underwent 
an open operation. Correspondingly, patients who had an 

open operation developed significantly more complica-
tions, such as superficial incisional and organ space surgical 
site infection (SSi), ileus, and wound disruption. the 
rate of Gui was significantly higher among this patient 
population. multivariate logistic regression demonstrated 
that patients who underwent a laparoscopic proctec-
tomy, compared to an open approach, were associated 
with a 52% lower risk of sustaining a Gui (p=0.015). 
in contrast, >10% body weight loss in the past 6 months 
and american Society of anesthesiologist class 3: Severe 
Systemic disease were independently associated with a 
higher risk of Gui (p<0.05).

Limitations: this study is retrospective and therefore, 
we relied on strict data points supplied by the aCS nSQiP 
database. this limited our ability to analyze additional 
perioperative details and long-term follow-up for patients 
who sustained a Gui.

Conclusions/Discussion: overall, patients who 
undergo a laparoscopic proctectomy are associated with a 
lower risk of Gui. on the other hand, patients with >10% 
body weight loss and aSa class 3: Severe Systemic disease 
were associated with a higher risk of Gui. this suggests 
that among patients undergoing a proctectomy, employing 
a laparoscopic approach and preoperative weight manage-
ment may help to prevent Gui and other postoperative 
complications, such as SSi, ileus, and wound disruption.

THE IMPACT OF SURGEON VOLUME ON 
QUALITY OF CARE AND OUTCOMES IN 
INDIVIDUALS WITH RECTAL CANCER: A 
POPULATION BASED STUDY.

ePoSter aBStraCtS eP487

S. Patel1, a. Caycedo-marulanda1, S. merchant1, 
C. mcClintock1, C. Booth1, C. Bankhead2, C. Heneghan2

1Kingston, ON, Canada; 2Oxford, United Kingdom

Purpose/Background: the management of rectal 
cancer includes multidisciplinary care, with significant 
technical demands. For these reasons, there has been 
interest in centralizing care of these patients to ensure 
appropriate management and improved outcomes.

Hypothesis/Aim: the aim of this study was to assess the 
association between surgeon volume and quality indicators 
and outcomes in the treatment of rectal cancer.

Methods/Interventions: this is a population based 
retrospective cohort study from ontario, Canada 
(Population 14.6 million). individuals undergoing cura-
tive intent surgical resection for rectal cancer between 
2010 – 2019 were included. Surgeon volume was defined 
based on the average number of rectal resections over 
the preceding two years. mean volume and tertiles (low- 
moderate-high) were used. the impact of volume on 
completeness of staging, appropriate treatments, and 
survival were determined.
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Results/Outcome(s): 9,950 individuals with curative 
intent surgery were identified between 2010 – 2019. the 
average yearly volume was 13.5 resections/year, with low 
(<= 3.5 /year), moderate (>3.5 to <=14.5/year) and high 
(> 14.5/year) forming the tertiles. age, sex, co-morbidities, 
and stage of disease were similar between these groups. 
Completed local regional staging was associated with 
volume (low 71%; moderate 81%; high 88%, P < 0.001). 
in those with stage ii/iii disease, increasing volume was 
associated with appropriate radiation oncology referral 
(low 57%; moderate 71%; high 81%, P < 0.001), as well 
as receipt of preoperative (low 52%; moderate 64%; high 
75%, P < 0.001) and post-operative neoadjuvant therapy 
(low 15%, moderate 9%, high 6%, P < 0.001). adjuvant 
chemotherapy for stage ii/iii disease was also associ-
ated with volume (low 53%; moderate 58%; high 64%,  
P < 0.001). unadjusted 5-year overall survival was 
increased wiht volume (low 77%, moderate 81%, high 
82%, P < 0.001). this association persisted when stratified 
by stage (Stage i: low 87%, moderate 87%, high 91%,  
P =0.018; Stage ii/iii: low 75%, moderate 81%, high 
81%, P < 0.001). this association was not maintained on 
adjusted analyses (low Hr 1.08 95% 0.97 – 1.20; moderate 
Hr 0.98 95%Ci 0.87 – 1.10; high ref).

Limitations: Volume was calculated based on rectal 
cancer surgery volume only and did not include colon 
cancer or benign conditions. in addition, reasons behind 
treatment decision (i.e. refusal of neoadjuvant therapy) 
are unknown. Finally, we did not account for institution 
volume, or other institutional characteristics.

Conclusions/Discussion: this population-based study 
identified that individuals who underwent surgery by 
low volume surgeons were less likely to have completed 
staging, and less likely to have appropriate neoadjuvant 
or adjuvant therapies. this study suggest that centraliza-
tion of treatment in higher volume surgeons should be 
considered.

THE ASSOCIATION BETWEEN HOSPITAL 
CHARACTERISTICS AND MINIMALLY 
INVASIVE RECTAL CANCER SURGERY: A 
POPULATION-BASED STUDY.

ePoSter aBStraCtS eP488

V. Wiseman, K. Brennan, a. Caycedo maruland, 
S. merchant, C. mcClintock, S. Patel
Kingston, ON, Canada

Purpose/Background: minimally invasive surgery 
(miS) has become popular for curative treatment of rectal 
surgery, as there are a number of short-term and long-term 
benefits.

Hypothesis/Aim: We aim to identify hospital factors 
that are associated with miS utilization for rectal surgery.

Methods/Interventions: this is a population-based 
study of individuals with rectal cancer who underwent 

low anterior resection or abdominal perineal resection 
between 2010-2019 in ontario, Canada (population 14.6 
million). Site of surgery, diagnosis and surgical procedure 
were identified using physician billing data, with miS 
identified through surgical premium codes. the following 
factors were assessed for an association with utilization of 
miS: Geographic region, annual hospital volume, City 
Size, Cancer Centre level, Presence of Fellowship and/
or general surgery program, and presence/absence of a 
competing hospital within 20 kilometers. Comparison of 
mean miS rate was done using analysis of variance.

Results/Outcome(s): a total of 10,959 individuals with 
rectal cancer undergoing surgical resection were identified. 
of these, complete surgical data was available in 7,990, 
with 45% undergoing miS. a total of 88 hospitals were 
identified. there was significant variation in miS utiliza-
tion between the 14 geographic regions (range 20-81%, 
p<0.01). there was no correlation between hospital 
volume and miS rate (Figure) (p = 0.47). increasing city 
size was associated with the use of miS (<25K 34%; 25K –  
100K 33%; 100K – 500K 50%; >500K 57%, p = 0.04) as 
was the presence of a competing hospital (within 20km) 
(58% vs. 32%, p < 0.01). neither the presence of a cancer 
centre (p = 0.17) or training program (p = 0.71) was 
associated with miS.

Limitations: the limitation of this study includes 
the reliance on billing data for miS identification and 
therefore possibly leading to selection bias. While the use 
of population-based administrative databases provides a 
large sample size, granular data regarding surgical details  
(i.e. conversion rates) and surgeon expertise is not avail-
able. Furthermore, we have not controlled for patient level 
factors in the aggregated report which may have affected 
miS utilization within hospitals.

Conclusions/Discussion: miS for rectal surgery has 
been demonstrated to be safe and feasible, though there 
is conflicting evidence on whether it produces equivalent 
outcomes outside centres of excellence. this work demon-
strated substantial regional variation in miS utilization. 
increasing hospital volume did not correlate with higher 
utilization rates, though larger city sizes did. Future inquiry 
is required to explore how these centres differ and how this 
relates to patient outcomes.
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LOCALLY RECURRENT RECTAL CANCER: A 
STUTTERING DISEASE.

ePoSter aBStraCtS eP489

S. Benammi, G. Calini, S. aBdalla, W. Perry, 
K. mathis
Rochester, MN

Purpose/Background: local recurrence following 
surgery for rectal cancer is rare with variable outcomes. 
it is more rare to have multiple consecutive recurrences.

Hypothesis/Aim: our aim was to describe a series of 
patients with multiple operable local recurrences of rectal 
cancer in the pelvis.

Methods/Interventions: this was a retrospective review 
of patients operated on for multiple consecutive pelvic 
recurrences among all patients treated for curative rectal 
cancer from 1997 to 2012 at a single institution.

Results/Outcome(s): twelve (n=12) patients were 
included, 8 (67%) male. the median age at the initial 
curative rectal cancer surgery was 52.5 years (interquartile 
range 45 to 62). all patients had at least 3 operations 
for pelvic recurrence during the median follow-up of 8 
years (iQr 4-11). ten patients (83.3%) underwent neo/
adjuvant therapy at the time of primary rectal cancer 
management. there was a median of 2.5 years (iQr 1-3) 
between the primary resection and the 1st recurrence. 
1st recurrences were located centrally in 7, anterior in 2, 
lateral in 2 and posterior in 1 patient. r0 resection was 
achieved in 8 of the 12 patients. external beam radiation 
and iort were administered in 4 patients for the 1st 
recurrence. median time to the next local recurrence 
was 1.4 years (iQr 0.65 to 2.4). locations of 2nd pelvic 
recurrence were central in 5, anterior in 3, posterior in 2 
and lateral in 2 patients. nine of the 12 patients had r0 
resection and iort was administered in 5. 3rd local recur-
rences were located posterior in 6, anterior in 3 and lateral 
in 3 patients. iort was administered in 4 patients and 1 
patient had a synchronous metastasectomy. r0 resection 
was achieved in 8 patients at the time of 3rd recurrence. 
two of the 12 patients had evidence of metastatic disease 
somewhere along their cancer journeys. additional recur-
rence occurred in 2 patients following the final pelvic 
operation. overall survival from the primary rectal cancer 
operation to last follow-up was a median of 9.2 years. one, 
5, and 10 year overall survival was 100%, 100% and 34%, 
respectively.

Limitations: this is a retrospective study with a small 
sample size.

Conclusions/Discussion: this study depicts an unusual 
and highly selected group of motivated patients with stub-
born locally recurring rectal cancer. this group demon-
strates that with a multidisciplinary team approach and 
liberal use of chemotherapy, radiation therapy and surgery, 
patients with multiple pelvic recurrences can achieve long-
term survival.

INCREASED PATHOLOGIC DOWNSTAGING 
WITH INDUCTION VERSUS CONSOLIDATION 
CHEMOTHERAPY IN PATIENTS WITH 
LOCALLY ADVANCED RECTAL CANCER 
TREATED WITH TOTAL NEOADJUVANT 
THERAPY – AN NCDB ANALYSIS.

ePoSter aBStraCtS eP490

B. Zhao, P. Vu, B. abbadessa, n. lopez, S. liu
La Jolla, CA

Purpose/Background: there is growing interest in the 
treatment of rectal cancer with total neoadjuvant therapy 
(tnt), whereby neoadjuvant chemoradiation (nCrt) is 
combined with multiagent chemotherapy. However, the 
optimal sequence of chemotherapy, before (induction) or 
after (consolidation) nCrt, is not well-defined.

Hypothesis/Aim: to evaluate practice changes and 
outcomes in patients with locally advanced rectal cancer 
(larC) undergoing either induction chemotherapy (iC) 
or consolidation chemotherapy (CC) when treated with 
tnt.

Methods/Interventions: using the national Cancer 
database, we analyzed all patients with clinical stage ii or 
iii rectal adenocarcinoma diagnosed between 2006 and 
2017 who underwent neoadjuvant multiagent chemo-
therapy and nCrt. iC and CC were defined based on 
the sequence of multiagent chemotherapy in relation to 
nCrt. using chi square and Kaplan-meier analysis, we 
compared overall survival, surgical margin status, and 
pathologic staging between iC and CC. lastly, using multi-
variable logistic regression with backwards stepwise selec-
tion, we identified predictors for pathologic downstaging 
and pathologic complete response (pCr).

Results/Outcome(s): We identified 8,165 patients 
with larC who underwent tnt, of whom 1,823 
(22.3%) received iC and 6,342 (77.7%) received CC. the 
percentage of patients receiving iC increased from 10.4% 
in 2006 to 51.2% in 2017, with a corresponding drop in CC 
utilization. the majority of patients had clinical stage iii 
disease (60.6%). there was no difference in mural margin 
positivity rate (5.8% versus 6.1%, p=0.714), circumfer-
ential resection margin positivity rate (6.9% versus 6.7%, 
p=0.851), and mean overall survival (113.7 versus 114.5 
months, p=0.275) between iC and CC. However, iC was 
associated with a significantly higher rate of pathologic 
downstaging compared to CC on univariable and multi-
variable regression analysis (p<0.001, aor=1.316, 95% 
Ci 1.156-1.499). there was a trend towards improved pCr 
with iC on multivariable analysis (p=0.068, aor=1.164, 
95% Ci 0.989-1.370).

Limitations: the nCdB is a retrospective database and 
does not contain data on disease-free survival, local recur-
rence, or specific chemotherapy regimen and durations.

Conclusions/Discussion: using a nationwide cohort, 
our study suggests that the utilization of iC in tnt has 
overtaken CC in recent years. When compared to CC, 
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iC is associated with improved pathologic downstaging in 
patients with larC treated with tnt. our study suggests 
iC may be preferred over CC when pathologic downstaging 
is desired prior to oncologic resection.

multivariable logistic regression with stepwise selection of predictors for 
pathologic downstaging in patients with locally advanced rectal cancer 
treatment with total neoadjuvant therapy.

CLINICAL OUTCOMES OF SARCOPENIA IN 
PATIENTS WITH LOWER ADVANCED RECTAL 
CANCER WHO UNDERWENT PREOPERATIVE 
CHEMORADIOTHERAPY.

ePoSter aBStraCtS eP491

S. abe, H. nozawa, K. Kawai, K. Sasaki, K. murono, 
S. emoto, t. ozawa, y. yokoyama, y. nagai, H. anzai, 
H. Sonoda, S. ishihara
Bunkyo-ku, Japan

Purpose/Background: Preoperative chemoradiotherapy 
(Crt) for the patients with lower advanced rectal cancer 
(larC) is the standard therapy. However, the efficacy for 
the patients with frailty, including sarcopenia, is unclear.

Hypothesis/Aim: We aimed to evaluate the effect of 
sarcopenia on the Crt and postoperative outcomes for 
patients with larC.

Methods/Interventions: this retrospective study 
included patients with larC who underwent Crt 
followed by radical surgery at our institution between 
october 2003 and may 2020. Psoas muscle mass index 
(Pmi) was assessed using computed tomography images 
at third lumber vertebra level. Crt was consisted of 
5-Fu-based chemotherapy and long course radiation. 
Sarcopenia was defined as Pmi cut-off values for asian 
adults proposed by the “Japan Society of Hepatology guide-
lines for sarcopenia in liver disease” (6.36 cm2/m2 for males 
and 3.92 cm2/m2 for females).

Results/Outcome(s): among 331 patients, 125 (40.2%) 
and 146 (46.9%) patients were categorized as pre- and 
post-Crt sarcopenia, respectively. Pre-Crt sarcopenia 
correlated to male, older age, lower pre-Crt serum 
albumin, shorter distance from anal verge, and larger 
residual tumor diameter. on the other hand, post-Crt 
sarcopenia correlated to male, older age, lower pre-Crt 
serum albumin, and larger residual tumor diameter. there 
were no relationships in clinical t-, n-, m-stage between 
patients with or without pre- and post-Crt sarcopenia. 
during preoperative Crt period, patients with pre-Crt 
sarcopenia were more likely to have fatigue (five patients 
(4%) vs. two patients (1%), p=0.07). there were no 
significant differences in leukopenia, neutropenia, anemia, 
aSt/alt abnormality, anorexia, nausea, diarrhea, and 
anorectal pain. Concerning short postoperative outcomes, 
perioperative blood loss was significantly increased in 
patients with post-Crt sarcopenia (median 290 vs. 183 
ml, p=0.04). there were no significant differences in 
postoperative complications. the median follow-up period 
was 63.2 months, and the 5-year overall survival (oS) 
rates was 85.8%. although pre-Crt sarcopenia was not 
associated with lower 5-year oS rates (79.0% and 87.2%, 
p=0.12), post-Crt sarcopenia was significantly associated 
with lower 5-year oS rates (76.7% and 89.8%, p<0.01). in 
multivariate analysis, post-Crt sarcopenia was an inde-
pendent adverse factor for oS (hazard ratio 1.88, p=0.03) 
together with ypt4 cancer, the presence of lymph node 
metastasis, the presence of distant metastasis, the presence 
of venous invasion, other than differentiated adenocarci-
noma, positive circumferential resection margin.

Limitations: Post-Crt sarcopenia may be affected by 
the duration between the completion of Crt and Ct 
scans.

Conclusions/Discussion: Crt could be performed 
safely in patients with larC, even with sarcopenia. 
However, the findings suggested that post-Crt sarcopenia 
might be a predictor for worse postoperative survival.
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TOTAL NEOADJUVANT THERAPY FOR DISTAL 
RECTAL CANCER: INITIAL EXPERIENCE IN A 
COMMUNITY TEACHING HOSPITAL.

ePoSter aBStraCtS eP492

J. Koury, V. Hortian
Harrisburg, PA

Purpose/Background: total neoadjuvant therapy 
(tnt) is a new modality for rectal cancer. We reviewed 
our initial experience with tnt in a community teaching 
hospital.

Hypothesis/Aim: We hypothesize that the use of tnt 
for locally advanced distal rectal cancer in a community 
hospital will yield similar outcomes to published studies in 
academic settings.

Methods/Interventions: We retrospectively reviewed 
charts on patients with locally advanced distal rectal 
cancer treated with tnt. all patients underwent stan-
dard staging exams including digital rectal exam (dre), 
proctoscopy, magnetic resonance imaging (mri) and 
computed tomography (Ct) of the chest, abdomen and 
pelvis. Patients were discussed at a multidisciplinary 
tumor board prior to the institution of therapy. Patients 
with metastatic disease were excluded. approximately 10 
weeks after completion of tnt, patients were restaged 
with dre, proctoscopy, mri, and Ct scans. Patients who 
refused resection were carefully followed with clinical and 
radiographic examinations every 3 months. the rates of 
complete clinical response (cCr) and complete pathologic 
response (cPr) were reviewed.

Results/Outcome(s): We performed retrospective chart 
reviews on ten patients selected for tnt. Patient, tumor 
and treatment information is summarized in table 1. 
induction 5-flurouracil (5-Fu), leucovorin, and oxaliplatin 
(FolFoX) for six to nine cycles was used in 70% (7/10) 
patients followed by standard, long course chemoradiation 
of either Capecitabine or 5-Fu. one patient received up 
from chemoradiation (5-Fu) followed by FolFoX. a cPr 
was noted in two of six patients (33%). of the two patients 
with a cPr, one had a cCr but chose to undergo resection 
and one patient had a persistent stricture after tnt. two 
patients had disease progression on clinical exam despite 
tnt and died from disease progression within a year of 
resection.

Limitations: this study was limited as it was a retro-
spective, single institution chart review with a small sample 
size and short follow up.

Conclusions/Discussion: total neoadjuvant therapy 
can be used safely in a community hospital. our results 
mirror larger studies which show an increase in the rate 
of cCr and pCr with tnt. Close, protocolized surveil-
lance in a motivated patient is a requirement if a “watch 
and wait” approach is used. a critical finding in our case 
series is the importance of follow up mri in a “watch and 
wait” protocol regardless of the endoscopic findings. this 
is supported by the current surveillance guidelines since an 

endoscopic complete response does not ensure complete 
regression deeper within the rectal wall. this makes mri 
critical in evaluating the degree of tumor response to 
therapy. despite an increase in clinical and pathologic 
complete response, treatment failures still occur making 
the optimal neoadjuvant treatment regimen for all patients 
still elusive. our results and those of others need to be 
confirmed in randomized prospective studies with better, 
long-term follow up.

TOTAL NEOADJUVANT THERAPY DECREASES 
TIME TO ILEOSTOMY REVERSAL IN LOCALLY 
ADVANCED RECTAL CANCER.

ePoSter aBStraCtS eP493

S. Spencer, r. Kucejko, J. abelson, e. Breen, a. Kuhnen, 
P. marcello, J. Saraidaridis, d. Kleiman
Burlington, MA

Purpose/Background: traditional sequence (tS)  
treatment of locally advanced rectal cancer involves 
chemoradiation, surgery, and then chemotherapy. total 
neoadjuvant therapy (tnt) may offer potential advan-
tages over tS therapy.

Hypothesis/Aim: tnt may result in shorter time to 
ileostomy reversal without additional morbidity versus tS 
therapy.

Methods/Interventions: this was a retrospective single-
center cohort study from a tertiary medical center in the 
northeastern united States. this study included patients 
with clinical stage ii and iii rectal cancer who under-
went chemotherapy, radiation, and low anterior resection 
with diverting loop ileostomy between January 2016 and 
december 2020. Patients were grouped by tS therapy vs 
tnt. Patient demographics, chemotherapy and radiation 
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regimens, operative details, and disease course were retro-
spectively reviewed. Patients who had a colostomy created, 
rather than an ileostomy, were excluded.

Results/Outcome(s): 24 patients met inclusion criteria. 
12 (50%) patients were included in the tS group and 12 
(50%) patients in the tnt group. the median time to 
reversal for the tS group time was 6.9 months versus 3.6 
months for the tnt group (p=0.001). median resection 
operative time was significantly longer for the tnt group 
at 395 minutes versus 314 minutes for the tS group 
(p=0.013). there was no significant difference in the 
length of stay, estimated blood loss, downstaging after 
treatment, or anastomotic leak between the two groups. 
there were no mortalities.

Limitations: this was a retrospective single center study 
with limited power.

Conclusions/Discussion: tnt offers several advan-
tages over tS therapy which have been previously reported, 
such as fewer treatment interruptions and increased 
patient compliance with the prescribed regimen. However, 
its impact on time from ileostomy creation to closure has 
not been well-documented. in this small cohort study, 
we found a nearly 50% reduction in the time to ileos-
tomy closure with tnt without additional perioperative 
morbidity or mortality. this may improve patient satisfac-
tion and decrease the burden of ileostomy-related compli-
cations such as dehydration. this data can help guide 
decision-making when determining treatment recommen-
dations by the multidisciplinary treatment team.

NOVEL ASSESSMENT OF CR BY APOPTOSIS-
DETECTING IMMUNOHISTOCHEMISTRY AND 
INCREASED CR RATE BY TEGAFIRI REGIMEN 
AFTER CRT FOR RECTAL CANCER.

ePoSter aBStraCtS eP497

K. Kawai1, K. ozaki2, H. nozawa2, K. Sasaki2, 
K. murono2, S. ishihara2

1Bunkyo-ku, Japan; 2Tokyo, Japan

Purpose/Background: We have reported that residual 
rectal cancer tissue after Crt could be all apoptotic when 
assessed by apoptosis-detecting immunohistochemistry 
(iHC), and such cases were considered to be oncologi-
cally equivalent to pCr. We have also started teGaFiri 
regimen for Crt to increase pCr rate.

Hypothesis/Aim: We aimed to assess the tumor regres-
sion using this novel method.

Methods/Interventions: a total of 315 rectal cancer 
patients who underwent long course Crt followed by 
radical surgery were retrospectively assessed. of them, 259 
underwent a conventional method using tegafur/uracil/
lV) and 54 underwent Crt using tegafur/uracil/lV/
CPt-11 (teGaFiri method). the apoptotic proportion 
of residual cancer in the resected specimens was assessed 
using m30 cytodeath iHC, and real Cr was defined as 

the cases without residual cancer tissue or with all cancer 
tissue found to be apoptotic.

Results/Outcome(s): the pCr rates for conventional 
and teGaFiri methods were 9.2 % and 14.6%, respec-
tively, showing no significant difference though teGaFiri 
showed a higher pCr rate (p=0.254). However, real Cr 
showed a significant difference between groups (real Cr 
rate of conventional regimen 20.4% vs. teGaFiri 41.8%. 
P=0.001). most notably, dFS and local recurrence rate for 
the real Cr group in the conventional method was 90.6% 
and 5.2%, respectively, whereas those in the teGaFiri 
method were 100% and 0%, showing extremely good 
prognosis.

Limitations: Because this study was conducted in a 
single institution, the number of patients enrolled was 
relatively small.

Conclusions/Discussion: the combination of the 
teGaFiri method and apoptosis-detecting iHC resulted 
in more than 40% of Cr rate. these real Cr patients 
were considered to be good candidates for watch and wait 
strategy in the future.

teGaFiri regimen showed a markedly higher proportion of real Cr 
after Crt.

DOES TRANSANAL TOTAL MESORECTAL 
EXCISION (TaTME) ALTER ANORECTAL 
ANATOMY? A PILOT STUDY.

ePoSter aBStraCtS eP495

i. Sapci, C. Justiniano, e. Gorgun, S. Steele, m. Valente, 
t. Hull
Cleveland, OH

Purpose/Background: transanal total mesorectal exci-
sion (tatme) has been reported to improve visualization 
of the low mesorectum in the treatment of rectal cancer; 
however, the impact of this technique on anal sphincter 
anatomy and integrity remains unclear.

Hypothesis/Aim: We aimed to evaluate the effect 
of tatme on anal sphincter integrity using endoanal 
ultrasound.

Methods/Interventions: this is a prospective pilot 
study conducted at a tertiary referral center involving 
patients with rectal adenocarcinoma who underwent cura-
tive surgery with tatme or abdominal total mesorectal 
excision (low anterior resection) between october 2017 
and april 2020. in order to capture changes in the 
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sphincter complex, endoanal ultrasound was performed at 
1 month preoperatively and 3 months post stoma reversal. 
For each patient, the images included a 2-dimensional 
image of the upper, middle, and lower anal canal, and 
a 3-dimensional reconstruction of the anal canal. the 
ultrasounds were performed by an experienced clinician. 
these images were reviewed and analyzed by a colorectal 
board-certified surgeon, experienced in performing anal 
ultrasounds, who we blinded to the surgical approach. 
defects in the sphincter complex were measured in a 
standardized way with 360 degrees representing the total 
circumference of the sphincter and, for example, a 90 
degree defect impacting ¼ of the sphincter circumference. 
a patient was categorized as having a defect if a change in 
the appearance of the sphincter was noted on 3-d images 
over half the length of the anal sphincter. Chi-square test 
was performed to identify differences between two patient 
cohorts, and p<0.05 was considered statistically significant.

Results/Outcome(s): a total of 13 patients were 
included in the study with 9 in the tatme group and 4 
in the lar group. the mean age was 56.3 ± 9.3 and 46% 
were female. mean time between surgery and the postop-
erative ultrasound was 8 ± 3 months. in the lar group, 
all anastomoses were stapled in the rectum just above the 
anal sphincter, 3 (75%) patients had no changes observed 
in the sphincter complex, while 1 (25%) patient had no 
defect in the preoperative ultrasound and subsequently 
had an 81 degree posterior defect in their internal anal 
sphincter postoperatively. in the tatme group, (6 had 
hand-sewn, 3 had stapled anastomoses) 3 (33%) patients 
demonstrated no changes to the sphincter complex and all 
were stapled anastomoses. ultrasounds on the remaining 
6 (67%) patients revealed changes in sphincter anatomy 
with defects ranging from 40 to 210 degrees. univariate 
analysis demonstrated no association between surgical 
approach and changes in sphincter anatomy (p=0.16). 
details of the changes observed in the sphincter complex 
are listed in the table.

Limitations: limited sample size.
Conclusions/Discussion: tatme may impact the 

integrity of the anal sphincter. Further investigations 
are necessary to correlate these results with functional 
outcomes.

SPLENIC FLEXURE MOBILIZATION TIME 
IN LAPAROSCOPIC ANTERIOR AND LOW-
ANTERIOR RESECTIONS FOR CANCER.

ePoSter aBStraCtS eP496

H. akyol1, C. Pekuz1, n. arslan1, m. Kocak1, m. Haksal1, 
n. okkabaz1, i. Gogenur2, m. oncel1
1Istanbul, Turkey; 2Kobenhavn, Denmark

Purpose/Background: the potential outcome of 
routine splenic flexure mobilization (SFm) in laparoscopic 
rectal resections is a matter of debate. there are limited 
data in the literature that focus on separated steps of the 
surgery, SFm time and SFm difficulty.

Hypothesis/Aim: Primary endpoint of this study is to 
identify factors predicting SFm time. Secondary endpoints 
are revealing the association between SFm difficulty and 
postoperative outcome.

Methods/Interventions: data of the patients who 
underwent anterior or low anterior resection for cancer 
between 2013-2020 were reviewed. operation Cds were 
watched by a blinded surgeon and all the procedures were 
divided into 5 steps. Step 1: medial-to-latteral dissection 
ncluding dividing the peritoneum, high ligations of inferior 
mesenteric artery and vein, dissecting the toldt’s fascia 
until the lateral white line is seen. Step 2: Pelvic dissection. 
Step 3: dissection of white line and mobilization of left 
colon. Step 4 (SFm time): dissection of all attachments 
of colon and spleen, ligation of middle colic vessels. Step 
5: Stapling, resection, extraction of the tumor out of 
abdomen and anastomosis. SFm difficulty rate (SFm-dr) 
was defined as Step 4/Step1. association between SFm 
time and patient characteristics as well as SFm-dr and 
postoperative results were investigated.

Results/Outcome(s): one-hundred and five patients 
were included. etiology was rectosigmoid cancer in 41 
(39%) and rectal cancer in 64 (61%) patients. the mean 
step 1, 3, 5 and SFm-time were similar between anterior 
and low anterior resections. operative time and step 2 
(pelvic dissection) were significantly longer in low anterior 
resections (table 1). the only significant factor associated 
with SFm-time was Bmi in overall series (p=0.009) and 
subgroup analysis of rectosigmoid tumors (p=0.048), while 
none of the parameters were found to have an impact on 
SFm time in low anterior resections (table 1). among 
postoperative results, intraabdominal abscess (p=0.044) 
and length of distal margin (p=0.027) were associated 
with longer SFm-time. there was a significant correlation 
between SFm-dr and length of distal margin (p=0.023). 
History of previous abdominal surgery (p=0.003) and 
aSa score (p=0.009) were associated with complications, 
however multivariate analysis did not reveal an indepen-
dent predictor.

Limitations: this is a retrospective study with limited 
number of patients. Subgroup analysis of rectosigmoid and 
rectal tumors are underpowered due to small numbers 



 327

in groups. Conversion to open was not analyzed, since 
all conversions were before SFm and excluded from the 
SFm-time analysis.

Conclusions/Discussion: the only factor predicting 
longer SFm-time was Bmi in anterior resections. For low 
anterior resections, we found no predictors of prolonged 
SFm-time. Besides, prolonged SFm had no effect on post-
operative complications. Surgical difficulty and unfavor-
able postoperative results reported in previous studies may 
not be associated with SFm-time alone.

THE USE OF NEOADJUVANT RADIATION 
IN THE PATIENTS WITH CLINICAL STAGE I 
RECTAL CANCER IN THE UNITED STATES –  
A SURVEY OF THE NATIONAL CANCER 
DATABASE.

ePoSter aBStraCtS eP494

B. Zhao, K. Pianka, J. matson, K. lee, S. liu, 
S. eisenstein, S. ramamoorthy, n. lopez
La Jolla, CA

Purpose/Background: neoadjuvant radiation is 
commonly used for patients with locally advanced rectal 
cancer. However, its use in patients with clinical stage i 
disease is controversial. nevertheless, patients with clinical 
stage i rectal cancer continue to undergo guideline-incon-
gruent treatment in the united States.

Hypothesis/Aim: to identify predictors for patients 
with clinical stage i rectal cancer who undergo neoadju-
vant radiation (nXrt) in the united States.

Methods/Interventions: using the national Cancer 
database (2004-2017), we identified patients with clin-
ical stage i rectal adenocarcinoma. Patients who did not 
undergo surgical resection, such as local excision and 
radical resections (e.g., low-anterior [lar] or abdomino-
perineal resection [aPr]), were excluded. We compared 
patients who underwent nXrt versus surgery alone (Sa). 
Predictors for receiving nXrt were identified using multi-
variable logistic regression with backward stepwise selec-
tion. Clinical outcomes were compared using chi-square 
and Kaplan-meier analysis.

Results/Outcome(s): of the 42,985 patients in our 
analysis, 6,030 (14.0%) received nXrt and 36,955 
(86.0%) received Sa. the proportion of patients receiving 
nXrt decreased from 17.0% in 2004 to 10.0% in 2017. 
Clinical t2 tumors, higher grade disease, no or unknown 
insurance, longer distance travelled, lower education and 
median income, treatment at a community cancer center, 
and treatment in the South region of the united States 
were associated with increased utilization of nXrt. age 
>65, female sex, increasing Charlson-deyo comorbidity 
score, and recent diagnosis years were associated with 
decreased utilization of nXrt. a higher proportion of 
patients receiving nXrt underwent lar (62.4% versus 

38.5%) or aPr (24.2% versus 7.1%). a lower proportion 
of nXrt patients had a minimally invasive approach 
(41.7% versus 64.2%). Patients receiving nXrt had 
higher rates of mural margin positivity (4.5% versus 
3.9%, or=1.18, 95% Ci=1.04-1.36) and circumferential 
resection margin positivity (5.8% versus 4.5%, or=1.31, 
95% Ci=1.08-1.58). there was no difference in median 
overall survival for nXrt versus Sa (145.25 versus 150.28 
months, p=0.55).

Limitations: this is a retrospective study, which limited 
the availability of certain variables such as distance from 
the anal verge and sphincter involvement.

Conclusions/Discussion: the use of guideline-incon-
gruent nXrt in patients with clinical stage i rectal adeno-
carcinoma is high but has been decreasing in recent years. 
a proportion of these patients may represent attempted 
conversion of distal tumors from aPr to lar, though 
the rate of aPr remained high in the nXrt group. in 
addition, the increased utilization of nXrt in the unin-
sured, less educated, and poorer patient population suggest 
potential disparities in care. additional work is needed to 
further identify why patients continue to receive guide-
line-incongruent care in the treatment of rectal cancer.

multivariable logistic regression identifying predictors for receipt of 
neoadjuvant radiation in patients with clinical stage i rectal adenocar-
cinoma

PELVIC EXENTERATIONS FOR T4 RECTAL 
CANCERS WITH SYNCHRONOUS PERITONEAL 
METASTASIS – IS IT SAFE?

ePoSter aBStraCtS eP502

m. mufaddal2, V. Sukumar2, J. rohila1, a. desouza2, 
a. Saklani2
1Sangrur, India; 2Mumbai, India

Purpose/Background: Both pelvic exenterations and 
cytoreductions are associated with significant morbidity. 
30-day morbidity (>grade ii) occurred in 32% in ProdiGe 
7 and 37.8% in the Pelvex series. Combination of these 
procedures would have additive complications.

Hypothesis/Aim: determine safety of combined pelvic 
exenteration with CrS+/- HiPeC for advanced/recurrent 
rectal cancers.
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Methods/Interventions: the largest series of synchro-
nous exenterations and peritonectomy (16 patients) 
recorded >50% major morbidity and 12.5% mortality at 
30days that may be considered as prohibitively high given 
the poor prognosis of this disease. a 30-day mortality of 
10% and major morbidity rate of 50% was considered as 
safety threshold. For a mortality event to occur at least 
once with 90% probability in the study group, 22 patients 
would be required given 10% mortality. Considering 30% 
morbidity rate, 24 patients would be required to demon-
strate that the upper limit of 95% confidence interval is 
less than 50%.

Results/Outcome(s): Between 2013 and 2021, pelvic 
exenterations were performed for 230 t4 rectal cancers 
and 29 had synchronous peritonectomies. 14 patients 
(48.3%) received HiPeC. mean age of our patients was 
37.5 years and 13 (44.8%) had signet ring cell histology. 
median PCi was 4 (range: 1 – 14). 30-day major compli-
cations were in 3 patients (10.3%; 95% Ci: 2.19 – 27.3%) 
and there were no 30-day mortalities. Complications at 
90 days were in 6 (20.6%; 95%: 7.9% - 39.7%) with one 
mortality. at a median follow up of 30-months, 15 (51.7%) 
recurred giving a median disease-free survival of 10 months 
and overall survival of 30 months. in the subgroup of total 
pelvic exenterations with HiPeC (10 patients), one (10%) 
major morbidity occurred at 30 days (95% Ci: 0.25% 
- 44.5%).

Limitations: retrospective study of small number of 
patients despite being the largest series Follow up limited 
though median for recurrences and survivals was achieved 
Combination of CrS with and without HiPeC, with 
or without urologic organ resection makes the groups 
heterogenous

Conclusions/Discussion: Pelvic exenterations with 
synchronous cytoreductive operations is safe within the 
defined safety limits. larger numbers and follow up 
is required for oncological viability of the combined 
procedure.

INFLUENCE OF PROPHYLACTIC 
ILEOSTOMY ON ANASTOMOTIC RELATED 
COMPLICATIONS AND HOSPITALIZAITON 
EXPENSES IN TREATMENT OF RECTAL 
CARCINOMA — A RETROSPECTIVE STUDY ON 
814 CASES.

ePoSter aBStraCtS eP503

m. Zhang, X. Wang, Z. liu
Chaoyang District, China

Purpose/Background: low anterior resection has 
become the most widely used operation for rectal cancer. 
anastomotic leakage is one of the most common compli-
cations for anus reserved rectal surgery. Prophylactic ileos-
tomy was once thought to reduce the risk of it. However, 
numerous evidence shows that it is not the case.

Hypothesis/Aim: investigate the effect of prophylactic 
ileostomy on postoperative complications and economic 
burden for low rectal cancer by a retrospective cohort.

Methods/Interventions: 1208 consecutive patients 
diagnosed with rectal carcinoma from January 2018 to 
January 2019 at our medical center was retrospectively 
reviewed. 814 patients who received anus-reserved radical 
resection were included. the follow-up time was 3 year. 
data on demographics, disease features, operative details, 
postoperative complications were collected and analyzed.

Results/Outcome(s): of the 814 patients, 158 patients 
received ileostomy. the risk of anastomotic leakage did 
not decrease in ileostomy group (3.8% vs 3.7%, p=0.934), 
but the incidence of anastomotic stenosis increased after 
performing ileostomy (10.1% vs 0.5%, p<0.001). the 
direct hospitalization expenses in ileostomy was also 
higher (16.37k uSd vs 12.38k uSd, p<0.001). We further 
adjusted the imbalanced parameters by logistic regression 
model and the result indicated that performing ileostomy 
was not the risk factor for leakage (or 1.04; 95%Ci, 
0.42–2.59; P=0.934), but the independent risk factor 
for anastomotic stenosis (or 19.71; 95%Ci, 5.08–76.48; 
p<0.001). linear regression model showed that performing 
ileostomy could increase the direct hospitalization expenses 
significantly (p<0.001).

Limitations: this was a retrospective study and the 
patients were not grouped randomly. recall and selection 
bias existed. our conclusion needs to be further confirmed 
by randomized controlled trials.

Conclusions/Discussion: according to our data, 
prophylactic ileostomy for low anterior resection might not 
decrease the incidence of anastomotic leakage but could 
increase the occurrence of anastomotic stenosis. From 
the view of health economics, additional stoma reversal 
increased economic burden. So, it should be carefully 
considered and evaluated before performing ileostomy.
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A SINGLE INSTITUTION BASED STUDY ON 
FUNCTIONAL OUTCOMES AFTER RECTAL 
CANCER SURGERY.

ePoSter aBStraCtS eP504

V. de Simone, r. Persiani, G. rizzo, l. Sofo, r. menghi, 
F. Santullo, r. moroni, C. ratto
Roma, Italy

Purpose/Background: up to 80% of patients under-
going low anterior resection (lar) will develop a change 
in bowel function, with impaired continence and defe-
cation, the so called low anterior resection syndrome 
(larS).

Hypothesis/Aim: the aim of this study was to assess the 
larS features in rectal cancer patients treated in a tertiary 
referral institution.

Methods/Interventions: this retrospective study 
included rectal cancer patients submitted to lar with 
total mesorectal excision (tme) or partial mesorectal 
excision (Pme), with/out neoadjuvant chemoradiotherapy 
(nCrt), in 6 operative units of a single institution. all 
enrolled patients were invited to complete the italian 
validated version of the larS score questionnaire, the 
european organization for research and treatment of 
Cancer Quality of life Questionnaire – Core 30 (eortC 
QlQ-C30), and answer to a single question on quality 
of life (Qol). a single question on Qol was added to 
the larS score to investigate convergent validity. the 
question, “Complessivamente, in che modo la sua funzione 
intestinale influisce sulla sua qualità della vita?” (in 
english, “overall, how does bowel function affect your 
quality of life?”), was answered with one of the following 
options: “per niente”, “un po’”, “parecchio”, “moltissimo” 
(in english, “not at all”, “a little”, “quite a bit”, “a lot”). 
to evaluate the degree of agreement between the 3 larS 
score categories and the single Qol question, the last ques-
tion was grouped as follows: “not at all” = no impact on 
Qol; “a little” = minor impact on Qol; “quite a bit” + ”a 
lot” = major impact.

Results/Outcome(s): Between January 2000 and april 
2018, 205 patients were included in the study. among 
them, 42.0% underwent nCrt; in 77.6% tme was 
performed. according to the larS score, 74 (36.1%) 
patients had major larS, 55 (26.8%) had minor larS, 
and 76 (37.1%) had no larS. the proportion of patients 
with a perfect fit between the larS score category and 

the Qol category was 64.3%; a moderate fit was found for 
29.8%, and no fit was found for 5.9%. differences in the 
larS score as related to the Qol categories were highly 
significant (p<0.0005). the three larS categories were 
also correlated with the eortC QlQ-C30 functional 
scales and the global health score. all differences regarding 
all items of the eortC QlQ-C30 functional scales were 
statistically significant (p<0.0005). the larS score was 
able to discriminate between groups of patients who either 
received or not nCrt (p<0.0005) and those submitted to 
either tme or Pme (p<0.0005).

Limitations: the heterogeneity of the approach used 
and the origin from the same institution represent the 
main limitations of this study.

Conclusions/Discussion: the larS score is an easy 
and reliable tool for assessing bowel dysfunctions after 
lar. it has demonstrated a strong association with Qol 
and a highly convergent and discriminative validity. its 
routine use in clinical practice should be recommended.

EMOTIONAL BURDENS AND COPING 
STRATEGIES OF YOUNG RECTAL CANCER 
PATIENTS.

ePoSter aBStraCtS eP505

m. Shen, C. Vitous, a. lussiez, S. edwards, i. Van 
Wieren, P. Suwanabol
Ann Arbor, MI

Purpose/Background: the emotional health among 
younger adults (< 50 years) with rectal cancer has been 
largely understudied, which has important implications for 
optimal survivorship.

Hypothesis/Aim: to explore the emotional health of 
younger adult rectal cancer patients after surgery.

Methods/Interventions: using convenience sampling, 
we are conducting semi-structured interviews with younger 
adult rectal cancer survivors from six academic institu-
tions across the united States. domains of the interview 
guide include treatment related side effects, psychosocial 
impacts, and reflections on additional support needs. 
Focused coding with interpretive description will be used 
to analyze the data.

Results/Outcome(s): rather than a return to pre- 
diagnostic mood, initial analyses have revealed important 
negative emotions after rectal cancer surgery: anger, frus-
tration, anxiety, and sadness including fear of looming 
death among several of the participants. in terms of 
coping strategies, participants described both engagement 
and disengagement behaviors. an engagement coping 
strategy is one that involves actively doing something to 
change the stressor or associated emotions (e.g., planning, 
seeking social support), while a disengagement coping 
strategy is one that is used to distance oneself from the 
stressor or associated emotions (e.g., avoidance, alcohol 
use). engagement behaviors included engaging with social 
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networks, religious/spiritual practices, and helping acquain-
tances or family members with their cancer diagnoses. 
disengagement behaviors included not disclosing their 
diagnosis to loved ones, with a few patients mentioning 
behavior putting themselves at harm.

Limitations: Sampling techniques may affect generaliz-
ability and response bias.

Conclusions/Discussion: instead of returning to a base-
line level of mood prior to cancer surgery, younger adult 
rectal cancer patients report negative emotions following 
rectal cancer surgery, which adversely affects their overall 
quality of life. When describing how they manage these 
emotions, patients use both engagement and disengage-
ment strategies to cope with survivorship. our data also 
suggest the presence of unmet mental health needs among 
this growing population of patients. efforts to address the 
emotional burdens of rectal cancer diagnosis and treat-
ment are needed to optimize patients’ quality of life.

WORSE SURVIVAL FOR SELECT STAGE II VS 
STAGE III RECTAL CANCERS IN TWO LARGE 
NATIONAL DATABASES.

ePoSter aBStraCtS eP506

P. Gupta, C. Seavey, e. Breen, d. Kleiman, a. Kuhnen, 
P. marcello, J. Saraidaridis, J. abelson
Burlington, MA

Purpose/Background: the current tnm system for 
rectal cancer assigns a higher stage to lymph node metas-
tasis compared to tumor depth. Prior studies have suggested 
a better survival for stage iii compared to stage ii for colon 
cancer, but it is not yet known for rectal cancer.

Hypothesis/Aim: to assess the adequacy of current 
rectal cancer staging on survival

Methods/Interventions: the national Cancer database 
(nCdB) from 2004-2018 and the Seer database from 
2000-2018 were used to identify all rectal adenocarci-
nomas. Patients were excluded if they had multiple primary 
tumors, missing clinical or pathological staging data, < 12 
regional ln examined, metastatic disease, and patients 
who refused treatment. Patient demographics (age, sex, 
insurance, race), facility type, tumor characteristics (grade, 
lymphovascular invasion, perineural invasion and KraS 
status) and treatment variables (time to start treat-
ment, number of lns examined, circumferential resection 
margin status, and receipt of chemotherapy and radiation 
therapy) were analyzed. 5-year overall survival (oS) from 
nCdB and disease-specific survival (dSS) from the Seer 
database were the primary endpoints. the two population 
databases were analyzed independently of each other.

Results/Outcome(s): 24,957 patients were included 
for analysis from the nCdB database and 20,989 from the 
Seer database. With the current staging system, Stage 
iiia/B was noted to have better oS and dSS than Stage 
iiB/C. this difference was most pronounced in 5-year oS 
between stage iiC and stage iiia (54.35% vs. 78.05%, 
p <0.001), and with 5-year dSS (57.17% vs. 85.17%, 
p<0.001). (table 1). the difference persisted despite 
adjustment for patient (age, sex, insurance, race), facility 
(high volume vs low volume) tumor (grade, lymphovas-
cular invasion, perineural invasion and KraS status) and 
treatment characteristics (time to start treatment, number 
of lns examined, circumferential resection margin status, 
and adjuvant therapy).

Limitations: this is a retrospective population-based 
analysis that does not control for all patient characteristics 
and treatment variables such as staging modality used, 
surgical techniques, or timing of adjuvant therapy all of 
which may affect survival.

Conclusions/Discussion: our study shows that stage 
iiia/B rectal cancer had better 5-year oS and dSS than 
stage iiB/C rectal cancer. this may warrant further studies 
into the specific reasons which lead to this difference in 
outcomes

Stage Stratified 5-year overall Survival (oS) and disease-Specific 
Survival (dSS) for rectal adenocarcinoma
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EFFECT OF DISTANCE TRAVELED ON TIME TO 
FIRST TREATMENT FOR STAGE II/III RECTAL 
CANCER.

ePoSter aBStraCtS eP507

P. Popowicz, S. Hao, r. Snyder, a. Parikh, W. irish, 
m. Honaker
Greenville, NC

Purpose/Background: Patients with cancer have worse 
outcomes if they reside in rural areas compared to urban 
areas. the impact of travel distance on timely treatment is 
not well understood in patients with rectal cancer.

Hypothesis/Aim: determine the association of travel 
distance on time to first treatment in patients with stage 
ii/iii rectal cancer.

Methods/Interventions: Patients with stage ii and iii 
rectal cancer was identified from the national Cancer 
database (nCdB) from 2004-2017. Correlation was 
assessed with multivariable linear regression. additional 
quantile regression to assess differential trends in the 
extremes of time to treatment was performed.

Results/Outcome(s): a total of 65,234 patients were 
included in the analysis. median distance travelled was 
10.5 miles (iQr 4.6-25.6). median time to first treatment 
was 32 days (iQr 20-46). overall, distance travelled did 
not strongly correlate with time to first treatment (regres-
sion coefficient 0.044). When patients were divided by 
travel distance into decile cohorts and time to treatment 
was subdivided into quantiles, patients travelling the 
farthest distances had greater time to treatment compared 
to those in the first decile of distance. this effect was 
magnified in those patients in the upper percentiles of 
time to treatment (patients travelling the 90th decile of 
distance waited 2.1, 3.5, 4.8 days longer and those in the 
100th decile waited 1.9, 5.2, and 9.8 days longer than those 
in the 10th decile for patients in the 50th, 75th, and 90th 
percentile respectively; all p<0.05). race/ethnic groups 
were also associated with statistically significant delays in 
treatment compared to non-Hispanic White patients. this 
effect was larger in patients with longer times to treatment 
(non-Hispanic Black patients waited 3.5, 7.1, 15.9 days 
longer for time percentiles of 50th, 75th, and 90th respec-
tively). most payor groups also received treatment earlier 
compared to uninsured patients.

Limitations: nCdB data is not population-based and 
may not be generalizable. regression models can only 
account for available confounders provided by the nCdB.

Conclusions/Discussion: distance travelled was associ-
ated with delays to first treatment of rectal cancer. racial/
ethnic minority and insurance-based disparities were also 
associated with delays in care. overcoming these disparity 
gaps will require further study in order to determine cause 
and implement changes.

A MULTI MODAL STUDY EXAMINING BODY 
IMAGE DISTRESS AMONG RECTAL CANCER 
SURVIVORS.

ePoSter aBStraCtS eP508

i. Van Wieren, a. lussiez, a. Vitous, m. Shen, 
P. Suwanabol
Ann Arbor, MI

Purpose/Background: Body image distress after treat-
ment for rectal cancer is common but poorly characterized. 
Complementary quantitative and qualitative data may help 
more comprehensively describe the patient experience.

Hypothesis/Aim: to describe the lived experience 
of patients with body image distress after rectal cancer 
surgery.

Methods/Interventions: We performed a multi modal 
study of patients who underwent rectal cancer surgery 
from a single, academic center (2015-2019). For the quan-
titative portion of this study, participants received a mail-
based survey assessing bowel, bladder, and sexual function, 
body image distress, and overall quality of life. Body 
image distress was measured using a previously validated 
measure among cancer patients specifically. the measure 
is a 10-item questionnaire that asks about the respondent’s 
perceptions, level of dissatisfaction with treatment effects, 
and avoidance behaviors related to bodily changes. results 
were dichotomized into “not at all true” and “a little bit/
somewhat/quite a bit true” for ease of interpretation. For 
the qualitative portion of this study, we are currently 
conducting semi-structured interviews with patients from 
five academic institutions across the u.S. using conve-
nience sampling. interview domains include: treatment 
related side effects, psychosocial impacts, and reflections 
on additional support needs. Focused coding with interpre-
tive description will be used to analyze the data.

Results/Outcome(s): of 222 patients who received the 
survey, a total of 114 patients responded (response rate = 
51.4%). of survey respondents, 57.9% (n = 66) reported 
“feeling less sexually attractive as a result of their disease or 
treatment” over the past 7 days. Further, 50.1% (n = 57) 
reported that they “feel dissatisfied” with their bodies, and 
21.9% (n = 25) reported that they “have been avoiding 
people” due to how they felt about their appearance. 
interview participants described a range of experiences, 
many of which they felt unprepared for. these experi-
ences included hair loss, weight gain, and loss of sexual 
confidence both among those with and without stomas. 
although some participants described their ability to make 
adjustments to accommodate for these changes over time, 
others asserted experiencing difficulty in coming to terms 
with what these changes meant for their quality of life.

Limitations: this study is being conducted exclusively 
across multiple academic sites, which may under sample 
from certain affected populations.
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Conclusions/Discussion: Surgical treatment for rectal 
cancer substantially impacts patients’ body image in a 
variety of ways. our results suggest that body image 
extends beyond physical and sexual attractiveness and 
into personal identity and social interactions. the use of 
patient narratives allows for a better understanding of the 
lived experience and may be used to better support rectal 
cancer patients in the postoperative period.

UPFRONT OPERATION OR NEOADJUVANT 
THERAPY FOR T4 UPPER RECTAL TUMORS – 
SHORT TERM OUTCOMES.

ePoSter aBStraCtS eP509

J. rohila1, m. Kazi2, a. Saklani2
1Sangrur, India; 2Mumbai, India

Purpose/Background: a consensus has not been 
reached on the optimal treatment strategy for locally 
advanced upper rectum and rectosigmoid cancers. 
Proponents of both, upfront operation and neoadjuvant 
therapy, exist.

Hypothesis/Aim: the present study aims to study short-
term outcomes in the t4 upper rectal cancers comparing 
the two strategies.

Methods/Interventions: Single center, retrospective 
study from tata memorial Centre, mumbai, duration 
november 2013 to June 2021. non metastatic t4 cancers 
that required resection of adjacent pelvic viscera with 
lower edge of the tumour between 10 – 15 cm from the 
anal verge on colonoscopy and above the peritoneal reflec-
tion on mri were included. outcomes studied with 30-day 
major complications (>Grade ii), 90-day mortality and r0 
resection rates.

Results/Outcome(s): 49 patients were included with 
18 upfront operations. neoadjuvant therapy delivered 
was long course chemoradiation in 20 (64.5%), short 
course radiation in 4 (12.9%) and chemotherapy alone 
in 7(22.6%) of patients. neoadjuvant group had younger 
patients (median: 38 vs. 58 years; p <0.0001), poorly differ-
entiated cancers (41.9% vs. 5.6%; p-0.009), obstructing 
tumors (51.6% vs. 22.2%; p-0.043), involved lateral pelvic 
nodes (48.4% vs. 11.1%; p-0.0088) and fewer comorbidi-
ties (35.5% vs. 66.7%; p-0.0349). total pelvic exenteration 
was performed in 20 (40.8%) and posterior exenteration in 

29 (59.2%) without differences in the groups (0-0.693). 
there were no statistical differences in operative duration, 
blood loss, hospital stay. major complications and operative 
mortality. although there were 4 (12.9%) r1 resections in 
the neoadjuvant group and none after upfront operations, 
this did not attain statistical significance (p-0.118). after 
a median follow up of 22 months, 8 recurrences recorded 
in the neoadjuvant group. Since the follow up of upfront 
operated patients was only 9 months, valid comparisons 
regarding long-term oncological outcomes are not feasible

Limitations: the heterogeneity in the groups do not 
allow valid comparisons, the small sample size and the 
event rates did not allow correction for confounders.

Conclusions/Discussion: the perioperative and short-
term cancer outcomes were comparable between the two 
groups. Within the statistical limitations of the study, it 
appears safe to continue performing upfront operations 
for advanced upper rectal tumors in very select patients 
with the hope of answering the question of optimal treat-
ment strategy with larger number of patients and longer  
follow up.

SHORT TERM RESULTS OF TaTME (TRANS 
ANAL TOTAL MESORECTAL EXCISION) AT A 
TERTIARY CENTER IN INDIAN SETTINGS.

ePoSter aBStraCtS eP510

m. Sheikh
New Delhi, India

Purpose/Background: to evaluate the safety and effi-
cacy of tatme at our center over a period of 3 years.

Hypothesis/Aim: tatme is a useful and effective 
modality in managing patients with low rectal cancers. it 
can also be applied to begin conditions of rectum wherever 
indicated.

Methods/Interventions: a retrospective study was 
conducted from Jan 2019 to Sept 2021. all patients who 
underwent tatme were incuded in the study. their 
demographics, indications for operation, time taken to 
complete the abdominal and tatme part, completeness 
of resection, specimen quality, complications and follow 
up was noted.

Results/Outcome(s): a total of 15 patients underwent 
tatme from Jan 2019 to September 2021. there were 
11 (73%) male and 4 (27%) female patients. indications 
were low rectal cancer in 11(73%) patients and benign 
in 4(27%) patients. the mean operating time for tatme 
was 90 minutes with a range of 40 to 120 minutes. the 
average distance from anal verge in our series was 5 cm. 
First 7 cases had longer operative times and then the time 
taken to perform tatme got reduced. abdominal part 
of operation was done by laparoscopically in 10 (66%) 
patients and by using a robot in 5 (24%) of the patients. 
there were no conversions in our study. all the patients 
who undewent tatme for cancer had Crm free and no 
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positive distal or proximal margins on histopathological 
examination. there was one specimen perforation during 
the operation but it was much prroximal to the tumor in 
non tumor area and the Crm was free. 1 (6%) patient 
had wound infection and 1 (6%) had temporary voiding 
problem which got resolved after few weeks. there have 
been no local recurrence so far in our patients over a 
period of more than three years. Benign indications were 
giant villous adenoma rectum with failure of enodcopic 
removal in 2 (12%) patients. rectal stricutre in one patient 
and massive bleeding after tamiS in one patient. there 
was no mortality in our series.

Limitations: low number of patients and single center 
study.

Conclusions/Discussion: tatme is a safe and feasible 
operation for managing low rectal cancers. it can also be 
used for benign conditions of rectum. all our patients are 
registered in international tatme registry.

RELATION BETWEEN CEA CHANGES 
BASED ON BEFORE/AFTER NEOADJUVANT 
THERAPY AND SHORT-TERM PROGNOSIS IN 
COLORECTAL CANCER PATIENTS.

ePoSter aBStraCtS eP511

r. lin, H. li, X. Wang, l. li
Chengdu, China

Purpose/Background: neoadjuvant therapy(nat) is a 
crucial preoperative treatment for colorectal cancer(CrC). 
Serum Cea is used to test peri-therapy for judging the 
effect and potential recurrence of CrC. its conc. changes 
after nat can evaluate the effect. Whether the Cea 
changes is related to prognosis is undefined.

Hypothesis/Aim: the purpose is to find the relationship 
between Cea changes before/after the nat and prog-
nosis of CrC, in real world study with Colorectal Cancer 
database(daCCa) from single center in China.

Methods/Interventions: 445 Patients performing 
colorectal cancer neoadjuvant therapy and surgeries were 
included in retrospectively from august, 2016 to august, 
2020. a one-year follow-up survey was conducted. the 
short-term outcome is survival status which definition as 
divide into: no-tumor, suspicious with tumors, metastasis 
and recurrence and death), the Cea value is from before 
and after neoadjuvant therapy, and the change of them 
will be computed by tools. other factors as ages, gender 
and Bmi are also included. SPSS 26.0 is used for statistic 
in the relation between Cea changes and short-term 
outcomes by paired samples t-test and Spearman correla-
tion test.

Results/Outcome(s): Cea value decreased from before 
to after neoadjuvant therapy(23.83±82.88 vs 7.70±26.45, 
p<0.01). the Cea value after neoadjuvant therapy is 
related to the short-term survival status(ρ=0.27, p<0.01). 

Cea value changes is related to short-term survival 
status(ρ=0.15, p<0.01) Gender and age is not related 
to the prognosis(ρ=0.086, p>0.05, ρ=-0.01, p>0.1) 
Pathologic tnm(ptnm) staging and Bmi could also 
affect the survival status(ρ=0.256, p<0.01, ρ=-0.10, 
p<0.05).

Limitations: the follow-up is just in one year, can not 
provide the relation between Cea value and long term 
outcome. according to the statistic age could be a factor 
to influence the prognosis, the older the patients are, the 
worse their prognosis would be. according to the statistic 
the Bmi and ptnm staging could be reasons to affect 
the outcome, which could lead to a bias and require next 
analyze about multivariate analysis

Conclusions/Discussion: neoadjuvant therapy of CrC 
is an useful treat to decrease the level of Cea. the Cea 
before the neoadjuvant therapy and the Cea after the 
neoadjuvant therapy are related to the short-term prog-
nosis outcome, but it would still need test and verify to 
make sure they are related to long-term outcome.

COMPLIANCE WITH EXTENDED DURATION 
THROMBOPROPHYLAXIS AFTER RECTAL 
CANCER SURGERY IN ALBERTA.

ePoSter aBStraCtS eP512

J. Hopkins1, d. Buie1, H. Wang2

1Calgary, AB, Canada; 2Edmonton, AB, Canada

Purpose/Background: Patients having pelvic surgery 
are at elevated risk for developing venous thromboem-
bolism (Vte). extended duration prophylaxis reduces 
incidence of Vte, but compliance with this practice is 
unknown.

Hypothesis/Aim: We aim to identify compliance with 
extended duration thromboprophylaxis and hypothesize 
that routine use remains low (<50%) in alberta.

Methods/Interventions: using an existing provincial 
rectal cancer database, a cohort of adult (>18) patients 
diagnosed in 2019 and undergoing resection was identi-
fied. data regarding age, gender, disease stage and dates 
of diagnosis, surgery and discharge was obtained from the 
database. electronic medical records (emr) were used 
to obtain type of surgery, concurrent anticoagulation 
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and contraindications to low molecular weight heparins 
(lmWH). the inclusion of lmWH in discharge summa-
ries or nursing notes was used as a surrogate marker for 
compliance.

Results/Outcome(s): after excluding patients who 
underwent transanal endoscopic microsurgery, transanal 
excision or palliative diversion, we identified 390 patients 
who underwent proctectomy for rectal cancer in alberta. 
twelve patients were discharged home >28 days post- 
operatively, with 3 given further prophylactic lmWH 
and 3 therapeutically anticoagulated. of those discharged 
home <28 days post-operatively (n=378), 177 (46.8%) 
received prophylactic lmWH. one hundred sixty four 
(43.4%) patients received no form of anti-platelet or anti-
coagulation at discharge. the remaining 40 patients were 
discharged home with therapeutic anticoagulation or anti-
platelet therapy. the most common lmWH on discharge 
was tinzaparin 4500 units, with very few reporting weight-
based dosing.

Limitations: this study is limited in the use of emr 
chart review as a surrogate marker for compliance, as 
there is no confirmation that patients completed their 
course of therapy once discharged home. Furthermore, not 
all sites had full nursing and physician documentation on 
emrs, which may have resulted in under recognition of 
compliance.

Conclusions/Discussion: despite strong evidence and 
recommendations for extended Vte prophylaxis in rectal 
cancer patients undergoing proctectomy, there is poor 
compliance in alberta based on chart review. this provides 
an opportunity for education and quality improvement in 
the rectal cancer perioperative pathway and discharge 
documentation.

PATIENTS WITH UPPER RECTAL CANCER 
RECEIVE NEOADJUVANT THERAPY: A 
STATEWIDE STUDY.

ePoSter aBStraCtS eP513

n. Cairl, S. Hendren, W. Weng, r. Cleary
Ann Arbor, MI

Purpose/Background: neoadjuvant therapy is stan-
dard of care for locally-advanced rectal cancer but the 
definition of “rectal cancer” and how to manage upper 
rectal cancers is inconsistent. We assumed that upper 
rectal cancers, 12-18cm above the anal verge, would rarely 
receive neoadjuvant therapy.

Hypothesis/Aim: upper rectal cancer patients rarely 
receive neoadjuvant therapy in real-world practice.

Methods/Interventions: this is a retrospective cohort 
study of patients with adenocarcinoma of the upper rectum 
at 31 hospitals participating in the michigan Surgical 
Quality Collaborative Colorectal Cancer Project from 
1/2014 to 12/2019. rectal cancer location is abstracted by 

trained nurses using an algorithm designed to document 
the most accurate measurement available in the medical 
record and is defined as low (0-6cm), mid (>6-12cm), 
and upper (>12-18cm) rectum. Chi-square analysis was 
performed on patient, tumor, and 30-day outcome factors 
associated with receiving neoadjuvant therapy and staging. 
mid/low rectal cancers and t4 upper rectal cancers (n=6) 
that most would consider candidates for neoadjuvant 
therapy were excluded.

Results/Outcome(s): there were 89 patients with 
upper rectal cancers; 37% were ≥65 years of age, 40% 
women, 88% white, and 85% had minimally invasive 
surgery. 35% of these cases had neoadjuvant therapy. 
Pre-treatment staging with mri/eruS was documented in 
51% of all cases, 71% of those who received neoadjuvant 
therapy, and 40% of the cases that did not receive neoad-
juvant therapy (p<0.05). multivariate analysis revealed 
that non-white race (estimate 11.8, (95% Ci 2.2-63.4), 
p=0.004] and pre-treatment staging [estimate 3.82, (95% 
Ci 1.38-10.53), p=0.01] were significantly associated with 
receiving neoadjuvant therapy.

Limitations: observational study with possibility of 
unmeasured confounding variables.

Conclusions/Discussion: this study shows that 35% 
of upper rectal cancers in a statewide registry received 
neoadjuvant therapy. this suggests that in real-world clin-
ical practice, neoadjuvant therapy is not limited to those 
patients with low and mid rectal cancers.
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BASELINE MRI-CRM AS A STRONG PREDICTOR 
OF LONG-TERM SURVIVAL: EXPERIENCE FROM 
TERTIARY CENTRE.

ePoSter aBStraCtS eP514

a. Chatterjee, m. Chandarana, S. ankathi, m. Kazi, 
a. desouza, a. Saklani
Mumbai, India

Purpose/Background: in rectal cancers, the main draw-
back of the gold-standard prognostic factor i.e., pathological 
Circumferential resection margin (path-Crm) is that it 
can only be obtained after surgery. Baseline mri-Crm 
status is a useful tool to predict long-term survival outcomes.

Hypothesis/Aim: to evaluate mri-Crm status at 
baseline and post-naCtrt as a predictor of long-term 
survival outcomes.

Methods/Interventions: retrospective analysis of 
prospectively maintained database of patients diagnosed 
with resectable adenocarcinoma of rectum between 1st 
July 2013 and 30th June 2014 undergoing curative resec-
tions (upfront and post-naCtrt). all patients had 
undergone at least one baseline mri (mrit) irrespective 
of further treatment. Patients undergoing naCtrt had 
pre-naCtrt mri (mri1) and post-naCtrt mri 
(mri2). outcomes analyzed were overall survival (oS), 
disease-free survival (dFS), and local recurrence-free 
survival (lrFS) univariate and multivariate analysis were 
done and hazard ratio (Hr) calculated.

Results/Outcome(s): 221 out of 254 patients were 
analyzed with a median follow-up duration of 69 months 
(2-291 months). 24% patients underwent upfront surgery. 
the 5-year oS, dFS and lrFS of the cohort were 71.7%, 
60.5%, and 90.7% respectively. Patients with mrit-Crm 
positive had statistically significant lower oS (30 vs 22 
events; p: <0.0000; median oS: na) and dFS (34 vs 29 
events; p < 0.0001). Patients with mri1-Crm positive 
had statistically significant lower oS (27 vs 15 events; p: 
0.004), and dFS (31 vs 19 events; p: 0.003). mrit and 
mri1 did not have significant impact on lrFS. the impact 
of mri2-Crm status did not reach statistical significance 
for either oS, dFS and lrFS. Path-Crm was the only 
factor significantly affecting oS, dFS and lrFS. on 
univariate analysis, mrit- and mri1-Crm, path-Crm, 
differentiation, and preop-t stage were significant factors 
impacting oS. on multivariate analysis, the only factor 
affecting oS, dFS and lrFS was path-Crm status (Hr 
for oS, dFS, lrFS: 4.2, 2.7 and 8.2 respectively); while 
mrit-Crm status was significant only for oS, and dFS. 
(Hr for oS, dFS and lrFS: 2.6 and 2.5 respectively).

Limitations: the limitations of the study is its retrospec-
tive nature, lack of data on other mri prognostic factors 
like emVi, lymph nodes, and tumor regression grade.

Conclusions/Discussion: Baseline mri-Crm is a 
powerful tool to predict long-term survival outcomes and 
needs meticulous assessment by clinicians to prognosticate 
and plan further treatment.

Graphs depicting the relation of mri t-Crm and mri 1-Crm with 
overall Survival and disease-Free Survival

LONGITUDINAL PREDICTIVE VALUE 
OF POLARS SCORE AFTER SPHINCTER 
PRESERVING RECTAL CANCER SURGERY.

ePoSter aBStraCtS eP515

C. thériault, S. robitaille, K. Semsar-Kazerooni, 
S. liberman, l. Feldman, J. Fiore, l. lee
Montreal, QC, Canada

Purpose/Background: Bowel dysfunction after rectal 
cancer surgery varies with time. the Pre-operative low 
anterior resection Syndrome score (PolarS) may 
predict these changes and contribute to shared decision 
making.

Hypothesis/Aim: to assess the predictive value of the 
PolarS score for post-operative bowel dysfunction over 
time.

Methods/Interventions: a prospective database of 
adult patients who had undergone sphincter preserving 
rectal cancer surgery at a single university-affiliated 
colorectal cancer referral centre was queried from July 
2017 to July 2021. Patients were excluded if they had local 
recurrence, metastasis, or persistent stoma beyond 1-year 
follow-up. Follow-up intervals were arranged according to 
current guidelines. Bowel dysfunction was classified using 
the low anterior resection Syndrome (larS) score  
(no larS, minor larS and major larS). larS scores 
were subsequently categorized based on post-operative 
timing of survey (<1 year, 1-2 years, and 2+ years) for anal-
ysis. the predicted larS score was calculated according 
to the PolarS score, which is based on pre-operative 
patient, tumor and treatment factors. PolarS scores 
were classified into predicted no, minor, and major larS. 
Comparisons between observed and predicted larS 
scores were analyzed using student’s t- and chi-squared 
tests.

Results/Outcome(s): a total of 175 patients were 
included. the mean age was 61.9 years (Sd 11.2), with 
69% male, mean tumor height of 8.5cm (Sd 3.4) and 90% 
laparoscopic. Collectively, 314 larS assessments were 
obtained. the mean overall larS score was 22.1 (Sd 
13.2), categories were 47% no larS, 23% minor larS 
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and 30% major larS. the mean PolarS score was 26.7 
(Sd 4.7), corresponding to 5% none, 43% minor, and 52% 
major predicted larS category. Patients scored signifi-
cantly higher on the PolarS score for predicted larS 
than was observed post-operatively. the mean difference 
between the observed and predicted larS scores was -4.4 
(95% Ci -6.6, -2.1). Specifically, the differences at each 
time interval were as follows, at <1 year -3.9 (95% Ci -7.6, 
-0.2), at 1-2 years -2.7 (95% Ci -6.6, 1.3), and at 2+ years 
-6.1 (95% Ci -10.3, -1.9). Further, the PolarS category 
did not accurately predict observed larS categories at any 
time point and failed to identify patients classified as “no 
larS” post-operatively (table).

Limitations: this study was performed at a single centre 
with varying times of assessments of larS post-operatively.

Conclusions/Discussion: Prediction of bowel dysfunc-
tion using the PolarS score after sphincter preserving 
proctectomy for rectal cancer was unreliable regardless of 
follow-up time. notably, the PolarS score had limited 
sensitivity to detect patients with low observed larS 
scores. our findings suggest that the role of the PolarS 
score for larS risk assessment and for informing shared 
decision-making may be limited.

CONCORDANCE OF MRI AND PATHOLOGIC 
STAGING AFTER TRADITIONAL 
NEOADJUVANT THERAPY AND TOTAL 
NEOADJUVANT THERAPY FOR LOCALLY 
ADVANCED RECTAL CANCER.

ePoSter aBStraCtS eP516

K. Chuquin, e. rancore, a. Kata, J. ayscue, S. Berkey, 
J. FitzGerald, m. Bayasi, B. Bello
Washington, DC

Purpose/Background: more patients are receiving total 
neoadjuvant therapy (tnt) for locally advanced rectal 
cancer. mri is the modality of choice for restaging after 
therapy, however, its accuracy is debatable and little liter-
ature exists specifically examining the concordance of mri 
and pathologic staging after tnt.

Hypothesis/Aim: the purpose of this study was to 
compare the accuracy of mri in restaging locally advanced 
rectal cancer after traditional preoperative chemoradiation 
and tnt.

Methods/Interventions: this was a retrospective study 
examining patients in a prospectively maintained database 
of all rectal cancer patients treated at our institution since 
July 1, 2019. of the 60 patients in the database, 21 patients 
were clinical stage ii or iii and were treated with curative 
intent with preoperative therapy and surgery. these 21 
patients make up the cohort in this study. accuracy of 
the restaging mri was assessed through the comparison 
of tumor characteristics on mri with histopathologic 
outcomes.

Results/Outcome(s): a total of 21 participants were 
analyzed, of whom 16 underwent tnt and 5 underwent 
traditional preoperative chemoradiation. there were no 
differences between the groups in age, sex, or clinical 
stage. in the group that underwent tnt, restaging mri 
was concordant for t stage in 53% and for n stage in 76% 
of patients. Kappa values for agreement between mri 
staging and final pathologic stage were calculated as 0.40 
and 0.38 for t and n staging respectively, suggesting fair 
agreement. in all but one of the discordant cases, restaging 
mri resulted in over-staging of the patient. in the group 
that underwent traditional preoperative chemoradiation, 
restaging mri was concordant with final pathology results 
in 80% with regards to t stage and 40% for n stage. again, 
in every case of discordance, mri restaging resulted in 
over-staging.

Limitations: this study is limited by its small sample size 
and retrospective nature.

Conclusions/Discussion: mri has low accuracy for 
restaging locally advanced rectal cancer after both tradi-
tional preoperative chemoradiation and tnt and tends to 
result in over-staging.

UTILIZATION AND SURVIVAL OF NON-
OPERATIVE MANAGEMENT FOR LOCALLY 
ADVANCED RECTAL CANCER IN THE US.

ePoSter aBStraCtS eP517

r. Kucejko, e. Breen, d. Kleiman, a. Kuhnen, 
P. marcello, J. Saraidaridis, J. abelson
Burlington, MA

Purpose/Background: non-operative management 
(nom) of locally advanced rectal cancer was described as 
early as 2004. initial national data demonstrated increase 
in utilization of nom from 1998 to 2010.

Hypothesis/Aim: assess utilization and 5 year-overall 
survival of nom

Methods/Interventions: the national Cancer database 
(nCdB) was queried for patients with clinical Stage ii or 
iii rectal cancer between 2004 and 2018. Patients were 
included who underwent chemotherapy and radiation. 
Patients in the resection group underwent definitive 
surgery. Patients in the nom group were defined as not 
having undergone local excision or definitive resection. 
Patients were excluded if they were younger than 40 years, 
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did not receive chemotherapy and radiation therapy, did 
not undergo surgical resection due to patient refusal, or 
received palliative care. Survival analysis was limited to 
patients treated from 2004 to 2014 to allow for 5-year 
overall survival (oS).

Results/Outcome(s): 85,069 patients were analyzed. 
71,144 (83.6%) underwent a definitive resection, 3,590 
(5.3%) underwent a local excision, and 10,335 (12.1%) 
had nom. a slightly greater proportion of patients in 
the nom group had Charlson score >2 compared to the 
resection group (6.1% versus 5.2%, p < 0.001). utilization 
of nom significantly increased from 2010 (9.6%) to 2018 
(17.2%) (p < 0.001). in multivariate regression, commu-
nity cancer programs, Black race, lower income, lower 
education, and metropolitan areas with > 1 million popu-
lation were significant independent predictors of utilization 
of nom. the estimated mean oS was 13.7 months lower 
for patients treated with nom compared to the resection 
group across all years (p < 0.001, Figure 1). the 5-year oS 
in the nom group improved from 40.9% in 2004 to 54.0% 
in 2014 (p < 0.001). Cox Proportional Hazards identified 
nom as the largest hazard for mortality (Hr = 2.802) 
followed by Charlson Score >2 (Hr = 1.758).

Limitations: this study is limited by inability to deter-
mine intent behind differing treatment paradigms, rate of 
clinical complete response and lack of doses of radiation 
and chemotherapy.

Conclusions/Discussion: From 2004-2018, the utili-
zation of non-operative management of locally advanced 
rectal cancer significantly increased. However, there was a 
significant discrepancy in overall survival in comparison to 
surgical resection. Further study is needed to determine the 
long-term oncologic safety of non-operative management.

Kaplan meier curve for overall survival curve of resection versus 
non-operative management in Stage ii and iii rectal cancer.

QUALITY OF LIFE WITH LOW ANTERIOR 
RESECTION SYNDROME AFTER LOW 
ANTERIOR RESECTION FOR RECTAL CANCER.

ePoSter aBStraCtS eP518

B. Hebert, m. Stratton, a. Werner, W. Grimes
Shreveport, LA

Purpose/Background: advances in rectal cancer treat-
ment and surgical technique have led to an increasing 
incidence of sphincter-sparing procedures. as a result of 
these procedures, functional bowel disturbances collec-
tively referred to as low anterior resection syndrome have 
become more prominent.

Hypothesis/Aim: aim of this study is to evaluate 
quality of life after low anterior resection for rectal cancer. 
the results will allow clinicians to better council their 
patients pre-operatively.

Methods/Interventions: a retrospective chart review 
was performed from February 2017 to march 2020 on 
patients who had undergone low anterior resection for 
rectal cancer. all the patients had received neoadjuvant 
chemoradiation. an optional phone survey was performed 
regarding their bowel habits after surgery and how they 
have changed over time. the focus of the questions was 
on number of bowel movements per day, any frequency or 
urgency, number of fecal incontinence episodes per week, 
need to wear a pad or diaper, and quality of life on a scale 
of 1 to 10 with 10 being the highest quality of life.

Results/Outcome(s): Patients who underwent neoadju-
vant chemoradiation and low anterior resection for rectal 
cancer between February 2017 and march 2020 were 
surveyed on bowel function after surgery. the average 
number of bowel movements per day was four with fifteen 
being the highest. most patients attributed the higher 
number of bowel movemens to eating certain foods such as 
fatty or spicy foods. the minority of patients have to take 
medications once a week to slow down bowel function. 
urgency and incontinence occured in half of the patients 
ranging from once a month to several times per week. the 
majority do not need to wear pads or diapers. Quality of life 
on a scale of one to ten with ten being the highest averaged 
an eight. those who ranked their quality of life as a ten 
reported just being thankful to be alive.

Limitations: limitations of this study include a small 
sample size as well as lack of a recognized questionnaire. 
those who chose not to participate in the study may have 
also had worse functional outcomes and quality of life than 
those who did choose to participate.

Conclusions/Discussion: in conclusion, bowel function 
after low anterior resection for rectal cancer is manageable. 
Quality of life is not drastically altered, although patients 
do report being constantly cognizant of what they eat as 
it will affect the number of bowel movements they have 
and symptoms of urgency or incontinence. urgency and 
incontinence tend to be the highest in the first few months 
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following surgery and improve over time. most patients 
describe their bowel function now as their “new normal” 
and express gratitude to still be alive.

FRAILTY PREDICTS LARS AND QUALITY OF 
LIFE IN RECTAL CANCER SURVIVORS POST 
RESTORATIVE PROCTECTOMY.

ePoSter aBStraCtS eP519

J. moon, t. araji, a. Pang, C. Vasilevsky, m. Boutros
Montreal, QC, Canada

Purpose/Background: many rectal cancer patients are 
frail and the majority experience low anterior resection 
Syndrome (larS) post-restorative proctectomy (rP). 
association between frailty and larS is unknown.

Hypothesis/Aim: many rectal cancer patients are frail 
and the majority experience low anterior resection 
Syndrome (larS) post-restorative proctectomy (rP). 
association between frailty and larS is unknown.

Methods/Interventions: this was a retrospective cohort 
study with cross-sectional follow-up at a single university- 
affiliated tertiary care hospital. Consecutive patients over 
age 65 years who underwent rP for neoplastic disease 
of the rectum from 2007 to 2020 were included. Frailty 
was measured using the targeted Geriatric assessment, 
a multidimensional questionnaire that assesses function, 
mobility, social support, cognitive performance, depres-
sion, polypharmacy, and nutritional status. a composite 
score above 0.3 out of 1.0 was used as a cut-off to define 
frailty. Global quality of life (Qol) was measured by the 
european organization for research and treatment of 
Cancer-Qol Questionnaire-C30 (eortC-QlQ-C30). 
the association between larS, frailty, and Qol was then 
assessed using multiple linear regression. Covariates were 
chosen a priori, and included age, gender, anastomotic 
leak, radiotherapy, and time from surgery.

Results/Outcome(s): of 126 eligible rectal cancer 
survivors who were contacted, 52 completed the ques-
tionnaires (response rate 41.3%) at a median follow-up of 
8.3 (interquartile range 5.1-10.9) years after restorative 
proctectomy. ten (19.2%) individuals were classified 
as frail. Frail individuals were more likely to have major 
larS (40.0% vs. 23.8%, p=0.52) when compared to 
those with minor/no larS (Figure 1). individuals with 
major larS had a higher mean frailty score (0.27 ±0.11 
vs. 0.17 ±0.12, p=0.019) compared to those with minor/
no larS. on multiple linear regression, younger age  
(β= -0.80, p=0.002), female gender (β= 6.56, p= 0.002), 
and a higher frailty score (β= 3.84, p=0.005) were inde-
pendently associated with worse larS. Furthermore, after 
adjusting for age, gender, larS, and time from surgery, 
frailty score alone also predicted a lower global Qol  
(β= -5.50, p=0.003).

Limitations: this study is limited by its cross-sectional 
design and modest sample size.

Conclusions/Discussion: Frailty, rather than older 
chronological age, is an independent predictor of larS 
and Qol among rectal cancer survivors post-rP. the 
majority of rectal cancer survivors are elderly, and there is 
a growing need to provide patient-centered care of elderly 
patients that focuses on frailty. assessment of frailty, and 
interventions to improve frailty status perioperatively, 
have the potential to improve long-term functional and 
Qol outcomes among rectal cancer patients.

OUTCOMES AND REASONS OF 
NONCOMPLIANCE WITH TREATMENT OF 
ADJUVANT CHEMOTHERAPY FOR ADVANCED 
RECTAL CANCER.

ePoSter aBStraCtS eP520

m. matos, J. Karas, r. mueller, P. Williamson, a. Ferrara, 
S. deJesus, m. Ferrara, J. Gallagher
Orlando, FL

Purpose/Background: there is a concern that a high 
number of patient do not complete adjuvant chemo-
therapy which is an important element in the treatment for 
advanced rectal cancer.

Hypothesis/Aim: to compare outcomes for recurrence 
and metastasis between patients who complete adjuvant 
therapy to those that do not.

Methods/Interventions: a prospective randomized 
cohort analysis was performed using the rectal cancer 
patients’ medical records of those treated at the orlando 
Health uF Cancer Center database between 2012 and 
2014. Based on nCCn guidelines, a total of 34 patients 
were recommended to receive adjuvant chemotherapy and 
14 patients were noncompliant. multiple variables were 
compared including socioeconomic data, distance from the 
cancer center, age, and sex. We used different sources of 
data collection: intergy, orlando Health, adventHealth 
and Health Central Systems.

Results/Outcome(s): 41 percent of the patients with 
stage ii/iii rectal cancer did not complete adjuvant chemo-
therapy. local recurrence in patients who did not complete 
postoperative chemotherapy was statistically increased 
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(p<0.05). metastatic recurrence in patients was higher 
compared to patients who completed adjuvant chemo-
therapy but not statistically significant (p=0.079) in this 
group of patients. Causes of noncompliance included 71% 
attributed to patient choice, 14% due to surgical complica-
tions and 14% was to chemotherapy complications.

Limitations: retrospective study.
Conclusions/Discussion: the noncompliance of 

receiving adjuvant therapy appears to be having a signif-
icant adverse outcome on patient with advanced rectal 
cancers. Clearly better strategies need to be developed to 
optimize nCCn guidelines for these patients.

MINIMALLY INVASIVE PELVIC LATERAL 
LYMPHADENECTOMY IN LOCALLY ADVANCED 
RECTAL CANCER AFTER NEOADJUVANT 
TREATMENT.

ePoSter aBStraCtS eP521

G. Cotti, l. Bustamante-lopez, C. nahas, C. marques, 
a. imperiale, o. Braghiroli, n. Horvat, l. Sobrado, 
P. averbach, C. Cirenza, S. nahas
Sao Paulo, Brazil

Purpose/Background: The combination of neoadju-
vant treatment and lateral pelvic lymph node dissection 
has gained popularity in the management of patients 
with locally advanced rectal cancer and lateral pelvic 
lymph node involvement.

Hypothesis/Aim: To analyze the results of the mini-
mally invasive Lateral pelvic lymphadenectomy in this 
setting.

Methods/Interventions: Retrospective analysis of 
patients with Locally advanced rectal cancer and 
compromised lateral pelvic lymph nodes on initial 
staging MRI who underwent neoadjuvant chemora-
diotherapy followed by laparoscopic total mesorectal 
excision and lateral pelvic lymphadenectomy at the 
Cancer Institute – Hospital das Clínicas – University 
of São Paulo (ICESP-HCFMUSP) between 2016 and 
2021.

Results/Outcome(s): in the period, 25 patients under-
went minimally invasive lateral pelvic lymphadenectomy. 
all patients had involved lateral pelvic lymph nodes on 
pretreatment mri: 22 with unilateral involvement, 3 
bilateral cases. 96 presented with stage t3/t4,80% were 
n+ and 3 presented distant metastases at diagnosis and 
were treated with curative intent. the average distance to 
the anal edge was 5.1 cm. all patients received some form 
of neoadjuvant chemoradiotherapy and were re-staged 
with mri thereafter. Post-neoadjuvant therapy, 64% were 

staged t3/4 and 52% n+. in 79.2% there was regression or 
disappearance of the lateral pelvic lymph nodes considered 
previously compromised.

Limitations: Retrospective and Single-center study.
Conclusions/Discussion: in this initial series, mini-

mally invasive lateral pelvic lymphadenectomy with total 
mesorectal excision could be performed safely, with low 
morbidity and provided an adequate pelvic control. Since 
systemic recurrence remains elevated in this setting, the 
use of total neoadjuvant treatment may provide a better 
treatment option for these patients

THE EFFECTS OF DIABETES ON RESPONSE TO 
RADIOTHERAPY IN PATIENTS WITH RECTAL 
CANCER.

ePoSter aBStraCtS eP522

m. Ginesi, d. Jodeh, C. an, C. alvarado, S. Worrell, 
e. Steinhagen, S. Stein
Cleveland, OH

Purpose/Background: Previous studies of associations 
between diabetes and complete pathologic response (pCr) 
in patients undergoing neoadjuvant chemoradiation 
(na-Crt) for rectal cancer are small and do not account 
for the effects other known predictors of pathologic 
complete response, such as statins and tumor grade.

Hypothesis/Aim: to determine whether there is an 
association between diabetes and tumor response after 
na-Crt independent of other factors.

Methods/Interventions: a retrospective review of rectal 
cancer patients at a high-volume center was completed. 
Patients who were included had rectal cancer and received 
na-Crt followed by surgical resection from 2008 to 
2020. Patients were excluded if they had total neoadju-
vant therapy, did not receive neoadjuvant therapy, or had 
histology other than adenocarcinoma. descriptive statis-
tics and bivariate analysis were performed.

Results/Outcome(s): 326 patients were evaluated. 
Forty-nine (15.0%) were diabetic, six (1.8%) were pre-dia-
betic, and 271 (83.1%) were non-diabetic. diabetics were 
not significantly different from non-diabetics in terms of 
age, gender, race, or oncologic stage. a total of 62 (19.2%) 
patients had a pathologic complete response (pCr), and 
23 (7.2%) had no response to na-Crt. on univariate 
analysis, 7 (11.3%) diabetics achieved pCr compared to 
55 (20.3%) non-diabetics (p=0.192). a higher proportion 
of diabetic had no pathologic response (9.1%) compared 
to nondiabetics (6.6%), and pre-diabetics had a signifi-
cantly higher rate of no response to na-Crt (33.3%, 
p=0.040). other known risk factors including Hba1c 
levels (p=0.085), insulin (p=0.460), oral diabetic medi-
cations (p=0.210), or other medications such as aspirin 
or statin were not significantly associated with failure to 
obtain pCr.



340 ePoSter abStractS

Limitations: due to our limited sample size, we had 
inadequate power to determine statistical differences 
between diabetics and pCr.

Conclusions/Discussion: despite having a lower rate 
of pCr in diabetic patients undergoing na-Crt, this 
did not achieve statistical significance. larger studies are 
warranted to adequately determine the impact of diabetes 
on response to na-Crt, and if it differs between neoad-
juvant or diabetic treatment strategies.

EFFECT OF DIVERTING ILEOSTOMY ON 
BOWEL FUNCTION AFTER RECTAL CANCER 
SURGERY.

ePoSter aBStraCtS eP523

i. al tubi, S. robitaille, P. Charlebois, a. olivier, 
B. Stein, S. liberman, F. lee
Montreal, QC, Canada

Purpose/Background: Bowel dysfunction after rectal 
cancer surgery may be affected by the duration of proximal 
diversion, but the effect is poorly characterized.

Hypothesis/Aim: to determine the effect of diverting 
ileostomy on bowel function after rectal cancer surgery.

Methods/Interventions: Participants were recruited 
from a single university-affiliated colorectal specialist 
referral centre starting in 07/2020. Patients had to have 
undergone restorative proctectomy for primary rectal 
adenocarcinoma, were at least 1 year from primary surgery 
or stoma closure. Patients who initially had restorative 
proctectomy but required end colostomy for leak or did 
not have their temporary ileostomy closed were excluded. 
anastomotic complications were defined as leak requiring 
re-operation or peri-anastomotic complications within 
30-days, or anastomotic sinus on follow-up beyond 30-days. 
Bowel dysfunction was measured using the low anterior 
resection Syndrome (larS) score (range 0-42 points), 
with patients categorized into no, minor, and major 
larS. multiple linear regression assessed the impact of 
proximal diversion and leak on larS score, adjusting for 
confounders. a subgroup analysis was performed to assess 
the effect of time to ileostomy closure on bowel function.

Results/Outcome(s): a total of 179 patients were 
included. 87 patients had diverting ileostomy and 92 
patients did not have stoma. Patients with diverting 
ileostomy had lower and more advanced tumours, and 
were more likely to receive neoadjuvant radiotherapy. 
the median time to stoma closure was 192 days [iQr 
94-236]. Patients with proximal diversion had higher 
mean larS scores (24.9 (Sd 13.1) vs. 14.6 (Sd12.6), 
p<0.001). there were no differences in time to stoma 
closure between patients categorized as none, minor, and 
major larS (Figure, p=0.930) after a median follow-up 
of 20.5 months [iQr 13.3-39.7]. overall anastomotic 
complications occurred in 9%, more often in patients 
with diverting ileostomy (16% vs. 2%, p<0.001). Patients 

with anastomotic complications had longer median time 
to ileostomy closure (193 days [79-335] vs. 140 days 
[96-223], p=0.009) and higher mean larS scores (26.9 
(Sd 13.3) vs. 18.9 (Sd 13.7), p=0.026), but no differences 
in the incidence of major larS (50% vs. 39%, p=0.198). 
on multiple regression, proximal diversion (+11.4, 95%Ci 
6.0, 16.9) and leak (+17.6,95% Ci 0.7, 36.1) were inde-
pendently associated with higher larS score. in the 
subgroup of patients with proximal diversion, time to ileos-
tomy closure was not associated with larS score, and only 
older age was independently associated with higher larS 
score (+0.31 per year, 95%Ci 0.03, 0.64).

Limitations: Single centre, volunteer bias
Conclusions/Discussion: Proximal diversion and leak 

after rectal cancer surgery are associated with worse bowel 
function, although the time to stoma closure was not. 
these data may suggest that a selective stoma approach 
may be associated with better long-term bowel function.

Figure

TOTAL NEOADJUVANT THERAPY BASED 
ON SHORT COURSE RADIOTHERAPY 
AND CONSOLIDATION CHEMOTHERAPY 
FOR NON-OPERATIVE MANAGEMENT IN 
RECTAL CANCER PATIENTS: A FEASIBILITY 
MULTICENTER STUDY FROM LATIN AMERICA.

ePoSter aBStraCtS eP524

F. Quezada1, n. Caire1, K. Barros1, S. lópez2, 
S. Pradenas4, J. rojas2, d. espinola4

1Puente Alto, Chile; 2Santiago, Chile

Purpose/Background: total neoadjuvant therapy 
(tnt) has been advocated as a potencial way to increase 
both treatment response and non-operative manage-
ment (nom) rates in rectal cancer patients. there is 
no evidence of which may be the best tnt strategy to 
improve nom in a latin american public hospital setting.

Hypothesis/Aim: to evaluate the feasibility to imple-
ment a tnt strategy based on short course radiotherapy 
(SCrt) and consolidation chemotherapy in public hospi-
tals from latin america as a strategy to improve nom.
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Methods/Interventions: this is a retrospective feasi-
bility study that included patients with stage iii rectal 
adenocarcinoma treated with tnt from october 01, 
2019 to July 31, 2021 in 3 different public hospitals from 
Santiago, Chile. tnt consisted in SCrt (25Gy in 5 
doses) followed by consolidation chemotherapy based on 
FolFoX or CaPeoX. tumor response was assessed with 
a digital rectal exam, endoscopy, and magnetic resonance 
imaging (mri) according to predefined criteria. nom 
was considered for selected patients with a complete clin-
ical response (cCr). For patients who underwent total 
mesorectal excision (tme), the rate of complete patholog-
ical response (pCr) was reported.

Results/Outcome(s): a total of 25 patients were 
included. the median age was 63 years (43 to 78), 22 
(88%) were male. median distance of the tumor to the anal 
verge was 5cm (1.5 to 15cm). all patients were considered 
clinically node-positive by a baseline mri. Sixteen patients 
(64%) received consolidation FolFoX with a median 
number of 8 cycles (5 to 9). CaPeoX was indicated in 
9 (36%) patients with a median number of 6 cycles (3 
to 8). a total of 4 patients (16%) had a cCr, 2(8%) of 
them recruited into a nom protocol. additionally, 2(8%) 
patients who underwent tme had a pCr. no differences 
in age, tumor distance from the anal verge and clinical 
stage were observed in the cCr/pCr group compared to 
the tme group.

Limitations: retrospective study, small sample size, no 
standardize consolidation chemotherapy regimen and post 
tnt response evaluation.

Conclusions/Discussion: approximately 24% of 
patients with stage iii rectal cancer treated with tnt 
based on SCrt and consolidation chemotherapy achieve 
a cCr/pCr. this tnt strategy should be prospectively 
tested to evaluate its applicability as a nom strategy 
in rectal cancer patients from public hospitals in latin 
america.

TRANSANAL EXCISION PRECEDING EARLY 
SALVAGE TOTAL MESORECTAL EXCISION 
FOR RECTAL CANCER: IMPACT ON DISEASE 
PROGNOSIS.

ePoSter aBStraCtS eP525

S. Benammi, W. Perry, G. Calini, S. aBdalla, 
K. mathis
Rochester, MN

Purpose/Background: Several studies have explored 
outcomes following transanal excision (tae) for early 
rectal cancer. However, there is limited literature describing 
outcomes when early salvage tme is undertaken following 
tae.

Hypothesis/Aim: the objective of the study was to 
assess if tae immediately preceding tme impacted onco-
logic outcomes.

Methods/Interventions: the study population included 
patients with a diagnosis of rectal cancer who under-
went tae for curative intent followed by low anterior 
resection (lar) or abdominoperineal resection (aPr) 
within 3 months, between 2000 and 2016. the control 
group consisted of patients who underwent lar or 
aPr for curative intent for early rectal cancer (clin-
ical t1-3n0) without a preceding tae. indications for 
tme following tae included positive margins, deeper 
t invasion than expected and high-risk features seen on 
the pathology report. the primary outcome was overall 
survival. Secondary outcomes included recurrence, metas-
tasis and in-hospital complications. Categorical variables 
were examined using Pearson’s Chi- squared test. overall 
and recurrence-free survival between groups were exam-
ined using Kaplan-meier plots and log-rank tests.

Results/Outcome(s): the study population included 
472 patients (64% male) with a median age of 64 years 
(iQr 53-72). median follow-up time was 4 years (iQr 
0-8). thirty-three patients (7%) had a trans-anal excision 
≤ 3 months prior to tme and the remaining had tme 
only. tae-first patients were younger (median age 57 years 
vs 64 years, p=0.001). there was no significant difference 
in 30-day morbidity at the time of tme. tae patients had 
lower final t stage at the time of tme compared to tme 
only patients (p=0.031, table 1). there was no significant 
difference in overall or recurrence-free survival between 
tae and tme only groups.

Limitations: our study holds several limitations, citing 
the retrospective nature of the study and the small number 
of tae group patients.

Conclusions/Discussion: transanal excision remains safe 
for the management of early rectal cancer, even when early 
salvage tme is required. there was no detrimental impact on 
oncological outcomes or increased morbidity when compared 
to patients who went straight to tme with similar clinical 
staging. this study is limited by the small number of patients 
who had prior transanal excision as well as the low frequency 
of examined outcomes in this population.

univariate analysis
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REDUCED SOCIOECONOMIC STATUS 
DISPARITY IN RECTAL AND ANAL CANCER 
MORTALITY IN AN INSURED POPULATION 
TREATED IN AN INTEGRATED HEALTHCARE 
SYSTEM.

ePoSter aBStraCtS eP526

J. Patel, V. attalrui, r. Cooper, r. Haque, J. Chung
Pasadena, CA

Purpose/Background: lower SeS continues to be a 
barrier to the delivery of healthcare and is linked to poorer 
outcomes. integrated healthcare systems aim to minimize 
these barriers and facilitate coordination of care that may 
be associated with better health outcomes.

Hypothesis/Aim: the aim of this study is to compare 
the outcomes of rectal and anal cancer in an inte-
grated healthcare system (Kaiser Permanente Southern 
California) with other private insurance.

Methods/Interventions: this is a retrospective cohort 
study, which includes all insured adults in Southern 
California diagnosed with rectal or anal cancer between 
2009 and 2014, using the California Cancer registry. the 
main outcome variable was all-cause mortality, and subjects 
were followed through december 31, 2017. Person-year 
mortality rates were calculated for the two groups (KPSC 
vs oPi), and multivariate hazard ratios were calculated for 
the association between overall mortality and SeS.

Results/Outcome(s): there was a total of 2,020 deaths 
that occurred during the follow up period; 478 (23.67%) 
deaths within the KPSC group and 1,542 (76.33%) deaths 
in the oPi group. mortality rates per 1,000-person year 
follow up revealed a lower overall rate of 77 (70.2-84.2) in 
KPSC, compared to 104.6 (99.4 – 109.9) in oPi. Compared 
to the group with the highest SeS, lower SeS was not 
significantly associated with increased mortality in the 
KPSC population, even after adjusting for race/ethnicity 
and other factors (lowest SeS Hr 1.142, Ci 0.797 –  
1.632). However, in the oPi group, having a lower SeS 
was significantly associated with a higher Hr (lowest SeS 
Hr 1.67, Ci 1.398 – 1.994) when compared to the highest 
SeS group.

Limitations: While the data shows that patients diag-
nosed and treated for rectal and anal cancer in an iHS 
have similar outcomes regardless of SeS, the specific areas 
within integrated health care systems that allow for this 
finding need to be investigated. additionally, evaluating 
this data with disease-specific mortality may also shed 
more light on health care system-based effects on cancer 
outcomes.

Conclusions/Discussion: overall mortality was similar 
between different SeS groups within iHS, such as KPSC, 
whereas lower SeS was significantly associated with worse 
outcomes within the oPi group. one explanation for this 
finding could be that systems that optimize coordination 
of care for all patients may reduce disparities for the most 
at-risk patients.

COST AND OUTCOMES ANALYSIS OF 
ROBOTIC RESECTION FOR SYNCHRONOUS 
RECTAL CANCER WITH LIVER METASTASIS.

ePoSter aBStraCtS eP527

W. Sang1, a. Hofmann2, K. Crespo1, C. Syblis1, 
H. massarotti1, G. Sigle1, i. Sucandy1, a. Chudzinski1
1Tampa, FL; 2Orlando, FL

Purpose/Background: Synchronous rectal cancer with 
liver metastasis occurs 25% initially. Historically, the 
treatment has been either staged or combined resection. in 
this study, outcomes for robotic resections of rectal cancer 
with synchronous liver metastectomy and cost analysis 
compared to staged approach.

Hypothesis/Aim: the aim of this study is to promote 
the cost-effectiveness with safe patient outcomes with a 
combined resection compared to colorectal resection alone.

Methods/Interventions: From a single institution, a 
prospective study following a cohort of 167 patients 
who underwent either abdominoperineal resection (aPr) 
or low anterior resection (lar) for rectal cancer 
from 2016-2021. 8 patients had synchronous liver metas-
tasis which underwent a combined approach. intergroup 
comparisons of demographics and secondary outcomes 
including intraoperative and postoperative variables were 
analyzed with Student t-test/mann-Whitney u-test, and 
Chi-square analysis. total hospital cost was also compared 
between combined vs. staged approaches.

Results/Outcome(s): a total of 167 patients met inclu-
sion criteria. the total was separated into 4 cohorts: lar 
alone (n = 131), combined lar + liver metastectomy  
(n = 5), aPr alone (n = 28), and combined aPr + liver 
metastectomy (n = 3). the cohorts were nearly identical 
except for combined lar is slightly younger population 
(51 years vs 64 years) and combined aPr with a lower 
aSa class (2 vs 3). intra-operative variables, such as 
resection status and conversion rates were equal among 
cohorts. as expected, with a combined surgery, blood loss 
and operative length of time was statistically increased. 
overall, combined surgeries (either lar or aPr + 
hepatic metastectomy) were cost-effective compared to 
staged approach. Based on the overall outcomes, the data 
shows no difference in patient safety/survival analysis 
between an lar/aPr alone vs combined surgery. average 
total hospital cost for staged and combined lar/hepatec-
tomy was $62,064 and $40,074 respectively. average total 
hospital cost for staged and combined aPr/hepatectomy 
was $67,658 and $45,027 respectively.

Limitations: main limitation is the sample size of 
combined surgeries. this is a single center study. overall 
data of staged procedures with hepatectomy data is 
limited secondary to combined surgeries preferred at our 
institution.

Conclusions/Discussion: Combined robotic resections 
for rectal cancer with minor or major hepatectomy is safe. 
Performing combined procedures has a potential cost 
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savings of $22,000. From our experience, we conclude that 
a multidisciplinary approach in a center with high volume 
minimally invasive colorectal and hepatobiliary surgery is 
key for favorable outcomes and cost savings.

PATIENT PERSPECTIVES OF FACTORS 
INFLUENCING PATIENT-CENTERED CARE 
EXPERIENCE IN RECTAL CANCER.

ePoSter aBStraCtS eP528

V. Welten, K. dabekaussen, m. miller, J. yoo, J. irani, 
J. Goldberg, r. Bleday, n. melnitchouk
Boston, MA

Purpose/Background: Stage ii or iii locally advanced 
rectal cancer treatment involves surgery or selective 
non-operative management on the watch-and-wait 
protocol. Patient-centered care by surgeons is crucial to 
treatment decision support.

Hypothesis/Aim: to identify factors that influence 
perceived patient-centered care among rectal cancer 
patients.

Methods/Interventions: We conducted a qualitative 
study of rectal cancer patients at a single institution. the 
study included 16 patients with either stage ii or stage 
iii rectal cancer, 13 of which had undergone treatment 
with surgical resection and 3 of which were being actively 
managed on the selective non-operative management 
watch-and-wait protocol. Patients completed semi-struc-
tured interviews. interviews were conducted to the point 
of thematic saturation. interview transcripts were induc-
tively coded by two independent team members, using a 
grounded theory approach. a codebook was developed to 
identify prominent themes related to patient perspectives 
of their rectal cancer treatment and factors associated with 
positive or negative experiences with their surgeon.

Results/Outcome(s): mean age was 53. 31% of patients 
were female, 69% were male. Several themes emerged 
as influencing patients’ experiences with their surgeons, 
for both surgical patients and watch-and-wait patients.  
the central factors influencing patients’ perceived 
patient-centeredness during their treatment course are 
presented in the Table, along with representative interview 
quotations. a prominent element positively or negatively 

influencing patients’ perceived agency in their care was 
overall communication. Patients expressed instances of 
poor or unclear communication, which made the treatment 
process confusing and overwhelming. Patients frequently 
described gaps in appropriate expectation setting, many 
describing having incomplete information throughout the 
process and not knowing what to expect. Surgeons who 
established trust contributed to patient satisfaction, with 
patients ultimately describing faith and confidence in 
their surgeons as positively influencing their comfort with 
the treatment process. Surgeons who displayed effective 
listening skills and consideration of patients’ lifestyles 
instilled confidence in patients and helped patients feel 
like their concerns were being heard.

Limitations: the qualitative nature of the study limited 
the study sample size and generalizability of results.

Conclusions/Discussion: Communication, expectation 
setting, trust, and listening were central factors influ-
encing the treatment experience of patients with locally 
advanced rectal cancer, whether being managed surgically 
or with selective non-operative management on the watch-
and-wait protocol. optimizing these elements during 
patient-surgeon encounters may improve patient-centered 
care and help patients feel a greater degree of agency in 
their care. Provider education and training may be a next 
step to improve these fundamental areas.

Table. Factors influencing the perceived patient-centered care treat-
ment experience of patients with rectal cancer, with representative 
interview quotations.
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RECTAL CANCER SURVIVAL FOR RESIDUAL 
CARCINOMA IN SITU VS. PATHOLOGIC COMPLETE 
RESPONSE AFTER NEOADJUVANT THERAPY.

ePoSter aBStraCtS eP529

J. Wlodarczyk, l. ding, n. mcandrew, K. Cologne, 
J. Shin, C. Hsieh, S. lee, S. Koller
Los Angeles, United States Minor Outlying Islands

Purpose/Background: Pathologic complete response 
after neoadjuvant chemoradiotherapy for rectal cancer is 
associated with improved survival. it is unclear whether 
residual carcinoma in situ portends a similar outcome.

Hypothesis/Aim: to compare survival of rectal cancer 
patients with pathologic complete response vs. carcinoma 
in situ

Methods/Interventions: We analyzed patients within 
the national Cancer database (nCdB) from 2006 to 2015 
with locally advanced rectal cancer (larC) who were 
treated with chemoradiotherapy prior to surgery and whose 
final pathology demonstrated either pathologic complete 
response (pCr)- ypt0n0- or carcinoma in situ (CiS)- 
yptisn0. the outcome of interest was overall survival 
(oS), defined as time from surgery to death from any cause 
or last contact. demographics and tumor characteristics 
were compared between the pCr and CiS groups. Cox 
proportional-hazards ratios were used to estimate the effect 
of pCr vs CiS on survival, adjusting for clinical variables.

Results/Outcome(s): 4,011 patients were included 
in the study (table 1). 3,764 (93.8%) had pCr and 247 
(6.2%) had CiS on final pathology. the mean age of the 
total cohort was 59.5 years. 1,569 patients (39.1%) were 
female. Patients in the two groups were similar in terms 
of sex, Charlson-deyo comorbidity score, facility type, 
clinical stage, and procedure type. there was a greater 
percentage of black patients in the CiS group compared to 
the pCr group (10.5% vs 7.1%, p=0.03). more patients 
in the pCr group had a poorly differentiated tumor grade 
(6.2% vs. 3.6%), and more patients in the CiS group 
had a well differentiated tumor grade (13.4% vs. 6.6%, 
p=0.001). CiS was associated with decreased survival 
compared to pCr (Hr 1.49, 95% Ci 1.08-2.03). other 
factors associated with decreased survival were older age 
at diagnosis (Hr 1.04 per 1 year, 95% Ci 1.03-1.05), 
increasing Charlson-deyo score, and poorly differentiated 
tumor grade (Hr 1.73, 95% Ci 1.15-2.58). Variables asso-
ciated with improved survival were female sex (Hr 0.62, 
95% Ci 0.51-0.75), private insurance (Hr 0.46, 05% Ci 
0.28-0.75), and receipt of adjuvant chemotherapy (Hr 
0.52, 95% Ci 0.41-0.66). When patients achieved either 
pCr or CiS, there was no difference in survival between 
clinical stage 2 vs. stage 3.

Limitations: in this retrospective study, disease free 
survival and receipt of total neoadjuvant therapy were 
unable to be abstracted. additional limitations were a 
small number of patients in the CiS group and unknown 
chemotherapy regimens for all patients

Conclusions/Discussion: CiS is associated with worse 
overall survival than pCr for larC patients who receive 
neoadjuvant chemoradiotherapy followed by surgery. 
However, achieving either pCr or CiS may nullify the 
historically poor prognostic impact of clinical stage 3 
disease over clinical stage 2 disease. Confirmation of 
these findings is needed using larger data sets with greater 
proportions of patients with CiS.

HISTORY OF PRIOR MALIGNANCY IS 
ASSOCIATED WITH MORE AGGRESSIVE 
TUMOR BIOLOGY IN RECTAL 
ADENOCARCINOMA.

ePoSter aBStraCtS eP530

K. lynch, W. Kane, m. meneveau, G. Squeo, S. Hoang, 
C. Friel, C. Slingluff, t. Hedrick
Charlottesville, VA

Purpose/Background: a quarter of colorectal cancer 
(CrC) patients have a history of prior malignancy (HoPm) 
at time of diagnosis. HoPm is associated with worse CrC 
survival, but the reasons for this are unclear, particularly in 
rectal adenocarcinoma (ra).

Hypothesis/Aim: We hypothesized that ra in patients 
with HoPm may have genetic features associated with 
aggressive tumor biology.

Methods/Interventions: the Cancer Genome atlas 
was cross-referenced with the Firehose legacy dataset 
to identify ra patients with HoPm who underwent 
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quantitative rna-sequencing. Prior ra or synchronous 
malignancies were excluded. differences in survival and 
dna mutational burden were quantified. Gene expression 
was determined with rna-sequencing.

Results/Outcome(s): 155 patients with ra were iden-
tified, including 12 with HoPm. most (n=8, 61.5%) had 
a history of prostate cancer and reported prior radia-
tion exposure (n=7, 58.3%). though patients with and 
without HoPm did not differ with respect to demographics 
(age, sex, ethnicity), stage at diagnosis, perineural inva-
sion, or lymphovascular invasion (all p>0.05), patients 
with HoPm had shorter disease-free survival than those 
without (Figure 1A). tumor samples were compared 
to determine if genetic differences could underly this 
discrepancy. ra patients with HoPm were found to have 
higher frequency of genomic alternation in genes associ-
ated with ra oncogenesis (aPC, KraS, tP53) (Figure 
1B). rna-seq analysis further revealed that patients with 
HoPm had lower expression of cancer-associated antigens 
(maGea3, maGea6, CSaG1) and lower expression 
of genes associated with tumor suppression (Gata4, 
mtrnr2l1) (Figure 1C).

Limitations: this study is limited by retrospective 
design and small sample size. additionally, our analysis did 
not stratify by prior radiation exposure.

Conclusions/Discussion: ra patients with HoPm had 
shorter disease-free survival despite similar stage at diag-
nosis compared to patients without HoPm. dna alter-
ations in genes associated with CrC oncogenesis were 
more common in HoPm patients, and expression of tumor 
suppressor genes was diminished. Finally, HoPm patients 
had lower expression of cancer-associated antigens. taken 
together, these data suggest that ra arising in patients 
with HoPm may be genetically distinct from those without, 
potentially due to prior radiation exposure. Such differ-
ences may contribute to more aggressive tumor biology or 
affect the anti-tumor immune response. Future studies will 
incorporate colon tumors and stratify by history of thera-
peutic radiation.

Figure A) differences in disease-free survival (dFS) for patients with 
and without prior cancer history (14 patients without cancer history 
excluded for missing dFS). median dFS 109 vs. 27 months, log-rank 
p=0.008 B) dna alteration frequency based on prior cancer history. C) 
differential rna expression based on rna-seq analysis of primary ra 
between patients without and without prior cancer history. left shifted 
genes indicate those over-expressed in patients without prior cancer 
history. top 5 most differentially expressed genes indicated (maGea3, 
mtrnr2l1, maGea6, Gata4, CSaG1).
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THE IMPACT OF MALNOURISHMENT ON 
RECTAL CANCER RESECTION MARGINS.

ePoSter aBStraCtS eP531

S. arnott1, S. Haviland2, m. ng1, V. obias1

1Washington, DC; 2Bethesda, MD

Purpose/Background: While malnourishment has been 
associated with worse clinical postoperative outcomes it is 
unclear if poor nutritional status affects pathologic margins 
in rectal cancer resection.

Hypothesis/Aim: to evaluate if nutrition status is 
associated with margin positivity in rectal cancer resection.

Methods/Interventions: all patients who underwent 
a proctectomy for rectal cancer in aCS-nSQiP between 
2012 and 2019 were identified by CPt codes and diagnosis 
codes. Patients with aSa class 5, emergency case status, 
ascites, disseminated cancer, preoperative sepsis, venti-
lator dependence, preoperative renal failure, preoperative 
evidence of metastasis or locally advanced tumors were 
excluded. Patients were grouped into non-malnourished 
and malnourished groups defined by Bmi<18.5kg/m2,  
albumin <3.5g/dl, or >10% body weight loss in the last  
6 months. univariate associations of pre-operative demo-
graphics and post-operative outcomes were analyzed. 
Covariates were entered into a logistic regression model 
for positive radial and distal margin status and distance to 
clear radial and distal margins. the confounding factors 
evaluated in the multivariate analyses included variables 
that were found to be associated with the particular 
outcomes. a p-value of < .05 was considered statistically 
significant.

Results/Outcome(s): 3,951 rectal cancer resections 
were included (3,070 non-malnourished and 881 malnour-
ished). the malnourished group was statistically signifi-
cantly older, more female, whiter, had more smokers, 
higher aSa classification and rates of comorbidities 
including CHF, CoPd, bleeding disorders. there were 
more non-elective cases, wound class 4, and fewer mini-
mally invasive cases. there were higher rates of t3 and low 
rectal tumors among the malnourished. non-malnourished 
patients completed perioperative chemotherapy and colo-
noscopy at higher rates. malnourishment was associated 
with higher rate of mortality (p<.001), pathological t4 
tumors(p<.001), radial margin positivity (p<.001), shorter 
distance to clear radial margin(p=.010). in multivariate 
models, low albumin was a predictor for positive radial 
margin (or=1.520, p=.032) and distance to clear distal 
margin (or=.058, p<.007). Weight loss was a predictor 
for positive radial margins (or=1.839, p=.024).

Limitations: this study is limited by the retrospective 
analysis and short-term nature of the database, which does 
not allow extrapolation of the clinical impact of margin 
positivity. the database also does not include other factors 
related to cancer treatment including chemotherapy regi-
mens, which may impact both malnourishment status and 
margin status.

Conclusions/Discussion: in this study malnourishment 
was associated with higher rates of positive radial resection 
margins and worse postoperative complications.

ALARMING SHIFT IN THE DEMOGRAPHIC 
PROFILE OF RECTAL CANCERS IN THE 
DEVELOPING WORLD: RISING SIGNET 
RING CELL CANCERS IN YOUNG PATIENTS 
- UNDERSTATED PROBLEM STATEMENT 
DEMANDING A GLOBAL RESPONSE.

ePoSter aBStraCtS eP532

S. Patel, a. Prem, d. Pandey
Varanasi, India

Purpose/Background: owing to technical advance-
ments, outcomes of rectal cancers have improved over 
the last decade globally. However, there are upcoming 
reports of rapid increase in aggressive rectal cancers in 
young patient population, which may possibly need altered 
treatment strategies.

Hypothesis/Aim: the aim of the study was to present a 
demographical problem statement of rise in the aggressive 
rectal cancers in young patients

Methods/Interventions: this is a retrospective analysis 
of all rectal cancer patients presenting at a tertiary care 
centre over a 1 year period, highlighting the demographic 
distribution.
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Results/Outcome(s): 255 patients diagnosed with 
rectal cancers presented to the oPd in october 2020 to 
September 2021. median age was 44 years with 43.9% 
of patients being diagnosed at less than 40 years of 
age (labelled as young rectal cancer patients). 60%, 
17.5%,15% and 7.5% patients had low, mid, upper third 
rectal and recto-sigmoid cancers, respectively. as per the 
grade of differentiation, 35(13.7%), 82(32.2%), 95(37.3%) 
patients had well, moderately and poorly differentiated 
tumors, with remaining 43(16.9%) having undifferenti-
ated mucinous tumors. Signet ring cell adenocarcinoma 
(SrCa) histology was seen in 91 (35.6%) patients. as 
per the stage of at presentation, Stage i, ii, iii, iV was 
seen in 2(1.1%), 27(14.7%), 109(59.6%) and 45(24.5%) 
patients. amongst patients with metastatic disease, most 
frequent site was peritoneum in 25(9.8%) patients. 18 
(9.8%) patients had obstruction at presentation, requiring 
emergency exploratory laparotomy and diversion. Poorly 
differentiated histology was significantly associated with 
presence of peritoneal disease and obstruction at presen-
tation (p<0.0.5). 97(38%) patients were offered neoad-
juvant treatment of which 56(21.9%) underwent a cura-
tive surgery, which included low anterior resection in 
28(10.9%), inter-sphincteric resection in 1(0.4%), abdom-
ino-perineal excision in 19(7.4%) and total pelvic exen-
teration in 5(1.9%) patients. 41(16.1%) patients defaulted 
treatment after initial presentation and 32(12.5%) patients 
defaulted treatment after neoadjuvant radiation therapy, 
mainly owing to the fear of a permanent stoma during the 
course of treatment.

Limitations: it is retrospective analysis, with a need of 
data on survival outcomes and rates of reponse to neoad-
juvant treatment in this cohort of patients.

Conclusions/Discussion: When compared against 
global demographic cohorts of rectal cancers, more number 
of patients are diagnosed at a younger age (44%) with a 
higher proportion of aggressive tumors in form of poor 
differentiation (37.3%) and signet ring cell histology 
(35.6%). treatment default rates are high (28.6%), chiefly 
owing to the risk of a permanent stoma at a young age. 
this epidemiological cohort of young aggressive tumours 
may demand altered treatment strategies, pending further 
research.

THE IMPACT OF OBESITY ON RECTAL 
CANCER RESECTION MARGINS.

ePoSter aBStraCtS eP533

S. arnott1, S. Haviland2, m. ng1, V. obias1

1Washington, DC; 2Bethesda, MD

Purpose/Background: obesity is often associated with 
more challenging pelvic operations. it is not clear if obesity 
is associated with increased risk for a non-oncologic 
resection.

Hypothesis/Aim: to evaluate the impact of obesity 
on the pathological outcomes for proctectomy for rectal 
cancer.

Methods/Interventions: 2019 were identified by CPt 
codes and diagnosis codes. Patients with aSa class 
5, emergency case status, ascites, disseminated cancer, 
preoperative sepsis, ventilator dependence, preoperative 
renal failure, preoperative evidence of metastasis, locally 
advanced tumors and missing Bmi data were excluded. 
Patients with Bmi less than 30kg/m2 were placed in 
the non-obese group and those with Bmi greater than  
30kg/m2 were placed in the obese group. univariate 
associations of pre-operative demographics and post-op-
erative outcomes were analyzed. Covariates were entered 
into a logistic regression model for positive radial and 
distal margin status and distance to clear radial and distal 
margins. a p-value of less than 0.05 was considered statis-
tically significant.

Results/Outcome(s): a total of 5186 cases were eval-
uated with 3477 cases in the non-obese group and 1709 
cases in the obese group. obese patients were younger, 
less diverse, had more diabetes, hypertension, CoPd, 
preoperative dyspnea, higher aSa classification. the 
non-obese group had more smoking, preoperative weight 
loss and non-elective cases. there were statistically signif-
icant associations between obesity and the pathological 
stage (t4:5.2% v 3.6%, t3: 46.5% v 39.3%, p<.001), 
positive distal (1.8% v 1.0%, p=.038) and positive radial 
(7.3% v 4.4%, p<.001) margins, and distance to clear 
distal (2.93cm v 3.17cm, p=.008) and radial margins 
(1.43cm v 1.56cm, p=.004). the obese group also had 
longer operative times, rates of conversion to open, wound 
infections, readmissions, and reoperations(table). in multi-
variate analysis, obesity was an independent predictor for 
increased distance to clear radial margin (p=.011) and 
for decreased risk of positive radial (p<.001) and distal 
margins (p=.025).

Limitations: all of the data is from a retrospectively 
collected database and there may be bias in the accuracy 
of the reported outcomes. the short-term pathologic 
outcomes may not have long term oncologic significance.

Conclusions/Discussion: obese patients undergoing 
proctectomy for rectal cancer had worse short term clin-
ical postoperative outcomes, however they had lower rates 
of margin positivity and may have a better chance for a 
complete oncologic resection.
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NATIONAL STANDARDS REGARDING 
TREATMENT DELAYS IN RECTAL CANCER: A 
CHALLENGE TO OVERCOME PATIENT LEVEL 
FACTORS PREDICTING DELAYS.

ePoSter aBStraCtS eP534

m. adams, m. Zhao, J. matson, S. liu, V. lobova, 
S. eisenstein, S. ramamoorthy, n. lopez
La Jolla, CA

Purpose/Background: the national accreditation 
Program for rectal Cancer (naPrC) is a quality program 
of the american College of Surgeons. naPrC standards 
require that patients with rectal cancer are treated within 
60 days of diagnosis.

Hypothesis/Aim: We aim to understand patient factors 
and the clinical implications associated with treatment 
delays among patients with rectal cancer.

Methods/Interventions: We used the national Cancer 
database (nCdB) to identify patients with rectal cancer 
from 2004 to 2017. We compared patients with treat-
ment delay (txd; greater then 60 days from the date 
of initial diagnosis) to patients treated within 60 days of 
diagnosis. We excluded patients receiving first treatment 
within 7 days of diagnosis, as these patients were consid-
ered to likely have been treated in urgent or emergent 
circumstances. using multivariable logistic regression with 

backward and forward stepwise selection, we identified 
patient factors predicting delay in treatment. We eval-
uated survival outcomes using Kaplan-meier and Cox 
proportional hazards models.

Results/Outcome(s): We identified 205,291 patients 
with rectal cancer, 29,464 (14%) who received their 
first treatment more than 60 days after diagnosis. the 
odds of txd significantly differed by age, sex, race, 
Hispanic ethnicity, insurance status, level of education, 
median income, type of community, distance from treating 
hospital, medical co-morbidities and cancer stage. Patients 
ages 73-90 were more likely to have txd compared to 
those 53 years or less (or 1.62, p=0.001). Compared 
to white patients, black patients (or=1.88, p=0.001), 
asian/Pacific islander patients (or=1.48, p=0.001), and 
hispanic patients (or=1.63, p=0.001) were more likely to 
have txd. Patients with medicaid, medicare, or no insur-
ance had increased odds of experiencing txd (or of 1.86, 
1.25, and 1.53, respectively, p=0.001 for each). Patients 
living in areas with the highest percentage of residents 
without a high school degree were more likely to have txd 
(or 1.42, p =0.001). txd were associated with decreased 
median overall survival (67 months versus 78 months, Hr 
1.2, p=0.001).

Limitations: this study includes only patients treated at 
hospitals participating in the nCdB. the nCdB also does 
not include many granular features which may contribute 
to treatment delays.

Conclusions/Discussion: national standards indicate 
patients with rectal cancer should receive treatment within 
60 days of diagnosis. our survival data showing decreased 
median survival with txd confirm the importance of this 
target. We show that patient level factors associated with 
lower socioeconomic status predict txd. to better serve 
patients with rectal cancer, providers and institutions must 
focus on early identification of patients at risk for txd. 
these efforts should be paired with the commitment of 
additional resources to assist in mitigating txd for at risk 
populations.
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RISK OF DEPRESSIVE DISORDER OF 
RECTAL CANCER PATIENTS WITH STOMA: 
NATIONWIDE POPULATION-BASED COHORT 
STUDY.

ePoSter aBStraCtS eP535

u. Ji1, H. Kim2

1Ansan, Korea (the Republic of); 2Seoul, Korea (the Republic of)

Purpose/Background: in rectal cancer surgery, it may 
be necessary to create a stoma due to removal of the anus 
or the need of temporary diversion to reduce the severity 
of anastomotic leakage. the stoma patients report experi-
encing a significant number of technical, emotional, social, 
marital and sexual difficulties.

Hypothesis/Aim: there have been many studies about 
quality of life in the patients who had stoma, but the inci-
dence of depressive disorder is also quite important in that 
it can be related to severe morbidity.

Methods/Interventions: using the data registered in 
the Hira database, the patients who were diagnosed with 
rectal cancer from 2002 to 2017 and undergoing surgical 
treatment were searched using the iCd-10 system. among 
patients diagnosed with C20 code of iCd-10, patients 
who underwent surgery related to cancer were extracted. 
and patients with depressive disorder were searched when 
the patients diagnosed to F32 code (depressive disorder)  
We divided the patients into three group, temporary stoma 
group, permanent stoma group and non-stoma group.  

We analyzed the incidence and risk factors of depression 
in patients undergoing surgery for rectal cancer, depending 
on the presence or absence of a stoma and whether it was 
temporary or permanent.

Results/Outcome(s): the number of patients included 
in the analysis was 58,504, 33,778 non-stoma group, 
19,117 temporary stoma group, and 5,609 permanent 
stoma group. depressive disorder was diagnosed in18.98% 
of the non-stoma group, 15.64% of the temporary stoma 
group, and 18.42% of the permanent stoma group for 15 
years, and there was no statistically significant difference. 
However, the probability of developing depression within 
1 year after surgery was statistically significantly increased 
to 58.58 in the permanent stoma group compared to 46.51 
in the non-stoma group and 47.42 in the temporary stoma 
group per 1000 patients. (irr 1.25, 95%Ci : 1.10-1.41) in 
addition, the incidence of depression was higher in women 
under 50 years of age with permanent stome compared to 
the no-stoma group(Hr 1.85, 95%Ci 1.17-2.92).

Limitations: as a limitation of this study, it is possible 
that bias control was insufficient due to big data analysis.

Conclusions/Discussion: in patients with rectal cancer, 
the presence of stoma seems to increase the incidence of 
depressive disorders in the short term than without stoma. 
However, after one year, there was no difference in inci-
dence, which may be due to anticipation of stoma repair or 
adaptation over time. therefore, an intensive assessment 
of the depressive disorders of patients within 1 year after 
surgery and active early intervention is necessary if needed. 
also, if there is a possibility of having stoma, sufficient 
explanation is needed before surgery.

TOTAL NEOADJUVANT THERAPY FOR 
STAGE II/III RECTAL CANCER: ONCOLOGIC 
OUTCOMES IN THE “EARLY YEARS”.

ePoSter aBStraCtS eP498

a. Webber, P. Gupta, J. abelson, J. Saraidaridis, 
a. Kuhnen, e. Breen, P. marcello, d. Kleiman
Burlington, MA

Purpose/Background: total neoadjuvant therapy 
(tnt) and standard therapy (St) are both options for 
locally advanced rectal cancer (larC).

Hypothesis/Aim: Compare pathologic complete 
response (pCr) rates and overall survival (oS) between 
tnt and St.

Methods/Interventions: the national Cancer database 
(nCdB) was queried to identify all patients with larC 
(stage ii/iii) from 2010-2017. Patients who received 
trimodal therapy including chemotherapy (using more than 
one agent), radiation and surgery were included for anal-
ysis. Patients who received radiation therapy first followed 
by surgery and adjuvant chemotherapy were categorized 
as having received St, whereas patients who received 
preoperative chemoradiation therapy and chemotherapy 
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(in either order) followed by surgery were categorized as 
having received tnt. Patient demographics and hospital 
characteristics were collected. the primary outcomes were 
pCr and mean oS.

Results/Outcome(s): 4,736 patients were analyzed, 
of which 1,630 (34%) received tnt and 3,176 (66%) 
received St. there were no significant differences in age, 
Charlson Comorbidity index (CdCC), clinical stage, or 
mean duration of time from completion of radiation to 
surgery between these two groups. Patients who received 
tnt had significantly higher pCr rates compared to St 
(31.1% vs. 24.0%, respectively, p < 0.01). However, tnt 
patients had a lower mean oS compared to St (9.3 years 
vs. 12.3 years, respectively, p <0.001)). on multivariate 
analysis adjusted for CdCC and facility type, patients who 
were older (or 1.02, Ci 1.01-1.03) or treated at integrated 
cancer centers (or 1.20, Ci 1.11-1.30) were more likely 
to receive tnt. receipt of tnt was an independent 
predictor of achieving a pCr (or 1.46 Ci 1.01-1.03) after 
adjusting for CdCC, mean radiation to surgery time, and 
facility type. utilization of tnt did significantly change 
over time during this study period.

Limitations: as this was a retrospective database 
study, the reasons for selecting tnt versus St were not 
randomized or reported and were prone to selection bias. 
in addition, patients who received single agent chemo-
therapy only were excluded since we could not determine 
whether single agent chemotherapy was given before or 
after surgery with the nCdB database.

Conclusions/Discussion: in the nCdB uS population, 
tnt is associated with a higher pCr rate, but lower 5-year 
oS compared to St. the reason for this discordant finding 
is unclear, but may be due to patient selection for who was 
felt to benefit from tnt during the years of this study. 
Since tnt is increasingly being considered the “standard” 
approach for all larC, further studies are warranted to see 
if this finding remains true.

LONG-TERM IMPACT OF LOW ANTERIOR 
RESECTION, ARE WE UNDERDIAGNOSING 
LARS?

ePoSter aBStraCtS eP499

a. ore, C. Vigna, J. Quinn, a. Fabrizio, K. Crowell, 
t. Cataldo, e. messaris
Boston, MA

Purpose/Background: advances in rectal cancer 
management are increasing survival of patients that 
undergo low anterior resection. their quality of life and 
factors impacting it warrant investigation and improvement

Hypothesis/Aim: to identify the incidence of low 
anterior resection Syndrome (larS) at long term 
follow-up.

Methods/Interventions: the larS Score, a validated 
5-question bowel function questionnaire which identifies 
patients with larS and classifies them as having minor 
or major disease was utilized. the questionnaire was 
conducted over the phone to all patients that underwent 
low anterior resection with a restored gastrointestinal 
tract between 2016 and 2020. Clinical data was collected 
on all patients, which included: preoperative charac-
teristics, neoadjuvant and adjuvant therapy, operative 
approach, height of anastomosis in the rectum, postop-
erative outcomes and follow-up appointments along with 
larS diagnosis, and treatment. multivariable analysis was 
performed to identify factors associated with larS.

Results/Outcome(s): after inclusion and exclusion 
criteria, 96 patients were retrospectively identified and 
qualified for the study. Phone calls were conducted and 
a 63.5% response rate was achieved (61/96). From all 
participants, 14.8% (9) had a previously established diag-
noses of larS and had undergone medical or surgical 
management, and were excluded from the primary anal-
ysis. We found that 57.7% (30/52) of patients had a score 
consistent with larS, 21.2% classified as mild and 36.5% 
as severe. mean follow-up time was 462 days. out of all 
patients with a mid-rectum (5-10cm) anastomosis 73.9% 
(17) had a score consistent with larS, patients with a 
low anastomosis (0-5cm) had an 80% (8) incidence of 
larS. among the patients with a score consistent with 
larS, 10.1% (3) underwent low anterior resection within 
a year prior to completing the questionnaire, while 89.9% 
(27) within 2 or more years. of the patients found to have 
larS on the questionnaire, 73.3% reported at least one 
symptom of larS during follow-up visits with no diagnosis 
at the time. Factors associated with larS on multivariable 
analysis were age under 65 years (or 5.5, p=0.049) and 
neoadjuvant chemoradiation (or 7.8, p=0.031). Height 
of anastomosis and temporary ileostomy were not found to 
be associated with larS.

Limitations: Single center retrospective study, recall bias 
can affect participants who answered the questionnaire.
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Conclusions/Discussion: there is an underdiagnosis 
of larS in the long-term follow-up of patients that 
underwent low anterior resection, surpassing the expected 
postoperative period for functional bowel abnormalities. 
longitudinal follow-up of patients is warranted. larS 
score will be incorporated in our postoperative follow-up 
appointments in order to diagnose and manage larS 
early, especially if associated factors are present.

COMPLETENESS OF THE MESORECTAL 
EXCISION SPECIMEN: HAS THE DOGMA 
EVOLVED?

ePoSter aBStraCtS eP500

Z. Garoufalia, n. Horesh, m. Freund, r. Gefen, r. meyer, 
G. daSilva, e. Weiss, S. Wexner
Weston, FL

Purpose/Background: tme is the gold standard surgical 
treatment of rectal cancer. Studies have shown correlation 
between prognosis of patients and completeness of spec-
imen. However, specimen evaluation can cometimes be 
misleading. Surgeon’s maneuvers can lead to incomplete 
tme-while there is no tissue macroscopically left.

Hypothesis/Aim: to assess the correlation between 
macroscopic assessment of mesorectal excision and long-
term oncological outcomes in rectal cancer patients

Methods/Interventions: a retrospective analysis of 
an irB approved database of all rectal cancer patients 
operated between march 2016 and march 2021. Patients 
were classified into 3 groups, based on the tme specimen 
quality: complete, near complete and incomplete. Patients’ 
demographics, pre-operative and operative data and long-
term oncological outcomes were reviewed and analyzed. 
a p value<0.05 was considered significant. only patients 
with follow-up equal/greater than two years were included.

Results/Outcome(s): one hundred twenty four patients 
(35.5% females) were included in the analysis with mean 
age of 58.12 years (Sd 12) and a mean Bmi of 26.4 (Sd 
4.59). neoadjuvant chemoradiation was given to 71% of 
patients, while 13.7% received total neoadjuvant therapy. 
restorative procedures were performed in 107 patients 
(86.3%) while 17 patients (13.7%) underwent abdomi-
noperineal resection. the majority (87.09%) of the tme 
specimens were complete or near complete. univariate 
analysis of potential factors correlated with an incomplete 
specimen (Bmi, tumor location, minimally invasive surgery 
vs open) did not demonstrate any statistical significance. 

local recurrence rates were 1/16 (6.25%) in the incom-
plete tme group and 8/108 (7.4%) in the complete/
near complete (p=0.86). also, metachronous distant 
metastases occurred in 6 patients (37.5%) in the incom-
plete group versus 24 (22.2%) in complete/near complete 
(p=0.18). thus, in terms of long-term outcomes, specimen 
quality did not appear to impact disease-free survival.

Limitations: retrospective, single center study of a 
small number of cases with relatively short follow up.

Conclusions/Discussion: incomplete tme was not 
significantly correlated with local or distant recurrence. 
most patients received neoadjuvant treatment according 
to current nCCΝ guidelines. in the era of multidisciplinary 
approach and extensive use of neoadjuvant therapy, 
macroscopic completeness of tme may not be as valuable 
prognosticator as in the past. larger studies with longer 
follow up periods are needed to clarify these preliminary 
findings.

LAPAROSCOPIC AND ROBOTIC TOTAL 
MESORECTAL EXCISION FOR RECTAL 
CANCERS. IS THERE A DIFFERENCE IN 
ONCOLOGICAL OUTCOMES?

ePoSter aBStraCtS eP501

V. Sukumar, a. Saklani, m. Kazi, a. deSouza
Mumbai, India

Purpose/Background: the largest randomized trial 
on robotic and laparoscopic rectal resections (rolarr) 
aimed at comparing conversion rates and could not 
demonstrate the superiority of the robotic approach from 
an oncological perspective.

Hypothesis/Aim: We aimed to determine the non- 
inferiority of the robotic approach in terms of disease-free 
survival (dFS).

Methods/Interventions: Consecutive minimally inva-
sive standard total mesorectal excision (tme) for mid 
and low rectal cancers (<10 cm from the anal verge) were 
included in the study from a single tertiary care center 
between october 2010 and July 2018. Partial mesorectal 
excisions, extended and beyond tme operations were 
excluded. the primary endpoint was dFS with secondary 
endpoints of perioperative complications and positive 
pathological circumferential margins. multivariate cox 
regression analysis with backward elimination method to 
adjust for confounders. With the assumption of 3-year dFS 
to be 75% for the laparoscopic cohort, 70 months median 
dFS and an allocation ratio of 3:1, 497 patients and 142 
events would be required to demonstrate non-inferiority 
within a 15% margin with 75% power and one-sided alpha 
of 0.025.

Results/Outcome(s): From 531 patients included, 
407 had laparoscopic resections and 124 were robotic. 
83.8% were operated upon after radiation. the cohorts 
in laparoscopic and robotic surgeries were matched in 
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all parameters except higher abdominoperineal resec-
tions in the laparoscopic group (45% vs 20%; p<0.001). 
there were 8 conversions to open operation, all in the 
laparoscopically operated patients (2% vs. 0%; p-0.116). 
median hospital stay was statistically different though not 
numerically (laparoscopy vs robotic: 7 vs 8 days; p – 0.04). 
there were no differences in blood loss or major compli-
cation rates. Positive circumferential margins were also 
similar (laparoscopic vs robotic : 2.7% vs 4.8%; p-0.563). 
at a median follow-up of 38 months, 135 patients had 
recurrences. the 3-year dFS was 74.7% and 74.3% for the 
laparoscopic and robotic cohorts respectively with a hazard 
ratio of 0.794 (p-0.312). on multivariate regression, the 
approach to surgery had no bearing on dFS.

Limitations: the limitation of the study is that it is a 
retrospective analysis. the results may not be applicable 
since the present study is from a high-volume center with 
surgeons proficient in laparoscopic and robotic surgery.

Conclusions/Discussion: laparoscopic and robotic 
tme appear non-inferior in their oncological outcomes 
within the statistical limitations of the study when 
controlled for possible confounders.

COLORECTAL CANCER SCREENING IN 
A SAFETY NET HEALTH SYSTEM: THE 
INTERSECTIONAL IMPACT OF RACE, 
ETHNICITY, LANGUAGE, AND MENTAL 
HEALTH.

ePoSter aBStraCtS eP536

B. allar2, r. mahmood1, G. ortega2, t. Joseph2, 
l. libaridian1, K. Sheth1, e. messaris2, H. rayala2

1Cambridge, MA; 2Boston, MA

Purpose/Background: though rates of colorectal cancer 
(CrC) screening continue to improve with increased 
advocacy and awareness, there are numerous and unique 
disparities that continue to be defined within different 
health systems.

Hypothesis/Aim: to evaluate the association between 
patients’ socio-demographic characteristics and CrC 
screening in a large safety-net health system.

Methods/Interventions: a retrospective review was 
performed from 2018-2019 of an urban safety-net academic 
hospital system. Patients between 50 and 75-years-old who 
were active patients, defined by having a primary care 
visit within the last two years, were included. Patients 
with CrC or prior colon resection were excluded. CrC 
screening included all modalities of the current CdC 
guidelines. Patient characteristics were extracted from the 
medical record, including self-reported race, self-reported 
ethnicity, insurance, preferred language, marital status, 
median household income (mHi) based on ZiP code, 
family history of CrC or personal history of polyps, signif-
icant mental health illness (SmHi), and substance use 
disorder (Sud), among others. all significant covariates 
on univariate analysis were included in a multivariable 
logistic regression model, which was performed inde-
pendently for race and for ethnicity.

Results/Outcome(s): of 22,145 included patients, 
16,065 (72.5%) underwent CrC screening. less than 40% 
of the population was White race or of north american/
european ethcnity. Patients with limited english profi-
ciency made up 38.3% of the population and 48.2% had 
medicaid insurance. Hispanic patients had the highest 
screening rate while White patients had the lowest among 
races (78.1% vs 68.5%, respectively, p<0.001). Portuguese 
speakers had a 76.8% screening rate compared to english 
speakers at 69.9%. White patients had significantly higher 
rates of SmHi and Sud (p<0.001). in multivariable anal-
ysis, When White, north american/european, english-
speakers are used as a reference, most other races (Black, 
asian, and Hispanic), ethnicities, and languages (Spanish, 
Portuguese, and other) had significantly higher odds of 
screening, ranging from 20% to 55% higher (Figure 1). 
Sud, but not SmHi or lower income quartiles, was asso-
ciated with significantly decreased odds of CrC screening 
(or 0.83, 95% Ci 0.75-0.92).

Limitations: although the retrospective analysis limits 
our ability to collect additional data, this dataset had 
minimal missingness and includes granular variables to 
assess individual- and community-level social determi-
nants of health.

Conclusions/Discussion: Within a safety-net health 
system, we found that patients who are White, north 
american/european, english-speaking, and with substance 
use disorder have significantly lower odds of CrC screening 
compared to their counterparts. this data can guide devel-
opment of screening outreach and implementation strat-
egies in under-resourced communities, leading to more 
equitable colorectal cancer screening.
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odds of successful colorectal cancer screening after multivariate logistic 
modeling based on patient socio-demographic characteristics

NATIONAL DATABASE COST COMPARISON 
OF MINIMALLY INVASIVE AND OPEN 
COLECTOMY FOR BENIGN DISEASE.

ePoSter aBStraCtS eP537

S. diaz1, y. lee2, a. Bastawrous2, i. Shih3, S. lee3, y. li3, 
r. Cleary1

1Ann Arbor, MI; 2Seattle, WA; 3Sunnyvale, CA

Purpose/Background: the adoption of minimally inva-
sive (miS) colectomy continues to increase. there is a 
need to reassess short- and long-term utilization outcomes 
and payer/patient expenses for open and miS colectomy.

Hypothesis/Aim: miS approach associated with more 
efficient healthcare utilization and lower expenses vs open.

Methods/Interventions: retrospective analysis of 
iBm® marketScan® database for index inpatient and 
post-discharge payer/patient expenses and utilization 
outcomes up to one year after surgery. Patients aged 18 to 
64 years who underwent planned left or right colectomy 
for benign disease between 2013 and 2018 were identified. 
Study outcomes included total healthcare expenditures, 
healthcare resource utilization, and direct workdays lost to 
healthcare use.

Results/Outcome(s): of 11,906 patients, 2833 (24.2%) 
were open, 7797 (65.5%) were laparoscopic (lS) and 1226 
(10.3%) were robotic (rS). after inverse probability of 
treatment weighting (iPtW), there were no differences in 
baseline sociodemographic characteristics between open 
and miS, or between lS and rS groups (all standard 
mean difference <0.1). MIS vs Open iPtW-adjusted total 
episode expenditure was significantly higher for open colec-
tomy than for miS colectomy at all time periods analyzed. 
miS patients had a shorter length of stay (loS; p < .001) 

and lower average total expenditures (mean difference, 
-$2619, p < .001) compared with open patients during 
the index hospitalization. the total 1-year post-discharge 
expenditure for miS patients was $5943 less compared to 
open patients ($22,254 vs. 28,197, p < .001). miS patients 
were less likely than open patients to be readmitted  
(p < .001), visit the emergency department (p < .001) 
and visit hospital outpatient departments (p < .001). 
over a 1-year follow-up period, miS patients also had a 
lower mean inpatient loS (mean difference, -1.08 days,  
p < .001), lower number of emergency department visits 
(mean difference, -1.10, p < .001), and lower number 
of hospital outpatient visits (mean difference, -0.13,  
p < .001). the reduction in healthcare use among patients 
in the miS group translated into 2.41 days (p < .001) fewer 
days missed from work due to health care visits over the 
1-year post-discharge period. RS vs LS rS patients had 
shorter index loS (p < .001) and fewer conversions to 
open surgery (p < .001). there were no significant differ-
ences in expenditure and health care utilization between 
the rS and lS groups within 1 year of the index surgery, 
except for lower hospital outpatient visits observed after 
robotic colectomy (p = .004).

Limitations: retrospective
Conclusions/Discussion: miS colectomy is associated 

with lower healthcare expenditures and less healthcare 
resource utilization compared to the open approach for 
benign disease. Healthcare expenditures for lS and rS 
are not significantly different but shorter loS and fewer 
conversions were observed at index surgery for the rS 
approach.
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ENDOSONOGRAPHIC EXTRAPERITONEAL 
VENTRAL SUTURE RECTOPEXY: FEASIBILITY 
IN HIGH RISK PATIENTS.

new technology abstracts nt1

a. Chandra1, P. rajan1, S. kumar2, V. Gupta1, S. Verma1, 
m. rajashekhara1, B. Sangal1, d. Ganesan1

1Lucknow, India; 2Patna, India

Purpose/Background: Complete rectal prolapse is 
common in elderly, often debilitating. However these 
patients often have comorbidities precluding standard 
abdominal procedures.

Hypothesis/Aim: Feasibility of a new endoluminal 
treatment with ultrasound guidance in high risk patients 
unfit for general anaesthesia.

Methods/Interventions: this involves: (i) expansion of 
retropubic and pararectal space with ultrasound assistance 
using hydroxyethyl starch. (ii) Subsequent extraperitoneal 
fixation of anterior rectal wall within this space to the 
undersurface of anterior abdominal wall using endorectal 
fixator with assistance of an ultrasound and endoscope.

Results/Outcome(s): 5 patients, of mean age 71.4 years 
with complete rectal prolapse underwent the procedure 
with follow up of 10 months till date. duration of symp-
toms ranged from 7 months to 20 years. three patients 
had constipation and two patients reported incontinence 
before the procedure. all patients had comorbidities, 
making them unfit for standard abdominal procedures. 
Patients were subjectively evaluated pre and post oper-
atively by, SmiS (St. marks incontinence Score), odS 
(obstructed defecation Syndrome) score and quality of 
life questionnaire in local language, which showed signif-
icant improvement. immediate anatomical correction of 
prolapse was seen in all patients. Postoperative dynamic 
mr defecogram and manometry showed improvement 
in anorectal angle and pressures respectively. there was 
no significant morbidity, one patient had surgical site 
infection at the site of fixation in abdominal wall which 
subsided with oral antibiotics. one patient had partial 
recurrence of rectal prolapse 3 weeks post procedure 
treated by thiersch encirclement.

Limitations: Small sample size and short follow up.
Conclusions/Discussion: endosonographic extraperi-

toneal ventral suture rectopexy could be a minimally inva-
sive endoluminal alternative for patients with complete 
rectal prolapse deemed unfit for general anesthesia due 
to associated comorbidities. it avoids abdominal incisions, 
mesh, general anesthesia can potentially be performed 
as an outpatient procedure under conscious sedation. it 
needs long term validation in a larger patient population.

SINGLE PORT ENDOROBOTIC RECTAL 
MUCOSA HARVEST FOR URETHRAL 
RECONSTRUCTION.

new technology abstracts nt2

i. ozgur, C. Justiniano, H. Wood, e. Gorgun
Cleveland, OH

Purpose/Background: Colorectal mucosal grafts for 
urethral reconstruction are alternatives for patients when 
buccal mucosa is not adequate. mucosal graft harvesting is 
either with resection or endoscopic dissection.

Hypothesis/Aim: to presents the first single port 
endorobotic rectal mucosa harvesting for urethral 
reconstruction.

Methods/Interventions: the patient is a 43-year-old 
male patient with a medical history of lichen sclerosis and 
severe long urethral stricture. the single-port robot was 
docked under general anesthesia in modified lithotomy 
position via single port device. the procedure then began 
with submucosal injection of lifting agent. after achieving 
an adequate lift of the mucosa, the dissection was started 
2 cm proximal to the sphincter complex with a hook and 
continued cephalad. the semi-flexible robotic platform 
eased and facilitated the dissection providing the required 
traction and counter-traction. the injecting needle and 
aspiration device were directed with the help of a silk knot 
at the tip of the tools to create a handle for robot arms. the 
procedure was continued with a spatula tip thinner than 
the hook, which delivers less energy to the dissection field 
and creates a precise cut. the harvested graft was provided 
to the urology team after pinning it for measurement. the 
urologists prepared and completed the reconstruction of 
the urethra with the autograft.

Results/Outcome(s): the patient had no complications 
related to his rectal mucosa harvest.

Limitations: Single patient
Conclusions/Discussion: robotic submucosal dissec-

tion facilitated rectal mucosa harvesting and provided 
improved control of traction and delivered energy during 
the procedure. robotic submucosal dissection is a safe and 
feasible new technique for rectal mucosa harvesting.

TRANSANAL UTILIZATION OF VAC/ENDO-
SPONGE SYSTEM FOR THE MANAGEMENT OF 
NEAR-COMPLETE IPAA DISRUPTION.

new technology abstracts nt3

J. Wright, W. Guerrero, J. monson
Orlando, FL

Purpose/Background: anastomotic dehiscence of 
iPaa in the treatment of ulcerative colitis (uC) is a 
complication that can lead to pouch loss. Current options 
are limited and we present an alternative salvage strategy.
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Hypothesis/Aim: to demonstrate a technique in pouch 
salvage following near-complete iPaa disruption using an 
endo-sponge.

Methods/Interventions: endoluminal wound vac 
therapy was used in a 30-year-old female with uC and 
t2n2 rectal cancer. Following taPC with iPaa and 
diverting loop ileostomy creation, she developed a disrup-
tion of >75% of the ileoanal anastomotic ring two weeks 
post-operatively. in an effort to salvage the otherwise 
healthy pouch, she underwent twice weekly vac changes in 
the operating room for four weeks and ultimately a delayed 
re-anastomosis of the iPaa through a transanal approach. 
Serial video reviews revealed anastomotic healing.

Results/Outcome(s): Given the need for timely systemic 
adjuvant chemotherapy (t2n2) and delayed nature of the 
disruption, surgical (transabdominal) intervention was 
feared to delay therapy. Following the above intervention, 
the patient successfully completed systemic chemotherapy 
and was found to have an intact iPaa without identifiable 
disruption by flexible sigmoidoscopy. ileostomy reversal 
has been scheduled.

Limitations: this is a single patient case report.
Conclusions/Discussion: endoluminal vac therapy 

with delayed transanal anastomosis for the management 
of near-complete anastomotic disruption should be consid-
ered as an alternative option for management of iPaa 
disruption in selected patients.

ACTIVSIGHTTM: REAL-TIME, DYE-FREE 
VISUALIZATION OF BOWEL PERFUSION USING 
LASER SPECKLE CONTRAST IMAGING.

new technology abstracts nt4

C. nwaiwu1, y. liu1, S. mehrotra2, e. Wilson3, 
S. Schwaitzberg2, a. Park5, m. Kalady4, P. Kim1

1Providence, RI; 2Buffalo, NY; 3Houston, TX; 4Columbus, 
OH; 5Baltimore, MD

Purpose/Background: adequate perfusion is a critical 
determinant of optimal anastomotic outcomes. We report 
results from the first 67 patients and a novel prototype 
quantification feature using laser speckle imaging (lSCi).

Hypothesis/Aim: lSCi provides real-time, dye-free 
quantifiable assessment of tissue perfusion/blood flow.

Methods/Interventions: activSighttm, an Fda-cleared 
device, consists of an imaging module (positioned between 
existing white light camera and laparoscope) and a light 
engine. lSCi detects tissue perfusion without a fluoro-
phore and displays it as a heatmap and numerical relative 
perfusion units (rPu). activSight also detects iCG using 
near infrared fluorescence (nirF). usability was measured 
by human factor testing on a likert scale (1-5) and utility 
was measured by comparing perfusion detection between 
iCG and dye-free lSCi modes. accuracy of iCG and lSCi 
perfusion display was determined in a post-hoc user survey 
comparing white light, iCG, and lSCi intraoperative 

images. in porcine models of partial mesenteric devascular-
ization with a continuous gradient of small bowel ischemia 
under three conditions: no vascular occlusion (control), 
arterial occlusion (proximal aorta) and venous occlusion 
(portal vein), we measured relative perfusion and trans-
lated the perfusion heatmap to numerical values using 
prototype proprietary algorithms.

Results/Outcome(s): utility/usability from 67 consec-
utive patients undergoing elective minimally invasive 
colorectal, bariatric surgeries, and cholecystectomies 
(nCt#04633512) are summarized in table 1. there 
were no adverse events. Perfusion boundaries on post-hoc 
surveys (n=10) were concordant between intraopera-
tively identified boundaries (ground truth, Fig. A-E) and 
lSCi images (p=0.329), but discordant with iCG images 
detected <2 minutes of first iCG injection (p=0.043). 
With multiple iCG injections, residual iCG was detected 
in non-perfused tissue but lSCi did not detect this 
false-positive signal. in porcine model, a novel, real-time 
quantification prototype feature detects a continuous 
numerical gradient of intestinal perfusion heatmap (Fig. F) 
and distinguishes between perfused, watershed, and isch-
emic segments using rPu quantification with button click 
(p<0.0001). lSCi also detected differences (p<0.00001) 
in perfusion changes to arterial/venous occlusions, with 
differential spatial sensitivity in mesenteric/antimesenteric 
regions (Fig. G).

Limitations: a larger preclinical and clinical dataset is 
needed for generalizability.

Conclusions/Discussion: activSight provides accurate, 
repeatable, on-demand real-time visualization of tissue 
perfusion without a fluorophore and combines lSCi and 
nirF in a laparoscopy-compatible form-factor. lSCi was 
more spatiotemporally accurate than iCG in perfusion 
detection/display. a novel prototype quantification feature 
detects and displays the differences in tissue perfusion to 
arterial versus venous occlusions and between mesenteric 
and antimesenteric regions.
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THE USE OF ENDOSCOPIC TRANSANAL 
DRAINAGE (ETAD) TO TREAT STABLE 
ANASTOMOTIC LEAKS.

new technology abstracts nt5

m. Ginesi, d. Jodeh, e. Steinhagen, S. Stein, m. Costedio
Cleveland, OH

Purpose/Background: Placement of transanal drains for 
anastomotic leak has generally been limited to the lower 
rectum secondary to access. endoscopic drainage of leaks 
has been performed for pancreatic and esophageal leaks, 
but is not well described for more proximal colorectal 
surgery.

Hypothesis/Aim: to assess the feasibility and safety of 
endoscopically placing a drain across a colorectal anasto-
motic leak.

Methods/Interventions: Between may 2020 and 
September 2021, five patients with anastomotic leaks from 
a high colorectal anastomosis were treated with endoscopic 
placement of a double pigtailed drain across the leak. 
Patients were selected provided they were hemodynami-
cally stable, and had a disruption that was endoscopically 
<25% of the colorectal anastomosis. Primary outcomes 
were avoidance of return to or and preservation of the 
colorectal anastomosis. Secondary outcomes were time to 
documented healing of anastomosis.

Results/Outcome(s): out of the five patients who 
underwent this procedure two were female and three 
were male. ages ranged from 49-79. all five patients had 
resections due to complicated diverticulitis, three of which 
had a fistula or abscess, one had a stricture, and one had 
a perforation. the average height of the colorectal anas-
tomosis was 10-12 cm from the anal verge. two patients 
were originally been treated with a diverting loop colos-
tomy prior to definitive resection. two of the patients had 
a diverting loop ileostomy at the time of resection, one of 

which had a persistent pelvic abscess despite diversion. 
two patients had an ir guided transabdominal drain 
placed. all patients avoided surgical reoperation. drains 
were removed between 6 and 8 weeks and anastomotic 
healing was demonstrated by endoscopy or GGe. two 
patients are still undergoing treatment.

Limitations: this is a presentation of a small cohort of 
patients, and may not be generalizable.

Conclusions/Discussion: endoscopic placement of a 
double pigtailed drain across small anastomotic leaks of 
intraperitoneal colorectal anastomotic leaks was successful 
in avoiding reoperation in limited circumstances. Further 
evaluation is necessary to determine validity and appro-
priate patient population for consideration.

THE ARTISENTIAL®: A NEW PARADIGM IN 
LAPAROSCOPIC SURGERY.

new technology abstracts nt6

i. darwich1, m. Chand2, S. lee3, J. Shin3, F. Willeke1

1Siegen, Germany; 2London, United Kingdom; 3Los Angeles, CA

Purpose/Background: articulation has strikingly been 
an exclusive feature of surgical robots. artiSential® aims 
at bringing state-of-the-art articulation to laparoscopy to 
overcome the confines of challenging anatomical spaces. 
We present here first data of single-center complex proce-
dures performed with artiSential®.

Hypothesis/Aim: Surgery with artiSential® is feasible 
and safe. it provides enhanced dexterity similar to that in 
robotic consoles (video), but directly in the hands of the 
surgeon, allowing access to every plane.

Methods/Interventions: Between September 2020 
and September 2021, data of patients operated with 
artiSential® was prospectively collected in a dedicated 
registry. the artiSential® assisted procedures included 
laparoscopic colorectal resections for both malignant and 
benign indications, laparoscopic ventral mesh rectopexies 
for obstructed defecation syndrome, laparoscopic trans-
abdominal preperitoneal inguinal hernia repair and lapa-
roscopic atypical liver resection for colorectal metastasis.

Results/Outcome(s): 31 patients (18 males/ 13 females) 
with a median age of 64 years (35-81) and a Bmi of  
27 kg/m2 (19-33) underwent artiSential assisted laparo-
scopic surgery. the procedures included 17 low anterior 
resections (lar) with tme for rectal cancer (54.8%), 5 
sigmoid colectomies for cancer and diverticular disease 
(16.1%), 2 right colectomies with Cme for neuroendocrine 
tumors (6.4%), 2 laparoscopic ventral mesh rectopexies 
for obstructed defecation syndrome (6.4%), 1 turnbull-
Cutait procedure for chronic anastomotic leak 15 months 
following a lar (3.2%), 1 atypical liver resection for a 
colorectal metastasis (3.2%) and one bilateral laparo-
scopic preperitoneal inguinal hernia repair (3.2%). the 
median operative time was 240 minutes (62-458). there 
were no conversions to laparotomy or to using standard 
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laparoscopic instruments. there were no intraoperative 
complications. the median estimated blood loss was 20 ml 
(0-70). Patients who were operated for malignant disease 
received an adequate oncologic resection with a median 
lymph node harvest of 15 (12-28). there was a one anas-
tomotic leak (3.7%) and the total complication rate was 
12.9% (Clavien-dindo iiib, n=4). one readmission was 
unrelated.

Limitations: this main limitation of this work is that 
the data presented is the result of an early experience with 
these novel devices. Furthermore, even though the data 
was prospectively collected, data analysis was performed 
retrospectively.

Conclusions/Discussion: Complex surgery with 
artiSential® is feasible and safe. Further studies are 
needed to examine a possible advantage in comparison 
with standrad laparoscopy and robotic surgery. With 
new and improving image displays including 4K and 3d 
platforms, a combination of articulating advanced instru-
mentation like artiSential® and superior image quality 
will provide a more comprehensive and financially viable 
alternative for surgeons who are unable to access robotic 
platforms currently and in the future.

Figure 1 intraoperative photos of artiSential®

INTRODUCING NPSEAL®: A NOVEL 
GROUNDBREAKING NEGATIVE PRESSURE 
WOUND THERAPY DEVICE FOR SURGICAL 
PATIENTS.

new technology abstracts nt7

J. Cornhill
Miami, FL

Purpose/Background: Surgical Site infections (SSi) is a 
major contributor to post-surgical morbidity and mortality 
rates. in the uS, SSis account for 34% of the Healthcare 
associated infections. nPWt has been proven to reduce 
SSi’s but is widely underutilized due to complexity, high 
cost and poor patient compliance.

Hypothesis/Aim: the novel nPWt device nPseal® is 
designed to overcome the barriers of complexity and high 
cost to enable widespread deployment of nPWt revolu-
tionizing the standard of care for surgical patients.

Methods/Interventions: nPseal® (Guard medical inc, 
miami Fl, uSa) is a Fda cleared non-powered nPWt 
technology which creates and regulates negative pressure 
ranging from -75 to -125 mmHg using an innovative and 
intuitive “pinch pump” designed for use on closed surgical 
incisions. Clinicians create negative pressure by simply 
“pinching” nPseal® cylindrical pump body to reach 
the therapeutic pressure. When the maximum pressure 
is reached, the pump body collapses and prevents from 
further increases of the negative pressure. the collapsed 
state also provides a binary visual indicator for maintaining 
the therapeutic pressure over time with few additional 
pinches. Wound exudate is managed through absorption 
and evaporation. nPseal® key clinical benefits: (i) easy 
application: simple to apply < 30 seconds and activation 
is intuitive and time-saving without the need for training; 
(ii) ease of use: patients can manage nPseal® on their 
own without ongoing nursing support; and (iii) Cost 
effective: nPseal® delivers the same benefits of current 
nPWt devices at a competitive price point that allows for 
expanded use. all these benefits are incorporated into one 
integrated, wearable and ultralight device without tubes, 
wires, batteries, external pumps, canisters, vibration or 
noise.

Results/Outcome(s): nPseal® has been studied in 
over 40 colorectal patients that have been enrolled in 
both a prospective and retrospective studies. these studies 
confirm that nPseal® is a safe nPWt device for closed 
surgical wounds for colorectal patients.

Limitations: this is an observational study with small 
sample size and no concurrent control.

Conclusions/Discussion: nPseal® delivers the bene-
fits of nPWt such as SSi reduction while removing 
the barriers of complexity of use, high cost and poor 
patient compliance. For the first time, a disruptive nPWt 
technology enables widespread deployment of nPWt. 
nPseal® has the potential to revolutionize the standard of 
care for surgical patients.

HISTOLOGICAL COMPOSITION OF MAGNETIC 
BOWEL ANASTOMOSIS HEALING.

new technology abstracts nt8

a. ore3, a. althoff1, d. Kull1, t. Baldwin2, J. Van eps4, 
e. messaris3

1Farmington, CT; 2Logan, UT; 3Boston, MA; 4Houston, TX

Purpose/Background: adequate healing is crucial in 
preventing complications after bowel anastomosis. a 
previous porcine model confirmed the safety and efficacy 
of performing small bowel anastomoses using self-forming 
magnets (SFm)

Hypothesis/Aim: to compare the histological composi-
tion of end-to-end SFm anastomosis to stapled anastomosis
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Methods/Interventions: a porcine preclinical study 
of bowel anastomosis was performed using 6 animals. 
each subject underwent two end-to-end anastomoses in 
segments of small bowel – one using SFm and one using 
a circular stapler. Subjects were sacrificed on day 1, 3 and 
7 to evaluate four histological features: neutrophil infil-
tration, collagen formation, presence of inflammation and 
bacterial infiltration in the anastomosis.

Results/Outcome(s): on day 1 the SFm group is char-
acterized by moderate amounts of neutrophil infiltrates at 
the level of the anastomosis, compared to large deposits 
of neutrophils observed in the stapled group. (Figure 1) 
all intestinal layers are compressed in the magnet anasto-
mosis, and in the stapled group we see extensively ulcer-
ated intestinal layers with significant edema. By day 3, the 
SFm group already displays neovascularization along with 
a distinct band of collagen deposition with scant bacterial 
colonies. By contrast, the stapled anastomoses display 
abundant neutrophils and large areas of edema separating 
collagen fibers with bacterial infiltrations. on day 7, robust 
neovascularization with maturing granulation tissue is 
seen at the SFm anastomosis along with reepithelization 
of the mucosa without active inflammation. on gross 
evaluation the SFm create an intact, patent lumen, by day 
7 the adjoined intraluminal tissue between the magnets 
is nearly sloughed from the mucosa, with no evidence of 
inflammation. Comparatively, the stapled anastomoses 
exhibit multifocal linear hemorrhages with focal areas 
of separation at the serosal surface, and the anastomosis 
easily disrupts when the staples are removed for patholog-
ical analysis.

Limitations: this is a limited porcine model focused on 
early tissue healing metrics alone. longer histological time 
points are needed through all phases of wound healing

Conclusions/Discussion: the histologic composition 
of early healing after SFm anastomosis is associated with 
several differences from classic stapled anastomosis. these 
include: improved early seal generation through mechan-
ical compression, bridging collagen formation, enhanced 
neovascularization and decreased bacterial infiltration. 
Both tissue edema and neutrophilic inflammatory cell 
infiltrate are markedly decreased in the SFm group. this 
data warrants longitudinal studies to evaluate differences 
in clinical outcomes

Figure 1. Gross and histological evaluation of an anastomosis using 
self-forming magnets
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USABILITY OF LASER SPECKLE CONTRAST 
IMAGING FOR PERFUSION ASSESSMENT: FIRST 
17 COLECTOMY PATIENTS.

ongoing Video room Vr1

a. agarwal2, C. nwaiwu1, S. mehrotra3, y. liu1, 
C. Sanders3, m. Falvo3, e. Wilson2, S. Shah2

1Providence, RI; 2Houston, TX; 3Buffalo, NY

Purpose/Background: advanced visualization tech-
nologies have become useful for real-time intraoperative 
assessment of tissue perfusion. laser speckle contrast 
imaging (lSCi) uses the effect of moving red blood cells on 
monochromatic light to detect tissue perfusion.

Hypothesis/Aim: lSCi is usable for perfusion assess-
ment in laparoscopic and robot-assisted colectomy.

Methods/Interventions: We assessed the usability of a 
novel Fda-cleared device, activSight, which fits between 
existing laparoscopes and camera heads obviating the need 
for additional cost of acquiring new laparoscopic systems. 
it uses lSCi for dye-free detection and display of real-time 
perfusion as color overlays. Warmer colors indicate areas 
of higher perfusion relative to areas with cooler colors 
which indicate areas with lower perfusion. activSight 
has the additional capability to detect iCG using fluores-
cence imaging. adult patients undergoing laparoscopic or 
robot-assisted (raS) colectomy with anastomosis were 
enrolled at two institutions. after mobilization and devas-
cularization of the colon, tissue perfusion was assessed 
with both activ-iCG and lSCi (activ-Perfusion modes), 
respectively, to determine the transection line. the same 
assessment was performed after the anastomosis was fash-
ioned. Perfusion detection accuracy was determined by 
concordance of lSCi signal display with iCG (<2 minutes 
of iCG injection). usability data were obtained for set-up, 
form-factor, and display using a likert scale (1-5), per Fda 
guidelines. 28-day follow-up to identify any post-operative 
complications was performed.

Results/Outcome(s): 17 patients were enrolled. 41% 
were male, average age was 66.6 (±11.2) years, and average 
Bmi was 29.8 ±6.4. lSCi was 100% concordant with iCG 
(<2 minutes after injection) in perfusion detection. on 
repeat assessments, iCG showed false positive signals not 
seen with lSCi. the device’s usability was rated at 4.44 ± 
0.77 (set-up), 3.98 ± 0.83 (form-factor), and 3.74 ± 0.86 
(display). measured latency of display was 0.15 seconds. 
there were no post-operative complications on 28-day 
follow-up.

Limitations: lSCi is known to have motion artifacts 
affected by the patient’s cardiac cycle and respiration. 
However, algorithms are used to mitigate these effects 
on display. despite seamless integration into the current 
workflow, the form-factor has not yet been incorporated 
into available surgical robots.

Conclusions/Discussion: lSCi technology is usable 
for visualizing real-time intraoperative tissue perfusion in 
laparoscopic and raS colectomies. it is on-demand with 
minimal impact on workflow and provides consistently 
accurate perfusion display with repeat measurements.

AVOIDING URETERAL INJURY DURING 
RE-OPERATIVE VENTRAL RECTOPEXY.

ongoing Video room Vr2

C. Sakurai Kimura, a. dawes, B. Gurland
Stanford, CA

Purpose/Background: iatrogenic ureteral injury in 
colorectal surgery is rare, but can occur in challenging 
cases, such as redo procedures. intra-ureteral indocyanine 
green (iCG) may be used to facilitate ureteral identification

Hypothesis/Aim: to demonstrate the potential benefit 
of intra-ureteral iCG for ureteral identification in a robotic 
redo ventral rectopexy

Methods/Interventions: the patient is a 69-year-old 
woman with recurrent rectal prolapse (prior repairs: open 
sigmoid resection rectopexy in 2011; open posterior suture 
rectopexy in 2013). the approach is robotic and the proce-
dure begins with bilateral ureteral catheter placement with 
injection of iCG into each catheter. in this particular case, 
the peritoneum was thickened, making ureteral visualiza-
tion more difficult than normal. iCG allowed for easy iden-
tification of the right ureter during the initial peritoneal 
dissection and visualization of the left ureter during the 
final portion of the lateral dissection. after the anterior 
dissection is completed, a biological mesh is sutured on 
the anterior aspect of the rectum and fixed to the anterior 
longitudinal ligament. lastly, the peritoneum is reapproxi-
mated in the pelvis; here, iCG opacification demonstrates 
the course of the ureters, ensuring that the closure did not 
tent or obstruct the ureteral flow.

Results/Outcome(s): the patient was discharged after 
a one-day hospital stay without complications and remains 
asymptomatic after 6 months of follow-up.

Limitations: this is a single case that demonstrates the 
usefulness of ureteral indocyanine green opacification for 
ureteral identification. no formal assessment was made as 
to whether iCG reduces the risk iatrogenic ureteral injury.
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Conclusions/Discussion: there are multiple locations 
where ureter can be injured during a redo ventral recto-
pexy. intra-ureteral indocyanine green allows for easy 
visualization and can provide further reassurance about 
the safety of the ureters throughout the procedure.

ROBOTIC PAULI PARASTOMAL REPAIR AFTER 
A FAILED SUGARBAKER.

ongoing Video room Vr3

H. Hakmi, t. Pacheco, a. Sohail, t. Sonoda, d. Halpern
New York, NY

Purpose/Background: the Sugarbaker repair is a 
commonly employed technique for parastomal hernia 
repair. 20% of parastomal hernias will recur after repair. 
the Pauli technique can be used to revise such recurrences.

Hypothesis/Aim: the Pauli parastomal hernia repair 
technique can be used to repair recurrent hernias after 
Sugarbaker repair.

Methods/Interventions: Case video presentation / 
We present the case of a 71-year-old female with a 
complex recurrent parastomal hernia with prolapse. She 
had undergone previous Sugarbaker repair with PtFe 
mesh. using a robotic platform, the mesh was explanted. 
the hernia contents were reduced along with the prolapse. 
a retro-muscular dissection was performed using a unilat-
eral retro-rectus and transversus abdominis release. the 
conduit was then lateralized against the undersurface of 
the abdominal wall musculature and a mesh prosthesis 
was placed in an underlay fashion. the posterior sheath 
was closed thereby excluding her mesh from the peritoneal 
cavity.

Results/Outcome(s): our patient was discharged home 
on postoperative day 6. Her convalescence was uncompli-
cated. She was seen 12 months post repair and was without 
evidence of recurrence.

Limitations: this is a single video case report.
Conclusions/Discussion: Peristomal hernia recurrence 

after Sugarbaker repair may occur in up to 20% of 
patients, often leaving the surgeon with limited options. 
a robotic retrorectus Pauli repair may be a feasible option 
to consider. Further studies are necessary to evaluate the 
safety and longevity of such repairs.

ROBOT ASSISTED DELOYERS ANASTOMOSIS.
ongoing Video room Vr4

l. devane, m. Soliman
Orlando, FL

Purpose/Background: the deloyers procedure is a 
rotation of the ascending colon into the pelvis with anasto-
mosis to the rectum. this preserves the ileocecal valve and 
right colon following extended left colectomy.

Hypothesis/Aim: to present the technique of a robot 
assisted deloyers anastomosis.

Methods/Interventions: Sparing the right colon main-
tains a physiological reservoir for absorption of water and 
salt in addition to preserving the metabolism of short chain 
fatty acids by the colonic microbiome. this results in a 
more normal stool consistency and avoids the poor func-
tional outcomes of an ileorectal anastomosis. the patient 
was a 62-year-old female who had a distal transverse colon 
adenocarcinoma and a sigmoid diverticular stricture. the 
procedure starts with medial to lateral mobilization of the 
right colon and terminal ileum preserving the ileocolic 
vascular pedicle. the transverse colon was then mobilized 
and the middle colic artery ligated high. next the perfusion 
of the right colon was assessed with iCG before transecting 
the ascending colon with a stapler. mobilization of the 
remainder of the colon continued with high ligation of the 
inferior mesenteric artery before dividing the upper rectum 
with a stapler thus completing dissection of the specimen. 
the ascending colon was then rotated in a counterclock-
wise direction to reach the pelvis and the deloyers anasto-
mosis was completed in a Baker side-to-end fashion using 
a CdH 29 stapler. the anastomosis was rechecked with 
iCG and hydropneumatic testing before completing the 
operation

Results/Outcome(s): the patient was surgically 
discharged well day 4 post operatively. Histopathology 
reported a sigmoid diverticular stricture and a t2n1a 
tumor in the distal transverse colon (1 of 39 nodes posi-
tive). She received 6 months of adjuvant chemotherapy 
and at recent follow up reported excellent function with 
an average of 1 bowel motion per day.

Limitations: this is a case report of an infrequently 
performed operation.

Conclusions/Discussion: the deloyers anastomosis is 
invaluable in a colorectal surgeon’s repertoire following 
an extended left colectomy, or in cases where the left 
or transverse colon will not reach the rectum without 
tension. While this video uniquely describes a robotic 
assisted approach, similar principles of a tension free and 
well vascularized anastomosis apply regardless of the oper-
ative platform used.

ROBOTIC TAKEDOWN OF SUGARBAKER 
REPAIR AND REVERSAL OF END COLOSTOMY.

ongoing Video room Vr5

J. Philip1, B. Scully1, K. mcmahon2, t. ma2

1New Brunswick, NJ; 2Akron, OH

Purpose/Background: Parastomal hernias are often 
repaired with mesh in patients when there are no plans for 
ostomy reversal. rarely do patients present for restoration 
of intestinal continuity after a parastomal hernia repair 
with mesh.
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Hypothesis/Aim: depict the steps for robotic takedown 
of a Sugarbaker repair and reversal of end colostomy.

Methods/Interventions: this video demonstrates 
the technique to performing a robotic takedown of a 
Sugarbaker parastomal hernia repair and restoration of 
intestinal continuity via a intracorporeal, double purse-
string colorectal anastomosis.

Results/Outcome(s): the patient tolerated the proce-
dure well. His hospitalization was uncomplicated and 
his diet advanced over the course of two days. He was 
discharged home on postoperative day two on a non 
narcotic pain regmen and tolerating a regular diet. in 
followup at two weeks and three months, the patient 
reports good continence and quality of life.

Limitations: this video depicts a procedure on one 
patient and lacks long term follow-up.

Conclusions/Discussion: Parastomal hernias are 
frequent complications of end and loop ostomies, and 
there are several different options for repair. While robotic 
Sugarbaker repairs have been described, this is the first 
known depiction of a takedown of a Sugarbaker repair and 
reversal of colostomy. this video shows that it can be done 
safely with good short-term results on the robotic platform.

REPAIR OF RECURRENT RECTOVAGINAL 
FISTULA BY MARTIUS FLAP TECHNIQUE.

ongoing Video room Vr6

S. murad-regadas, F. regadas, F. regadas Filho, 
l. Veras, C. diogenes, l. Pinheiro, C. da Penha, 
d. Ferreira
Fortaleza, Brazil

Purpose/Background: the technique with transposi-
tion repair has the advantage of interposing healthy tissue 
between the rectum and vagina for an adequate treatment 
of rectovaginal fistula

Hypothesis/Aim: this video shows the maritus Flap 
technique used for treatment of a recurrent rectovaginal 
fistula.

Methods/Interventions: a 62 years old female with 
recurrent rectovaginal fistula and previous vaginal deliv-
eries and episotomy. She was submitted to a perineoplasty 
and seven days later, developed a large perineal abscess 
requiring surgical drainage. one month later, presented 
a rectovaginal fistula who was treated by a transvaginal 
approach. the procedure had failed and she had a recur-
rent rectovaginal fistula. the 3d anorretal ultrasound 
revealed a rectovaginal fistula, with a tract crossing at the 
level of the upper anal canal, involving the whole length of 
the external and internal anal sphincters.

Results/Outcome(s): this video demonstrates the 
technique step-by-step of repair of recurrent rectovaginal 
fistula by martius Flap. the patient was discharged in the 
third day, keeping the drain until the 5th postoperative 
day. a fecal diversion was not performed before or during 

the surgical procedure. She had a complete wound healing 
after 40 days. Five month follow up after complete healing 
didn’t show any sign of recurrence.

Limitations: the follow up of five months was short 
time after complete healing.

Conclusions/Discussion: the martius Flap is a 
succesful surgical technique option for the treatment of 
rectovaginal fistula.

THE CONTRIBUTION OF PREOPERATIVE 
3D ENDOANAL ULTRASOUND OF ANAL 
FISTULAS.

ongoing Video room Vr7

S. murad-regadas, F. regadas, F. regadas Filho, 
l. Veras, a. Vilarinho, i. dealcanfreitas, l. Borges, 
J. mendonça Filho
Fortaleza, Brazil

Purpose/Background: the preoperative assessment 
of anal fistula by image is useful in the diagnosis of the 
anatomic characteristic of the anal fistula.

Hypothesis/Aim: to demonstrate the contribution of 
the 3d endoanal ultrasound in the management of anal 
fistulas.

Methods/Interventions: this ultrasound exam was 
performed using a 360° rotational probe with three- 
dimensional automatic acquisition to identify the anatomic 
characteristic of the anal fistula components: determine 
the relationship of the tract to the sphincter complex 
in order to classify the anal fistula and quantify the 
percentage of compromised muscles by the tract; identify 
the primary and secondary tracts and determine them as 
radial, curve or “horseshoe” and passing circumferentially 
or crossing the midline; sites of the cavities. it was injected 
hydrogen peroxide through the fistulous tract.

Results/Outcome(s): this video outlines four cases of 
anal fistula evaluated preoperatively by 3d endoanal ultra-
sound in order to contribute for choicing a safe treatment 
approach:1.anterior transsphincteric fistula was measured 
and the percentage of muscles compromised by the tract 
was calculated; 2.intersphincteric anal fistula with horse-
shoe secondary intersphincteric tract; 3.transsphincteric 
anal fistula with circumferentially secondary intersphinc-
teric tract; 4.extrasphincteric anal fistula with horseshoe 
tract. it is technically simple to perform a 3d automatic 
scanning since that each scanning lasts 50 second, the 
transducer must be kept in position and an image sequence 
is acquired as a cube(volumetric image). the image reso-
lution is high due to the high frequency used(16mHz) and 
the volumetric image can be viewed in real time and in 
multiple planes. the 3d uS findings were similar to the 
surgery in all cases. the main advantage is to be performed 
by the colorectal surgeon in the medical office and the 
images are interpreted after acquisition.
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Limitations: the 3d endoanal uS cases were not 
compared with magnetic resonance imaging.

Conclusions/Discussion: the 3d endoanal uS images 
has been useful on the preoperative assessment of anal 
fistulas, allows to accurately view the entire extension 
of the fistulous tract and its relation to the sphincter 
muscles, the exact position of the internal opening and 
any secondary tracts and / or cavities as well as classify 
the anal fistula as well as the percentage of sphincter 
muscle involved by the tract which is well required by the 
colorectal surgeons before performing the surgical treat-
ment of the anal fistula.

GIPS PROCEDURE FOR RESECTION OF 
PILONIDAL DISEASE.

ongoing Video room Vr8

H. mancao, e. Bianchi, S. larach
Orlando, FL

Purpose/Background: to demonstrate the Gips proce-
dure to treat early-stage pilonidal disease. this procedure 
allows for a minimally invasive treatment of pilonidal 
disease.

Hypothesis/Aim: to demonstrate a minimally invasive 
technique to treat pilonidal disease.

Methods/Interventions: the Gips procedure is 
performed using trephines to excise the pilonidal cyst and 
associated sinus. the pilonidal cyst and sinus are excised 
and subsequently debrided using a curette. Sharp dissec-
tion is also used to completely excise the cyst down toward 
the sacral fascia until healthy tissue is obtained. after 
removing the cyst walls and inflamed tissue, the wounds 
are left open to heal by secondary intention. Gauze is 
packed into the wounds to aid with hemostasis and allow 
the area to remain clean.

Results/Outcome(s): the patient tolerated the proce-
dure well and healed with no complications.

Limitations: it is limited to early pilonidal disease.
Conclusions/Discussion: the Gips procedure is a mini-

mally invasive technique that can be used to treat pilonidal 
disease in adults with good functional outcome.

MODIFIED BASCOM CLEFT LIFT PROCEDURE 
FOR CHRONIC PILONIDAL DESEASE.

ongoing Video room Vr9

S. murad-regadas, F. regadas, F. regadas Filho, 
l. Veras, C. diogenes, l. Pinheiro, C. da Penha, 
d. Ferreira
Fortaleza, Brazil

Purpose/Background: Surgical treatment is standard 
in chronic pilonidal disease including open excision with 
secondary wound healing or excision with primary closure 
with or without the use of a flap.

Hypothesis/Aim: to demonstrate the modified Bascom 
cleft lift in the treatment of recurrent pilonidal disease

Methods/Interventions: a 29 years old male patient with 
recurrent pilonidal disease who had a previous failed surgery. 
He underwent to the first procedure by an open excision 
with secondary wound healing. this video shows the modi-
fied cleft lift Bascom technique which consists of excision 
with resection of the fistulous orifices, followed by primary 
closure outside the midline with advancement of a flap.

Results/Outcome(s): the patient had had three 
orifices, one of which is very close to the anal orifice. 
the skin was marked with the proposed area of excision. 
an elliptical incision was made on the right side of the 
midline (the sacral portion of the flap moves laterally from 
one side to the other), and an arch incision is performed 
in the lower portion (the perianal part of the flap), with 
curvature to the anus on the left side (the side of the 
skin with greater involvement), followed by the elliptical 
incision. adrenaline solution is injected in the proposed 
line of incision. the skin flap is raised with a thickness of 
approximately 1,0 cm, without tension and maintaining 
the blood supply. Care is taken to remove the skin, with 
minimal subcutaneous tissue as possible and removing all 
pathways, holes, hair and debris associated with curettage 
and incisions in the force lines. the flap was sutured in 
place with separated stitches in the deeper layers and 
dermis. the drain was positioned along the flap. the 
skin was closed with synthetic absorbable monofilament 
running subcutaneous suture. after one week of postop-
erative period, the patient presented a wound dehiscence 
(1,0 cm) of the lower wound segment, involving only the 
epidermis and dermis and requiring no treatment. there 
was complete wound healing after nine weeks from the 
procedure. no recurrence was observed within six month 
of follow-up period

Limitations: Some techniques have been described and 
there isn’t an optimal option recommended for majority of 
the cases.

Conclusions/Discussion: the modified Bascom tech-
nique with primary closure and advancement flap for the 
treatment of complex pilonidal disease showed shorter 
healing time and faster return to activities.

A TWO STAGE TURNBULL-CUTAIT 
PULLTHROUGH COLOANAL ANASTOMOSIS IN 
A HIRSCHPRUNG DISEASE ADULT PATIENT.

ongoing Video room Vr10

J. rivera-Chavarria, C. Gutierrez-lopez, J. murillo-
rodriguez
San Jose, Costa Rica

Purpose/Background: Several issues can occur during 
low rectal resections, especially when performing the 
anastomosis. these resections are not only technically 
challenging but also may have high complication rates
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Hypothesis/Aim: We present a 19-year-old male, with 
Hirschprung disease. He was accept surgical treatment.

Methods/Interventions: in the first part of the proce-
dure, we started the laparoscopic approach with a peri-
rectal dissection to minimize the risk of the nervous plexus 
injury. We continued to dissect as far as the elevator ani 
muscle and then the colon was liberated until the splenic 
flexure. the next step was the perianal approach, where 
we used a lone star retractor and dissected 1cm above 
the dentate line. then, we extracted 20 inches of the 
dilatated portion of rectum and colon, leaving 4 inches 
of non-dilatated colon through the anus and fixed with 4 
cardinal sutures within the anal verge. Seven days later, 
the patient was brought back to the operating room and a 
hand sewn coloanal anastomosis was performed using 3-0 
vycril sutures.

Results/Outcome(s): the patient recovered well and 
was discharged on post-operative day 4.

Limitations: Single technical demostrative video
Conclusions/Discussion: a two stage turnbull-Cutait 

Pull-through coloanal anastomosis is a previously described 
procedure, which can be considered old, but might be an 
excellent option for an adult patient with Hirschsprung 
disease.

EMERGENCY LAPAROSCOPIC 
SIGMOIDECTOMY WITH PRIMARY 
ANASTOMOSIS, AND PROTECTIVE ILEOSTOMY 
FOR ACUTE PERFORATED DIVERTICULITIS.

ongoing Video room Vr11

m. Sayegh, d. Kim, a. Humayun, S. Zhitnikov, 
a. tohamy
Upland, PA

Purpose/Background: 15%-25% of patients who 
present with a first episode of acute diverticulitis have 
complicated disease that requires surgery. the preferred 
treatment modality for acute perforated diverticulitis is 
under debate. a Hartmann’s procedure is considered a safe 
procedure for complicated diverticulitis.

Hypothesis/Aim: We have a case of a 34-year-old man 
with perforated diverticulitis with phlegmon who was 
treated with a two-staged surgical approach by a laparo-
scopic approach.

Methods/Interventions: this patient presented with 
perforated diverticulitis with phlegmon and failed conser-
vative management with bowel rest and iV antibiotics. 
Within 24 hours of admission, the patient’s clinical status 
worsened with increased abdominal tenderness, increased 
leukocytosis, and persistent fevers. the patient underwent 
a laparoscopic sigmoidectomy with primary anastomosis 
and protective ileostomy.

Results/Outcome(s): the patient tolerated the proce-
dure well. Four months after his initial procedure, his loop 
ileostomy was successfully reversed.

Limitations: the available evidence for emergency 
laparoscopic sigmoidectomy for the treatment of perfo-
rated diverticulitis is limited. High-quality prospective 
studies are needed to provide support for the safety of a 
laparoscopic sigmoidectomy compared to open sigmoidec-
tomy for perforated diverticulitis.

Conclusions/Discussion: laparoscopic approach to 
sigmoidectomy can be safely performed for acute diver-
ticulitis with perforation based on patient selection and 
severity of disease.

ROBOTIC EXCISION OF COLONIC CYST.
ongoing Video room Vr12

a. alcabes, d. lima, a. abdelnaby
Bronx, NY

Purpose/Background: 38 year old female with persistent 
abdominal pain after recent laparoscopic right salpingo- 
oophorectomy was evaluated for surgical managmeent of a 
large fluid filled mass adjacent to the right colon.

Hypothesis/Aim: We outline our surgical approach of 
robotic right hemicolectomy with en bloc resection of the 
cyst.

Methods/Interventions: We performed a robotic right 
hemicolectomy for a mesenteric cyst closely associated 
with the ascending colon, in order to excise the specimen 
completely and send for pathologic evaluation.

Results/Outcome(s): on final pathology the cyst was 
seen to be mullerian in origin, even though the patient’s 
ovary on the right side was surgically absent. the patient 
has recovered well without any further complication.

Limitations: a rare case encountered at a tertiary care 
center.

Conclusions/Discussion: We outline in our video the 
management of an interesting and novel case encountered 
at our academic center. Given the patient outcomes and 
results of the case, we support the choise of hemicolectomy 
for complete pathologic evaluation of the cyst.

LAPAROSCOPIC NATURAL ORIFICE 
INTRACORPOREAL ANASTOMOSIS WITH 
EXTRACTION OF SPECIMEN (NICE) 
PROCEDURE.

ongoing Video room Vr13

S. Peters, S. dolejs, d. maun
Indianapolis, IN

Purpose/Background: Performing an intracorporeal 
anastomosis and extracting a specimen via a natural orifice 
has the advantage of less post-operative pain, fewer wound 
infections, a decreased chance of future incision site 
hernias, and no crossing staple lines which decreases the 
rate of anastomotic leaks.
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Hypothesis/Aim: most videos available of a natural 
orifice intracorporeal anastomosis with extraction of spec-
imen procedure are done on the robotic platform. Here we 
show the feasibility of a laparoscopic approach.

Methods/Interventions: our patient is a 76-year-old 
female who had six episodes of recurrent, uncomplicated 
diverticulitis over the previous 3 years. Her episodes were 
becoming more frequent and more severe. Given this, she 
was offered elective sigmoid resection.

Results/Outcome(s): Patient tolerated surgery well 
without complication. She was discharged home on 
post-operative day one.

Limitations: this approach is only indicated for patients 
for whom laparoscopic surgery is appropriate.

Conclusions/Discussion: Performing an intracorporeal 
anastomosis and extracting a specimen via a natural orifice 
has many advantages over extracorporeal anastomosis 
with an abdominal extraction site. these include avoiding 
crossing staple lines which decreases the rate of anasto-
motic leaks, less post-operative pain, and a lower incidence 
of wound infections and incision site hernias. most videos 
available are of robotic assisted procedures. While suturing 
with the robot may be easier given the additional dexterity 
and 3-dimentional viewing, the robotic platform may not 
be available to all surgeons and intra-corporeal suturing 
can be adopted by all laparoscopic surgeons. the laparo-
scopic approach also requires less operative and anesthesia 
time. this video demonstrates the feasibility of performing 
this procedure via a laparoscopic approach.

A TECHNICAL NOTE TO THE TREATMENT 
OF LARGE PERIANAL CONDYLOMATA 
ACUMINATA.

ongoing Video room Vr14

i. ozgur, a. Kanters, r. isakov, e. Gorgun
Cleveland, OH

Purpose/Background: Condylomata accuminata has a 
high recurrence rate after treatment. While full-thickness 
skin excision has the lowest recurrence rate, reconstruction 
after wide local excision in the perianal area is challenging.

Hypothesis/Aim: to demonstrate two different recon-
struction techniques in the treatment of perianal condylo-
mata accuminata.

Methods/Interventions: the first patient is a 40-year-old 
male with a medical history of perianal condylomata 
acuminata for more than eight years. He received several 
cryotherapies and recent colonoscopy was normal. the 
surgery began in prone Jack Knife position with a circum-
ferential incision around the lesion, and full-thickness skin 
was excised in an en-bloc fashion until the anal verge. 
the bi-gluteal V-y advancement flaps were prepared and 
stitched to the anoderm. after placing two drains under 
the flaps bilaterally were stitched to one another. the 
second patient is a 48-year-old male with a medical history 

of perianal condylomata acuminata for more than six 
years. He received several cryotherapies and topical oint-
ments as previous treatment and had normal colonoscopy.  
the surgery began in prone Jack Knife position with 
full-thickness excision of the lesion. a meshed split- 
thickness skin graft from the thigh was prepared and trans-
ferred to the perineum.

Results/Outcome(s): Patients were discharged after an 
uneventful period on the second postoperative day. there 
was no recurrence on follow-up. the first patient had anal 
stricture which was successfully treated with scarotomy.

Limitations: the study includes only two patients.
Conclusions/Discussion: Perineal condylomata acumi-

nata is not rare, and full-thickness skin excision has a low 
recurrence rate. relevant satisfactory results are achiev-
able with proper surgical and reconstruction technique 
and attention to anal stricture. Comparative studies with 
large cohorts are needed to demonstrate appropriate repair 
techniques.

ROBOTIC ASSISTANCE IN EXTREME 
DIVERTICULITIS.

ongoing Video room Vr15

S. marecik, d. Schlund, m. Konamna, K. Kochar, J. Park
Park Ridge, IL

Purpose/Background: this video demonstrates how 
robotic technology can be helpful in extreme diverticulitis 
cases.

Hypothesis/Aim: Capabilities of the current robotic 
platform are helpful in extreme diverticulitis cases.

Methods/Interventions: the Xi da Vinci robotic system 
was used in a male patient with severe diverticulitis. it was 
set up separately for the pelvis and for the splenic flexure 
mobilization.

Results/Outcome(s): Succesful resection of the entire 
involved bowel was removed and the primary reconstruc-
tion without diversion took place.

Limitations: Proper robotic training is required to use 
this technique.

Conclusions/Discussion: the current surgical robotic 
platform is very helpful in facilitating resection of difficult 
diverticulitis.

ROBOT ASSISTED RESECTION OF A PELVIC 
SCHWANNOMA.

ongoing Video room Vr16

J. Sedinkin, V. le, S. raman
Des Moines, IA

Purpose/Background: a schwannoma is a rare type of 
peripheral nerve sheath tumor and can cause mass effect 
by direct neural invasion of surrounding tissues. resection 
is the primary treatment of choice in large tumors.
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Hypothesis/Aim: robotic assistance allows better visu-
alization and dissection of a schwannoma in a narrow 
pelvis.

Methods/Interventions: this case describes a 70 year 
old male with a history of lymphoma who underwent 
surveillance imaging which showed a 9.5 x 8.1 x 7.6cm 
mass with central necrosis in pelvic retroperitoneum 
and presacral space. He had been having vague symp-
toms including abdominal pressure and constipation. a 
Ct-guided biopsy was performed which showed peripheral 
nerve sheath origin, consistent with schwannoma. With 
the size and location of this lesion, he was offered robotic 
surgery for better visualization and precision in a narrow 
pelvis.

Results/Outcome(s): a da Vinci®Xi™ resection was 
performed and mass was resected intact. the patient had 
an uneventful post-operative course and was discharged 
on post-operative day 2. Final pathology was consistent 
with schwannoma. there were no malignant degenerative 
changes. the patient was seen in clinic for his second 
post-operative visit and has healed well and symptoms 
have resolved. He is currently following up with surveil-
lance imaging only for his lymphoma.

Limitations: there is a lack of standardize techniques 
for resection of peripheral nerve sheath tumors, especially 
large tumors in the pelvis.

Conclusions/Discussion: a robotic approach could 
be considered in cases of a large peripheral nerve sheath 
tumor which would allow for better visualization and more 
precise dissection.

MANAGEMENT OF COMPLEX RECTAL 
POLYPS... WHAT TO DO WHEN ENDOSCOPIC 
RESECTION FAILS?

ongoing Video room Vr17

m. Guraieb-trueba, P. Ge, o. Peacock, y. you, 
G. Chang, m. tillman
Houston, TX

Purpose/Background: Present the case of a 65 yo 
female with multiple comorbities, with a recurrent rectal 
polyp for which she underwent multiple endoscpic resec-
tions and a transanal excision, due to a 6 cm mid rectum 
recurrence she was offered resective surgery, she came to 
us seeking an organ preservation approach.

Hypothesis/Aim: rtamiS is a feasible and safe 
approach to complex rectal polyps not amenable to endo-
scopic resection

Methods/Interventions: We are showing the case 
of a rtamiS for a recurrent 6cm mid rectal polyps not 
ammenable to an endoscopic Submucosal dissection

Results/Outcome(s): We performed a rtamiS succes-
fuly, with negative margins, organ preservation and no 
recurrence at 6 months follow up

Limitations: Single case study

Conclusions/Discussion: rtamiS is a safe a feasible 
approach in the management of complex rectal polyps

DIRECT STICK EMBOLIZATION OF A RECTAL 
VENOUS MALFORMATION VIA TRANSANAL 
MINIMALLY INVASIVE SURGERY.

ongoing Video room Vr18

a. yekula, o. ayoade, V. reddy, P. Haddon, n. nassiri
New Haven, CT

Purpose/Background: rectal venous malformations 
(Vm) are rare clinical entities with variable presenta-
tion and require a unique tailored strategy based on the 
symptom severity, location, and extent of the lesion.

Hypothesis/Aim: not applicable
Methods/Interventions: a 49-year-old male patient 

with an incidentally discovered asymptomatic 6.5 cm 
rectal mass on non-contrast computerized tomography 
(Ct) urogram was performed for the evaluation of micro-
scopic hematuria. Colonoscopy revealed a bluish bulge in 
the recto-sigmoid region with a >50% luminal narrowing. 
Contrast-enhanced magnetic resonance imaging (mri) 
demonstrated a voluminous, lobulated cluster of venous 
malformation with marked rectal luminal impingement 
and ample phleboliths. Selective visceral angiography 
confirmed no evidence of pathologic high flow arterializa-
tion of mass. a complete hematologic evaluation revealed 
elevated d-dimer levels consistent with a diagnosis of 
venous malformation-associated localized intravascular 
coagulopathy (liC) and a prophylactic regimen of rivarox-
aban was initiated. multidisciplinary surgical management 
was planned to perform direct stick embolization (dSe) 
using transanal minimally invasive surgery (tamiS).

Results/Outcome(s): tamiS was performed, and the 
GelPoint mini system was set up to provide direct visu-
alization of the rectal Vm. a 21-gauge spinal needle was 
inserted into the GelPoint mini and was used to puncture 
the malformation. after confirmation of blood return, 
trans needle venography was performed to delineate the 
contour of the Vm. dSe was performed by injecting 
3% sodium tetradecyl sulfate under direct fluoroscopic 
visualization. the needle track was plugged with Surgiflo 
matrix with excellent hemostasis. there was no untoward 
inflammation, blanching, hyperemia, or ulceration on the 
mucosa. Post-operative recovery was uneventful with only 
a self-limiting and expected case of post-embolization 
syndrome managed by oral antipyretics and nSaids.

Limitations: the requirement of a multidiscipline team 
and hybrid or may be limited for widespread adoption.

Conclusions/Discussion: tamiS allowed visualiza-
tion, access, and a stable maneuverable platform for dSe 
as opposed to flexible or rigid endoscopy. this procedure 
potentially avoids morbidity and function changes associ-
ated with resection.
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Figure 1. (A) Colonoscopy depicting a bluish bulging region in the 
rectosigmoid region (B) Pre-operative contrast-enhanced mri demon-
strating a voluminous, lobulated cluster of venous malformation with 
marked rectal luminal impingement and ample phleboliths (C) direct 
trans-needle venography showing multilobulated, cavernous cluster of 
the targeted rectal venous malformation with scattered phleboliths rep-
resenting chronic microthrombosis of the venous channels (D) direct 
stick embolization of the rectal venous malformation under direct visu-
alization via tamiS

INTRACORPOREAL ROBOTIC KONO-S 
ANASTOMOSIS.

ongoing Video room Vr19

B. Carr1, S. daugherty2

1New Orleans, LA; 2Baton Rouge, LA

Purpose/Background: Anastomotic recurrance 
remains a significant hurdle in the surgical care of 
Crohn’s patients. The Kono-S anastomosis has shown 
promise in reduction of anastomotic surgical recurrence 
rate. While traditionally performed open, robotic plat-
forms offer a viable option for performing the Kono-S.

Hypothesis/Aim: This video presentation will show a 
robotic Kono-S anastomosis with endoscopic follow up 
discussed at the end to show the viability of the mini-
mally invasive approach for the Kono-S anastomosis.

Methods/Interventions: This ileocecectomy was 
performed on a 43 year old female with a history 
of three previous ileocolic resections. Surgery was 
performed using the DaVinci Xi robotic platform. The 
colon was mobilized medially to laterally, adjacent 
mesenteric vasculature was preserved, and the Kono-S 
was completed in a hand-sewn fashion.

Results/Outcome(s): This small case series shows 
that robotic platforms offer a viable minimally invasive 
approach to performing a Kono-S anastomosis with 
good endoscopic appearance at short-interval follow-up.

Limitations: This presentation shows only one case, 
but it shows promise moving forward to evaluate effec-
tiveness of robotic Kono-S anastomoses in comparison 
to the traditional open approach.

Conclusions/Discussion: A minimally invasive 
approach with a robotic platform appears to be a viable 
option for Kono-S anastomoses with good endoscopic 
appearance at short term follow-up.

ROBOTIC ILEOCECECTOMY WITH KONO-S 
ANASTOMOSIS.

ongoing Video room Vr20

V. Poylin, e. mcConnell
Chicago, IL

Purpose/Background: anastomotic recurrence is a 
frequent complication after ileocolic resection for Crohn’s 
disease. Kono-S is a hand-sewn anastomosis that can 
reduce recurrence, but usually done in an open fashion

Hypothesis/Aim: robotic technology may help combine 
hand sewn and minimally invasive appraoch for Kono S 
anastomosis

Methods/Interventions: robotic ileocecectomy 
with hand sewn anti mesenteric functional end-to-end 
anastomosis

Results/Outcome(s): Succesful fully robotic Kono-S 
anastomosis

Limitations: this is a single video
Conclusions/Discussion: robotic Kono-S anastomosis 

is feasible in carefully selected patients

MINIMALLY INVASIVE REVISIONAL-IPAA 
SURGERY: THE FUTURE OF REDO POUCHES?

ongoing Video room Vr21

P. addison1, m. abouzeid2, d. Schwartzberg2

1New York, NY; 2Port Jefferson, NY

Purpose/Background: Patients with ileal pouch-anal 
anastomosis failure may undergo revisional pouch surgery 
with laparotomy, however a minimally invasive operation 
is feasible and safe to correct pouch dysfunction.

Hypothesis/Aim: minimally invasive platforms can be 
used for revisional/redo pelvic pouch surgery.

Methods/Interventions: We present a case of a pseu-
do-pouch twist caused by pelvic adhesions leading to 
pouch failure that was initially thought to be Crohn’s of 
the pouch and treated with biologics and aminosalicy-
late enemas. a work-up to assess for mechanical causes 
of pouch failure demonstrated adhesive disease causing 
a pseudo-pouch twist that was able to be corrected 
with a laparoscopic abdomino-pelvic pouch mobiliza-
tion, detorsion, pouch pexy, and diverting “thoughtful 
ileostomy”.
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Results/Outcome(s): Preoperatively, the patient was 
treated with biologics for Crohn’s disease, had 20+ bowel 
movements/day, nocturnal incontinence, abdominal pain 
and a poor quality of life. Postoperatively, after correc-
tion of her mechanical pouch complication, and after her 
ileostomy was reversed, she has an excellent quality of life 
with 4-5 bowel movements/day, no incontinence and is no 
longer on medications to treat Crohn’s of the pouch.

Limitations: Single-case study.
Conclusions/Discussion: redo pouch surgery should 

be considered in patients who want to avoid a perma-
nent ileostomy secondary to pouch failure, especially in 
patients who have symptoms beginning within a year after 
pouch creation. traditionally, revisional pouch surgery 
is performed with laparotomy, however minimally inva-
sive redo/revisional iPaa surgery is safe and effective 
and should be considered, especially in patients who 
underwent a minimally invasive index pouch. revisional 
pouch surgery should be performed by experienced pouch 
surgeons.

A NOVEL TECHNIQUE: SINGLE-INCISION 
LAPAROSCOPIC CLOCK-WISE CONTINUOUS 
TOTAL ABDOMINAL COLECTOMY WITH END 
ILEOSTOMY.

ongoing Video room Vr22

e. oZCimen1, i. oZGur1, i. Hameed2, e. GorGun1

1Cleveland, OH; 2New Haven, CT

Purpose/Background: Single-incision laparoscopic 
total abdominal colectomy (SilS- taC) is a minimally 
invasive procedure that with possible improved postopera-
tive recovery, reduced length of stay and pain. rlQ ileos-
tomy site is used for access, and total colectomy is carried 
on in a continuous clockwise fashion.

Hypothesis/Aim: this video presents single port 
approach for patients undergoing total abdominal colec-
tomy in a continuous clockwise fashion using a pre-planned 
rlQ ostomy site as the single site of access.

Methods/Interventions: the surgery begins following 
pre-marked rlQ stoma site incision. the stoma site is 
prepared and a GelPoint access platform is placed to 
the abdominal cavity. a 12 mm and two 5-mm trocars 
are introduced through the gel platform allow usage of 
laparoscopic equipment. using ligaSure ileocolic pedicle 
is identified and ligated by following lateral attachments 
taken down. the right ureter and duodenum is identified 
and preserved. Continuous colectomy is performed from 
the right colon proceeding to the left colon in a continuous 
clockwise fashion. the ileocolic artery, middle colic and 
left colic arteries are identified and ligated. Subsequently, 
the dissection is carried all the way down to the upper 
rectum and distal sigmoid level. relatively healthy looking 
serosal surface of colon is chosen and this area is stapled 
using an endoscopic stapler and subsequently hemostasis 

is accomplished. the resected specimen is exteriorized 
through the incision site. then the terminal ileum is 
divided and end ileostomy is matured in same preplanned 
right lower quadrant site.

Results/Outcome(s): the surgery is uneventful and 
afterwards, the patient is transferred to a regular nursing 
floor under the care of the colorectal surgery team. total 
surgery time is 60 minutes and eBl was 100 ml. in general, 
the patient has no complications related to his procedure 
and is discharged on Pod 2. day. this sample patient’s 
pathology resulted as “Chronic active colitis, consistent 
with ulcerative colitis; no granulomas or dysplasia.”

Limitations: Single patient presentation
Conclusions/Discussion: Single-incision laparoscopic 

total abdominal colectomy (SilS- taC) is carried from 
right lower quadrant towards left lower quadrant in a 
continuous clockwise fashion. the single abdominal access 
site is same as the specimen extraction site as well as matu-
ration of end ileostomy location. SilS-taC with end ileos-
tomy is feasible and effective for colectomy patients with 
short of length of stay, reduced pain levels and improved 
postoperative recovery outcomes.

ILEAL AND ILEOCOLIC CROHN’S DISEASE - 
MOBILISATION VIA THE ILEAL PERITONEAL 
REFLECTION.

ongoing Video room Vr23

P. murphy1, H. Ferguson1, r. lovegrove4, t. Papettas1, 
r. Sinha1, a. Patel3, m. Bignell2, B. George2

1Warwick, United Kingdom; 2Oxford, United Kingdom; 
3Coventry, United Kingdom; 4Worcester, United Kingdom

Purpose/Background: this video explores one of many 
approaches to ileocolic mobilisation and presents a novel 
form of teaching video using operative cartoon.

Hypothesis/Aim: the aim is to demonstrate a mobil-
isation technique that uses the ileal peritoneal reflection

Methods/Interventions: the method used is a laparo-
scopic operative approach.

Results/Outcome(s): a quick, easy and avascular 
approach to ileocolic mobilisation is shown.

Limitations: the proximity of the right ureter is a risk in 
this approach and this is also demonstrated.

Conclusions/Discussion: a safe and often ‘go-to’ 
approach for the experienced surgeon an approach for the 
trainee only under supervision
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DOUBLE-IPAA VOLVULUS: RECURRENT 
MIDGUT VOLVULUS SECONDARY TO 
CHRONIC ADHESIVE POUCH VOLVULUS.

ongoing Video room Vr24

S. Choi, a. Bhama, t. Qazi, H. Siddiki, S. Steele, 
t. Hull, S. Holubar
Cleveland, OH

Purpose/Background: 36-year-old female with chronic 
constipation status post right colectomy, followed by total 
colectomy, followed by an ileo-anal pouch anastomosis. 
She presented for a second opinion after undergoing 
several explorations for recurrent midgut volvulus with 
small bowel obstruction.

Hypothesis/Aim: the aim of this video is to present a 
case of distal ileal midgut volvulus that was the result of a 
chronic adhesive pouch volvulus.

Methods/Interventions: the patient underwent a 
thorough preoperative work-up with Ct enterography, 
defecating pouchogram, and anorectal manometry. 
additionally, the patient demonstrated a good response 
to pelvic floor physical therapy. While awaiting elective 
surgery, the patient re-presented with a recurrent midgut 
volvulus 1 month after an exploratory laparotomy with 
volvulus reduction, and the decision was made to take 
her to the operating room. a pouchoscopy was initially 
performed and revealed a distorted pouch with spiraling of 
the pouch body as evidenced by following the linear staple 
line. laparotomy revealed no intraabdominal adhesions, 
but severe pelvic adhesions. adhesiolysis demonstrated 
a volvulus of the mid-to-distal ileum with a transition 
point just proximal to pouch inlet. the tip of the J was 
found to be twisted behind the pouch and adhered to the 
undersurface of the left broad ligament. the adhesions 
were carefully lysed and the tip of the J was reduced back 
to its normal position on the right side with the afferent 
limb on the left side. this resolved the midgut volvulus by 
relieving the spiral kink of the pouch inlet. a suture-pexy 
of the pouch to the peritoneum of the bilateral pelvic side-
walls was then performed. repeat pouchoscopy showed a 
straight normal-appearing pouch. the patient underwent a 
loop ileostomy creation as well. total length of operation 
was 3.5 hours.

Results/Outcome(s): the patient’s postoperative course 
was essentially uneventful. She was discharged on postop-
erative day nine after an ileus. two months postopera-
tively, the patient is doing well and had gained 12 pounds.

Limitations: Patient is awaiting further evaluation prior 
to ileostomy reversal.

Conclusions/Discussion: this is a rare case of pouch 
volvulus causing an upstream midgut volvulus. in these 
cases, it is crucial to do a full adhesiolysis of the pelvis 
and free up the pouch circumferentially in order to restore 
proper pouch anatomy. it is also important to recognize 
and be familiar with the subtle signs of a distorted pouch 
on pouchoscopy.

LAPAROSCOPIC TOTAL PROCTOCOLECTOMY 
WITH ILEAL POUCH-ANAL ANASTOMOSIS FOR 
FAMILIAL ADENOMATOUS POLYPOSIS WITH 
HEPATIC FLEXURE ADENOCARCINOMA.

ongoing Video room Vr25

J. Baltazar, m. onglao, H. monroy, m. lopez
Manila, Philippines

Purpose/Background: Familial adenomatous polyposis 
is an autosomal dominant disease caused by a mutation 
in the aPC gene on chromosome 5q21. more than 100 
adenomatous polyps carpeting the colorectal mucosa are 
the hallmark feature of FaP. these polyps have a 100% 
risk of developing CrC at a median age of 39.

Hypothesis/Aim: We present a 33-year-old male with 
FaP and hepatic flexure adenocarcinoma for which we did 
laparoscopic restorative total proctocolectomy with ileal 
pouch anal anastomosis and a protecting ileostomy.

Methods/Interventions: We performed a double stapled 
restorative total proctocolectomy with ileal pouch anal 
anastomosis. We started on the right colon because of 
the hepatic flexure adenocarcinoma. Cephalad dissection 
starting from the inferior portion of the ileocecal region 
extending above the duodenum and up to the hepatic 
flexure was done. the ileocolic vessels were isolated and 
ligated and dissection was extended cephalad above the 
pancreas. the middle colic vessels were then ligated. 
the gastrocolic omentum was opened and dissection 
was extended bilaterally to bring down the hepatic and 
splenic flexures. the imV was identified and dissection 
carried out below it extending above the pancreas. medial 
to lateral sigmoid mobilization with high ligation of the 
ima was done. the sigmoid and descending colon were 
freed of lateral attachments and dissection along the line 
of toldt was extended cephalad to meet the take down of 
the splenic flexure above. tme was started posteriorly and 
carried circumferentially down to the level of the levator 
muscles. the rectum was transected at the bare rectal cuff 
using a flexible linear stapler. the colon was exteriorized 
and the distal ileum was transected extracorporeally. the 
ileum was assessed for adequacy of length and the J pouch 
was created using linear staplers. the double stapled tech-
nique was completed via an end to end stapled anastomosis 
through the rectal pouch. the anastomosis was checked 
for tension and a loop ileostomy was created.

Results/Outcome(s): the patient had no post opera-
tive complications. the final histopathologic diagnosis was 
a hepatic flexure adenocarcinoma, well differentiated stage 
iiiB (pt3n1am0) with multiple adenomatous polyps. the 
patient is currently ongoing adjuvant chemotherapy.

Limitations: this is a case presentation featuring our 
experience with one patient. this may not apply to all 
patients with a similar case.

Conclusions/Discussion: timely screening of patients 
with a family history of FaP and colorectal cancer 
should be done in order detect disease early or perform 
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prophylactic colectomy as indicated. in this 33 year old 
male with FaP who has already developed adenocarcoma, 
restorative total proctocolectomy with ileal pouch anal 
anastomosis was still a viable treatment option provided 
the patient early recovery and timely inititation of adju-
vant treatment.

DOUBLE STAPLED RE-DO IPAA IN A PATIENT 
WITH A FAILED IPAA DUE TO LONG RECTAL 
CUFF.

ongoing Video room Vr26

V. dogru, u. akova, n. nweze, a. moreira, a. erkan, 
m. Grieco, H. Kirat, F. remzi
New York, NY

Purpose/Background: Salvaging a failed J pouch surgery 
can prevent permanent stomas, increasing quality of life.

Hypothesis/Aim: We aim to present a salvage re-do J 
pouch surgery using double stapled technique in a patient 
with ulcerative Colitis.

Methods/Interventions: in the operation, a high- 
definition an overhead camera is used to record the local 
surgical field of vision. remote control was present and 
utilized with expert guidance.

Results/Outcome(s): this is a salvage redo J pouch 
procedure using double stapled technique in a patient with 
ulcerative colitis. the patient is a 46 year old female with 
uC diagnosed 17 years ago. after diagnosed with recur-
rent cuffitis refractory to multiple antibiotic regimens and 
biologics and presence of a stricture at the iPaa, which 
was dilated multiple times, patient now presents for pouch 
revision surgery. after the procedure she was discharged 
at Po day 4 with ileostomy reversal planned in 3 months.

Limitations: none
Conclusions/Discussion: iPaa means ileal pouch 

anal anastomosis not ileal pouch rectal anastomosis. 
anastomose to proximal aspect of the anal transitional 
zone means 2 cm or less. Stage the patient with a 
thoughtful ileostomy. Circle the enemy, i.e. the sacrum 
and old anastomosis. Follow a caudal to cranial approach 
during pelvic dissection, then go lateral and seperate the 
vagina. if possible oerform a double stapled anastomosis. 
lengthening maneuvers are important especially high liga-
tion of the ileocolic artery and mobilizing the small bowel 
up to the level of the duodenum.

J POUCH CONSTRUCTION - ILEAL POUCH-
ANAL ANASTOMOSIS SURGERY (IPAA).

ongoing Video room Vr27

P. murphy1, t. Papettas1, H. Ferguson1, r. Sinha1, 
r. lovegrove2, a. patel3, m. Bignell4, B. George4

1Warwick, United Kingdom; 2Worcester, United Kingdom; 
3Coventry, United Kingdom; 4Oxford, United Kingdom

Purpose/Background: a novel form of teaching video 
made by surgeons for surgeons

Hypothesis/Aim: a mix of cartoon, stills and operative 
video to demonstrate a well documented subject in a new 
way

Methods/Interventions: a laparoscopic approach to J 
Pouch construction.

Results/Outcome(s): a fresh way of looking at an old 
subject

Limitations: J pouch constuction is not a new topic but 
is presented for trainees.

Conclusions/Discussion: Surgical training can (we 
believe) be enhanced by improved and more complex 
video presentation

AVOIDING MISADVENTURE: USING CIRCLES 
AND TRIANGLES TO IDENTIFY CORRECT 
PLANES IN LAPAROSCOPIC SURGERY.

ongoing Video room Vr28

a. Cannon, m. Kiely, m. Whiteford
Portland, OR

Purpose/Background: Visual identification of the 
appropriate plane of dissection, and prompt redirection, 
when necessary, are critical skills to maintain oncologic 
planes, minimize bleeding, and avoid preventable injury 
during laparoscopic colorectal surgery.

Hypothesis/Aim: We introduce a teaching method that 
relies on visual cues to identify correct dissection planes.

Methods/Interventions: deidentified video review of 
laparoscopic colorectal operations was performed to high-
light the “circles and triangles” technique to identify the 
correct field of dissection, as well as intrusion into a new 
plane.

Results/Outcome(s): Successful laparoscopic colorectal 
surgery requires not only an advanced technical skillset, 
but also the ability to recognize correct and incorrect 
planes of dissection. native embryologic planes allow for 
efficient, atraumatic, and hemostatic surgery. Staying 
within embryologic planes is also paramount to optimal 
oncologic surgery and to avoid injury to retroperitoneal 
structures. the trainee may easily miss subtle clues that 
cause more experienced hands to pause and reassess the 
level of dissection. in our video submission we narrate a 
visual technique that uses geometric triangles and circles 
to aid in recognition of both the correct, and incorrect, 
dissection plane. triangles are created when appropriate 
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elevation and tension is applied to the colon. With retrac-
tion, the colon’s retroperitoneal attachments are placed 
under tension and a triangle is formed. the peak of this 
triangle is a visual cue that marks the correct area of 
dissection to mobilize the colon. Circles are created when 
an incursion into another plane occurs. at times this may 
be intentional, for example when beginning a dissection 
by opening the peritoneal layer. However, at other times 
they may be unintentional, such as when dissection veers 
into the colonic mesentery or retroperitoneum. the point 
of teaching the circle sign is not to completely prevent 
their occurrence, but to enable early recognition that we 
may be venturing into an incorrect plane. When we see a 
circle sign we must pause and ask ourselves if we meant to 
be there.

Limitations: this is a video review highlighting a 
method of identifying correct and incorrect dissection 
fields when performing laparoscopic colorectal surgery. it 
is meant to be used as a visual cue and another tool to 
aid both the novice and experienced surgeon; it is not a 
replacement for appropriate surgical judgement.

Conclusions/Discussion: the laparoscopic triangles 
and circles technique, while simple in concept, is a valu-
able visual cue. triangles should be visualized with the 
appropriate tension and level of dissection, while circles 
are seen with intrusion into new anatomic planes. these 
concepts can be utilized to become a more efficient 
colorectal surgeon and to potentially decrease the learning 
curve for surgical trainees performing minimally invasive 
colorectal surgery.

INTRAOPERATIVE COMPLICATIONS IN 
LAPAROSCOPIC COLORECTAL SURGERY AND 
HOW TO AVOID THEM.

ongoing Video room Vr29

i. Herrando1, J. azevedo1, m. aldhaheri2, H. domingos1, 
l. Fernandéz1, P. Vieira1, a. Parvaiz1

1Lisboa, Portugal; 2Doha, Qatar

Purpose/Background: intraoperative complications 
can add to the challenge during laparoscopic colorectal 
surgery often leading to slightly worse clinical outcomes for 
the patients. immediate recognition and prompt manage-
ment may avoid devastating consequences for the patient.

Hypothesis/Aim: this video has the didactic objective 
of presenting intra-operative complications and demon-
strate how to prevent and manage them, at the same time.

Methods/Interventions: We organized 12 video clips 
of intraoperative complications from our video reposi-
tory of over 2500 consecutive cases into six categories 
according to the nature of the complications. the catego-
ries includes Bleeding, ischemia, ureter injuries, Staplers 
failure, anastomosis, Collateral damage. Subsequently, 
we briefly described each procedure and added technical 
suggestions to prevent similar complications.

Results/Outcome(s): We highlight the relevance of a 
standardized technique, precise recognition of the anatom-
ical structures, good knowledge of the surgical instruments 
functioning and effective team communication.

Limitations: no limitations.
Conclusions/Discussion: Standardization of the tech-

nique and strict following of key-points during colorectal 
surgery are the key to avoid and recognize early intraoper-
ative complications.

INTRALUMINAL INTRACORPOREAL 
END COLOSTOMY TAKE-DOWN (ILICET) 
PROCEDURE.

ongoing Video room Vr30

K. Curfman, l. rashidi
Tacoma, WA

Purpose/Background: this video demonstrates the 
new technique of the intraluminal intraCorporeal end 
colostomy take down (iliCet) procedure. an intralu-
minal anvil is placed prior to resection in ostomy reversal 
allowing for an intraluminal intracorporeal Baker anasto-
mosis colostomy takedown.

Hypothesis/Aim: With ostomy dilation and anvil inser-
tion into the lumen prior to resection, minimal enterotomy 
can be created in a quicker intraluminal Baker intracorpo-
real anastomosis

Methods/Interventions: the video shows our method 
of an intraluminal, intracorporeal end colostomy reversal 
with Baker colorectal anastomosis. We begin with super-
ficial ostomy closure, then robotic rectal dissection is 
performed to remove any adhesions and mobilize the 
rectum. any additional bowel resection is then performed. 
then careful robotic assisted circumferential colostomy 
dissection is performed to remove all intraperitoneal adhe-
sions and reduce any hernia. next, bedside of dilation of 
the colostomy is performed, first digitally then up to 29 
eea dilator. the stapler anvil is then inserted into the 
ostomy lumen. a tiny colotomy is created 4 cm distal to 
the area of resection, and the anvil is externalized from 
the lumen. once this is performed, the robotic stapler is 
introduced and transects the bowel of the colostomy at the 
peritoneum. With the anvil in place and the lumen of the 
bowel now stapled closed, the Baker anastomosis is created 
after introducing the eea stapler through the rectum. the 
stapler is then removed, the anastomosis is inspected, and a 
leak test is performed and confirmed with flexible sigmoid-
oscopy. the minimal residual subcutaneous portion of the 
ostomy is then dissected from the surrounding soft tissue 
and removed. the posterior fascia of the ostomy defect is 
then closed with intracorporeal suture.

Results/Outcome(s): the intraluminal intraCorporeal 
end colostomy take down (iliCet) procedure is demon-
strated in the video. this technique has been practiced in 
our patient population, which has proven it to be a safe 
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and technically reproducible procedure. By performing 
robotic assisted ostomy adhesiolysis instead of open, we 
have found the procedure to be significantly quicker (case 
time 80 min) and have not experienced any substantial 
increase in technical difficulty in robotic trained surgeons, 
nor have appreciated any recognizable inferiority to previ-
ously described approaches of colostomy reversal.

Limitations: this procedure is limited by in generaliz-
ability by the availability of robotic access and the avail-
ability of the appropriate stapler (eea).

Conclusions/Discussion: Placement of an intraluminal 
stapler anvil prior to ostomy take down allows for an 
intracorporeal anastomosis to be created via closed bowel 
intraperitoneal approach. this allows for an entirely 
robotic procedure, with increased mobility for adhesiolysis 
decreasing overall operative time, optimization of view, 
and decreased risk of stool spillage to create a sustainable 
and functional Baker colorectal anastomosis

LAPAROSCOPIC MANAGEMENT OF POST-
APPENDECTOMY COLO-CUTANEOUS FISTULA: 
A TECHNICAL REPORT.

ongoing Video room Vr31

a. Saylar, n. okkabaz, m. Haksal, m. oncel
Istanbul, Turkey

Purpose/Background: We aimed to share with you the 
possibility of laparoscopic approaches in colocutaneous 
fistulas and our surgical technique With this case report.

Hypothesis/Aim: the first approach in colocutaneous 
fistulas should be the use of laparoscopic techniques.

Methods/Interventions: We performed a laparoscopic 
repair of the colo-cutaneous fistula which developed from 
appendiceal stump.

Results/Outcome(s): on olur case, the postoperative 
course was uneventful and he was dischargedwithin three 
days following his operation.

Limitations: the fact that the study was conducted 
with a single case constituted the limitation of this article.

Conclusions/Discussion: although the intracorporeal 
suture technique was used in this case report, staples could 
also be used. in addition, the omentum could be used 
instead of the ileal fat pad as a patch. However, this could 
not be done because the omentum was tight and adhered 
to other tissues.

LAPAROSCOPIC PELVIC LIMPH NODE 
DISSECTION WITH SCIATIC NEUROLYSIS.

ongoing Video room Vr32

d. londono, F. lopes, m. miranda, F. Costa, 
a. lacerda, t. faier, a. araujo, J. Coelho
Belo Horizonte, Brazil

Purpose/Background: lateral pelvic recurrence is a 
challenge as it involves pelvic lateral wall structures. the 
curative treatment is complete surgical resection of the 
lesion, when possible

Hypothesis/Aim: the aim of the video is to describe 
a laparoscopic radical resection of a lateral pelvic lymph 
node recurrence

Methods/Interventions: video about laparoscopic 
radical resection of a lateral pelvic lymph node recurrence 
located in the obturator fossa and attached to the sciatic 
nerve

Results/Outcome(s): this is the case of a 56-year-old 
patient with a history of stage iii low rectal adenocarci-
noma in 2015, who received chemoradiotherapy followed 
by tme in 2016. in 2020 pelvic mri showed tumor 
recurrence in the pelvic region, exactly in the obturator 
space. in march 2020 she underwent a new procedure. in 
the video, we present the performance of a selective right 
lateral pelvic lymphadenectomy, where the right hypogas-
tric nerve and the right ureter are repaired and identified. 
Subsequently, the peritoneum is dissected over the external 
iliac vessels and then dissected along the obliterated umbil-
ical artery, superior vesical artery, and the branches of the 
internal iliac artery. the obturator fossa is dissected with 
the identification and preservation of the obturator and 
sciatic nerve, with subsequent removal of the lymph node 
tissue in the region. avascular spaces were identified to 
perform lymphadenectomy without bleeding. there were 
no intraoperative or postoperative complications, with 
minimal blood loss. the anatomopathological analysis 
showed moderately differentiated adenocarcinoma.

Limitations: no limitations
Conclusions/Discussion: median survival after diag-

nosis of untreated lateral pelvic recurrence is 7 months and 
the 5-year survival rate is less than 5%, however, overall 
survival under multidisciplinary treatment can reach 40%. 
Currently, the only curative treatment is radical resection 
to obtain complete excision (r0). Studies demonstrate 
that carefully selected patients with non-metastatic resect-
able lateral pelvic recurrence who received neoadjuvant 
and tme procedure for the primary tumor, the overall 
survival is similar to patients who did not receive neoad-
juvant for the primary tumor. in conclusion, lateral pelvic 
recurrence of rectal cancer is a treatable disease, being 
the surgery the only curative option, which is a challenge 
for colorectal surgeons. all patients with suspected lateral 
pelvic recurrence of rectal cancer must be studied, treated, 
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and followed up in specialized hospitals by multidisci-
plinary teams, with surgeons with experience in this kind 
of surgical resection.

ROBOTIC-ASSISTED PELVIC LYMPH NODE 
DISSECTION FOR LOCALLY ADVANCED 
RECTAL CANCER WITH LATERAL PELVIC 
LYMPHADENOPATHY.

ongoing Video room Vr33

F. CardenaS lara, S. Kelley
Rochester, MN

Purpose/Background: enlarged lateral pelvic lymph 
nodes are a risk factor for local recurrence of rectal cancer. 
lateral pelvic lymph node dissection with nerve-sparing 
techniques have been previously described for open and 
laparoscopic approaches, though there is paucity of litera-
ture on robotic techniques.

Hypothesis/Aim: this is a procedural video of a robotic 
left lateral pelvic lymph node dissection.

Methods/Interventions: a robotic left lateral pelvic 
lymph node dissection was video-recorded and edited to 
depict anatomic landmarks, surgical steps, and feasibility 
of the procedure.

Results/Outcome(s): Gross analysis of the pelvic spec-
imen showed 1 lymph node measuring 2 cm. the final 
pathology report showed 1 of 8 lateral lymph nodes positive 
for metastatic adenocarcinoma. the primary tumor was a 
poorly differentiated invasive adenocarcinoma forming a 
3.4 x 2.7 x 0.9 cm ulcerated mass. the surgical resection 
margins were negative. the radial margin was 2 cm and the 
mesorectum was intact and complete. 16 of 21 mesorectal 
lymph nodes were positive for metastatic carcinoma. Final 
tumor staging was ypt3, ypn2b, m0. the patient had no 
evidence of recurrence in the first 24 months after surgery.

Limitations: this is a procedural video of a robotic left 
lateral pelvic lymph node dissection.

Conclusions/Discussion: robotic pelvic lymph node 
dissection is a feasible and safe procedure for patients with 
lateral pelvic lymph node metastasis.

ROBOTIC APR, TAILORED INTRA-ABDOMINAL 
LEVATOR TRANSECTION, VAGINECTOMY, 
AND GLUTEAL RESECTION.

ongoing Video room Vr34

S. marecik, d. Schlund, m. Konamna, K. Kochar, J. Park
Park Ridge, IL

Purpose/Background: this video demonstrates how 
robotic technology can be helpful in advanced rectal 
cancer resections.

Hypothesis/Aim: Capabilities of the current robotic 
platform are helpful in advanced rectal cancer resections.

Methods/Interventions: the Xi da Vinci robotic system 
was used in a female patient with advanced rectal cancer. 
it was set up focusing on the pelvis. Perineal dissection was 
completed in a traditional technique.

Results/Outcome(s): Succesful r0 resection was 
achieved.

Limitations: Proper robotic training is required to use 
this technique.

Conclusions/Discussion: the current surgical robotic 
platform is very helpful in facilitating resection of advanced 
rectal cancer.

LAPAROSCOPIC LOW ANTERIOR RESECTION 
IN A CASE OF LOCALLY ADVANCED 
RECTAL CANCER AFTER NEOADJUVANT 
SHORT-COURSE RADIATION – A SURGICAL 
PERSPECTIVE.

ongoing Video room Vr35

V. Sukumar1, m. Kazi1, S. Patel2, a. mohan1, J. rohila2, 
a. deSouza1, a. Saklani1
1Mumbai, India; 2Varanasi, India

Purpose/Background: the publication of non-inferi-
ority of short-course radiation (SCrt) in rectal cancer 
has resulted in its increased acceptance in the neoadju-
vant setting in rectal cancers. the lower disease-related 
treatment failure, lower distant metastases and increased 
pathological response make it attractive.

Hypothesis/Aim: We aim to demonstrate a surgeon’s 
perspective on the challenges while performing minimally 
invasive sphincter preserving surgery in a case of rectal 
cancer after neoadjuvant short-course radiation.

Methods/Interventions: a 48-year-old male presented 
with biopsy-proven locally advanced rectal cancer. He 
underwent short course chemoradiation (5 fractions of 5 Gy –  
total dose of 25 Gy) along with 4 cycles of FolFirinoX. a 
reassessment mri – showed stable disease with mesorectal 
nodes. no extramesorectal disease. He was then planned for 
a laparoscopic low anterior resection.

Results/Outcome(s): His postoperative course was 
uneventful. He was discharged on the 6th postoperative 
day. a final histopathology report revealed residual adeno-
carcinoma of the rectum with positive nodes. all margins 
were free.

Limitations: this video demonstration demonstrates 
the difficulties of performing sphincter preserving surgery 
in a patient who has received SCrt. However, long-term 
results of functional outcomes and quality of life will 
provide more accurate information on whether this diffi-
culty during surgery translates to poorer outcomes.

Conclusions/Discussion: With growing evidence of the 
noninferiority of short-course radiation in treating locally 
advanced rectal cancers, performing optimal surgery with 
good oncological outcomes along with acceptable func-
tional outcomes will be a challenge.
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LAPAROSCOPIC EXTRAVASCULAR 
DISSECTION AND CONTROL FOR EN BLOC 
ABDOMINOPERINEAL RESECTION WITH 
S2 SACRECTOMY IN LOCALLY ADVANCED 
RECTAL CANCER.

ongoing Video room Vr36

d. Charoensilavath, S. malakorn
Bangkok, Thailand

Purpose/Background: en bloc rectal resection with 
high sacrectomy in locally advanced rectal cancer is a 
technically challenging procedure. extravascular dissec-
tion and control are crucial steps to minimized the risk of 
exsanguinous bleeding during the high sacrectomy.

Hypothesis/Aim: this video demonstrates laparoscopic 
extravascular dissection with en bloc abdominoperineal 
resection with S2 level sacrectomy in locally advance 
rectal cancer.

Methods/Interventions: the procedure was performed 
laparoscopically in modified lithotomy position via 5 trocar 
sites. left-sided colon mobilization was performed; followed 
by high ligation of the inferior mesenteric artery. the 
rectal was mobilized to S1-S2 sacral level. Subsequently, 
the internal iliac artery and vein branches were identified 
and individually divided at the level just above the planned 
osteotomy line. after the planned osteotomy line were 
cleared from the overlying vessels, the anterior, anterolat-
eral and posterolateral rectal mobilization were completed. 
the patient was then changed to the prone position. the 
perineal tissues were dissected layer-by-layer, aimed to 
dissected the gluteus muscles apart from the sacrum. the 
sacrotuberous and sacrospinous ligament were resected 
respectively. then the osteotomy with thecal sac ligation 
were performed at S2 level. Specimen was removed via 
the perineal wound. the perineal wound was closed layer-
by-layer. the patient was then turned to supine position. 
Pelvic inlet and dead space were closed by retroversion 
mobilized urinarybladder. end colostomy was created.

Results/Outcome(s): no blood transfusions were 
required during the procedure. the patient was discharged 
home safely on postoperative day 4, without any complica-
tions. the pathology showed t4bn1 with free all resected 
margins.

Limitations: there is limited data on the longterm 
outcome following laproscopic en bloc high sacrectomy for 
rectal cancer, a further well-designed study is needed.

Conclusions/Discussion: laparoscopic extravascular 
dissection with en bloc rectal resection with high sacrec-
tomy in locally advance rectal cancer is safe and feasible in 
selected patient.

CENTRAL VASCULAR LIGATION IN OBESE 
PATIENTS DURING ROBOTIC RIGHT 
COLECTOMY.

ongoing Video room Vr37

S. marecik, d. Schlund, m. Konamna, K. Kochar, J. Park
Park Ridge, IL

Purpose/Background: this video demonstrates how 
robotic technology can be helpful for central vascular liga-
tion in obese patients.

Hypothesis/Aim: Capabilities of the current robotic 
platform are helpful in colon resections in obese patients.

Methods/Interventions: the Xi da Vinci robotic system 
was used in a male patient with right colon cancer. it was 
set up focusing on the right abdomen.

Results/Outcome(s): Succesful r0 resection was 
achieved.

Limitations: Proper robotic training is required to use 
this technique

Conclusions/Discussion: the current surgical robotic 
platform is very helpful in facilitating resection of right 
colon cancer in obese patients.

ROBOTIC ABDOMINOPERINEAL RESECTION 
WITH ENMASS PROSTATECTOMY- A VIDEO 
VIGNETTE.

ongoing Video room Vr38

S. Bankar1, S. Kumar2, V. Sukumar3, J. rohila3, 
a. desouza3, a. Saklani3
1Pune, India; 2New Delhi, India; 3Mumbai, India

Purpose/Background: in this video we demonstrate the 
feasibility of robotic surgery for patients with synchronous 
rectal and prostate cancer planned for abdominoperineal 
resection with enmass prostatectomy.

Hypothesis/Aim: to demonstrate systematic approach for 
performing robotic abdominoperineal resection with enmass 
prostatectomy for synchronous rectal and prostate cancer.

Methods/Interventions: a 70 years old gentleman 
presented to us with per rectal bleeding and altered bowel 
habits since 10 months. Per rectal examination revealed 
growth at 3cm from anal verge with biopsy suggestive 
of moderately differentiated adenocarcinoma. magnetic 
resonance imaging (mri) pelvis showed mid rectal lesion 
abutting right seminal vesicle with a separate lesion in right 
lobe of prostate. Prostate biopsy was prostatic adenocarci-
noma with Gleason’s score of 3+4=7. metastatic workup 
was negative. He received neoadjuvant chemoradiation 
(naCtrt) 60Gy/25#. a reassessment mri scan was 
suggestive of rectal primary with maintained planes with 
seminal vesicles with prostatic lesion involving right 
seminal vesicle. this patient underwent robotic abdom-
inoperineal resection with enmass prostatectomy with 
bilateral pelvic lymph node dissection with permanent 
suprapubic catheterisation.
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Results/Outcome(s): the surgery was uneventful with 
an operative time of 400 minutes. Postoperative course was 
uneventful and patient was discharged on post-operative 
day 7.

Limitations: na
Conclusions/Discussion: robotic abdominoperineal 

resection with enmass prostatectomy can be safely and 
effectively performed for synchronous rectal and prostate 
cancers.

LAPAROSCOPIC LOW ANTERIOR RESECTION 
WITH INTERSPHINCTERIC DISSECTION.

ongoing Video room Vr39

a. Chatterjee, B. Jajoo, a. mohan, V. Sukumar, m. Kazi, 
a. desouza, a. Saklani
Mumbai, India

Purpose/Background: For low rectal cancers, obtaining 
a negative margin with minimally invasive sphincter 
saving procedures is technically challenging. low anterior 
resection (lar) with intersphincteric dissection (iSd) a 
is a good alternative to intersphincteric resection.

Hypothesis/Aim: to demostrate laparoscopic lar 
with iSd

Methods/Interventions: Video demostration of 
laparoscopic lar with iSd

Results/Outcome(s): laparoscopic lar and iSd was 
successfully performed. the final histopathology report 
revealed a negative Circumferential resection margin and 
distal margin. Perioperative course was uneventful.

Limitations: this is a single case video demonstration 
from a high volume tertiary cancer center. Patient selec-
tion is imperative.

Conclusions/Discussion: For low rectal cancers, 
laparoscopic lar with iSd is a good alternative to iSr.

VIDEO OF A RIGHT HEMICOLECTOMY IN 
A PATIENT WITH PREVIOUS COLONIC 
OESOPHAGEAL TRANSPOSITION.

ongoing Video room Vr40

m. taylor, e. Courtney, J. olivier, J. Phull
Bath, United Kingdom

Purpose/Background: 84 year old patient with a 
previous distal oesophageal cancer treated in 2009. Post-
operatively the gastric pull up necrosed and required a 
transverse colonic interposition. the patient developed a 
caecal cancer twelve years later. this video shows chal-
lenging anatomy for the surgical oncologist.

Hypothesis/Aim: the video shows the importance of 
recognising abnormal anatomy and the use of indocyanine 
green in helping to identify these.

Methods/Interventions: the video was recorded and 
edited by the named surgeons who all work in the same 
high volume uK centre.

Results/Outcome(s): the patient made a good post 
operative recovery. the histopathology was reported as 
pt3n2am1cV1r0 (a tumour deposit was seen on the 
overlying omentum).

Limitations: Single case study only
Conclusions/Discussion: this video shows the 

impotance of recognising anatomical variations from other 
surgical procedures. an adapted lymphadenectomy may 
be required as in this case. indocyanine green can be used 
to ensure perfusion of not only anastomosis but of colonic 
conduits in these types of procedure.

NOVEL, FULLY-STAPLED ROBOTIC LEFT-SIDED 
COLOCOLONIC ANASTOMOSIS.

ongoing Video room Vr41

r. Fortunato
Pittsburgh, PA

Purpose/Background: Performing an intracorporeal 
robotic anastomosis is a critical skill. We perform a novel, 
fully-stapled, colocolonic anastomosis for a left-sided colec-
tomy eliminating intracorporeal suturing.

Hypothesis/Aim: a fully-stapled anastomosis elim-
inates intracorporeal suturing which can be difficult to 
perform.

Methods/Interventions: We video describe a novel, 
fully-stapled intracorporeal colocolonic anastomosis for a 
robotic left-sided colectomy.

Results/Outcome(s): this is a robotically feasible anas-
tomotic technique that eliminates intracorporeal suturing 
and allows for easier reproducibility.

Limitations: any intracorporeal anastomsis requires 
advanced robotic surgical skills.

Conclusions/Discussion: Performing an intracorporeal 
robotic anastomosis is a critical skill. utilizing a robotic, 
fully-stapled intracorporeal anastomosis, allows for an effi-
cient anastomotic technique that is familiar to the surgeon 
while eliminating intracorporeal suturing or standard 
extracorporealization.
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RIGHT HEMICOLECTOMY WITH DISTAL 
GASTRECTOMY, EN BLOC EXCISION OF 
ABDOMINAL WALL EXTENSION, AND 
ABDOMINAL WALL RECONSTRUCTION WITH 
LATISSIMUS DORSI MUSCLE FREE FLAP.

ongoing Video room Vr42

r. li, m. lopez, m. onglao
Manila, Philippines

Purpose/Background: Surgical resection remains the 
only intervention for colon cancer with curative intent. 
this involves excision the involved colonic segment, its 
lymphovascular supply, and adjacent structures that may 
be involved. after wide excision, multiple options for 
abdominal wall reconstruction are available.

Hypothesis/Aim: We present a case of transverse colon 
adenocarcinoma with gastric and abdominal wall involve-
ment treated with extended right hemicolectomy en bloc 
distal gastrectomy, d3 lymph node dissection.

Methods/Interventions: this is a case report of a 46 year 
old male with transverse colon adenocarcinoma extending 
to the anterior abdominal wall, omentum and stomach, as 
well as lymph node involvement of bilateral axilla, right 
inguinal, and right external iliac nodes. there was tumor 
progression on surveillance imaging after two cycles of 
neoadjuvant chemotherapy. Hence a decision to proceed 
with surgery was made by a multi-disciplinary team. 
the patient underwent exploratory laparotomy, extended 
right hemicolectomy, complete mesorectal excision with 
central vascular ligation, en bloc excision of the abdom-
inal wall involvement and distal gastrectomy. Bilateral 
axillary lymph node dissection, excision of external iliac 
and inguinal nodes on the right was performed to address 
the enlarged nodes. abdominal wall reconstruction was 
achieved with a latissimus dorsi muscle free flap followed 
by split thickness skin grafting.

Results/Outcome(s): Final histopathology of the spec-
imen revealed a 19 x 18 x 9 well differentiated adenocar-
cinoma, with invasion into gastric serosa, as well as skin 
epidermal involvement and ulceration. the specimen was 
positive for lymphovascular space invasion but no peri-
neural space invasion was identified. one of 16 pericolic 
nodes, 1/3 inguinal nodes, and 6/6 external iliac nodes 
excised were positive for tumor. all margins of resection 
were negative for malignancy. the patient is for adjuvant 
chemotherapy

Limitations: Further follow-up is necessary to deter-
mine long term outcomes of our management.

Conclusions/Discussion: in conclusion, surgical resec-
tion remains the only curative intervention for colon 
cancer. this applies to both local, and selected resectable 
metastatic disease. Surgery involves excision of the tumor 
and its involved colonic segment; its vascular supply; and 
its lymphatic drainage; as well as resection involved adja-
cent structures, en bloc. there is improvement in dsease 
free survival when an extended or d3 lymphadenectomy, 

or complete mesocolic excision with central vascular 
ligation, is performed. neoadjuvant treatment for locally 
advanced colon cancer is offered in instances when resec-
tion margins are potentially compromised. among patients 
with abdominal wall involvement, options for reconstruc-
tion include direct tissue closure, prosthetic mesh, local 
advancement or regional flaps, distant flaps, or combined 
flap and mesh.

LAPAROSCOPIC RIGHT LATERAL PELVIC 
LYMPH NODE DISSECTION WITH PERSISTENT 
METASTATIC LYMPH NODE FOLLOWING 
NEOADJUVANT TREATMENT FOR RECTAL 
CANCER.

ongoing Video room Vr43

B. Kutlu, y. Gungor, e. ismail, H. acar, a. Kuzu
Ankara, Turkey

Purpose/Background: in patients with rectal cancer, 
enlarged lateral lymph nodes result in increased local 
recurrence and lower overall survival rates, which can 
be improved with chemoradiotherapy and lateral pelvic 
lymph node dissection.

Hypothesis/Aim: to demonstrate the steps and the 
anatomical landmarks for laparoscopic right lateral pelvic 
lymph node dissection.

Methods/Interventions: Step by step educational video 
with animation was prepared. For the procedure, initially 
the suspensory ligament of ovary was retracted laterally to 
visualize the ureter. dissection was carried out caudally 
and the external iliac vessels were exposed on the lateral 
pelvic side wall. lymphatic tissues around the iliac vessels 
is now dissected, where the origin of the inferior epigastric 
artery was identified. Further caudal dissection encounters 
the corona mortis and pectineal ligament. the fibrotic 
changes were noted due to radiotherapy. the obturator 
nerve and vessels were demonstrated with more caudal 
dissection. if metastasis was involved with the nerve, it 
could be excised. lymphadenectomy at the obturator fossa 
is now completed. afterwards, the dissection was carried 
out cranially towards to the bifurcation of external and 
internal iliac vein. Further caudal traction demonstrates 
the aberrant obturators artery, accessory obturator vein 
and pubic branches – so called “corona mortis”, as well the 
obturator nerve, vein and pectineal ligament. Cranially, 
posterior trunk of the internal iliac artery and important 
anatomic landmarks are shown.

Results/Outcome(s): this is a 67-year-old female 
otherwise healthy was presented after received preopera-
tive chemoradiotherapy and consolidation therapy. due 
to the persistent pathologic lateral lymph node, decision 
was made to proceed with laparoscopic total mesorectal 
excision and bilateral lateral pelvic lymph node dissection. 
Postoperative recovery was uneventful. a total of eleven 
lymph nodes were retrieved and 3 of them was metastatic.
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Limitations: how to do lateral pelvic lymph node dissec-
tion is demonstrated in a video presentation

Conclusions/Discussion: this step by step anatomically- 
oriented video demonstrates crucial anatomical landmarks 
during lateral pelvic lymph node dissection.

LAPAROSCOPIC TOTAL PELVIC 
EXENTERATION WITH BILATERAL PELVIC 
LYMPH NODE DISSECTION FOR LOCALLY 
ADVANCED RECTAL CANCERS: SYSTEMATIC 
APPLICATION OF MIS FOR AGGRESSIVE 
MULTIVISCERAL PELVIC RESECTIONS.

ongoing Video room Vr44

S. Patel1, V. Sukumar2, m. Kazi2, a. desouza2, 
a. Saklani2
1Varanasi, India; 2Mumbai, India

Purpose/Background: While minimally invasive surgery 
(miS) is well established for total mesorectal excision 
(tme), its role for conduct of extended-tme(e-tme) 
or Beyond tme(b-tme) is developing. Concerns exist 
regarding higher chances of margin positive resections with 
increased chances of conversion to open surgery.

Hypothesis/Aim: the aim of the video vignette is to 
demonstrate the systematic smooth technical conduct 
of a b-tme surgery using laparoscopy while maintaining 
oncological adequacy.

Methods/Interventions: our patient is a 48 year 
gentleman with a poorly differentiated adenocarcinoma 
of middle third rectum involving prostate gland. He 
recieved short course radiation therapy with consolidation 
chemotherapy. after a partial response at 6 weeks, he was 
planned for a laparoscopic total pelvic exenteration with 
bilateral pelvic lymph node dissection. the video vignette 
focusses on the pelvic phase of dissection beginning with 
initial posterior dissection in the tme plane. this is then 
followed by left and right lateral pelvic lymph node 
dissection till the pelvic floor. Both sides ureters were cut 
distally and mobilised. remaining lateral dissection was 
followed by anterior dissection. the dorsal venous complex 
was ligated perineally. Specimen was delivered perineally. 
a Bakri balloon was used to tackle empty pelvis syndrome 
as per departmental protocol. Bilateral V-y plasty was used 
for perineal reconstruction.

Results/Outcome(s): the procedure was completed 
over 8 hrs with a total blood loss of 1500ml. the urinary 
reconstruction was done using a 6cm midline utility inci-
sion. uretero-ileal anastomosis was done using Bricker’s 
technique. the final histpathology showed a ypt4bn1 
tumour invovling the prostate, all margins being free of 
tumour. Patient was discharged on post-operative day 9.

Limitations: long term oncological adequacy of use of 
miS for e-tme and b-tme remains to be established. till 
we await level i evidence for the same, experience from high 
volume centres ought to form the basis of global practice.

Conclusions/Discussion: laparoscopy can be used 
safely for a smooth technical conduct of complex multi- 
visceral pelvic resections for locally advanced rectal 
cancers. the short term oncological adequacy of lapa-
roscopy is atleast equivalent with superior peri-operative  
outcomes when compared to open procedure. this however 
has its own learning curve.

ROBOTIC APR WITH LEFT PLND FOR 
ANORECTAL MELANOMA.

ongoing Video room Vr45

a. mohan, V. Sukumar, a. Chatterjee, B. Jajoo, 
a. Saklani, a. desouza
Mumbai, India

Purpose/Background: anorectal melanoma is a rare 
group of malignancies. this video represents the surgical 
technique for robotic abdominoperineal resection with left 
pelvic lymph node dissection in locally advanced mela-
noma cases, with emphasis on the extent of pelvic lymph 
node dissection.

Hypothesis/Aim: Standardization of Surgical steps for 
anorectal melanoma patients with pelvic lymph node 
metastasis

Methods/Interventions: Surgical technique
Results/Outcome(s): robotic aPr with Plnd is 

feasible for anorectal melanoma
Limitations: Single patient study
Conclusions/Discussion: Standardization of steps for 

anorectal melanoma results in optimal perioperative and 
oncological outcomes

3D DYNAMIC ANORECTAL ULTRASONOGRAPHY  
(ECHODEFECOGRAPHY) FOR DIAGNOSIS OF 
PELVIC FLOOR DYSFUNCTIONS.

ongoing Video room Vr46

S. murad-regadas1, F. regadas1, F. regadas Filho1, 
l. Veras1, a. Vilarinho1, d. lima2, l. Borges1, r. Barreto3

1Fortaleza, Brazil; 2Cascavel, Brazil; 3Sao Luis, Brazil

Purpose/Background: Variety of dynamic ultrasound 
techniques including different transducer have been used 
to assess pelvic floor dysfunctions with similar results if 
compared with those obtained using defecography.

Hypothesis/Aim: to demonstrate the echodefecography 
technique in the assessment of pelvic floor dysfunctions.
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Methods/Interventions: the ultrasound exam was 
performed with a 3-d ultrasound device (with prox-
imal-to-distal 6.0-cm automatic scans). the dynamic 
assessment consists of four automatic scans: scan 1(at 
rest): visualize the anatomic integrity of the anal sphincter 
muscles. the endovaginal approach is valuable in patients 
who underwent vaginal delivery; scan 2:the transducer is 
positioned at 6.0cm from the anal verge. the patient is 
requested to keep at rest during the first 15seconds, and 
then to maximally strain for 20sec, then to relax again 
15sec, with the transducer following the movement in order 
to evaluate the displacement of the puborectal/external 
anal sphincter (Pr/eaS) and measure the anorectal angle, 
comparing scan1 and 2 in order to identify a normal relax-
ation or a dyssynergia; scan 3:the transducer is positioned 
proximally to the Pr(anorectal junction). the scan starts 
with the patient at rest(3.0 sec), followed by maximum 
straining with the transducer in fixed position. Scanning 
continues distally until the Pr muscle becomes visible. 
Perineal descent is quantified by measuring the displace-
ment of the Pr; scan 4:following injection of 60–120 ml 
ultrasound gel into the rectal ampulla, the transducer is 
positioned at 7.0 cm from the anal verge. the scanning 
sequence is the same as scan 2 in order to visualize and 
quantify all disorders (rectocele, intussusception, sigmoid-
ocele/enterocele and cystocele).

Results/Outcome(s): the technique has been stan-
dardized and validated comparing with defecografy to 
determine the values of each dysfunction: normal relax-
ation is recorded if the angle(confluence of a line traced 
along the internal border of the Pr/eaS and another 
perpendicular to the axis of the anal canal) increases 
by at least one degree, whereas dyssynergia if the angle 
decreases; perineal descent is determined by displacement 
of the Pr>2.5cm; rectocele is identified and quantified 
by measuring the distance between two horizontal line 
positioned at the posterior vaginal wall, starting pushing 
and maximal herniation:grade i(<6.0mm), grade ii(6.0-
13.0mm), or grade iii(>13.0mm); cystocele is identified by 
a displacement of the bladder below the proximal margin 
of the Pr≥0.5cm; entero-sigmoidocele is recognized when 
the bowel bulges downward to the pelvis.

Limitations: the echodefecography were not compared 
with dynamic resonance imaging.

Conclusions/Discussion: echodefecography is a helpful 
tool in the evaluation of patients with pelvic floor dysfunc-
tions as well as shows the anatomical structures. it is quick, 
performed in the office, inexpensive and well tolerated by 
patients without exposure to radiation.

TENSION FREE VENTRAL RECTOPEXY: A 
NOVEL TECHNIQUE FOR RECTAL PROLAPSE.

ongoing Video room Vr47

a. Studniarek1, r. Bealer2, n. nguyen3, l. ailabouni4
1Newark, NJ; 2Pullman, WA; 3Yakima, WA; 4Richland, WA

Purpose/Background: two theories exist explaining the 
pathophysiology of rectal prolapse; a sliding hernia through 
a defect in a pelvic fascia, and an internal intussusception 
of the rectum. the current surgical options include ventral 
mesh rectopexy, suture rectopexy and resection rectopexy.

Hypothesis/Aim: the primary aim of this video was to 
demonstrate a novel surgical technique for the treatment 
of rectal prolapse. the secondary aim was to evaluate 
short-term outcomes.

Methods/Interventions: robotic tension free rectopexy 
is a combination of ventral mesh rectopexy with additional 
mid rectal sutures and a right sided, unilateral suture recto-
pexy. this technique addresses the limitations of ventral 
mesh rectopexy alone including the potential for early 
posterior recurrence, lateral mesh migration, and high 
incidence of early recurrence in large rectal prolapses. this 
case was performed using the daVinci Xi ® robotic plat-
form in a male patient with full thickness rectal prolapse. 
recurrence was defined as a presence of full thickness 
rectal prolapse at 1 month and 6-month after surgery.

Results/Outcome(s): a total of 29 patients were 
operated on using this technique. twenty-one patients 
(72%) underwent robotic tension free rectopexy and 8 
patients (28%) underwent robotic tension free rectopexy 
and sacrocolpopexy. the median age was 63 years [range 
20-93]. there were 26 females (89.7%) and 3 males 
(10.3%). all twenty-nine patients had full thickness rectal 
prolapse. the average length of hospital stay was one 
day [range 1-20]. two patients (6.8%) were readmitted; 
one had post-operative ileus, and one had unrelated anal 
pain. none of the patients (0%) had early rectal prolapse 
recurrences at any of the post-operative visits. twenty-six 
patients (89.6%) reported improved obstructed defecation 
symptoms, two patients (6.2%) had no changes in their 
bowel habits and one (3.4%) reported worsened symptoms.

Limitations: the limitations of this technique include 
potential partial rectal denervation due to posterior and 
lateral dissection, and a higher chance of rectal trauma 
with circumferential dissection.

Conclusions/Discussion: tension free ventral recto-
pexy is a surgical technique addressing the two existing 
theories behind pathophysiology of rectal prolapse and the 
limitations of ventral mesh rectopexy alone. it combines 
the two most commonly performed procedures for rectal 
prolapse. this technique is a safe and a successful approach 
for the treatment of full thickness rectal prolapse with low 
recurrence rate and low morbidity, especially for patients 
with obstructed defecation and large rectal prolapses; 
however, further long-term follow up and prospective trials 
are warranted to evaluate the long-term outcomes.



378 onGoinG Video room

LAPAROSCOPIC TOTAL PELVIC ORGANS 
SUSPENSION FOR DESCENDING PERINEAL 
SYNDROME WITH MULTIPLE PELVIC ORGANS 
PROLAPSE.

ongoing Video room Vr48

d. Charoensilavath, S. malakorn
Bangkok, Thailand

Purpose/Background: descending perineal syndrome 
usually associates with multiple pelvic prolapse, and 
multi-comartments dysfunction. multidisciplinary team 
approach is needed to address this complex condition. 
However, optimal treatments to solve all pelvic compart-
ment problems simultaneously are still controversial.

Hypothesis/Aim: this video demonstrates laparoscopic 
total pelvic organs suspension in perineal descent patient 
who had rectal prolapse, vaginal prolapse, rectocele, and 
cystocele with urinary and fecal incontinence.

Methods/Interventions: mri defecography revealed 
anterior, middle and posterior pelvic compartments descent 
with pelvic organs prolapse. the procedure was performed 
laparoscopically in modified lithotomy position. anterior 
bladder mobilization was performed by dissecting into the 
retzius space. then bladder suspension was completed by 
suturing the anterior wall of the bladder to the median 
and bilateral medial umbilical ligaments. dissection was 
then turned to the right anterolateral rectum mobilization, 
starting from sacral promontory deep down to the pelvic 
floor level. autonomic pelvic nerves were identified and 
preserved. Biologic mesh was secured between anterior 
rectal wall and posterior vaginal wall, using non-absorb-
able interrupted sutures. Subsequently, the proximal end 
of the mesh was attached to sacral promontory, followed 
by closure of the incised peritoneal to cover the mesh. the 
redundant part of the sigmoid colon was then sutured to 
the right lower part of the abdominal wall to prevent the 
rectosigmoid angulation.

Results/Outcome(s): the patient was discharged home 
safely on postoperative day 2, without any complications. 
the fecal and urinary incontinence symptoms have been 
significantly improved. Six months postoperative mr 
defecography revealed neither pelvic floor descent nor 
pelvic organ prolapsed.

Limitations: eventhough, there were no major compli-
cations encountered in our case-series, this procedure still 
need further well-designed study and longer follow-up 
time.

Conclusions/Discussion: descending perineal 
syndrome needs the multidisciplinary team approach to 
address all pelvic compartment problems simultaneously. 
the laparoscopic total pelvic organs suspension is safe and 
feasible for multiple pelvic organs prolapse in descending 
Perineal Syndromes

NOVEL ROBOTICALLY HARVESTED VERTICAL 
RECTUS ABDOMINIS MYOCUTANEOUS 
PEDICLED FLAP AFTER A ROBOTIC APR.

ongoing Video room Vr49

d. murariu, r. Fortunato
Pittsburgh, PA

Purpose/Background: a robotically harvested vertical 
myocutaneous pedicled flap improves recovery after an 
abdominoperineal resection by combining the benefits of 
native tissue graph and minimally invasive surgery.

Hypothesis/Aim: a robotic harvested vertical rectus 
abdominis myocutaneous pedicled flap can be safely 
performed.

Methods/Interventions: Video description of a novel 
robotic technique to harvest a vertical rectus abdominis 
myocutaneous pedicled flap after a robotic abdominoperi-
neal resection (aPr).

Results/Outcome(s): Successfully performed roboti-
cally harvested vertical rectus abdominis myocutaneous 
pedicled flap after a robotic abdominoperineal resection 
(aPr).

Limitations: advanced robotic surgical skills are 
required by both the colorectal and plastic surgical teams.

Conclusions/Discussion: Harvesting a veritcal abdom-
inis myocutaneous flap improves healing of the large, 
radiated abdominoperineal defect by using naitive skin 
and muscle. Performing this procedure robotically futher 
enhances recovery by adding the benefits of minimally 
invasive surgery.


